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Abstract

Background Gender-based violence (GBV) remains a pervasive public health crisis with devastating impacts on
women’s health and well-being. Women experiencing GBV face considerable barriers accessing appropriate and
timely health and social services. This study explored women's experiences with health and social services in three
Canadian cities to understand critical challenges and strengths in service provision for women experiencing GBV.

Methods In-depth interviews were conducted with self-identifying women (n=21) who had accessed health or
social care services and with service providers (n=25) in three Canadian cities between February 2021 and November
2022. Women's interviews focused on experiences engaging with services including what worked well, the challenges
they faced, and their recommendations to enhance service delivery to women experiencing violence. Staff interviews
focused on their experiences of providing services within their organization, and the strengths and challenges in
providing services to women within their community. Data were analyzed using reflexive thematic analysis with a
gender-based violence critical feminist lens.

Results We organized the findings into three interrelated themes. First our results show how the systems within
which health and social services are organized, are not designed to meet women’s complex needs, with rigid
structures, siloed services, and stigmatizing cultures creating significant barriers. Second, the data illustrate how
service providers support and empower women through practices such as providing key information, assisting
with administrative tasks, offering material resources, and addressing discrimination through advocacy and
accompaniment. Third, our findings demonstrate how building an effective working relationship characterized by
trust, non-judgment, and collaboration is crucial for service engagement and women'’s overall well-being.

Conclusions Findings illuminate critical public health challenges as women navigate fragmented services across
multiple and siloed systems not designed to meet their complex needs. There is an urgent need for systemic change
to create more integrated, responsive support systems for women experiencing GBV. This includes addressing
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underlying structures perpetuating gender inequities and violence. Facilitating safe access to holistic services that
consider women's preferences is crucial. Effective working relationships built on trust, respect, and power-sharing are
key to supporting women'’s agency and addressing their interconnected needs.

Keywords Gender-based violence, Women, Complex needs, Poverty, Service access, Health and social care

Background

Gender-based violence (GBV) remains a pervasive global
public health crisis with devastating impacts for women,
families, communities, and society. GBV encompasses
harmful threats, acts, practices and policies directed
toward an individual, group, or community based on
their actual or perceived gender identity and/or expres-
sion [1-4]. While people of all genders experience vio-
lence, women, inclusive of trans women!, experience
a disproportionate burden of GBV [5, 7-9]. GBV has
devastating impacts on women’s health and well-being
including, psychological trauma, sexual and reproduc-
tive health problems, physical injuries, traumatic brain
injury, increased HIV risk, deprivation of human rights,
and premature death [5, 8—18]. Broader impacts of GBV
include disrupted families, childhood trauma, women’s
reduced participation in society, and global economic
costs estimated at 1.5 trillion USD annually (2% of GDP)
through lost productivity and increased healthcare and
legal expenses [5, 10, 19, 20]. In light of this, the World
Health Organization (WHO) has urged the health sec-
tor to “provide comprehensive health care to women
subjected to violence” [20], while the United Nations
has called for “women and girls’ access to quality, multi-
sectoral services essential for their safety, protection and
recovery [from violence]” [21].

GBV is rooted in patriarchal power relations and is
unequally experienced, due to prevailing social and eco-
nomic inequities [1, 2, 5, 6, 10, 22]. While often reduced
to physical acts of violence (e.g., intimate partner vio-
lence (IPV), sexual and/or physical assault; [2, 23]), GBV
manifests across a broad spectrum, encompassing inter-
personal violence (e.g., physical, sexual, psychological,
economic acts of harm; including threats of violence,
harassment, coercion) and structural violence through
unjust policies and institutional practices that create
conditions for interpersonal violence and normalize vio-
lence against women [2, 6, 24]. GBV is multifactorial in
nature, emerging from multiple, interconnected soci-
etal, economic, cultural, and institutional factors that
work together to perpetuate harm, yet it is fundamen-
tally shaped by systemic gender inequities. Understand-
ing GBV requires examining the intersection of gender
with other axes of power and privilege (e.g., race, social
class, colonial histories, sexuality, (dis)ability, age) [25].

! We use the terms woman/women throughout this paper as inclusive of
anyone who identifies as a woman.

Different aspects of women’s social location shape how
they are treated by others and institutions and impact the
level, severity, and types of oppression they face and how
they experience GBV. For instance, Indigenous women,
racialized women, trans women, women with disabili-
ties, younger women, and women living in poverty are
disproportionately affected by GBV as a direct result of
historical and ongoing colonization, systemic racism, and
ableism prevalent in society [11, 12, 26].

GBV remains a serious public health issue in Canada
Annually 102 women and girls are killed in GBV inci-
dents across the country with over 90% of perpetrators
being intimate partners or family members of victims
[27]. The economic impact of spousal violence alone costs
Canada approximately $7.4 billion yearly [28]. Despite
these figures, GBV is severely underreported due to fears
of stigma, victim-blaming, and retaliation, with only 6%
of sexual assaults reported to police [29-32]. Indigenous
women face disproportionately high rates of sexual vio-
lence, being 3 times more likely than non-Indigenous
women to experience this form of violence [33].

Women experiencing GBV face considerable barri-
ers accessing appropriate and timely health and social
services commensurate with their needs [34—37]. These
barriers include availability issues (e.g., prolonged wait
times, limited hours of operation), accessibility chal-
lenges (e.g., geographical barriers, lack of transportation
or childcare), and economic hardships that make engage-
ment difficult for those living under conditions of chronic
or episodic poverty [35, 38, 39]. While GBV transcends
socioeconomic strata, it is crucial to recognize that eco-
nomic precarity creates additional barriers to both dis-
closure and help-seeking. GBV stigma contributes to
disrespectful, unsafe, and inequitable service experiences,
creating mistrust in care and the potential for re-trauma-
tization (e.g., violence experienced through policies that
negate women’s agency, reproduction of damaging power
relationships between providers and women) [35, 40—43].
Moreover, the siloed nature of services fails to address
women’s complex needs [5, 29, 30]. Such marginalizing
conditions create an environment where women may be
reluctant to access supports, delay help-seeking, and are
often unable to access care until crisis occurs, increasing
health risks and perpetuating social inequities [36, 44].

