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The MARISSA project 

The MARISSA project is a two-year (2020-2022) transnational project, funded by the EU. The 

project brings together six partners from three European countries (Estonia, Greece, and Ice-

land) and aims to address the phenomenon of co-occurring Intimate Partner Violence (IPV) 

victimisation and Problematic Substance Use (PSU). The spark of the MARISSA project was 

the belief that there is a dire need to support women dealing with co-occurring IPV and PSU 

and one of the ways to approach this would be to encourage better collaboration between 

different service providers and enhance their understanding and capacity to deal with co-oc-

curring IPV and PSU. This training manual is therefore one part of the attempt to increase the 

capacity of professionals working in IPV and PSU services.

Purpose and structure of the manual

This training manual is a guide meant for an experienced facilitator (or team of facilitators) 

planning to conduct face-to-face training for professionals working in IPV and PSU services. 

The manual is self-explanatory and provides good guidance through the training. It is however 

necessary that the facilitators/trainers have good knowledge of the material and are comfort-

able talking and facilitating discussion about it beyond the material which is provided in this 

manual.

The target audience for workshops conducted with the use of this manual are professionals 

working in the services for intimate partner violence on the one hand and substance use on 

the other. It is therefore expected that there will be a lot of expertise in the room, but very 

different kinds of expertise. This brings both opportunities and challenges to the training and 

the facilitator. In this manual, some of the exercises refer to this explicitly where the facilitator 

is reminded of how to make use of said differences in expertise and how to use the exercise 

to have the participants learn from each other and share their different experiences and ex-

pertise. We encourage the facilitators to be open to exploring even more ways than those 

explicitly mentioned throughout the manual to make use of the difference in expertise and to 

continuously encourage participants to use this opportunity to learn from each other.

As stated, some challenges come with doing a common training with two groups with such 

Introduction
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different expertise. Our first recommendation is that, if possible, conduct the training with more 

than one facilitator, with a different background. This manual starts with basic introductions, first 

to PSU and then IPV. The trainers of these modules should be experts on those subjects, both 

for them to have the confidence to facilitate properly and to have the respect of those partici-

pants who know the subject well. If you have problems finding a trainer on either subject, you 

could use one of the participants who has the most knowledge and experience of the subject. 

Another possibility regarding these first two modules is to conduct them separately prior to the 

common training. Then IPV service providers would receive the PSU training conducted by a 

PSU specialist and the PSU service providers the IPV training by an IPV specialist prior to them 

all coming together for the common training. Each facilitator/facilitating team needs to decide 

what serves them best with the time, resources, facilities, and group of trainees that they have.

The modules of the training manual are as follows:

●   Module1: What is PSU?

●   Module 2: What is IPV?

●   Module 3: Gender, Power, and their Link to IPV and PSU

●   Module 4: Trauma, IPV victimisation & PSU correlation

●   Module 5: Multi-agency collaboration

●   Module 6: Screening, Risk Assessments, Referrals, and Follow-up

The modules are designed to be used consecutively in the same training, but it is possible to 

use them independently of each other.

How to use the manual

As stated above it is recommended that the training is conducted with a team of trainers to have 

a broad expertise of knowledge within the facilitation team. The training proposed is also quite 

long and intense if it is all done in one go so it will be easier to share the workload and ensure 

that the facilitator is ready for each session.

Before conducting a training, facilitators must go thoroughly through the whole manual to en-

sure that they are familiar with the whole content. This manual is a mix of short presentations, 

which usually include PowerPoint slides as well as several exercises. Facilitators can of course 

add and subtract from the material provided in this manual and we encourage all facilitators to 

think of the context they are in and ensure that the material brought forward fits into that con-

text. It is especially recommended that facilitators familiarise themselves well with the material 
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that is provided for presentations so that they can provide these presentations with their own 

words and not read from the manual. It is also useful to review the session materials again right 

before each session.

Facilitators also need to familiarise themselves with all the exercises and be prepared accord-

ingly. Sometimes there is a need for a projector, flipchart, pens, etc. and some of the exercises 

include handouts that need to be printed out. The facilitating team should also know and be 

familiar with the venue where the training will be held. Some exercises require more space 

than others and moving within that space and how to ensure this can take place or thinking of 

other ways to accomplish the exercise should be thought out before the actual training starts.

If there is more than one facilitator for the training, as we recommend, the team should ideally 

meet before the training to discuss the workshop/training objectives, content, exercises and 

handouts, methodologies, and the division of labour.

The role of the facilitator is to maintain the structure of the group, contain and move the group 

process through each session, lead by example by having appropriate boundaries and ex-

pressing and containing their feelings, and allowing the participants to have their own experi-

ences of the group.

 

Additional exercises with participants

It is important in any training to have a few exercises to either energise people or calm people 

down in between training sessions. Since the training proposed through this manual is bringing 

together people from two different specialties who perhaps do not meet on other occasions it 

is also important to start with some exercises to lighten the atmosphere and help people get-

ting to know each other.

Before starting the training

This short pre-training exercise is meant to help participants get to know each other, relax, and 

ease into the training.

Have the participants roam around the room, when you shout “pair up” they are to find one 

other person and have a brief getting to know each other minute. It can be good to use music 

during this exercise to make walking around the room more enjoyable and then the facilitator 

turns the music off when the participants are to pair up again.
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Instruct participants to give their names and their occupations as well as something that has not to 

do with their occupation or training, can be what their favourite animal is and why, favourite food, 

or other personal information which is not considered too sensitively personal. Only give people a 

short amount of time (1-2 minutes) to do the introductions, then have them roam around the room 

again for a little while until the trainer shouts “pair-up” again and everyone finds a new partner to 

introduce themselves to again. Repeat around three times, depending on the size of the group. A 

typical exercise could look something like this:

●   Participants roam around the room until the facilitator shouts, “Pair up”

●   Instruct the pairs to introduce each other by name, profession, and favourite animal 

explaining why this is their favourite animal.

●   Participants roam around again until the facilitator shouts, “Pair up”

●   Instruct pairs to introduce each other by name, profession, and favourite food explaining 

why this is favourite food

●   Participants roam around again until the facilitator shouts, “Pair up”

●   Instruct pairs to introduce each other by name, profession, and their favourite place in the 

world (can be country, town, space, whatever comes to mind) and explain why this is their 

favourite place in the world.

Introduce your partner

Another way to start could simply be to pair people up, ensuring that the pairs do not know each 

other from before, and ideally one is working in an IPV service and the other in a PSU service. Have 

the pairs talk briefly (about five minutes) and give information about themselves, name, profession, 

how they ended up in that profession, and what they like most about it (you can also use one of 

the examples above if you want to include something that has nothing to do with their occupation). 

Once everyone has gone through this, go through the whole circle and have the pairs introduce 

each other to the rest of the group.

Introduction by drawing

Provide trainees with a piece of paper and ask them to write or draw things that represent them-

selves as individuals and as professionals, within 5 minutes. Afterwards, ask them to present it to 

the group. 
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The Five Senses

This exercise is to calm people down rather than to energize them. It is a good beginning of 

module 4 for example but can be used whenever the facilitator finds it appropriate. Instructions 

to participants:

1.    Please close your eyes or lower your eyelids.

2.   Relax for a few moments. Take a few deep breaths and exhale slowly.

3.   Open your eyes when you are ready.

4.    Now identify five things you can see around you.

5.   Now identify four things you could feel or touch.

6.   Identify three things you can hear.

7.   Identify two things you can smell

8.   Finally, identify what you can taste right now.

Ask the participants how they feel after doing this activity. After leaving the floor open to com-

ments, also ask everyone to do a “weather report” on how they are feeling today. For example, 

some may be feeling sunny, and others may be feeling partly cloudy with a chance of showers. 

Expectations for training

It can be very helpful for the facilitating team to have an idea of the expectations of the partici-

pants before starting the training. You can do this by asking every individual to think about their 

expectations for a few minutes and then collect everything that is said and write it up on a flip-

chart so that it is visible to everyone. Or if you want to get more of a discussion on this you can 

put people into groups of 3-4 and have them discuss their expectations for a few minutes before 

reporting back to plenary.

At the end of the training, spend some time to assess whether these objectives and expectations 

have been met. Moreover, you can ask them to anonymously evaluate (from 1 to 5) their degree 

of satisfaction regarding this training session (e.g. atmosphere of the team; personal participa-

tion; facilitation of the session; content; usefulness in their working field, etc.).   

You can also decide to do this for each session. That way there is room to make changes between 

sessions in facilitation, the timing of exercises, or addressing problems with the atmosphere in 

the group between sessions rather than at the end of the training.
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Contents: 

1.   What is problematic substance use (PSU)?

2.   What does PSU look like?

3.   Different approaches to deal with PSU

Guidance to the trainer/ facilitator: The purpose of this chapter is for trainees to receive 

information and create a common understanding of problematic substance use, including differ-

ent approaches to deal with it. Exercises are meant for both IPV and PSU professionals, taking into 

consideration their level of knowledge and experience, and aiming to mutually construct a shared 

level of understanding that would foster multi-agency co-operation. PSU professionals’ elevated 

knowledge and experiences in the field can be utilised, to meet IPV professionals’ needs through 

bilateral, interactive sharing.   

Main learning objectives: 

At the end of this training session, trainees should have acquired:

-   An understanding of what PSU is;

-   An understanding of what PSU may look like and how to recognise it;

-   An understanding of the approaches and aims of different PSU interventions that 
are being used.

1. What is Problematic Substance Use (PSU)?
To introduce the first exercise, explain to the participants that you will start by discussing what PSU 

is. Emphasise that people have different expertise, and the exercise is just to start the discussion 

and get people thinking and talking. Then put up the first slide of the PowerPoint provided, so that 

everyone can see and have the overview of the exercise. 

Module 1: 
What is Problematic Substance Use?
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Exercise 1.1.A (45 minutes): Take a circular cardboard and cut it into 9 pieces (one for each 

question). Divide the group into 9 smaller groups (if the trainees are fewer than 18 you can divide 

them into fewer groups, giving each group 2 or more questions to answer). Make sure that in each 

group both IPV and PSU professionals are participating. 

