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Foreword

Around the world, every day, gender-based violence blights the lives and futures of an untold
number of women and girls. Conflicts and humanitarian crises can greatly heighten this risk—
compounding the challenges already faced by people living through emergencies.

But humanitarian responders can greatly reduce the incidence of gender based violence by working
together across all areas of emergency response—coordinating their efforts to prevent gender-based
violence before it occurs and working with those most vulnerable to mitigate harm.

Nutrition professionals already play a critical role in helping children caught up in humanitarian
crises, providing them with vital nutrition that not only can save their lives today, but support

the healthy development of their brains and bodies that can help them reach their full potential
as adults. By integrating interventions to prevent gender-based violence into their existing
programmes, they can do even more to protect these most vulnerable children and their families.

Girls and women are already disproportionately affected by the impact of emergencies on
nutrition—and nutritional insecurity can greatly increase the risk of gender-based violence. Underfed
women and girls may be forced into exchanging sex for food. Families facing food scarcity may
marry off their daughters to help meet their nutritional needs and increase resources for other
children. Girls and women are most often sent to forage for food, further exposing them to the

risk of sexual attacks. Disagreements about how to manage limited food supplies may contribute

to domestic violence. And survivors of gender-based violence are often left to fend for themselves
because of social isolation.

Better-designed nutrition programmes can help mitigate such risks. Nutrition professionals are well
positioned not only to improve the nutrition needs of women and girls in emergencies, but also to
reduce the associated risks of gender-based violence—from providing safe spaces for mothers to
breastfeed their babies to monitoring and mitigating the broader impact of food scarcity on families
living through emergencies.

This Thematic Area Guide (TAG) on nutrition and gender-based violence is a portable tool that
provides practical guidance for nutrition professionals working to prevent and mitigate gender-
based violence in humanitarian settings. Part of the newly-updated comprehensive Guidelines for
Integrating Gender-Based Violence Interventions in Humanitarian Action: Reducing risk, promoting
resilience and aiding recovery (available at <http://www.gbvguidelines.org>), the guidance in this
TAG has been extensively reviewed and field tested, reflecting the wisdom and experience of
colleagues from the nutrition sector and the wider humanitarian community. It is meant to be used
from the preparedness stage of emergency response through to the recovery phase.

No single organization, agency or entity working in an emergency can prevent gender-based
violence alone. By implementing the guidance in this TAG in our work, and coordinating our efforts
in a comprehensive way, we can help more children to survive and thrive. In doing so, we can help
families and communities both withstand the impact of emergencies and become stronger in their
aftermath. We owe that to them, and to our common future.
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Executive Director
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1. About This Thematic Area Guide
Purpose of This Guide

This Thematic Area Guide (TAG) is excerpted from the comprehensive Inter-Agency
Standing Committee Guidelines for Integrating Gender-Based Violence Interventions

in Humanitarian Action: Reducing risk, promoting resilience and aiding recovery (IASC,
2015)." The purpose of this TAG is to assist the nutrition actors and communities affected
by armed conflict, natural disasters and other humanitarian emergencies to coordinate,
plan, implement, monitor and evaluate essential actions for the prevention and mitigation
of gender-based violence (GBV) across the nutrition sector.?

As detailed below, GBV is a widespread international public health and human rights
issue. During a humanitarian crisis, many factors can exacerbate GBV-related risks.
These include—but are not limited to—increased militarization, lack of community and
State protections, displacement, scarcity of essential resources, disruption of community
services, changing cultural and gender norms, disrupted relationships and weakened
infrastructure.

All national and international actors responding to an emergency have a duty to protect
those affected by the crisis; this includes protecting them from GBV. In order to save lives
and maximize protection, essential actions must be undertaken in a coordinated manner
from the earliest stages of emergency preparedness. These actions, described in Part
Three: Nutrition Guidance, are necessary in every humanitarian crisis and are focused on
three overarching and interlinked goals:

1. To reduce risk of GBV by implementing GBV prevention and mitigation strategies within
the nutrition sector from pre-emergency through to recovery stages;

2. To promote resilience by strengthening national and community-based systems that
prevent and mitigate GBV, and by enabling survivors® and those at risk of GBV to access
care and support; and

3. To aid recovery of communities and societies by supporting local and national capacity
to create lasting solutions to the problem of GBV.

' The comprehensive Guidelines include guidance for thirteen areas of humanitarian operations, including camp coordination and
camp management (CCCM); child protection; education; food security and agriculture (FSA); health; housing, land and property (HLP);
humanitarian mine action (HMA); livelihoods; nutrition; protection; shelter, settlement and reconstruction (SS&R); water, sanitation and
hygiene (WASH); and humanitarian operations support sectors (e.g. logistics and telecommunications). Unlike this TAG, the comprehen-
sive Guidelines also include annexes with supplemental resources related to GBV prevention, mitigation and response. The annexes
are also available as stand-alone documents. The comprehensive Guidelines and stand-alone TAGs and annexes are available at
<www.gbvguidelines.org>.