While women experiencing GBV are resourceful in
managing their health and well-being [2, 45], there is
increasing demand for inclusive program design that
takes a strengths-based approach and is responsive



Rudzinski et al. BMC Public Health (2025) 25:1213

to women’s actual (not perceived) needs. Despite the
growth in women-specific services and women-centred
care, including substantial investment in programs for
women survivors of IPV (e.g., crisis hotlines, victim-
advocacy support groups, financial literacy programs,
emergency shelters; [46-50]), women are often forced
to rely on an ineffective patchwork of services organized
across multiple systems. This fragmentation not only dis-
advantages women, making them appear disconnected
from health and social service agencies, but also serves
to “other” experiences of GBV, placing them as women’s
only concerns, or addressable only through survivor-
focused interventions. Social determinants of health,
such as income, education, housing, and social support
networks, significantly influence women’s experiences of
GBYV and their ability to access and benefit from support
services, either exacerbating vulnerabilities or provid-
ing protective effects, underscoring the need for holis-
tic, intersectional approaches for addressing GBV. It is,
therefore, urgent, timely, and essential that we learn from
women'’s direct experiences with these services, in order
to elucidate what is required to optimize services to bet-
ter meet their needs.

A critical feminist lens offers a valuable framework for
examining women’s experiences with health and social
services in the context of GBV. This approach allows us
to recognize that although GBV is common, these occur-
rences are not innate — they are rooted in power relations
and inequities, specifically in a binary and hierarchical
system of gender that supports inequality, and perpetu-
ates patriarchy, sexism, and damaging gender stereotypes
[2, 51-53]. Within patriarchal society, social, legal, finan-
cial, and political frameworks maintain male dominance
[51, 54], constructing ‘masculine’ and ‘feminine’ as polar
opposites, with feminine being subordinate, and uphold-
ing strict binary gender norms. This critical feminist lens
enables us to question the status quo, considering the
social context in which GBV occurs in order to under-
stand the broader function of this form of violence (e.g.,
to humiliate, to coerce, to control) as well as the condi-
tions under which such oppression is possible, or in
some cases seen as acceptable [51, 54, 55]. This perspec-
tive helps reveal how multiple forms of oppression shape
women’s interactions with services within these larger
structures of patriarchal power and control. Moreover,
this lens also allows us to find potential ways to challenge
and eradicate these structures in order to better support
women’s health and well-being. The scholarly discourse
surrounding gender and GBV encompasses diverse theo-
retical frameworks and epistemological traditions. Our
approach, while grounded in critical feminist theory,
acknowledges and engages with the multifactorial nature
of GBV. Using a GBV critical feminist approach, this
paper explores self-identifying women’s experiences with
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health and social services, in three Canadian cities. This
study aims to better understand the critical challenges
women face when engaging with these services and iden-
tify what they perceive as strengths in current service
provision. This understanding is crucial for developing
respectful, trauma-informed, and strengths-based ser-
vices for women experiencing GBV, while identifying the
broader systemic changes needed to make such service
design, implementation and provision a reality.

Methods

The data used in this paper were drawn from a larger
7-year, community-based research study examining the
adaptation of a socially complex outreach intervention
with varied sub-groups of women experiencing GBV in
partnership with a range of non-profit women serving
organizations [2]. Research participants were self-iden-
tifying women (inclusive of cis and trans women). The
organizations ranged from emergency and short-term
shelter, outreach and health promotion, legal services,
and victim specific services including support with police
and health care engagement, counselling, and criminal
justice proceedings. Two organizations were specific to
self-identifying women and one served people of all gen-
ders although women represented the vast majority of
their clientele. Adaptation included tailoring the inter-
vention to the local context of three different urban cities
in Canada (one metropolitan centre, one mid-sized city,
and one small urban area) and community-service orga-
nization partners focused on providing various supports
including housing, legal, and victim services. As each city
had unique services available and local norms concern-
ing service delivery to women affected by GBYV, it was
essential that we develop a nuanced understanding of
each local context. Specifically, we strove to understand
the contexts surrounding women’s service utilization and
needs, as well as the strengths and challenges of each site
and participating organization in providing services and
supporting women to access other, external services. To
aid in understanding the local context and the unique
features that needed to be considered for adaptation of
the intervention prior to implementation we undertook
in-depth interviews with women (n=21) attending to
services within their community and community service
staff and managers (n=25) that provided such services.
The interview guides utilized (see Supplementary File 1)
were developed for the sole purpose of the study. Inter-
views were carried out in the context of post-lockdown
COVID-19, and so capture the additional challenges
present in that context. The data collected during these
interviews serve as the data for this paper. This research
was conducted in accordance with The Tri-Council
Policy Statement: Ethical Conduct for Research Involv-
ing Humans (TCPS 2) and the Declaration of Helsinki.
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Table 1 Women's characteristics Table 2 Service provider characteristics

n=21(%) n=25
Gender Identity (%)
Cis-woman 19 (90.5) Gender Identity
Transgender woman 1(4.8) Cis-woman 25 (100.0)
Non-binary and gender fluid 1(4.8) Ethnicity
Ethnicity White 20 (76.9)
White 9(42.9) Multiple ethnicities 4(154)
Indigenous 6(28.6) South American 139
Black 2 (9.5) South Asian 1(3.9)
Multiple ethnicities 4(19.1) Age
Age 20-29 4(17.4)
20-29 3(14.3) 30-39 6(26.1)
30-39 10 (47.6) 40-49 5(21.7)
40-49 6(28.6) 50-59 3(13)
50-59 2(9.5) 60-69 5(21.7)
Education Education
High School — pre-Grade 12 5(23.8) High School - pre-Grade 12 0(0.0)
High School - Diploma 11(52.4) High School - Diploma 2(7.7)
Trade Post-Secondary Degree 1(4.8) Trade Post-Secondary Degree 0(0.0)
Some College 2(9.5) Some College 0(0.0)
College — Bachelors 2 (9.5) College — Bachelors 15(57.7)
Difficulty living on current income Masters 9 (34.6)
1 (Not at all difficult) 0(0.0) Professional Licensure (e.g., Registered Social Worker,
2 2(9.5) Registered Counsellor)
3 5(23.8) Yes 8(30.8)
4 3(14.2) No 18 (69.2)
5 (Impossible) 11(524) Average number of years in current role (range in years) 4.7

(0.08-20)

Ethical approval for this research was obtained from the
University of British Columbia (UBC) Behavioural Eth-
ics Board (Ethics Certificate Numbers: #H20-02864,
#H21- 01301) and University of Windsor Research Ethics
Board (Ethics Certificate Number: #21-105).

