Fattori di progresso sociale:
salute perinatale ed equita di genere

Nicola Magrini, MD
Direttore, Programma Innovazione, HTA e Sostenibilita del SSN, AUSL Romagna e Bologna S.Orsola

Direttore, UO Governo Clinico, Azienda USL Romagna
Co-director, WHO Collaborating Centre for evidence synthesis and guideline development, Bologna

Presentazione Rapporto Nascita in Emilia Romagna

Bologna RER
29 Novembre 2023



‘\, ¢ M}x:/hx/ﬁ

P R e
QD’«IOW-. v ».,y S, U Sy A EANS




.. 1 progressi e i mutamenti di periodo si
determinano in ragione del progredire
delle donne verso la liberta

Charles Fourier, 1808




GENDER EQUALITY:
WHY [T MATTERS

What's the goal here?

To achieve gender
equality and empower
all women and girls.

Why?

Women and girls represent
half of the world’s popu-
lation and therefore also
half of its potential. But,
today gender inequality
persists everywhere and
stagnates social prog-
ress. Women continue to
be underrepresented at
all levels of political lead-
ership. Across the globe,
women and girls perform

a disproportionate share
of unpaid domestic work.

Inequalities faced by girls
can begin right at birth
and follow them all their
lives. In some countries,
girls are deprived of access
to health care or proper
nutrition, leading to a
higher mortality rate.

How much progress
have we made?

International commitments
to advance gender equal-
ity have brought about
improvements in some
areas: child marriage and

In 2019,

women
only held

28 per cent

of managerial
positions
worldwide
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Chapter 6 Interventions to Improve Reproductive Health

John Stover, Karen Hardee, Bella Ganatra, Claudia Garcia Moreno, and Susan Horton.
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Health systems and individuals can take a number of actions to safeguard reproductive health. These actions differ
from many other health interventions in that the motivation for their use 1s not necessarily limited to better health and
involves cultural and societal norms. Irrespective of these additional considerations, these interventions have
important health implications. This chapter describes four areas of intervention:

* Family planning
» Adolescent sexual and reproductive health
» Unsafe abortion

» Violence against women.




Sono Intimamente
parita di genere, sa

egate e sono grandi progressi:
ute riproduttiva e sessuale

* Salute sessuale e riproduttiva — programmazione della gravidanza
(family planning) e riduzione degli aborti e gravidanze non desiderate

* Education (la piu alta possibile) e Parita di genere e violenza contro le
donne (in particolare la violenza da parte del partner) fino alle

mutilazioni genitali femminili

* Uso della pillola e accesso semplice e gratuito a una molteplicita di
mezzi di contraccezione (in primis la pillola — il farmaco del secolo

passato e presente?)



BMJ, January 2007
15 medical milestones
during last century

Antibiotics

Imaging

Tissue culture
Anaesthesia
Chlorpromazine
Sanitation

Germ theory

Evidence based medicine
Vaccines

Contraceptive pill
Computer technology
Oral rehydration therapy
Monoclonal antibody technology

Smoking risks
Structure of DNA

MEDICAL MILESTONES EVIDENCE BASED MEDICINE

Increasing, not dictating, choice

Kay Dickersin, Sharon E Straus, Lisa A Bero

The systematic synthesis of evidence is the foundation of all medical
discoveries and of good clinical practice

pe== vidence based medicine is healthcare

practice that is based on integrating
== knowledge gained from the best

available research evidence, clinical
B expertise, and patients’ values and
circumstances. It is curious, even shocking,
that the adjective “evidence based” is needed.
The public must wonder on what basis medi-
cal decisions are made otherwise. Is it intui-
tion? Magic? The public must also wonder
what happens to the research evidence in
which they have invested—either directly
through taxes or indirectly through buying
drugs and other medical products—if it is not
guiding clinical practice.

How could something so intuitively obvi-
ous to lay people not be similarly viewed by
clinicians? And how could this medical mile-
stone be so misunderstood by some? Critics
of evidence based medicine worry that it dic-
tates a single “right” way to practise, despite
differences among patients; that some self
appointed group of “experts” will declare
only one type of study to be useful; or that
healthcare decisions will be made solely on
the basis of costs and cost savings.

Giving a name to evidence based medi-
cine and, now, awarding it milestone sta-
tus could help everyone to realise that it is
about making decisions that are based on
the best available evidence, not dictating
what clinicians do.

Establishing a modern milestone

The term “evidence based medicine” was
coined in 1991 by a group at McMaster Uni-
versity, Ontario. It arose from a confluence
of events and changes in our culture. These
included a growing recognition that:

¢ The systematic synthesis of all reliable
information on a topic has greater value
than traditional reviews

Bias can explain results in many indi-
vidual studies, and randomised clinical
trials are now recognised as the study
design that is best suited to avoiding bias
in questions of intervention effectiveness,
although other types of study may be
better for other types of questions

o Tragedy can result from paying attention

s10

Itis curious, even shocking,
that the adjective “evidence
based” is needed

to poor quality evidence instead of good
quality evidence

Clinicians need information, and they
don’t get enough from the sources they
typically use

The medical literature is growing expo-
nentially, and there is not enough time
in the day to read even the good stuff,
and

Undesirable gaps and variation in prac-
tice exist.

Imagine a world without evidence based
medicine. Most women with early breast
cancer would still be undergoing mastectomy
instead of lumpectomy and radiation. Now
they can choose.

Many babies born prematurely would still
be dying from respiratory distress syndrome,
not having the advantage of a mother who
took corticosteroids or of being given sur-
factant themselves.

Pregnant women in Boston might still be
taking diethylstilbestrol to prevent miscar-
riage, on the enthusiastic recommendation of
well respected local experts, with the result
that many of their children would be develop-
ing reproductive abnormalities and cancer.

A boy with asthma might have his treatment
changed every six weeks as new drug samples
are dropped off at his doctor’s surgery. The
choice of drug to help prevent a second frac-
ture in an elderly woman might be made on
the basis of television advertisements.

Finally, without evidence based medicine,
precious health resources might have been
spent unnecessarily. In the United States,
research into preventing and treating AIDS
has cost $30bn (£16bn; 23bn) since 1981.
Had the research results not been applied to
practice, more than 50% of hospital beds in
the US would be filled with AIDS patients,
at a cost of $1.4 trillion. Similarly, without
the application of cardiovascular research

Logo of the journal Evidence-Based Medicine

from 1982 to the present, the cost of treating
these patients would be 35% higher.

Making the evidence accessible

What is the future for evidence based medi-
cine? The biggest challenge will be getting all
clinicians, consumers, policy makers, and other
stakeholders on board. We need to help the
naysayers to understand what evidence based
medicine is and what it isn’t. It seems obvi-
ous to say that we also need to seek evidence
that it is useful. The results of evidence based
medicine often clash with the agenda of spe-
cial interest groups. The challenges created by
rich and powerful manufacturers of drugs and
devices cannot be overemphasised. Not to be
left behind, the industry is developing its own
systematic reviews and making them public.

We need to alert clinicians and patients to
studies showing that reviews sponsored by the
industry almost always favour the sponsor’s
product, whereas those that aren’t sponsored
by such companies do not. We also need to
provide patients and the general public with
the tools to enable them to understand and
evaluate systematic reviews. Finally, it is not
enough to create high quality, evidence based
resources: we need to ensure global access to
them.

