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THE INTERNATIONAL RESCUE COMMITTEE: Since 1996, the IRC has implemented
specific programs to promote and protect the rights of women and girls in contexts
affected by acute and protracted emergencies. The IRC has earned a reputation as a
global leader with unique
que knowledge, expertise and capacity in GBV response and
prevention programming.
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MODULE 1:
INTRODUCTION
MODULE 1 sets the tone for the training, engages participants in discussion and
interaction, and helps to build a team environment. It also ensures that participants are
working from a comment understanding of gender-based violence over the course of the
training.
NOTE: Section 1.1 corresponds to the training curriculum but does not appear in full here. Here the IRC
provided an overview of the evaluation of the IRC’s GBV Emergency Response & Preparedness training.
The IRC follows up with trained responders for a period of 30 months through an online network. This
allows the IRC to provide ongoing support and tools during emergency response, and to evaluate
approaches to strengthening GBV emergency response and preparedness capacity.

1.1: TRAINING OUTCOMES & EXPECTATIONS



Learning objective: Review expectations and training outcomes. Establish
group ground rules.
The problem of gender-based violence (GBV) in humanitarian settings has gained
traction in recent years, with increased attention to the risk and severity of violence
women and girls face in crises such as Pakistan, Haiti, Libya, and Côte d’Ivoire. Gradually,
this has led to recognition of how conflict and natural disasters can also weaken social
structures and, as a result, increase women and
girls’ exposure to abuses in the long term.
NOTE: For the purposes of this
handbook, the terms emergency and crisis

The development of international guidelines,
are used interchangeably and apply to both
most prominently the Inter-Agency Standing
conflict and natural disasters.
Committee (IASC) Guidelines for Gender-Based
Violence Interventions in Humanitarian Settings, has been critical in helping to keep
women and girls on the emergency agenda.1 These guidelines have also promoted
greater understanding of GBV response priorities and standards. Despite this, many
humanitarian actors and policymakers do not yet view violence against women and girls
as an issue that warrants urgent response during emergencies. There is a failure to
prioritize the needs of women and girls, leaving GBV largely unaddressed for weeks,
months or years after emergency onset and resulting in long-term consequences for
individuals, families and communities. This also means a more limited allocation of
resources for GBV programming and a dearth of GBV experts that are prepared to lead
effective response efforts.

1

Inter-Agency Standing Committee, Guidelines for Gender-Based Violence Interventions in Humanitarian Settings:
Focusing on Prevention of and Response to Sexual Violence in Emergencies, 2005.
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Over the past decade, the IRC has identified some key lessons in designing and
implementing GBV programming:
•

A one-size-fits-all approach to GBV programming in emergencies is not effective. A
consistent but flexible framework is necessary.

•

Establishing GBV services in an emergency context is not the same as establishing
GBV services in a protracted or post-conflict context and thus, the skill set of staff to
initiate responses in emergency settings should be recognized as related but distinct.

•

When designing interventions in emergency settings, responders must consider and
begin to incorporate efforts to address the long-term needs and rights of women
and girls.

•

GBV programs must be established at the earliest possible intervention in order to
support women and girls and protect them from violence.

The IRC Women’s Protection and Empowerment Unit established an Emergency
Response & Preparedness Initiative in response to these lessons and the lack of
recognition of GBV programming as an urgent response priority in emergencies. The
Initiative includes capacity-building efforts, resource development (including the
Emergency ToolKit), remote support to trained responders, and evaluation, learning and
advocacy. This Participant Handbook, GBV Emergency Response & Preparedness, is part
of these IRC efforts to equip a cadre of field-based practitioners with the skills and
knowledge necessary to effectively and rapidly launch a response to GBV in
emergencies. The content of this Participant Handbook and the accompanying
curriculum is designed to complement existing training materials and resources
developed by other agencies and experts, and operationalize key guidelines, including
those from the IASC.
By the end of regional and web-based learning sessions, participants will have the
theoretical knowledge and practical skills necessary to:
•
•
•
•

Adapt and use appropriate information collection tools to lead rapid
assessments in emergency settings;
Generate and prioritize recommendations for action, in line with international
best practices;
Design and initiate interventions to respond to and prevent GBV in emergencies;
And, initiate planning for longer-term GBV programming as the emergency
stabilizes.
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PRINCIPLES OF THE TRAINING
All content within this training is guided by principles outlined in key guiding documents,
including the UNHCR guidelines on sexual violence response and prevention.2 These
include:
1. Ensure the physical safety of the survivor(s).
2. Guarantee confidentiality.
3. Respect the wishes, the rights, and the dignity of the survivor(s) when making any
decision on the most appropriate course of action to prevent or respond to an
incident of GBV.
4. Ensure non-discrimination.

2

United Nations High Commissioner for Refugees, Sexual Violence against Refugees: Guidelines on Prevention and
Response, Geneva, 1995.
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1.3: DEFINING GENDER-BASED VIOLENCE



Learning objective: Establish a common understanding of gender-based
violence.
Coming to a common understanding of GBV can be challenging; but in its absence there
is often confusion among those working to address it. The below definition has been
adapted from the IASC Guidelines for Gender-Based Violence Interventions in
Humanitarian Settings:
GENDER-BASED VIOLENCE is an umbrella term for any harmful act that is
perpetrated against a person’s will, and that is based on socially ascribed (gender)
differences between males and females. The term gender-based violence highlights the
gender dimension of these types of acts; or in other words, the relationship between
females’ subordinate status in society and their increased vulnerability to violence.
GBV can be sexual, physical, psychological and economic in nature, and includes acts,
attempted or threatened, committed with force, manipulation, or coercion and without
the informed consent of the survivor.
A SURVIVOR is a person who has experienced gender-based violence.
In some contexts it might be more acceptable or relevant to use the term “violence
against women and girls,” or VAWG, although some GBV partners are resistant to this
term because it excludes boys. Because the vast majority of survivors of GBV are women
and girls, this handbook focuses specifically on them. It is important to recognize,
however, that boys are vulnerable in emergencies and that emergency responders must
understand the unique needs of boys who experience GBV.
WHY FOCUS ON SEXUAL VIOLENCE?
As seen here, the IASC Guidelines explain why humanitarian actors focus on sexual
violence during the immediate response to emergencies:
Throughout any emergency, many forms of GBV occur. During the early stages –
when communities are first disrupted, populations are moving, and systems for
protection are not fully in place – most reported GBV incidents are sexual violence
involving female survivors and male perpetrators. Sexual violence is the most
immediate and dangerous type of GBV occurring during acute emergencies.
Although intervention in the early stages of an emergency should focus on sexual
violence, each situation is unique and other forms of GBV should not necessarily be
ignored. For example, the severity and incidence of domestic violence often
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increases in the aftermath of natural disasters and therefore may require
immediate intervention from humanitarian actors.3
Because this handbook and the accompanying program model are focused on the
period of acute emergency response – from crisis onset to 12 weeks – there is a distinct
emphasis on response to and prevention of sexual violence. The actions discussed do,
however, help build a more overall protective environment for women and girls, and
often lay the groundwork for addressing and preventing other forms of GBV.
HUMAN RIGHTS FRAMEWORKS
Acts of GBV violate a number of human rights principles protected by international
human rights agreements and conventions and domestic law. Some of these rights
include:
• The right to life, liberty and security of the person.
• The right to the highest attainable standard of physical and mental health.
• The right to freedom from torture or cruel, inhuman, or degrading treatment or
punishment.
• The right to freedom of opinion and expression.
• The right to education and personal development.
• The right to protection against all forms of neglect, cruelty and exploitation.
These rights, enshrined in international human rights and international humanitarian
law, are guaranteed to both women and men, “without distinction of any kind such as
race, color, sex, language or other status.”4 However, their application is inconsistent
and varies between regions and countries.
The Universal Declaration of Human Rights (UDHR), adopted by the UN General
Assembly in 1948, recognizes “the inherent dignity and of the equal and inalienable
rights of all members of the human family” and represents the first global expression of
rights to which all human beings are inherently entitled.5 While the UDHR is not binding,
its acceptance by all UN member states gives great moral weight to the fundamental
principle that all human beings must be treated equally, without discrimination and with
respect for their natural worth as human beings.6
A number of separate conventions reinforce women’s rights. Chief among these is the
Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW), adopted by the UN General Assembly in 1979, and its optional protocol.
CEDAW was the first legally binding international convention to set out principles on
rights of women in all fields, addressing both public and private acts of violence and
provides specific recommendations for states, including prevention, reporting, and legal
protection.
3

Inter-Agency Standing Committee, Guidelines for Gender-Based Violence Interventions in Humanitarian Settings:
Focusing on Prevention of and Response to Sexual Violence in Emergencies, 2005.
4
Universal Declaration of Human Rights, 1948.
5
Universal Declaration of Human Rights, 1948
6
UNICEF, Convention on the Rights of the Child. http://www.unicef.org/crc/index_30160.html
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The CEDAW Committee reviews national reports submitted by the State parties and also
makes recommendations on any issue affecting women to which it believes the States
parties should devote more attention. In 1992, the CEDAW Committee adopted General
Recommendation 19, which requires national reports to the CEDAW Committee to
include statistical data on the incidence of violence against women, information on the
provision of services for survivors, and legislative and other measures taken to protect
women against violence in their everyday lives, such as harassment at the workplace,
abuse in the family and sexual violence.7
The Declaration on the Elimination of Violence against Women, adopted by the UN
General Assembly in 1993, is not legally binding but has been nonetheless influential. It
was the first international human rights instrument to exclusively and explicitly address
the issue of violence against women and asserts that violence against women violates,
impairs or nullifies women's human rights and fundamental freedoms. The Declaration
also sets forth a definition of gender-based violence, defining it as, “any act of genderbased violence that results in, or is likely to result in, physical, sexual or psychological
harm or suffering to women, including threats of such acts, coercion or arbitrary
deprivation of liberty, whether occurring in public or in private life.”8
UN Security Council Resolution 1325 calls on all parties of the armed conflict to:
“protect women and girls from gender-based violence, particularly rape and other forms
of sexual abuse, and all other forms of violence in situations of armed conflict.”9 It was
the first formal and legal document from the United Nations Security Council that
required parties to an armed conflict to respect women’s rights and supported the
participation of women in peace and reconstruction efforts.
SCR 1325 stresses “the importance of [women’s] equal participation and [their] full
involvement in all efforts for the maintenance and promotion of peace and security, and
the need to increase their role in decision-making with regard to conflict prevention and
resolution.” It also calls for the increased participation of women and the incorporation
of gender perspectives in all United Nations peace and security efforts, including
demobilization, disarmament and reintegration and security sector reform efforts.
UN Security Council Resolution 1820, adopted in 2008, affirms the link between the
maintenance of international peace and security and sexual violence in conflict
situations. In line with Article 7 of the Rome Statute of the International Criminal Court,
Resolution 1820 reminds Member States to the UN that "rape and other forms of sexual
violence can constitute a war crime, a crime against humanity, or a constitutive act with
respect to genocide,” and stresses “the need for the exclusion of sexual violence crimes
from amnesty provisions in the context of conflict resolution processes.”

7

Global Governance Watch, The Convention on the Elimination of All Forms of Discrimination Against Women.
[Available online: http://www.globalgovernancewatch.org/human_rights/the-convention-on-the-elimination-of-allforms-of-discrimination-against-women.]
8
United Nations, The Declaration on the Elimination of Violence Against Women, A/RES/48/104, 1993.
9
UN Security Council 1325, 2000.

9

GBV Emergency Response & Preparedness: Participant Handbook

Convention on the Rights of the Child
(CRC) is the primary international legal
instrument for children’s rights. Several
articles in the CRC specifically refer to
children in war, including Article 38 on
armed conflict and Article 39 on the
rehabilitative care of child victims of
armed conflicts.

Human rights become enforceable as they become
codified as conventions, covenants or treaties, or
as they become recognized as customary
international law.
UDHR, CEDAW and the CRC all identify human
rights and freedoms that signatories must recognize
and protect.
SCRs 1325, 1612, 1820, 1882, 1888, 1889 and 1960
are binding for all UN Member States and require
them to take immediate action and punish all
perpetrators of violence against women and girls in
conflict and post conflict settings.

In UN Security Council Resolution 1612,
adopted in 2005, the Security Council
called for the implementation of several
structures and systems to better
monitor and address violations of
children’s rights perpetrated by armed forces and groups. In particular, the Security
Council requested that the Secretary-General establish a Monitoring and Reporting
Mechanism (MRM) on children and armed conflict to provide timely and reliable
information to the Council on six violations of children’s rights in situations of armed
conflict, including rape and other grave sexual violence against children. Today, in a
number of conflict-affected countries, UN Country Teams have established Monitoring
and Reporting Mechanism (MRM) taskforces, typically led by UNICEF or a peacekeeping
operation, to collect and analyze information and share it with the Secretary-General’s
office.
NOTE: THE ROLE OF THE STATE IN PROTECTING RIGHTS
Protecting and upholding individual human rights is the primary responsibility of the state where those
individuals reside. This is true even in fragile or failed states. These responsibilities may generally be
divided into two types of actions: Actions taken to prevent future sexual violence and reduce women and
girls’ exposure to risks of sexual violence, and actions to ensure that measures are in place to respond
10
when sexual violence is reported.
In many instances, there is a gap between what the state should be doing and what is actually happening
on the ground. In some cases, state actors themselves may be perpetrating human rights violations.
A state’s unwillingness or inability to protect the rights of its people and an absence of law and order
during conflicts and emergencies creates an environment of impunity for perpetrators of sexual violence.
When states are unwilling or unable to uphold their obligations under international law, the international
community, in the form of the UN and NGOs, provide protection and provision of basic human rights.

10

Inter-Agency Standing Committee, Guidelines for Gender-Based Violence Interventions in Humanitarian Settings:
Focusing on Prevention of and Response to Sexual Violence in Emergencies, 2005.
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The below table provides an overview of key Security Councils Resolutions on women, peace and security, and children and armed
conflict.11
Resolution

Women’s Leadership in
Peace-making & Conflict
Prevention
1325 (2000)

Description

11

First SCR to link
women to the
peace and
security agenda;
addresses the
impact of war on
women and their
contribution to
conflict
resolution and
sustainable peace

1889 (2009)
Addresses
women’s
exclusion from
peace-building
planning and
institutions, and
consequent lack
of adequate
funding for their
needs, including
safety and
services

Prevention of & Response to Conflict-related
Sexual Violence

Children & Armed Conflict

1820 (2008)

1888 (2009)

1960 (2010)

1612 (2005)

1882 (2009)

First SCR to
recognize conflictrelated sexual
violence as a matter
of international
peace and security,
that requires
peacekeeping,
justice, and peace
negotiation response

Strengthens tools
for implementing
1820 through
assigning
leadership,
building judicial
response
expertise,
addressing gaps in
prevention and
response and
reporting
mechanisms

Expands mandate to
comprehensively
address sexual
violence when used
as a tactic of conflict
or resulting as a
consequence of
conflict; strengthens
architecture for
holding perpetrators
accountable by
listing perpetrators,
and establishing
monitoring, analysis
and reporting
arrangements

Establishes a
monitoring and
reporting
mechanism for six
grave violations
against children in
armed conflict –
killing or maiming of
children; recruiting
or using child
soldiers; attacks
against schools or
hospitals; rape or
other grave sexual
violence against
children; abduction
of children; and
denial of
humanitarian
access for children

Strengthens the
monitoring and
reporting mechanism
by expanding the
‘trigger’ violations
(killing, maiming,
rape and sexual
violence are new
triggers under SCR
1612 monitoring and
reporting
mechanism)

Adapted from UN Women
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MODULE 2:
BUILDING A FOUNDATION
Module 2 helps you to deepen your understanding of different emergency contexts and how that
impacts the immediate needs of women and girls, actors on the ground, and challenges in
emergency response.

2.1: UNDERSTANDING EMERGENCIES

 Learning objective: Recognize different characteristics of natural and humanmade disasters, and how they create diverse challenges and impact emergency
response.
Emergency response is the most challenging time to implement programming in a
strategic and effective manner. Understanding different types of emergencies is
essential for an effective GBV response. It influences our ability to address the
vulnerabilities and needs of women and girls in diverse contexts, and to identify the
variety of obstacles to their access of life-saving services.
This module will help you understand characteristics of diverse types of emergencies
and how they will impact response. It is important that you keep in mind at all times,
however, that each emergency you encounter in the field will be unique and will require
ongoing analysis to ensure that your approach to response and prevention is both
effective and appropriate.
For the purpose of this manual, we define EMERGENCY as any situation in which
the life or well-being of civilians affected by natural disaster, conflict or both has been or
will be threatened unless immediate and appropriate action is taken, and which
demands an extraordinary response and exceptional measures.12
This definition of emergencies is purposefully broad and includes natural and humanmade crises, as well as contexts in which both of those play a factor. The below table
highlights some commonalities and differences between natural disasters and conflict.
As you review, reflect on how each characteristic of an emergency might impact women
and girls’ exposure to risk.
Characteristic

Natural Disaster

Conflict

Risk to life

Within hours or days if relief is
delayed

Often sustained and cumulative

Length of initial response

Weeks; followed by recovery

Months or years; may evolve into
reconstruction and recovery

12

Adapted from: United Nations High Commissioner for Refugees, Handbook for Emergencies, Third Edition, July
2007.
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Scope

Role of national governments

May affect several countries, or
several states within one country,
and lead to large-scale displacement

May affect several countries and
lead to large-scale, sustained
displacement

Requires coordination with
multiplicity of actors

Requires coordination with
multiplicity of actors

International assistance extended
when requested by affected
government

Can involve a failed state or one in
which the state’s legitimacy is
under dispute

Relief efforts designed to support
the affected government to respond

Government may be complicit in
the conflict
Government may reject or be
hostile toward relief efforts
Requires diplomacy and
development of relationships with
parties to conflict

Role of military actors

Military may play expanded role for
logistical support and direct delivery
of aid
Military does not always prioritize
basic principles of humanitarian aid
Prevention of sexual exploitation and
abuse is critical due to possible
absence of or inconsistent
compliance with internationally
accepted codes of conduct

Role of national NGOs and civil
society

May have also experienced
significant loss of staff, infrastructure
and resources

Government military and/or nongovernmental armed actors may
block aid or use it in an attempt to
gain international legitimacy and
recognition
Possible presence of external forces
as peacekeepers
Military does not always prioritize
basic principles of humanitarian aid
Prevention of sexual exploitation
and abuse is critical due to possible
absence of or inconsistent
compliance with internationally
accepted codes of conduct
May be weak or limited in capacity
to respond due to insecurity
May face direct threats or
restrictions from actors to the
conflict
Prevention of sexual exploitation
and abuse is critical due to possible
absence of or inconsistent
compliance with internationally
accepted codes of conduct

Donor response

Donor response may be channeled
directly to a recipient government

Donor response often channeled
directly to relief organizations
UN may facilitate the process

Crises in conflict-affected areas such as the eastern Democratic Republic of Congo,
Darfur and Afghanistan are typically characterized by extensive violence and loss of life;
massive population displacement; hindrance or prevention of humanitarian assistance
by political and military constraints; widespread societal and economic damage; need
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for large-scale humanitarian assistance; and significant security risks for humanitarian
staff in some areas.13
Natural disasters, like conflicts, have
“All too often the human rights of disaster victims are
a serious impact on the functioning
not sufficiently taken into account. Unequal access to
of communities and societies.
assistance, discrimination in aid provision, enforced
Disasters such as the 2010
relocation…
gender-based
violence,
loss
of
documentation, recruitment of children into fighting
earthquake in Haiti and the 2004
forces, unsafe or involuntary return or resettlement, and
tsunami in Indonesia resulted in
issues of property restitution are just some of the
massive loss of life; separation of
problems that are often encountered by those affected
by the consequences of natural disasters.”
families; displacement of thousands
of people; and the destruction of
-Brookings-Bern Project on Internal Displacement, Human
Rights and Natural Disasters: Operational Guidelines and Field
livelihoods, homes and national
Manual on Human Rights Protection in Situations of Natural
infrastructure. Natural “hazards”
Disaster, 2008
become “disasters” when local
coping mechanisms are exceeded
and communities are unable to manage their impact.14 Climate change has been linked
to increases in the number of natural disasters experienced around the world, a trend
that is not likely to change in the foreseeable future.
Contexts in the midst of long-term civil unrest that are thrown into further chaos by
natural disaster or epidemic also present immense protection challenges for women
and girls. The fragility already present in such contexts is exacerbated by natural
disaster’s impact on lives, livelihoods, infrastructure, local economy, the capacity of
existing service providers, and social structures.
It is important to remember that the consequences of emergencies will differ between
men and women, young and old, and an individual’s vulnerability to abuse, exploitation
and violence.
STANDARDS AND GUIDELINES
The Sphere Project
Humanitarian actors involved in emergencies are guided by a set of voluntary principles
and guidelines on minimum standards for humanitarian involvement in responding to
emergencies. These standards were created by humanitarian actors, NGOs and the Red
Cross/Red Crescent Societies in 1997 and are collectively called The Sphere Project’s
Humanitarian Charter and Minimum Standards in Disaster Response. The most recent
update was released in 2011.
The Sphere Project was the first organization to establish minimum standards that
people affected by disasters have a right to expect from humanitarian actors. Two core
humanitarian values guide The Sphere Project:
13

Office for the Coordination of Humanitarian Affairs, Orientation Handbook on Complex Emergencies, 1999.

14

International Federation of the Red Cross, World Disasters Report, 2009.
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1. All possible steps should be taken to alleviate human suffering arising out of
calamity and conflict.
2. Those affected by disaster have a right to life with dignity and therefore a right to
assistance.
The Humanitarian Charter affirms the fundamental importance of the following three
principles:
•
•
•

The right to life with dignity;
The right to protection and security;
The right to receive humanitarian assistance.

There are no specific standards on GBV within The Sphere Standards. However, each of
the standards recognizes sexual violence programming and gender as cross-cutting
issues. The most specific guidance offered on sexual violence programming is found
within the Minimum Standards in Health Services. There is also some related guidance
in each chapter in the section titled “Vulnerabilities and capacities of disaster-affected
populations.” Excerpts from Sphere minimum standards in disaster response related to
GBV are found in the table below.
MINIMUM STANDARDS IN DISASTER RESPONSE RELATED TO GBV
Protection Principle 3: Protect people from physical and psychological harm arising
from violence and coercion
People are protected from violence, from being forced or induced to act against their
will and from fear of such abuse.

Protection
Principles

Guidance note 13: Women and girls can be at particular risk of gender-based
violence. When contributing to the protection of these groups, humanitarian
agencies should particularly consider measures that reduce possible risks,
including trafficking, forced prostitution, rape or domestic violence. They should
also implement standards and instruments that prevent and eradicate the
practice of sexual exploitation and abuse. This unacceptable practice may
involve affected people with specific vulnerabilities, such as isolated or disabled
women who are forced to trade sex for the provision of humanitarian assistance.
Protection Principle 4: Assist people to claim their rights, access available remedies
and recover from the effects of abuse
The affected population is helped to claim their rights through information,
documentation and assistance in seeking remedies. People are supported
appropriately in recovering from the physical, psychological and social effects of
violence and other abuses.
Guidance note 7: Healthcare and rehabilitation support: People should be
supported in accessing appropriate healthcare and other rehabilitation support
following attacks, gender-based violence and related problems

The Core
Standards

Core Standard 6: Aid worker performance
Humanitarian agencies provide appropriate management, supervisory and
psychosocial support, enabling aid workers to have the knowledge, skills, behavior
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and attitudes to plan and implement an effective humanitarian response with
humanity and respect.
Key actions: Establish codes of personal conduct for aid workers that protect
disaster-affected people from sexual abuse, corruption, exploitation and other
violations of people’s human rights. Share the codes with disaster-affected
people (see guidance note 3).
Guidance note 3: Aid workers’ control over the management and allocation of
valuable aid resources puts them in a position of power over the disasteraffected population. Such power over people dependent on assistance and
whose protective social networks have been disturbed or destroyed can lead to
corruption and abuse. Women, children and persons with disabilities are
frequently coerced into sexually abusive situations. Sexual activity can never be
demanded in exchange for humanitarian response (aid workers and military,
state or private sector personnel) should be party to abuse, corruption or sexual
exploitation. The forced labour of adults or children, illicit drug use and trading in
humanitarian goods and services by those connected with humanitarian
distributions are also prohibited.

