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Foreword

Reproductive violence is a form of gender-based violence (GBV) that targets women’s and girls’ 
reproductive capacities and undermines their ability to make free and informed decisions about 
their bodies, health and life trajectories. 

Reproductive violence is not limited to isolated acts. It is enabled through laws, policies, 
institutional practices and social and gender norms that restrict choice, deny consent or 
impose reproductive outcomes. Yet, practices such as forced sterilization, reproductive 
coercion, mistreatment in reproductive health services, and the destruction or withdrawal 
of maternal health services in crisis settings are often treated as distinct experiences or 
occurrences. As such, analysis of these violations is currently fragmented across legal, health, or 
humanitarian frameworks obscuring shared patterns of discrimination and power which weakens 
accountability mechanisms and leaves many survivors without recognition or access to remedy.

This paper is intended as a foundational reference for dialogue and action. It aims to support 
researchers in strengthening the evidence base, assist advocates and civil society in naming 
and framing harms that are often normalized or rendered invisible, and inform policymakers and 
legal actors as they interpret certain reproductive injustices as forms of  gender-based violence, 
through a human rights lens. This is not operational guidance; it is a conceptual framework to 
inform future policy development, programming and advocacy.

At a time when sexual and reproductive health and rights are increasingly contested, the 
consequences for bodily autonomy, health and survival can no longer be ignored. For UNFPA, 
whose mandate centres on realizing reproductive rights and ensuring women and young people 
live free from violence, addressing reproductive violence is central to our work. This contribution 
offers a clear definition and conceptual framework to support the recognition of reproductive 
violence as a distinct form of GBV across disciplines and contexts.

UNFPA’s intention, and my sincere hope, is that these pages will help serve as a rallying cry  
for recognizing reproductive violence as a profound violation of human rights – and for building  
a world where reproductive justice is a reality for all.

 

	 Pio Smith 
	 UNFPA Deputy Executive Director - 		
	 Programme, a.i.
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Abbreviations and acronyms

CEDAW	 Committee on the Elimination of Discrimination against Women

GBV	 	Gender-based Violence

HIV		 Human Immunodeficiency Virus

ICPD	 	International Conference on Population and Development

IPV	 	Intimate Partner Violence

LARC	 	Long-acting Reversible Contraception

SOGIE	 	Sexual Orientation, Gender Identity and Expression

SRHR		 Sexual and Reproductive Health and Rights

STI	 Sexually Transmitted Infections
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Violations of women’s sexual and reproductive 
health and rights, such as forced sterilizations, 
forced abortion, forced pregnancy, criminalization 
of abortion, denial or delay of safe abortion 
and post-abortion care, forced continuation of 
pregnancy, abuse and mistreatment of women 
and girls seeking sexual and reproductive health 
information, goods and services, are forms of 
gender-based violence that, depending on the 
circumstances, may amount to torture or cruel, 
inhuman or degrading treatment.1 

General Recommendation No. 35,  
Committee on the Elimination of Discrimination against Women (CEDAW)
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Introduction

Gender-based violence (GBV) and sexual and reproductive health and rights (SRHR) are deeply 
interrelated. From increased risk for unintended pregnancies2,3 and HIV and STI infections,3 
and lower rates of contraceptive and condom use,4 to reduced access to maternal healthcare,3 
the harmful impacts of GBV on women and girls’ SRHR are extensive. An increasing body of 
evidence suggests that a specific form of GBV – reproductive violence – could be responsible  
for these impacts.

To date, reproductive violence has not been widely recognized as a distinct form of GBV and 
has rather been subsumed into other common terms such as intimate partner violence (IPV), 
sexual violence,  gendered and/or sexualized violence in conflict.5,6 Recently, however, reports, 
definitions and conceptualizations of reproductive violence have emerged across disciplines.5-8 

For example, human rights and international criminal law experts have described state-sanctioned 
violations of reproductive rights,5,9-11 including forced sterilization campaigns,9,10,12 forced pregnancy 
in the context of war11,13 or the destruction of reproductive or maternal healthcare infrastructure 
during conflict.14,15 Public health and health promotion researchers have studied reproductive 
coercion and abuse within contexts of intimate partner and family violence.16-18 

Feminist scholars, human rights lawyers and experts, and public health practitioners have 
also delved into obstetric violence and mistreatment of women and marginalized populations 
in sexual and reproductive health (SRH) facilities.19-22 Communities have also been pointed 
out as coercive factors that may determine women’s reproductive decisions.6,23 Ultimately, 
there is a common thread: the acts and omissions that undermine women’s ability to decide 
whether, when, how and under what conditions to have or not have children, as enshrined in 
international human rights law.7 This is the basis to understanding reproductive violence as 
outlined in this brief. 