With the aid of the not-for-profit community service
staff, women were invited to participate if they were 18
years of age or older, able to communicate verbally in
English, and had accessed health or social care services
within the not-for-profit sector within their community
in the previous five years (e.g., doctors, counselling etc.).
Partnering organizations’ staff and managers were invited
to participate by members of the research team. Inter-
views occurred from February 2021 to November 2022.
All interviews were conducted by trained research staff
members and occurred in person or via zoom depend-
ing on the participant’s preference. Consent was obtained
verbally and all participants received incentives in keep-
ing with research practices within their communities.
Women received $30 in cash, and service providers were
offered a $25 gift card. Transcripts were audio recorded,
transcribed and checked for accuracy by members of the
research team.

Most of the participants identified as cis-women (90.5%
of women; 100% of service providers), and the majority
identified as White (42.9% of women; 76.9% of service
providers). The ages of the women ranged from 20 to 57,
with an average age of 38.1, and the ages of the service

providers ranged from 24 to 65, with an average age of
41.2. Please see Tables 1 and 2 for further participant
characteristics. Women’s interviews focused on their
experiences of engaging with the partnering organiza-
tions including what worked well and the challenges they
faced. Women were also asked specifically about their
recommendations to enhance service delivery to women
experiencing violence. Staff and managers were similarly
asked about their experiences of providing health and
social care services within their organization including
the process of referral to other services, and the strengths
and challenges in providing services to women within
their community. Throughout this paper we privilege
data gathered through women’s interviews, as our focus
was to learn more from women and their experiences
engaging with services. We use service provider inter-
views as a complement to women’s voices, and as a way of
providing additional context, especially when providers
are able to speak to their specific practices and empow-
ering strategies used to support women and establish
strong working relationships with the women they serve.

Data analysis

Interview transcripts were analyzed using Reflexive The-
matic Analysis [56]. First, two members of the research
team (KR and LH) read (and re-read) the transcripts to
inductively develop individualized initial coding schemes
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for the women’s transcripts and service provider’s tran-
scripts respectively. These coding schemes were then
shared with other research team members (VB and PL)
for comment and inputted into NVivo R qualitative data
software to refine and complete team coding. Initially,
KR and LH applied the refined coding schemes to a
subset of transcripts (N=12). The final codes were then
grouped together based on broader patterns of mean-
ing, into major themes. Applying a GBV critical femi-
nist lens to the data, we examined women’s discussions
of challenges accessing services paying particular atten-
tion to how these services were organized and provided
across multiple and siloed systems (e.g., housing, health,
social, criminal legal, welfare). Data were further coded
to detail women’s perspectives on the strengths of exist-
ing services providing care for women experiencing GBV.
The themes were refined via discussion with the research
team, including periodically returning to raw data to
ensure consistency with women’s reported strengths and
challenges of accessing services. Final analysis to identify
core themes included discussion with the entire team. In
reporting these findings, we attribute quotes to women,
as service users, and service providers using the following
identification scheme [W#] and [SP#], respectively.

Results

Although not specifically asked about, the women talked
at length about their experience(s) of GBV including
IPV, assaults, trauma and abuse, and the related and
often consequential and intersecting complexities in
their daily lives. For instance, many women were living
under conditions of chronic poverty, while most, if not
all, had experienced periods of episodic severe material
deprivation. Women’s basic needs such as safe, appropri-
ate, and accessible housing, financial resources, and food
were often unmet. Many women also experienced vari-
ous physical and mental health struggles, substance use
issues, legal challenges, including experiences of incar-
ceration and child custody issues. Many experienced
“crises” for short or extended, often reoccurring, periods.
Some women found themselves “in crisis” because they
were simultaneously experiencing a number of the afore-
mentioned complexities, while for others this centered
on specific urgent situations that they faced, such as sui-
cidality or other mental health emergencies, housing loss,
or substance use problems:

“I felt like ... after the assault and you know, kind of
being ... left behind with this debt and these bills you
know, it felt like I was starting to get really hopeless
and 1 kind of slipped into a depression for a while,
right. Plus, I had a broken tailbone, so I was stuck in
bed” [W11].
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As women discussed their daily challenges, seeking ser-
vices was an essential aspect of attempting to address
their ongoing health and well-being needs. Women
noted numerous barriers to care, a situation exacerbated
by inaccessible information about available resources as
well as organizational processes of eligibility, accessibility,
and discrimination that compounded their difficulties.
Women noted what “good” engagement looked like and
the characteristics of staff and features of organizations
that contributed to their success. In the subsequent pre-
sentation of findings, we organize women’s experiences
into three interrelated themes that demonstrate: key
challenges regarding services provided within systems
not designed to meet women’s complex needs; specific
practices and empowering strategies used by providers
to support women; and underlying approaches to build-
ing an effective working relationship crucial for service
provision.