2 The different areas of humanitarian operation addressed in the comprehensive Guidelines and the stand-alone TAGs have been iden-
tified based on the global cluster system. However, both this TAG and the comprehensive Guidelines generally use the word ‘sector’
rather than ‘cluster’ in an effort to be relevant to both cluster and non-cluster contexts. Where specific reference is made to work
conducted only in clusterized settings, the word ‘cluster’ is used. For more information about the cluster system, see <http://www.
humanitarianresponse.info/clusters/space/page/what-cluster-approach>.

3 Asurvivor is a person who has experienced gender-based violence. The terms ‘victim’ and ‘survivor’ can be used interchangeably.
‘Victim' is a term often used in the legal and medical sectors, while the term ‘survivor’ is generally preferred in the psychological and
social support sectors because it implies resiliency. This TAG employs the term ‘survivor’ in order to reinforce the concept of resiliency.

PART 1: INTRODUCTION
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|l ESSENTIAL TO KNOW

‘Prevention’ and ‘Mitigation’ of GBV

Throughout this TAG, there is a distinction made between ‘prevention’ and ‘mitigation’ of GBV. While there

will inevitably be overlap between these two areas, prevention generally refers to taking action to stop

GBV from first occurring (e.g. scaling up activities that promote gender equality; working with communities,
particularly men and boys, to address practices that contribute to GBV; etc.). Mitigation refers to reducing

the risk of exposure to GBV (e.g. ensuring that reports of ‘hot spots’ are immediately addressed through risk-
reduction strategies; ensuring sufficient lighting and security patrols are in place from the onset of establishing
displacement camps; etc.). While some humanitarian sectors (such as health) may undertake response
activities related to survivor care and assistance, the overarching focus of this TAG is on essential prevention
and mitigation activities that should be undertaken within and across the nutrition sector.

- J

How This Thematic Area Guide is Organized

Part One introduces this TAG, presents an overview of GBV and provides an explanation for
why GBYV is a protection concern for all nutrition actors.

Part Two provides a background to and summarizes the structure of the nutrition
guidance in Part Three. It also introduces the guiding principles and approaches that
are the foundation for all planning and implementation of GBV-related programming.

Part Three provides provides specific guidance for the nutrition sector to implement pro-
gramming that addresses the risk of GBV.

Although this TAG is specifically tailored to the nutrition sector, all humanitarian actors
must avoid ‘siloed’ interventions. Nutrition actors should strive to work with other sectors
to ensure coordinated response, and recommendations for coordination are outlined in Part
Three. It is also recommended that nutrition actors review the content of the comprehensive
Guidelines—not just their TAG—in order to familiarize themselves with key GBV prevention,
mitigation and response activities of other sectors.
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|8 ESSENTIAL TO KNOW

Assume GBV Is Taking Place

The actions outlined in this TAG are relevant from the earliest stages of humanitarian intervention and in any
emergency setting, regardless of whether the prevalence or incidence of various forms of GBV is ‘known’ and
verified. It is important to remember that GBV is happening everywhere. It is under-reported worldwide, due
to fears of stigma or retaliation, limited availability or accessibility of trusted service providers, impunity for
perpetrators, and lack of awareness of the benefits of seeking care. Waiting for or seeking population-based
data on the true magnitude of GBV should not be a priority in an emergency due to safety and ethical challeng-
es in collecting such data. With this in mind, all humanitarian personnel ought to assume GBV is occurring and
threatening affected populations; treat it as a serious and life-threatening problem; and take actions based on
recommendations in this TAG, regardless of the presence or absence of concrete ‘evidence’.

. J

This TAG draws from many tools, standards, background materials and other resources

developed by UN, I/NGO and academic sources. At the end of Part Three there is a list of
resources specific to nutrition; additional GBV-related resources are provided in Annex 1
of the comprehensive Guidelines, available at <www.gbvguidelines.org>.

ABOUT THIS THEMATIC AREA GUIDE
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Target Audience

This TAG is designed for national and international nutrition actors operating in settings affect-
ed by armed conflict, natural disasters and other humanitarian emergencies, as well as in host
countries and/or communities that

receive people displaced by emer- ! ESSENTIAL TO KNOW )
gencies. The principal audience is

nutrition programmers—agencies GBV Specialists and GBV Specialized Agencies

and individuals who can use the Throughout this TAG, there are references to ‘GBV spe-
information to incorporate GBV cialists” and ‘GBV-specialized agencies’. A GBV specialist
prevention and mitigation strate- is someone who has received GBV-specific professional
gies into the design, implementa- training and/or has considerable experience working on
tion, monitoring and evaluation of GBV programming. A GBV-specialized agency is one that
nutrition interventions. However, it undertakes targeted programmes for the prevention of and
is critical that humanitarian lead- response to GBV. It is expected that GBV specialists, agen-
ership—including governments, cies and inter-agency mechanisms will use this document
humanitarian coordinators, nutrition to assist non-GBV specialists in undertaking prevention
coordinators and donors—also use and mitigation activities within and across the nutrition
this TAG as a reference and advo- sector. This TAG includes recommendations (outlined under
cacy tool to improve the capacity of ‘Coordination” in Part Three) about how GBV specialists can
the nutrition sector to prevent and be mobilized for technical support.