 
While the authors acknowledge that marginalized men and boys may also be subjected to 
reproductive violence (such as forced sterilizations of Indigenous men, men with disabilities or 
of diverse sexual orientation, gender identity and expression [SOGIE]), this paper focuses on the 
issue as a form of GBV against women and girls as defined in international human rights law.1
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Developed through a desk review of peer-reviewed and grey literature followed by a consultation 
with 38 SRHR and GBV experts and 22 organizations, this conceptual framework defines 
reproductive violence as a distinct form of GBV and proposes a unifying conceptual 
framework to support its recognition across disciplines and contexts.  

In the first part of this paper, the authors offer a comprehensive definition of reproductive 
violence. Part II follows with a conceptual framework that explains and illustrates different 
manifestations of reproductive violence, using relevant examples from the literature.   
The final section of the paper sets out recommendations for action. 

Box 1. 
A word on intersectionality

Reproductive violence must be approached through an intersectional lens,24 as it 
disproportionately impacts people who are at the intersection of multiple forms of 
discrimination, including age, sexual orientation, race, caste, indigeneity, religion, ethnicity, 
class, socioeconomic status, marital status, disability, health status, HIV status and deprivation 
of liberty. These forms of discrimination interact with the social and gender norms that drive 
reproductive violence, including machismo or the association of femininity with motherhood and 
reproduction, and with clinical norms, practices and unconscious biases embedded in systems 
and institutions, to further legitimize and perpetuate practices that violate reproductive agency 
and reduce access and choice among marginalized populations.6,23-26
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Part I.
Towards a 
definition of 
reproductive 
violence 

Reproductive violence is a form of GBV against women and 

girls27 that compromises reproductive autonomy, agency 

and self-determination; that is, individuals’ ability to decide 

whether, when, how and under what conditions to become 

pregnant, give birth and raise children, as defined at the 

ICPD.7 This includes, but is not limited to, physical, sexual, 

emotional, psychosocial, economic, normative and symbolic 

abuse, force, coercion or exploitation within relationships, 

families, communities, institutions and societies.28 



 
Box 2. 
At a glance: Why reproductive violence?

The term “reproductive violence” gives a name to the experience of many women and girls 
around the world. Without this term, survivors are often left without redress or recourse, 
struggling to identify or define the act of violence they have experienced. Framing these acts or 
omissions in terms of violence centres survivors and their experiences.

Importantly, defining certain violations of SRHR as a form of GBV shifts the nature and character 
of legal obligations of the state. Framing reproductive violence as a form of GBV invokes a 
proactive legal obligation on the part of the state to respect, protect and fulfil the right of an 
individual to live free from GBV. This framing does not neglect reproductive rights or bodily 
autonomy but rather reinforces the duty to prevent reproductive violence, a duty which arises 
because of the centrality of SRHR, and operationalizes these rights more effectively.
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Reproductive violence, rather than being directed towards a specific reproductive outcome, 
is ultimately an abuse of power and control over reproduction itself. Available evidence 
describes acts of reproductive violence that are “pregnancy promoting” (for example, through 
the denial of contraception or other SRH services) and “pregnancy preventing” (such as coercing 
sterilization)16 and, in some cases, both may occur within a single pregnancy.29 Independently of 
intended outcomes, the key characteristic of reproductive violence is that it deprives women 
and girls of their full capacity to realize their reproductive agency, violating therefore a 
plurality of human rights. 
 

Box 3. 
Clarifying concepts: Reproductive coercion  
and reproductive violence

It is important to differentiate between the terms “reproductive coercion” and “reproductive 
violence”. While some authors argue for a comprehensive understanding of reproductive coercion 
across the socioecological model,6 other authors have argued that reproductive coercion takes 
place within interpersonal relationships and does not include structural acts or omissions.17 

This technical brief uses the term reproductive violence, as it includes acts and omissions beyond 
individual relationships to also include structural forms of violence. It also places reproductive 
harms within GBV, thereby importing legal obligations that do not exist for acts of coercion.  
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The definition of reproductive violence outlined above 

is best explained using the conceptual framework below 

(Figure 1, hereinafter referred to as the “figure”). The 

conceptual framework illustrates the wide variety of forms 

in which reproductive violence manifests. It is intended 

as a dynamic tool, given that new forms of violence and 

contributions to this space continue to emerge.