Minimum
Standards in
Water
Supply,
Sanitation
and Hygiene
Promotion

The use of communal water and sanitation facilities, for example in refugee or
displaced situations, can increase women’s and girls’ vulnerability to sexual violence
and other forms of gender-based violence. In order to minimize these risks, and to
ensure a better quality of response, it is important to ensure women’s participation in
water supply and sanitation programs. An equitable participation of women and men
in planning, decision-making and local management will help to ensure that the entire
affected population has safe and easy access to water supply and sanitation services,
and that services are appropriate.
Excreta disposal standard 2: Appropriate and adequate toilet facilities
Guidance note 5: Safe facilities: inappropriate siting of toilets may make women
and girls more vulnerable to attack, especially during the night. Ensure that
women and girls feel and are safe when using the toilets provided. Where
possible, communal toilets should be provided with lighting, or households
provided with torches. The input of the community should be sought with regard
to ways of enhancing the safety of users.
Assessment and Analysis Standard 1: Food Security
Food security - food transfers standard 5: Targeting and distribution

Minimum
Standards in
Food
Security,
Nutrition and
Food Aid

Guidance note 3: Distribution for ‘dry’ rations: …selection of the recipients
should consider the impact on workloads and possible risks of violence, including
domestic abuse.
Guidance note 4: Distribution methods for ‘wet’ rations: Exceptionally, a general
food distribution can be a cooked meal or ready-to-eat food for an initial period
during an acute emergency. These rations may be appropriate when, for
example, people are on the move, extreme insecurity and carrying food home
would put beneficiaries at risk of theft or violence.
Guidance note 6: Minimizing security risks: Food distributions can create
security risks, including diversion and violence… Specific measures to prevent,
monitor and respond to gender-based violence, including sexual exploitation
associated with food distribution, should be enforced. These include segregating
men and women, for example through a physical barrier or by offering separate
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distribution times, informing all food distribution teams about appropriate
conduct and penalties for sexual abuse, and including female ‘guardians’ to
oversee off-loading, registration, distribution and post-distribution of food.
Food security - livelihoods standard 2: Income and employment
Guidance note 5: Risk in the work environment: …Practices for increasing safety
in transit include securing safe access routes to work, ensuring routes are well lit,
providing torches, using early warning systems (which may utilize bells, whistles,
radios and other devices) and security norms, such as traveling in groups or
avoiding travel after dark. Particular attention must be paid to women, girls and
others at risk of sexual assault. Ensure that all participants are aware of
emergency procedures and can access early warning systems.
Shelter and settlement standard 4: Construction

Minimum
Standards in
Shelter,
Settlement
and NonFood Items

Guidance note 1: Participation of the affected populations: Participation by the
affected population in shelter and settlement activities should be informed by
existing practices though which housing and settlements are planned,
constructed and maintained.... The provision of assistance from volunteer
community labour teams or contracted labour can complement the involvement
of individual households. Such assistance is essential to support female-headed
households, as women may be at particular risk from sexual exploitation in
seeking assistance for the construction of their shelter.
Healthy systems standard 5: Health information management
Guidance note 4: Confidentiality: Adequate precautions should be taken to
protect the safety of the individual, as well as the data itself. Staff members
should never share patient information with anyone not directly involved in the
patient’s care without the patient’s permission. Special consideration should be
given to persons with intellectual, mental or sensory impairment, which may
compromise their ability to give informed consent. Data that relate to injury
caused by torture or other human rights violations including sexual assault must
be treated with the utmost care. Consideration may be given to passing on this
information to appropriate actors or institutions if the individual gives their
informed consent.

Minimum
Standards in
Health
Services

Essential health services - sexual and reproductive health standard 1: Reproductive
health
Guidance note 1: Minimum Initial Service Package: The MISP defines those
services that are most important for preventing RH-related morbidity and
mortality among women, men and adolescents in disaster settings. It comprises
a coordinated set of priority RH services that must be implemented
simultaneously to prevent and manage the consequences of sexual violence,
reduce the transmission of HIV, prevent excess maternal and newborn morbidity
and mortality, and begin planning for comprehensive RH services as soon as the
situation stabilises. Planning for the integration of good-quality comprehensive
RH activities into primary healthcare at the onset of an emergency is essential to
ensuring a continuum of care. Comprehensive RH care involves upgrading
existing services, adding missing services and enhancing service quality.
Guidance note 3: Sexual violence: All actors in disaster response must be aware
of the risk of sexual violence including sexual exploitation and abuse by
humanitarians, and must work to prevent and respond to it. Aggregate
information on reported incidents must be safely and ethically compiled and
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shared to inform prevention and response efforts. Incidence of sexual violence
should be monitored. Measures for assisting survivors must be in place in all
primary-level health facilities and include skilled staff to provide clinical
management that encompasses emergency contraception, post-exposure
prophylaxis to prevent HIV, presumptive treatment of sexually transmitted
infections (STIs), wound care, tetanus prevention and hepatitis B prevention. The
use of emergency contraception is a personal choice that can only be made by
the women themselves. Women should be offered unbiased counseling so as to
reach an informed decision. Survivors of sexual violence should be supported to
seek and be referred for clinical care and have access to mental health and
psychosocial support.
At the survivor’s request, protection staff should provide protection and legal
support. All examination and treatment should be done only with informed
consent of the survivor. Confidentiality is essential at all stages.

All humanitarian organizations and actors are encouraged to be “Sphere compliant” and
many donors require it. The Sphere Project encourages all humanitarian actors to
engage in a broad process of collaboration and an expression of commitment to quality
and accountability.
The IASC GBV Guidelines
The Inter-Agency Standing Committee was established
in 1992 to strengthen coordination of humanitarian
An IASC task force developed the
assistance. The IASC is the primary mechanism for
Guidelines for Gender-Based Violence
facilitating interagency decision-making in response to
Interventions in Humanitarian Settings
complex emergencies and
natural
disasters.
Representatives of a broad range of UN and non-UN
in an effort to improve the
humanitarian partners form the IASC.
accountability of all humanitarian
For further information:
actors to address GBV. The initial
www.humanitarianinfo.org/iasc
discussions of the task force concluded
that there was greater need to
integrate GBV interventions into all humanitarian planning and programming, with the
goal of multisectoral responsibility and mutual accountability. The IASC GBV guidelines:

•
•
•

Are a set of good practices that promote and facilitate coordination and
information sharing;
Emphasize sexual violence in the early phase of any emergency – while also
addressing other types of GBV; and
Provide guidance on specific, minimum, life-saving interventions for preventing
and responding to GBV in humanitarian emergencies.

The IASC GBV guidelines are built on the fundamental premise that all humanitarian
actors must take action, from the earliest stages of any emergency, to prevent GBV and
provide appropriate assistance to survivors. They focus specifically on the early stages of
an emergency and can, in theory, be implemented without specialized GBV training or
preparation. However, these guidelines are not limited to emergencies and can also
help build a foundation for long-term interventions.
The guidelines are applicable in any emergency setting, regardless of whether the
“known” prevalence of sexual violence is high or low. It is important to remember that
18
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sexual violence is under-reported even in well-resourced settings worldwide, and it will
be difficult if not impossible to obtain an accurate measurement of the magnitude of
the problem in an emergency.
“All humanitarian personnel should… assume and believe that GBV, and in particular
sexual violence, is taking place and is a serious and life-threatening protection issue,
regardless of the presence or absence of concrete and reliable evidence.”15

15

Inter-Agency Standing Committee, Guidelines for Gender-Based Violence Interventions in Humanitarian Settings:
Focusing on Prevention of and Response to Sexual Violence in Emergencies, 2005.
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2.2: WOMEN & GIRLS IN EMERGENCIES



Learning objective: Understand how emergency settings – conflict, natural
disaster or a combination of the two – impact women and girls’ vulnerability to violence.
GBV emergency response has traditionally focused on conflicts in which rape is used as
a tactic of war. This has been seen in conflicts including Sierra Leone, Liberia, Darfur and
the Democratic Republic of Congo, all characterized by a high presence of armed actors,
systematic and widespread sexual violence and a non-functioning state. Sexual violence
is also a principle concern in GBV emergency response to natural disaster, which is often
followed by chaos and social breakdown.
Experience shows, however, that
In natural disasters including Cyclone Nargis in
contextual factors associated with both
Myanmar in 2008 and the 2010 earthquake in
conflict and natural disaster put women
Haiti, police and humanitarian organizations
and girls at extreme risk not only of
reported an increase in human trafficking
after the crisis. Girl children and adolescent girls
sexual violence, but all forms of GBV.
were extremely vulnerable to this trafficking,
particularly if they had been separated from their
Increases in intimate partner violence
families and communities of origin during the
have been reported in the wake of
disaster. In Myanmar, police reported that
natural disasters including the Mt.
traffickers disguised themselves as aid workers and
made promises of work abroad in order to entice
Pinatubo eruption in the Philippines and
their victims (reported by the Associated Press, 3
Hurricane Mitch in Nicaragua. In such
July 2008).
cases, women living in a violent
relationship before the disaster may
experience violence of increasing severity post-disaster, if separated from support
systems that previously offered some measure of protection.16 The anxiety and
powerlessness that displaced populations experienced in the wake of disaster can also
contribute to increases in family-level violence.

In cases of displacement resulting from either conflict or natural disaster, inadequate
facilities and limited resources also expose women and girls to the risk of sexual and
economic exploitation, trafficking and other forms of GBV. Women and girls’ exposure
to risk in these settings comes as a result of socially constructed gender roles and
discrimination. They have more limited access to resources, including control over
economic capital, education, skills training, employment, secure housing,
transportation, information, decision-making, social networks and influence. At the
same time, women most often remain the primary caregivers for children and other
family members, responsible for supporting multiple people during an emergency
despite their limited access to resources and economic opportunities. This can increase
risks of sexual and economic exploitation, trafficking, sexual violence and other types of
violence.

16

World Health Organization, Violence and Disasters, 2005.
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Despite the recognition of how conflict and natural disasters and their aftermath
increase women and girls’ vulnerability and exposure to violence, quality GBV
interventions are still lacking. They are hindered, in part, by the international
community’s failure to recognize GBV as a life-threatening, public health and human
rights issue deserving an urgent response at the onset of an emergency. This is
particularly true during natural disasters, when the primary focus in the crisis phase is
dominated by food aid, access to clean water, and provision of shelter, and many
humanitarian actors do not recognize the need to address GBV. Anecdotal evidence
indicates that humanitarian actors are more likely to prioritize and address sexual
violence and other types of GBV in a response to a conflict-related crisis than they are at
the early onset of a natural disaster.
Sexual Violence
Sexual violence is a serious, life-threatening issue affecting women and children. Though
survivors of sexual violence can be men, in most cases, survivors are women because in
most cultures, most countries and most societies, women are in a disadvantaged
position compared to men. During acts of sexual violence, unequal power relationships
are abused through the use of force or other means of coercion or threat. In
circumstances of sexual violence, a survivor has no choice to refuse or pursue other
options without severe social, physical, or psychological consequences.
In the early stages of an emergency, sexual violence is the most immediate and lifethreatening form of GBV. This includes rape and the exchange of sexual acts for food,
services or protection. The type and extent of sexual violence depends on the
emergency. Sexual violence against women and girls has been widely reported in
conflict settings and during displacement. Violence against women and girls may
increase as the systems and structures that protect them – including their families and
communities, law enforcement, community norms, or religious codes – are weakened
or destroyed.17
It is important to remember that sexual violence is under-reported even in wellresourced settings worldwide, and it will be difficult if not impossible to obtain an
accurate measurement of the magnitude of the problem in an emergency.18
Sexual Violence in Conflict Settings
The long history documenting the relationship of rape and war, suggests there is a
causal link between the two. There is no one theory to explain why rape has been a
consistent element of conflict and displacement.
Sexual violence has been used against women in wartime for many reasons, including as
a form of torture, to inflict injury, to destroy the essence of a community, to extract
information, to force a population to flee, to forcibly impregnate, to degrade and
17

Introduction to Child Protection in Emergencies: An Interagency Modular Training Package, CD-ROM.
World Health Organization, Ethical and Safety Recommendations for Researching, Documenting and Monitoring
Sexual Violence in Emergencies, 2007.
18
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intimidate, and as a form of punishment for actual or alleged actions committed by the
women or their family members. For example, women may be targeted for sexual
violence in order to reach absent male relatives who may have fled or have joined the
armed forces or an armed group. Targeting women in this way is a symbolic
demonstration of the fact that men are not able to protect women and that the sexual
assault of specific women has brought “dishonor” upon an entire family or community.
The presence of sexual violence in conflict can be viewed in two principle categories:
1. Sexual violence used as a method of warfare; and
2. Opportunistic sexual violence as a consequence of conflict and displacement.
Sexual Violence in Natural Disasters
Though typically overlooked, sexual violence is often a risk following natural disasters,
which (like conflicts) lead to a breakdown in social networks and systems that protect
women and girls in times of peace and stability. Humanitarian actors designing
responses to natural disasters rarely undertake measures to reduce this risk of sexual
violence and the issue as a whole receives very little attention from the humanitarian
community, the media, donors and other stakeholders.
The gaps in recognition and response to sexual violence at the onset of the emergency
mean that crucial protection systems and response services are implemented long after
the initial days of a crisis. In the aftermath of natural disasters such as Hurricane Katrina
in the United States and the 2004 tsunami, communities were displaced in mass
emergency temporary shelters. These shelters often failed to incorporate elements of
preventative safety measures to reduce the risk of sexual violence for women and girls.
The humanitarian community typically prioritizes healthcare, water and sanitation
services, and shelter from the onset of a response to a natural disaster, often preferring
to wait until later in an emergency to address sexual violence. This leaves vulnerable
populations, specifically women and girls, at high risk of preventable acts of sexual
violence, including rape, sexual abuse and exploitation as well as domestic violence.
As response and recovery efforts progress, displaced populations remain in unstable
situations. This may lead to an increase in other forms of GBV, such as domestic
violence, as gender roles and power dynamics between partners change.
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MODULE 3:
ASSESSING NEEDS
Module 3 examines assessments in emergency contexts. Specifically, the module defines what an
assessment is, why it is important, how to design and conduct an assessment, and how to
analyze the findings from the assessment. This foundation will ensure that you are prepared to
design an intervention that responds to the needs of women and girls in emergencies.

3.1: UNDERSTANDING ASSESSMENTS



Learning objective: Understand why and how we gather information to
inform GBV interventions in emergencies. Understand ethical considerations when
designing and carrying out assessments.
An assessment is a process undertaken to collect and analyze information in order to

better understand a particular issue. In humanitarian settings, NGOs and UN agencies
carry out assessments to identify community needs and gaps, and then use this
information to design effective interventions. Historically, the issue of GBV has been left
out of standard humanitarian needs assessments.
GBV-specific assessments may be carried out to improve our understanding of the
nature or scope of violence against women and girls, to evaluate a program or service,
to identify gaps in support, or to identify local attitudes and behaviors related to sexual
violence and other forms of GBV. A credible and thoughtful assessment is a highly
valuable tool for internal and external advocacy efforts and can increase funding and
action to address sexual violence in emergencies. The more accurate an assessment, the
more appropriate the response will be; good assessments produce good interventions.
Four basic questions that GBV staff seek to answer in assessments:
1. What is happening?
•
•
•
•

What is the problem and what are the priorities?
What are the risks for violence against women and girls?
What type of violence is occurring? Why is it happening?
Do women and girls have needs that are not being met?

2. What interventions will best address the problem?
3. What is already being done to address the problem and who is doing it?
4. What could and should we do to complement these efforts?
•
•

What is our capacity to implement these interventions?
What resources are available?

All information collected ultimately must be used to design and improve the
interventions or to advocate for improved action on behalf of women and girls. While
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there may be other information that interests you, effective assessments only collect
information that may be used for programming and advocacy.
GBV assessments seek to identify and improve GBV actors’ understanding of the nature
of violence against women and girls, protective and risk factors for violence, and
available services. It is of extreme importance that both emergency responders and GBV
staff recognize that the aim of assessments is not to “identify” GBV or identify survivors.
We know GBV, and particularly sexual violence, is present in war and peacetime, in
emergency-affected communities, refugee settings and IDP camps. Assessments aim to
determine how women and girls are at risk for GBV—where and how sexual violence is
occurring and if sexual violence is being used as a deliberate strategy or is
opportunistic—and whether GBV actors have the appropriate level of resources and
capacity to respond.
The Quest to Quantify
At the onset of emergencies and subsequent months, member of media, UN actors,
donors and some NGOs may fixate on one question: How many girls and women have
been raped or were otherwise subjected sexual violence?
Prevalence or incidence surveys are not feasible in emergency settings and calculating
the prevalence or incidence of sexual violence is a challenge, even in well-resourced
settings. These surveys can potentially be more harmful than beneficial as they pose
significant safety and ethical risks to women and girls. Prevalence surveys also risk
redirecting important human and financial resources away from other priorities, such as
improving the quality and accessibility of healthcare.
Having a total aggregate number of survivors of sexual violence may not always provide
a complete picture of the scale and scope of sexual violence in emergencies as hundreds
and thousands of women and girls are unable to report incidents of violence, either out
of concern for their safety or because they lack access to support and quality care.
The best and most ethical way to collect information on sexual violence is through
specialized service providers. By establishing health and psychosocial services and
addressing obstacles to these services, survivors of sexual violence can safely receive
care without further risk to their safety. Civil society actors play a crucial role in
providing confidential and appropriate services to survivors of sexual violence and
creating environments where the rights of women and girls are upheld and respected.
Humanitarian workers must not wait for data before establishing these services.
IMPORTANT! “All humanitarian personnel should… assume and believe that GBV,
and in particular sexual violence, is taking place and is a serious and life-threatening
protection issue, regardless of the presence or absence of concrete and reliable
evidence.”19

19

Inter-Agency Standing Committee, Guidelines for Gender-Based Violence Interventions in Humanitarian Settings:
Focusing on Prevention of and Response to Sexual Violence in Emergencies, 2005.
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The purpose of assessments is to determine how women and girls are at risk
for GBV, what interventions will best address the identified problems, and whether
GBV actors have the appropriate level of resources and capacity to respond.
SAFETY AND ETHICS20
In many emergencies, ethical and safety considerations may be overlooked when
conducting assessments, particularly by agencies or actors who are unfamiliar with GBV
programming. This inconsistency often puts women and girls and GBV staff at risk; the
safety and security of women and girls should never be trumped by the need to collect
and analyze information.
The WHO Ethical and Safety Recommendations for Researching, Documenting and
Monitoring Sexual Violence in Emergencies outlines eight essential recommendations to
guide any information-gathering exercise related to sexual violence in emergencies.
“The highly sensitive nature of sexual violence poses a unique set of challenges for
any data gathering activity that touches on this issue. A range of ethical and safety
issues must be considered and addressed prior to the commencement of any such
inquiry. Failure to do so can result in harm to the physical, psychological and social
well-being of those who participate and can even put lives at risk.
“It is essential, therefore, to ensure that the case for collecting data is legitimate.
Furthermore, when collecting and using information about sexual violence it must be
done in such a way so as to avoid further harm to those who are part of the process.
This includes not just the victims and survivors and their families and supporters, but
also communities, organizations working with survivors, and those involved in
gathering the information itself.
“Collectively, these recommendations are intended to ensure that the necessary
safety and ethical safeguards are in place prior to commencement of any
information gathering exercise concerning sexual violence in emergencies.”21
A necessary, initial question when considering information collection is whether the
information sought is actually required. In some situations, there is a risk that sexual
violence is being over-researched and over-assessed. In some cases, this has resulted in
potentially avoidable harm to women and girls, while not yielding any new or additional
information or understanding about the problem. Given that sexual violence is known to
be prevalent in all settings, including in emergencies, a lack of specific data about sexual
violence in a specific setting is not sufficient justification in and of itself for the collection
of information about sexual violence.

20

Adapted from: World Health Organization, Ethical and Safety Recommendations for Researching, Documenting and
Monitoring Sexual Violence in Emergencies, 2007.
21
World Health Organization, Ethical and Safety Recommendations for Researching, Documenting and Monitoring
Sexual Violence in Emergencies, 2007.
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The WHO recommendations are the starting point for any assessment that includes GBV
components, and especially for those that are conducted as part of the initial
emergency response. They are:
1. The benefits of documenting sexual violence must be greater than the risks to
survivors and communities.
2. Information gathering and documentation must be done in the manner that
prevents the least risk to survivors/participants, is methodologically sound, and
builds upon current experience and good practices.
3. Ensure the availability of minimum services for survivor support before asking any
questions about sexual violence in a community.
4. The safety and security of survivors, respondents, participants, the community and
the information collection team is paramount and requires monitoring and
attention in emergency settings.
5. Protect the confidentiality of all survivors, respondents, and participants.
6. Each survivor/respondent/participant must give her/his information consent
before participating in the data gathering activity.
7. All team members must be carefully selected and receive relevant and sufficient
specialized training and ongoing support.
8. Additional policies, practices, and safeguards must be put into place if children –
anyone under the age of 18 – are to be involved in information-gathering.
IMPORTANT! Assessments and assessment teams must not perpetuate stigma by
actively and visibly associating GBV with individuals or groups with whom they meet. All
assessment team members must understand fully the ways in which assessments can
increase violence against women and girls and must not purposefully target survivors
when collecting information from community members.
Ethical Guidelines for Collecting Information about Sexual Violence
Involving Children & Adolescents

These guidelines are intended to safeguard children and adolescents and promote
ethical practices for gathering information from children and adolescents in emergency
contexts. Ultimately, the very first question you will face is: Is collecting information
about sexual violence towards children an acceptable activity in the first place?
You should seek specialized technical advice and support from other actors – Child
Protection, Health, Protection and others – when ascertaining whether it is acceptable
to involve children in inquiries into sexual violence, and if so how this should happen.
Given this, you should be familiar not only with the WHO Guidelines, but also the
specific criteria for determining acceptability of information gathering involving children
and who, aside from GBV technical experts should be included in decision-making
process.
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Overall, the primary concern in all information-gathering activities must always be the
protection of the best interests of children and adolescents. The guidelines outlined
here suggest a process for ensuring this.
Determining Acceptability of Information Gathering & Ensuring an Ethical Approach
All actors must take careful consideration in deciding whether or not to include children
in information-gathering activities. There must be a strong case for initiating
information-gathering activities, given children’s vulnerability. The risks of harm for
children are greater than for adults, particularly in the immediate onset of an
emergency. Initial information-gathering activities with children and adolescents require
an extremely strong justification. This can be assessed based on the following criteria,
which must also be upheld throughout the information-gathering process:
•

We have determined that the benefits to gathering information outweigh the
risks.

•

We have put in place sufficient human and financial resources to conduct
information gathering in an ethical manner. (See below, Competencies Required
for Child-Specific Skilled Interviewers.)

•

We know the information needed cannot be gathered elsewhere. In other words,
it does not already exist in older assessments and cannot be gathered accurately
by older informants (adults).