mitigate GBV.* This TAG can further - J
serve those working in development

contexts—particularly contexts affected by cyclical disasters—in planning and preparing for
humanitarian action that includes efforts to prevent and mitigate GBV.

This TAG is primarily targeted to non-GBV specialists—that is, agencies and individuals who
work in humanitarian response sectors other than GBV and do not have specific expertise in
GBV prevention and response programming, but can nevertheless undertake activities that
significantly reduce the risk of GBV for affected populations.®
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The guidance emphasizes the importance of active involvement of all members of affected
communities; this includes the leadership and meaningful participation of women and girls
—alongside men and boys—in all preparedness, design, implementation, and monitoring
and evaluation activities.

* Government, humanitarian coordinators, humanitarian country teams/inter-cluster working groups, cluster/sector lead agencies, clus-
ter/sector coordinators and GBV coordination mechanisms can play an especially critical role in supporting the uptake of this TAG as
well as the comprehensive Guidelines. For more information about actions to be undertaken by these actors to facilitate implementation
of the Guidelines, see ‘Ensuring Implementation of the GBV Guidelines: Responsibilities of key actors’ (available at <www.gbvguide-
lines.org> as both a stand-alone document and as part of Part One: Introduction of the comprehensive Guidelines).

ABOUT THIS THEMATIC AREA GUIDE

5 Affected populations include all those who are adversely affected by an armed conflict, natural disaster or other humanitarian emer-
gency, including those displaced (both internally and across borders) who may still be on the move or have settled into camps, urban
areas or rural areas.
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2. Overview of Gender-Based Violence

Definin g GBV 1D ESSENTIAL TO KNOW )
Gender-based violence (GBV) is an umbrella Informed Consent
term for any harmful act that is perpetrated When considering whether an act is perpetrated
against a person’s will and that is based on against a person’s will, it is important to consider the
socially ascribed (i.e. gender) differences issue of consent. Infermed consent is voluntarily and
between males and females. It includes acts freely given based upon a clear appreciation and
that inflict physical, sexual or mental harm understanding of the facts, implications and future
or suffering, threats of such acts, coercion, consequences of an action. In order to give informed
and other deprivations of liberty. These acts consent, the individual concerned must have all rele-
can occur in public or in private. vant facts at the time consent is given and be able to

evaluate and understand the consequences of an ac-
Acts of GBV violate a number of universal tion. They also must be aware of and have the power
human rights protected by international to exercise their right to refuse to engage in an action
instruments and conventions (see ‘The and/or to not be coerced (i.e. being persuaded based
Obligation to Address Gender-Based on force or threats). Children are generally considered
Violence in Humanitarian Work’, below). unable to provide informed consent because they do
Many—but not all—forms of GBV are _not havg the ability ar?d/or experience to anticipate the
criminal acts in national laws and policies; implications of an action, and they may not understand

L. ! or be empowered to exercise their right to refuse.
this dlffe.rs frlom country t? country, and There are also instances where consent might not be
the_p_ractlcal |mpler_nentat|on of laws and possible due to cognitive impairments and/or physical,
policies can vary widely. sensory, or developmental disabilities.
. J

The term ‘GBV’ is most commonly used to

underscore how systemic inequality between males and females—which exists in every soci-
ety in the world—acts as a unifying and foundational characteristic of most forms of violence
perpetrated against women and girls. The United Nations Declaration on the Elimination

of Violence against Women (DEVAW, 1993) defines violence against women as “any act of
gender-based violence that results in, or is likely to result in, physical, sexual or psychological
harm or suffering to women.” DEVAW emphasizes that the violence is “a manifestation of
historically unequal power relations between men and women, which have led to the dom-
ination over and discrimination against women by men and to the prevention of the full ad-
vancement of women.” Gender discrimination is not only a cause of many forms of violence
against women and girls but also contributes to the widespread acceptance and invisibility of
such violence—so that perpetrators are not held accountable and survivors are discouraged
from speaking out and accessing support.
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The term ‘gender-based violence’ is also increasingly used by some actors to highlight the
gendered dimensions of certain forms of violence against men and boys—particularly some
forms of sexual violence committed with the explicit purpose of reinforcing gender inequi-
table norms of masculinity and femininity (e.g. sexual violence committed in armed conflict
aimed at emasculating or feminizing the enemy). This violence against males is based on
socially constructed ideas of what it means to be a man and exercise male power. It is used
by men (and in rare cases by women) to cause harm to other males. As with violence against
women and girls, this violence is often under-reported due to issues of stigma for the sur-
vivor—in this case associated with norms of masculinity (e.g. norms that discourage male
survivors from acknowledging vulnerability, or suggest that a male survivor is somehow
weak for having been assaulted). Sexual assault against males may also go unreported in
situations where such reporting could result in life-threatening repercussions against the