The question has moved beyond “Why
is evidence based medicine important?” to
“Why is it not already a reality?” and “How
can we all work together to make it a reality,
quickly?” Evidence based medicine is one
of our most important medical milestones
because, without it, the other 14 of the BM/%
milestones would not have been imple-
mented.

Kay Dickersin, professor

Department of Epidemiology, Johns Hopkins
University Bloomberg School of Public Health,
Baltimore

Sharon E Straus, associate professor

Dep of Medicine, University of Calgary,
Calgary, Alberta

Lisa A Bero, professor
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| posto d’onore:
a pillola

Ovvero:

contraccettivi orali
il farmaco del secolo?)
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The pillgave women contraceptive autonomy

‘ “ hat sort of pill?” is
a question that very
few readers seeing
the topic of this article
would ask themselves,

Surely, that already tells us something about
the popularity of an oral contraceptive that I,
an organic chemist, would call 19-nor-17a-
ethynyltestosterone (norethindrone, or some
other closely related progestogen) combined
with 17orethynylestradiol. What single pro-
cedure or vaccine would be known by the
equivalent labels of “the operation” or “the
jab?” The answer is none. Yet does the per-
sistent popularity of “the pill” warrant add-
ing the invention of the oral contraceptive
to the list of 15 greatest medical milestones
since 18407 To justify my affirmative answer,
I first need to define what in my view does
not qualify as a medical milestone.

Clean drinking water and effective sewage
disposal are of enormous benefit to public
health, but in my book they are not a medi-
cal milestone because only the consequence,
and not the originator, is medical in nature.
Lifestyle changes such as stopping smoking,
with its fantastic health benefits, still would
not qualify for me. Also, basic research
advances that are far from the actual medi-
cal application won’t qualify, because then
we would also have to include important
chemical synthetic reactions and analytical
methods that make possible many chemi-
cal syntheses of substances that eventually
beﬂﬂmﬂ d_ﬂ_lgs

Making waves around the world

Nevertheless, there is such a mass of truly
important, practical, and medically unam-
biguous milestones that have affected mil-
lions of people that selecting the 15 most
important seems to me patently impossible.
FC'[ iﬂStﬂ'ﬂEE, hl]“' “'O].lld I compare LhE Erﬂl:l'
ication of a global scourge such as smallpox
or polio with the importance of oral contra-
ceptives? Such disease eradication should
win hands down, since other types of birth
control always did and do exist. So why did I
agree to make a case for the inclusion of the
pill among the 15 exalted milestones? The

MEDICAL MILESTONES | BM] | JANUARY 2007 | VOLUME 334

MEDICAL MILESTONES THE PILL

Emblem of liberation

Carl Djerassi

The pill is one of the few drugs to have remained essentially unchanged
decades after its synthesis—testament to its enduring value

primary reason is that no other milestone
has had as many societal, “non-medical”
consequences; the pill is a stone thrown into
water that has produced ripples and waves
way beyond any reasonable expectation, for
the following reasons.

® The pill and intrauterine devices raised
the expectations for contraceptive
effectiveness to an extraordinarily

high level, with enormous favourable
consequences fﬂr Iﬂj.“ions ﬂwamEn.

The pill offers women the ability to decide
on their own, in private, whether or when
to become pregnant, thus undermining
the historical dominance of men in all

matters relating to sex and reproduction.
The consequences range from cultural to
economic, professional, and educational
aspects, most of them positive.

The pill and intrauterine devices intro-
duced reversible birth control that was
independenl of the sex act, complelely
changing the nature of sexual intercourse,
which now ranges from unworried
pleasure to undisciplined promiscuity.
The pill was the first potent drug to

bE CﬂnS'U.ITlEd fDI Yyears by m]‘.u.iﬂl’ls Or
“healthy” people, thus raising questions
of defining safety and the risk-benefit
balance in the long term that were quite
distinct from those for other drugs taken
over long periods (such as cholesterol
lowering drugs), where the “benefit” was
the prevention of a medical condition.
ThE more serious t}lE diSESSE, ﬂ‘]e highe[
the tolerance for side effects, cancer being
a classic example. In the case of the pill
the “disease” is an unwanted pregnancy,
for which the level of tolerance of

side effects is very low. The discipline

of epidemiology has probably been
improved in depth and sophistication
more l_hrDug}l LhE '}lousaﬂds Uf ShldiES Gf
the pill than of virtually any other drug.
No other drug has had such an enormous
effect on religion. For instance, Catholic
couples, faced with their church’s
opposition to contraception, often make
family planning a higher priority than
avoiding “mortal” sin.

If these examples are not convincing, add-
ing more to the list—such as that the pill is the
preferred method of reversible contraception
in more than half the countries in the world,
that more than 8% of women in the US have
at one time used the pill, or that about 100
million women worldwide at any one time

are on the pi]l—would prubably be overkill.

An enduring classic

Considering this implied panegyric, you
might think that current research into even
better methods of birth control would be
flourishing. Nothing could be further from
the truth. Of the 20 largest drug firms in the
world, only three are active in modest efforts
to improve the pill. The very long develop-
ment time (about 12-15 years, because of the
need to sh_ldy the side effects from long term
use), the fear of litigation, and the current
emphasis on blockbuster multibillion dol-
lar drugs aimed primarily at elderly people
make research in this field highly unpopu-
lar. In fact, desired demographic changes,
whether in “paediatric” countries (those
where population growth is undesirable)
in Africa, Asia, and paris of Latin America
or in the “geriatric” countries of Europe
and Japan (where the opposite holds), now
depend much less on changes in contracep-
tive “hardware™the actual means of birth
control—than on “software” considerations,
the legal, economic, cultural, educational,
and public health conditions in each coun-
try. As a result, the active ingredient of the
pill, though seemingly sold under hundreds
of labels worldwide, is still limited to about
half a dozen slight chemical variants of the
first oral progestogen, norethindrone, which
was synthesised in a small Mexican com-
pany in 1951. The fact that norethindrone is
still being consumed by millions of women
is one of the relatively rare examples (aspirin
being the most famous) where the original
chemical is still being used in unmodified
form decades after its original synthesis.

Carl Djerassi, prof of chemistry
Department of Chemistry, Stanford University,
Stanford, Califomia
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Accelerate progress—sexual and reproductive health and
rights for all: report of the Guttmacher-Lancet Commission

Ann M Starrs, Alex CEzeh, Gary Barker, Alaka Basu, Jane T Bertrand, Robert Blum, Awa M Coll-Seck, Anand Grover, Laura Laski, Monica Roa,
Zeba A Sathar, Lale Say, Gamal | Serour, Susheela Singh, Karin Stenberg, Marleen Temmerman, Ann Biddlecom, Anna Popinchalk,

Cynthia Summers, Lori S Ashford

Executive summary

Sexual and reproductive health and rights (SRHR) are
fundamental to people’s health and survival, to economic
development, and to the wellbeing of humanity. Several
decades of research have shown—and continue to
show—the profound and measurable benefits of
investment in sexual and reproductive health. Through
international agreements, governments have committed
to such investment. Yet progress has been stymied
because of weak political commitment, inadequate
resources, persistent discrimination against women and
girls, and an unwillingness to address issues related to
sexuality openly and comprehensively.

