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Domestic Violence Interventions in Social and
Health Care Settings: Challenges of Temporary
Projects and Short-Term Solutions

Marita Husso, Marianne Notko, Tuija Virkki, Juha Holma,
Aarno Laitila, and Heli Siltala

Abstract

Social welfare service and health care providers are in a key
position to implement successful domestic violence (DV)
interventions. However, it is known that DV intervention and
prevention work is often lacking in coordination and continuity.
In addition, the limited resources, hectic work pace, and changing
practices negatively affect the development of successful ways to
prevent and intervene in DV. This qualitative study involving 11
focus groups, composed of social welfare and health care
professionals (n = 51) in a midsized Finnish hospital, examined
the challenges and possibilities within DV interventions and the
adoption of good practices produced by a DV intervention
development project funded by the European Union (EU). The
results show that short-term development projects, amid the
pressure of limited time and resources, encounter serious
challenges when applied to wicked and ignored problems, such as
DV. Developing successful violence intervention practices

requires a broad understanding of the challenges that rapid



development projects present to professionals and social welfare
service and health care practices at the organizational level.
Hence, the implementation of good practices requires continuity
in managerial and organizational support, distribution of
information, documentation of DV, awareness raising, education,
training, and agreement on basic tasks and responsibilities.
Otherwise, the failure to continue development work derails the
results of such work, and short project durations lead to
unnecessary work and the need to reinvent temporary work
practices time and again. Short-term interventions provide
inefficient solutions to the problem of DV, and a built-in
organizational structure can prevent the misuse of organizational

and human resources.
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Domestic Violence Interventions in Social and
Health Care Settings: Challenges of Temporary
Projects and Short-Term Solutions

Domestic violence (DV) is a serious social welfare and public
health concern. Since the end of the 1970s, awareness of violence
in intimate relationships has been increasing in Western
countries. One important outcome of this raised awareness is that
DV has started to be perceived as a public, rather than private,
problem. DV became part of global social policy when it received
the acknowledgment of the United Nations. This new recognition
occurred owing to pressure by feminist groups, and DV is
increasingly being recognized as a human rights violation and a
welfare issue in diverse settings because many countries lack such
recognition or mechanisms to address the issue (Hester, 2005;
Virkki, 2017).

In comparison with other Western, and especially Nordic,
countries, Finland is an exception in many regards concerning
combating violence. Although Finland has been a pioneer of
gender equality in politics, education, employment, and welfare
services, responses to DV have occurred only since the 1990s
(Clarke, 2011; Corradi & Stockl, 2016; Kantola, 2006; Virkki,
2017). In addition, statistics indicate that the overall number of

homicides in Finland is high in comparison with Western
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European and other Nordic countries. According to Finnish
homicide statistics from the period 2010 to 2017, 60% of adult
female victims of homicide have been killed by a spouse,
companion, or ex-companion (Lehti, 2018). Furthermore, the
results of a European Union (EU)-wide survey on violence
against women (European Union Agency for Fundamental
Rights, 2015) show that Finland is the EU’s second most violent

country for women.

DV has a notorious impact on well-being. The consequences are
often traumatizing, marginalizing, and lingering. DV leads to
mental and physical illnesses and human suffering, and bears
significant costs for police, the judicial system, and the health care
and social welfare service system (Campbell, 2002; Ellsberg,
2015; European Institute for Gender Equality, 2014; Husso et al.,
2017a; Piispa & Heiskanen, 2000; Virkki et al., 2015; World
Health Organization, 2013).