OVERVIEW OF GBV
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survivor and/or his family members. Many countries do not explicitly recognize sexual violence
against men in their laws and/or have laws which criminalize survivors of such violence.

The term ‘gender-based violence’ is also used by some actors to describe violence
perpetrated against lesbian, gay, bisexual, transgender and intersex (LGBTI) persons that is,
according to OHCHR, “driven by a desire to punish those seen as defying gender norms”
(OHCHR, 2011). The acronym ‘LGBTI’ encompasses a wide range of identities that share an
experience of falling outside societal norms due to their sexual orientation and/or gender
identity. (For a review of terms, see Annex 2 of the comprehensive Guidelines, available

at <www.gbvguidelines.org>.) OHCHR further recognizes that “lesbians and transgender
women are at particular risk because of gender inequality and power relations within families
and wider society.” Homophobia and transphobia not only contribute to this violence but
also significantly undermine LGBTI survivors’ ability to access support (most acutely in
settings where sexual orientation and gender identity are policed by the State).

1 ESSENTIAL TO KNOW

Women, Girls and GBV

Women and girls everywhere are disadvantaged in terms of social power and influence, control of resources,
control of their bodies and participation in public life—all as a result of socially determined gender roles and
relations. Gender-based violence against women and girls occurs in the context of this imbalance. While nutrition
actors must analyse different gendered vulnerabilities that may put men, women, boys and girls at heightened

risk of violence and ensure care and support for all survivors, special attention should be given to females due to
their documented greater vulnerabilities to GBV, the overarching discrimination they experience, and their lack
of safe and equitable access to humanitarian assistance. Nutrition actors have an obligation to promote gender
equality through humanitarian action in line with the IASC ‘Gender Equality Policy Statement’ (2008). They also
have an obligation to support, through targeted action, women's and girls’ protection, participation and empow-
erment as articulated in the Women, Peace and Security thematic agenda outlined in United Nations Security
Council Resolutions (see Annex 6 of the comprehensive Guidelines, available at <www.gbvguidelines.org>). While
supporting the need for protection of all populations affected by humanitarian crises, this TAG recognizes the
heightened vulnerability of women and girls to GBV and provides targeted guidance to address these vulnerabili-
ties—

L J
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Nature and Scope of GBV in Humanitarian Settings

A great deal of attention has centred on monitoring, documenting and addressing sexual
violence in conflict—for instance the use of rape or other forms of sexual violence as a
weapon of war. Because of its immediate and potentially life-threatening health consequences,
coupled with the feasibility of preventing these consequences through medical care, addressing
sexual violence is a priority in humanitarian settings. At the same time, there is a growing recog-
nition that affected populations can experience various forms of GBV during conflict and natural
disasters, during displacement, and during and following return. In particular, intimate partner
violence is increasingly recognized as a critical GBV concern in humanitarian settings.

OVERVIEW OF GBV

These additional forms of violence—including intimate partner violence and other forms of
domestic violence, forced and/or coerced prostitution, child and/or forced marriage, female
genital mutilation/cutting, female infanticide, and trafficking for sexual exploitation and/or
forced/domestic labour—must be considered in GBV prevention and mitigation efforts
according to the trends in violence and the needs identified in a given setting. (For a list

of types of GBV and associated definitions, see Annex 3 of the comprehensive Guidelines,
available at <www.gbvguidelines.org>.)
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OVERVIEW OF GBV

6

In all types of GBV, violence is used primarily 1
by males against females to subordinate, o
disempower, punish or control. The gender of
the perpetrator and the victim are central not
only to the motivation for the violence, but

also to the ways in which society condones or
responds to the violence. Whereas violence
against men is more likely to be committed

by an acquaintance or stranger, women more
often experience violence at the hands of those
who are well known to them: intimate partners,
family members, etc.® In addition, widespread

ESSENTIAL TO KNOW

Women and Natural Disasters

In many situations, women and girls are dis-
proportionately affected by natural disasters.