•

We can uphold specific procedures for ensuring children’s support and safety
throughout the interview process (e.g., consideration of where to interview, what
ages are appropriate to interview, appropriate questions to use, etc.).

•

We can guarantee basic support and care services if a child is found to be in
need.

•

We have considered and sufficiently safeguarded against adverse consequences.
We have consulted with community members and parents, guardians or
caregivers to anticipate all possible consequences for children involved in the
information gathering process.

•

We have actively sought community and stakeholder concerns, and have
consulted community leaders for permission to interview community members
about children’s protection concerns.

If you identify any of the following criteria during consultations with other actors, you
should advocate strongly against collecting information with/for/about children:
•

Children’s safety and well-being will be put at risk.

•

Basic care and support services do not exist for children.

•

Skilled interviewers are unavailable.

•

Information can be gathered elsewhere.
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Competencies Required for Child-Specific Skilled Interviewers
Individuals interviewing children about sensitive topics, such as sexual violence, require
specialized training. It is unacceptable for untrained interviewers to engage in
information collection activities. The specific competencies required for interviewers
include:
•

Able to engage with children appropriately, according to age and development
levels;

•

Able to communicate care and comfort and provide basic emotional support if
needed;

•

Able to recognize and respond to a child’s needs for follow up;

•

Able to respond to the discovery of a child in danger;

•

Abel to identify and properly refer a child in need to basic care and support
services;

•

Understand the circumstances under which confidentiality should be breached;

•

Understand who can give informed consent when working with children and
adolescents;

•

Understand the important elements of consent to communicate to children.

Guidelines for Appropriate Ages for Interviewing
Children ages 12 and under should not be involved in information gathering about
sexual violence during an emergency. Other methods/approaches for gathering
information related to sexual violence towards children include use of secondary
sources of information (teachers, social service workers, health workers, leaders,
concerned parent groups, women’s groups, etc.).
Determining acceptable and appropriate ages when adolescents may be able to give
consent without parental involvement requires understanding of the applicable laws,
culture, and context as well as careful evaluation of security and other issues in the
setting.
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3.2: CARRYING OUT ASSESSMENTS



Learning objective: Introduce different types of assessments. Determine
which GBV assessment tools to use in diverse emergency settings.
Designing and carrying-out a GBV assessment requires several fundamental steps:
1. Coordinating with GBV actors and other humanitarian agencies to determine
what information exists and if other assessments are planned.
2. Establishing the objectives, parameters and scope of your assessment, including
the target population and community.
3. Identifying resources available for your assessment, including human and
financial resources as well as the time available for your assessment.
4. And, establishing your methodology, both qualitative and quantitative.
In simple terms, these steps can be summarized as what we already know, what we
need to know and how we get this information.
IDENTIFYING THE PURPOSE AND SCOPE OF THE ASSESSMENT
What Do We Already Know?
Before any deployment, GBV staff should gather information to help inform
assessments and programming in country. While some background information may be
found online—for example from websites like the International Crisis Group, Reliefweb
or AlertNet—remember that a great deal of relevant information often remains
undocumented, particularly in the early days of an emergency.
An assessment is one of the most important steps in designing programming to safely
and appropriately meet the needs of women and girls. In an emergency setting, you
may find that many agencies and actors have already carried out some form of
assessment related to the well-being of women and girls but that they have only been
shared at local working group or cluster meetings.
Do not recreate the wheel! Reach out to other contacts in-country, GBV sub-cluster or
working group leads, and other GBV and protection actors to collect information and
determine what is already known about violence against women and girls, avoiding
duplication and minimizing the number of assessments in a given region or area. In
many cases, you will be able to determine which actors are providing GBV-related
services on the ground, who has carried out GBV-related assessments and the results of
these assessments, and the general patterns and manifestations of violence against
women and girls in-country before you even arrive.
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What Do We Need to Know?
Developing a good assessment tool requires identifying what we need to know versus
what we want to know. It is important to make sure the information you are seeking to
collect through an assessment will be used to inform programming and advocacy efforts
that result in real change and real support for women and girls.
Emergency response prioritizes women and girls’ access to life-saving services, such as
healthcare and psychosocial services, and seeks to reduce immediate threats of
violence. Depending on the information you have already collected from secondary
sources and other GBV actors, you may find you have ample information on available
services but limited information on community members’ knowledge of these services.
Where possible, both qualitative and quantitative information should be collected and
analyzed.
It is crucial to identify the scope and objectives of your assessment before you begin.
Identify what you need to know and why, ensuring that any information you aim to
collect will be used to develop effective interventions.
Delineating the parameters of your assessment also means identifying the target areas
and populations you intend to assess. Think carefully about why you are choosing to
carry out an assessment in a given community. Has this community already been
assessed? Are there higher risks posed to women and girls in this specific area? Have
other actors indicated that support for survivors of sexual violence in this community is
limited or non-existent? You should be able to justify why your organization is targeting
a certain area or population.
Staff should also assess the existing capacity on the ground to address sexual violence.
Secondary source research can assist with identifying key actors and government
agencies working on sexual violence and this information can be verified through
further consultations.
HOW CAN WE GET THIS INFORMATION?
Good, valid, reliable information is the foundation for successful assessments that lead
to effective advocacy and programming. Collecting accurate information depends on
two key issues: employing the most effective tool and ensuring those identified tools are
applied in a systematic and consistent manner.
Determining your assessment methodology first requires an understanding of your
existing resources and constraints. Is funding available to cover the costs of staff
deployed to carry out the assessment and launch related interventions? Is staff available
and trained to carry out assessments? How much time is needed and available to get an
adequate understanding of the problem before designing an intervention? While you
may feel that time cannot be spared in an emergency or crisis to train locally-based staff
in emergency assessment methodology, local staff who speak the same language as the
affected communities can collect information that might otherwise be unavailable to
international staff.
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There are a number of ways in which you can collect information for an assessment,
both quantitative and qualitative. As much as possible, GBV staff should strive to collect
secondary source data and information to limit the amount of time the needs of a given
community or population are assessed. In many emergencies, humanitarian agencies
send assessment teams to camps and other emergency-affected areas to gather
information that may already be known.
On-the-ground reality is often very different from that described in reports and public
documents. You should conduct a series of introductory meetings with local and
international actors, including key GBV actors and cluster leads. This will allow you to
share information about your assessment plans and gather relevant information about
existing services, gaps, and risks of violence against women and girls. These meetings
can also serve as a means to advocate and educate on GBV.
TYPES OF ASSESSMENTS
There are a variety of assessment methodologies and tools that are available to better
understand violence against women and design appropriate interventions to support
women and girls. While some assessment tools may be useful in post-conflict or stable
settings, these approaches may not be useful or feasible in emergency settings.
As you review this module, keep in mind that not all assessment tools will be
appropriate for all settings. Conducting a methodologically- and ethically-sound
prevalence survey requires extensive technical and financial resources, for example, and
is most often not warranted in an emergency when the priority is to meet the
immediate health, psychosocial and safety needs of women and girls. In emergency
settings, multi-sectoral and rapid needs assessments are the most common way to
collect information safely and quickly.
Multi-Sectoral Needs Assessments
A multi-sectoral needs assessment seeks to ascertain the risks and multiple needs of
conflict-affected communities. Different organizations use different tools and
approaches to assess the needs of populations in emergency settings. Typically, a team
of humanitarian staff with different expertise will lead an initial multi-sectoral
assessment when responding to an emergency.
In conducting a multi-sectoral assessment, organizations typically gather information
on:
•
•
•
•
•
•
•
•

Water and Sanitation
Security
General Protection
Child Protection
Population Movements
Sexual Violence
Health
Humanitarian Access
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In general, multi-sectoral assessments seek to determine: the nature and scale of a crisis
and the needs of a given population; whether a particular organization should intervene
and that organization’s added value; and the scope and scale of an effective
intervention, given existing resources.
GBV technical staff may not always participate in an initial multi-sectoral assessment
and in these cases, other emergency staff may collect basic information related to
violence against women. This can provide vital information about the risks of violence
that women and girls are facing as well as on-the-ground services and programs
currently available.
However, it is crucial that all staff members conducting generalized or multi-sectoral
rapid assessments that include GBV components understand the ethical and safety
concerns surrounding sexual violence information collection and how to mitigate these
risks prior to conducting assessments. These staff should also utilize GBV technical
support when gathering and analyzing information to ensure that information collected
will be used to inform future interventions.
A lack of concrete data regarding sexual violence from a rapid multi-sectoral assessment
is to be expected and often warrants a specific GBV assessment. Regardless of the
culture, religion or geographic region, sexual violence is significantly underreported and
is rarely discussed openly. Rapid multi-sectoral assessments usually cannot provide an
accurate reflection of sexual violence occurring in an emergency but proxy indicators
can indicate where further investigation is needed. Unlike other findings from other
sectors, an initial rapid assessment is rarely going to immediately provide data to
identify gaps related to sexual violence.
It is also possible that the population will not be familiar with the term GBV. If there is
little knowledge around violence against women and girls or if the subject is socially
taboo, an assessor may unintentionally cause harm to survivors within a community or
potentially create a situation that jeopardizes gaining access to data about sexual
violence.
Rapid Needs Assessments22
Based on the timeline, GBV and multi-sectoral assessments may be referred to as rapid
assessments as they are typically conducted within a few days. Rapid assessments:

22

•

Are limited in scope and focused primarily on sexual violence, as opposed to the
multiple forms of gender-based violence that may exist in any given context

•

Are realistic in terms of timing and resources available to collect information

•

Adhere to international ethical and safety standards for collecting information
on sexual violence during an emergency.

The IRC ToolKit, with sample templates of each of these tools, is provided in Annex 3.
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The following tools can contribute to
rapid needs assessments:
•
•
•
•

Safety audits
Service mapping
Individual interviews
Focus group discussions

Determining your tool will depend on the
specific context, as well as what time and
resources are available.

In an emergency, rapid assessments should focus
specifically on sexual violence. This includes rape,
sexual exploitation, and sexual assault. The
exclusion of other forms of GBV, however, does
not imply that they do not exist or are not
severe. In the early stages of an emergency,
sexual violence is the most immediate and lifethreatening form of GBV. This includes rape and
the exchange of sexual acts for food, services or
protection.

Rapid assessments identify problems, gaps, and unmet ‘needs’ of a population. This can
include information about the health, psychosocial and safety needs of women and girls,
available medical and psychosocial services, the quality of these services, and general
information about security risks women and girls are facing. One immediate output
from a rapid GBV assessment is to advocate for and assist with developing preventative
measures within the provision of broader humanitarian assistance. Needs assessments
also provide GBV actors with necessary information
to determine if and how they should respond to
Organizations used safety audits to
the
emergency
and
launch
relevant
quickly assess security risks in
interventions.
spontaneous settlements around Portau-Prince, Haiti, after the 2010
In conducting a rapid assessment, staff collects
earthquake. In this context, the results
the minimum amount of information needed to
of the audits were used to advocate
with other clusters for improved
launch an emergency response. There may be a
lighting, segregation of latrines, and
great deal of information one would like to
improved accessibility of health
know, for example the prevalence of rape,
services.
service utilization rates, and cultural beliefs and
In the contexts such as Darfur and the
attitudes about gender and violence against
Democratic Republic of Congo, safety
audits helped identify risks related to
women. However, given the limited time allowed
the collection of firewood.
for rapid assessments and the context of the
emergency, this information may not be available,
may be impossible to collect and may not be relevant. Remember, rapid assessments
collect information necessary to launch emergency interventions to meet immediate
needs. As time progresses, there may be more opportunities to collect additional
information, either through the provision of services or through ongoing discussions
with community members.

A note on safety audits: In emergencies and where camps for displaced populations
exist, staff may elect to carry out audits of safety and security. Safety audits are typically
carried out in camps or settlements but can be used to assess the safety and security in
any geographic location with specific boundaries. The safety audit tool is based on
observation alone as a means of assessing risks related to camp layout, resource
availability and the provision of humanitarian services and assistance. This includes
information about the availability of and risks associated with water and sanitation
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services, health facilities, NFI distributions, camp security, food distribution and access
to fuel.
The result of safety audits may be used to advocate with camp management or NFI
clusters or coordinating bodies to improve the layout of camps, the distribution of
services, or security within the camp.
GBV actors may also identify actions that can be undertaken immediately to address
security concerns.
GBV Situational Analyses
As an emergency progresses and as time allows, GBV staff may opt to carry out a
situational analysis. This is a more in-depth process to collect and analyze both
quantitative and qualitative information to develop a broader, deeper and more
sophisticated understanding of a problem.
Whereas rapid assessments seek to collect the minimum information needed to launch
an appropriate response, situational analyses collect more detailed information related
to the underlying socioeconomic, demographic and cultural factors contributing to
violence against women and girls in a given country or context. A situational analysis
also seeks to more clearly define
the context in which violence
A situational analysis is used to collect and analyze
against women and girls is
complicated and diverse data in order to develop effective action
occurring by research and
plans. [It] organizes broad categories of data and information [to]
enable a systematic investigation of GBV issues and programming.
analyzing a population as well
as the cultural, political, legal,
– Reproductive Health Response in Conflict Consortium, Gender-Based
Violence Tools Manual for Assessment& Program Design, Monitoring &
physical and socioeconomic
Evaluation in Conflict-Affected Settings, 2003
environment in which the
population lives.
This can include an analysis of quantitative information and indicators including housing
conditions, household income and poverty rates, political participation, gender roles in
the household, and the availability of social services. Both time-series data—information
that shows the extent and direction of changes over time—and cross-sectional
information—that which describes various groups within a population—can be used in
situational analyses. Qualitative information may also be collected from key groups in
the population or other actors including service providers, social scientists, policy
analysts, government officials, UN actors and civil society members. In many cases,
information needs may be met through secondary sources; where this is not the case,
you may elect to carry out focus group discussions or interviews with key groups and
actors.
Analyzing information collected means comparing it across a set of norms and standards
for services, laws and policies, to identify gaps in service provision, legal systems and
structures, and women and girls’ access to services, benefits, and opportunities.
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The below table provides an overview of basic methods used to gather information and
their benefits:
TOOL
SAFETY AUDITS

SERVICE
MAPPING

METHOD
• Visual observations in visits to
emergency-affected areas
• Compares conditions against a set
of pre-selected indicators

•

•
•

FOCUS GROUP

•
•

•

INDIVIDUAL
INTERVIEW

•
•

RECORD
REVIEWS

•
•

Technical interviews with service
providers offering different
services, including health,
psychosocial, legal, etc.
Compare and contrast responses
from different respondents
Participation in coordination
meetings and other public fora
Discussions based on key topics,
such as access to healthcare,
safety and basic needs
Small groups of people (10-12
people) from similar backgrounds,
for example, gender, age,
ethnicity or profession
Community mapping can be
folded into the focus group,
particularly in places with strong
visual tradition
Based on a set of pre-determined
questions, typically in-depth or
technical in nature
Compare and contrast responses
from different respondents

Service provider records, statistics
or other data and information
Protection monitoring reports in
camp-settings

BENEFITS
• Provides an opportunity
to further identify gaps,
risks or problems
• Can be used on a regular
basis (daily, weekly, etc.)
so changes and new risks
can be identified
• Provides insight into level
of services available and
accessible to survivors
• Provides an opportunity
to further identify gaps,
risks or problems
• Provides an opportunity
to verify information from
other sources
• Collects opinions from
multiple groups and
multiple people
• Helps develop a general
sense of community
perception of key issues
of concern

•

•

•

•

REVIEW OF

•

National statistics offices
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•

Allows for technical
examination of issues
raised in focus group
discussions
Provides an opportunity
to verify and further
identify gaps, risks or
problems
Provides a sense of issues
that are documented or
being reported by
populations
Provides an opportunity
to further identify gaps,
risks or problems
Provides a description of
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EXISTING DATA

•

Data from camp management, UN
agencies, cluster leads

•

population
Helps identify vulnerable
groups within a
population and potential
risks of violence

Some methods are more appropriate than others, based on the context, the target
group and the information you are seeking to collect. In some cases, focus group
discussions may be a useful way to collect information from groups of women and girls,
men, community leaders, or staff at a health facility. In other cases, you may opt to
conduct one-on-one interviews with key community leaders, service providers, GBV
actors or other humanitarian agencies, to delve into certain topics in more technical
detail.
While most information collected in a GBV rapid assessment is qualitative, quantitative
data may also be useful. In most cases, direct data related to GBV will not be available
but other types of quantitative data can tell us more about the situation on the ground
in regard to GBV, such as pre-emergency basic health, economic, and demographic
information or the number and percentage of facilities providing GBV-related services.
GBV staff should be careful when directly asking women and girls about sexual violence
and keep local customs and traditions in mind when broaching the subject with women.
In some cases, women may face elevated risks of violence by their partners if they are
seen discussing violence against women with humanitarian workers. Invest the time in
training staff and preparing them for an assessment.
There are some general questions and lines of questioning that may lead women and
girls to provide information about sexual violence without having to answer questions
about their own experiences. Properly sequencing questions can often lead to better
information, for example by asking questions generally about health services and safety
issues for women. If the women being interviewed are comfortable with the GBV staff
they will speak freely of these problems. More times then not, the sex of the
interviewer at this point in the assessment makes a critical difference as women and
girls are typically more comfortable engaging in conversations regarding sexual violence
with other women.
BEFORE YOU ASSESS: CRITICAL CONSIDERATIONS & STEPS!
All assessment templates or generic tools must be adapted to the local context. Information collected
before the assessment from partners, project records, other staff and public sources of information can
help contextualize assessment tools.
Before carrying out any assessments, staff should ensure that proper permissions are received and should
respect any protocols with regard to the collection of information from emergency-affected communities.
This may include meeting with and receiving permission from government or local authorities, camp
management, or cluster leads, including the camp management and protection clusters and the GBV subcluster.
Assessment tools should be adapted to the local situation and the success of any assessment will
depend on its relevance to local culture and traditions. However, the extent to which the assessment
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tools are adjusted to the local context must also be informed by international standards for research on
violence against women and girls.
Staff conducting assessments in insecure environments must also be fully briefed on relevant security
protocols before carrying out assessment activities. The environments in which organizations operate
can be volatile, and the presence of armed actors can increase the likelihood of sporadic fighting. Staff
must understand how to react and protect themselves and those they are interviewing if fighting breaks
out.
Assessment teams should also map out locally available services before carrying out the assessment to
ensure that any survivors or participants requiring immediate health, psychosocial or protection
assistance can receive these services.
GBV staff conducting focus groups and interviews must properly identify themselves; communities and
respondents should be clear about who you are and with whom you work. You should clarify why you
are specifically focusing on women and girls and make it clear that respondents are under no obligation
to share information or participate in focus groups or interviews. Reassure respondents that any
information collected will not be attributable and will be kept confidential.
Staff must also establish an environment of trust and equality with women and girls in the targeted
community and promote a safe and secure environment. GBV staff may approach women as they
naturally form small groups, for example while collecting water, preparing food or caring for children or
walk on foot through communities and speak with women in their homes. In conducting assessments
where women’s participation in activities with international NGOs may increase threats or risks of
violence by their partners, GBV staff can approach community leaders to request permission to discuss
‘women’s issues’ with the women alone. The intention is not to deceive men in the community but
rather frame the discussion in a non-threatening way. Using public health as an entry point has helped
staff gather information on violence against women and girls in conservative communities.
From the beginning, you must be thinking about what might work and what interventions won’t work
and testing these ideas with the community.

ASSESSMENT CHALLENGES
Focus group discussions in public settings can pose challenges to the safety of women
and girls and the validity of the information they provide. Children, youth or men may
be curious as to why NGO staff is speaking with women. There are settings where the
mere presence of men changes the type of information women provide to NGO staff.
Local NGOs or grassroots organizations may be useful in facilitating or arranging focus
groups with women and girls. However, this has the potential to create a bias in the
information collected, depending on the political persuasions of these groups, their
work with emergency-affected communities, and their perceptions of the emergency
and the communities in need.
In other cases, the government or security personnel may not allow access to
emergency-affected populations or may only permit access when government
representatives accompany assessment teams.
The results of assessments may also increase the risks of violence against women in
militarized or insecure environments, particularly if the findings of the assessment
implicate or imply that armed groups or government personnel have perpetrated
violence against women and girls or other human rights violations. Extreme caution
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should be taken in these cases to ensure that GBV assessments do not unintentionally
increase the risks of violence against women and girls.
In some emergency contexts, regardless of the skill of the GBV staff, it is not safe or not
acceptable for women and girls to discuss sexual violence openly and staff may have to
rely on other sources of information, such as health information systems or
humanitarian service registration statistics. GBV staff must identify innovative ways to
‘hear’ women and girls voices and ensure that humanitarian actors are never putting
women and girls in unsafe positions.
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3.3: ANALYZING & PRESENTING RESULTS



Learning objective: Practicing analyzing assessment results and developing
recommendations for next steps. Understand how to safely and effectively present
information collected.
After conducting a rapid assessment, you may find you have a large amount of
information. Your task is now to analyze the information, prioritize key actions needed
to address sexual violence and develop recommendations for next steps.
Bringing information together from a variety of sources is a good way to confirm or
validate information collected in your assessment. This process is called triangulation.
If data gathered through your interview process yields similar feedback as data gathered
through a walkabout exercise through the village, or through focus group discussions
with women, you can have more confidence in the results. If the information you gather
through one method is very different than information gathered through another, you
should analyze your results with caution and try to deepen your understanding of the
situation.
In developing your recommendations, consider available resources, access to
communities, and the security situation. Focusing on resources during the assessment
phase is critical in soliciting participation from local people in crafting solutions to the
problems they face. If you focus only on needs and not on resources during the
assessment, you risk receiving from the community a shopping list of needs with no
input from them on how to address those needs. Further, if you fail to take into account
local resources, you risk recreating the wheel, duplicating efforts of others, and
undermining local structures and resources by replacing them with goods and services
provided externally.
Coordination prior to, during and after the rapid assessment with other sectors and
other humanitarian actors on the ground is a key element to improving the
effectiveness of any assessment. The findings of the assessment should be shared with
key actors and coordinating bodies, as appropriate, and you should advocate to ensure
that the actions your organization is not able to implement directly are taken up by
other actors.
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MODULE 4:
BUILDING A FOUNDATION
Module 4 introduces the program model for GBV emergency response and examines the
areas of programming that contribute to the multisectoral model and ensure that
programs address survivors’ holistic needs. This module also examines the establishment
of referral mechanisms in emergency settings, and reinforces knowledge of Do No Harm
and prevention of sexual exploitation and abuse.

4.1: DESIGNING AN INTERVENTION



Learning objectives: Introduce the IRC GBV emergency response program
model that guides response to the needs of women and girls in emergencies.
THE BASICS OF PROGRAM DESIGN
Humanitarian actors often undertake activities that aim to address GBV without clearly
thinking through the relationship between these specific activities and the overall goal
of supporting women and girls. It can be difficult to think beyond project activities,
particularly when operating in an emergency. One way to help you think about
objectives is to consider the project activities, such as “training teachers and
constructing classrooms” or “working with local councils to rebuild water points and
markets destroyed in the conflict.” Whatever comes to mind for your particular project,
ask yourself “why is that important?” And whatever answer you come up with, ask
yourself again, “why is that important?” Keep asking “why is that important,” and you
will begin to articulate your responses in goals and objectives that reach beyond
activities.
Improving the quality of life is the point; it is the objective that this activity contributes
to. With all GBV activities, it is important to think through the causal relationship that
connects project activities with the overall project objective. Thinking though the logic
of your activities will improve their impact.
When thinking through program design, you can also use the below table as a guide.
Each row, or level, represents an important element of the overall program strategy.
PROGRAM STRATEGY

INDICATORS

MEANS OF
VERIFICATION

CRITICAL
ASSUMPTIONS

Goal: The overall purpose towards
which the program contributes. This
statement should articulate the
durable solution to which the project
is contributing.