Part II.
A conceptual 
framework for 
reproductive 
violence



Figure 1. 
A conceptual framework for reproductive violence 

Emotional, 
psychological

Use of threats, intimidation, 
coercion, manipulation and 
emotional abuse tactics to 

influence reproductive 
outcomes and decisions

Normative, symbolic
Use of formal (policy and 
legislation) and informal 
norms to control or influence 
reproductive outcomes

Economic
Use of deprivation, control or 

limitation in access to finances or the 
means to obtain and use funds, and 
other financial abuse tactics, as well 
as economic barriers/determinants 
to sexual and reproductive health to 

influence reproductive outcomes

Sexual
Use of sexual violence, 
such as rape, to modify 
reproductive outcomes

Physical
Use of physical force or 
violence, against the survivor 
or her belongings, to modify 
reproductive outcomes

Impact on
reproductive and

bodily autonomy of women
and girls in all their diversity

Forced/coerced pregnancy, abortion, 
contraception, sterilization; 

Restricted sexual and reproductive 
health services, education, 

information; Restricted sexual and 
reproductive rights,

ability to parent

Rela

tio
nships, intimate partners and families

Community

Societal laws and policies

In
st

itu
tio

ns and organizations, including workplaces, health and social care
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The conceptual framework moves beyond the intent of perpetrators to cause harm and influence 
pregnancy outcomes in relational contexts of fear and coercive control.17 It includes notions of 
power and control over reproductive autonomy and decision-making that span a wide range of 
spaces, from the interpersonal30 to the familial or community, the institutional, and the systems 
and political structures that surround an individual.31 This conceptual framework implies that 
reproductive violence does not only happen within intimate or family relationships, but it should 
be understood as a phenomenon that takes place across all levels of the socioecological model, 
through practices, policies and structures that condition and control reproductive autonomy. 

The framework maps the various ways in which reproductive violence manifests across all 
levels of the socioecological model. It places the experiences of survivors and the impact of 
reproductive violence on their bodily and reproductive autonomy at the centre, as represented by 
the innermost circle of the figure. Around it, the multiple interacting layers of the socioecological 
model are represented. Within each of these layers, reproductive violence is perpetrated or 
facilitated by specific actors such as family members and intimate partners at the relationships 
level; immediate social circles such as friends or local leaders at the community level; 
healthcare providers at the institutional level; or state actors at the societal level. Although 
they are presented as distinct layers, the different levels in the framework interact with one 
another to limit or control women’s reproductive autonomy, as illustrated by the dotted lines. 
For example, government policies that restrict or deny access to reproductive health services, 
and create gendered inequality in the health system, can facilitate reproductive coercion at 
the interpersonal level.32,33 Conversely, those who are more likely to experience reproductive 
violence at the hands of an abusive partner – such survivors being predominantly members of 
marginalized groups - are also disproportionately affected by coercive state policies and more 
likely to face reduced or denied access to reproductive health services.14

Outside the circle, five main forms of reproductive violence are defined (physical, sexual, 
emotional or psychological, economic, and normative and symbolic34 violence), which are all 
recognized forms of GBV. Each of these forms of violence are experienced  across the various 
levels of the socioecological continuum. Multiple forms of violence may be experienced 
concurrently, as represented by the external arrows.

The sections below explain and illustrate each layer of the conceptual framework through 
relevant examples from the literature. As the current understanding of reproductive violence  
is evolving, these examples are by no means exhaustive. 
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Reproductive violence at the societal level, laws and policies

At the societal level, forms of reproductive violence have long been recognized as tools 
of patriarchal and colonial control over women and girlsa and marginalized populations,7 
particularly in contexts of war.12 For example, cases of forced pregnancy (including through 
sexual violence), forced birth control, forced sterilization and other violations in conflict 
settings have been documented since the 1940s by criminal court investigations and UN-
mandated fact-finding and other investigative mechanisms,12 and reported by civil society 
organizations17,35-38 and journalists39 across countries and territories worldwide. Most recently, 
human rights experts have denounced incidences of destruction of maternal healthcare and 
SRH facilities, including fertility clinics, in conflict zones as forms of reproductive violence, 
as they jeopardize women and children’s lives and are “intended to prevent births within a 
group”.15,40 Against this backdrop, reproductive violence may particularly increase in situations 
of political instability and violence, humanitarian crises such as conflicts, natural disasters, 
climate shocks, and situations of sociopolitical extremism.41