Research has shown that people seek help for injuries caused by
DV and symptoms related to it mainly through social welfare and
health care services. Thus, social welfare service and health care
providers could play a key role in identifying victims of DV and
in helping them, but intervention in violence is rare. Several
studies have reported that social welfare service and health care

professionals do not ask their clients about violence sufficiently
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and do not recognize when violence has been perpetrated even in
cases where signs of physical violence are clearly visible
(Bacchus et al., 2003; Husso et al., 2012; Krug et al., 2002; Lavis
et al., 2005; Piispa et al., 2006; Robinson & Spilsbury, 2008).
According to research, both recognition of the existence of DV
and interventions in cases of DV are lacking, and there is an
urgent need for training and education of health care and social
welfare professionals on DV in Finland (Husso et al., 2012;
Leppékoski et al., 2014; Niklander et al., 2019; Nikupeteri, 2017).
Niemi-Kiesildinen (2004) compared the number of homicides and
domestic alerts and reports of offenses to police in Finland,
Sweden, and the United States. She concluded that the main
problem in Finland has not been the number of violent offenses
but the lack of intervention, which then allows the violence to
continue. This has led to high mortality rates, multifaceted health

problems, and lingering vicious circles of violence.

Social welfare and health care workers not only have difficulties
in recognizing the consequences of violence and the traumas that
it causes but also struggle to understand what they see as the
passive behavior of victims of violence. Often, victims’
depression or inability to solve violent situations is considered the
cause of violence rather than the obvious consequence of violence
(Dichter & Rhodes, 2011; Koistinen & Holma, 2015).

International research on the topic has also shown that
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perceptions of, and attitudes toward, DV often hinder
interventions in violence (Friedman & Loue, 2007; Keeling &
Fisher, 2015; Pratt-Eriksson et al., 2014; Ramsay et al., 2012).
Yet previous research indicates that having encountered violence
among family or friends may increase the quality of care that
welfare professionals provided in violence-related cases. While
personal experiences of violence are common among welfare
professionals, interestingly, these experiences do not seem to
necessarily generate empathic responses toward victims (Bracken
et al., 2010; Christofides & Silo, 2005).

Understandings of DV and attitudes toward it affect people’s
behavior and organizational practices; they also affect the
organization of social welfare services and decisions concerning
welfare policies and legislation. Although the extent of violence
and the problems that it causes have long been known, and DV
has been recognized as a gendered power question, a human
rights violation, and a wicked social problem, there is still a need
for more effective interventions by the welfare state (Corradi &
Stockl, 2016; Husso et al., 2017b). There is no single definitive
or simple formulation of a wicked problem like DV. Wicked
problems consist of a complex cluster of symptoms, causes, and
consequences. In many cases, it is unclear who should solve these
problems. New practices are required that combine the existing

know-how and resources of relevant professional groups (Head
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& Alford, 2015; Jordan et al., 2014; Kazdin, 2011; Rittel &
Webber, 1973).

This article presents an analysis of the challenges posed, and
possibilities offered, by intervening in violence. It also looks at
the adoption of good practices yielded by DV development
projects from the perspective of institutional practices of what has
been called a project society (Sulkunen, 2007). In addition, the
article examines and discusses the problems that development
projects face, following Finland’s accession to the EU, in light of
the number of social welfare and health care services supported
by project funding having significantly increased (see
Abrahamson, 2004; McGivern et al., 2018; Sulkunen, 2007).

This study was based on findings from an EU-funded research
and development project called Violence Intervention in Special
Health Care (VISH). The research took place in a midsized
Finnish general and psychiatric hospital. The aim of VISH was to
create a research-based, transnationally valid model for
intervening in violence in close relationships in specialist health
care and to strengthen the channels for offering help to victims,
perpetrators, and families suffering from violence. We developed
a project model to identify DV survivors through a set of
questions and, when necessary, referred the survivors to a team of

professional psychiatric nurses and a social worker. The purpose
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of the project was to identify as many survivors of violence as
possible and provide them with the needed support from the
hospital or its affiliated networks. The hospital was a good
research site because it is part of the Finnish universal public
health system and, thus, the patients come from diverse
backgrounds, which translates to maximal variation in terms of
socioeconomic status, race, ethnicity, language, nationality, sex,
gender identity, sexual orientation, religion, geography, ability,
and age.