Health and development initiatives, including the 2030
Agenda for Sustainable Development and the movement
toward universal health coverage, typically focus on
particular components of SRHR: contraception, maternal
and newborn health. and HIVJAIDS. Countries around

contraception. Each year worldwide, 25 million unsafe
abortions take place, more than 350 million men and
women need treatment for one of the four curable
sexually transmitted infections (STIs), and nearly
2 million people become newly infected with HIV.
Additionally, at some point in their lives nearly one in
three women experience intimate partner violence or
non-partner sexual violence. Ultimately, almost all
4-3 billion people of reproductive age worldwide will
have inadequate sexual and reproductive health services
over the course of their lives.

Other sexual and reproductive health conditions
remain less well known but are also potentially
devastating for individuals and families. Between
49 million and 180 million couples worldwide might be
affected by infertflity, for which services are mainly
available only to the wealthy. An estimated 266 000 women



Key messages

Sexual and reproductive health and rights (SRHR) are
essential for sustainable development because of their
inks to gender equality and women’s wellbeing, their
impact on maternal, newborn, child, and adolescent
health, and their roles in shaping future economic

Countries must also take actions beyond the health sector
to change social norms, laws, and policies to uphold
human rights. The most crucial reforms are those that

promote gender equality and give women greater control
over their bodies and lives.



Panel 2: Components of sexual and reproductive health and rights

Sexual health

“A state of physical, emotional, mental and social well-being in
relation to sexuality; it is not merely the absence of disease,
dysfunction or infirmity. Sexuval health requires a positive and
respectful approach to sexuality and sexual relationships, as well

Reproductive health

“Reproductive health is a state of complete physical, mental
and social well-being and not merely the absence of disease or
infirmity, in all matters relating to the reproductive system and
to its functions and processes.”

as the possibility of having pleasurable and safe sexual
experiences, free of coercion, discrimination and violence.

For sexual health to be attained and maintained, the sexual rights
of all persons must be respected, protected and fulfilled.

mE

Sexual health implies that all people have access to:

Sexual rights

counselling and care related to sexuality," sexual identity, and
sexual relationships

services for the prevention and management of sexually
transmitted infections, including HIV/AIDS,” and other
diseases of the genitourinary system™

psychosexual counselling, and treatment for sexuval
dysfunction and disorders'

prevention and management of cancers of the reproductive
system™

10,16

Sexual rights are human rights and include the right of all
persons, free of discrimination, coercion, and violence, to:

achieve the highest attainable standard of sexual health,
including access to sexval and reproductive health services™
seek, receive, and impart information related to sexuvality
receive comprehensive, evidence-based, sexuality education™
have their bodily integrity respected

choose their sexval partner

decide whether to be sexually active or not

engage in consensual sexual relations

choose whether, when, and whom to marry

Reproductive health implies that all people are able to:

« receive accurate information about the reproductive system
and the services needed to maintain reproductive health

« manage menstruation in a hygienic way, in privacy,
and with dignity™

« access multisectoral services to prevent and respond to
intimate partner violence and other forms of gender-based
violence

« access safe, effective, affordable, and acceptable methods of
contraception of their choice™

« access appropriate health-care services to ensure safe and
healthy pregnancy and childbirth, and healthy infants

« access safe abortion services, including post-abortion
care****

« access services for prevention, management, and treatment
of infertility™

Reproductive rights*

Reproductive rights rest on the recognition of the human

rights of all couples and individuals to decide freely and

responsibly the number, spacing, and timing of their children,

to have the information and means to do so, and the right to

attain the highest standard of reproductive health. They

also include:

« the right to make decisions concerning reproduction free of
discrimination, coercion, and violence

« theright to privacy, confidentiality, respect, and informed



Sono intimamente legate:
parita di genere, salute riproduttiva

 Salute sessuale e riproduttiva — programmazione della gravidanza
(family planning) e riduzione degli aborti e gravidanze non desiderate

* Education (la piu alta possibile) e Parita di genere e violenza contro le
donne (in particolare la violenza da parte del partner) fino alle
mutilazioni genitali femminili

e Uso della pillola e accesso semplice e gratuito a una molteplicita di
mezzi di contraccezione (in primis la pillola — il farmaco del secolo
passato e presente?)
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Figure 2: Average number of years of schooling forwomen aged =15 years,
1980-2010

Data from Barro R] and Lee ]W, 2013 .# Data unavailable for North America. The
average number of years of schooling forwomen in the USA was 11-9 years in
1980, and has been consistently above 12 years since 1985.*




Components of SRHR

SRHR needs are universal

+ Gender-based violence

« HIV/AIDS and other STls
« Contraception

+» Maternal and newborn health
+ Abortion

» Infertility

+ Reproductive cancers

SRHR needs and issues around sexuality and sexual
health are addressed through

Service

Education

Counselling

Information

However, some groups have distinct SRHR needs

+ Adolescents ages 10-19 years

« Adults ages =50 years

« Sex workers

+ Displaced people and refugees

+ People of diverse sexual orientations, gender
identities, and sex characteristics

+ People with disabilities

+ People who inject drugs

+ Racial and ethnic minorities, immigrant groups,
indigenous peoples

+ Disadvantaged: poor, rural, less educated, living
in urban slums

Individuals have autonomy and choice
In accessing services

Figure 3: Components of SRHR and populations in need

SRHR=sexual and reproductive health and rights. 5Tls=sexually transmitted infections.
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Mot all countries have data available on both indicators, the proportion experiencing partner violence in the past 12 months and lifetime. *Data from age groups
covered differ across countries from 2000-13, from UN Department of Economic and Social Affairs, 20157 §Data from ever-partnered women aged 1774 years,

from European Union Agency for Fundamental Rights, 2014 tData from Demographic Health Surveys Programme, 2016_* ¥Data from women aged 18 years and
older about their experiences of rape, physical violence or stalking (or both) from Black MC et al, 2011



* Fino al 1961 in Francia era probito alle done avere un conto corrente

e 1971: diritto di voto alle donne in Svizzera (a livello cantonale tra il
1959 e il 1990)

e 1981 in Italia: abolito il diritto d’onore
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Rights, Laws and Language

AMARTYA SEN~*

Abstract—Words have meanings, often more than one. Many words also have
evocative power and communicative reach. It is important to look beyond the
legal route in making human rights more effective, and to endorse but proceed
beyond human rights being seen as motivation only for legislation (the parncular
connection on which Herbert Hart commented). Within the legal route itself there
15 the important issue of mterpretation of law that can stretch beyond the domam
of fresh legislation. In assessing the ‘originalist’ disciplines of legal interpretation,
the article discusses the distinction between interpreting the original text in terms
of changing linguistic conventions (on which some commentators have focused)
and taking note of public reasoning today in the light of the original ‘constitutonal
motvation’,



Diritti naturali e leggi

Anziché vedere i diritti come “figli della legge” (come
aveva sostenuto Jeremy Bentham), il punto di vista di
Herbert Hart prende la forma di vedere i diritti

naturali (inclusi quelli che oggi chiamiamo diritti
umani) come “genitori delle leggi”

Amartya Sen 2011



Amartya Sen: diritti, leggi e linguaggio

In 1911, when Christabel Pankhurst asserted in a speech in London that ‘we are here to claim our
right as women, not only to be free, but to fight for freedom’, adding that this is ‘our right as well
as our duty’, she communicated a great deal.