Beyond conflict settings, feminist scholars have also identified state actors and institutions 
as direct perpetrators of reproductive violence through laws and policies that contribute to 
an enabling environment in which reproductive violence can flourish.31 For example, policies 
that are not evidence-based and that increase costs for individuals to access SRH services 
such as compulsory ultrasounds or mandatory waiting periods prior to receiving certain SRH 
services;42 parental-leave policies that do not provide sufficient economic support during 
parental leave;43 or restrictive family planning policies and insurance coverage44 that interfere 
with individuals’ reproductive decision-making by causing psychological distress or presenting 
material barriers can be conceptualized as forms of violence.

Reproductive violence at the institutional  
and organizational level

At the organizational and institutional level, reproductive violence includes acts perpetrated 
by individual members of a given institution (such as health workers or employers) as well 
as established modes of functioning that lead to impairment and limitations of women’s 
reproductive autonomy.

An example of institutional reproductive violence that has been well documented in the 
literature is obstetric violence, sometimes referred to as “disrespect and abuse during facility-
based childbirth”, “maternal mistreatment”, “mistreatment of women during childbirth” or 
“mistreatment and violence against women in reproductive health services”.21 Obstetric violence 
can be understood as physical, verbal or psychological abuse, neglect or disrespectful care by 
health workers during pregnancy, childbirth or the post-partum period; as well as systematic 
failures at the health-facility and health-systems levels.19 

a 	 Women and girls in all their diversity, including persons of diverse sexual orientation, gender identity and expression 
and LGBTQI+ persons.
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Additional documented examples of reproductive violence in institutional settings include 
coerced sterilization, largely perpetrated against racial and ethnic minorities, women with 
disabilities,45,46 adolescents, women with diverse SOGIE47 and women living with HIV,48 among 
other marginalized groups. Also, the targeted promotion of long-acting reversible contraception 
(LARC) among “high-risk” populations and failure to provide information on other methods, 
which has served to constrain the fertility choices of the most marginalized women.49 These 
practices may occur in the context of state-sanctioned reproductive violence, where violence 
stemming from state policies is enacted at the organizational level at the hands of providers, 
thereby illustrating the dynamic interplay between the layers of the conceptual framework.

Conversely, reproductive violence in health settings can also be perpetrated through the 
denial of access to reproductive health services. Indeed, refusing to provide SRH services 
without referring to another provider,50 withholding contraception under the guise of medical 
reasons51 or denying voluntary sterilization,52 among other practices, all contribute to limiting 
women’s voice and agency with regard to their reproductive choices.

Reproductive violence at the organizational level is not limited to health settings. For 
example, harassment of women in the workplace due to pregnancy, childbirth and requesting 
or taking childcare leave is a practice that impinges on individuals’ reproductive decision-
making and has been shown to inflict a range of negative outcomes both for mothers’ post-
partum well-being and for infant health.53 In addition to these emotional and psychological 
tactics, reproductive violence in the workplace can also be perpetrated through economic 
and symbolic means. For example, it may occur through restrictive or non-existent parental-
leave policies or barriers to women’s employment or professional development based on their 
reproductive choices.54

Reproductive violence at the community level

Reproductive violence at the community level includes acts or omissions that interfere 
with individuals’ reproductive agency and that are perpetrated by members of the broader 
community, including neighbours, informal health providers, community and religious 
leaders.55 Such acts may be more prevalent in settings where access to reproductive health 
information, resources and services is limited, and where members of the community 
constitute an important source of support. For example, in settings where SRH services are 
restricted, the material resources and advice provided by friends, extended family, faith 
leaders and informal health providers are major factors in determining whether women can 
access those services.56,57 While these factors have mostly been conceptualized as barriers 
to and enablers of access, it has been argued that denial of such support constitutes another 
dimension of reproductive violence at the community level.55

Social and gender norms around fertility and reproduction can also limit women’s ability to 
enact their reproductive decisions. Communities may enforce the fallacious notion that women 
have a “biological imperative” to conceive,58 the expectation that they should be sexually 
available to their husband and produce children shortly after marriage,59 and the implication 
that failure to do so may undermine their femininity and social standing.60 Similarly, social and 
gender norms around masculinity have been shown to legitimize and perpetuate controlling 
behaviours such as pregnancy coercion and contraceptive sabotage by male partners.59,61 
Across these examples, restrictive norms entrenched at the community level pave the way 
for further abuse at the interpersonal level, manifesting through physical, emotional and 
psychological means.62
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Reproductive violence at the interpersonal level,  
intimate partners and families

Reproductive violence at the interpersonal level includes any act or omission that interferes with 
individuals’ reproductive decision-making and autonomy and that occurs in the context of close 
relationships, such as with intimate partners and family members.