Theme one: systems are not designed to meet women'’s
complex needs

It was evident that the legal, social, and health care ser-
vice systems (hereafter referred to as systems) providing
supports for women had several design flaws that limited
their capacity to meet women’s needs in ways commen-
surate with the complexity of issues women were dealing
with at any given time. Systems were organized accord-
ing to rigid structures of limited hours of operation, strict
appointment schedules, and an inability to respond to
urgent needs as they arose. Systems were not well inte-
grated and consequently women were left navigating
multiple and varied services. Additionally, the cultures
of such systems were problematic as they perpetuated
stigma and discrimination.

The inability to respond to the urgency of women’s
needs was a significant challenge. Phrases such as sys-
tems ‘don’t really understand the acuity level of the com-
munity” [SP04] were common. Furthermore, the lack
of accessible information about services available for
organizations was equally problematic with women not-
ing that “you have to dig around” and “really go looking”
for information [W16]. This lack of available informa-
tion can particularly impact women dealing with mental
health struggles; W06 stated “somebody that is in a well-
balanced mental state can go online and look reasonably,
but when you're desperate and struggling, it is not always
that easy. It gets really confusing” Furthermore, women
reported having to display the right level of need to be
eligible for support, which made it difficult for some
women to reach support, even when urgently needed, as
W07 described:

“There is kind of like this very finite realm of people
that can be helped by a lot of services ... either you're
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suffering too much and they go we're not equipped to
handle that...or not suffering enough where they’re
like well, you don't sound like you're actually doing
that bad”

Systems were also not responsive to substance use or
mental health crisis situations in particular. SPO1 shared
that women seeking treatment from detoxification ser-
vices were unable to access this, even in the longer-term,
owing to lengthy waitlists; “By the time that detox date
comes around, they [women] don’t want to go anymore
... that ship has sailed”. Further, even when women were
able to receive support for such crises at a later date, the
delayed responses often worsened the issues that they
were facing in the meantime.

Accessibility barriers  disproportionately affected
women experiencing financial strain. Indeed, many ser-
vices required phone communication, official identi-
fication, capacity to finance services, or independent
transportation. These requirements exacerbated the sys-
temic obstacles women faced in accessing or using these
resources. In many organizations such as foodbanks for
instance, a permanent address and government identi-
fication were often required, yet women experiencing
food insecurity were those most likely to not have these.
Similarly, as W18 noted, the capacity to pay for assistance
was especially problematic. This barrier reflected social
income assistance rates below a living wage and escalat-
ing costs of living:

‘I wanted a counselling service and I had to pay ...
350 per session. I only make $733 a month, I pay
$500 to rent, that leaves me with nothing [...]. It
deters you from wanting to get help because it’s not
covered and ... it’s really hard to come up with the
extra money, especially when you're struggling to
buy food”

Waitlist processes further exacerbated the barriers
imposed by poverty, including being homeless or pre-
cariously housed. Indeed, to be waitlisted and eventually
receive services, women were required to be contactable
(e.g., have access to a phone, have a permanent address).
The inability to be contacted contributed to missing an
opportunity for access which further delayed or denied
accessibility among women:

“You lose your phones, so you don’t have a phone
number where you can call a person one day, and
then have them call you back. [...] It's just oh get
back to me tomorrow. ‘How am I going to get back
to you tomorrow; I might not be at a phone tomor-
row. I don’t even know where I'm sleeping tomorrow.”
[W21].
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Furthermore, the way in which services were provided
often did not align with women’s lives and needs. Typi-
cally, only scheduled appointments were offered. The
degree of disadvantage women experienced including
significant health inequities, poverty and homelessness
created chaos for women. Women were often forced to
prioritize one need over another, making fixed appoint-
ments an untenable option:

“To keep an appointment, you ain’t got no clock, you
don’t know where you're sleeping ... it is just a spi-
ral down. If you ain’t settled yourself, you ain’t get-
ting nothing done. If you ain’t got your head some-
where where you're sleeping and you can get up and
get ready ... you're not getting nothing done the next
day. Like how do you be at ease if you're out trying
to find somewhere to sleep? [...] You're not thinking
about the next day[W15].

“I find that [substance use needs] takes up a lot of
my day sometimes just trying to get better and the
important things like getting to the doctors or getting
on safe supply [drug treatment], is a harder task”
[W03].

Providers also recognized that, due to the degree of dis-
advantage at play in women’s lives, “general time manage-
ment, to get to a scheduled appointment [is] very difficult”
[SP19]. For example, SP04 explained:

[Women] are ... facing so much violence and chaos.
Like the amount of times you get to someone’s room
for an appointment and maybe things don’t work
out. Theyre dope sick, something’s happened, a
friend needs something, they forgot what day it was
and they’re completely unprepared.

Limited service-hours were additionally problematic,
leaving women without support during critical times. As
W04 explained ‘everything closes at 4:30, so then you're
stuck for the night” This meant that women were often
left with very few options for assistance, if any, during
times when they might most need support. Providers
from across all three communities recognized the restric-
tions of service hours as a significant gap in how services
are provided for women:

“A lot of the ladies ... that we support that are just
looking for clothing, mostly ladies that are on the
street level at nighttime when every other agency is
closed, because everything is Monday to Friday 8:30
t0 4:30 ... That I find really tragic, that no one in our
communities have stepped up to that weekend or
later night when people are hurting still” [SP16].
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Moreover, services were designed to support a singular
focus or issue versus an integrated, holistic approach. The
siloed nature of supports failed to address the systemic
inequities shaping women’s lives and the interconnected
nature of their needs. Women’s needs were compart-
mentalized within these systems and they had to attempt
to fit into service’s specific and limited scope. As W19
explained: “it’s not like you can just type out on the inter-
net and find an agency that can help one, two, or three of
those things [housing, financial aid, child custody, health
care]. You have to go through one, and they will branch
you out to all those other ones.”