“Siamo qui per affermare i nostri diritti come donne, non solo ad essere libere
ma per combattere per la liberta”

| diritti sono importanti e altrettanto importante e il poter combattere per i
propri diritti e dimostrare per ottenerli

Si puo ... dimostrare e dialogare per il diritto all’accesso a tutte le cure efficaci



Contraception

The need for modern contraceptive services remains
substantial in low-income and middle-income countries.
According to 2017 estimates, 214 million women of

reproductive age (13% of women aged 1549 years) in
developing regions have an unmet need for modern

contraception—that is, they want to avoid a pregnancy
but are not using a modern method." Use of modern
contraceptives in 2017, prevents an estimated 308 million
unintended pregnancies, and meeting all women's
needs for these methods would avert an additional
67 million annually.
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The Lancet Commission on peaceful societies through health

equity and gender equality

Valerie Percival®, Oskar T Thoms*, Ben Oppenheim*, Dane Rowlands*, Carolyn Chisadza®, Sara Fewer*, Gavin Yamey*, Amy C Alexander,
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Executive summary

The multiple and overlapping crises faced by countries,
regions, and the world appear unprecedented in their
magnitude and complexity. Protracted conflicts continue
and new ones emerge, fuelled by geopolitics and social,
political, and economic pressures. The legacy of the
COVID-19 pandemic, economic uncertainty, climatic
events ranging from droughts to fires to cyclones, and
rising food insecurity add to these pressures. These
crises have exposed the inadequacy of national and global
leadership and governance structures. The world is
experiencing a polycrisis—ie, an interaction of multiple
crises that dramatically intensifies suffering, harm, and
turmoil, and overwhelms societies’ ability to develop
effective policy responses.

Bold approaches are needed to enable communities and
countries to transition out of harmful cycles of inequity
and violence into beneficial cycles of equity and peace.
The Lancet Commission on peaceful societies through
health equity and gender equality provides such an
approach. The Commission, which had its inaugural
meeting in May, 2019, examines the interlinkages between
Sustainable Development Goal 3 (SDG3) on health; SDG5
on gender equality; and SDG16 on peace, justice, and
strong institutions. Our research suggests that
improvements to health equity and gender equality are
transformative, placing societies on pathways towards
peace and wellbeing.

requires laws to protect the rights of women and sexual
and gender minorities. All individuals need equal access
to education, resources, technology, infrastructure, and
safety and security to enable participation in the economy,
civil society, and politics. Processes to advance health
equity and gender equality are more powerful when they
operate together, through access to comprehensive
sexual and reproductive health services. Advocacy is also
an essential component as it builds a social consensus
that the principles of health equity and gender equality
apply to all individuals, regardless of their gender or
other forms of identity.

These tangible actions or mechanisms transform
capabilities, a term that we define here as what people
are able to do and to be. With improved health equity and
gender equality, individuals can access economic
resources and assets, live in safety and security, and
exercise greater agency. Through these changes, human
capital improves and economic growth becomes more
inclusive. Social capital is strengthened and social norms
are altered to inhibit viclence and aggression. Although
political processes are characterised by short-term
dynamics, the institutionalisation of gender equality and
health equity improves the quality of governance and can
strengthen the social contract between the government
and the citizenry.

These processes interact with each other in self-
reinforcing feedback loops creating beneficial cycles that
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Introduction

Yeats wrote the poem The Second Coming in the wake of
World War 1 and the 1918 influenza pandemic. He
despaired that “Things fall apart; the centre cannot hold;
Mere anarchy is loosed upon the world... The best lack
all conviction, while the worst are full of passionate
intensity.” The same words are eerily applicable today.
Many regions of the world continue to be affected by
organised violence as protracted conflicts continue and
new ones emerge (panel 1). Communities are facing
momentous challenges—eg, recovery from the effects of
the COVID-19 pandemic, the risk of new outbreaks, food

insecurity, natural disasters, and rising violence and



Things fall apart; the centre cannot hold;
Mere anarchy is loosed upon the world

The best lack all conviction,
while the worst are full of passionate intensity

William Butler Yeats
... the age of anxiety



Introduction

Yeats wrote the poem The Second Coming in the wake of
World War 1 and the 1918 influenza pandemic. He
despaired that “Things fall apart; the centre cannot hold;
Mere anarchy is loosed upon the world... The best lack
all conviction, while the worst are full of passionate
intensity.” The same words are eerily applicable today.
Many regions of the world continue to be affected by
organised violence as protracted conflicts continue and
new ones emerge (panel 1). Communities are facing
momentous challenges—eg, recovery from the effects of
the COVID-19 pandemic, the risk of new outbreaks, food
insecurity, natural disasters, and rising viclence and
insecurity. Researchers of complex systems have a term
for such overlapping challenges: a| polyerisis | occurs
when multiple crises influence and interact with each
other in feedback loops to intensify the harm they
produce. Our interconnected world facilitates “these
interacting crises [to] produce harms greater than the
sum of those the crises would produce in isolation, were
their host systems not so deeply interconnected”.” The

entanglement of these crises complicates policy
responses, and these policy failures then expand and
intensify the social and economic impacts of these
interacting crises.



Siamo tutti responsabili di tutto



| capitolo piu importante
intimate partner violence

(«domestica»)
La violenza agita dal partner intimo (piu vicino)



Global, regional, and national prevalence estimates of
physical or sexual, or both, intimate partner violence against
women in 2018

Lynnmarie Sardinha, Mathieu Maheu-Giroux, Heidi Stockl, Sarah Rachel Meyer, Claudia Garcia-Moreno

Summary

Background Intimate partner violence against women is a global public health problem with many short-term and
long-term effects on the physical and mental health of women and their children. The Sustainable Development
Goals (SDGs) call for its elimination in target 5.2. To monitor governments’ progress towards SDG target 5.2, this
study aimed to provide global, regional, and country baseline estimates of physical or sexual, or both, violence against
women by male intimate partners.

Methods This study developed global, regional, and country estimates, based on data from the WHO Global Database
on Prevalence of Violence Against Women. These data were identified through a systematic literature review searching
MEDLINE, Global Health, Embase, Social Policy, and Web of Science, and comprehensive searches of national
statistics and other websites. A country consultation process identified additional studies. Included studies were
conducted between 2000 and 2018, representative at the national or sub-national level, included women aged 15 years
or older, and used act-based measures of physical or sexual, or both, intimate partner violence. Non-population-based
data, including administrative data, studies not generalisable to the whole population, studies with outcomes that only
provided the combined prevalence of physical or sexual, or both, intimate partner violence with other forms of violence,
and studies with insufficient data to allow extrapolation or imputation were excluded. We developed a Bayesian
multilevel model to jointly estimate lifetime and past year intimate partner violence by age, year, and country. This
framework adjusted for heterogeneous age groups and differences in outcome definition, and weighted surveys
depending on whether they were nationally or sub-nationally representative. This study is registered with PROSPERO
(number CRD42017054100).

Findings The database comprises 366 eligible studies, capturing the responses of 2 million women. Data were
obtained from 161 countries and areas, covering 90% of the global population of women and girls (15 years or older).
Globally, 27% (uncertainty interval [UI] 23-31%) of ever-partnered women aged 15-49 years are estimated to have
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Global, regional, and national prevalence estimates of
physical or sexual, or both, intimate partner violence against
women in 2018

Lynnmarie Sardinha, Mathieu Maheu-Giroux, Heidi Stockl, Sarah Rachel Meyer, Claudia Garcia-Moreno

Findings The database comprises 366 eligible studies, capturing the responses of 2 million women. Data were
obtained from 161 countries and areas, covering 90% of the global population of women and girls (15 years or older).
Globally, 27% (uncertainty interval [UI] 23-31%) of ever-partnered w&nwl}_aged 15-49 years are estimated to have
experienced physical or sexual, or both, intimate partner violence in their litetime, with 13% (10-16%) experiencing it
in the past year before they were surveyed. This violence starts early, affecting adolescent girls and young women,
with 24% (UI 21-28%) of women aged 15-19 years and 26% (23-30%) of women aged 19-24 years having already
experienced this violence at least once since the age of 15 years. Regional variations exist, with low-income countries
reporting higher lifetime and, even more pronouncedly, higher past year prevalence compared with high-income
countries.