To create a mutual definition of PSU (a common level of understanding of what PSU is) you give 

one piece to each group. Questions should be written on the pieces in advance. Give about 15 

minutes to the groups, to brainstorm, and write down their answers. Answers could have the form 

of sentences, statements, small phrases, or even drawings. Whilst the groups are discussing the 

facilitator can walk between the groups to generate more discussion or answer any questions that 

may come up. Afterward, invite trainees to the bigger circle and ask them to share their answers 

with the larger group. While each group presents its piece, pieces are put together, to create the 

“PSU cake”. This is also an opportunity to seek clarifications from the facilitator or discuss further 

what PSU is. 

Presentation (25 minutes): 

(Go through the presentation and PowerPoint in advance so that you are familiar with it and use 

your own words to present. The script below is to help you, not for you to read out word by word)



Training manual on supporting women dealing with co-occurring victimization 
of intimate partner violence and problematic substance use: 

A guide for facilitators

12

Problematic substance use is a major health and social issue. In Europe, around 96 million adults 

aged 15-64 (29%), are estimated to have used illicit drugs at least once in their lifetime (European 

Monitoring Centre for Drugs and Drug Addiction: EMCDDA, 2020).
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According to the American Psychiatric Association so-called substance use disorder is scalable 

and measured on a continuum, from mild to severe.

In some cases, individuals dealing with PSU seek treatment and have a positive outcome, leading 

to recovery. Relapse is however quite common and should be considered as part of the recovery 

process (Miller & Rollnick, 2012; United Nations Office on Drugs and Crime: UNODC, 2008). 
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There have been various ways to view problematic substance use, many of which have led to 

stigma and discrimination.

Although there are no single factors that determine the development of PSU, the overall risk of 

addiction is impacted by an individual’s biological makeup; his/her gender or ethnicity; his/her 

developmental stage, and his/her surrounding social environment (e.g. family, school, neighbour-

hood conditions, etc.) (NIDA, 2021). It is also impacted by the characteristics of the drug use itself, 
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namely its effect, route of administration, and availability. The biological factors that can increase 

the risk of PSU and account for between 40 and 60% of a person’s vulnerability to addiction are 

gene expression and functioning, including co-existing mental disorders. The environmental fac-

tors that can increase the risk of PSU are home and family; peers; school and social networks in 

general. More specifically, these risk factors include chaotic home environment and history of 

abuse within it, parents’ and family members’ PSU issues, peer influences, community attitudes 

towards PSU, and poor school achievement. The impact of the family is usually most important 

during childhood, while the impact of school and peers is usually most important during adoles-

cence. Thus, problematic substance use or criminal behaviour by parents or other older family 

members can increase children’s risks of PSU, as they may stand as role models. Alternatively, 

PSU may be developed to handle, deal and overcome family problems that derive from parents’ 

PSU. Regarding peers with PSU issues, they may sway even friends without risk factors to try drugs 

for the first time. Academic failure or poor social skills can put a child further at risk for drug use. An 

additional risk factor for PSU is early experimentation with substance use, as research indicates 

that the earlier the substance use begins, the more likely it is to lead to more serious substance 

use. This complex relationship is further complicated by the harmful effect of substances on the 

developing brain of an adolescent and the constellation of early biological and social vulnerability 

factors, including genetic susceptibility, mental illness, unstable family relationships, and exposure 

to physical or sexual abuse. 
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PSU induces multiple, negative consequences to the person itself, as well as his/her environment 

and society in general (see picture 5). At a personal level, these consequences affect an indi-

vidual’s physical and mental health, his/her social relationships, and abilities. Regarding health, 

people with PSU issues often suffer from severe health-related harms that are associated with 

unsafe drug use, overall poor health outcomes, and a greater chance of premature death, espe-

cially those who use injection as the main route of administration. These drug use-related health 

complications are for example HIV, Hepatitis B (HBV), Hepatitis C (HCV), tuberculosis, overdoses, 

and overdoes-related deaths. Overdose-related deaths, attributable in most cases to opioids, are 

estimated to be between roughly a third and a half of all drug-related deaths (European Monitoring 

Centre for Drugs and Drug Addiction: EMCDDA, 2019a).
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After the presentation, invite trainees to share their thoughts regarding the information presented, 

ask any questions they may have, as well as compare with the material from exercise 1.1.A.

 

Exercise 1.1.B (30 minutes): 

The point of this exercise is to get trainees to brainstorm on the terminology used regarding PSU. 

Common terminology can be written down in the form of an emblem1, to encourage trainees to 

agree upon common terminology that could be used when referring to PSU and individuals with 

PSU issues. You can cut an emblem into smaller pieces and give them to trainees. While reflect-

ing upon PSU terms, they can write them down on the pieces. Afterwards, they can decide which 

pieces/terms have a positive and which have a negative meaning. Finally, connect pieces with 

positive meaning, to create the PSU terminology emblem. Encourage trainees to adopt and use 

these terms at the rest of the training. It would be useful to hang the emblem in a place where it is 

visible by the whole group.

1 If you prefer, you can of course also just write these down on different shapes of paper and then attach them to a 
flipchart
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2. What does PSU look like?
Training on PSU requires probing IPV and PSU professionals’ knowledge and beliefs regarding 

what PSU may look like and how to recognise it. Through this process, you should be able to 

access, and alter, if needed, their stereotypes regarding PSU and people with PSU issues. As a 

result, professionals –and especially IPV professionals– will be more sensitive and accurate in 

PSU screening.  

Exercise 1.2 (60 minutes): Divide trainees into small groups and ask them to prepare a case 

study based on specific aspects/information that would be unique for each group, such as:

- Factors leading and/or contributing to PSU (e.g. Genetic factors; Gender factors/issues; 

Personal/Psychological factors; Social/environmental factors; Psychiatric comorbidity)

- History of trauma, violence, and abuse (e.g. Intimate Partner Violence, Gender-based 

violence, child sexual and/or physical abuse, etc.)

- Health issues related to PSU (e.g. HIV, HCV, and HBV; Pregnancy and especially the risk 

of Neonatal Abstinence Syndrome – NAS, etc.)2

- Risk factors related to PSU (e.g. Stigmatisation; Homelessness; Tolerance; Route of drug 

administration; Suffering from acute or chronic pain; Elderly people; Poly-substance users; 
History or risk of overdose; Legal issues and/or imprisonment etc.)

- Consequences of PSU (e.g. in relationships; in job/ hobbies etc.)3

One trainee from each group plays the role of the person with PSU issues, while the rest of the 

members play the role of significant others (e.g. family members, partners, friends with and without 

PSU issues, doctors, psychologists, police officers, etc.). Give trainees 20 minutes to brainstorm 

about their role and the scenario and then ask them to present their role-play. At the end of each 

role-play, discuss issues aroused regarding what PSU may look like and which were the signs to 

recognize it. 

Note: As PSU professionals would excel in knowledge in comparison with IPV professionals, make 

sure that each group would include both IPV and PSU professionals.

2 NAS occurs when opioids from the mother passes through the placenta into the baby’s bloodstream during pregnancy, 
allowing the baby to become addicted along with the mother. NAS requires hospitalization and treatment with medica-
tion (often a morphine taper) to relieve symptoms until the baby adjusts to becoming opioid-free. 

3 This list is available as a slide and can be put up while the groups are working 



Training manual on supporting women dealing with co-occurring victimization 
of intimate partner violence and problematic substance use: 

A guide for facilitators

19

When all role-plays have been presented, ask trainees to reflect upon their thoughts and feelings. 

At this point, you can focus on similarities and differences between the role plays presented, as 

well as between role-plays and trainees’ professional experience. Challenges of recognizing PSU 

could also be discussed. The knowledge of PSU professionals regarding these topics (including 

ways to overcome challenges in recognizing PSU; referral pathways etc.) may be very useful to 

IPV professionals, as they could share their experiences and differences between theory and 

practice. During this discussion encourage all participants to come up with questions and thoughts 

that came up during the exercise so that they can discuss with the facilitator and other participants.

Alternatively, you can first ask IPV professionals to prepare and present role-plays based on the 

aspects/information previously described; and then, ask PSU professionals to play the same with 

IPV professionals’ role-plays, with modifications being done for these role-plays to conform with 

their clinical practice and experience from the PSU field. 

Note: If you decide to follow the second version of this exercise, you have to be very careful in 

order to ensure that IPV trainees feel and understand that this is a mutually constructed knowl-

edge, and not a “correction” being done by PSU professionals. To avoid this risk, you can then 

ask IPV professionals to present a role-play of how an IPV survivor with PSU issues may look like, 

based on different types of IPV. Then, ask trainees to reflect upon the role plays presented by IPV 

professionals and combine role plays done both by PSU and IPV professionals, in order to identify 

possible similarities and differences

(For more information regarding what PSU may look like/how to recognise PSU see Additional 

material) 

3.Different approaches to deal with PSU
Exercise 1.4 (45 minutes): Having discussed PSU, the training should now proceed to PSU 

treatment/recovery and more specifically on the existing approaches to deal with it. Tell the train-

ees that as with the first exercise, the idea is to get them to start to think and talk about recovery. 

Here, you repeat exercise 1.1.A with some modifications. Instead of “PSU cake” you can ask train-

ees to create the “Recovery cake”. The groups will be given 15 minutes to write down on their 

pieces the approaches that exist or should exist to deal with PSU (e.g. aim; target groups; possi-

ble results; tools; philosophy of each approach etc.). Again, prompts (such as the names or the 

description of the approaches e.g. harm reduction) can be offered. Each group will then present 

its piece and a discussion between trainees, moderated by the facilitator, should follow. Possible 
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topics of the discussion could be the benefits and challenges of each approach; ways of imple-

menting; professionals’ roles; knowledge or skills required; multi-agency co-operation and ways 

of assessment.  