The problematic culture and ethos of services, which
can perpetuate stigma and discrimination, presented
significant access barriers to health and social care ser-
vices, often discouraging women from seeking help or
returning for continued support. Women reported feel-
ing negated as being worthy with phrases such as: “they
are kind of looking down at you, like where they’re up here
and you're down here” [W16]. Others detailed specific
intersectional stigmas they faced embedded within racist,
sexist, and ableist assumptions (e.g., regarding addiction,
Indigenous identity, gender identity). These experiences
contributed to women not having the opportunity to
complete their care or service, thereby exacerbating ineq-
uities in access and receipt of essential health and social
care:

“Being native and being a woman and being over-
weight and not being able to read very well, is quite
difficult ... there’s times where I have to fill out
things, and when I go to ask them to help me read
something they look at me like I'm stupid ... that’s
just embarrassing so I just walk out” [W02].

Systems whereby women’s self-identified concerns
were ignored and paternalistic assumptions about what
women required further added to the problematic design
and implementation of health and social care services. As
W08 noted:

I've had a lot of doctors ... tell me that being on med-
ication [for anxiety, ADHD, and depression] would
be better for me ... I am not going to put my body
through that because I have already been through
that ... It’s like no, you're not telling me that this
needs to happen ... So just understanding that if a
person is saying that they don’t want to be on medi-
cation....

These systemic issues highlight the need for comprehen-
sive reform in service design and delivery to better meet
the complex needs of women seeking support.
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Theme two: service providers support and empower
women to overcome challenges

Women and service providers detailed specific prac-
tices and empowering strategies providers used to help
women navigate the challenges faced within the broken
systems outlined above. These strategies included: pro-
viding key information, and therefore instilling hope;
assisting with administrative tasks such as liaising with
services and facilitating referrals; providing material
resources and reminders; and addressing discrimination
through accompaniment and advocacy.

Service providers offered crucial information and
options for navigating various systems, even when their
specific service or organization could not meet the wom-
an’s present needs. Certainly, they strove to avoid “Jeav-
ing somebody hanging high and dry” [SP02] or allowing
for ‘a door shut in their [a woman’s] face” [SPO1], since
this often led to women losing hope regarding receiving
support. W19 emphasized the value of this type of sup-
port, stating that without her “heaven sent” service pro-
vider, she “would not even know what these agencies offer”

Recognizing the impact of trauma inclusive of previ-
ous derogatory and discriminatory clinical encounters
for women’s ability to engage in particular tasks in a given
moment (e.g., feeling anxious about calling a service) was
important. Consequently, providers often assisted with
administrative tasks, such as completing required paper-
work/application forms, liaising with agencies on behalf
of women, and providing formal referrals. As one service
provider explained:

“I can help them ... get their ID that they might need
to apply for social assistance, help them if they need
to provide their banking, if they need to provide any
sort of documents. I help gather that information for
them and submit it and kind of liaise between [client
and services]” [SP19].

Women spoke of the positive impact of this support not-
ing that they were not left alone in their attempts to navi-
gate the system and that the support enabled completion
of a task necessary to access a specific service.

Providers recognized the importance of a person-cen-
tred approach, which they defined as each woman having
different strengths and circumstances and tailoring their
level of facilitation accordingly. As SP18 described:

“Some people can just take a phone number and
say okay, thanks very much; I'm going to call them
myself ... not everybody is able to do that, right,
whether it’s anxiety or trauma, comprehension, Eng-
lish as a second language, mental health, addiction,
a combination of a whole bunch of stuff ... we assess
and say okay, ‘I think this person needs a more facil-
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itated referral approach to get to that agency that is
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most appropriate for them.”.

For women dealing with multiple forms of disadvantage,
more engaged, formal referrals from service providers
were very helpful. For example, W06 explained:

The counsellor that I had before ... she called [orga-
nization] for me and she got information for me, and
said ... I spoke to this person. So, it made it a lot eas-
ier for me to make the next call because my counsel-
lor already kind of opened the door for me and gave
a little bit of the background history, so I didn’t have
to start fresh, so that made a big difference.

Providers also helped to remove pressure and potential
re-traumatization by facilitating initial requests and tak-
ing on organizational tasks so women were “not bom-
barded” and could ultimately “focus on their healing
journeys” [SP09]. SP07 emphasized the importance of
preventing women from having to repeatedly share their
experiences:

“It’s like how can we make the legal system less shitty
... how can we approach this in a way that stops re-
traumatization, because that is what happens when
women are made to tell the same story over and over
again”

To address accessibility and connection barriers, service
providers often found ways to provide material resources,
such as phones or laptops, and outreach supports. For
example, SP16 explained that “We're also collecting used
unlocked cell phones right now for the ladies who don’t
have cell phones, I hope to have 300 or 400 of them by
April”

Providers also offered reminders and ‘nudges’ to
women, who because of underlying health issues (e.g.,
mental health issues, addiction) or crises grappled with
short term memory, to support them with attending
rigid, scheduled appointments. W15 explained the value
of this support:

“You do need someone to take you by your hand
sometimes ... If you would have done it, you would
have done it on your own, and some people can’t
... but sometimes I just, I don’t do it. I need some-
one to push me and push me or bug me or find me
or something, because otherwise I'll just keep falling,
because there are all kinds of obstacles in your life
beyond being homeless”

Service providers also assisted women to overcome chal-
lenges related to experiencing stigma and discrimination
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by accompanying women to appointments and advocat-
ing on their behalf. As one woman stated the value of her
trusted service providers “just stepping in and talking for
me sometimes when I couldn’t” [W04]. Women described
the impact of this support, with some mentioning that
they were treated as “just a number” or discriminated
against prior to receiving support from other service
workers:

“The doctor was not listening to me at the time. ...
When [my service provider] was around ... then
she treated me like a normal person. But if I was by
myself, it was ... I was a child” [W03].

Service providers discussed how through their interven-
tion they could improve how their clients were treated
when interacting with different systems:

“The second you walk in the [hospital] door and you

fit what somebody might think is a ‘user; immedi-
ately the judgement is passed ... Luckily with the
support of us, we kind of change that and make it a
little more comfortable” [SPO1].