Interpretation These findings show that intimate partner violence against women was already highly prevalent across
the globe before the COVID-19 pandemic. Governments are not on track to meet the SDG targets on the elimination
of violence against women and girls, despite robust evidence that intimate partner violence can be prevented. There
is an urgent need to invest in effective multisectoral interventions, strengthen the public health response to intimate
partner
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Research in context

Evidence before this study

In 2013, WHO published the first global and regional estimates
on the prevalence of physical or sexuval, or both, intimate
partner violence and non-partner sexval violence, based on a
systematic review and analyses of existing survey dataup to
2010. This review had not been vpdated since, nor did it
systematically search for unpublished reports. This study was
based on 141 studies in 81 countries, conducted between 1990
and 2012, and captured through a systematic review and an
additional analysis of 54 national datasets. The systematic
review had no language restrictions and searched 26 databases
using the same search terms on intimate partner viclence, non-
partner sexual violence, and study designs as the current study.
All population-based studies including a prevalence estimate
on intimate partner violence or non-partner sexual violence
MNPSV, or both, were included. Since then, and with the
announcement of Sustainable Development Goal (SDG) target
5.2 on the elimination of violence against women, there has
been a substantial increase in population-based surveys and
studies measuring intimate partner violence across the world,
with several countries now having conducted multiple surveys.

Added value of this study
This paper presents the first internationally comparable global,
regional, and country (or area) prevalence estimates on both

lifetime and past year physical or sexval violence, or both,

by male intimate partners against ever-partnered women aged
15-49years within the 5DG reporting period (2015-30).

In addition to the comprehensive and systematic searches,
consultations with countries led to the identification of
additional relevant data. This search led to the inclusion of a
total of 366 studies from 161 countries and areas.

Implications of all the available evidence

We found that, based on 2000-18 data, more than one in four
(27%) ever-partnered women agecl 15-49 years had experienced
physical or sexuval, or bgib i grviolence since the

e year precedmg the survey. The findings support that violenc
against women by male intimate partners is a global public

health concern affecting the lives of millions of women and their
Qldren worldwide. Progress in reducing violence has been slow

and cO™eigies are not on trackt::- meet the commitmen]
outlined in the SDGE™R ; at intimate
partner violence is preventable and targeted investments are
required to implement multilevel, multisectoral prevention
interventions and to strengthen the health and other sectors’
response to intimate partner violence.



Intimate partner violence against women
IS a grave human rights violation and
serious global public health concern

Devries KM, Mak JY, Garcia-Moreno C, et al. Global health. The global prevalence of intimate partner violence
against women. Science 2013; 340: 1527-28.



Violenza subita dal partner nel corso della vita
(lifetime prevalence)
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Figure 3: Map of prevalence estimates of lifetime physical or sexual, or both, intimate partner violence among ever-partnered women aged 15-49 years, in 2018
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Figure 4: Map of prevalence estimates of past year physical or sexuval, or both, intimate partner violence among ever-partnered women aged 15-49 years, in 2018



Violenza subita dalle donne da parte del partner
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Figure 2: Map of 2018 lifetime versus past year prevalence of physical or sexval, or both, intimate partner violence among ever-partnered women aged 15-49 years by Global Burden of

Disease region and Sustainable Development Goals super region
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Quando si
subisce violenza
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Figure 1: Global prevalence estimates of lifetime and past year physical or sexuval, or both, intimate partner
violence among ever-married or ever-partnered women, by age group, in 2018




Viene da piangere a leggere i dati
sulla violenza alle donne (da parte del partner)

e Our study confirms that, concerningly, physical or sexual violence, or both,
against women by male intimate partners is highly prevalent globally.

e Overall, we found that more than one in four (27%) ever-partnered women aged
15—-49 years had experienced physical or sexual violence, or both, from a current
or former intimate partner at least once in their lifetime; and one in seven (13%)
had experienced it in the past year.

* This finding means that in 2018, up to 492 million ever-partnered women aged
15-49 years had been subjected to this type of violence by an intimate partner at
least once since the age of 15 years.



* |t is important to note that there are 28 countries with past year physical or
sexual, or both, intimate partner violence prevalence that is substantially higher
than the global average.

e Several of these are countries affected by conflict.

* These findings are consistent with the different social, economic, and political
circumstances that are associated with intimate partner violence and limit
women’s ability to leave abusive relationships, such as economic insecurity,
gender inequitable norms, high amounts of societal stigma, discriminatory family
law, and inadequate support services.



* Despite the limitations in available data, this study unequivocally establishes the
persistently high prevalence of intimate partner violence.

* Notably, intimate partner violence is preventable.

* There has been a substantial increase in the body of knowledge on what works to
prevent violence against women and girls in the last decade.24 The RESPECT
women framework for prevention summarises much of this evidence



Violence against women and girls 5

Addressing violence against women: a call to action

Claudia Garcia-Moreno, Cathy Zimmerman, Alison Morris-Gehring, Lori Heise, Avni Amin, Naeemah Abrahams, Oswaldo Montoya,
Padma Bhate-Deosthali, Nduku Kilonzo, Charlotte Watts

Violence against women and girls is prevalent worldwide but historically has been overlooked and condoned.
Growing international recognition of these violations creates opportunities for elimination, although solutions will
not be quick or easy. Governments need to address the political, social, and economic structures that subordinate
women, and implement national plans and make budget commitments to invest in actions by multiple sectors to
prevent and respond to abuse. Emphasis on prevention is crucial. Community and group interventions involving
women and men can shift discriminatory social norms to reduce the risk of violence. Education and empowerment
of women are fundamental. Health workers should be trained to identify and support survivors and strategies to
address violence should be integrated into services for child health, maternal, sexual, and reproductive health,
mental health, HIV, and alcohol or substance abuse. Research to learn how to respond to violence must be
strengthened. The elimination of violence against women and girls is central to equitable and sustainable social
and economic development and must be prioritised in the agenda for development after 2015.