Presentation by facilitator (20 minutes): 
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The Family approach is based on the systemic approach, according to which, PSU is perceived, 

not as a problem of the user, but as a symptom of the whole system, and especially the family. The 

family approach is particularly relevant during adolescence.  This intervention has been proven to 

be effective in reducing PSU and related to PSU problems, especially in adolescents. 

According to the Cognitive Behavioural approach/ therapy (CBT), individuals’ 

feelings and behaviours are influenced by the way they perceive and process reality. Cognitive 

therapy is aimed to increase clients’ self-confidence. At the same time, clients’ thoughts perceived 

as the roots of their problems, are being addressed.  Through the structured CBT techniques and 

interventions, clients learn to recognise and handle risky situations and triggers leading to PSU, by 

identifying alternatives to PSU thoughts and developing coping skills. In this way, relapse preven-

tion is fostered, and recovery is facilitated. 

The Contingency management approach is a behavioural therapy which recognises that sub-

stance use is sensitive to consequences and the therapy uses reinforcements to modify people’s 

behaviour.  Abstinence is maintained through the encouragement, reinforcement, and reward of 

alternatives to PSU; aiming to convert abstinence to a more positive experience.

Self-help facilitation is based on the discussion, sharing, and addressing of mutually shared 

problems that are related to PSU. The first self-help groups were Alcoholics Anonymous and Nar-

cotics Anonymous, followed by a range of other groups with similar philosophies and goals. The 
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members of these groups provide support to each other, with senior members adopting the role 

of the mentor or ‘sponsor’ to new ones. For that reason, self-help groups are usually led by former 

drug/alcohol users or other peers, although in some cases, groups are led by professionals.
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(for more information regarding existing approaches to PSU see the Appendix)

Moving to the closure of the training, and to help trainees realise that situations can change and 

thus, recovery from PSU is feasible, you can put the two cakes in the middle of the team (the “PSU 

cake” from exercise 1A and the “Recovery cake” from exercise 4B). Trainees can have a look at 

them and think about what they have discussed and bring up any final questions or thoughts to the 

facilitator and other trainees before moving on to the next module (e.g. whether all issues included 

in “PSU cake” are encountered by “Recovery cake”, what they think and how they feel).  
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Guidance to the facilitator: 

The main objective of this chapter is to provide participants with knowledge to become familiar 

with the process of identifying IPV symptoms, as well as the different approaches, which can be 

used to manage incidents of IPV. This entails a general discussion of all forms of intimate partner 

violence, according to the World Health Organization.

Main learning objectives: 

●    To gain familiarity with the various forms of intimate partner violence; 

●    To be aware of and understand symptoms and victimisation signs relating to 

intimate partner violence; 

●   To gain familiarity on strategies and approaches used to manage IPV incidents.

1. What is violence?
Start with a brief exercise giving participants time to reflect on what they think of when they think 

of violence.

Exercise 2.1 (30 minutes): Ask the participants to think silently for a moment about the word 

“violence” and what that means to them. Just give them 3-4 minutes to think and possibly write 

down their thoughts in the form of words and phrases. After giving them a little bit of time to re-

flect, ask them to share with the group what the word made them think of. Discuss the common 

and different points that are raised in this short exercise with the group. The important point to get 

across is that it can be difficult to find a clear and simple definition of violence.

Following this, bring up the PowerPoint slide with the definition of IPV.

Module 2: 
What is Intimate Partner Violence?
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Explain that this term has come up to clarify an aspect of domestic violence and to include vio-

lence in intimate relationships between people that do not necessarily live in the same household. 

It is important to note that IPV can exist in any type of personal, intimate relationship, regardless of 

sexual orientation, marital status, or gender. IPV is a very serious crime and can lead to life-threat-

ening situations.

It is likely that the discussion in the first exercise will have brought up many different forms of vi-

olence, refer back to that and tell the participants that you will now be talking about the various 

forms of violence. 
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2. Forms of violence
Presentation (20 minutes). Below are the most important points to get across in your presentation.

There are several different types of violence.

Physical violence:

Women experience more chronic and injurious physical assaults at the hands of intimate partners than 

do men. Research on this subject reports that more than 40% of women who were physically assault-

ed by an intimate partner were injured during their most recent assault, compared with about 20% of 

the men. Most injuries, such as scratches, bruises, and welts, were minor. More severe physical injuries 

may occur depending on the severity and frequency of the abuse. Ultimately, physical violence can 

lead to death or permanent injuries.
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Rape is committed by force, or by the threat of force or coercion, such as that caused by fear of 

violence, duress, detention, psychological oppression or abuse of power, or by taking advantage 

of a coercive environment, or committed against a person incapable of giving genuine consent.

Remind the participants that rape can occur within marriage.
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Emotional – Psychological Violence: 

Subcategories: verbal, economic, social violence

Psychological abuse involves the regular and deliberate use of verbal or nonverbal methods and/or 

non-physical actions, with the purpose to manipulate, hurt, threat, weaken or frighten a person mentally and 

emotionally; and/or distort, confuse, or influence a person’s thoughts and actions within their everyday lives, 

changing their sense of self and harming their wellbeing.

Economic or financial abuse involves maintaining control over financial resources, withholding access to 

money, or attempting to prevent a victim or survivor from working and/or attending school to create finan-

cial dependence as a means of control. Survivors are often forced to choose between staying in abusive 

relationships and poverty. Economic abuse is a very common reason victims stay in abusive relationships.

Psychological abuse follows a pattern of abuse and manipulation, often involving a phase of ‘grooming’. It 

is rarely reported to the social services/authorities, and usually only in the context of an extended physical 

violence report.

Perpetrators use a wide range of hidden tactics to maintain control and manipulate their victim, presenting 

insults as a joke, gaslighting, and presenting different versions of events.

Controlling behaviour 

Behaviour that aims at controlling another person’s life at all possible levels. It has been characterized as a 

form of violence and may be an indicator of more severe IPV. Coercive control has been mentioned in this 

regard which is when the abuser carries out several controlling and manipulative behaviours within the re-

lationship to exert power over the survivor. This is often done through intimidation or humiliation and tends 

to be more subtle than physical violence and thus harder to see.
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The cycle of domestic violence

Intimate partner violence often repeats itself in a cycle as shown in this picture. Not every relation-

ship violence is like this, but many survivors describe their experience in this way.

Tension-building phase: This is what survivors often describe as a time when they feel like they are 

“walking on eggshells” around the abuser, waiting for a violent incident to happen. This phase can 

last from a few hours to a few months.

Abusive Incident: The “incident” can play out in many ways, as has been discussed there are 

many different forms of violence. It can be a physical or sexual assault, denying the survivors ac-

cess to necessities (changing locks, cutting access to bank accounts, etc) or denying the survivor 

access to friends and family, threatening violence, or using name-calling to humiliate the survivor.

Honeymoon phase: During this phase, the abuser may apologise and try to “make up” for the abu-

sive incident. Assurances are sometimes made that this will never happen again and are meant to 

persuade the survivor to stay in the relationship. Not all abusive relationships have a honeymoon 

phase.

Following this presentation, give the participants room to comment or give their thoughts and ask 

questions on what has been presented. Perhaps no one will have anything to share at this point 

and that is fine, as long as the space was given for everyone to have the opportunity to discuss 

with the facilitator. Other relevant issues are likely to come up in the role play following this pre-

sentation.
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Exercise 2.2 Role-play (60 minutes): Divide participants into groups so that there are about 

4 people in each group (can be 3 in some groups if the total does not add up to 4 in each group). 

Instruct them that they are to make a role-play, which lasts maximum 5 minutes and each one will 

demonstrate one type of violence. Give each group a form of violence (physical, sexual, verbal, eco-

nomic, controlling behaviour). It is up to the groups themselves what roles they take on, besides the 

role of survivor and perpetrator, they can decide to be bystanders, friends, family members, counsel-

lor, police, or other roles they think are appropriate, to explore this form of violence. Give the partic-

ipants about 20 minutes to discuss and prepare their role-plays. Then have everyone act out their 

role play. Give adequate time after each role-play for discussion. Start with simple questions, such as 

what form of violence this was and how it was demonstrated, who experienced the violence, and who 

committed it. Then give time for the other groups to comment on what they thought and the group 

which conducted the role play to explain what they wanted to convey and why.

3. Being a survivor of IPV
Presentation (10 minutes):

Present the slides. The main points to get across are mentioned here below. 

IPV affects women’s physical and mental health. Both directly, such as injury, and indirectly, such as 

chronic health problems that arise from prolonged stress. History of experiencing violence is a risk fac-

tor for many diseases and conditions.
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The influence of abuse can persist long after the violence has stopped. The more severe the abuse, 

the greater its impact on a woman’s physical and mental health.

Since IPV occurs within the context of intimate relationships, it is common for women to be repeat-

edly victimized: one in three victims of IPV reported experiencing 4 or more incidents of physical 

violence committed by the same partner. 

A large proportion of IPV victims are also victims of childhood abuse.

Physical Violence symptoms
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In addition to physical trauma, many medical conditions can appear with no identifiable medical 

cause, making them difficult to diagnose. These are sometimes referred to as ‘functional disorders’ 

or ‘stress-related conditions’.

Women who have been abused are twice as likely as non-abused women to report poor health and 

physical and mental health problems, even if the violence occurred years before.
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Emotional/ Psychological Symptoms of Violence

Sexual violence symptoms 

Psychological symptoms of violence can occur from all forms of experienced abuse. Therefore, due 

to higher levels of anxiety, depression, emotional distress, phobias, thoughts of suicide, and attempt-

ed suicide in women experiencing abuse.

IPV can have a direct effect on women’s sexual and reproductive health, such as sexually trans-

mitted infections through forced sexual intercourse within marriage, or indirectly, for example, by 
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making it difficult for women to negotiate contraceptive or condom use with their partner. In addition 

to that, more severe consequences can appear, especially through sexual abuse, which includes 

reproductive health problems for women. 