The concepts of “reproductive coercion and abuse” and “reproductive control” have been used 
to describe controlling behaviours by intimate partners and family members over women’s 
reproductive outcomes.17 These behaviours include emotional and psychological tactics such 
as threats, intimidation, coercion, manipulation and emotional abuse; financial tactics such as 
limiting access to reproductive health services, goods and information; and overt use of physical 
force and sexual violence.16,17 

While they are distinct phenomena, reproductive coercion and IPV can overlap and appear to 
have compounded effects on women’s, girls’ and other marginalized people’s bodily autonomy 
and reproductive agency.17 Survivors of IPV have reported a compromised ability to advocate for 
their own reproductive choices due to their fear of retaliation in the form of physical violence, 
sexual assaults and emotional abuse.63 Reproductive coercion is also a way in which abusive 
partners exert power and control over survivors.17 For example, the social norm that not using 
condoms signifies commitment and fidelity within a relationship may be instrumentalized to 
prevent women from using them to manage their fertility and protect their sexual health.64

Beyond intimate relationships, reproductive violence at the interpersonal level involves 
other perpetrators complicit in the limitation of women’s reproductive agency, such as family 
members and in-laws.65 Particularly for young women and girls, family members can have a 
disproportionate influence in reproductive decision-making. For example, threats of being 
disowned if they did not terminate their pregnancy have been cited as an influential factor in 
adolescents’ choice to seek specific services following a pregnancy.66 In some settings, assent 
from mothers-in-law is often necessary for decision-making on the composition of the family, 
particularly with regard to family size and the perceived desirability of having sons.67 Other 
studies have also documented frequent abuse from in-laws during pregnancy and post-partum. 
However, the extent to which these forms of violence are perpetrated with the intent of limiting 
reproductive autonomy is not well understood.68

Be it at the hands of an intimate partner, in-laws or other extended family members, 
reproductive violence at the interpersonal level is underpinned by the dynamic influences 
of other socioecological levels. While it is imperative that individual perpetrators are held 
accountable for their actions, it is equally important to contextualize these behaviours within 
their broader community, organizational and structural context. Upstream forms of violence such 
as state-sanctioned discrimination against those who do not conform to the ideal of parenthood, 
restrictive social and gender norms around reproduction and barriers in access to reproductive 
care all contribute to legitimize and sustain abusive tactics at the interpersonal level.
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Impact on individuals’ reproductive rights and autonomy

Whether perpetrated by intimate partners, family members, health workers, institutions or 
policies and norms, acts of reproductive violence all contribute to limiting individuals’ capacities 
to make free and informed reproductive choices, negatively impacting their health and well-
being.69 In the realm of SRH, experiences of reproductive coercion have been associated with 
increased risks of HIV70,71 and other sexually transmitted diseases,72 unintended pregnancies73 
and poorer maternal and infant health outcomes.74 Reproductive violence is also a predictor 
of poorer mental health outcomes, including depression,75-77 anxiety,75 post-traumatic 
stress disorder76,77 and harmful drinking behaviours.74 While the direct association between 
reproductive violence and educational attainment, financial independence and participation 
in political and civic life has yet to be studied, it is likely that these negative physical, sexual 
and mental health outcomes pose barriers to women’s and girls’ full participation in public life. 
Addressing and preventing reproductive violence is essential to improve the health, safety and 
well-being of women and girls, and to ensure compliance with, respect for and promotion of 
human rights and gender equality.
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Part III.
Moving forward: 
Recommendations  
for research  
and practice

This technical brief recognizes that, regardless of the context, reproductive violence is sustained 
and driven by gender-based discrimination and inequality. As outlined by Laverty and de Vos 
(p. 13), “coercive sterilization programmes or forced contraception policies overwhelmingly 
target women, even though the same results could be achieved through male sterilization”,7 
highlighting the pervasiveness of harmful social and gender norms and biased stereotypes 
that sustain and justify extensive control over women’s bodies.  Norms around fertility, access 
to SRH services, who should or should not have children, and who is a desirable parent are 
further reinforced and reproduced in policies and laws, in service providers’ behaviours and the 
organization of health systems, in family and community expectations and their influence on 
reproduction, in partners’ power and control over reproductive decision-making, and ultimately 
in women and girls’ ability to exercise their bodily autonomy. Hence, reproductive agency and 
choice is not only a matter of individual autonomy but a compound of structural discrimination 
and the socioeconomic conditions of the communities in which women live.