VISH was an exceptionally large public-sector research and
development project in the Finnish context, and no
comprehensive  projects had previously been designed
specifically for the social welfare and health care sector. The
Ministry of Social Affairs and Health (2019) is responsible for the
planning and steering of the prevention of domestic and intimate
partner violence and, according to the current Social Welfare Act,
the municipalities are obligated to provide support and services to
those who have experienced violence or abuse. Despite the
existence of national strategies, development projects, and good
practices, there is no established DV services network in Finland.
Instead, practices vary by municipality or health or social welfare

unit.



Based on the analysis of the focus group interview data collected
for the project, we show how the implementation of the DV
intervention service model has succeeded in practice. We discuss
elements that have both hindered and eased the implementation
of this service model. We ask what the critical points are in the
service system in terms of intervention in DV and what the
successful implementation of good practices requires for these

practices to become established organizational activities.

Data and Method

We obtained the data from 11 focus group interviews with 51
special health care professionals (doctors, nurses, psychologists,
and social workers). Six of these interviews were part of the pilot
study units of the development project in 2009 and five were part
of the same units in 2013, 2 years after the development project
had ended.

As a rule, focus group interviews are guided and supported by
researchers and focus on a specific topic. Typically, focus group
interviews are used to elicit participants’ opinions and attitudes
regarding the phenomenon under discussion. The literature on
focus group interviews underlines the importance of putting

groups together so that they are to some extent homogeneous,



based on the participants’ prior knowledge, as this facilitates
discussion (Farnsworth & Boon, 2010; Fern, 2001; Markova et
al., 2007). We took this point into account when forming the
groups. However, the study faced one limitation: As the
participants were professionals who volunteered to participate in
the study, the research team did not control the distribution by,

for example, age, gender, or ethnicity.

During the first data collection phase in 2009, we interviewed six
groups of three to seven people. The researcher and research
assistant led the discussion, which concerned the issue of
encountering DV during their work. The participants in these six
focus groups were 30 social welfare and health care professionals:
doctors, nurses, social workers, and psychologists. Four of the
groups consisted of representatives of one profession only. The
other two groups were multi-professional, but the participants

worked in the same unit.

During the second data collection phase in 2013, there were five
focus groups consisting of three to six interviewees. Two
researchers from the Academy of Finland project led the
discussion, which concerned both the issue of encountering DV
at work and the uses and usefulness of the service model
developed in the project. The five focus groups consisted of 21

health care professionals: doctors, nurses, social workers, and
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psychologists. Four of these groups consisted of representatives
of one profession only. The other group consisted of social
workers and psychiatric nurses who had familiarized themselves

with the service model.

The second round of interviews was organized in the same units
of the development project, where the questionnaire was first
tested. Some of the focus group interviewees had participated in
the first round of focus group interviews, but for practical reasons,
such as changes in personnel, half of the participants in the second
round of interviews were new personnel. The focus group
discussions were guided by a set of thematic, semi-structured
interview questions concerning the ways in which participants
perceived their possibilities for taking professional action when
encountering problems related to DV and their attitudes toward
DV and people seeking help for this problem. Of special interest
was whether it would be possible to follow a routine procedure

for asking about DV.

The first focus group discussions, conducted in 2009, mainly
concerned experiences of, and attitudes toward, DV as well as
perceptions of the possibilities of using the service model
developed for intervening in DV in specialized health care.
During the second round of discussions, carried out in 2013, we

focused on employees’ experiences of using the service model



and its usefulness. We asked about the factors that had made the
implementation of the service model difficult and those that had
eased the introduction of the service model; the critical points in
the service system in terms of intervening in DV, identifying it,
addressing it, and in guiding victims of violence to use the
services provided for them; and the possibilities and challenges
that the different units and representatives of different professions

have for intervening in DV.

The focus group discussions were about 1% hr in duration. They
were video- and audio-recorded and then transcribed verbatim.
We used qualitative content analysis as the method for
interpreting the interviews and examining the data (Kohlbacher,
2006; Silverman, 2006). For ethical reasons, all identifiable
references to the focus groups and interviewees have been
eliminated from the quoted interviews. In the cited extracts, G
refers to the focus group, P to the participant, and R to the

researcher.