Exercise 2.3 Case study (60 minutes):4  

Elena is a 34-year-old woman who has two children aged 6 and 2. Her boyfriend Kevin has 

been seriously abusing her for several years. Elena is being admitted for the second time 

to the hospital due to a physical injury. On the first occasion, she said she had fallen off a 

ladder. On the second occasion, Elena was badly hurt, with bruises on her face, a split lip, 

and her right arm is held bent with a kitchen towel, hanging from her neck. 

Elena was immediately taken to a doctor’s examining office, where a detailed medical 

history was taken. Afterwards, she was rushed to get X-rays done, had some blood tests 

taken, and finally met with a social worker from the hospital’s social service. That is when 

Elena confessed the abuse she has been experiencing from her partner, the fear for her 

own, and her two young children’s safety, the anxiety of what is to become of her in the 

future, should she leave her partner, since she was not allowed to sustain work and an in-

come for herself. Because of that, she has been relying on her partner for money to cover 

the household’s basic needs, dropping her own needs aside.

Elena was treated medically for her physical injuries, and left the hospital, accompanied 

by a friend. The final diagnosis documents that she received from the doctor, the social 

worker, and the psychiatrist she talked to, mentioned: fractured bone in her right arm, mi-

nor cuts, and bruises in her face and various other parts of her body, cigarette burns that 

had happened previously but had not healed yet, signs of severe depression, phobias, 

and STD abnormalities shown in her blood tests. 

Elena was brought to a shelter for abused women and their children, where she stayed for 

3 months. When she left the shelter to visit her relatives in another part of the country she 

did not return. She was not heard from again. 

4 The case study is also available in the hand-out section so that it can be printed out and given to the participants
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Put participants into groups and have them discuss the case study and report to plenary.

Question 1:    i) Describe the signs of victimization seen in this case study, 

            ii) Based on the signs, what form of violence has the survivor experienced? 

Question 2: Consider the impact of the abuse on Elena’s 

  emotional health

  physical health

  sexual health

  relationship outside the immediate family

  financial situation
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Guidance to the facilitator: The purpose of this chapter is for the trainees to gain an under-

standing of the importance of gender in our everyday lives and how gender relates to IPV and 

PSU. Some of the exercises may be on the simpler side for some trainees so the facilitator 

needs to decide, depending on the group, how much time they want to spend on some of 

the simpler exercises. Given that the group is probably mixed and trainees’ knowledge and 

understanding of gender varies, it is important to ensure that those with the least experience 

and previous knowledge of gender are catered for, even though some of the more experi-

enced trainees are already familiar with the topic.

Main learning objective: At the end of this session all trainees should have:

-   An understanding of the term gender (vs. sex);

-   A basic understanding of how gender and gender stereotypes affect our everyday life;

-   A basic understanding of how gender impacts both IPV and PSU.

1. What is gender:
Presentation (5 minutes):

Module 3: 
Gender and Power, and Their Links to IPV and PSU



Training manual on supporting women dealing with co-occurring victimization 
of intimate partner violence and problematic substance use: 

A guide for facilitators

40

Main points to get across: Sex is connected to biology, whereas the gender identity of 

men and women in any given society is socially, psychologically, historically, and cultur-

ally determined. Biological and physical conditions (chromosomes, external and internal 

genitalia, hormonal states, and secondary sex characteristics), lead to the determination 

of male or female sex.

To determine gender, however, social, and cultural perceptions of masculine and feminine 

traits and roles must be considered. Gender is learnt through a process of socialisation 

and the culture of the society concerned. In many cultures, boys are encouraged towards 

the acts considered to display male traits (and girls vice versa) through the toys given to 

children (guns for boys, dolls for girls), the kind of discipline meted out, the jobs or careers 

to which they might aspire, and the portrayal of men and women in the media. Children 

learn their gender from birth. They learn how they should behave to be perceived by 

others, and themselves, as either masculine or feminine. Throughout their life, this is rein-

forced by parents, teachers, peers, their culture, and society.

Every society uses biological sex as one criterion for describing gender but, beyond that 

simple starting point, no two cultures would completely agree on what distinguishes one 

gender from another. Therefore, there is considerable variation in gender roles between 

cultures.
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Exercise 3.1.A (10 minutes): Put up the slide with the statements relating to either sex or 

gender and have participants tell whether they refer to sex or gender5:

Note: This exercise is very basic and depending on the group it can possibly be skipped 

or gone through very quickly. It is however also an opportunity to discuss the link between 

sex and gender, which can be useful also for those trainees that have a more advanced 

understanding of the difference between sex and gender

Exercise 3.1.B (20 minutes): Choosing the sex of your child exercise. The exercise goes 

as follows. Participants are told that they are in a situation where they are expecting a child 

and they must decide whether they want the child to be a boy or a girl. Each participant 

writes their decision down on a piece of paper and the reason why (give adequate time 

for people to not just think about the sex but come up with the reason for their choice). 

Once this is done the pieces of paper are collected and put up on a flipchart. Have a group 

discussion on the preferences and the reasoning and what these assumptions about boys 

and girls mean and how we are socialised immediately to fit into these roles.

Remind participants to be respectful of each other and that the aim of the exercise is 

simply to find out what some stereotypes of boys and girls are, not to disagree with other 

participants’ choices or reasoning. 

5 Feel free to add and/or delete statements to make sure that this is the most culturally appropriate for the setting where 
the training takes place
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2. Gender stereotypes
Presentation (5 minutes):6

When we require or expect a person to act in a specific way because they are a man or a 

woman, this is often referred to as “gender stereotyping”. Gender stereotypes are beliefs 

held about characteristics, traits and activities that are deemed appropriate for men and 

women.

Exercise 3.2 (75 minutes): Male and female stereotypes exercise. Divide participants into 

groups (around 4 participants in each group), give them two flipcharts and pens, and ask 

them to write down stereotypes for men on one flipchart and women on the other. Give 

about 15 minutes for the groups to brainstorm and write down, and remind them that they 

are thinking of stereotypes, not actual traits of women and men. Once everyone has a list, 

ask them what the consequences of these stereotypes are for men and women and soci-

ety as a whole. Give about 10 minutes for each group to come up with the consequences. 

Have everyone report in plenary and discuss. Be especially aware of stereotypes of who is 

aggressive, who is passive etc., and lead the conversation from general consequences for 

society to how these link to IPV and PSU.

6 To explain gender stereotypes some video material may be useful as well. Here is an example of what could be used in 

English https://www.youtube.com/watch?v=nWu44AqF0iI
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3. Gender, power, and their interlinkage
Men and women do not hold the same amount of power in society. Men are more often in 

decision-making positions, more likely to own land and property, and earn higher wages 

(Ortiz-Ospina & Roser, 2018). 

Exercise 3.3 (20 minutes):7 Prepare several character slips8, that is a description of an 

individual on a piece of paper. Each participant draws one character slip without revealing 

to the rest of the group what their character is. Examples of characters are: Female parlia-

ment member, male minister, female migrant worker, male doctor, female nurse, homeless 

man, homeless woman, female prostitute, unemployed man, etc. Once everyone has their 

character slip, have them stand side by side in a line (you will need adequate space for this 

exercise). Then read out a number of statements and ask the participants to take one step 

forward if they think the statement may apply to their character9.  Examples of statements: 

I have completed or will complete higher education; I earn an income to make a good life 

for myself and my family; I can get a bank loan to start a business; I am not afraid of walk-

ing alone or taking public transport at night; I am not in risk of being sexually harassed 

or abused; I am respected by most members of my community; I can apply for a political 

position should I want to. Etc. 

Once all statements have been read, the participants will be dispersed around the room, 

as some will have taken several steps forward whilst others will have moved very little. 

Ask the participants to look around and have them reveal their character. Point out where 

the women are and where the men are, although mixed, more female characters will be 

at the back and more male at the front. Initiate a discussion on what this exercise tells us 

about gender and power. Certainly, there are different power differences within the group 

of men and within the group of women but there are also power inequalities that are com-

mon for all women and all men.

7 This exercise is taken from the manual “Looking Within: Understanding Masculinity and Violence against Women and 

Girls” (UN Women Training Centre, 2014)

8 Several examples of different characters can be found in the handouts

9 Several examples of different statements can be found in the handouts
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4. Gender and IPV
Presentation (10 minutes):

Although women can be violent toward men in relationships, and violence exists in 

same-sex partnerships, the largest burden of intimate partner violence is inflicted by men 

against their female partners. Gender inequality and discrimination are root causes of 

violence against women and girls, influenced by the historical and structural power imbal-

ances between men and women, which exist across all levels of society. Violence against 

women and girls is related to their lack of power and control, as well as to the social 

norms that support male privilege and harmful practices of masculinity. 
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Further, a variety of factors at different levels such as the individual, relationship, commu-

nity, and society (including the institutional/state) levels contribute to the risk of violence 

for women and girls.
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Inequalities between men and women cut across public and private spheres of life, result-

ing in limitations on women’s rights, freedoms, choices, and opportunities.

Inequalities can also increase women’s and girls’ risks of experiencing violence. Violence 

against women and girls is not only a consequence of gender inequality but also reinforc-

es women’s low status in society and the multiple disparities between women and men. 

Being violent is in some instances seen as a natural and normal expression of being male 

and men’s use of violence is thus often perceived to be justified because it is seen as “in 

their nature”. As long as there i sa power imbalance between men and women, violence 

against women and girls cannot be eliminated.
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5. Gender and PSU
In this last section of this chapter the purpose is to get the point across how both sex and gen-

der matter regarding problematic substance use and its consequences. (Becker et al., 2016).

Presentation (10 minutes): 

Historically research on substance use has focused on males. This has meant that many 

women who need drug treatment have not received it. Professors Nancy Campbell and Eliz-

abeth Ettorre have spoken of an “epistemology of ignorance” in this regard, referring to the 

resistance in substance use research and treatment arena to acknowledge the gendered, 

classed, and racialized power differences that affect the lives of substance-using women 

(Campbell & Ettorre, 2011). It is becoming clear that there needs to be a focus on women 

and the differences between men and women in all aspects of problematic substance use 

(Tuchman, 2010).