Introduction

Violence against women and girls is a global
phenomenon that historically has been hidden,
ignored, and accepted. Child sexual abuse has remained

All violence, including that against men and children,
is a serious human rights and public health concern.
Men and boys are at risk of different forms of violence

a silent shame. Rape has often been a matter of stigma
for the victim rather than the perpetrator. Violence in
the home has been considered a private affair. Turning

from women and girls, most often gang-related and
street violence in the hands of other men, which have
substantial public health tolls. While recognising that
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/\ Definition

Prevalence

/ Intimate-partner
violence

heyaviours*

Sexuval violence

Child sexual abuse Theinv

Trafficking of women Useofc

and girls exploitagion or forced sex work and various other forms of labour®

Female genital All progedures involving the partial or total removal of the female external
mutilation genitalfa or other injury to the female genital organs for non-medical
Forced or early age before age 18 years or without consent

marriage

Killings in the name
of honour
the family or community

Behaviourwithin an intimate relationship that causes or has the potential to
cause physical, sexual, or psychological harm, including acts of physical
gression, sexual coercion, psychological abuse, and controlling

Any sgxual act, attempt to obtain a sexval act, unwanted sexual comments or
advanyes, acts to traffic, or other coercive actions directed against a person’s
by any person, irrespective of relationship to the victim, in any
ncluding but not limited to home and work**

omicide of a member of a family or social group by other members due to
the perpetrators’ belief that the victim has brought shame or dishonour upon

30% of women who have ever been in a relationship
worldwide have experienced physical violence, sexual
violence, or both, from intimate partners,’ and 38-6% of all
female murders worldwide are estimated to be from
intimate partners*

7% of women worldwide are thought to have been sexually
assaulted by someone other than a partner since age
15 years, although data are lacking in some regions'

Around 20% of women and 5-10% of men report being
sexually abused as children®

An estimated 11-4 million women and girls are trafficked
worldwide (around 55% of the 20-9 million people
estimated to be in forced labour)’

Highest concentration areas are in Africa and the Middle
East, where more than 125 million women and girls alive
have been cut in 29 countries®

More than 60 million women aged 20-24 years married
before age 18 years worldwide, although about half of girls
in early marriage live in south Asia"

1957 events cited to relate to honour killings occurred in
Pakistan from 2004 to 2007" and at least 900 such
murders occur everyyear in the Indian States of Haryana,
Punjab, and Uttah Pradesh"

Table 1: Overview of types of violence against women and

girls




Add reSSing violence - cardia Moreno, Lancet 2014

Conclusions

In many regions in the past 50 years women’s status
has improved markedly. In too many settings, however,
women remain second-class citizens, are discriminated
against, and made subservient to men. Even where

Women enjoy many freedoms, the fear and realitz of

male violence persists.

With increased recognition on how many women'’s,
men’s and children’s lives are affected by violence, and
growing evidence on how to respond to and prevent
violence against women and girls, there is no excuse for
inaction. Although the achievement of healthier lives for




Worldwide prevalence of non-partner sexual violence:
a systematic review

Naeemah Abrahams, Karen Devries, Charlottoe Watts, Christina Pallitto, Max Petzold, Simukai Shamu, Claudia Garcia-Moreno

Summary

Background Several highly publicised rapes and murders of young women in India and South Africa have focused
international attention on sexual violence. These cases are extremes of the wider phenomenon of sexual violence
against women, but the true extent is poorly quantified. We did a systematic review to estimate prevalence.

Methods We searched for articles published from Jan 1, 1998, to Dec 31, 2011, and manually search reference lists and
contacted experts to identify population-based data on the prevalence of women’s reported experiences of sexual
violence from age 15 years onwards, by anyone except intimate partners. We used random effects meta-regression to
calculate adjusted and unadjusted prevalence for regions, which we weighted by population size to calculate the
worldwide estimate.

Findings We identified 7231 studies from which we obtained 412 estimates covering 56 countries. In 2010 7-2%
(95% CI 5-2-9-1) of women worldwide had ever experienced non-partner sexual violence. The highest estimates were
in sub-Saharan Africa, central (21%, 95%CI 4-5-37.5) and sub-Saharan Africa, southern (17-4%, 11-4-23.3). The
lowest prevalence was for Asia, south (3-3%, 0-8-3). Limited data were available from sub-Saharan Africa, central,
North Africa/Middle East, Europe, eastern, and Asia Pacific, high income.

Interpretation Sexual violence against women is common worldwide, with endemic levels seen in some areas,
although large variations between settings need to be interpreted with caution because of differences in data
availability and levels of disclosure. Nevertheless, our findings indicate a pressing health and human rights concern.
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Violence against women - particularly intimate partner violence and sexual
violence - is a major public health problem and a violation of women's
human rights.

Estimates published by WHO indicate that globally about 1 in 3 (30%) of
women worldwide have been subjected to either physical and/or sexual
intimate partner violence or non-partner sexual violence in their lifetime.

Most of this violence is intimate partner violence. Worldwide, almost one
third (27%) of women aged 15-49 years who have been in a relationship
report that they have been subjected to some form of physical and/or
sexual violence by their intimate partner.

Violence can negatively affect women'’s physical, mental, sexual, and
reproductive health, and may increase the risk of acquiring HIV in some
settings.

Violence against women is preventable. The health sector has an important
role to play to provide comprehensive health care to women subjected to
violence, and as an entry point for referring women to other support
services they may need.
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RESPONDING TO VIOLENCE
AGAINST WOMEN:
WHO'’s Multicountry Study on Women'’s

Health and Domestic Violence

Conclusion

Violence against women is an immense public health
problem and a violation of women’s human rights. The past
decade has witnessed stronger demands for states, the UN,
and NGOs to recognize VAW and to work toward its elimi-
nation. An effective response to VAW needs to be informed
A by evidence of its magnitude, consequences, and causes.

t the World Conference on Human Rights in 1993,

women'’s rights were for the first time recognized as human
rights.12 After almost two decades of lobbying by women
activists, violence against women in all its forms was final-
ly acknowledged as a major violation of human rights.
Then, in 1996, the World Health Assembly, which brings
together Ministers of Health from 190 countries, recognized
that preventing violence, including violence against
women, was a public health priority requiring urgent action
by governments, international agencies, and national organ-
izations.? Despite the progress that has been made, many

Claudia Garcia-Moreno, Charlotte Watt:
Jansen, Mary Ellsberg, and Lori H
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Health systems and individuals can take a number of actions to safeguard reproductive health. These actions differ
from many other health interventions in that the motivation for their use 1s not necessarily limited to better health and
involves cultural and societal norms. Irrespective of these additional considerations, these interventions have
important health implications. This chapter describes four areas of intervention:

* Family planning
» Adolescent sexual and reproductive health
» Unsafe abortion

» Violence against women.
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particularly well positioned given that most women will
at some point consult them for contraception, antenatal
care, and delivery.

Responding to Intimate Partner Violence and Sexual
Violence

The WHO clinical and policy guidelines (WHO 2013)
summarize the evidence for clinical interventions for
intimate partner violence and for sexual violence against
women. They also review the evidence for service deliv-
ery and training on these issues for health care providers
and make evidence-based recommendations to improve
the response of the health sector to violence against
WOITIEn,

Health professionals can provide assistance to women
suffering from violence by facilitating disclosure, offer-
ing support and referral, gathering forensic evidence—
particularly in cases of sexual violence—and providing
the appropriate medical services and follow-up care.
Health care providers who come into contact with women
facing intimate partner violence need to be able to

Reproductive, Matarnal, Mewbom, and Child Health

CONCLUSIONS

Significant progress in improving reproductive health
has been made in some areas. Family planning has
expanded worldwide through new approaches and new
methods. A renewed commitment to family planning
among donors and national governments has stimu-
lated wider coverage of services accompanied by greater
emphasis on quality and human rights. A new focus on
adolescent sexual health has spurred interest in better
ways to reach adolescents with effective messages and
services. New approaches to reducing gender-based
violence have been tested and the lessons learned have
been distilled in clinical and policy guidelines.
However, much remains to be done. In spite of the
advances in family planning, in 35 countries fewer than
30 percent of women of reproductive age use modern
contraception. Choice of methods is stll limited in
many countries, even some with high levels of con-
traceptive prevalence, because of lack of access, pro-
vider biases, and other program factors. Although good
options for safe abortion exist, these services remain
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Calling for action on violence against women: is anyone

listening?