Building on this understanding of reproductive violence as both structurally embedded and 
contextually shaped, the following recommendations outline key priorities for action.
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1. Adopt, refine and promote this framework  
as a common understanding of reproductive violence

The present conceptualization of reproductive violence is intended to place the experiences 
of women and girls at the centre and to be a unifying framework for the harms that occur 
when reproductive agency is infringed upon or denied. This involves a conceptual shift in 
how reproductive violence is understood. While we acknowledge that the experience and 
understanding of reproductive violence and its manifestations are likely to evolve over time, 
this framework clarifies its contexts and expressions, and provides further advocacy and 
litigation tools for the redress of reproductive violence and the prevention of its recurrence.

2. Ensure that reproductive violence 
remains contextualized

Reproductive violence occurs in all contexts, from development to humanitarian settings, 
and from high-income to low- and middle-income countries. As reproductive violence 
is driven by harmful social and gender norms that are context-specific, it is likely that 
manifestations of reproductive violence also differ across contexts and populations. There 
is a need to explore and undertake action-oriented research into how this framework can 
be applied to different contexts and settings in order to create community and national 
strategies to address reproductive violence in all its forms.

3. Develop and validate global indicators 
of reproductive violence

Collecting data, documenting and reporting on reproductive violence is a key step in 
building the evidence base necessary for bringing visibility to a hidden issue. Mapping 
of existing indicators and gaps, and development and validation of new indicators 
of reproductive violence can serve as the basis to create a standardized tool to 
comprehensively measure the prevalence, manifestations and impacts of reproductive 
violence across the interpersonal, community, institutional and sociopolitical domains.78 
The strengthened body of research and evidence that will result from applying validated 
and shared indicators will not only increase understanding of the issue but also inform legal 
reform, and the development and implementation of appropriate interventions, programmes 
and policies to prevent and address reproductive violence, ensuring further compliance of 
states with their international human rights obligations.
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4. Build the evidence on what works to prevent 
and respond to reproductive violence

Building a body of evidence on reproductive violence means not only understanding its 
manifestations, drivers and the experiences of survivors, but also generating data and 
evidence on what works to respond to and prevent it. Approaches to prevent, identify and 
respond to reproductive violence will continue to evolve, and interventions and programmes 
that address reproductive violence need to be systematically evaluated. This should be 
achieved by investing in systematic evaluations of interventions and building an active 
community of practice to support shared learnings, successes and innovations.

5. Ensure laws and policies prevent reproductive violence

Create an enabling environment for women and girls through policies and laws that promote 
and respect SRHR. Governments should support human rights-based law reform to identify 
and address any reproductive violence facilitated by policy and laws. This involves, among 
others, the adoption of legal frameworks in compliance with international human rights 
standards that enable women to exercise their right to bodily autonomy, repealing laws and 
policies that infringe upon reproductive rights, and recognizing the whole spectrum of SRH 
services as essential.

6. Integrate interventions to address reproductive 
violence into existing programmes and services

Interventions to address reproductive violence must be integrated into existing GBV 
prevention and response services, as well as being embedded into the provision of SRH 
services, information and commodities. Person- and Survivor-centred approaches to GBV 
and SRH care are key to preventing and responding to reproductive violence in programmes 
and services. This integration should take place at the community level, within violence 
prevention and mitigation interventions with communities, survivors and perpetrators; 
nationally, within social, justice and health systems ensuring informed consent and unbiased 
access; and internationally, in terms of comprehensive development programmes and 
interventions in GBV and SRHR, ensuring the necessary funding of sustained initiatives.

7. Integrate GBV and SRH services to better prevent 
and respond to reproductive violence

Integrated GBV and SRH services, including strong cross-sectoral collaboration between GBV 
workers and SRH workers, is crucial to prevent, mitigate and respond to reproductive violence 
comprehensively while placing people at the centre. Service integration facilitates timely and 
quality response to survivors of reproductive violence, who need access to a comprehensive 
package of services, including SRH and other health services, GBV response services and 
case management, social and justice services. This may require workforce training, operational 
policies and procedures, grievance pathways and aspects of independent oversight.
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