The gender differences of substance use vary between substances with prescription drugs 

being much more used by women and most other substances more by men (Clarke, 2015)

Both biological factors, and social and cultural factors matter when it comes to PSU. Gender 

and sex differences in problematic substance use are a complicated mix and interaction be-

tween the socio-cultural factors and the biological factors that differentiate men and women 

(Becker et al., 2017)

Women need significantly less alcohol or other drugs to become intoxicated or impaired 

than men (Tuchman, 2010). 
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Women generally develop PSU at a later stage in life than men (Clarke, 2015) but it takes 

considerably less time for women to move from a non-problematic use to problematic sub-

stance use, a phenomenon referred to as telescoping. This means less substance use over 

less time leads to more significant damage and greater lethality rates at an earlier age 

(Coughlin, 2000). 

Women with PSU have been found to get sicker, more quickly than men with PSU. This 

includes for example liver problems, hypertension, and anaemia (Tuchman, 2010). Women 

dealing with PSU also show higher rates of depression, PTSD, and eating disorders than 

men with PSU (Tuchman, 2010).

In Europe, women make up about a quarter of those with serious drug problems and about 

one-fifth of all those entering drug treatment (Arpa, 2017).

Women are less likely than men to access treatment and are more likely to seek a different 

kind of help, such as psychological therapy. Women dealing with PSU face several barri-

ers that are different from men which include pregnancy and lack of services for pregnant 

women, lack of child-care facilities, fear of losing custody of their children, fear of sexual 

harassment, and/or abuse in treatment centres (Tuchman, 2010). They often live in violent 

circumstances and are reluctant to leave their children with a violent partner.
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Women face more stigma than men as they are seen to be breaking traditional female 

roles. Due to facing more, and more destructive stigma, women generally feel more guilty, 

ashamed, and incapable due to their PSU.

Women are also more likely to face difficulties with transport to reach treatment sites, deal-

ing with poverty, being in a relationship with a substance-using partner, and are less likely 

than men to have someone actively supporting them in treatment (Tuchman, 2010). Men 

however usually get the support of a family member (usually a female – wife, mother, daugh-

ter, sister) who both looks after them and their family during the detoxification treatment 

(Jiménez et al., 2014).

Women’s failure rates in treatment programs have been linked to the fact that traditionally, 

programs have been designed for men and informed by research conducted on men dealing 

with PSU. Men are more likely than women to be in greater denial about their problem and 

therefore treatment programs often focus on aggressively confronting the individual dealing 

with the PSU about his or her use and its consequences (Tuchman, 2010). This approach has 

not been proved to be effective (White & Miller, 2007) and since women have been found 

to experience higher levels of guilt and shame, this kind of approach is potentially harmful.
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Exercise 3.5 (25 minutes): Divide participants into groups and have them discuss and 

then report to plenary.

Discussion questions: 

What role do stereotypes, and sexism play in women’s substance use, and particularly 

problematic substance use?

If death rates from alcohol-related damage are higher for women and take place at an ear-

lier age for women, why do you think women are underrepresented in alcohol and drug 

treatment? How can this be changed?
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Trainer guidance:

The purpose of this chapter is for the trainees to understand the correlation between IPV and 

PSU, and trauma/PTSD and how to apply that information. It also aims to increase the partici-

pants’ understanding of the relationship between gendered violence and PSU, learning about 

the ACE Study, the process of trauma and the difference of trauma in the lives of men and 

women as well as the difference it makes to treat trauma and addiction together or separately. 

This module contains quite a few exercises that can be helpful to use with trauma victims and 

instead of just informing participants about these, the module is set up so that the participants 

go through them to get acquainted with what that feels like.

Main learning objectives:

-   An understanding of the correlation of IPV, PSU, and trauma.

-   The gender dimension of trauma and PSU.

-   The importance of treating IPV and PSU together.

1. Five senses 

Before starting this training session, we recommend starting with the exercise Five senses on 

page 9 of this manual. 

Module 4: 
Trauma, IPV victimisation and PSU correlation
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2. Understanding Abuse and Trauma

Presentation (5 minutes): It is very important to have in mind the whole picture of the 

individuals’ problems when treating someone with PSU/IPV. Ask the client what happened 

to them, not what is wrong with them. There is always a reason why people numb them-

selves with substances, but they often don’t recognize the effects of trauma in their lives. 

They have often not been educated on the connections between their trauma histories 

and mental wellness and substance use problems, or they choose to avoid the topic. It 

is important to create an environment, in treatment, that reflects an understanding of the 

realities of the lives of women and addresses and responds to their strengths and chal-

lenges. 

The women in your group/your clients may be at various stages in facing and dealing 

with the trauma they have experienced. Some will remember instances of trauma, such 

as abuse or violence, quite clearly; some will remember only certain aspects; and some 

will not remember anything. Some will talk openly about their experiences right away, and 

some will not. Because women will be at different stages and because they will all need to 

feel a sense of safety, you should begin by normalizing the process of trauma.
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3. The relationship between sexual/gendered violence and PSU

Presentation (15 minutes):

Violence against women, mental wellness, and/or substance use have a deep connec-

tion. Often changes in mental wellness and substance use are a response to experiences 

of violence for women. These changes in mental wellness are normal responses to vio-

lence. It is common for women to use substances to cope with the hardship of violence 

in their lives as well as other stressors such as social conditions. 

 Most women who use drugs and alcohol in a problematic way share a history of 

having been victims of violence and abuse and this experience adds significantly to the 

likelihood of harmful use of alcohol and drugs (Covington 2008). Apart from the violence 

women who use drugs have experienced they are also more likely to be stigmatized and 

have less social support than men (Arpa 2017). 

 Women who are dealing with PSU are also in a more vulnerable position than 

those who are not and more likely to experience IPV for this reason. The fact that PSU 

frequently occurs with IPV is clinically important, with research showing that it signifies a 

more difficult course of recovery and greater impairment than either problem alone.

 The relationship between substance use and intimate partner violence is multi-

directional and therefore it is important to offer integrated, bi-directional services. Sub-

stance use should be addressed among those who experience IPV, and IPV-related is-

sues should also be addressed among women with substance use related problems 

and in general to recognize the relationship between SU and IPV and ideas for healthy 

coping mechanisms (Brabete et al 2021).

 A gender approach in drug policy should consider the special needs of all gen-

ders and for women this means; gender responsiveness and trauma-informed approach-

es, security in all services offered, both physical and emotional; non-judgemental and 

supporting services; it should be holistic and address the various aspects of women’s 

lives, such as socioeconomic conditions; and be supportive of connections to relations 

to family and community (Arpa 2017, Covington 2008).
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4. Gender and Trauma

Presentation (15 minutes): It is important to have in mind that trauma happens in differ-

ent ways and has different outcomes depending on gender. Knowing these differences 

helps staff to better understand and respond to clients. 

The slide is taken from an article focusing on trauma amongst people in correctional 

centres but is an indicator of the gender differences of trauma in the larger population.

Trauma, gender, and sex (TGS) informed approaches:

Gender and sex informed approaches involve developing substance use programs that 

are effective and appropriate for everyone. Sex-informed approaches consider how bio-

logical characteristics such as anatomy, physiology, genes, hormones, and neurobiology 

affect the ways that bodies respond to various substances and influence treatment out-

comes. Gender informed approaches consider how social factors such as gender rela-

tions, roles, norms, gender identity, and gendered policies affect individual experiences 

of substance use, the effectiveness of treatment, and a person’s ability to access care 

and treatment (Schmidt 2018). 

Following this presentation ask the participants what their reactions are to this informa-

tion on Women IPV and PSU and Trauma? (Group conversation).
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5. Types of Trauma 

There are two types of traumatic experiences: trauma with agency, also called man-made 

trauma, and trauma without agency or natural trauma or trauma of facility. Note that the 

traumatic experiences in the ACE Study are classified as “man-made trauma”. Although the 

symptoms of these two types of trauma may seem similar the natural trauma is character-

ized by unintentional or accidental injury, also described as an ‘act of god’ while man-made 

trauma is likely to be prolonged and harder to bear, and more difficult to deal with. It is a 

natural trauma when someone falls and breaks a leg but if someone intentionally breaks 

another person’s leg it is manmade trauma and that is the most extreme type, that entails 

an attitude of malevolent intent on the part of the perpetrator (Webb and Widseth, 2009).
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6. Containment

Exercise 4.4 (5-7 minutes): The activity called containment is designed to help people tem-

porarily set aside some of their issues and concerns and may be useful to introduce into 

trainees’ work setting with their clients. Obsessing about certain thoughts or experiences - 

especially negative ones - increases stress. As people become comfortable with this activ-

ity, they discover that it is a quick and effective way to reduce stress and anxiety. Introduce 

the participants to the activity by guiding them through the steps below.

1.   Close your eyes or lower your eyelids and, in your head, create a list of all the 

thoughts and feelings that are bothering you right now. Include any strong negative 

emotions, thoughts, and memories. 

2.   Now think of a container of some kind that can hold objects. It can be a box, a 

trash can, an empty room, or even a hole in the ground. It needs to have a lid, a door, 

or a way to seal it.

3.   Imagine depositing each of your worries and concerns and bad memories into the 

container. Place all the distressing items into the container, knowing that it’s just for 

a brief period. Put the cover on or seal the container. You can retrieve any of these 

items at any time.

Take a few minutes to discuss people’s experiences in doing this activity. Was everybody 

able to visualize depositing their negative thoughts and feelings into the container? 