None

None

None

Objective: The part of the goal that
the program will achieve.

Impact indicators

Method of data
collection

Assumptions in
moving from
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objective to goal
Effects: Changes in behavior that the
program seeks to achieve.

Effect indicators

Method of data
collection

Assumptions in
moving from effects
to objective

Outputs: The goods and services that
the program will produce. This can
include changes in people’s
knowledge or attitude.

Output indicators

Method of data
collection

Major Activities: Major tasks carried
out by program personnel and
partners.

Note: Major inputs
go here, not
indicators. Major
inputs are the
major resources
needed to carry
out the activities.

None

Assumptions in
moving from
outputs to effects
and/or in moving
from major activities
to outputs.

NOTE: GUIDANCE ON MONITORING & EVALUATION
Though emergency settings limit the amount of time available to design and implement program,
interventions should always have established indicators and an accurate system of monitoring, review
and analysis. Monitoring and evaluation of emergency interventions increases accountability, encourages
results-based management, and improves future interventions by identifying and documenting lessons
learned.
A logical framework, or logframe, can help ground an organization’s response in the goals and objectives
of the intervention and prioritize where to direct efforts. Use the logframe to define key indicators to
demonstrate performance and show whether or not proposed changes have occurred.
The means of verification lays out how you gather the information necessary to track a particular
indicator. Each indicator must have an accompanying means of verification. When working with a
logframe, it is important to identify the means of verification at the same time as identifying the indicator.
This is because if a suitable method cannot be found the indicator must be abandoned and a new one
selected. An indicator without a means of verification signifies that there is no way to collect data on that
indicator, which renders the indicator useless.
It is important to consider the time and effort involved in data collection. Some indicators will be tracked
frequently throughout the life of the project, through routine monitoring. Other indicators will be tracked
through mid-term or end of project evaluations.
Outputs should be monitored relatively frequently. This means you want to choose indicators and means
of verification that use a data collection method that is not overly time-consuming or costly. As you move
up in complexity to effects and impact/objective levels of the log frame, your indicator and means of
verification may involve data collection methods that are more complicated, time-consuming and costly.
This is acceptable because in most cases, you are not measuring effect and impact/objective indicators as
frequently as output indicators (with the obvious exception of certain health impact indicators that are
monitored frequently). Technical units can help with the selection of effect and impact/objective level
indicators and appropriate means of verification.
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As you continue, keep in mind that for effective short- and long-term protection from
violence for women and girls, interventions must take place at three levels so that
structural, systemic and individual protections are institutionalized.23 These levels are:
•
•

•

Structural level (primary protection): preventative measures to ensure rights are
recognized and protected (through international, statutory and traditional laws
and policies)
Systemic level (secondary protection): systems and strategies to monitor and
respond when those rights are breached (statutory and traditional legal/ justice
systems, healthcare systems, social welfare systems and community
mechanisms)
Operative level (tertiary protection): direct services to meet the needs of women
and girls who have been abused

THE GBV EMERGENCY RESPONSE PROGRAM MODEL
Emergency response should prioritize women and girls’ access to life-saving services,
such as healthcare and psychosocial services, and seek to reduce immediate threats of
violence. In some cases, a GBV intervention may not actually be a stand-alone program,
but may integrate essential services into existing programs. In other cases, you may
support local or national institutions to provide care and assistance to women or girls or
provide technical assistance to existing GBV programs that pre-date the emergency.
The following pages provide the IRC program model for responding to GBV in
emergencies. This program model, based on years of experience in rapid response to
GBV during crisis, is focused on the first 12 weeks of an emergency. This is a critical
response window, and is when humanitarian actors most often sideline the needs and
considerations of women and girls.
The IRC program model can be used as a guide in most contexts, but should also be
closely examined in light of the specific contextual considerations, analysis of needs, and
pre-existing services and actors.

23

Adapted from A. Jamrozic and L. Nocella, The Sociology of Social Problems: Theoretical Perspectives and Methods
of Intervention, Cambridge University Press, 1998.
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• Advocate for action based on identified gaps in
• Identify or establish private/confidential spaces for
health services, medicines and commodities, and
consultation within health centers
technical capacity°
• Train health facility medical and non-medical staff on
• Work with health actors to identify and train GBV focal
GBV guiding principles for supporting a survivor and
points in all health facilities
providing safe referrals
• Identify service providers already providing GBV case
appropriate intake and consent forms
management services
• Ensure safe, confidential storage of all client information
• Train GBV caseworkers in the provision of basic case • Provide weekly supervision and mentoring to
management, including GBV guiding principles and
GBV caseworkers
survivor-centered, age-appropriate approaches
• Identify/establish private, safe and confidential spaces for
• Establish case management system, including
the provision of case management to survivors of GBV
• Identify/establish safe spaces through which survivors • Provide context-appropriate group activities for women
can access basic emotional support, accurate
and girls through safe spaces
information about services and referral from trained
• Provide individual psychosocial support for survivors
staff/volunteers
through trained staff and/or partners°°
• Identify women’s groups/networks that can provide
• Train and mentor psychosocial staff and
survivors basic emotional support and accurate
service providers
information about services
• Work with communities to understand their perceptions
or volunteers
of safe, accessible entry points for services for survivors • Develop, translate and disseminate key messages
of GBV°°°
about service availability through information boards,
• Identify and train community outreach teams of staff
information sessions, radio transmissions, etc.
• Carry out mapping of available services
• Develop functional, appropriate referral pathways
• Disseminate information on referral pathways among
service providers and GBV focal points

• Establish regular meetings between service
providers°°°°
• Provide other sectors with information related to
referral pathways and GBV guiding principles

• Advocate for and participate in inter-sector/cluster
• Advocate the establishment of GBV working group
coordination on women and girls
focal points to attend other key meetings and ensure
• Lead and advocate for the distribution of contextinformation exchange
appropriate risk mitigation material support (i.e.,
• Advocate for the GBV working group to lead training
dignity kits, solar lamps, etc.)
of all sectors and service providers on IASC GBV
• Lead and/or advocate for actions that reduce risks
Guidelines
for women and girls (i.e., firewood patrols, community • Advocate for establishment of and training on inpatrol groups, appropriate lighting in public places,
country PSEA protocols (including clear reporting
locks on latrines, etc.)
protocols) and training for staff carrying out
distributions of food and non-food items°°°°°
• Develop clear, targeted recommendations based on
assessment and analysis of needs and risks (see
Immediate and Cross Cutting Activities, below)
• Disseminate targeted recommendations to specific

audiences, including other sectors/clusters, donors
and governments
• Build inter-agency consensus around advocacy
messages and strategies where possible

IMMEDIATE AND CROSS-CUTTING ACTIVITIES
»» Carry out rapid assessment to identify factors that increase women and girls’ vulnerability to violence, gaps in
services, and obstacles to service delivery and survivors’ access to services. Methods may include safety audits,
service mapping, focus group discussions, and key informant interviews.
»» Develop and put in place safety plans for staff, partners, and volunteers.
»» Establish a policy to reinforce the importance of staff self-care and to provide concrete options for staff support,
including regular debriefing for staff involved in service provision to GBV survivors.

Survivors of GBV have safe
access to health services, in line
with guidelines for the clinical
management of rape

Survivors of GBV have safe
access to basic, quality case
management services

Survivors of GBV have safe
access to psychosocial
services and community-based
support networks

Survivors access
appropriate
services in a
safe and
timely manner

Communities know which
GBV-related services are available
and how to access them

Service provision is coordinated
among service providers and
GBV focal points

Other sectors identify factors
that increase risks to women and
girls, and develop strategies to
address them

Advocacy leads to increased funding
and improved policies/systems to
protect women and girls
°

Interventions
to address
GBV are
coordinated

Survivors
of GBV
access life-saving
services in
emergencies,
are protected from
further harm, and
are supported
so they
can recover and
thrive.

Decision-makers
act to improve
protection of
women and girls

This includes the presence of health workers trained in the clinical management of rape and provision of appropriate
medicines and supplies in health facilities.
°°
This is often provided as part of the case management process. In an acute emergency response, individual
psychosocial support may only be possible during the initial case management meeting with a survivor.
°°° This may take place through the use of focus group discussions, community mapping exercises, or other approaches.
°°°° These meetings are among service providers, to follow up on existing referrals and address challenges specific to
referrals and case management. These are separate from GBV working group coordination meetings.
°°°°°	For information and support on the Protection from Sexual Exploitation and Abuse by UN and related personnel,
see: www.un.org/en/pseataskforce. 						
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WHERE IS ACCESS TO JUSTICE IN THE PROGRAM MODEL?
In the early days of an emergency, staff and funding may be very limited. Allocating these limited
resources to activities like an audit of national laws and policies or an assessment of legal services is not
appropriate if adequate health and psychosocial services are not available. You can, however, lay the
groundwork for improved access to justice by putting in place quality health and psychosocial services,
and by establishing a case management and referral systems. These aspects of emergency programming
can help facilitate the process for women and girls who request legal assistance. Staff can provide women
with accurate and realistic information about existing services and support and the likely outcomes of
legal action to help them make informed decisions about the options before them.
In the early stages of an emergency, it may not be feasible to link women with justice actors—such as the
police and courts—in part because justice systems and structures may have disintegrated as a result of
the emergency. In these settings, staff may address the issues of impunity through national and
international advocacy efforts or may support national efforts to reform or create laws and policies that
support the rights of women and girls. Ensuring redress for GBV survivors also includes working to build
the capacity of existing national and traditional legal actors to enable them to appropriately carry out
their responsibilities.
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4.2: HEALTH RESPONSE



Learning objectives: Identify healthcare priorities when launching a GBVrelated response in an emergency setting. Recognize the appropriate roles of GBV and
Health personnel in health response for adult, adolescent and child survivors.
It is widely recognized that GBV is an international public health issue, and can result in
serious injury, illness or death. GBV can contribute to unintended pregnancy,
complications of pregnancy and childbirth, maternal mortality, unsafe abortion, HIV
infection, child and infant mortality and a host of other adverse outcomes. Violence
against women also undermines efforts to improve child, family, and community health
and reduce the spread of HIV/AIDS. In fact, the World Bank estimates that violence
against women kills and harms as many women of reproductive age as cancer and is a
greater cause of illness than traffic accidents and malaria combined.24
Despite these facts, adequate, appropriate, and comprehensive GBV prevention and
response efforts are lacking in most countries.
MINIMUM INITIAL SERVICE PACKAGE
The health consequences of GBV are a cause of major morbidity and mortality for girls
and women in emergencies and ensuring survivors have access to quality health services
is a priority in emergencies. However, there is a tendency to overlook essential sexual
and reproductive health interventions in the early days of an emergency.
The Minimum Initial Service Package
(MISP) for Reproductive Health is a
priority set of life-saving activities to be
implemented at the onset of every
humanitarian crisis.

Implementing the MISP is not optional:
It is an international standard of care that should be
implemented at the onset of every emergency.

When implemented at the onset of an
emergency, the MISP saves lives and prevents illness, especially among women and
girls. The MISP prevents excess maternal and neonatal mortality and morbidity, reduces
HIV transmission, prevents and manages the consequences of sexual violence, and
includes planning for the provision of comprehensive reproductive health services.
The MISP is not just an assortment of equipment and supplies; it is a set of
internationally accepted minimum standards for treatment and care that must be
implemented in a coordinated manner by appropriately trained staff at the beginning of
a crisis. It can be implemented without an initial needs assessment. Data on sexual
violence, HIV and other sexual and reproductive health issues are not required to
implement the MISP.
24

Mirsky, J., Beyond Victims and Villains: Addressing Sexual Violence in the Education Sector, The Panos Institute,
2003.
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The MISP is a standard in the 2011 revision of the Sphere Humanitarian Charter and
Minimum Standards in Disaster
Response. This serves as recognition
Who is responsible for implementing the MISP?
that women and girls suffer from
Humanitarian workers are responsible for ensuring that MISP
unnecessary and excess death and
priority activities are implemented. MISP activities are not limited
disability when basic and priority
to reproductive health staff or even the general health sector. The
MISP cuts across all sectors; this includes food security, water and
reproductive health services are not
sanitation services, and shelter.
established for weeks or months into
an emergency.25
Objectives & Activities of the MISP
1. Identify an organization(s) and individual(s) to facilitate the coordination and
implementation of the MISP by:
•
•
•

Ensuring the overall reproductive health coordinator is in place and functioning
under the health coordination team;
Ensuring reproductive health focal points in camps and implementing agencies
are in place;
Making available material for implementing the MISP and ensuring its use.

2. Prevent sexual violence and provide appropriate assistance to survivors by:
•

Ensuring systems are in place to protect displaced populations, particularly
women and girls, from sexual violence;

•

Ensuring medical services, including psychosocial support, are available for
survivors of sexual violence.

3. Reduce the transmission of HIV by:
•
•
•

Enforcing respect for universal precautions;
Guaranteeing the availability of free condoms;
Ensuring that blood for transfusion is safe.

4. Prevent excess maternal and neonatal mortality and morbidity by:
•
•
•

Providing clean delivery kits to all visibly pregnant women and birth attendants
to promote clean home deliveries;
Providing midwife delivery kits (UNICEF or equivalent) to facilitate clean and safe
deliveries at the health facility;
Initiating the establishment of a referral system to manage obstetric
emergencies.

5. Plan for the provision of comprehensive reproductive health services, integrated
into primary healthcare, as the situation permits by:

25

Women’s Commission for Refugee Women and Children, MISP Fact Sheet, 2006.
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•
•

•

Collecting
basic
background
information;
Identifying sites for future delivery of
comprehensive reproductive health
services;
Assessing staff and identifying training
protocols.

Sexual Violence within the MISP

Get Certified
Visit the Women’s Refugee Commission’s
website to take the Women’s Commission’s
MISP Distance learning module and become
certified in the MISP. Participants who
complete the online post-test with a score of
80 percent or higher receive a certificate of
completion from the Women’s Refugee
Commission. The course can be found at
www.womensrefugeecommission.org

In 2005, the Inter-Agency Working Group
(IAWG) for Reproductive Health completed an
evaluation of reproductive health responses in humanitarian crises, comparing existing
reproductive health responses in emergencies with those implemented 10 years prior.
In 1995, responses to address the health needs of survivors of sexual violence were
largely absent in emergencies. In 2005, the IAWG concluded that while there was an
increased response in all of the priority interventions outlined within the MISP; the area
that has seen the least progress was sexual violence.
The lives of the displaced, particularly women and girls, are put at risk when the MISP is
not implemented. Women and girls can be placed at risk of sexual violence when
attempting to access food, firewood, water and latrines. Their shelter may not be
adequate to protect them from intruders or they may be placed in a housing situation
that deprives them of their privacy. Those in power may exploit vulnerable women and
girls by withholding access to essential goods in exchange for sex. Women and girls who
have experienced sexual violence should receive health services as soon as possible
after the incident to prevent further trauma and life-threatening infections. The MISP
provides an outline of the basic steps to be taken in order to avoid these negative
consequences.
The MISP recommends several key actions to prevent and manage the consequences of
sexual violence. Those specifically related to the provision of health services include:
•

•
•

Ensure a standard medical response to sexual violence survivors, including the
option of emergency contraception, preventative treatments for STIs, postexposure prophylaxis for prevention of transmission of HIV, and tetanus and
hepatitis B vaccinations and wound care as appropriate.
Ensure privacy and confidentiality of the survivor.
Ensure the presence of same-sex, same-language health worker or chaperone
and, if the survivor wishes, a friend or family member, present for any medical
examination.

Implementing the MISP is a component of the minimum prevention and response
standards outlined in the IASC Guidelines for GBV Interventions in Humanitarian
Settings: Focusing on Prevention of and Response to Sexual Violence in Emergencies.
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HEALTH RESPONSE IN THE IASC GBV GUIDELINES
Well-functioning and accessible health services make a difference in women and girls’
ability to reduce health risks, and promote the well-being of themselves and their
families. Many survivors of GBV do not disclose the abuse due to fear or repercussions,
social stigma, rejection from partners/families, or other reasons. However, survivors are
much more likely to seek out support and services if health services are physically and
geographically accessible, confidential, sensitive, accommodate private consultations,
and of good quality.
Ensure Women’s Access to Basic Health Services (Action Sheet 8.1):
The IASC GBV Guidelines outline actions that apply to organizations implementing
health programs, including primary health care; and specify the importance of
appointing GBV focal points from the health sector to participate in GBV coordination.
Key actions related to ensuring access to basic health services are extremely relevant
for GBV staff, which should work closely with health actors and should support the
establishment of services and any related advocacy. These actions are:
•
•

•

•
•

Implement the MISP. (See above.)
Conduct or participate in rapid situational analyses of health services. This
should address the accessibility, availability and capacity of health services to
respond to the needs of women and girls.
Ensure health services are available to women and children. This means ensuring
appropriate access points for adult, adolescent and child survivors; and providing
access to same-sex, same-language health workers, as outlined in the MISP.
Motivate and support staff. This includes ensuring that health staff has access to
appropriate technical and material resources.
Involve and inform the community. This means involving women in decisionmaking, and making the community – both women and men – aware of available
services and the negative consequences of GBV.

Provide Sexual Violence-Related Health Services (Action Sheet 8.2):
The IASC GBV Guidelines also underscore the importance of establishing an agreedupon protocol for care for survivors of sexual violence, and ensuring that all health care
providers are trained in the use of the protocol. GBV staff can advocate for quality
services, in line with established protocols; and promote and support training for
medical personnel. The IASC GBV Guidelines recommend the following key actions as
part of the agreed-upon health protocol. These are explained further in the next section,
on the clinical care of sexual assault survivors.
•
•
•
•

Prepare the survivor.
Perform an examination.
Provide compassionate and confidential treatment.
Collection minimum forensic evidence.
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CLINICAL CARE OF SEXUAL ASSAULT SURVIVORS
Seeking healthcare is very difficult for many rape survivors; in seeking support, survivors
are acknowledging that they have experienced physical and/or emotional harm and
need assistance. It is critical that health staff, as well as GBV staff, acknowledge and
recognize this by always following the basic principles of care and by respecting rights of
the survivor.
The clinical management of rape is a component and priority area of emergency
reproductive health response. This is a component of primary healthcare and, as such, is
not an optional service provided by health teams providing primary healthcare services.
As a priority response, the clinical management of rape should be in place, whether
survivors of sexual violence have sought health services or not. This includes having a
site-specific protocol for the clinical management of rape, appropriate training for
health staff, appropriate drugs, supplies and equipment as outlined in the World Health
Organization’s 2004 Guidelines for the Clinical Management of Rape Survivors.
Rapid responses in emergencies usually leave little time for writing site-specific
protocols among many other competing health priorities. IRC has developed a generic
protocol to help guide field staff on how to support rape survivors and advocate for
better quality care and support. Key elements of this protocol are outlined here:
Basics
Basic Principles of Care and Rights

Survivors may react in any number of ways to rape and their responses will likely change
over time. Nonjudgmental, compassionate care is essential to the healing process and
the absence of this can have long lasting effects upon the survivor’s mental and
emotional state. Furthermore, inappropriate health responses have the potential to retraumatize survivors, creating a situation where humanitarian actors are actively
contributing to further harming survivors.
Survivors have a right to dignity. This right has been violated by the attacker and must
be emphasized and reaffirmed by all health service providers. In the context of
healthcare provision, the right to dignity means:
The right to health: Survivors of rape and other forms of sexual violence have a right to
good quality health services, including reproductive healthcare, to manage the physical
and psychological consequences of the attack, including prevention and management of
pregnancy and sexually transmitted infections (STIs).
It is critical that health services do not re-victimize rape survivors. There is never any
excuse for failing to address the mental, physical and emotional health needs of a rape
survivor. The protocols should be followed as closely as possible, but the absence of
certain supplies or medications does not justify poor care.
The right to non-discrimination: Laws, policies, and practices related to health services
should not discriminate against a person who has been raped on any grounds, including
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race, sex, religion, color, national or social origin, age, or marital status. For example,
providers should not deny services to women belonging to a particular ethnic group or
because they are unmarried or underage. In cases where the laws of the host country
do discriminate, staff should advocate with local organizations and the government for
legal reform while doing their best to meet the needs of survivors without putting
themselves at risk. Health services must also be provided in a language the survivor
understands well.
The right to self-determination: Providers should not force or pressure survivors to
have any examination or treatment against their will. Decisions about receiving
healthcare and treatment, for example, emergency contraception, are personal
decisions that can only be made by the survivor herself. In this context, it is essential
that survivors receive appropriate information to allow them to make informed choices.
Survivors also have a right to decide whether, and by whom, they want to be
accompanied when they receive information, are examined or obtain other services.
These choices must be respected by healthcare providers.
The right to information: Information should be given to each client in an individualized
way so that she is able to make an informed choice. The survivor needs to know what is
going on in her body, what kind of examination will be performed and why, and what
the effects of prescribed medications will be. For example, if a woman is pregnant as a
result of rape, the health provider should discuss with her all the options legally
available to her—for example, abortion, keeping the child, or adoption. If the individual
provider is not willing to discuss the full range of legal options, another healthcare
provider should be called to do so.
The right to privacy: Conditions should be created to ensure privacy for people who
have been sexually abused. Other than an individual accompanying the survivor at her
request, only people whose involvement is necessary in order to deliver medical care
should be present during the examination and medical treatment. To the extent
possible, other providers, like laboratory staff, should be brought to her so that she does
not have to move to receive services.
The right to confidentiality: All medical and health status information related to
survivors should be kept confidential and private, including from members of their
family, unless the survivor is a minor. Health staff may disclose information about the
health of the survivor only to people who need to be involved in the medical
examination and treatment, or with the express consent of the survivor. If someone is
being charged in the case, the relevant information from the examination will need to
be conveyed to the police or other authorities, but in a limited way.
Objectives of the Clinical Consultation

The objectives of the clinical management of rape survivors are:
•
•

To identify and treat injuries and medical complications of rape;
To organize referral to other relevant services, including psychosocial, protection,
and legal services;
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•

To collect forensic evidence for legal purposes.