According to the World Health Organization (2001), ethical and
safety recommendations for DV research and the safety of both
respondents and the research team are paramount and should
infuse all project decisions. In fields concerning sensitive issues,
ethically appropriate research requires much more than formal

assessments or ethical board reviews. Within this project, we
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followed the principles of staying alert and ethically sensitive
throughout the research project and reflecting on the
consequences of all actions (Notko et al., 2013). The research
plans were approved by the ethical boards of the Central Finland
Health Care District (2009) and the University of Jyvéskyla
(2013).

Results

Establishing the Service Model of Intervention in Violence as a

Practice

Implementing the results of development projects is challenging.
This also holds for the project under study. What emerged from
the recent interviews suggests that since the 2009-2010 pilot
study period, in which the five units participating the project, the
use of the service model has, in all but one unit, declined or
stopped altogether. This happened even though all employees
participating in the project recognized the model as a good
working model, and it received the organizations’ official
approval as a routine practice. Furthermore, the model was
included in the organizations’ procedure guidelines as well as
national guidelines to be adopted as a policy and procedure for

identifying and responding to DV in health care. However, some



of the second-round interviewees, half of whom were new and
half of whom were old employees, had not familiarized
themselves with the service model at all. Some interviewees had
never seen the key questions about DV to be used with clients and
some were unaware of all of the practices of the developed service

model.

At least I have a feeling that it hasn’t quite lasted and stayed
active here if we have never even heard of it. And
particularly since people here change all the time,
information hasn’t really been passed on. (G3P3)

The data from these interviews show that one of the major
challenges of the project concerns the responsibility for
disseminating information and informing personnel about the
existing practices. In some units, the personnel knew about the
service model, but its use was moderate or variable, depending on

the person on shift.

Well, it’s quite familiar, but I must say that, in practice, I
have not really had much to do with it other than I’ve seen
that the questions have been or have not been asked. Only
once have | myself asked these questions. (G1P3)

In one of the six pilot study units, the interviewees considered the
service model an essential part of their work. This unit contained
one employee, who, from the outset of the project, had taken

responsibility for disseminating information on the project and



familiarizing new employees with the model. This employee had
also managed to convince other workers of the project’s
importance and persuade them to take responsibility for the
continuation of the service model. Going through the key
questions and instituting further measures, required due to the
experiences of violence revealed in the answers to the key

questions, had become a normal, routine-like practice in this unit:

In this unit, it’s really systematic . . . perhaps not with all of
us, but the situations don’t always allow you to ask the
questions (about violence), and it’s not wise in all situations,
either. But it’s daily. (G1P4)

When asked whether the reporting of violence had diminished or
stopped in all but this one unit, the answers indicated that the
number of reported incidents of violence had significantly
declined. Consequently, the number of clients referred to the team
of professionals specialized in working with violence had
decreased significantly since the piloting of the service model and

the end of the development project:

G5R2: Why did the number of contacts with the DV specialist
team decline after the project finished?

G5P4: 1 think it’s about asking the questions, about addressing
the topic.

G5P6: We did receive then—perhaps a few years ago—clients
were advised to contact our team. And since then, there’s
been a clear drop in the number of contacts.

G5P4: 1 would say it’s tied to people not asking about violence
so systematically anymore.



G5P4: Yes, at the beginning, there were some serious cases of
violence, incidents that had just taken place, and we were
involved, but not so much anymore. It’s as if they vanished
somewhere.

It seems that the decline in the number of questions asked about
violence and addressing violence, or stopping to ask these
questions at all, resulted in a significant amount of violence being

concealed from employees.