Inform the participants that as people practice this, it will get easier, and they notice that 

it helps to feel calmer and more centred. Encourage the participants to try it the next time 

they are feeling distracted and have a task or activity that requires their full attention. En-

courage them also to use it with their clients when appropriate. And they can encourage 

them to draw a picture of their containment.
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7. The Process of trauma

Presentation (10 minutes): Women come into services at various stages in facing and deal-

ing with the trauma they’ve experienced. Some of them have clear memories of traumatic 

incidents but others have little or no memory of traumatic experiences, some are willing 

to talk about their experience’s others will not. Because women are at different stages in 

the process of realisation of their traumatic histories it is recommended to normalise the 

process of trauma by showing them the following chart 10:

A traumatic event can affect a person in multiple ways. It can affect both the inner self 

and the outer self. The inner self includes one’s thoughts, feelings, beliefs, and values. 

For example, some women may come to believe that they can’t trust anyone and that 

the world is a very unsafe place. Trauma can also affect the outer self, which consists of 

one’s relationships and behaviour. Many women who have experienced trauma struggle 

with their relationships with family members, friends, and sexual partners. For example, 

parenting is a relationship that can become even more complicated by the experience 

of trauma. Some women who have experienced abuse in childhood may find that their 

children remind them of their previous abuse, and then they are flooded with the feelings 

10The chart is available in additional material
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they experienced at that time. It is particularly risky when a woman’s child becomes the 

age the mother was when her abuse began. The first response that a person has when 

threatened is the urge to fight, flee, or freeze. This response is accompanied by physical 

and psychological reactions, such as hyperarousal, hypervigilance, altered conscious-

ness, numbing, and collapse. Women who have experienced traumatic events describe 

feelings of intense fear, helplessness, and anxiety. These are normal reactions to an ab-

normal or extreme situation. There are changes in the brain, and the person’s nervous 

system also becomes sensitized and is vulnerable to any future stressors. A woman may 

be triggered in her current life by reminders of a past traumatic event. There may be 

nightmares and flashbacks to the earlier experience. This creates a painful emotional 

state and affects subsequent behaviour. The behaviours we often see can be placed into 

four categories: retreat, harmful behaviour to self, harmful behaviour to others, and phys-

ical health issues. Women often internalize their feelings and are more likely to retreat or 

be harmful to themselves, while men often externalize their feelings and are more likely 

to engage in outwardly harmful behaviours. Both men and women are at risk for physical 

health problems. 
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Exercise 4.5 (20 minutes): Put participants into groups and have them discuss the follow-

ing questions.

1.   What is your response to seeing and hearing about this chart? 

2.   Is there something new you have learned about yourself? Or maybe you have 
a better understanding of the connection of things in your life?

3.   Is this something that you can relate to your work?

8. Treating trauma and substance use together or separately?

Presentation (10 min): 

In recent years the knowledge of how common it is that trauma and addiction happen to 

the same person has had an enormous impact on how we treat both, and the emphasis on 

treating it together. It can be both ways, that trauma leads to PSU or PSU leads to trauma 

but for most people the trauma comes first, leading to addiction.

The goal of treatment and services that deal with both is that clients learn to deal with trau-

ma, to replace addictive behaviour as self-medication. 

The old mantra in the PSU treatment system was to “Get clean and sober first” before deal-

ing with trauma and other mental health issues. In IPV and mental health services, people 

would not be asked about substance use. 
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Ask the participants what they feel are the main the differences between the old model and 

the one that is both trauma- and addiction-informed.

Discussion and comments on the statement of the slide (5 min) 
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It is important to remember that the potential of re-traumatisation exists in all systems and 

at all levels of care. Re-traumatization can often be unintentional as triggers are not always 

obvious but can be a specific smell or sound for example.

9. Trauma Informed Care

Presentation (10 minutes): Trauma-Informed Care (TIC) is an approach in the human ser-

vice field that assumes that an individual is more likely than not to have a history of trauma. 

Trauma-Informed Care recognizes the presence of trauma symptoms and acknowledges 

the role trauma may play in an individual’s life- including service staff.

As discussed in the chapter about the ACE Study it is now widely acknowledged that abuse, 

neglect, discrimination, violence, and other adverse experiences increase a person’s life-

long potential for serious health problems and engaging in health-risk behaviours. Trau-

ma-informed care acknowledges the need to understand a patient’s life experiences to 

deliver effective care and has the potential to improve patient engagement, treatment ad-

herence, health outcomes, and provider and staff wellness.
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Core Principles of Trauma-informed Care

A Trauma-Informed Care approach aims at understanding the whole of an individual who is 

seeking services. Trauma affects an individual’s sense of self, their sense of others, and their 

beliefs about the world. These beliefs can directly impact an individual’s ability or motivation 

to connect with and utilize support services. A system utilizing a Trauma-Informed Care ap-

proach realizes the direct impact that trauma can have on access to services and responds 

by changing policies, procedures, and practices to minimize potential barriers. 
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A system utilizing a Trauma-Informed approach also fully integrates knowledge about trau-

ma into all aspects of services and trains staff to recognize the signs and symptoms of trau-

ma and thus avoid any possibility of re-traumatization.

Other terms that are useful considering trauma-informed approaches in service:

●   Trauma-Informed Services: Adjust the behaviour of counsellors, other staff, and the

organization to support each person’s coping capacity and allow survivors to man-

age their trauma symptoms successfully so that they can access, retain, and benefit 

from services.

●   Trauma-Responsive Services: Consider the impact of trauma on a person’s thinking,

feelings, and behaviours and avoid triggering trauma reactions and/or re-traumatiz-

ing an individual.

Trauma-Specific Interventions: Services designed specifically; to address violence, trauma, 

and related symptoms and reactions; and to facilitate recovery and healing. Trauma-respon-

sive services take a close look at the effects of trauma in every aspect of their organisation’s 

services which includes the environment, language, and values, and involving all staff in 

better serving clients who have experienced trauma. Becoming a trauma-responsive orga-

nization means that staff in every part of the organisation have adopted a new language, 

behaviours, and policies (SAMHSA, 2014).
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10. Relaxation Activity

Exercise 4.10 (5-7 minutes): Relaxation is one of the best ways to self-soothe. One of the best 

ways to relax is to get off your feet. You may lie down on your back on the floor (if possible) 

or you may sit if you prefer. Introduce the participants to this activity by guiding them through 

it using the instructions below. 

1.   Please close your eyes or lower your eyelids.

2.  Take a deep breath in while you silently count to four: one, two, three, four. Now 

begin breathing out slowly. One, two, three, four. Try to breathe deeply, from within 

your abdomen rather than higher in your chest. Breathe in again and out again. Let’s 

repeat that slow breathing a couple more times.

3.   Now, in your mind, picture your favourite safe place to be. Maybe it’s a beautiful park 

or garden. Maybe it’s your favourite chair or your bed. Maybe it’s lying in the sun or 

boating on the water. Picture that place in your mind and imagine yourself there.

4.   Keep breathing deeply and very slowly.

5.  Starting with your head and moving down your body, let the muscles in your face 

relax. Let your forehead relax. Let your cheekbones relax. Let your jaw joints relax. 

6.   Keep breathing. Let your neck and upper shoulders relax. As you exhale, imagine all 

the tension going out with each breath. Let it go. Let your hands and arms go limp 

next to you. 

7.   Let your chest, your stomach, and the whole middle of your body relax. Keep 

breathing in and out. 

8.  Let your hips, your buttocks, your upper legs, and your lower legs relax. Let your feet 

and toes relax. Let your whole body relax. 

9.  Breathe in and out. Keep imagining that safe place. Enjoy being there; enjoy the 

tension going out of your body. Be relaxed, almost floating and weightless, as you 

stay in that place. 

10.  Now gradually return to the group room and open your eyes or raise your eyelids. 

How do you feel right now?

Breathing deeply is a simple and easy way to feel less stressed or anxious. Letting your 

breath help you release the anxiety in your body is an important skill for self-care. This can 

be a helpful exercise to use with clients when appropriate. You can encourage them to draw 

a picture of their safe place.
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Guidance to the facilitator: The purpose of this chapter is to explore different ways of co-

operation, how cooperation can realistically be built, and engage in a discussion with train-

ees on their ideas of realistic changes they can make to enhance cooperation. 

The MARISSA project has Intervention Tools aimed to facilitate cooperation which are avail-

able online.

Main learning objective: At the end of this session trainees should have:

-   An understanding of parallel and mutual interventions;

-   An understanding of main obstacles and success factors;

-   Ideas about how to cooperate.

1. Multi-agency and Integrated Intervention
Presentation (5 minutes):  

The main points to get across are: 

A multi-agency intervention is an approach to tackle IPV and address PSU at the same time, 

but by different agencies and service providers, often in different settings and in separate 

service systems.

Module 5: 
Multi-agency and Integrated Interventions
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Integrated intervention is an approach by which IPV and PSU services are combined within 

the same service. 

Adoption of a holistic approach, by all involved agencies/actors, with serious institutional 

commitment, and co-ordination should be encouraged to address cases of violence against 

women, who are also grappling with problematic substance use. 

Integrated models addressing IPV and PSU simultaneously are not common. 

Multi-agency work begins when several agencies become aware that they share concerns 

and clients and begin to think about how to work together. 

2. Why work together?
Presentation (5 minutes): Survivors of violence are a very vulnerable group of people, as 

are those dealing with problematic substance use. Women who are both survivors of vio-

lence and dealing with PSU are in an incredibly vulnerable situation. They need substantial 

support. The cooperation between different service providers should not only ensure that 

the woman in question receives all the support that she needs but ideally, it should take off 

the burden of having to go between several different agencies.

It should however always be kept in mind that the woman in question should be empowered 

and be in control of her own support. A referral to another agency which she had not thought 

of attending to herself, should always be put forward as an offer of additional support, not an 

imposed necessary extra. 

Multi-agency work involves two or more agencies deciding to work together in partnership. 

The first step towards a multi-agency approach is screening and referral11 , coupled with 

ongoing contact and coordination with staff at the agencies where the woman is being re-

ferred. Multi-agency work implies some degree of cooperation, sometimes agencies seek 

to go further than this and to create arrangements in which their work is integrated. There 

are differences in the degree of integration that is sought and achieved and how working 

arrangements are set out. 