As primary caregivers who often have greater
responsibilities related to household work,
agriculture and food production, women may
have less access to resources for recovery. They
may also be required to take on new household
responsibilities (for example when primary
income earners have been killed or injured, or

gender discrimination and gender inequality of- need to leave their families to find employment).
ten result in women and girls being exposed to If law and order break down, or social support
multiple forms of GBV throughout their lives, in- and safety systems (such as the extended family
cluding ‘secondary’ GBV as a result of a primary or village groups) fail, women and girls are also
incident (e.g. abuse by those they report to, at greater risk of GBV and discrimination.
honor killings following sexual assault, forced

marriage to a perpetrator, etc.). (Adapted from Global Protection Cluster. n.d. ‘Strengthen-

ing Protections in Natural Disaster Response: Women
and girls’ (draft), <cwww.globalprotectioncluster.org/en/

Obtaining prevalence and/or incidence data on tools-and-guidance/protection-cluster-coordination-
GBV in emergencies is not advisable due to the toolbox.html>)
methodological and contextual challenges re- \ J

lated to undertaking population-based research

on GBV in emergency settings (e.g. security concerns for survivors and researchers, lack of
available or accessible response services, etc.). The majority of information about the nature
and scope of GBV in humanitarian contexts is derived from qualitative research, anecdotal
reports, humanitarian monitoring tools and service delivery statistics. These data suggest
that many forms of GBV are significantly aggravated during humanitarian emergencies, as
illustrated in the statistics provided below. (See Annex 5 of the comprehensive Guidelines,
available at <www.gbvguidelines.org>, for additional statistics as well as for citations for the
data presented below.)

 In the Democratic Republic of the Congo during 2013, UNICEF coordinated with partners
to provide services to 12,247 GBV survivors; 3,827—or approximately 30 per cent—were
children, of whom 3,748 were girls and 79 were boys (UNICEF DRC, 2013).

 In Pakistan following the 2011 floods, 52 per cent of surveyed communities reported that
privacy and safety of women and girls was a key concern. In a 2012 Protection Rapid Assess-
ment with conflict-affected IDPs, interviewed communities reported that a number of women
and girls were facing aggravated domestic violence, forced marriage, early marriages and
exchange marriages, in addition to other cases of gender-based violence (de la Puente, 2014).

* In Afghanistan, a household survey (2008) showed 87.2 per cent of women reported one form
of violence in their lifetime and 62 per cent had experienced multiple forms of violence (de la
Puente, 2014).

& In 2013 the World Health Organization and others estimated that as many as 38 per cent of female homicides globally were committed
by male partners while the corresponding figure for men was 6 per cent. They also found that whereas males are disproportionately
represented among victims of violent death and physical injuries treated in emergency departments, women and girls, children and
elderly people disproportionately bear the burden of the nonfatal consequences of physical, sexual and psychological abuse, and
neglect, worldwide. (World Health Organization. 2014. Global Status Report on Violence Prevention 2014, <www.who.int/violence_inju-
ry_prevention/violence/status_report/2014/en>. Also see World Health Organization. 2002. World Report on Violence and Health,
<http://whglibdoc.who.int/hq/2002/9241545615.pdf>.)
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 In Liberia, a survey of 1,666 adults found that 32.6 per cent of male combatants experienced
sexual violence while 16.5 per cent were forced to be sexual servants (Johnson et al,
2008). Seventy-four per cent of a sample of 388 Liberian refugee women living in camps
in Sierra Leone reported being sexually abused prior to being displaced. Fifty-five per cent
experienced sexual violence during displacement (IRIN, 2006; IRIN, 2008).

« Of 64 women with disabilities interviewed in post-conflict Northern Uganda, one third
reported experiencing some form of GBV and several had children as a result of rape (HRW,
2010).

* In a 2011 assessment, Somali adolescent girls in the Dadaab refugee complex in Kenya
explained that they are in many ways ‘under attack’ from violence that includes verbal and
physical harassment; sexual exploitation and abuse in relation to meeting their basic needs;
and rape, including in public and by multiple perpetrators. Girls reported feeling particularly
vulnerable to violence while accessing scarce services and resources, such as at water points
or while collecting firewood outside the camps (UNHCR, 2011).

* In Mali, daughters of displaced families from the North (where female genital mutilation/
cutting [FGM/C] is not traditionally practised) were living among host communities in
the South (where FGM/C is common). Many of these girls were ostracized for not having
undergone FGM/C; this led families from the North to feel pressured to perform FGM/C on
their daughters (Plan Mali, April 2013).

* Domestic violence was widely reported to have increased in the aftermath of the 2004 Indian
Ocean tsunami. One NGO reported a three-fold increase in cases brought to them (UNFPA,
2011). Studies from the United States, Canada, New Zealand and Australia also suggest a
significant increase in intimate partner violence related to natural disasters (Sety, 2012).

* Research undertaken by the Human Rights Documentation Unit and the Burmese Women's
Union in 2000 concluded that an estimated 40,000 Burmese women are trafficked each year
into Thailand’s factories and brothels and as domestic workers (IRIN, 2006).