Simultaneously, in many situations, the services provided by the
DV specialist team and expertise in one’s own unit were not being
utilized. Asking about violence, going through the key questions,
and reporting the results—or not reporting them—have long-term
societal consequences as written documents are significant
generators of the social reality. Undocumented phenomena vanish
from sight and, thus, cease to exist both as phenomena and as
parts of the organizational memory (Ferraris, 2013). This has an
impact not only on structural solutions for organizing services and
on borderline negotiations and prioritizations  within
organizations but also on individuals’, such as employees’ and
clients’, perceptions and experiences of such phenomena as
violence and its significance, seriousness, prevalence, and

importance as a health issue and a threat to welfare.
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Problems With Implementation

The interviewees considered the developed service model to be
very good and, likewise, viewed addressing violence as
important. However, employees in all units gave several reasons
for not bringing up violence in conversations with clients and
stated that going through the key questions in their particular unit
was problematic. The most common obstacles to implementing
the service model included a lack of suitable space, a hectic pace
of work, scheduling problems resulting from shift work, and a
lack of information. They also considered addressing violence
and going through the key questions as difficult and a potential
addition to the existing high workload:

G1P3: Often, it’s like that, in general, we have a positive
attitude towards this, but combining various care tasks is
very difficult in itself, so asking about violence has been
seen as difficult.

G2P2: Then this snowball effect begins. The number of tasks
left undone keeps getting higher, so we try to keep it as low
as possible. If you come here because of a flesh wound, let’s
take care of the wound. We ask where it happened, but we
try to confine the matter within as narrow a compass as
possible.

The increase in the number of tasks and matters to take care of

was a general reason for not using the service model for



intervening in violence. As the discussion continued, the
interviewees most often explained not asking questions about
violence by referring to work-related obstacles, such as the lack

of suitable space and hectic pace of work:

G1P4: It would be easier if we didn’t have to think about how,
where, and when to take it up.

G1P3: Like, I was in the linen closet with this client without a
chair, and all the time there was somebody at the door asking
if they could come in to get some linen. There was no other
place (for going through the key questions). So, I felt the first
problem was the place where the questions were asked.

G2P1: | remember that one night, | had six people (who said,
when asked, that they were victims of violence), and they all
came before the early morning hours. It was quite hectic.

G1P4: You could say that it takes time and cigarettes; that’s
what it’s like. Like, it’s not just about us making one phone
call and redirecting people. Like, you must be prepared. The
pace is hectic; clients turn up every half hour, and you should
already be doing something completely different.

In addition to questions of space and the hectic pace of work, the
problem of matching shift work schedules and the availability of
the team specialized in working with violence emerged from the
interview data. The special team is available during office hours,
but most violent incidents take place during evenings, nights, and

weekends:

G2P1: They weren’t available during weekends; that was the
problem then.

GIPS5: ’'m afraid of the situation when this comes up in
reception or during night-time—like, “Wait a minute; what



should I do?” Particularly since the special team is not
available in the evenings or at night, we’re left to deal with
the client. This is something | fear—Ilike, what would | do
then?

The interviewees also mentioned uncertainty about what further
actions to take as one of the reasons for not broaching the subject
of violence in conversations with clients. Although the health care
district’s database includes a chart of the services created during
the development project, some interviewees did not know where
to direct clients who had experienced violence or whom to contact

in such cases:

G4P5: The number should be clearly visible somewhere, so
that you don’t have to look for it, search for it on the internet
or phone the call centre or someplace else.

G4P2: | think that half my working hours are spent on calling
various people and places to find numbers for redirecting
clients.

G4P1: Aren’t they on the development project’s form—the
numbers for redirecting people?

G4P4: Oh, do tell us, too.

G4P1: Are they there?

In addition to increasing their workload and encountering
practical problems, such as lack of time and space, some
interviewees mentioned uncertainty about the availability of help
and possible need for follow-up measures as an obstacle to raising

questions about violence with clients. The employees would



prefer to receive feedback on whether a client had been redirected

to further services and whether the client had received help or not:

G1P4: | think the most horrible thing is that we first ask these
questions and bring up violence as an issue and promise help
that the client then never receives.

G2P3: Like, we give them the tools, and when they have used
them, we take them away. At times, | wondered how the
matter was handled, whether anybody really intervened in it,
whether the client got any help or not.