11 This will be addressed in more detail in the next module
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3. Building a strong and effective partnership
Presentation (5 minutes):
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4. Obstacles and successes in multi-agency work

Start this session by telling the participants that partnership building is hard work. Any kind of 

teamwork and cooperation is always full of challenges, and cooperation between agencies which 

may be very different is bound to come with a lot of challenges. It is important to acknowledge 

that building a strong and efficient multi-agency partnership will take time and trust-building, and 

there may be several hiccups on the way. If agencies are committed to offer the best services for 

women dealing with co-occurring IPV and PSU these obstacles should be manageable.

At this stage in the training, it is good to get the participants to realise that they probably have 

more experience with partnership building than they may realise, perhaps not between as differ-

ent organisations as those that deal with IPV and PSU, but some cooperation is bound to be part 

of people’s work. The below exercise is meant to start getting people to analyse the cooperation 

that they are already engaged in.

Exercise 5.4 (90 minutes): Put people into groups of approximately four people. 

Instruct everyone to start on their own and quietly to think of some form of collaboration or co-

operation that they/their organisation are currently taking part in or have taken part in in the past. 

This can be very minor such as being in touch with a Ministry or local council or another agency 

working on the same issues. Some participants may say that their organisation has never been 

part of any collaboration of any kind. Then ask them to reflect on why this may be and if there 

should be some opportunities of collaboration that are currently missed.

Then ask them to, still quietly (or on a piece of paper), do a brief analysis of the strengths and 

weaknesses of this collaboration. What went well, what did not go well, what factors influenced 

whether the collaboration went well or not.

After giving them a brief time to think about this (not too long as they will also discuss in their 

group) ask them to share with their group members. It probably varies in the groups how much 

people have been involved in collaboration so this is an opportunity for everyone to learn from 

those that have been most involved and analyse further what went well, what did not, and how 

things could have been handled differently.

This may be sensitive to some participants as they may be reluctant to share how their organi-

sation “failed” at collaboration. Remind the participants that this exercise is meant for everyone 

to reflect on good and bad practices. Collaboration is hard and everyone makes mistakes. The 

point of the exercise is not to judge agencies or individuals for having failed at collaboration but 

for us all to learn from different attempts.
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After giving the groups time to share, discuss and analyse their different examples. Have 

them report their main discussion in plenary. The facilitator can write on a clipboard the 

most important obstacles that come up in collaboration.

The list should include some of the following:

●   low awareness of inter-agency and multi-agency co-operation

●   lack of commitment from staff members

●   lack of commitment from management

●   each agency seeks to preserve its autonomy and independence

●   different organisational culture

●   organisational routines and procedures are difficult to synchronize and coordinate

●   organizational goals differ among collaborating agencies

●   different expectations and pressure to bear on each agency

●  competition for leadership and/or resources

●   lack of trust between agencies

Some of the success factors could be: 

●   shared vision and goal setting

●   understanding of multi-agency cooperation models

●   trust and goodwill between individuals in the different agencies

●   trust and goodwill of management to the project

●   Adequate time and resources allowed to be used on the collaboration 
(when applicable)

Once this part of the exercise is done, continue by encouraging the participants to think of 

ways to ensure success and beat the possible obstacles in multi-agency cooperation.

Note: this is quite a lot of work in the same exercise so it may be a good idea to time it so 

that there is a coffee break here before this part of the exercise or at least include an ener-

gizer.
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Since a lot of time has been spent on this exercise already, this last part is quite fast-paced.

Decide on a few common obstacles to successful inter-agency collaboration. Focus on those 

that came up the most in your previous discussion. Common obstacles include (but remem-

ber to include mainly what has come up as common challenges within this group of partici-

pants):

  Lack of trust between organisations

  Different organisational culture/philosophy

  Lack of commitment from management

  Lack of commitment from individual staff members

  Lack of time and resources

Choose four or five obstacles and write them up on flipcharts (you’ll need as many flipcharts 

as obstacles for this exercise). 

Now have one group of people per flipchart/obstacle. Tell them that they only have five 

minutes per obstacle to come up with possible solutions to counteract this obstacle (let the 

participants know that it does not have to be a grand solution to eliminate the obstacle, just 

something that could help in making it less of a problem).

Put a timer on and only allow five minutes per group per obstacle. Once five minutes are over 

tell them to go over to the next obstacle and there they have five minutes again to come 

up with something. This will likely be stressed with people running in the room between 

flipcharts, but the purpose is to step up the pace a little bit and force people to brainstorm 

quickly.

Once every group has worked on every obstacle, tell the participants to sit down, give them 

some space to reflect on how that felt (they will likely complain about getting little time). Then 

go over the obstacles and solutions proposed. Point out that there are many aspects that the 

participants in this room do not have control over regarding successful collaboration, but at 

least we have identified a few things that can help.
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5. Overcoming barriers in IPV and PSU collaboration

Presentation (5 minutes): In the UK, the National Institute for Health and Care Excel-

lence (NICE) released recommendations on the topic of “Domestic Violence and Abuse: 

multi-agency working” in 2015. According to these recommendations, domestic violence, 

including IPV and/or PSU/SA services should: (NICE, 2014) 

Explain to participants that there are yet other ways of offering support to women dealing 

with co-occurring IPV and PSU. 

Besides psychological support and counselling, a wide range of other services and empow-

erment is needed. Employment skills or entrepreneurship knowledge could help women to 

reintegrate into the labour market and become economically independent. Often offering 

secure stable temporary housing could also help them to recreate a more positive context 

to rebuild a new life, especially if their children are involved.

Coordination helps to ensure that each component of the system works faster and better 

for stakeholders and target groups. It may be necessary to elaborate and adopt a protocol 

for multi-agency co-operation and integrated support services for IPV survivors with PSU. A 

system of referral and close co-operation with specialist centres should be established to 

support IPV survivors with PSU and their children, if any.
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Exercise 5.5 (30 minutes): Put people in groups and make sure they are not the same ones as 

before so that people get a chance to work with new individuals. In groups, have them discuss.

Discussion questions:

What are the major shortcomings in the system of coordinated response to support and pro-

vide services to IPV survivors experiencing PSU in your country? 

What kind of key measures should be considered to improve the system of coordinated re-

sponse to support and provide services to IPV survivors having PSU in your country?

What is realistic to expect at this point?

6. Being on the other end of multi-agency work

Exercise 5.6. The multi-agency partnership seen through the eyes of a survivor12  (90 minutes)

This final exercise is meant to help professionals see things from the perspective of the survivor. 

Here not all the groups are discussing the same issue exactly, so it is probably best that PSU 

professionals are together in groups and IPV professionals are together in groups. The groups 

focus on the clients that they know and work with.

In the groups discuss the following:

●   If you look at multi-agency collaboration from the point of view of a survivor of IPV, 

what would be your first impressions, thoughts, or feelings? / If you look at multi-agen-

cy collaboration from the point of view of a woman with PSU, what would be your first 

impressions, thoughts, or feelings?

●   What would you see as helpful and supportive?

●   What might you find difficult? 

●   Would you want an entire team to deal with your case?

●   Do you want all agencies to share information about you without your consent?

●   What do you expect from existing measures?

●   What suggestions would you make to improve the work of the multi-agency 

collaboration? 

Each group has a rapporteur and reports back in plenary after about 45 minutes of discussion. 

Initiate a discussion on what was talked about in the groups. Were the concerns brought up by 

IPV staff similar or different to PSU staff, if so how? And why?

12 Taken and adapted from: Logar, R. & Marvánová Vargová, B. (2015), Effective Multi-agency Co-operation for 
Preventing and Combating Domestic Violence, Council of Europe Training of Trainers manual, http://fileserver.
wave-network.org/trainingmanuals/Effective_Multi_Agency_Cooperation_2015.pdf, p. 67.
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Guidance to the facilitator: The purpose of this chapter is for the trainees to gain an under-

standing of, and develop sensitivity skills regarding screening and risk assessment, as well 

as having basic ideas of what is needed for effective referrals and follow-up procedures. The 

MARISSA project has Intervention tools aimed to facilitate cooperation which are available 

online, which the facilitator may want to use as examples during the training. The interven-

tion tools can be adapted as needed to the context they are to be used in.

Main learning objective:  At the end of this session trainees should have:

-   An understanding of the necessity and sensitivity involved in screening and risk 

assessment;

-   Basic skills on how best to approach screening and risk assessment;

-   Understanding of the information needed for referrals and why that information 

is needed;

-   Understanding of the importance of follow-up and a basic plan on how to do this.

Module 6: 
Screening, Risk Assessments, Referrals, and Follow-up
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1. Screenings

Presentation (10 minutes): The first step towards assisting women who are dealing with the 

co-occurrence of IPV and PSU is evidently to be aware of the issue. Screening is therefore 

a very important first step. It is also a more delicate process than perhaps initially assumed 

since the person conducting the screening needs to do it skilfully so that the woman in 

question does not feel that she is being interrogated for her to be excluded from services 

but that the screening is simply part of information gathering in order to be able to provide 

the best service possible for the woman. For staff working in IPV services for women, this 

means normalising substance use and having some sort of preamble to their questioning. 

“Do you drink and use drugs?” is not likely to get you truthful answers nor win the trust of 

the woman. The conversation could thus be something like the following: 

Obviously, the last part about the exclusion of services should not be stated if this is not 

the case for said service provider. If substance use does mean some sort of exclusion of 

services, then the provider can simply say that this information is sought after to provide the 

best possible service and leave it at that. 

Explain to participants that the exact wording does not have to be replicated but the most 

important aspect is to not rush into delicate questions. 

Screening can be done more than once and can often be more effective when not done in 

the first interview and some level of trust has been established.
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Common questions to ask include:

For PSU professionals screening for IPV, it is also important to make questions about vio-

lence a natural part of the questions asked on arrival and throughout the time their clients 

use their services. Here it is also important to ease into the conversation for example “As 

well as talking about substance issues, we also ask people about violence or abuse in their 

homes or in their relationships as this is common”. If the PSU agency already has posters 

and/or leaflets about IPV in their services, you may refer to them as well “you may have no-

ticed the posters/leaflets”.