In 2014, we issued a call to action in The Lancet to address
violence against women.' Has there been progress?
Around the world, an inexcusable number of women
suffer violence; latest estimates show that one in three
women experience physical violence, sexual violence,

or both by a partner and/or sexual violence by a non-
partner in their lifetime.” Although persistent and new
challenges to addressing violence against women remain,
there have been important improvements in global policy
action against violence. “The elimination of all forms of

www.thelancet.com Vol 389 February 4, 2017



Stopping generational cycles of violence requires
recognition of the links between violence against women
and violence against children. Evidence shows that
children who witness their mothers being abused by their
partners, or who are abused themselves, are more likely
to develop mental health problems and be in violent
relationships in later life, although this is not inevitable.”
Coordination between programmes directed at women
and those focused on children is therefore important, so
that services for women experiencing partner violence
also provide safety and support to children in the same
household: and interventions that seek to address child
maltreatment give appropriate support to women who
may be experiencing violence in the same household.*

At this moment in history, women’s rights and the
progress that has been made to improve the status of
women are at serious risk of being hindered or even
reversed. This includes threats of major cuts in funding to
keep women safe in the USAY and elsewhere, proposed
legislative changes to decriminalise domestic violence
in Russia,’® and the normalisation of sexual abuse and
misogynist attitudes in some parts of the media, internet,
and politics. Sustained engagement and commitment by
governments, donors, advocates, and the public, as well
as support for dedicated groups, is needed to continue
to promote women'’s rights and safety. In a “post-truth”
world, increased action is needed, backed by women,
men, and especially young people across the political
spectrum, if we wish to turn our call for a world without
violence into a reality for all women, their families, and for
their daughters.
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rapid expansion in the number of popu-
lation studies examuning IPV preva-
lence. However. existing surveys vary
considerably in the specific measure of
exposures to violence used. the popula-
tions sampled. and other characteristics.
This has resulted in a large body of
available prevalence data., but underly-
ing challenges in interpretation. because
of the lack of comparability across
studies. We here present a synthesis of
current evidence that provides new
estimates of global and regional preva-
lence of IPV against women.

*The author is a staff member of the World Health Organization. The author alone is responsible for the

views expressed in this publication and they do not necessarily represent the views, decisions or policies of

the World Health Organization.

tAuthor for correspondence: karen.devries@lshtm.ac.uk

Data from 81 countries was used to estimate global prevalence of intimate partner

violence against women.

Violence against women 1s a phenomenon that persists in all countries
(7). Since the 1993 World Conference on Human Rights and the Decla-
ration on the Elimination of Violence against Women. the international
community has acknowledged that violence against women is an im-
portant public health. social policy, and human rights concern. However.,
documenting the magnitude of violence against women and producing
reliable comparative data to guide policy and monitor progress has been
difficult.

The most common form of violence that women experience is from
an intimate partner (IPV). This violence may be physical, sexual. or

Svnthesizing Evidence to Estimate
Prevalence
Our research involved two main steps
[all detailed in supplementary materials
(SM)]. Furst. we did a systematic re-
view of all available global prevalence
data from studies representative at na-
tional or subnational levels. We
searched 26 medical and social science
databases, performed additional analysis of the WHO Multi-Country
Study on Women’s Health and Domestic Violence (10 countries). and
requested additional analysis of the International Violence Against
Women Surveys (8 countries). Gender, Culture and Alcohol: An Interna-
tional Study (16 countries): and the Demographic and Health Surveys to
2009 (20 countries) to obtain further prevalence estimates.

Second. we used classical meta-regression methods to estimate
women’s lifetime prevalence of IPV (see SM). We modeled estimates
for 21 global regions. adjusted for differences in study quality and char-
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The UN estimates that more than 600 mullion women live in coun-
tries where domestic violence 1s not considered a crime (/3). Laws are
unportant both to symbolize the unacceptability of IPV, as well as to
provide a potential mechanism of legal recourse for women. At the na-
tional level, there 1s a need also to promote equal economic rights and
entitlements for women—including equal access to formal wage em-
ployvment, equal participation in schooling. and access to secondary edu-
cation—and to address potentially discrimunatory fanuly law that may

limit women's ability to divorce or maimntain custody of their children
(14).



Cross-national and multilevel correlates of partner violence:
an analysis of data from population-based surveys

Lori L Heise, Andreas Kotsadam

Summary

Background On average, intimate partner violence affects nearly one in three women worldwide within their lifetime.
But the distribution of partner violence is highly uneven, with a prevalence of less than 4% in the past 12 months in
many high-income countries compared with at least 40% in some low-income settings. Little is known about the
factors that drive the geographical distribution of partner violence or how macro-level factors might combine with
individual-level factors to affect individual women's risk of intimate partner violence. We aimed to assess the role that
women's status and other gender-related factors might have in defining levels of partner violence among settings.

Methods We compiled data for the 12 month prevalence of partner violence from 66 surveys (88 survey years) from
44 countries, representing 481205 women between Jan 1, 2000, and Apr 17, 2013. Only surveys with comparable
questions and state-of-the-art methods to ensure safety and encourage violence disclosure were used. With linear
and quantile regression, we examined associations between macro-level measures of socioeconomic development,
women’s status, gender inequality, and gender-related norms and the prevalence of current partner violence at a
population level. Multilevel modelling and tests for interaction were used to explore whether and how macro-level
factors affect individual-level risk. The outcome for this analysis was the population prevalence of current partner
violence, defined as the percentage of ever-partnered women (excluding widows without a current partner), aged
from 15 years to 49 years who were victims of at least one act of physical or sexual violence within the past 12 months.

Lancet Glob Health 2015;
3:e332-40
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Findings Gender-related factors at the national and subnational level help to predict the population prevalence of
physical and sexual partner violence within the past 12 months. Especially predictive of the geographical distribution
of pariner violence are norms related to male authority over female behaviour (0102, p<0-0001), norms justifying
wife beating (0-263, p<0-0001), and the extent to which law and practice disadvantage women compared with men in
access to land, property, and other productive resources (0-271, p<0-0001). The strong negative association between
current partner violence and gross domestic product (GDP) per person (—0-055, p=0-0009) becomes non-significant
in the presence of norm-related measures (—-0-015, p=0-472), suggesting that GDP per person is a marker for social
transformations that accompany economic growth and is unlikely to be causally related to levels of partner violence.
We document several cross-level effects, including that a girl's education is more strongly associated with reduced
risk of partner violence in countries where wife abuse is normative than where it is not. Likewise, partner violence is
less prevalent in countries with a high proportion of women in the formal work force, but working for cash increases
a woman'’s risk in countries where few women work.

Interpretation Our findings suggest that policy makers could reduce violence by eliminating gender bias in ownership
rights and addressing norms that justify wife beating and male control of female behaviour. Prevention planners
should place greater emphasis on policy reforms at the macro-level and take cross-level effects into account when
designing interventions.

Funding What Works to Prevent Violence Against Women and Girls—a research and innovation project funded by
UK Aid.