The above data show that problems in disseminating information
have, in many ways and at many levels, been significant
obstacles to using the service model for intervening in violence
since the pilot study. According to the interviewees, in addition
to information regarding the service model not being circulated
between different units within the organization, and not even
within units (excluding one), there has been insufficient follow-
up with clients and victims of violence who have been redirected
to the DV specialist team. Problems in distributing information
and making information available to new employees have long
been recognized as obstacles to the implementation of short-
term development projects. Developing organizational practices
is based on multifaceted collective learning and an exchange of
experiences. At different times, learning and the exchange of
experiences have been understood and conceptualized in
different ways. The understanding of the nature of development

prevalent at any given time has also guided the research—



development interaction in practice and, simultaneously,
attitudes toward the distribution of information. Opting not to
disseminate information on the results of development projects
and inform new employees about existing practices continues to
be a common problem for development projects. This is the case
despite the fact that the devastating consequences of problems
in disseminating information both within the social welfare and
health care sectors and between actors in various fields and units
have repeatedly been highlighted and reported (e.g., Ciborra et
al., 2000; Stephan et al., 2016; Striimpel & Hackl, 2011).

Development Project Fatigue and Changes in Attitude

In addition to discussing discrepancies in the organization of tasks
and implementation of the service model for intervening in
violence, and problems with the distribution of information, the
interviewees clarified the challenges of coping with victims of
violence or of bringing violence up in conversation with clients,
such as development project fatigue. Many interviewees
confessed that the biggest obstacles to asking about violence were

“inside their own heads”:

G1P4: At least, if I think about my own case, when we started
talking about this, 1 had a very strong opinion against it
then—Ilike, my goodness, all the things we need to do. Like,
| think that the biggest obstacle (to bringing violence up) is
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in one’s own head. My case went like, at first, | strongly
opposed it and right away thought, “Never in my life. This
will not work out; nobody has time for this. This is
downright awful; this doesn’t suit us at all” . . . awful chit
chat for several weeks, until | had to do it, and then my
opinion changed completely.

G1P3: Like in many other things, too.

G1P4: Yes, just like that, but the biggest obstacle is there right
in one’s own heads. And when we had the first cases, when
somebody really benefited from the discussions, | began to
think about it from a different angle.

Part of the resistance to implementing the service model for
intervening in violence concerns the unique quality of DV. In
particular, DV between adult partners often evokes contradictory
feelings. Many people still consider DV to be a private matter,
which is the responsibility of those involved in it and, thus, does
not warrant interference from outsiders (Husso et al., 2017c).
However, opposition to new projects and practices does not

always depend on their purpose or content.

In addition to the challenges posed in the present instance of
encountering victims of violence, some of the resistance and
negative attitudes toward projects in general can be explained by
employee development project fatigue. Many employees,
especially in health care, are weary of, and frustrated with, a
succession of disparate development projects involving tasks that
do not become established as permanent practices and, thus, do

not logically advance development work. The following



interviewees’ comments show frustration with any new

development projects that relentlessly follow one after the other:

G1P4: But | do think that this is a good tool, in a way,
anywhere—here or in any other unit—but the thing is that
the employer should understand what it means to the
employees. This is it. We are the ones who have to process
these things then, and it should somehow count in the
resources. Like, it shouldn’t be a kind of never-ending thing;
like, we can’t be expected to just move on: “Here’s a task
and the next task, and yet another task.”

G1P3: I don’t think that it’s just about us being lazy or
ineffective, because this shit keeps coming at us all the time,
so at some point it reaches the limit of “no more.”