It is not the responsibility of the healthcare provider to determine whether a person
has been raped. That is a legal determination. The healthcare provider's responsibility is
to provide appropriate care, record the details of the history, provide a physical
examination, and, with the client’s consent, collect any forensic evidence that might be
needed in a subsequent legal action.
Response Plan for Survivors of Rape

In addition to a locally-adapted protocol, perhaps the most important thing health staff
can to do is to prepare for the treatment of survivors of sexual violence. There needs to
be a clear understanding that all rape survivors will be seen immediately. A designated
individual should be made responsible for ensuring that the health facility is prepared to
receive survivors and respond according to the guidelines at any time. Some programs
have trained sexual assault response teams to handle these situations. This may not be
possible in all settings, but in every case, an appropriately trained and prepared
individual should be available at all times. Contact information for that individual should
be posted where all staff can find it. There should be a designated and prepared place
with adequate supplies so that an interview and exam can be performed without having
to move a survivor between rooms. A separate room for both visual and audio privacy is
preferable, but a curtained area with good light and easy access to a latrine will suffice.
The responsibility of the health clinic is to provide quality healthcare and ensure that
the survivor has access to the best possible legal and psychosocial services. The best
resources may be available through referral to another agency or organization.
Resources for counseling and legal assistance need to be contacted in advance and a
system put in place to assure good communication and coordination between service
providers and proper follow-up. This may involve periodic meetings or case
management reviews. In particular, careful consideration needs to be given to the
security of a rape survivor who does not have a safe place to go.
Clinical Pathway & Checklist for Clinical Management

The clinical pathway for the treatment of survivors of sexual assault is a graphic
representation of the treatment paths available to survivors who report to health
facilities with different symptoms at various times following the incident. The pathway
on the following page shows the steps that all healthcare providers should follow in the
management of sexual assault survivors.
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A checklist for clinical management is included in the World Health Organization’s
Clinical Management for Rape Survivors as well as IRC’s Clinical Management of Rape: A
Prototype for IRC Health Programs. The checklist for clinical management includes a list
of resources and equipment necessary, such as drugs, staff, health facility setting,
equipment, and other supplies.
Care of the Patient
Receiving the Patient & Initial Assessment

Survivors should be treated at all times in accordance with the principles of human
dignity outlined above, the most important being respect, compassion, and
confidentiality. All staff of the facility should be trained to respond immediately to any
individual who reports being raped or who appears to have suffered any form of
violence.
Staff should be sensitized to the needs of all survivors of GBV and informed of the
policies spelled out in the established protocol. Attitudes that view survivors of rape as
shamed or defiled or that blame the victim for the assault need to be addressed, but
may take time to eradicate. It must be made clear that all staff is expected to treat
survivors with compassion and respect in accord with the protocol.
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The first concern is for survivors’ physical well-being. An individual who requires
emergency care should immediately be treated or referred as appropriate. In this case,
consideration should be given to aspects of the post-rape treatment that are time
sensitive, such as emergency contraception, STI prevention, and post-exposure
prophylaxis (PEP) for HIV/AIDS.
Once a survivor is identified and determined to be in stable condition, she should
immediately be taken to a private place where the history and the examination can be
done. If the person initially receiving the survivor is not specifically trained to provide
clinical care to a rape survivor, a trained clinician should be notified and attend to her
immediately. A compassionate staff member should stay with the survivor until the
trained provider arrives. A female clinician is preferable and where one is not available,
a female chaperone should be present during the exam.
As few people as possible should be involved in the process. The staff member escorting
her to the private consultation room should introduce herself, offer reassurance and
explain briefly that she will be seen by a trained clinician who will ask her questions and
examine her. Staff should answer any questions she has and make it clear that the
whole process is entirely voluntary. Staff should ask a survivor to agree to each step in
the process of her care and let her know that she may say ‘no’ to any procedure or ask
to stop at any point in time.
Obtaining Informed Consent & History

The provider who will perform the examination should review the procedure with the
survivor, and parent or guardian if she is a minor, in language she can understand and
ask for her consent for the history, the physical exam, the pelvic exam and specimen
collection as appropriate. With children it can be helpful to use a doll to demonstrate
prior to performing the actual exam. The survivor can refuse any part of the exam that
she wishes; never force a child or any survivor to undergo an examination. A consent
form should be completed at this time with the survivor’s signature or fingerprint.
A detailed history is helpful in identifying possible sites of injury, including internal
injuries, but the survivor should not be forced to talk. Not all persons will want or be
able to talk about the assault. Providers should listen and record the story in the words
of the survivor. Providers must also reassure a survivor that nothing she says will be
made public unless she chooses to have it released, for example if she takes legal action.
Providers should ask clarifying questions as necessary after the survivor finishes her
story.
The history should include the following components:
•
•
•

A description of the incident (when, where, use or threat of violence or weapon,
penetration)
Did the survivor know the perpetrator previously? Are his whereabouts known?
What the survivor did after the incident (bathed, changed clothes, urinated,
cleaned teeth, etc.)
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•
•
•
•

Menstrual/obstetric history to determine pregnancy status/risk
Medications, allergies, existing health problems
Vaccination status (tetanus, Hepatitis B)
HIV status (if known)

Physical Examination

Even after the survivor has consented to the exam, the provider must explain each step
as she goes along and give the survivor an opportunity to ask questions. The exam
should never be hurried and the survivor must never be asked to undress or uncover
completely.
Prior to the more detailed physical examination, the provider should observe and record
the general appearance of the survivor and take note of her mental and emotional
state. Examinations should begin with a check of the patient’s vital signs, including pulse
rate and blood pressure; this will appear routine and may help to calm the patient’s
anxiety. Particular care should be exercised with the genital and pelvic exam. A pelvic
exam should be performed only if indicated; for example, if there is vaginal bleeding,
discharge, or suspected pregnancy, or if forensic evidence is being collected.
Investigations

In many cases no laboratory or diagnostic tests will be required. Injuries and symptoms
should be evaluated as they would in any other case, while maintaining privacy and
confidentiality. If trained counselors are available, an HIV test may be offered. However,
a positive result would represent prior HIV infection and the absence of an HIV test
should in no way prevent a provider from offering PEP. The same is true for pregnancy
testing, which will only reveal pre-existing pregnancy. A positive pregnancy test will
eliminate the need for emergency contraceptive pills (ECP) and affect the choice of
medications prescribed.
Investigations may include the following:
•
•
•
•

Urinalysis for urinary symptoms
Pregnancy testing
Blood tests for syphilis and/or HIV
X-rays for injuries

Prescribing Treatment

The specific treatment regimen will depend on local protocols, the availability of
medications, disease prevalence in the population and the circumstances of the patient.
Note that there is no medical reason for withholding any of the following treatments
from children, although some of the doses may need to be adjusted depending on
weight.
Survivors seen within 72 hours who have experienced penetration should be offered
PEP for HIV and prophylaxis against the most prevalent STIs, such as syphilis, gonorrhea
and Chlamydia. Depending on the context, metronidazole for trichomoniasis and
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Hepatitis B vaccine may also be given. The Hepatitis B vaccine is effective up to two
weeks after exposure.
HIV testing is not necessary prior to prescribing PEP and a survivor who cannot or does
not wish to be tested should still be offered PEP if indicated. However, for survivors who
are HIV positive, there is no benefit from using PEP. An HIV positive survivor should be
given counseling and referral information just as any other HIV positive person.
ECP can be effective up to 120 hours or 5 days after an incident, but is more effective if
given earlier. The progestin-only ECP regimen has the fewest side effects. If a progestinonly regimen is not available, oral contraceptive pills containing both estrogen and a
progestin can be used. A pregnancy test is not required before dispensing ECP.
Survivors with open wounds should be given tetanus toxoid if there is any doubt as to
their immunization status. If they have not previously been vaccinated, they should be
advised to finish the course for a total of two doses.
The Medical Certificate

Medical care of a survivor of rape includes preparing a medical certificate. This is a legal
requirement in most countries and forms should be obtained from local legal
authorities. The medical certificate constitutes an element of proof and is often the only
evidence available to prosecute an incident of sexual violence, apart from the survivor's
own story. It is the responsibility of the healthcare provider who examines the survivor
to make sure such a certificate is completed and is kept confidential. The healthcare
provider should provide one copy to the survivor and keep one copy locked away with
the survivor's file, in order to be able to certify the authenticity of the document
supplied by the survivor in a court
if requested. The survivor has the
The quest for justice and the fight against impunity
sole right to decide whether and
should never create obstacles to other lifesaving care.
when to use this document.
In some countries, healthcare providers and others have prioritized the provision of a
medical certificate above the delivery of quality medical care. In these countries,
survivors may be required to report cases to the police to acquire a medical certificate
before receiving healthcare. This prevents women and girls who wish only to receive
healthcare from accessing healthcare and support.
Release of Information

The survivor should be made aware of what information will be released and to whom.
Anonymous information regarding the location and nature of the attack can be passed
on to protection staff so that action may be taken to prevent future attacks against
others. Any information that could be used to identify the survivor may only be released
with her consent. The IRC protocol on the clinical management of rape includes sample
“release of information” forms.
Remember, the information collected belongs to the client, not to the service provider.
It is up to the client to decide when, where and how information about any information
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should be released or shared. She must fully understand and voluntarily agree to share
information and, in order to give informed consent, must:
•
•
•
•

Have all information about the agreement and its consequences;
Be over the age of 18;
Be mentally sound enough to understand the agreement and the consequences;
Have equal power in the relationship.

If she does not wish to share any information about her case with anyone, you may not
share her information.
Counseling & Follow-up of the Patient

In addition to receiving information about her treatment, a survivor will also need to
hear some other important and compassionate messages and must feel that she is
believed and supported. An individual who has just suffered an attack may not be able
to absorb everything she is told, but a calm approach, simple statements and repetition
will help.
Collecting Forensic Evidence
Forensic evidence may be collected to help the survivor pursue legal redress if she
wishes and if it is feasible. The survivor may choose not to have evidence collected.
Respect her choice.
Only qualified and trained health workers should collect evidence and only after review
of the pertinent local laws and procedures. In many countries only registered doctors
are allowed to testify in court.
Before collecting forensic evidence, health workers must determine:
•
•

Can forensic evidence be processed? Can it be stored safely?
Are the police or local authorities able to perform the tests?

Information that cannot be processed or that will not be used should not be collected.
GBV AND HEALTH: WHO DOES WHAT?
On-the-ground staff must understand their roles and responsibilities with regard to
health responses from the onset of an emergency to ensuring basic, minimum health
services are provided and accessible to survivors.
It is the ultimate responsibility of health actors to
ensure that health staff is trained and health
facilities are equipped to provide care to
survivors. This includes having a clinical
management of rape protocol in place. It is not
the responsibility of the GBV team.

Healthcare providers must understand that
it is not their responsibility to determine
whether a person has been raped. That is
a legal determination.

It is the role of GBV staff to provide support to the health actors in sensitizing medical
and non-medical personnel to the needs of survivors, and promoting compassionate
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care. GBV staff also facilitates coordination with health and other sectors to ensure
survivors receive all needed services. GBV staff does not provide any direct health
services, procure or dispense drugs, or supervise health staff.
Both GBV and health teams should integrate messages regarding the adverse health
impact of sexual violence in their outreach to communities. This includes working with
local health workers and community leaders to inform the community about the
urgency of and the procedure for referring survivors of sexual violence.
Health and GBV staff should also work in concert to ensure that all actors on the ground
are informed of existing national guidelines and protocols for the clinical management
of rape, to ensure that all actors are providing appropriate health responses to survivors
of rape.
HEALTHCARE PROVIDERS

GBV WORKERS

•

Provide appropriate healthcare

•

•

Record the details of the history, the
physical examination, and other
relevant information

Advocate to ensure an adequate
health response is in place

•

Collect any forensic evidence that
might be needed in a subsequent legal
action (with the patient’s consent)

Provide technical support, as needed,
including training on psychosocial
support and care for survivors

•

Work with health team to ensure
follow-up and referral of cases

•

BOTH HEALTHCARE & GBV ACTORS
•

Work with communities to increase awareness about the availability of services

•

Ensure ethical, safe, and appropriate data collection methods are in place
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4.3: PSYCHOSOCIAL SUPPORT



Learning objective: Understand the psychosocial impact of GBV. Identify the
most appropriate psychosocial approaches in emergency settings.
THE PSYCHOSOCIAL IMPACT OF GBV
GBV shatters trust, destroys communities,
diminishes opportunities for personal development,
and has a deep impact on the well-being of women
and girls. Psychological consequences of GBV include
fear, shame, anxiety, and suicidal ideation. Incidents
of GBV can also lead survivors to withdraw from dayto-day activities and social support, making recovery
and the resumption of ‘normal’ functioning more
challenging.

Psychological
Consequences of GBV
Post-traumatic stress
Insecurity
Depression
Anger
Anxiety
Fear
Self-hate
Shame
Self-blame
Mental illness
Suicidal thoughts and/or attempts

Often, an accumulation of violent or traumatic
events affects an individual’s ability to function, both
as an individual and within her family, community,
and society. Violence or trauma related to
emergencies – such as forced displacement,
witnessing violence or surviving an armed attack – can severely impact the well-being of
women and girls; acts of sexual violence can result in even more psychological distress
and social harm as local systems, services and networks which previously existed
disintegrate. In addition, women or girls may have experienced other forms of violence
before the onset of the emergency which
can impact their ability to manage the
Social Consequences of GBV
consequences of the new incidents of
Blaming the victim
Social stigma
violence related to the emergency.
Social rejection and isolation
Rejection by partner and/or family
Loss of ability to function in the community

The social effects of conflict include
altered
family
relationships
and
community networks, and economic
status. Conflicts or natural disasters can lead to increased death, separation of families,
experiencing or witnessing physical and sexual violence, the breakdown of family and
community networks, damaged human values and practices, and environmental
destruction.
UNDERSTANDING PSYCHOSOCIAL PROGRAMMING
Psychosocial refers to the dynamic relationship between psychological and social effects
of a traumatic event or violence on an individual. Both the psychological and social
effects of emergencies continually influence each other.
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Humanitarian agencies have come to prefer the term psychosocial well-being
well
over
narrower concepts such
uch as mental health, as ‘psychosocial’ points explicitly to social and
cultural influences, as well as psychological influences, on well-being.
well
The psychological effects of conflict affect an individual’s different levels of functioning,
including:
•

Cognitive,
nitive, those perceptions and memory that serve as a basis for thoughts and
learning;

•

Affective or emotional; and

•

Behavioral

PSYCHO-SOCIAL
SOCIAL

The psychosocial needs of a GBV survivor
are determined by the nature and extent
of emotional, psychological, and social
harm, that is, the extent of suffering and
the resulting level of dysfunction.

Psychosocial assistance to a GBV survivor is built on an understanding of the survivor’s
unique needs, not on a predetermined formula for psychosocial intervention. It requires
assessing the psychosocial functioning of a survivor: her unmet needs, her personal
strengths, and her abilities. Some survivors need a great deal of help; others need only
reassurance and a little information.
CULTURE & VALUES, HU
HUMAN CAPACITY, AND SOCIAL
CIAL ECOLOGY26

The psychosocial well-being
being of an individual is defined with respect to three core
domains: Culture and values, human capacity, and social ecology.

Economic
Resources

Environmental
Resources

Physical Resources

Culture and values refer to the traditional values and beliefs of the community
comm
that
have served to unite and give identity to a community. Human capacity refers to the
26

Adapted from The Psychosocial
al Working Group, Psychosocial Intervention in Complex Emergencies: A Conceptual
Framework, October 2003.
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physical and mental health of a person as well as the skills and knowledge of a person.
Social ecology refers to social relations, such as those within families or peer groups,
religious and cultural institutions, or links with civic and political authorities. Impacts on
the social ecology of an emergency-affected community frequently include changes in
power relations between ethnic groups and shifts in gender relations. Targeted
disruption of such structures and networks is often the central focus of contemporary
political and military conflict.
While psychosocial well-being may be determined by these three core domains, other
issues have a significant influence on an individual’s psychosocial well-being.
The loss of physical and economic resources
available to households, disruption to community
and regional infrastructure, and degradation of
the natural environment all impact the
psychosocial well-being of communities. Such
issues define the broader context within which
individuals, families and communities seek to protect psychosocial well-being.
Psychosocial
well-being
for
both
individuals and their communities is
dependent upon the capacity to deploy
resources from their culture and values;
human capacity; and social ecology.

Culture and values, human capacity, and social ecology may potentially be negatively
impacted by certain events. But each domain also represents a pool of resources that
can be mobilized to respond to the demands created by those events. The effectiveness
of the utilization of resources within the community may be seen to be a measure of the
resilience of that community. Social networks can be utilized to protect significant
cultural activities. Human capacity can be invested to restores social linkages. Culture
and values may be drawn upon to bolster human capacity and well-being.
Cultural Relativism
Often when issues related to the unequal status of women and girls and sexual violence
are raised in a community, debates regarding cultural relativism can emerge. When GBV
staff initiate these discussions, it is critical that the role of humanitarian actors is clearly
articulated to colleagues, communities and all stakeholders.
The psychosocial needs of survivors are specific to the context and culture, as well as to
the individual’s experience and reality. Humanitarian actors should not ‘impose’ a
psychosocial intervention on communities but should design and implement a strategy
in concert with communities themselves.
APPROACHES TO PSYCHOSOCIAL SUPPORT
Psychological and social consequences of violence that go unaddressed often have longterm negative implications at the individual, family and community levels. Yet,
psychosocial programming has been typically overlooked as a priority intervention in
emergencies as its outputs are often less tangible than other programs, such as health,
water sanitation or food and non-food item distribution. Thus, humanitarian actors
often prioritize other responses in the midst of the competing priorities in an
emergency.
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In recent years, the need for such interventions is now less disputed than before and
there is increasing consensus that humanitarian actors should implement psychosocial
programs at the outset of emergencies. However, this consensus has not led to
consistent or standardized approaches towards addressing the psychosocial needs of
women and girls.
Practitioners continue to debate two distinctive approaches to meeting the psychosocial
needs of women and girls.
CLINICAL MODEL

COMMUNITY-BASED MODEL

Understanding suffering through
psychopathology, particularly post-traumatic
stress disorder, where interventions focus
primarily on the individual

Examines the impact of conflict on the
community where interventions focus on
strengthening community resources and the
reestablishing pre-existing coping strategies

For many agencies the conceptualization of suffering through the idiom of
psychopathology, and particularly post-traumatic stress disorder (PTSD), has been
dominant. This has been supported by an increasing body of evidence establishing
elevated rates of symptom reportage associated with potential PTSD diagnosis in waraffected populations.
Critics of the validity of the clinical model, however, state that it inherently makes
assumptions about cultural expressions of suffering. In other words, the clinical model
states all people will express suffering in a similar way which can be universally
recognized. Agencies that agree with these critiques largely favor community-based
models which place greater importance on the social and cultural impacts of conflict on
affected communities rather than individuals.
Community-based models begin with the assumption that in the context of
emergencies, the needs of individuals are generally conceptualized within the context of
a family or household, which, in turn, is located within an ‘affected’ community. It
recognizes that the psychosocial well-being of an individual is influenced by individual,
community and environmental resources.
The debate between the two models is further complicated by a lack of clear links
between the conceptualization of need and the strategies then implemented to
respond. For instance, while some programs using the concept of trauma in
documenting the needs of impacted populations do adopt a clinical treatment model in
their intervention, others place community mobilization strategies at the core of their
response.
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RESTORATION VERSUS TRANSFORMATION
A number of academics support the perspective that the process of psychosocial engagement as one with the
goal of restoration, restoring a survivor to the situation existing before the impact of events. However,
practical experience in such settings as Rwanda and East Timor, where pre-conflict elements contributed
directly to the onset of violence, suggest that in some circumstances it may be more appropriate to support a
process of transformation. Concretely, this means developing new relationships between the capacities,
values and resources of a community.

APPROACHES TO PSYCHOSOCIAL PROGRAMMING IN EMERGENCIES

Psychosocial interventions in emergency settings should begin with the assumption that
an individual’s needs are generally appropriately conceptualized within the context of a
family or household which, in turn, is located within an ‘affected community.’
The consequences of events such as conflict, mass displacement and natural disasters
are diverse and impact the well-being of community over many years. They can disrupt
or diminish the physical, material and economic resources of a community and erode
psychosocial well-being.
Interventions that target an individual survivor’s psychosocial well-being are typically
implemented in combination with social integration activities in order to decrease
stigma to survivors. These interventions provide an additional entry point in the
community for survivors, provide support for survivors who do not require more
intensive support, and provide an opportunity for survivors to gain access to skills and
knowledge-building activities that may not otherwise be available to them.
Psychosocial interventions in emergencies should address the consequences of sexual
violence and promote:
•

Healing at an individual, family, and community levels by rebuilding trust and coping
mechanisms.

•

Empowerment by realistically and safely working to increase women’s role in
decision-making and their access to economic opportunities.

•

Acceptance by ensuring survivors and their children are included and supported by
their communities.

The diagram27 on the following page provides a visual demonstration of types of
psychosocial interventions that can be applied in different social spheres, all of which
contribute to the ultimate goals of healing, empowerment and acceptance.

27

International Rescue Committee, 2010
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In emergency settings, GBV providers empower survivors of sexual violence by providing
them with information to help them make decisions. GBV providers also empower
women and girls through skill-building sessions and information sessions.
GBV actors can strengthen community and individual by facilitating social cohesion in
the following ways:
• Empowering women and girls and reducing their vulnerability
• Promoting acceptance and community support for survivors of sexual violence
• Helping women and girls to overcome shame and stigma and help them access
healthcare
• Supporting survivors to play a productive part of the family and community and
ultimately resume normal life
Keep in mind there may be some factors in a person’s life that might help them to deal
with violence and trauma (mediating factors) and there may be aspects of a person’s life
that actually make the trauma worse without outside intervention (exacerbating
factors).
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MEDIATING FACTORS
•
•

EXACERBATING FACTORS
•
•
•

If she has community and personal support
If she receives responsible and appropriate
support from authorities
If there are precautions taken to prevent it
happening again
If there is a safe environment to rest and
recover
If she has good physical and mental health
If she feels she coped well
If she has positive self-esteem
If she has an empowered view of herself as a
woman

•
•
•
•
•
•

•
•
•
•
•
•

If it happens on top of previous trauma
If there is no safe place to go to
If there is a lack of understanding and
support
If there was more than one perpetrator
If she knew or trusted the perpetrator
If she already felt bad about herself
If she is unable to acknowledge or talk about
the incident
If she has physical or mental illness or
disability
If there is a risk of pregnancy or contracting
an STI or HIV/AIDS

Resilience refers to the capacity to do well when faced with difficult circumstances. This
includes resistance against destruction, the capacity to protect one’s own integrity
under pressure and the ability to construct something positive in spite of difficult
circumstances. Psychosocial interventions seek to build upon an individual’s resilience.
How is resilience fostered? What
enables people to stay resilient in the
face of such adverse circumstances?

RESILIENCE
Many women described their lives as having been full of
challenge, loss and suffering. However, they did not see
themselves as victims, and resented pity. In most cases
they have found ways to survive and to adapt while
protecting and supporting those close to them.

•

Resilience is fostered in human
beings in a number of ways:

•

Through the experience of
empathy, care and respect for
one another in a family

•

By acquiring relevant knowledge and skills to understand and deal with difficult
situations

•

Observing good role models who cope successfully with difficulties and maintain
an attitude of hope and purpose when facing difficulties

•

Having access to systems of knowledge, ideologies or beliefs that give meaning
to complex and difficult situations

- S.J. Bowen, Resilience and Health: Salvadoran Refugee Women in
Manitoba. Prairie Women’s Health Centre of Excellence, Canada, 2005

Counseling
Counseling is an effective way of empowering clients by giving them knowledge about
their choices and helping them to see how their personal experience relates to gender
inequality within society. Women and girls who have suffered sexual violence need
support that is geared toward building trust, connections, and understanding; they need
to be empowered.28
28

K. Watterson, Women in Prison: Inside the Concrete Womb; Northeastern University Press, Boston, 1996.
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The United Nations Population Fund (UNFPA) defines counseling as a particular way of
helping that involves:
•

A skilled helper and one or more ‘clients’ (people seeking help)

•

An accepting, trusting, and safe relationship

•

A process whereby clients learn how to better understand themselves and
their present situations

The World Health Organization defines counseling as a process of dialogue and mutual
interaction aimed at facilitating, problem solving, understanding, motivating, and
decision-making.
Counseling is a helping relationship aimed at enabling a client to explore a personal
problem, giving the client increased awareness of choices they have in dealing with the
problem, and assisting her or him to make an informed decision about what to do about
the problem.29 Counselling is an information exchange process, with the additional
component of sharing feelings and emotions that the client finds difficult or disturbing.
Such feelings act as constraints to functioning, which the client is not able to resolve
alone or within usual social relationships.30
Helping a client to make informed decisions is empowering (she has control over her
choices), respectful (her opinions and judgments are valuable) and responsible (she
must live with her decisions and their consequences and is accountable for her own life
and choices).
Safe Spaces for Women
Establishing women’s community centers or other spaces for women helps improve
women and girls’ access to services and provides a safe place for them to gather and
socialize. Women’s centers can be used to host a variety of activities and services,
including:
•

Individual counseling and emotional support for survivors of sexual violence,
to address their needs;

•

Discussion and information-sharing sessions on specific topics relevant to
women and girls, such as health and sanitation, violence or childcare;

•

Skill- and knowledge-building activities, including literacy and numeracy,
health education, or sewing classes; and

•

Recreational activities such as sports, dancing, drama, arts and crafts, or
story-telling.