* Fino al 1961 in Francia era probito alle done avere un conto corrente

e 1971: diritto di voto alle donne in Svizzera (a livello cantonale tra il
1959 e il 1990)

e 1981 in Italia: abolito il diritto d’onore

e 2020:Stati Uniti aumento gravidanze sotto i 18 anni



To achieve development goals, advance sexuval and

reproductive health and rights

At the 2023 UN General Assembly, the global community
reviewed progress towards the 2030 Agenda for
Sustainable Development, adopted in 2015.! Among
the 13 targets related to health in the Sustainable
Development Goals, target 3-7, “Ensure universal access
to sexual and reproductive health-care services”, is
perhaps the most controversial—despite its profound
implications for the health and wellbeing of individuals
and families. An abundance of evidence shows that
improvements in sexual and reproductive health and
rights (SRHR) contribute to economic growth, poverty
eradication, gains in education, reduced inequalities,
and environmental sustainability.”* Yet, all too often,
the politicisation of sex, gender, and reproduction
gets in the way of progress. Around the world there are
attacks on reproductive freedoms, including renewed
restrictions on abortion and harsh sanctions for same-
sex relationships,® which represent outright assaults on

are persistently high—in the USA, for example, the
rate for Black women is more than twice the rate for
White women.*® Similarly, unmet need for a modern
method of contraception among women who want
to avoid pregnancy declined by only 1% between 2015
and 2020, from 23% to 22% globally.* Also of concern
are the millions of adolescent pregnancies that occur in
low-income and middle-income countries (LMICs) each
year, and the insufficient high-quality care to address
the specific needs of pregnant adolescents.’” There
are no signs of a reduction in violence against women
and girls, and nearly one in three women worldwide
continue to experience intimate partner violence or non-
partner sexual violence in their lifetime.* Prevalence
of infertility remains unchanged since the 1990s, and
programmes addressing infertility are scarce in many
LMICs.”>** Countless women suffer from undiagnosed
and untreated sexuvally transmitted infections and

L)

CrossMark

Published Online
November 14, 2023
https://doi.org/10.1016/
50140-6736(23)02360-7



Chiagiscenel nome di Dio destmato afallire
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| Quell'aria perd tirava anche sul Tamigi. I Beat-
| les, le minlgonne un mondo in rivoluzione...
Aria fresca. E qualcuno doveva mettere in di-
| scussione il ruolo dei musei. Non che i musei
non fossero una cosa bella, figurarsi, <i man-
cherebbe altro. Ma “intimidivano”. Non & pilt

&= | Cosi, per voi: sono passati cinquant’anni. Ma

| allora dovevamo rompere: i luoghi per la cul-

| tura dovevano essere aperti, non creare intimi-

|

|

|
|
|
|
|

Poi abbiamo piantato intorno delle stupende piante di
jacaranda. Perché la bellezza e |la poesia aiutano a guarire.

Ricordatevelo. Ma ricordatevi soprattutto che la creativita non
e una cosa che stai li, ascolti Beethoven e aspetti l'ispirazione.
No: e nella realta che devi cercare l’ispirazione.

(PR | =
Corriere dela Sera Domenicy A |
u%m

Premi/ 1 _———
Il Lattes Grinza . conl
ne t Sl Sumnna sonno (traduzione di Martina Premi/ 2
o .12 statunitense Karen Russell
iﬂ;?eng:fan? i L"‘:"’“mh:l:;mmnmm&mm Per Jan Brokken /
ssell oot Giaviaisy il Chatwin
"Nﬂelemyzsml&lm»osmue e allacarriera

mons Safran Foer
Mm%) Inquesta edonedstato

‘dazione ma curiositd, che Drimo segna.
Je di quella che chiamiame, S
una sublime testardaggine.
ché Feh quel u;:io gl estarday
untare al cuore delle cose, finisci
FnlornoA Noi no: dovevamo andare m&m
Nuoya [ot0, Un enorme autotreno in marcia |
nel buio della notte con sopra una trave
{tata: «A un certo punto Bordaz, I en?m
patore di cul parlayo, ¢i convocd dicendoci chy
le imprese francesi avevan fatto cartello; non:l |
poteva far niente. Andammo diri
Hou: “Cilascl fare | pezzi delf edmdod,.d.é’;
mo nol andandoli a prendere a “Tokio alla
pon Steel 0 in Germania alla Krupp. Eh dL T
Giappone era lontano ¢ la Krupp ricordava ai
francesila Grosse Berta, il cannone a lunga git-
tata usato dai tedeschi nella Prima guerra
. rarsi! E cosa ci disse Pompi-
‘dow “Fate arrivare | pezzi di notte. Non fatevi
vedere”. Hai voglia! Ma mal mollare! Queste
travi erano lunghe cinquanta metri. Ce le por-
avano alle tre di mauln: \el’pund phi delica-
e o

laueunadmmpoilﬂowlmﬁwmm

vava in cantiere la trave veniva messa su, subj-

10.. Ecos:,d]uamoch!nonslpuodkechgmn
seneaccorsen&uno ma quasi».

‘Ecco il disegno tecnico di uno dei pezzi

del gynlesm «meccano» usato per fare il Be-

«Questo dwmvldkvq!mlndo—

vet studiare per E la testa di una

trave. L'abbiamo raua a mano: non c’enno

cemmo 10 mila disegni. Diecimila. Mg&ouh
ﬂmmwwmnon cambia niente. E Ia testa
che civuole petdlsegnam Senons:ihﬂo,se

non sai costruire, &
sdapezdue- Almshde,lal’o(oﬂa!hlmdd-
I'«astronave» nel cuore storico di Parigi: «Bi-
sognava essere matti per fare una cosa cosi.
Noxloenvamo ‘Ho l'ufficio a poche decine di
metri.. Gpwodamnogmﬁomo BognlvoL

tami d

re». Rid foto, {1 Beaubourg che
sllltetdln(omo dlbde(dcl CONCOISO, alqulle
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L'amore e anche |la grande speranza per |a
vita pubblica, il grande antagonista degl
insulti e dell'odio che sono in quanto tali il
contrario di quel che veramente e |la vita

Martha Nussbaum
L’intelligenza delle emozioni
... sull’Ulisse di James Joyce

Il Mulino, 2009



Un piccolo libro ... davvero bellissimo

DANIE

| PENNAC
| LORO

SIAMO NOI




Pennac- Loro siamo noi

¢ un womo, una donna, un bam-
S hino saffrono & nessuno voole

soccorretli, vi capitera di sentine
di tutto. Tutte le scuse. wutre ke giusti-
ficazioni, tute le buane yagieni per
non tendere lora la mana,

Appena si tratta di non sucare
quelcuns, sentiama di tutto,

A cominciare dal silenzio.

Se guell'womo, quella donoa, gael
bumnbine che saffrons nan sone soli
4 sofrire, se ©'é una puerra alle na-
stre porte, se senao miglizia, decine
i miglisia, centimaba Ji migliaia, for-
se un mibone 2 chiederc aiuta, nan

"l
B,



Loro siamo noi

Pennac-

“ANIANLIITOW




“Occorre sbarazzarsi
= del cattivo gusto

- di voler andare

| d’accordo con tutti.
- Le cose grandi ai grandi,
gl abissi ai profondi,

le finezze ai sottili
e le rarita ai rari.

Friedrich Nietzsche




In momenti difficili e di guerra
(rischio di guerra civile globale — H Arendt)
come quello attuale,
occorre ri-pensare al ruolo della medicina e dei medici,
della ricerca e dei ricercatori
come sostenitori attivi
della pace, del disarmo e della solidarieta
contro il potere come forma di violenza (A Einstein)
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