Providers also talked about advocacy in relation to sys-
temic challenges such as problematic design, rules, and
decisions of various systems (e.g., housing, health, legal,
welfare). Most providers acknowledged that these sys-
temic issues created significant challenges for women in
accessing supports and there was need to advocate for
broader change to these systems. SP03 spoke to holding
services accountable for supporting women:

“I feel like every institution you work with, the
healthcare system, housing system, [child welfare
services] there’s rules that don’t benefit people, they
benefit people at the top ... They want to control peo-
ple, right? And I always try to push that, try to advo-
cate for clients. [...] When you try to push that and
you try to advocate, there’s always friction..., You're
just dealing with systems that don’t work ... I try to
push those boundaries ... A lot of the systems they
don’t care about people at the end of the day..."

Women also demonstrated their strengths, agency,
and determination by advocating for themselves, often
describing the demanding and distressing process of
accessing services as a fight. W06 stated, “If you don’t
fight for help, then you're just lost”, while W09 described
her self-advocacy process:

“The day that I got out of the hospital, the next day
1 started advocating for myself, I reached out to ser-
vices ... I have tried everything I can possibly think of
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and I think I have exhausted every resource in this
community, but wait times are impossible and I still
haven’t figured anything out, other than the small
little things...

Theme three: building an effective working relationship
Women emphasized the importance of cultivating effec-
tive working relationships between themselves and
service providers, which was crucial for engaging with
services and overall well-being. Trust was central to these
relationships, which was built over time through infor-
mal interactions and meeting women “where they are at”,
literally (e.g., through outreach), and figuratively (e.g., by
approach without judgment). It was also important that
service providers took an individualized, person-cen-
tered approach and worked collaboratively with women.
Despite existing constraints, service providers strived to
deliver ongoing support.

Women discussed their relationships with providers,
describing their bonds as ‘real’ and ‘meaningful’, with
one woman going so far as to say that her worker was
her ‘soul’ and ‘rock’ [W21]. Providers were seen as need-
ing to fulfill multiple roles, including stable friend, ‘mom,
sister’, and ‘heerleader.” Both women and providers
highlighted that trust was crucial to an effective work-
ing relationship, and while this took time to build, it was
clear that “things cannot move forward without trust in
the relationship” [SP05]. Indeed, establishing a sense of
trust was crucial for creating a safe space for women to
be able to engage with service providers as this allowed
these women to feel comfortable sharing their stories and
openly discussing their needs. As W10 explained:

“To go through these experiences, it’s hard to share.
It’s very personal information so you really have to
make somebody feel safe and there’s only time that
can build up that trust unfortunately which my case
worker was able to do with me over a few phone
calls. Her questions weren't, there were very forward,
but some of them she knew to ask a little bit later”

Providers built rapport and trust with women through
informal engagements such as sharing meals, going for
walks, offering safe spaces to vent, or providing sup-
plies (e.g., food, clothes). SP03 noted: “If they want to
go out for ice cream and not do anything, it’s just build-
ing that relationship and building trust.” Though some
service providers acknowledged that others might view
less formal engagements as unprofessional or over-step-
ping boundaries, they felt that such engagements were
uniquely appropriate when supporting women with
complex needs. As women shared a common experi-
ence of gender-based violence and discrimination, trust
was reported as difficult and time spent was crucial to
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overcome distrust. As SP03 went on to explain “it gets
you further. You create more meaningful change, you're
able to build better relationships, they trust you faster”
Certainly, women valued this type of relationship build-
ing and could quickly tell when providers ‘are actually
invested in my life becoming better” [W07] through their
approach to communication and engagement.

Service providers also “met women where they were at”,
which involved both physical outreach and a non-judg-
mental approach. SP04 explained that outreach was a
“huge piece” of her work:

“In terms of getting to see my clients, I go to their
housing, I meet them where they're at. For some of
my folks who are harder ... I'm going to walk around
and check out your usual haunts and see if I can find
you and connect, and [see] what can we get going.
But outreach is huge.”

Providers also spoke about meeting people where they
were at by taking a non-judgmental stance. Indeed, they
worked with women regardless of their circumstances
and ‘created a space of nonjudgment and safety” [SP15].
For instance, SP09 described supporting women in abu-
sive relationships who did not want to leave their part-
ners, without judgement regarding this:

“I say to clients like, even if it’s a domestic violence

file and you're telling me that you love this partner
and then in two weeks you come back and you tell
me you're back with them, fine, that's okay. [...] I'm
going to help you make informed choices and my
door will always be open. So even if you go back a
hundred times, you can come back here at the end of
the day, we can talk, we can talk about safety plan-
ning and making sure that you're keeping yourself as
safe as you can’

Furthermore, providers assured women that they would
continue to offer support regardless of challenges they
might face or behaviours they might exhibit. SP19 spoke
about continuing to support women who were “curs-
ing”, “swearing” and “name calling” during engagements,
recognizing that this might be related to substance use,
mental illness or external stressors.

Service providers also took an individualized, person-
centered and collaborative approach to engagement, pri-
oritizing women’s self-identified goals. They emphasized
women’s strengths and saw them as experts on their situ-
ations, thus they ensured that women took a central role
in decision-making. SP14 emphasized:

“Autonomy is a big piece ... We fully believe that the
clients that we have are experts in their lives and



Rudzinski et al. BMC Public Health (2025) 25:1213

they can keep themselves safe and that they have
all the tools and strengths necessary ... make those
necessary changes, and it is just a matter of kind of
walking alongside them, not directing them”

Women directed discussions regarding identifying their
needs and goals, rather than goals being imposed on
them, as SP03 explained:

“It’s not about..., me thinking that this person needs
this and me forcing that onto them ... a lot of the
girls are homeless and I could think oh they need
somewhere to be or they need a shelter, right? But
when you talk to them, a lot of them are like ‘I don’t

2

want a shelter, I feel safer being outside.”.