29

UNHCR and GRT, Psychosocial counseling and social work with clients and their families in the Somali Context: A
Facilitator’s Guide. 2009.
30
UNHCR and GRT, Psychosocial counseling and social work with clients and their families in the Somali Context: A
Facilitator’s Guide. 2009.
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In some contexts, centers may already exist but in many emergencies, they do not. In
the early days of an emergency, it may be difficult to establish permanent or temporary
structures to house safe spaces for women. However, as time progresses, thought
should be given as to how to establish temporary safe spaces in emergency settings and
how to transition these spaces into more sustainable structures once the situation
stabilizes.
Women’s Groups & Girls’ Groups
Informal groups within communities usually exist far before humanitarian actors step
into action during a crisis. Sometimes these groups continue to function throughout an
emergency but often, communities are displaced and new groups may form organically.
In many emergencies, female community leaders, traditional birth attendants, or
midwives take on the role of mobilizing and supporting women and girls.
In emergencies, GBV staff holds structured and informal information sessions with
women and girl’s groups on topics such as reproductive health, safety, childcare and
meeting basic needs. Female representatives from the community or staff from
organizations working in the same camps or communities can often facilitate women
and girls’ groups.
Skill-Building & Social Activities
After the initial stages of an emergency have passed, GBV staff can work with women’s
and girl’s groups to provide skill-building activities, such as literacy and numeracy
classes, and culturally-appropriate social activities to women and girls.
Skill-building and social activities serve to:
•

Reduce stigma attached to survivor-only services or interventions;

•

Increase access to skill-building and support activities for survivors to
promote self-sufficiency and empowerment to survivors;

•

Provide an additional entry point for survivors to receive services and
information at their own pace.

•

Provide an outlet for group emotional and healing activities for survivors that
may not require more individualized or intensive support.

Skill-building activities for women and girls’ groups provide a safe space for women to
socialize, offer a sense of routine or normalcy in turbulent settings, and help to restore
confidence. These activities also promote healing, empowerment and acceptance.
Establishing social activities in emergency settings can be challenging. In some instances,
donors and senior management may seek after skill-building activities as ‘tangible’
elements of GBV programs, despite their appropriateness to the context. In other cases,
women themselves may request such activities, as they believe the activities will help
them improve their access to economic opportunities. Chronic displacement and
insecurity may also pose risks to longer-term activities but women themselves may still
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opt for them. For example, in North Kivu, women’s groups successfully worked together
on collective agricultural plots and, despite the risk of persistent displacement and the
challenges posed by land ownership, were able to raise and sell crops for profit.
GBV staff should be clear about the goals and anticipated outputs of social activities
when working with women to avoid perpetuating false expectations among women and
girls participating in these activities.
Skill-building and social activities are sometimes called socioeconomic or incomegenerating activities. Typically, however, the primary objective of these activities in
emergency settings has been psychosocial not economic. When including skill-building
and social activities in an emergency response, make sure staff is clear in the program
design about the anticipated impact of these activities.
While the economic disadvantages for women and girls have long been recognized as
key elements of vulnerability, emergencies are challenging environments in which to
establish income-generating activities. The priority in an emergency is to make sure that
women and girls have access to lifesaving support, such as healthcare, psychosocial
support and interventions to improve safety and security. As a situation stabilizes,
opportunities to establish longer-term microeconomic activities, such as village savings
and loans activities (VSLA), may arise.
Community Leaders & Structures
Community leaders, particularly female traditional healers such as traditional birth
attendants, can play an important and powerful role in healing. Community leaders
often yield high levels of power within communities. Sometimes this power is applied in
positive ways to promote the health and well-being of women and girls and other times
this power is abused and exposes women and girls to greater risks of violence.
DESIGNING A PSYCHOSOCIAL INTERVENTION
Psychosocial responses should be sustainable, community-based strategies that do not
inflict further harm on the survivor or community. Remember that there is no one
reaction or response to sexual violence; every survivor will respond differently.
However, there are common psychological and social consequences of sexual violence
that we can anticipate and be prepared to address.
The places where emergencies occur may have different concepts of self and
community than others. Understanding the different cultural concepts of self and
community is key to understanding appropriate methods of healing for survivors in any
one particular community. For example, responses of individual counseling may not be
appropriate if the concept of self and process of healing is strongly tied to the
community and more centered on family. Successful psychosocial interventions will
ultimately provide a survivor with what she needs to regain control over her life; what
that actually means will differ from one community to the next.
Donor priorities and request for proposals often drive decisions about whether and how
to intervene. In the face of considerable pressure and time constraints, GBV staff must
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carefully think through the objectives of psychosocial interventions and how to achieve
these objectives.
Humanitarian actors cannot generalize people’s reactions to the experiences they have
endured; not all survivors of sexual violence want or need services. Interventions should
seek to bring resources and assistance to communities to empower survivors to care for
themselves and to provide leadership within their communities to safely and
appropriately address the needs of survivors.
GBV staff must set realistic goals for psychosocial interventions in both emergency and
post-emergency settings. Psychosocial interventions are not only about feeling better
but also about functioning better. IRC strives to help survivors reach a place where they
are functioning within their communities while remaining realistic about the extent of
care we can provide.
Remember, stand-alone psychosocial programs may be premature if communities feel
that their basic needs are not secured. In an emergency, women and girls may be
preoccupied with meeting basic needs of others before they are ready to address their
own psychosocial needs.
Participation & Sustainability
Community participation is key to designing and implementing a sustainable
psychosocial intervention. Effective psychosocial interventions:
•

Build a sense of local ownership and self-reliance;

•

Enable collective planning and action that includes highly vulnerable people;

•

Include beneficiary perspectives in defining positive and negative consequences
of interventions, including children and youth;

•

Strengthen local skills and social institutions that enable local communities to
meet the psychosocial needs of its members.

GBV staff must be sure to incorporate strategies to ensure the sustainability of
interventions, even in the middle of an emergency. Sustainability of a program to
address the psychosocial needs of survivors is reliant on the support and active
participation of the community. Community-based programming ensures that the
women, girls, men and boys of a community are central to efforts to address GBV.
Ultimately, it is their issue to address and the role of the GBV staff is to lend human and
financial resources to build the capacity of the community to be better positioned to
address GBV.
Training
Psychosocial interventions are typically implemented by paraprofessionals who may
have had only one or two weeks of training and yet are asked to handle difficult
situations and cases.
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In addition, training can impose outside ideas and tools in ways that silence local
understandings and fail to learn from local culture, practices and resources.
Effective programs should:
•

Regard training as an on-going process with regular support and supervision;

•

Help trainees to understand limits of their knowledge and to seek assistance in
handling especially complex situations;

•

Tailor training to meet the specific roles and responsibilities of the participants;

•

Create spaces for mutual learning to discuss strengths/weaknesses, and the
potential to blend Western and local approaches.

GBV staff should ensure that any staff deployed to address the needs of conflictaffected or disaster-affected populations receive appropriate training to carry out their
work. Trainings and on-the-job supervision should continue throughout the emergency
and daily or periodic debriefs should be conducted with psychosocial staff or
caseworkers to provide technical assistance with identified cases while also providing
emotional support to staff working in challenging and insecure environments.
Standards & Guidelines
While a number of agencies have developed tools and guidelines on the provision of
psychosocial support in emergencies, three tools in particular should be considered in
designing an intervention:
•

The IASC Guidelines for GBV Interventions in Humanitarian Settings

•

The IASC Guidelines on Mental Health and Psychosocial Support in Emergency
Settings

•

The Sphere standards

In terms of psychosocial interventions, these tools provide the following guidance:
THE IASC GUIDELINES FOR GBV
INTERVENTIONS IN
HUMANITARIAN SETTINGS
Humanitarian actors must take
action, from the earliest stages
of an emergency, to prevent
sexual violence and provide
appropriate assistance to
survivors, including
community-based
psychological and social
support.

THE IASC GUIDELINES ON
MENTAL HEALTH &
PSYCHOSOCIAL SUPPORT
IN EMERGENCY SETTINGS
Mental health and
psychosocial problems in
emergencies are highly
interconnected, yet may
be predominantly social or
psychological in nature.
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4.4: CASE MANAGEMENT



Learning objective: Discuss the key steps of case management and identify
the steps that are possible during emergency response.
A case management approach is useful for clients with complex and multiple needs who
access services from a range of service providers, organizations and groups. Case
management is a collaborative, multidisciplinary process which assesses, plans,
implements, coordinates, monitors and evaluates options and services to meet an
individual’s needs through communication and available resources to promote quality,
effective outcomes.31
The principles that underpin case management are:
•

Individualized service-delivery based on the client’s wishes

•

Comprehensive assessment that is used to identify the client’s needs

•

Develop a service plan that meets a client’s needs and is developed with her

•

Good coordination of service delivery

Case management includes the following steps:
Assess: Carrying out an assessment involves
getting information. Why has the client come for
help? What has happened? How does the client
see the situation? What needs does the client
have? What supports does the client have? Listen
to the client’s story, help her to identify her
needs, and carefully and confidentially document
information. Active listening is one of the most
powerful elements of psychosocial care.

IMPORTANT!
1. The client is the primary actor in
case management.
2. Action plans are developed in
collaboration with the client and must
reflect her wishes and choices.
3. The goal is to empower the client
and ensure that she is involved in all
aspects of the planning and service
delivery.

Plan: What does the client want to happen next?
To help a client plan how to meet those needs and solve problems, we give relevant
information about available services. We help a client identify her options and help her
make informed decisions about what she wants to do.
Implement the Plan: How can we help a client achieve her goals? This step means
putting the plan into action. This involves direct service delivery, referral for services not
provided, advocacy on behalf of the client and supporting her throughout the process.
The action plan is just a road map. When implementing a plan, consider a car with a
driver and a navigator. The client has drawn up a map and is driving the car, determining

31

Case Management Society of Australia, 1998
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how fast to go, where to turn and when to stop. The caseworker is the navigator,
helping the client maneuver through the steps in her plan or road map.
Follow-up and review: This step includes following-up to make sure the client is getting
the help and services she needs to improve her situation and solve her problems. Is the
situation better? Has the help been effective? It involves monitoring and evaluating the
consequences for the client and identifying barriers to achieving outcomes. In your
follow-up, you might identify additional needs and actions points and should therefore
plan accordingly with the client. The plan of action should be time-framed and based on
the client’s needs.
Case closure: This usually happens when the client’s needs are met and/or her own
support systems are functioning.
CASE MANAGEMENT & PSYCHOSOCIAL SUPPORT
How Case Management & Psychosocial Support Are DIFFERENT
Psychosocial support is focused on the entire individual and helps them to restore a
sense of functioning and self-worth.
Related to GBV survivors, psychosocial support seeks to improve a survivor’s well-being
by:
• Bringing healing to survivors and their families through acceptance;
• Restoring the normalcy and flow of life;
• Protecting survivors from the accumulation of distressful and harmful events;
• Enhancing the capacity of survivors and families to care for their children; and
• Enabling survivors and families to be active agents in rebuilding communities and
in actualizing optimistic futures.
Case management is a process used to assess and meet the immediate needs of
survivors related to an incident(s) of violence. Actions are based on fulfilling the short
term needs of the survivor (health, emotional support, legal, etc.) and once deemed
adequate, the case is closed and the case management process is concluded for that
incident and survivors.
In short, psychosocial support focuses more broadly on the individual whereas case
management focuses on the immediate needs related to the incident of violence.
How Case Management & Psychosocial Support Are LINKED
Psychosocial support can be provided through the case management process. And by
using a case management process, we can help survivors to consider and manage the
psychosocial consequences (both psychological and social) of the violence. For example,
when a case manager provides emotional support to a survivor through words of
understanding and support, helps survivors to learn about violence and its
consequences, or helps survivors to cope with the social stigma attached to the violence
by linking her with a support group – each of these seeks to improve a survivors
psychosocial wellbeing.
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CASE MANAGEMENT IN ACUTE EMERGENCY RESPONSE?
Unless an organization providing local case management pre-exists the emergency and
has not itself suffered significant damage, it is unlikely that you will be able to provide
true case management during the acute emergency response period. Your priorities will
be focused on establishing minimum essential health and psychosocial services, and you
may not be able to train caseworkers and establish a complete case management
system. In emergencies characterized by the upheaval of local communities and large
population movements, it might also be unlikely that service providers see a survivor
more than once. Follow up may not be realistic or possible.
Despite these challenges, there are several measures you can take to ensure that
survivors receive the critical care and information they need, and to set the groundwork
for the establishment of case management services once other essential services are in
place.
Any training for psychosocial and medical responders should also address the principles
of case management, with particular emphasis on empowering the client and informing
her of her choices and services available. Psychosocial staff should understand all five
steps of case management, and understand how the first three steps in particular are
relevant when providing individual counseling to survivors. (Psychosocial staff are often
caseworkers as well as counselors, so should have this background as part of
preparedness and regular service delivery.)
When to begin maintaining case files will depend on the specific context and your ability
to ensure safe, confidential storage of all client information. As soon as a system is in
place, you should introduce a basic intake tool and consent form (see section 4.6),
accompanied by a more comprehensive case management tool. Where case
management services existed prior to the emergency, these service providers should be
consulted and should inform any tool development. While emergency responders may
need to support case management service providers to cope with increased client loads,
their role should be to support and reinforce the quality of services.
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4.5: INFORMATION MANAGEMENT & SHARING



Learning objective: Review the principles of good information management
and discuss how to ensure safe and ethical information management and sharing in an
emergency setting.
Currently, the management of GBV information, especially in emergencies, is
characterized by a lack of consistency and standards in how and what information is
collected. As we discuss information, it is important to consider how and why we use
information and, in particular, how to adhere to ethical principles in data collection. An
emergency situation is no justification for not maintaining ethical standards. In this
session, we will discuss concrete, practical approaches for maintaining electronic and
written documentation safely and securely.
WHY COLLECT INFORMATION?
Given that sexual violence is known to be prevalent in all settings, including in
emergencies, a lack of specific data about sexual violence is never sufficient justification
in and of itself for the collection of information about sexual violence, much less sharing
collected information with others.
GBV programs collect a wide variety of information for various purposes. GBV actors
may collect information on trainings and awareness-raising sessions, the effectiveness
of referrals and referral systems, and incident-related data, including incident types,
perpetrator information, and survivor information.
Often, insecurity in emergencies limits access to communities and the time in which to
implement services. Rapid response interventions measure whether services are in
place and accessible, but not necessarily service utilization rates. GBV actors can begin
to establish systems to capture data to reflect service utilization rates but must
recognize that the analysis of this data may occur later, after the early stages of an
emergency have passed.
Humanitarian agencies and GBV actors need to be smarter about how they collect and
use information. Sound qualitative and quantitative GBV data gathering systems
established at the outset of an emergency response aids in effective programming,
advocacy and fundraising. Program information may be used to raise awareness
amongst donors, UN agencies and other international actors about gaps in services and
the manifestation of violence against women and girls. It may also be used to improve
the quality and delivery of services, collecting data for evidence-based decision-making
in programs, advocacy and coordination
In Sierra Leone, IRC GBV staff analyzed incident data received in Freetown and
determined that a majority of the child sexual abuse cases they received were
perpetrated by co-habitants or landlords. This was linked, in part, to patterns of
resettlement as children were often left at home alone, living near or with other
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returnees, and without the networks of protection previously afforded to them before
the conflict. IRC used this information to raise awareness about the risks children faced
in an effort to prevent future abuse.
DESIGNING EFFECTIVE & SAFE INFORMATION MANAGEMENT SYSTEMS32

Good information management systems are simple, flexible, reliable, useful, sustainable
and timely. We need standard indicators and standard methods of data collection to
immediately put in place during an acute emergency for GBV to consistently monitor,
review and analyze data and trends.
Security & Confidentiality
All program data containing information on clients should be collected and stored in
adherence to international best practices and standards that prioritize confidentiality
and the safety and security of clients.
Maintaining confidential databases or sensitive information of any kind requires
considerable investment in both technology and personal discipline. In the absence of
specific information storage systems and staff vetting processes, we must assume our
data is not secure and may be subject to unauthorized access and dissemination.
With this in mind, the following are recommended procedures. These are mostly
common sense and if implemented can reduce the risk of unauthorized access to
sensitive information:
Maintaining Hard Copies
1. Only print information if it is absolutely necessary. Promote a paper-free working
environment to reduce the amount of information that is printed. In most cases,
social workers will not have access to computers or hand-held data devices and
thus will be using paper forms to document cases. If information is printed,
register each copy and track it (apply a serial number and maintain a
spreadsheet). Ensure readers are aware that they are accountable for the
documents.
2. Destroy all printed material when it is no longer needed. Do this by shredding or
burning (if safe to do so) followed by pulping. Pulping means adding water to
shredded paper or ashes to further destroy any remaining material. This usually
renders the information completely unreadable.
3. Store printed material in a safe or other secure container and limit access to the
combination or keys.
Maintaining Soft (Electronic) Copies
1. Do not email information unless absolutely necessary. When you do send an
email, include instructions for the recipients so that they are aware the
32

IASC, Guidelines for GBV Interventions in Humanitarian Settings: Focusing on Prevention of and Response to Sexual
Violence in Emergencies. Geneva: IASC, 2005.
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information in the email and its attached files is sensitive. This may include
caveats such as “Limited Distribution: Do not disseminate this email or
attachments without permission from…”
2. Store electronic data on a single computer or removable storage media, for
example a flash drive, and keep only limited backup copies.
3. Secure backup copies in a locked safe or room or keep flash drives with you at all
times.
4. Access to information should be controlled. This includes establishing chains of
control for all staff accessing or using client information and limiting access to
computers used to store confidential data.
5. Information stored electronically should be password protected. Use a series of
passwords to reach each level of information. Maintain security by ensuring that
each user knows only the passwords to access the information for which s/he
has legitimate need.
6. Use identifiers to mask personal identities. A system of codes to identify a client
can be assigned identifying numbers, or other codes such as using certain letters
from a client’s last name. Only the person entering the information initially into
the computer and assigning the identifier should know the identity of the client.
DATA COLLECTION CHALLENGES IN EMERGENCIES
Often in emergency settings, UN agencies and GBV actors will focus on calculating the
prevalence of violence. However, this may not be the most appropriate use of resources
in emergency settings. GBV staff can facilitate the creation of systems to collect
information that will improve service delivery and prevention efforts.
Inter-Agency Challenges
Different GBV actors use different incident definitions. This poses a challenge to interagency data and information sharing, particularly in fora where coordinating bodies are
attempting to triangulate or aggregate information. Agencies also employ different
methods of collecting data. This limits GBV actors’ ability to compare data, monitor
trends, and provide appropriate follow up.
In a number of emergency settings, as well as post-conflict and stable settings, GBV
actors fail to establish protocols for information sharing, preventing actors from
standardizing information movement across sectors, the aims for using information and
secure data management systems.
In addition, UN actors may be collecting information for UN-centered monitoring
systems, such as the Monitoring and Reporting Mechanism linked to Security Council
Resolution 1612. This data may not be used to improve support and care for survivors of
sexual violence and care should be taken to ensure that any data or information
provided is anonymized and that service providers have access to compiled reports and
analyses to improve service availability.
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Good Practice in Information Management
The Gender Based Violence Information Management System (GBVIMS) was created to
promote and protect the safety, respect and dignity and consent of GBV survivors. The
GBVIMS User Guide provides examples of good practice in GBV information
management, and key points for GBV actors involved in information management.
Essential points are included here.
GBV individual case data should not be gathered in situations where services to
survivors are not available; services must be available to GBV survivors if data is going
to be gathered from them.
GBV survivors’ confidentiality must be protected, and survivors must formally consent
for their information to be shared: Sharing GBV information may draw unwanted
attention to survivors, programs, agencies or communities. You must ensure, therefore,
that all shared information protects the identity of all involved and ensures client
confidentiality. This means that no information is shared that could be used to identify
the survivor or anyone else involved (e.g. the alleged perpetrator, the family and
community of the survivor, the service provider, etc.).
GBV intake forms should not be shared outside of the context of referral: Service
providers are often asked to share an unnecessary level of detail regarding their
clientele. For example, service providers are often requested to share the initial intake
and assessment form (sometimes referred to as an incident report form) with the
agency responsible for GBV coordination – for data collection purposes, but client files
should never be shared outside the realm of a referral (so as to avoid having the
survivor repeat her story and history) and without the client’s written informed consent.
Otherwise, only quantified and de-identified (or “anonymized”) data should be shared.
This is first and foremost an issue of ethics; there are also potential safety and security
ramifications associated with sharing an inappropriate level of data.
GBV data should be kept securely in locked cabinets, with passwords to protect files
and only shared on a need-to-know basis: Organizations providing services for GBV
survivors are aware of the sensitive nature of the data they collect. The persistent threat
of retribution is a global reality for GBV survivors, GBV staff and organizations that
implement GBV programming in all phases of humanitarian response. The sensitive
nature of GBV data and the potential harm that could happen if the data were misused
makes it extremely important for service providers to store data in a manner that
ensures the safety of the survivor, the community and those collecting the data.
GBV information sharing protocols or agreements should be in place between
organizations that share GBV data, which explains how data is shared with whom, and
for what purposes: Organizations collecting data often fail to decide what data is
actually needed at what level, for what purposes and how it will be used before they
start sharing it. Similarly, organizations requesting information be shared with them
often fail to clarify and communicate to others what specific data they need, for what
purposes and how it will be used before they request it. An information sharing
protocol is a set of guidelines for organizations to follow during the information sharing
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process. The ISP should set clear guidelines for any sharing of GBV incident information
and to protect survivors while promoting improved GBV coordination. It is essential that
only the appropriate level of data is shared and that the purpose for sharing the data is
explicitly stated. Clients’ control over their data must be respected.
Trust and a spirit of collaboration are essential to facilitating information-sharing
amongst organizations: The process of developing an ISP will need to engage all
relevant actors and is equally as important as the final document produced. There has
been a tendency for information sharing to be a one-way street, typically with service
providers sharing data with agencies tasked with consolidating data. Service providers
often share their data without receiving any information as to how the data was used or
with whom it was shared. Participating organizations may never see the compiled data,
which means that they lose the opportunity to learn or further inform their
programming. One-way information sharing can act as a disincentive for organizations
to share information.
INTER-AGENCY INFORMATION SHARING
Coordination bodies may require sharing data and findings. However, how and when
this information is shared will depend on the context. GBV actors must think carefully
about the reasons why information is shared and the process through which this might
occur. All too often, there is an automatic assumption that information on sexual
violence is necessary regardless of the role of the agency or actor. If agencies are trying
to provide high-quality programming that maintains the safety and security of survivors
to a reasonable degree, this extends to information sharing. Survivor-centered decisionmaking for action is key to answering how information is shared.
Organizations may share aggregate and anonymized information with other partners
through an inter-agency meeting or group and according to specified informationsharing protocol. In some cases, organizations may not share any information with
external actors, if doing so might jeopardize the safety and security of the women and
girls with whom the organization works or if jeopardizes the organization’s operational
presence. This might be particularly true in countries where the host government is
unsupportive of GBV programming or using GBV as a deliberate military strategy in a
conflict to control, humiliate or eliminate a population.
All information shared with external sources or outside of regular protocol should have
specific purposes for sharing with a third party. Coordination often requires sharing data
and findings. Any data shared among agencies should be coded with no identifying
information included and specific agreed upon protocols should be in place for all
relevant operational actors
Consistent and agreed upon approaches among different operational actors must be
established to ensure standard safety and confidential practices in terms of any level of
information collection and sharing involving GBV survivors.
When disseminating or discussing information, ask yourself the following:
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•

Who needs to know about this issue?