* The GBV Information Management System (IMS), initiated in Colombia in 2011 to improve
survivor access to care, has collected GBV incident data from 7 municipalities. As of mid-
2014, 3,499 females (92.6 per cent of whom were 18 years or older) and 437 males (91.8
per cent of whom were 18 years or older) were recorded in the GBVIMS, of whom over
3,000 received assistance (GBVIMS Colombia, 2014).
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Protection from Sexual Exploitation and Abuse (PSEA)

As highlighted in the Secretary-General’s Bulletin on ‘Special Measures for Protection from Sexual Exploitation
and Sexual Abuse’ (ST/SGB/2003/13, <www.refworld.org/docid/451bb6764.html>), PSEA relates to certain
responsibilities of international humanitarian, development and peacekeeping actors. These responsibilities
include preventing incidents of sexual exploitation and abuse committed by United Nations, NGO, and
inter-governmental organization (IGO) personnel against the affected population; setting up confidential
reporting mechanisms; and taking safe and ethical action as quickly as possible when incidents do occur.
PSEA is an important aspect of preventing GBV and PSEA efforts should therefore link to GBV expertise and
programming—especially to ensure survivors' rights and other guiding principles are respected.

OVERVIEW OF GBV

These responsibilities are at the determination of the Humanitarian Coordinator/Resident Coordinator

and individual agencies. As such, detailed guidance on PSEA is outside the authority of this TAG. This

TAG nevertheless wholly supports the mandate of the Secretary-General’s Bulletin and provides several
recommendations on incorporating PSEA strategies into agency policies and community outreach. Detailed
guidance is available on the IASC AAP/PSEA Task Force website: <www.pseataskforce.org>.
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Impact of GBV on Individuals and Communities

GBYV seriously impacts survivors’ immediate sexual, physical and psychological health,

and contributes to greater risk of future health problems. Possible sexual health effects
include unwanted pregnancies, complications from unsafe abortions, female sexual arousal
disorder or male impotence, and sexually transmitted infections, including HIV. Possible
physical health effects of GBV include injuries that can cause both acute and chronic ill-
ness, impacting neurological, gastrointestinal, muscular, urinary, and reproductive systems.
These effects can render the survivor unable to complete otherwise manageable physical
and mental labour. Possible mental health problems include depression, anxiety, harmful
alcohol and drug use, post-traumatic stress disorder and suicidality.’

Survivors of GBV may suffer further because of the stigma associated with GBV. Community
and family ostracism may place them at greater social and economic disadvantage. The physical
and psychological consequences of GBV can inhibit a survivor's functioning and well-being—not
only personally but in relationships with family members. The impact of GBV can further extend
to relationships in the community, such as the relationship between the survivor’s family and
the community, or the community’s attitudes towards children born as a result of rape. LGBTI
persons can face problems in convincing security forces that sexual violence against them was
non-consensual; in addition, some male victims may face the risk of being counter-prosecuted
under sodomy laws if they report sexual violence perpetrated against them by a man.

GBYV can affect child survival and development by raising infant mortality rates, lowering
birth weights, contributing to malnutrition and affecting school participation. It can further
result in specific disabilities for children: injuries can cause physical impairments; deprivation
of proper nutrition or stimulus can cause developmental delay; and consequences of abuse
can lead to long-term mental health problems.

Many of these effects are hard to link directly to GBV because they are not always easily
recognizable by health and other providers as evidence of GBV. This can contribute to mistak-
en assumptions that GBV is not a problem. However, failure to appreciate the full extent and
hidden nature of GBV—as well as failure to address its impact on individuals, families and
communities—can limit societies’ ability to heal from humanitarian emergencies.
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Contributing Factors to and Causes of GBV

Integrating GBV prevention and mitigation into humanitarian interventions requires antici-
pating, contextualizing and addressing factors that may contribute to GBV. Examples of these
factors at the societal, community and individual/family levels are provided below. These
levels are loosely based on the ecological model developed by Heise (1998). The examples are
illustrative; actual risk factors will vary according to the setting, population and type of GBV.
Even so, these examples underscore the importance of addressing GBV through broad-based
interventions that target a variety of different risks.

OVERVIEW OF GBV

Conditions related to humanitarian emergencies may exacerbate the risk of many forms of
GBV. However, the underlying causes of violence are associated with attitudes, beliefs, norms
and structures that promote and/or condone gender-based discrimination and unequal

7 For more information on the health effects of GBV on women and children, see World Health Organization. 1997. ‘Violence Against
Women: Health consequences’, <www.who.int/gender/violence/v8.pdf>, as well as UN Women. ‘Virtual Knowledge Centre to End
Violence against Women and Girls’, <www.endvawnow.org/en/articles/301-consequences-and-costs-.html>. For more information
on health effects of sexual violence against men, see United Nations High Commissioner for Refugees. 2012. Working with Men and
Boy Survivors of Sexual and Gender-Based Violence in Forced Displacement, <www.refworld.org/pdfid/5006aa262.pdf>.
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power, whether during emergencies or during times of stability. Linking GBV to its roots

in gender discrimination and gender inequality necessitates not only working to meet

the immediate needs of the affected populations, but also implementing strategies—

as early as possible in any humanitarian action—that promote long-term social and cultural
change towards gender equality. Such strategies include ensuring leadership and active
engagement of women and girls, along with men and boys, in community-based groups
related to nutrition; conducting advocacy to promote the rights of all affected populations;
and enlisting females as nutrition programme staff, including in positions of leadership.