Flexibility in the types of programs offered was also cru-
cial. W09 noted: “there is a whole array of services ... I can
kind of pick and choose, right? So that's a strength right
because that gives people the freedom to shop around a
little bit.” Furthermore, it was also important that women
were offered choices about the ways in which support
was provided, including when and where engagements
took place, rather than requiring them to follow rigidly
defined programs. This was especially important when
women had other priorities to manage, as SP07 explains:

Istill say ... is this still an okay time with you? When
it is not, client’s feel, [gasps] ‘but, I want you to know
I care and respect; and it’s like ... you're a single
parent nine times out of ten and you've got a lot of
things, like you're trying to live your life, I might be
an important, but I am a very tiny part of your life;
you can rebook all day every day.

Beyond this, women played a significant role in deter-
mining the course of action required to meet their goals.
Indeed, they were able to define ‘success’ in their own
way. SPO5 stated: “what’s important is that a woman is
moving forward and that is coming from a place that she
believes she is; not necessarily because we think she is”
Women also made various key decisions, such as whether
or not to report GBV to the police, or whether they
wished to engage in counselling, if and when such oppor-
tunities were available.

Finally, providing consistent and ongoing support, and
sustaining the possibility for re-engagement with ser-
vices, was important for maintaining an effective work-
ing relationship. Women appreciated this steady support:
“I'm very appreciative of the fact that it’s easy to get hold
of somebody and to be able to just reach out and go ‘hey,
help, please’” [WO03]. Service providers spoke about the
importance of ‘keeping cases open, especially in the
context of women experiencing IPV where the need for
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re-engagement might emerge suddenly. For example,
a woman who makes the decision to leave their abusive
partner might be seeking support in a number of areas at
the time at which they leave (e.g., housing, financial sup-
port). SP13 spoke to this, noting that women might expe-
rience financial constraints in an abusive relationship
such that “when they leave, they literally have nothing”
and therefore require supports quickly in several areas.
Although the importance of ongoing support was clear,
service providers experienced a tension between wanting
to keep cases ‘open’ to encourage re-engagement at any
point and the competing need to “make room for other
women” [SP01] waiting to access services.

Discussion

Our findings illuminate critical public health chal-
lenges faced by women experiencing GBV as they
navigate fragmented health and social services across
multiple siloed systems. This fragmentation emerged
as a pervasive issue across all three Canadian cit-
ies studied, forcing women to navigate a complex
and often disconnected web of supports. The women
we interviewed were navigating diverse health and
well-being trajectories, that were directly impacted
by structural disadvantage that ranged from home-
lessness, poverty, gaps in accessible and appropriate
health care and ongoing GBV in their lives. Within
this context, our findings show that the systems within
which health and social services are organized, are not
designed to meet women’s complex needs but instead,
often perpetuate and replicate the systemic inequi-
ties they face. Specifically, flaws in the organization
and delivery of services illustrated how these systems
are not responsive to crisis situations or the structural
disadvantage influencing women’s lives (i.e., poverty);
systems were inflexible, resource limited, and siloed,
thereby structuring services in ways that make access
challenging for those who need them most; and sys-
tems with comprising problematic cultures perpetuate
stigma and discrimination. This underscores the need
for a coordinated, cross-sectoral approach to address-
ing GBV and its health consequences.

From women’s accounts, and echoed by service
providers, findings illustrate specific practices and
empowering strategies which providers used to sup-
port women while working within these broken sys-
tems. These included providing information that
instills hope at the outset; completing administrative
tasks, liaising, and facilitating referrals to help with
initial connection; offering material resources and
‘reminders’ to increase engagement; and redressing
discrimination and stigma through accompaniment
and advocacy. Beyond this, the importance of build-
ing an effective working relationship between women
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and service providers was paramount. This relation-
ship was characterized by trust, rapport, safety, non-
judgment and collaboration, and cultivated through
informal interactions: engaging in outreach and meet-
ing women where they are at; taking an individualized,
person-centered approach; providing opportunities
for autonomy and power sharing; respecting different
needs, goals, and definitions of success; and facilitat-
ing ongoing, consistent support with ease of reengage-
ment. Thus, we saw that as systems failed to meet the
needs of women, certain community-based services,
and providers working within them, were forced to
compensate. From a public health standpoint, these
strategies represent important efforts to bridge gaps in
fragmented services and provide more comprehensive
care.

Our findings show that systems often put the onus
on women to have specific resources (e.g., phones,
permanent address, formal identification, finan-
cial means, or independent transportation) in order
to enroll in and access their various services. Such
requirements contradict the very purpose of having
services, especially services that are meant to support
those women dealing with chronic or episodic pov-
erty. Indeed, low-barrier, flexible services that allow
women to set goals and focus on attending to funda-
mental needs (e.g., food, housing, safety) are crucial in
these circumstances. Moreover, research shows that
in cases of IPV one of the key barriers to leaving an
abusive relationship is lack of material resources — for
instance, women are often placed in circumstances
where they are financially dependent on their partner,
and lack alternative options for shelter, employment,
income, and childcare [57, 58]. Moreover, demands for
resources can also create additional delays in service
access (e.g., when women fall through cracks of a wait-
ing list because they do not have reliable contact infor-
mation) which is not only significant in emergency
cases but has also been found to impact outcomes of
mental health or substance use programs, as client
desire/motivation for such supports are time-sensitive
and can change significantly over time [59]. In light of
this, there is an overarching need to address the mate-
rial conditions of poverty that women are subjected
to (e.g., providing access to safe, affordable housing,
financial and food security) thereby putting the onus
for providing the resources necessary for accessing
services back on the systems.

The siloed systems were often unavailable, and diffi-
cult to engage with, which as demonstrated elsewhere,
regularly results in women’s needs being compartmen-
talized and the interrelationship between their needs
and structural disadvantage being overlooked [2, 60,
61]. Similarly, our results showed a lack of holistic
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supports, with services being designed to support
one issue at a time and on a set schedule that created
further barriers to access. Indeed, women experienc-
ing GBV are often balancing a variety of competing
priorities including: safety, housing, food and finan-
cial security, childcare, mental, physical and sexual
health, employment, and broader well-being [62, 63].
All of this adds to the need to honor the numerous and
interrelated issues women must deal with and provide
services in a flexible manner. Flexibility in service pro-
vision has been recognized as a key component to pro-
viding effective care for women experiencing violence
and has long since been recognized as crucial for the
provision of care for those who are street-based or liv-
ing in poverty [2, 37, 47, 64, 65]. The initial success of
integrated care models (e.g., The Pink Code Pathway;
[66]) in coordinating medical, psychological, social
and legal support under one comprehensive frame-
work suggests a promising direction for addressing
these complex challenges.