Training manual on supporting women dealing with co-occurring victimization 
of intimate partner violence and problematic substance use: 

A guide for facilitators

80

Common questions to include:

Remind the participants of the importance of trust and that a woman dealing with co-occur-

ring IPV and PSU may find it difficult enough to seek help for one issue and not be ready to 

discuss the other. 

Even if you suspect that she may not be telling the truth, do not push her before she is 
ready to tell you about the violence/substance use. Instead, make it clear that should she 
want to discuss this at a later stage she is welcome to. Something like “I am glad to hear 
that violence/substance use is not a problem you are dealing with at the moment. Should 
this change, I want you to know that this is a safe space to discuss violence/substance use” 
could be a good way to leave the conversation.

Exercise 6.1 (30 minutes): put people together in groups, depending on the size of the 

group but preferably around four people, ideally two people working in IPV support ser-

vices and two people working in PSU support services. This is an ideal opportunity to have 

them work together and learn from each other’s expertise. Introduce discussion questions:

Discussion questions: Tell each other about a time when you found out that a client was 

suffering from the other problem. IPV support staff, when discovered PSU and PSU support 

staff when discovered IPV. How did it come up? What questions did you ask? Did you feel 

you had the skills to discuss the issue with the client? Can the other specialists advise on 

this particular situation based on their expertise? 

If participants do not have any examples of when this came up, they can also discuss if there 

are examples when they had suspicions of this being the case but did not feel comfortable 

asking or did not know how to guide the conversation.
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2. IPV risk assessment

Exercise 6.2 (45 minutes13): Introduce the exercise to the participants by explaining that 

risk assessments are a very tricky process. 

Even though checklists are getting better, and are based on research, they are never an 

adequate tool to assess risk, and a proper risk assessment is always dependent on a profes-

sional reading between the lines and into what is left unsaid. 

Emphasise to the participants that this training session is meant to give them an insight into 

the risk assessment of the other profession so that they have a better understanding of it. 

It will not make them equipped to conduct a risk assessment for the issue they are not spe-

cialists in.

Distribute the handout14 on risk factors for intimate partner violence, one sheet per partic-

ipant. Instruct the participants to try to think about specific risks that could fall under each 

category and write them down on the sheet. Give them about 10 minutes to do this. After the 

10 minutes (or five minutes if it looks like most of the participants are finished by then) ask 

people to share the idea that they came up with the rest. Then give everyone hand-out 7.2 

which lists several risk factors linked to each category. Inform the participants that this is not 

a complete list of possible risks, but these are evidence-based risk factors that need to be 

considered in IPV risk assessment. Remind the participants that some risk factors are not risk 

factors on their own but become risk factors in combination with other factors (these include, 

substance use, economic stress, and perpetrator’s mental health for example) assessing 

risk properly is thus more complicated than simply filling in a checklist and should be left to 

specialists on the issue.

Finally, give yourself and the participant time to discuss in plenary the role of the survivor’s 

perception of risk and how substance use may interfere with or distort their perception of 

risk.

13  Taken and adapted from: Logar, R. & Marvánová Vargová, B. (2015), Effective Multi-agency Co-operation for Preventing and 
Combating Domestic Violence, Council of Europe Training of Trainers manual, http://fileserver.wave-network.org/trainingmanuals/
Effective_Multi_Agency_Cooperation_2015.pdf,

14 Available in the handout section
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Questions for PSU professional for IPV risk assessment may include:

3. Safety plans

Introduction to exercise 6.3: 

(Remember to practice and give the presentation in your own words)

Risk assessments on IPV should be followed by a safety plan. The safety of survivors should 

be central to all interventions and cooperation processes between agencies and organisa-

tions. Safety planning is something that should always be done in cooperation with survi-

vors, and it is important that they do not feel isolated from this process. The survivor does 

probably, knowingly or unknowingly, have a number of strategies to minimise risk, so it is 

important to start with understanding what strategies have worked, and what strategies 

need to be improved. A safety plan needs to be adapted to the situation the survivor is in, at 

that moment in time. Leaving the perpetrator may not be an option that the survivor is ready 

to take, or able to take at this moment. Separation is also a time of high risk for increased 

violence, so this needs to be considered as well.

The safety of survivors is also important within service agencies. Survivors should be safe, 

when entering an agency, whilst staying at the agency, and when leaving it. This is particu-

larly important if this is a place where the perpetrator can also be present at, hence needs 

to be taken into consideration in PSU treatment centres.
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Safety planning can be more challenging when the survivor is also dealing with problematic 

substance use. Survivors may struggle more than those not using substances with recog-

nising options and assessing safety. Survivors’ memory may be impaired, and survivors may 

have a hard time remembering their safety strategy for example. Safety planning for women 

also dealing with PSU, must consider situations when the woman may be using, when she 

may not be, when she is hung-over or recovering, and when she may be coerced into using.

Safety planning should also consider when the partner is: Abstinent, using, misusing, hung-

over, in early recovery, craving, relapsing, binging, experiencing changes in use pattern, de-

pressed, etc.

Exercise 6.3 (30 minutes): Put the participants into groups, make sure that there is a mix of 

IPV and PSU specialists in the groups and preferably the balance between the two (ideally 

two IPV people and two PSU people). Discuss in groups:

How will a survivor’s safety needs and options change as their substance use situation 

changes?

Note to the facilitator: This is an ideal exercise to remind the participants of how their spe-

cialities can complement each other as the PSU specialist will have better insight into the 

different states of mind that accompany the different stages of substance use, whilst IPV 

specialists will have better insight into safety planning strategies for IPV.

4. Assessing PSU risk

Presentation (5 minutes): Similarly to risk assessment concerning IPV, there is a need to as-

sess the extent and potential harm of substance use if screening has confirmed that the use 

is possibly problematic. The same principle applies as to IPV risk assessments, a thorough 

assessment should ideally be done by a PSU professional, however, a basic assessment can 

be done by the IPV worker, to have some basic idea of how problematic the substance use 

is at this moment in time.

If the survivor complains about: pain, numbness, seizures, blackout, heart pain or any swell-

ing or bruising around injection sites consult a doctor or nurse.
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Possible questions to pose include the following:

Give time for discussion in plenary on how best to approach this for IPV specialists. This is 

an opportunity to have the PSU specialist support by advising on what to look out for and 

what kind of questions and approaches they believe will yield the best results.

5. Referrals

Introduction to exercise 6.5: Working with very different organisations/institutions can 

be considered challenging. Organisations focusing on PSU on the one hand and IPV on 

the other can work in different ways, have very different philosophies, and be in little to no 

contact with each other. 

Small scale changes may however go a long way and build a good base when it comes to 

referrals and partnership building.

Before referrals, it is best to have some understanding of how the organisation you are re-

ferring the client to operates, and what specific information is needed for them. Generally, 

the more information you give on a referral form the more effective response a service can 

provide, and it will also help to prevent inappropriate referrals. 

Exercise 6.5 (30 minutes): Pair up as before, either in groups of two or four, with each 

group or pair including both PSU and IPV professionals. Now take turns in explaining to the 

trainees of the other profession what information you would need, and why (emphasize to 
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the trainees that they also explain why said information is needed). 

Then have everyone report to plenary. Did everyone come up with the same information? If 

not, what was different and why? Perhaps different organisations emphasise different types 

of information. At this point (not before the exercise) point out to the participants that there is 

a referral form available as an annex to this manual. It is however always best to have individ-

ualised referral forms based on the exact information needed by the organisation receiving 

the referral. If this training is a start of a collaboration between agencies offer the trainees 

some additional time to look again at their referral forms. This gives them space to make 

amendments, if necessary, after having heard what others came up with and having looked 

at the form annexed to the manual. Then they can finalise their version so it can become a 

starting document for their collaboration.

6. Follow-up 

Introduction to exercise 6.6: Instruct the participants that the next and last part of this last 

module is follow-up. Open the floor for any comments or discussion points that the trainees 

may want to raise on follow-up before going into the exercise. You can encourage the par-

ticipants to start thinking about the subject by asking the group whether they usually follow 

up with their clients, is it a formal part of their work, how is it done, what are the trainees’ 

experience of it?

Don’t allow this to go for too long, only about 10 minutes or so, since follow-up will be dis-

cussed in more detail in the group exercise which follows. The discussion beforehand should 

mainly help to get the trainees started in thinking about follow-up.

Exercise 6.6 (60 minutes): Divide trainees into groups of about four participants per group. 

Instruct them to start working individually and think of their organisation and work regarding 

follow-up. 

●   What is their current situation regarding follow-up, are there specific categories of 

clients they usually follow up with (mothers for example), and what is the reason 

they do follow up (and if applicable, why with certain individuals and not others)? 

●   Is follow-up a formal part of people’s work, how is it done, how often do they 

follow-up with each person?

●   What are the factors that prevent or cease follow-up? 

●   Are there any possible risks/dangers or disadvantages of conducting follow-up, 

both for clients and professionals?
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Note: If participants state that they never do follow-up, have them reflect on why that is, if it 

could be beneficial and what the opportunities and challenges could be related to follow-up

Once you have given people time to reflect on this individually (about 10 minutes). Give the 

groups time to share internally what they have written and what their situation and thoughts 

are on the matter. Then ask all the groups to write down on a flipchart, factors that enable 

or promote follow-up on the one hand and what are the benefits of follow-up on the other, 

for their clients, themselves, and the work of their organisations. Once all the groups have 

done this, put all the lists on display and give the groups time to briefly go through what they 

have written up so that the thought behind it is clear to all.

Once all the modules have been completed it is good to allow the trainees to reflect on 

what they have learnt and discuss and give any feedback that they may have at this mo-

ment. Thank everyone for their participation and remind them that there is additional mate-

rial available should they want to read more on a particular topic later.
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