Contributing Factors to GBV

Society-Level e Porous/unmonitored borders; lack of awareness of risks of being trafficked

Contributing Factors |« [ack of adherence to rules of combat and International Humanitarian Law

e Hyper-masculinity; promotion of and rewards for violent male norms/behaviour

e Combat strategies (e.g. torture or rape as a weapon of war)

e Absence of security and/or early warning mechanisms

e Impunity, including lack of legal framework and/or criminalization of forms of GBV, or
lack of awareness that different forms of GBV are criminal

e Lack of inclusion of sex crimes committed during a humanitarian emergency into large-
scale survivors’ reparations and support programmes (including for children born of rape)

e Economic, social and gender inequalities

e Lack of meaningful and active participation of women in leadership, peacebuilding
processes, and security sector reform

e Lack of prioritization on prosecuting sex crimes; insufficient emphasis on increasing
access to recovery services; and lack of foresight on the long-term ramifications for
children born as a result of rape, specifically related to stigma and their resulting social

exclusion
* Failure to address factors that contribute to violence such as long-term internment or
loss of skills, livelihoods, independence, and/or male roles
Community-Level  Poor camp/shelter/WASH facility design and infrastructure (including for persons with
Contributing Factors disabilities, older persons and other at-risk groups)

e Lack of access to education for females, especially secondary education for adolescent girls

e Lack of safe shelters for women, girls and other at-risk groups

e Lack of training, vetting and supervision for humanitarian staff

e Lack of economic alternatives for affected populations, especially for women, girls and
other at-risk groups

e Breakdown in community protective mechanisms and lack of community protections/
sanctions relating to GBV

e Lack of reporting mechanisms for survivors and those at risk of GBV, as well as for
sexual exploitation and abuse committed by humanitarian personnel

e Lack of accessible and trusted multi-sectoral services for survivors (health, security,
legal/justice, mental health and psychosocial support)

e Absence/under-representation of female staff in key service provider positions (health
care, detention facilities, police, justice, etc.)

e Inadequate housing, land and property rights for women, girls, children born of rape and
other at-risk groups

* Presence of demobilized soldiers with norms of violence

* Hostile host communities

e ‘Blaming the victim’ or other harmful attitudes against survivors of GBV

e Lack of confidentiality for GBV survivors

e Community-wide acceptance of violence

e Lack of child protection mechanisms

e Lack of psychosocial support as part of disarmament, demobilization and reintegration
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(DDR) programming
Individual/Family- * Lack of basic survival needs/supplies for individuals and families or lack of safe access to
Level Contributing these survival needs/supplies (e.g food, water, shelter, cooking fuel, hygiene supplies, etc.)
Factors e Gender-inequitable distribution of family resources

e Lack of resources for parents to provide for children and older persons (economic
resources, ability to protect, etc.), particularly for woman and child heads of households

* Lack of knowledge/awareness of acceptable standards of conduct by humanitarian staff,
and that humanitarian assistance is free

e Harmful alcohol/drug use

e Age, gender, education, disability

e Family history of violence

e Witnessing GBV

PART 1: INTRODUCTION 9
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Risks for a Growing Number of Refugees Living in Urban and Other Non-Camp Settings

A growing number and proportion of the world’s refugees are found in urban areas. As of 2009, UNHCR statis-
tics suggested that almost half of the world’s 10.5 million refugees reside in cities and towns, compared to one
third who live in camps. As well as increasing in size, the world's urban refugee population is also changing in
composition. In the past, a significant proportion of the urban refugees registered with UNHCR in developing
and middle-income countries were young men. Today, however, large numbers of refugee women, children and
older people are found in urban and other non-camp areas, particularly in those countries where there are no
camps. They are often confronted with a range of protection risks, including the threat of arrest and detention,
refoulement, harassment, exploitation, discrimination, inadequate and overcrowded shelter, HIV, human smug-
gling and trafficking, and other forms of violence. The recommendations within this TAG are relevant to nutrition
actors providing assistance to displaced populations living in urban and other non-camp settings, as well as
those living in camps.