•

Why does this person need to know?

•

How this information will be shared and used?

•

What are the possible risks to our organization or client if we share this
information?

If you cannot adequately answer these questions, you must reconsider your decision to
share this information.
The inter-agency GBV coordinating body should develop consensus and a protocol on:
•

The purpose of any GBV-related information sharing

•

Obtaining cooperation of all participating service providers, including protocols
and chains of communication

•

Standard or minimally accepted security procedures for maintaining confidential
client information

•

Staff training on all protocols of communication and maintaining confidentiality
through the process
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4.6: REFERRAL SYSTEMS

 Learning objective: Examine different models of referral systems. Discuss the
importance of clear, well-communicated referral systems in emergency contexts.
Survivors of GBV have multiple needs and coordination amongst service providers is
crucial to meeting those needs. GBV actors may discuss the need to improve
coordination at site-specific levels but many fail to think through the most effective
ways in which to do this. A case management approach and context-specific referral
systems are both useful ways to coordinate service delivery and facilitate survivors’
access to services and both models can be used at the onset of an emergency and
beyond.
Service delivery coordination varies from site to site, based on which actors are ground
and their understanding of what a referral system should or can look like. In this
module, we will examine various referral system models explore both the conceptual
and practical elements necessary to effectively implement a referral system for
survivors during the early days of a humanitarian crisis. Regardless of number of cases
being reported or seeking services, GBV actors must establish functional referrals
systems.
GBV referral systems aim to improve timely access to quality services for survivors of
GBV. In an emergency and during periods where services are not yet available or are
starting, establishing a functional referral system is crucial and can help survivors
negotiate the variety of services available to meet their multiple needs. Referral systems
help ensure that survivors are active participants in defining their needs and deciding
what options best meet those needs. In a case management approach, caseworkers
advocate for survivors’ access to services, monitor service delivery, and follow up with
survivors. The goal of referral systems is not to increase the number of cases referred
but to improve the quality and timeliness of care received.
The lead coordinating body is responsible for ensuring the referral system functions.
This means, establishing and supporting links between service providers, scheduling
regular meetings to discuss any problems with the system, and developing and updating
referral forms and a directory of locally available service providers, with input from all
service providers involved. The lead coordinating agency must dedicate sufficient
human resources to manage the referral system. In an emergency context, the role of
coordinating site-specific referral systems may be assumed by a non-service delivery
agency such as UNFPA or UNICEF, or an international NGO where these UN agencies are
not operational or present.
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STEPS TO DEVELOPING A REFERRAL SYSTEM33

The four steps to establishing a functional referral network are:
1. Collecting information about the services available in a community; this may be
done as part of a rapid or preliminary assessment;
2. Conducting a mapping of these existing services, including where services are
available and who is providing them;
3. Establishing a system to ensure that service providers are able to effectively and
safely refer clients for additional support beyond their capacity;
4. Mobilize the community to use and support the referral system.
During a rapid assessment, GBV staff should meet with communities to identify where
and how women and girls access assistance and identify any key barriers to accessing
quality care, particularly at local health facilities. Using this information, GBV staff must
then map available services. This means identifying actors providing quality GBV-related
services, including post-rape care, counseling or basic emotional support, and other
health and social services. These services may be provided by international or national
NGOs, government structures or community-based actors, such as traditional birth
attendants. In mapping these services, GBV staff must ensure that the services provided
are of quality and survivor-centered. For example, while many communities may refer
GBV cases to local traditional birth attendants for medical care, GBV staff should verify
the quality of this support and ensure that it prioritizes the well-being and safety of
survivors before including them in any referral system.
Establishing a functional referral system requires the following actions:
•

Identifying a lead coordinating agency and focal points within each service
delivery agency in the system

•

Agreeing upon roles and responsibilities of each entity in the network

•

Sensitizing staff in service delivery agencies in the network

33

Adapted from Family Health International, “Establishing Referral Networks for Comprehensive HIV Care in LowResource Settings.”
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•

Agreeing upon guidelines to maintain confidentiality and shared confidentiality
within the referral system

•

Establishing agreed-upon mechanisms for referrals and documentation of the
referral process

•

Training all relevant staff on the referral system, procedures and tools and
distributing these tools.

•

Establishing a system to elicit regular feedback and analyze the effectiveness of
the mechanism

Once a functional referral system is established, GBV actors must mobilize community
members to use and support the system. All members of the community and service
providers should be familiarized with the referral system and knowledgeable about the
services provided by any actor to whom they refer a survivor. The referral system should
be written and translated into local languages and into a child-friendly—pictorial if
possible—and easy-to-understand version. Information about the referral system
should then be disseminated throughout the community so that as many people as
possible are aware of the process. GBV actors should undertake community
mobilization and promotional and public awareness activities to build demand for
services and seek the support of local leaders to use their influence to increase
community support for the referral system.
How Do We Know It’s Working?
Referral systems should facilitate survivors’ timely access to services, while at the same
time confidentiality is maintained at all times. Key factors that improve a referral
system’s functionality include:
•

Service providers are available to cover urgent survivor needs and a plan exists
for a course of action to address any gaps in service provision in the system

•

An organization is identified as the central coordinating body for the network

•

Each service delivery agency in the system has staff dedicated to ensure that
survivors referred for treatment receive timely and appropriate care

•

Service providers in the referral system meet regularly

•

A directory of services and organizations within the defined area exists

•

A standardized referral form is in use among all service delivery agencies in the
network

•

Referrals among organizations in the system are traceable and their outcomes
monitored

•

Referrals are documented at both the referral and receiving points and referring
agencies receive feedback when survivors receive services

•

Gaps in services can be identified and steps can be taken to address gaps
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Monitoring & Evaluating a Referral Network
Actors should develop a mechanism to monitor and evaluate response actions and the effectiveness of
reporting and referral systems. Monitoring the referral network is key to ensuring it is consistently
functioning appropriately and needs are being met.
Some examples of indicators to monitor the effectiveness of referral systems include:
•
•
•
•
•
•

Total number of referrals made
Number of referrals made to which services
Number or percent of referral services completed
Number or percent of clients who reported their needs were met
Number of follow-up referrals made
Number or percent of clients who report satisfaction with referral process

Referral systems must be designed to allow consistent, standardized methods of monitoring. This includes
developing and implementing specific tools that help to facilitate the delivery of quality services through
the referral process, such as a directory of services, referral forms, client tracking forms and referral
registers.
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EXAMPLES OF REFERRAL SYSTEMS
Community-Based
Based Referral Systems
In some settings, it may be possible and more appropriate to have women’s groups
serve as the central coordinating entity of a referral system. Staff can train
t
volunteers
from women’s groups to serve as volunteer psychosocial focal points. These focal points
know of services available in the community, how to access these services and when
survivors should access these services, to obtain the best quality ca
care
re possible.
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Case Management-Based
Based Referral Systems
Where case management services exist, caseworkers work with survivors to develop a
plan for immediate support and ensure that they access services. Caseworkers play an
advocacy role to ensure survivo
survivors
rs receive needed services, monitoring the provision of
services and following-up
up with the survivor throughout the process. A case
management-based
based referral system allows survivors to be active participants in defining
their needs and deciding what options best meet those needs.

All of these models have their merits; GBV staff must understand how they translate in
emergency settings where humanitarian actors are trying to coordinate to address the
immediate needs of survivors. On the next page is an incident
ent reporting and referral
standard model developed by UNHCR
UN
and outlined within the IASC GBV Guidelines.
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While this model is important,
important, it might not be feasible in an emergency setting. It’s
important always to remember – particularly in the acute response
onse and the start-up
phase of a GBV program – that referral
eferral systems must be viewed from a response
perspective and not from an incident reporting perspective alone.
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4.7: SAFETY & BASIC NEEDS



Learning objectives: Examine approaches to mitigating risks and meeting
women and girls’ basic needs in emergencies. Introduce response and preparedness
discussions that are tailored to specific contextual considerations. Identify how
emergency contexts increase risks of sexual exploitation and abuse, and understand the
appropriate response from the humanitarian community.
In emergencies, women and girls face a host of safety and security risks linked to
displacement. Many of these risks, when identified, can be safely and quickly addressed
by humanitarian actors. However, humanitarian agencies may unintentionally increase
these risks through assistance programs and services designed to improve efficiency
without properly identifying and addressing the needs of women and children and the
potential obstacles they may face in accessing services safely.
STRATEGIES TO REDUCE SAFETY & SECURITY RISKS
Involving Women & Girls in Planning & Decision-Making34
To fully address the safety and security concerns of women and girls, they themselves
must participate in planning protection and assistance activities. Programs that are not
planned in consultation with women and girls, nor implemented with their participation,
often increase the risks they face. Since a large proportion of refugees are women, who
are often solely responsible for their dependent children, it is essential that they be
involved in the planning and delivery of assistance activities if these are to be properly
focused on their needs. In Pakistan, civil engineers developed a water-trucking program
to supply a large refugee camp with access to clean water. The location of the trucks
and water distribution points were determined based on existing infrastructure and
roads and did not incorporate the views and concerns of women and girls. As a result,
many women later told aid agencies that these water points were completely
inaccessible to them as they required women and girls to cross large portions of the
camp unaccompanied, exposing them to threats of harassment and violence.
Camp management committees and other decision-making bodies should have equal
participation from both women and men to ensure that the needs of women are
identified and met.
Camp Design & Layout35
Many cases of sexual violence can be prevented if there is safe planning of sites where
displaced populations live, and if shelters are safe and meet internationally agreed-upon

34

Adapted from UNHCR, Guidelines on the Protection of Refugee Women. Geneva: UNHCR, 1991.
Adapted from IASC, Guidelines for GBV Interventions in Humanitarian Settings: Focusing on Prevention of and
Response to Sexual Violence in Emergencies, 2005.
35
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standards. Provision of appropriate and safe shelter is one means of strengthening
protection.
There must be strong coordination among organizations and active involvement of
communities, especially women, to ensure security-focused and gender-sensitive
shelter arrangements during an emergency. Organizations working to provide shelter
must be involved in assessment, monitoring, and coordination of prevention and
response to sexual violence.
Select sites that allow sufficient shelter space for the population and that do not pose
additional security and protection risks, such as proximity to international borders,
frontlines and other high-risk areas, including the local environment.
Camp Security & Patrols
The police, camp security personnel, community security groups, or military personnel
may address security and safety concerns. These actors need to be identified and have
clearly delineated responsibilities. All security groups, particularly those assisting
survivors of GBV, must uphold human rights in their work and should be trained on
prevention of GBV and women’s rights.
In some emergency settings, displaced populations may establish camp security groups
or neighborhood watch teams. These groups must recognize that they are not a military
or police force and care should be taken to ensure that they do not assume the
responsibilities of security or military personnel, such as levying fines or punishments.
Security and safety actors also play a role in prevention activities by communicating
current security risks and issues present in the camp or location to all members of the
community. Security and safety actors may also devise creative security solutions to
address identified problems, such as fencing, lighting, or placing locks on latrines.
GBV actors must carefully consider the role of security forces in camp settings. In some
cases, increased patrols by UN peacekeeping forces may decrease general lawlessness
and improve communities’ sense of security but in other settings an increase of
peacekeepers may increase the presence of other armed actors or increase the
militarization of the camps. Any military personnel carrying out patrols must be
unarmed and adhere to international best practices and guidelines in peacekeeping and
civilian protection.
Improving Access to Resources
In North Kivu in 2008, hundreds of thousands of Congolese citizens were displaced by
fighting between government armed forces and rebel groups. In a matter of days,
previously established IDP camps were teeming with newly displaced, many of them
women and children, and existing services and resources for the displaced were
stretched to capacity. These camps were located meters from the frontline between
government armed forces and rebel groups and many women and girls reported that
they were crossing the frontline everyday to return to their fields and the surrounding
forests to harvest crops and collect firewood. Many women who undertook these
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journeys were raped or harassed but they felt they had few other options as they
needed firewood to cook and care for their families and rations in the camps were
limited.
In many cases, humanitarian agencies can improve women and girls’ immediate safety
and security by providing assistance to meet their basic needs. Special consideration
should be given to ensure that risks associated with fuel collection and other activities
that involve movement in insecure or volatile areas and identified and properly
addressed. For example, in North Kivu, IRC distributed firewood to displaced women
and girls to help reduce their trips outside the camp and their exposure to potential
threats and violence.
MEETING THE BASIC NEEDS OF WOMEN AND GIRLS
The distribution of non-food items (NFI) is not only a protection strategy but also an
effective way to meet women’s basic needs in the early days of an emergency. In areas
where clean water and bathing shelters are scarce, women and girls may suffer higher
rates of vaginal infections if they are forced to bathe in their clothing or have few places
to wash clothing. In the early days of an emergency, organizations can distribute
sanitary kits to women of reproductive age to meet women’s sanitary needs, help
restore dignity and promote basic hygiene and health. These kits typically contain
sanitary materials, soap, a bathing bucket and clean underwear. Access to sanitary
materials also allows women and girls to resume daily activities outside the home, such
as collecting water and food or attending school. Limited access to sanitary materials
has been shown to impact girls’ school attendance rates.36
To ensure that women and girls have access to distributions of humanitarian goods,
actors may also elect to distribute ID cards, registration cards or distribution vouchers,
plastic sheeting, food and other humanitarian materials through female heads of
households to ensure that items are equitably distributed in affected communities.
In some cases, this has unintentionally increased violence against women and girls. For
example, in one country, food distribution cards were distributed to female heads of
household on the assumption that women would more equitably distribute food
amongst family members than male heads of household. Pregnant and lactating women
were given additional rations to meet their increased caloric needs. This unintentionally
increased violence against women and they reported higher levels of unwanted
pregnancies as their partners were forcing them to become pregnant to obtain
additional rations. Humanitarian actors must think through the consequences of
distributions to ensure that they do not increase the risks of violence women and girls
face.

36

Inter-Agency Network on Education in Emergencies, Gender Responsive School Sanitation, Health and Hygiene, May
2009.
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PREVENTING SEXUAL EXPLOITATION & ABUSE
Sexual exploitation and abuse (SEA) by humanitarian actors is a tragic yet common phenomenon
in emergency settings. From Bosnia to DRC, Cambodia to West Africa, there have been
numerous reports of violence and sexual exploitation of women and children in emergencies by
UN peacekeepers and other humanitarian actors. Sexual exploitation represents a fundamental
abuse of power and a violation of human rights standards, creating anger and resentment
towards the international community and a major breech of the mandates and ethical
framework that humanitarian actors agree to operate within.
In January 2002, the international media broke a story based on a joint Save the
Children/UNHCR assessment of sexual exploitation of women and children by humanitarian
workers in refugee camps in Sierra Leone, Guinea and Liberia. It alleged that perpetrators were
employed by a number of organizations, including NGOs, UN agencies, the government, and
international peacekeepers.
In some cases, humanitarian workers were reported to be exchanging humanitarian assistance
and services—like food, health, or education—for sexual favors. Many NGOs, government,
military and UN bodies were named in the report.
The subsequent attention the media has given to sexual exploitation pushed organizations to
address sexual exploitation and increase understanding and awareness of the problem. Codes of
conduct, stronger performance standards, staff-trainings and better reporting systems were
established. The Secretary-General of the United Nations issued a bulletin on sexual
exploitation, which stresses that exploitation “violates universally recognized international legal
norms and standards and has always been unacceptable behavior and prohibited conduct for
United Nations staff.”37
However, despite these efforts, the problem still persists. In most every conflict setting around
the world, sexual exploitation is a serious issue that affects girls and women most severely.
Some examples of sexual exploitation include:
•
•
•
•
•

A humanitarian worker requiring a sexual act in exchange for material assistance, favors, or
privileges
A teacher requiring a sexual act in exchange for a passing grade or admission to class
A refugee leader requiring a sexual act in exchange for favors or privileges
A soldier or security officer requiring a sexual act in exchange for safe passage or protection
An NGO driver requiring a sexual act in exchange for a ride

Sexual exploitation remains under-reported due to secrecy, feelings of shame and inadequate
documentation. In certain cases, survivors will not report because they cannot afford to lose the
benefits they are receiving. Yet many people know it happens every day. Even staff that are not
abusive are often reluctant to speak out against colleagues who are involved in abusive, illegal
behavior, contributing to a ‘conspiracy of silence’.38

37

Special Measure for Protection from Sexual Exploitation and Sexual Abuse, 2003, ST/SGB/2003/13.
Handrahan, Lori, “Gender, Identity, Power and Post-Conflict Reconstruction,” Security Dialogue, Vol. 35, No. 4,
December (2004), p.435-436.
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Statistically speaking, sexual exploitation may not seem to be a priority issues as the vast
majority of humanitarian actors staff are not abusers and exploiters. However, sexual
exploitation is a serious issue that warrants a comparable response as it affects displaced and
conflict-affected communities, humanitarian organizations and the humanitarian community, at
large. Sexual exploitation in humanitarian crises represents a failure in our duty of care and to
uphold basic rights.
KEY CONCEPTS IN SEXUAL EXPLOITATION
Sexual exploitation is a form of sexual violence and involves the use and abuse of power and
vulnerability. Perpetrators of sexual exploitation exploit unequal power relationships through
the use of physical force or other means of coercion—for example, threats, promise of food or
services, withholding aid, giving preferential treatment—to obtain sexual acts from a more
vulnerable person.
Exploitation generally refers to someone in a position of power using someone less powerful for
financial or social gain or personal pleasure. In addition to sexual exploitation, natural disasters
and emergencies can increase the likelihood or severity of other types of exploitation, for
example, economic exploitation such as indentured servitude or forced labor.
Women and children may be asked by humanitarian workers, incentive workers or camp leaders
to pay for ID cards, registration for a distribution or camp residency, or humanitarian goods.
Child-headed households are also particularly vulnerable as they face risks of exploitation by
displaced adults or neighbors as well as humanitarian workers.
SEXUAL COERCION and SEXUAL MANIPULATION (includes all types of sexual acts) forced by a
person in a position of power providing any type of assistance in exchange for sexual acts.
In these situations, the survivor believes she or he has no other choice than to comply; this is not consent and it
is EXPLOITATION.
- UNHCR

Abuse of Power
Sexual exploitation involves the use and abuse of power and vulnerability. Those who have less
power in relationships are always more vulnerable to abuse. Women and children face higher
risks of exploitation and these risks are particularly elevated during and after emergencies.
Sexual exploitation is based on unequal power dynamics and the power differentials between
perpetrators and survivors. Power is not, in and of itself, a bad thing. Power can be used for
good or ill, to support and empower women and girls or to harm them.
Contributing Factors
A number of factors in emergencies and natural disasters can increase the risk or severity of
abuse of power or exploitation. Some include:
•

Lack of economic opportunity

•

Scarcity of supplies and dependence on service providers

•

Being vulnerable in other ways, such as separated from your family, acting as head of your
household or having a physical or mental disability
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•

Inadequate laws

•

Weak reporting or investigation protocols or limited oversight mechanisms

•

Corruption and impunity from prosecution

•

Breakdown in social protection mechanisms

Consent
Many survivors of sexual exploitation have explained that they understood what they were
doing and that they had consented to have sex in order to get money or food. They also stated
that even though they did not feel right doing it, they had little option to do otherwise and felt
that they had no other choice.
It is important to remember that acts of sexual exploitation never involve informed consent.
Sexual exploitation is about the use and abuse of power over someone who has less power and
is more vulnerable. Although a survivor of sexual exploitation may agree to certain things, this is
not informed consent.
Sexual Exploitation & the UN
In late 2004, the international media broke a story about the sexual exploitation of women and
children in eastern DRC, reportedly perpetrated by some of those mandated to protect and help
them. Members of the United Nations Organization Mission in the DRC (MONUC), both civilian
and military, were accused of exploiting Congolese women and girls and refugees living in
Congo.
Sexual exploitation by UN staff is prohibited and violates UN principles and several UN
Secretary-General Bulletins. The Secretary-General’s 2003 bulletin, Special Measures for
Protection from Sexual Exploitation and Sexual Abuse, defines exploitation as:
Any actual or attempted abuse of a position of vulnerability, differential power, or trust, for
sexual purposes, including but not limited to profiting monetarily, socially or politically from the
sexual exploitation of another and the exchange of goods or services for sexual acts, both of
which are strictly prohibited conduct for UN personnel.39
This bulletin also outlines six core principles which all UN staff—civilian and military—are
obliged to adhere. The core principles apply to all UN staff without exception.
In 2006, the General Assembly adopted a resolution recommending the adoption of a UN-wide
approach to assisting ‘victims’ of sexual exploitation committed by both UN staff and UN-related
personnel. The resolution outlined the UN’s commitment to providing assistance and support to
‘complainants,’ ‘victims,’ and children born as a result of sexual exploitation and abuse by UN
staff or related personnel.
The nature of such assistance ranges from basic emergency assistance, including medical and
psychosocial support, to more comprehensive assistance, such as educational opportunities or
skills training and, in certain cases, financial support. In cases where the alleged act of sexual
exploitation and abuse also constitutes a crime, the UN has committed to assist ‘victims’ to
pursue their case with the national authorities, should they so wish. The resolution also notes

39

United Nations, Secretary-General’s Bulletin: Special measures for protection from sexual exploitation and sexual
abuse (ST/SGB/2003/13). New York: UN, 2003.
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that where ‘credible evidence’ exists that a child has been fathered as result of alleged sexual
exploitation or abuse by a UN staff member or related personnel, the UN will assist the child, or
his/her mother or guardian, in pursuing a claim to establish paternity or obtain child support.
In emergency settings, the UN Office for the Coordination of Humanitarian Affairs (OCHA) is
tasked with identifying a focal point and informing organizations of where to report incidents of
sexual abuse and exploitation perpetrated by UN agencies or other humanitarian actors.
PREVENTING SEA
Humanitarian agencies can take steps to reduce and prevent incidents of sexual exploitation,
both organizationally and programmatically. Organizationally, senior management can send a
strong message about the organization’s commitment to preventing sexual exploitation, ensure
that all staff understand and have signed codes of conduct, and develop a country action plan to
prevent and respond to incidents of sexual exploitation.
From a programmatic perspective, staff can conduct risk assessments to identify risks of
exploitation within programs and adopt actions to reduce these risks. Organizations can also
ensure that communities understand their entitlements, the objectives of the organization’s
programs, and the organization’s code of conduct. Monitoring systems and community
complaints mechanisms may also be established.

UN SECRETARY-GENERAL’S BULLETIN: SIX PRINCIPLES FOR ALL UN STAFF
1.

Sexual exploitation and abuse by humanitarian workers constitute acts of gross misconduct and
are therefore grounds for termination of employment.

2.

Sexual activity with children (persons under the age of 18) is prohibited regardless of the age of
majority or age of consent locally. Mistaken belief in the age of a child is not a defense.

3.

Exchange of money, employment, goods or services for sex, including sexual favors or other
forms of humiliating, degrading or exploitative behavior is prohibited. This includes exchange of
assistance that is due to beneficiaries.

4.

Sexual relationship between humanitarian workers and beneficiaries are strongly discouraged
since they are based on inherently unequal power dynamics. Such relationships undermine the
credibility and integrity of humanitarian aid work.