Given that head injuries and probable traumatic
brain injury are prevalent among women experiencing
violence, including IPV, the impacts of these injuries
must be considered when providing health and social
services for women [67, 68]. Indeed, studies on women
survivors of IPV have found that the occurrence of
potential brain injuries varies widely, with estimates
ranging from 19 to 100% depending on sample char-
acteristics [69]. Traumatic brain injuries can impair
memory, attention, and concentration, potentially hin-
dering a woman’s ability to consistently engage with
support services [70, 71]. In this context, the role of
service providers in offering reminders and “nudges”
becomes crucial. Such support can help compen-
sate for trauma-related memory difficulties, ensuring
women maintain engagement with necessary services.
Moreover, providing clear and easy to understand
information about relevant services and ensuring that
different options for support options are available are
also crucial. This approach not only addresses practi-
cal needs but also contributes to restoring a sense of
control and agency, which is often compromised in
traumatic experiences [2].

Our findings also speak to the importance of culti-
vating an effective working relationship to provide
services for women experiencing GBV. Specifically,
this approach focuses on taking care and time to estab-
lish rapport and trust within the client and service
provider relationship. Building rapport by improv-
ing relationship quality through personal connection
and enjoyable interactions, is fundamental to any cli-
ent and service provider interaction as it enables open
communication and information sharing and allows
providers to make better clinical decisions [72, 73].
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Trust with services can be difficult to establish for
women who are experiencing GBV, many of whom
may have had their trust eroded through experiences
of abuse and negative encounters with service provid-
ers [74-76]. Yet patient trust in healthcare providers
has been shown to correlate to better health outcomes
and service utilization [77]. Indeed, trust has been
identified as an essential facilitator of collaboration
and partnership for women and service providers
throughout the literature [65]. Providers can establish
trust with their clients through effective communi-
cation (e.g., active listening, providing information),
showing that they care about their patients (e.g.,
respecting their individual experiences, being commit-
ted to solving their health problems), and exhibiting
competence (e.g., being knowledgeable) [77]. However,
our findings reinforce that establishing rapport and
trust with women experiencing GBV meant engaging
in ‘less formal’ interactions that some might view as
unprofessional or over-stepping boundaries, yet were
affective strategies to engage with these women. Such
tensions around the appropriateness of using informal
strategies to establish rapport and trust in practice are
common across a variety of different care fields (e.g.,
nursing, psychology, social work) [78-81]. Moreover,
though we heard from both women and service pro-
vider participants that secure trust took time and con-
tinuity to build, given that women often dealt with
crisis situations, lessons learned from the literature on
building ‘swift trust’ [82, 83] rapidly in time-sensitive
situations may be particularly relevant for providers.
This form of trust, may allow for immediate action
and support in urgent cases and leave space for secure
trust to be developed down the line [84].

This paper has some limitations that need to be
acknowledged. First, the study participants were pre-
dominantly cisgender and White, potentially under-
representing the experiences of gender diverse people
and racialized women. Future studies should employ
targeted recruitment strategies, such as partnering
with organizations serving gender diverse individu-
als and racialized individuals, to ensure a more rep-
resentative sample and a better understanding of
intersectional impacts on service access. Second the
data collection occurred post lockdown during the
COVID-19 pandemic, which may have influenced
participants’ experiences and perceptions of service
access and delivery. Third the sample sizes in each site
may be considered small (approx. 15 participants per
site), yet the strength of our sample lies in its composi-
tion and geographical diversity. By including both ser-
vice users and providers, we were able to gain a more
comprehensive understanding of the service landscape
and associated challenges. Additionally, by focusing on
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three Canadian cities of varying sizes and local con-
texts, we enhanced the transferability of our findings.
This approach allowed us to capture a nuanced view
of the issues at hand, identifying both common themes
and context-specific factors that influence service pro-
vision and utilization for women.

Conclusion

Our findings show women’s strengths and agency in
navigating within oppressive, fragmented systems not
designed to meet their complex health and social care
needs. We also heard about how service providers went
above and beyond in finding practical ways to support
and empower women to overcome challenges to engage
with services and attempt to meet their needs. How-
ever, despite how hard women and service providers
worked, they were essentially operating within broken,
fragmented, systems, that were not well designed to fos-
ter women’s success. All women have the right to live
their lives free from interpersonal and systemic violence.
Facilitating safe access for women to responsive, holistic
health and social services that take into consideration
how women want to access and engage with supports is
a crucial first step. Our research demonstrates that wom-
en’s agency can best be supported, and their complex and
inter-related needs can best be addressed, by services
that are provided in the context of an effective working
relationship built on trust, safety, respect, collaboration,
power-sharing, and understanding.

Though recognizing the strengths possessed by women
and service providers is important, we must take care
not to place the onus for improvement and sustainable
change on these individuals, as this could set a danger-
ous precedent. Rather, we wish to acknowledge that the
challenges to accessing services facing women experienc-
ing GBV are systemic in nature and cannot be overcome
without changes to the broader systems (e.g., health,
housing, criminal/legal, social welfare, labour, political)
that perpetuate them. This highlights the urgent need for
systemic change to address the fragmentation of services
and create more integrated, responsive support systems
for women experiencing GBV. Additionally, it is essen-
tial that these system-level changes be accompanied by
societal action aimed at disrupting patriarchal and sexist
norms that create, sustain and reproduce GBV [51-53].
Addressing these systemic issues is not only a matter of
social justice but also a critical public health imperative,
essential for improving population health outcomes and
reducing health inequities related to GBV.
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