The ever-expanding amount of development project work and
projects that follow in seemingly endless succession have also
begun to face critique in the public arena. Increasingly, these
projects are referred to with negative metaphors. People talk
about project fatigue, project chaos, project circus, project jungle,
and project avalanche, and they refer to project development and
the continuous presence of change by discussing development
fatigue and becoming inured to thinking about development
(McGivern et al., 2018; Santos et al., 2014). The multitude of
development initiatives and the organizational chaos that ensues,
as well as employee exhaustion and a tendency toward cynicism,
have been labeled a problem cluster typical of our times
(Abrahamson, 2004). Uncontrollability, discontinuity, and
fragmentation are characteristics associated with the over-


file:///J:/WatchFolder/PROCESS/JIV898438.docx%23bib47
file:///J:/WatchFolder/PROCESS/JIV898438.docx%23bib0

abundance of development projects. A lack of basic work
resources and too hectic a pace of work are considered reasons

for criticism of development projects.

When a busy phase ends, and employees have time and space to
familiarize themselves with a development project, those tired of
being forced to implement one project after another may well
change their minds and attitudes. Many of the interviewees in this
study stated that during the experiment, they had realized that
when screening for the presence of violence, they encountered
surprises. First, the screening questions did not take as much time
and work as they had expected. It took only a few minutes to ask
the screening questions, and clients’ responses were much more
positive than the interviewees had expected. Second, at the
beginning of the development project, many said that they
thought they would easily be able to recognize clients and patients
suffering from violence. However, they reported that, contrary to
their expectations, after having raised the issue of violence and
asking the key questions, they noticed that victims of violence are

not necessarily identifiable without asking direct questions:

Very often, the person who has faced violence is somebody
you’d never think would suffer from such a problem—Iike,
it comes as a surprise. Like, you can’t really tell with
everybody (G1P4).



In addition to having to question their own assumptions, many
interviewees said that they were surprised at how many clients
and patients were grateful and relieved that they had been asked

about violence:

G2P1: Yes, we got positive feedback, and | think that we
should continue this because, underneath these small
problems, when asked directly, there is a deep sorrow that
causes all kinds of issues behind the facade. | remember that
in one case, the client had answered the first few questions
and gave a long sigh, and then asked if she could really talk
to me. And she told me. And she had experienced
devastating violence, really, and the process was still going
on, all the time.

G2R1: Do you think it would have otherwise come up [without
being directly asked about]?

G2P1: No, I don’t think so.

Those who admitted that they had initially opposed the new
project and bringing up violence in discussions with clients
explained in the interviews that they subsequently considered the
service model to be worth keeping and developing further. Many
of those who had tried to implement the model hoped that their
superiors would adopt a more positive and supportive attitude
toward it, and they also hoped for support for it from their

organizations.

G5P6: A lot of difficulties have been caused by the
organization. When the project ended, there was no guidance
or training, nobody you could contact about these things. It
was kinda left hanging in the air, this thing.



G5P2: It’s very important that higher management is strongly
committed to implementing new practices. Without their
support, it doesn’t work, and there was a slight problem here:
not everybody was committed. The project ended and we
were kinda left with nothing, really.

The ongoing implementation of good practices developed in a
project requires overcoming practical problems and difficulties in
the distribution of information, clear agreement on the
organization of tasks and assignment of responsibilities and
duties, and managerial and organizational support for changes in
practices. Previous studies have shown that the possibilities for
implementing practices developed in a project and changing
existing practices increase as the number of people involved in
the process increases. Thus, real changes in practices require the
participation of both managers and workers. This process is not
about the execution of a plan as such but a continuous, long-term
effort to find solutions to emerging problems through
collaboration. The inability to dedicate organizational resources
efficiently and absence of ongoing development work easily undo
the results achieved (Billet, 2016; Ciborra et al., 2000; Santos et
al., 2014). In addition, there is a serious need for education on the
phenomenon of DV and training to ensure that the people who
provide training for professionals have access to suitable learning
materials on DV to provide effective means of improving DV

screening, identification, and intervention.
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Conclusion