5.

Where a humanitarian worker develops concerns or suspicions regarding sexual abuse or
exploitation by a fellow worker, whether in the same agency or not, s/he must report such
concerns via established agency reporting mechanisms.

6.

Humanitarian workers are obliged to create and maintain an environment which prevents
sexual exploitation and abuse and promotes the implementation of their code of conduct.
Managers at all levels have particular responsibility to support and develop systems which
maintain this environment.

93

GBV Emergency Response & Preparedness: Participant Handbook

MODULE 5:
ADVOCATING IN EMERGENCIES
Module 5 provides guidance on advocating in emergencies and handling relationships
with the media.

5.1: ADVOCATING IN EMERGENCIES



Learning objective: Understand how to advocate effectively and quickly in
emergencies, and how to leverage resources and support.
Advocacy is a common thread throughout GBV work and is integral to every level of
intervention—structural, systemic, operative—when addressing sexual violence in
emergencies.
WHAT IS ADVOCACY?
Advocacy is a key element of emergency work and, in particular, for humanitarian staff
working on sexual violence issues. But what is advocacy? What makes someone an
advocate? And, how does advocacy work most effectively for GBV programming in
emergency settings?
Different groups use the term advocacy in multiple ways in emergency settings. Some
groups may use the term to refer to a formal campaign or strategy while others might
simply use the term to refer to an action taken.
In fact, advocacy is an active effort to effect social change. This can be aimed at
protecting someone’s rights or aimed at advancing an idea. Advocacy efforts can be led
by people or for people at the community, district, national or international level. It is
important to remember that powerful advocacy activities are most often initiated by
those who have been affected by the issue themselves.
Advocacy is “the deliberate and strategic use of information – by individuals or groups
of individuals – to bring about change. Advocacy work includes employing strategies to
influence decision makers and policies, to changing attitudes, power relations, social
relations and institutional functioning to improve the situation for groups of individuals
who share similar problems.”40
Advocacy activities and strategies can aim to:

40

•

Change a decision maker’s understanding of a problem or issue

•

Change the way decisions are made or change the decision-making process

•

Influence the choices that a decision-maker considers and makes

Adapted from AWID, 2001 and FCR, 2003
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In emergency settings, GBV staff might advocate collectively to a UN agency or
peacekeeping mission to improve the protection of displaced women and girls. The GBV
sub-cluster or working group in a particular country might advocate with government
authorities to change national law or policies. Or, a grassroots women’s group might
take concerns about access to healthcare to their village council or local authorities.
Advocacy is different from awareness-raising—an approach often used in community
mobilization, Information Education Communication (IEC), and Behavior Change
Communication (BCC) activities. A key difference is that advocacy is direct, targeted
action aimed at influential people intending to alter a specific issue. Awareness-raising
increases public knowledge and perception on a specific issue. While advocacy does
raise awareness, awareness-raising is not necessarily advocacy.
TYPE OF APPROACH

AIM

TARGET GROUPS

Community Mobilization

Raise
awareness,
empower
communities, build
community
capacity to address the problem

General public, specific groups of
people

IEC/BCC

Raise awareness, change behavior

General public, specific groups of
people

Advocacy

Raise awareness, impact decision
and policymaking to change the
social environment

Specific groups of influential people

WHERE DOES ADVOCACY TAKE PLACE?
Advocacy is a powerful tool to help meet the needs and fulfill the rights of women and
girls in emergencies and can be undertaken at all levels: at the grassroots or local levels,
the district or national levels, and the regional or international levels.
At the Local Level: This type of advocacy seeks to directly address the needs of and
support affected communities and involves working closely with local decision makers.
Depending on the setting, local decision makers may include service providers, refugee
or IDP camp management, community leaders, other humanitarian staff, coordinating
bodies, local government leaders, security personnel or civil society organizations.
At the District or National Levels: This type of advocacy seeks to change the systems in
place to support women and girls in emergencies. Key targets might include districtlevel or national-level government officials, national-level coordinating bodies, donors
based in-country, or national-level offices of humanitarian agencies.
At the International Level: Advocacy at the international level seeks to mobilize
resources, increase awareness of an emergency and make structural-level changes to
improve support for women and girls. Decision makers at this level might include UN
staff in New York or Geneva, international governmental aid agencies, regional
coordination bodies, and other international coalitions, alliances and NGOs.
Examples of advocacy include:
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LOCAL LEVEL

NATIONAL LEVEL

Working with local leaders
to gain support for sexual
violence programming and
to encourage them to take
specific actions to help
women and girls in their
community access to
services related to sexual
violence.

Meeting with health actors
to standardize treatment
for rape survivors by
adapting and
implementing a national
protocol for the clinical
management of rape.

INTERNATIONAL
LEVEL
Meeting with private or
government donors to
keep them informed of the
needs of women and girls
in a specific country and
ensure that funding for
GBV programming remains
a priority.

HUMANITARIAN ORGANIZATIONS AND ADVOCACY41
Humanitarian organizations are often uniquely placed to give voice to the people with
whom we work; often we offer insights or perspectives that no one else is able to
provide. For many staff, advocacy is already a daily part of our jobs, whether we give it
that name or not. When we talk about our work to policymakers in government or
journalists or public audiences, we are contributing to the organization’s advocacy
efforts.
Advocacy should be rooted in the ‘field,’ whether the field is a refugee camp in Kenya or
the streets of Miami. When we talk to legislators, donor representatives, journalists, and
government advisors who assess and shape policy in the countries in which we work, we
can provide rare and valuable insights to important issues.
Humanitarian organizations can advocate on behalf of refugees, displaced people,
asylees, asylum seekers, returnees, other victims of war and persecution, and those in
need, whose voices, would not be heard without our help. We do this on our own and
with other organizations. We may also speak up on behalf of IRC staff or other
humanitarian organizations by seeking better security measures or conditions for our
work.
Humanitarian organization’s advocacy goals can include:
•

Improved protection of and delivery of aid to refugees, IDPs, asylum seekers, and
returnees;

•

Improved humanitarian and human rights policy and practice;

•

Adequate resources for victims of war and persecution;

•

Unhindered access to humanitarian assistance for populations in need;

41

Adapted from IRC and the Women’s Commission for Refugee Women & Children, Advocacy Handbook. New York,
2008.
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•

The preservation of the United States as a sanctuary for the persecuted, and a
working and robust US refugee resettlement program.

Humanitarian organizations should consider several factors before developing an
advocacy position:
•

The relevancy to the organization’s mission

•

The potential impact for the communities in which we work

•

Organization field staff security and operational presence

•

The resources, time and expertise required to adequately address the issue

•

Whether the issue is so controversial that it might compromise staff ability to
fulfill the mission in the future or, in other words, whether the costs outweigh
the benefits

Addressing sexual violence in our advocacy and policy work requires sensitivity and
careful planning. There are times when governments, political leaders, UN agencies and
others will find certain advocacy positions objectionable. The safety of staff and the
communities with whom we work will always be of paramount concern.
DESIGNING AN ADVOCACY STRATEGY
Advocacy strategies differ, depending on the context in which you are operating. The
basic steps in designing an advocacy strategy are outlined below. Based on the specific
context and the identified needs, an advocacy strategy may not necessarily include all of
these steps or address the elements in any particular order.
In emergencies, the needs of women and girls can change rapidly as the political or
security situation changes. The key stakeholders and events around which strategies are
formulated are not fixed, especially within conflict and displacement scenarios. The
objectives of your advocacy might change then as well.
Identify a Clear Problem that Can be Resolved through Action
A problem is any situation that creates difficulty or hardship for an individual or group.
In identifying the problem, consider the following questions:
•

What problems do women face in the community?

•

What is the greatest priority for women?

•

Why is this a problem?

•

What needs to be done to address this problem and help women or survivors?

•

What solution is the most likely to succeed?

Begin with an identifiable problem that you want to change. You must understand all
aspects of this problem. An effective advocacy strategy focuses on a well-defined
problem that can be addressed and resolved. After deciding which problem will be
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addressed, investigate and collect information about the problem and the extent of the
problem.
Remember, international laws, standards and guidelines can be used as a platform for
advocacy, as discussed earlier. For example, the IASC GBV Guidelines can serve as a tool
to encourage other coordinating bodies groups—such as health, protection, and camp
management—to address aspects of sexual within their planned activities.
Identify the Desired Goal or Result
What do you want to achieve? In order to identify a feasible goal, you must be
thoroughly familiar with the problem and conduct thorough research on the issue.
Explore the costs or benefits associated with that result. Who will benefit from this
result? Does anyone in the community stand to lose anything from this result? What will
this result cost and who will have to pay this cost?
Consider all types of costs, not just financial. This might include security, health or
emotional costs. For example, will a particular group of women face elevated risks of
violence from their husbands after the result is achieved? Are there unintentional costs
to achieving this result?
Also, consider which elements of your goal are negotiable and which elements are nonnegotiable. Are there some specific results which you would be willing to abandon to
achieve other results? In some cases, you might find that the only way to achieve the
non-negotiable elements of your goal is by making concessions on others.
Identify ‘Gatekeepers’
Gatekeepers are individuals, organizations or institutions that make decisions or
influence or control the decision-making process. Identifying gatekeepers is a crucial
part of designing an effective strategy as they can either help bring about the change
you seek or create obstacles to change.
When identifying the gatekeepers, consider the following questions:
•

Who makes the decisions that will help you achieve your goal?

•

Who influences the gatekeeper and how he or she makes decisions?

•

What can the gatekeeper do to help you? What is the gatekeeper unable to do
to help you?

•

What motivates the gatekeeper to help or not help you?

Make sure you fully understand the role of the gatekeeper and the benefits and
limitations of their support. Learn as much as you can about the gatekeeper before
arranging a meeting. Is the gatekeeper sympathetic to your issue? Does he or she need
to be won over? Identifying and applauding the gatekeeper’s accomplishments in the
community can help to build good relationships.
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Keep in mind that gatekeepers might not understand the issues as well as you do.
Therefore you must be able to communicate the desired change clearly, explain why the
specific change is required, and respond to questions or proposals that conflict with
your desired outcome.
A component of successful advocacy is forming professionally rapport with gatekeepers.
In this regard, meetings should not be seen as a one-off event but part of an on-going
relationship.
Design Your Strategy & Plan of Action
You now have the information you need to define an advocacy strategy and plan of
action to achieve your goal. Your advocacy strategy should include the following
information:
Goal: What is your desired goal or outcome
Targets: Which ‘gatekeepers’ will you target in your advocacy strategy and why? What
actions can they take to help move you toward your goal?
How: How will you influence the decisions or actions of these gatekeepers? If you
provide them information, what information will you give to them and how will you
share it with them? How will you motivate them to act?
Decide how public your actions will be: very public or private, behind closed doors?
What types of low-profile, medium-profile and high-profile actions you will take and
when?
If it is determined that an advocacy strategy or message jeopardizes the safety of IRC’s
programs, staff or the communities in which we work, a less-public approach can be
pursued. This is sometimes referred to as ‘backdoor advocacy.’
Backdoor advocacy can include:
•

Sharing information with advocacy based organizations

•

Sharing information with coordination groups, consortiums, alliances

•

Sharing information with media or donors in a confidential manner

IRC may choose to talk to journalists off the record or work behind the scenes with
human rights organizations, grassroots movements, or think tanks. By using these
methods, IRC can highlight key issues of concern without increasing risks to safety,
service delivery or IRC’s operational presence.42

42

Adapted from IRC and the Women’s Commission for Refugee Women & Children, Advocacy Handbook. New York,
2008.
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Some examples of actions you might take include:
LOW-PROFILE ACTIONS

MEDIUM-PROFILE ACTIONS
•

Continue negotiation with
‘gatekeepers’

Quiet negotiation with
‘gatekeepers’

•

Meet other officials from the
government, UN and NGOs

•

Share information informally
with ‘gatekeepers’

•

•

Ongoing meetings with allies
and ‘gatekeepers’

•

HIGH-PROFILE ACTIONS
•

Write letters to key officials
from the government, UN and
NGOs

•

Public criticism

Launch public education and
awareness activities

•

Write letters or articles for the
newspaper or radio

•

Participate and raise the issue
in community meetings

•

Hold public rallies or marches

•

•

Form alliances with other
groups and organizations

Testifying before government
or multi-lateral bodies and
panels

By whom: Assign actions and decide who will do what. This includes actions that allies
or other like-minded groups or organizations can take as well as your own staff or group
members.
Some of the most powerful advocacy activities are driven by those directly affected by
the problem. While women and girls survive brutal acts of sexual violence during
emergencies, they are also powerful advocates in these environments as we have seen
in countless countries. It is vital to remember that women and girls are not only
survivors of sexual violence, but also a powerful force for change. As security permits,
staff should identify ways to support the advocacy efforts of grassroots women’s
organizations.
When: When will you undertake your actions?
ALWAYS evaluate the activities you are
Identify strategic times for action, for example
planning to undertake to make sure they
do not endanger you or anyone else in the
when a problem is first brought to light or when
community. Evaluate the proposed
groups are meeting to address the problem. You
actions
for
potential
negative
must also know when gatekeepers make
repercussions.
decisions, how long those decision-making
processes take and when to expect the results from these decisions.
How much: What resources will you need to implement this strategy? What human
resources, financial resources, tools, and partners will be required to implement your
plan? What resources are needed to realize your goal?
BUILD ALLIANCES AND RELATIONSHIPS FOR SUPPORT
Identify allies in the community as well as potential opponents. Remember, you may be
trying to change systems, policies or practices which have been in place for many years
and thus you may face great opposition. Building alliances with other like-minded
groups can help influence gatekeepers and decision makers.
Identify NGOs or other groups in other communities that have undertaken similar
advocacy. Have other organizations tried to address this problem before? What
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strategies worked and which strategies did not work? These groups can provide valuable
information about their experiences and may be able to help influence the change.
IMPLEMENT AND MONITOR YOUR STRATEGY AND PLAN OF ACTION

As you implement your strategy and plan of action, review and adjust your actions as
necessary. If some actions do not work, figure out why and learn which actions work
best. Adapt your plan as you implement it, always taking into account the risks
associated with these actions.
Advocacy in Emergencies
At the onset of emergencies, advocacy positions and strategies can be very useful to
leverage support for the organization’s interventions, improve funding for sexual
violence programming, and ensure that the needs and rights of women and girls are
accounted for in emergency efforts.
However, advocacy in emergencies can be challenging as staff must consider how to
most effectively and safely undertake advocacy activities without jeopardizing the safety
of women and girls, their communities and organization staff. When working in hostile
environments, GBV staff must collaborate with in-country senior management to assess
the safety and security of staff and beneficiaries and determine appropriate and feasible
levels of advocacy.
Often, a humanitarian response organization’s priority in hostile environments is to
maintain life-saving operations and ensure services continue to meet the needs of the
most vulnerable. In these types of environments, safety and security risks may require
GBV staff to use alternative means of persuasion and influence to address sexual
violence.
Some examples include:
•

Sharing information or forming strategic partnerships with trusted advocacy
organizations to channel sensitive in-country information to the international
arena. Information and insight from operational agencies, like the IRC, is highly
often valued by advocacy organizations and these actors are often better-placed
to speak loudly and publicly on sensitive issues.

•

Sharing information with on-the-ground coordination groups, consortiums and
alliances. This can occur through coordination bodies or other partnerships with
groups that have common ideals, mandates or desired outcomes. An alliance
where no one organization is publically identified in publically-released
information provides a good ‘shield’ for operational agencies.

•

Confidentially providing journalists with accurate information about GBV
during an emergency. This can be an effective way to raise international
awareness about the needs and rights of women and girls in an emergency.
However, staff must abide by IRC’s guidelines on working with the media and
liaise with senior management in-country when doing so.
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•

Educating international donor organizations. Providing recommendations on
how and where donor funds can be most effective provides an ability to respond
effectively to an emergency. In addition, donor agencies operate in top-level
spheres of influences, often out of reach of most humanitarian aid agencies.
Therefore, information provided to donors can have direct influence at the
highest international decision-making levels.

WORKING WITH THE MEDIA
Providing information to journalists requires an explicit and understanding of why the
organization is providing this information. Ensure that the safety of staff and
beneficiaries remains paramount in all your work with journalists.
The realities of operating programs in a hostile environment are often not clearly
understood by journalists and this requires a level of vigilance on the part of GBV staff in
ensuring staff or beneficiaries are not placed in jeopardizing situations. Journalists may
push for interviews with survivors, may ask leading questions about sexual violence, or
expose survivors to additional trauma and risk. GBV staff must ensure that any
interactions between women and girls and members of the media facilitated by IRC
prioritize the dignity, safety and well-being of the women and girls with whom we work.
Decisions to work with the media must be make in conjunction with senior management
in-country and according to the organization’s media guidelines.
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MODULE 6:
AFTER THE EMERGENCY
This final module provides guidance on how emergency responders can begin
transitioning emergency interventions to more comprehensive GBV programming at the
context stabilizes.

6.1: AFTER THE EMERGENCY



Learning objective: Develop introductory knowledge on transitioning
emergency interventions to more comprehensive GBV programming at the context
stabilizes.
WHEN DOES AN EMERGENCY STOP BEING AN EMERGENCY?
As discussed earlier, there is no single standard definition of an emergency and thus no
unified understanding of when an emergency is no longer an emergency. However,
there are some useful indicators to consider. Some agencies look at indicators to
determine the magnitude of a crisis or emergency, such as morbidity or mortality
indicators. These indicators may also be used to highlight ‘forgotten emergencies.’ In
2006, the former United Nations Under-Secretary-General for Humanitarian Affairs and
Emergency Relief Coordinator, Jan Egeland, noted that the crude mortality rate in
northern Uganda, not only exceeded emergency thresholds, but was greater than that
for Darfur in 2005.43 Health indicators should be considered alongside other factors,
such as the security situation, a population’s access to basic needs, and population
movement or displacement status.
In addition, humanitarian actors may view some situations as protracted conflicts or
post-emergency settings while, in effect, they may still be regarded emergency
situations in light of ongoing violence against women and girls. This can be determined
by examining incidence data on sexual violence, trends of sexual violence, and women
and girls’ ability to meet their basic needs, their security and their health statues.
PLANNING FOR MORE COMPREHENSIVE GBV SERVICES
Planning for the next phase of programming should be integrated into the initial design
of emergency interventions and be considered from the very first day of program
implementation. Remember, the time you spend in an emergency will likely be short.
Building a solid GBV program rests on your ability to transfer knowledge and ideas to
your successor if you are handing over the program. From day one, you should consider

43

Statement of Under-Secretary-General Jan Egeland at the open meeting of the Security Council on the Protection
of Civilians in Armed Conflict, 28 June 2006. http://ochaonline.un.org/OchaLinkClick.aspx?link=ocha&DocId=1004693
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how to organize information and document your actions, including key decisions made,
so that your successor can pick up where you left off.
As a situation stabilizes, opportunities arise to add missing services to GBV interventions
and upgrade and enhance the quality of existing services and less emphasis is placed on
material distributions. Even when your organization has not provided direct services or
material support through its emergency interventions, direct service provision or service
provision through partners should be considered when designing the next phase of
programming.
Post-emergency settings typically allow for more humanitarian space to increase levels
of community participation and implement community-based models. Community
leaders should be involved from the onset of programming to build trust and the
organization and staff should continue to liaise with these leaders as programs expand
and shift to long-term interventions. Participatory planning with communities may also
be incorporated to a greater extent after an emergency. Post-emergency interventions
also seek to strengthen cooperation with other sectors and organizations should
advocate to ensure that actions they cannot implement directly are taken up by other
actors.
The aftermath of disasters may provide a ‘window of opportunity’ to promote gender
equality and positive social change in affected communities. Humanitarian organizations
should be proactive in promoting gender equality through safe, appropriate measures,
as an integral component of relief efforts. Evidence shows that when gender equality is
central to reconstruction programs, women's status, access to power and economic
resources improve.
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ANNEXES
Annex 1: KEY TERMS
Advocacy

Assessment

Case Management

Emergency

Gender-Based
Violence

Natural Disaster

Rape

Sexual Assault

Sexual

The deliberate and strategic use of information—initiated by individuals or
groups of individuals—to bring about change. Advocacy work includes
employing strategies to influence decision-makers and policies, to
changing attitudes, power relations, social relations and institutional
functioning to improve the situation for groups of individuals who share
similar problems.
An assessment is a process undertaken to collect and analyze information
in order to better understand a particular issue. In humanitarian settings,
NGOs and UN agencies often carry out assessments to identify community
needs and gaps in coordination and then use this information to design
effective interventions.
A collaborative, multidisciplinary process which assesses, plans,
implements, coordinates, monitors and evaluates options and services to
meet an individual’s needs through communication and available
resources to promote quality, effective outcomes
Any situation in which the life or well-being of civilians affected by natural
disaster, conflict or both has been or will be threatened unless immediate
and appropriate action is taken, and which demands an extraordinary
response and exceptional measures.
An umbrella term for any harmful act that is perpetrated against a person’s
will and that is based on socially ascribed (gender) differences between
males and females. The term gender-based violence highlights the gender
dimension of these types of acts; or in other words, the relationship
between females’ subordinate status in society and their increased
vulnerability to violence. GBV can be sexual, physical, psychological and
economic in nature, and includes acts, attempted or threatened,
committed with force, manipulation, or coercion and without the informed
consent of the survivor.
The consequences of events triggered by such natural hazards as
earthquakes, volcanic eruptions, landslides, tsunamis, floods and drought
that overwhelm local response capacity. Such disasters seriously disrupt
the functioning of a community or a society causing widespread human,
material, economic or environmental losses, which exceed the ability of
the affected community or society to cope by using its own resources
Non-consensual penetration (however slight) of the vagina, anus or mouth
with a penis or other body part. Also includes penetration of the vagina or
anus with an object.
Any form of non-consensual sexual contact that does not result in or
include penetration. Examples include: attempted rape, as well as
unwanted kissing, fondling, or touching of genitalia and buttocks. This
incident type does not include rape, i.e., where penetration has occurred.
The sexual coercion and manipulation (includes all types of sexual acts) by
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Exploitation

Sexual Violence

a person in a position of power providing any type of assistance in
exchange for sexual acts. In these situations, the survivor believes she or
he has no other choice than to comply.
Any sexual act (or attempt to obtain a sexual act), unwanted sexual
comments or advances, or acts to traffic a person’s sexuality, using
coercion, threats of harm or physical force, by any person regardless of
relationship to the victim, in any setting, including but not limited to home
and work.
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Annex 2: ACRONYMS
DRC
ECP
GBV
HIV/AIDS
IASC
IDP
IRC
MISP
MRM
NGO
OCHA
OHCHR
PEP
PSEA
PTSD
RHRC
SEA
STI
UNFPA
UNHCR
UNICEF
UNIFEM
WHO

Democratic Republic of Congo
Emergency Contraception Pills
Gender-Based Violence
Human Immunodeficiency Virus/ Acquired Immunodeficiency Syndrome
Inter-Agency Standing Committee
Internally Displaced Person
International Rescue Committee
Minimum Initial Service Package
Monitoring and Reporting Mechanism
Non-Governmental Organization
UN Office for the Coordination of Humanitarian Affairs
Office of the High Commissioner for Human Rights
Post-Exposure Prophylaxis
Prevention of Sexual Exploitation and Abuse
Post-Traumatic Stress Disorder
Reproductive Health Response in Conflict Consortium
Sexual Exploitation and Abuse
Sexually Transmitted Infections
United Nations Population Fund
United Nations High Commissioner for Refugees
United Nations Children’s Fund
United Nations Development Fund for Women
World Health Organization
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