The accumulation of projects has been perceived as the public
administration’s way of adapting to the strengthening of global
market forces and as a means of improving the efficiency and
cost-effectiveness of services and meeting the need for
organizational downsizing in the spirit of New Public
Management (Leegreid & Christensen, 2007). The growing
number of individual, short-term development projects has also
been interpreted as a process of shifting away from a welfare state
to a society that distributes the responsibilities of welfare
provision more broadly and, from there, to a project-based society
that tackles more limited phenomena and clearly defined
problems. What characterizes these projects is that their existence
is tied to achieving, within a defined period, the goals that have
been set for them. However, goals in welfare services can rarely
be singled out for achievability, and the need for services does not
cease as a result of the action taken (Bryson et al., 2014; Hirvonen
& Husso, 2012; Kajamaa, 2011). On the contrary, welfare
services are tasked with solving very complex, wicked social
problems.

The service model was, and still is, considered functional and
well planned, fruitfully combining existing know-how and
resources. However, development projects typically suffer from

two problems: their short-term duration and the interruption in the
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practical implementation of their outcomes. Most of the good
practices developed during the project were not adopted after the
project ended; in other words, the application of the outcome was
left hanging in the air.

Problems in distributing information on the service model, both
within and between units, were ultimately fatal for the service
model after the project ended. Furthermore, enabling the
implementation of the service model, partly owing to a lack of
devolution of responsibilities and coordination of tasks, turned
out to be difficult. A lack of resources and failure to reorganize
basic tasks in the different units to make the service model
applicable also proved to be obstacles. In the current
organizational situation, among an avalanche of projects,
employees’ tasks must be as clearly defined as possible. In
practice, when the sheer amount of work threatens to snowball
uncontrollably, the most rational solution, from both the
organizational and employee points of view, often seems to be
excluding everything extra, including the implementation of
project outcomes.

Limiting the tasks that one takes on is often a well-advised and
reasonable means of survival. However, it ignores the opposite
snowball effect: When, for example, violence is not taken up with
clients or directly asked about, it is also not reported, documented,
or archived in various databases. Consequently, undocumented

incidents of violence become invisible and cease to exist both as



phenomena and as parts of the organizational memory. The
significance of reporting and archiving documents is based on
their ability to generate or establish an action or task and to enable
these in contexts other than their original context. Asking about
violence, going through the key questions, and reporting the
results—or not reporting them—~have long-term consequences in
present-day society, where written documents are significant
generators of social reality. Undocumented phenomena vanish
from sight and, thus, cease to exist both as phenomena and as
parts of the organizational memory. When social welfare and
health care services overlook the phenomenon of violence, the
volume of violent incidents and their consequences are not
understood and interventions in violence remain unimplemented
(Ferraris, 2013). This affects not only structural solutions for
organizing services and borderline negotiations and
prioritizations within organizations but also individuals’, such as
employees’ and clients’, perceptions and experiences of such
phenomena as violence and its significance, seriousness,
prevalence, and importance as a health issue and a threat to
welfare.

It should also be remembered that an unaccomplished
intervention in violence is also economically an untenable
solution. The millions of euros invested in short-term
development projects, the results of which are not ultimately

made use of, add up to a significant amount of money; however,
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project funding is only a drop in the ocean in comparison with the
indirect and direct costs of violence to society (Decker et al.,
2012; Piispa & Heiskanen, 2000). When the implementation of
development project results fails and the distribution of
information is ignored, short-term projects often mean
reinventing the wheel time and again. Short-term savings, which
resemble robbing Peter to pay Paul, are often not the choices of
individual organizations but are forced actions resulting from
fiscal guidance mechanisms, which can lead to a significant waste
of economic and human resources in the long run. It is also worth
remembering that in addition to economic losses, violence causes
a wide range of social and health problems, human suffering, and
premature mortality. Developing successful violence intervention
practices requires a broad understanding of the challenges that
rapid development projects present to professionals and social
welfare service and health care practices at the organizational
level. To be able to meet these challenges, comprehensive
education on DV, and how to face and intervene in violence is
needed (Niklander et al., 2019). The broad interest in violence
studies programs and continuous online training for identifying,
preventing, and intervening in violence shows that there is an

increasing demand for such education.
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