(Adapted from United Nations High Commissioner for Refugees. 2009. ‘UNHCR Policy on Refugee Protection and Solutions in Urban
Areas’, <www.unhcr.org/4ab356ab6.html>)

- J

Key Considerations for At-Risk Groups

In any emergency, there are groups of individuals more vulnerable to harm than other
members of the population. This is often because they hold less power in society, are
more dependent on others for survival, are less visible to relief workers, or are otherwise
marginalized. This TAG uses the term ‘at-risk groups’ to describe these individuals.

When sources of vulnerability—such as age, disability, sexual orientation, religion, ethnicity,
etc.—intersect with gender-based discrimination, the likelihood of women’s and girls’
exposure to GBV can escalate. For example, adolescent girls who are forced into child
marriage—a form of GBV itself—may be at greater risk of intimate partner violence than adult
females. In the case of men and boys, gender-inequitable norms related to masculinity and
femininity can increase their exposure to some forms of sexual violence. For example, men
and boys in detention who are viewed by inmates as particularly weak (or ‘feminine’) may be
subjected to sexual harassment, assault and rape. In some conflict-afflicted settings, some
groups of males may not be protected from sexual violence because they are assumed to not
be at risk by virtue of the privileges they enjoyed during peacetime.

Z
)
—
O
2
a
@)
oc
—
=

Not all the at-risk groups listed below will always be at heightened risk of gender-based
violence. Even so, they will very often be at heightened risk of harm in humanitarian settings.
Whenever possible, efforts to address GBV should be alert to and promote the protection
rights and needs of these groups. Targeted work with specific at-risk groups should be in
collaboration with agencies that have expertise in addressing their needs. With due consider-
ation for safety, ethics and feasibility, the particular experiences, perspectives and knowledge
of at-risk groups should be solicited to inform work throughout all phases of the programme
cycle. Specifically, nutrition actors should:

OVERVIEW OF GBV

» Be mindful of the protection rights and needs of these at-risk groups and how these may
vary within and across different humanitarian settings;

» Consider the potential intersection of their specific vulnerabilities to GBV; and

* Plan interventions that strive to reduce their exposure to GBV and other forms of violence.
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Key Considerations for At-Risk Groups

At-risk

groups

Examples of violence to
which these groups
might be exposed

Factors that contribute to increased risk
of violence

Adolescent |« Sexual assault Age, gender and restricted social status
girls e Sexual exploitation and Increased domestic responsibilities that keep girls isolated in the
abuse home
e Child and/or forced Erosion of normal community structures of support and protection
marriage Lack of access to understandable information about health, rights
* Female genital mutilation/ and services (including reproductive health)
cutting (FGM/C) Being discouraged or prevented from attending school
* Lack of access to Early pregnancies and motherhood
education Engagement in unsafe livelihoods activities
Loss of family members, especially immediate caretakers
Dependence on exploitative or unhealthy relationships for basic
needs
Elderly * Sexual assault Age, gender and restricted social status
women e Sexual exploitation and Weakened physical status, physical or sensory disabilities, and
abuse chronic diseases
* Exploitation and abuse hy Isolation and higher risk of poverty
caregivers Limited mobility
e Denial of rights to housing Neglected health and nutritional needs
and property Lack of access to understandable information about rights and
services
Woman e Sexual assault Age, gender and restricted social status
and child *  Sexual exploitation Increased domestic responsibilities that keep them isolated in
heads of and abuse the home
households |« Child and/or forced Erosion of normal community structures of support and protection
marriage (including wife Dependence on exploitative or unhealthy relationships for basic needs
inheritance) Engagement in unsafe livelihoods activities
e Denial of rights to housing
and property
Girls and * Sexual assault

women who
bear children
of rape,

and their
children
born of rape

Sexual exploitation and
abuse

Intimate partner violence
and other forms of
domestic violence

Lack of access to
education

Social exclusion

Age, gender

Social stigma and isolation

Exclusion or expulsion from their homes, families and communities
Poverty, malnutrition and reproductive health problems

Lack of access to medical care

High levels of impunity for crimes against them

Dependence on exploitative or unhealthy relationships for basic
needs

Engagement in unsafe livelihoods activities

Indigenous
women,
girls, men
and boys,
and ethnic
and religious
minorities

Social discrimination,
exclusion and oppression
Ethnic cleansing as a
tactic of war

Lack of access to
education

Lack of access to services
Theft of land

Social stigma and isolation

Poverty, malnutrition and reproductive health problems

Lack of protection under the law and high levels of impunity for
crimes against them

Lack of opportunities and marginalization based on their national,
religious, linguistic or cultural group

Barriers to participating in their communities and earning livelihoods

Lesbian, gay,
bisexual,
transgender
and intersex
(LGBTI)
persons

Social exclusion
Sexual assault

Sexual exploitation
and abuse

Domestic violence
(e.g. violence against
LGBTI children by their
caretakers)

Denial of services
Harassment/sexual
harassment

Rape expressly used to
punish lesbians for their
sexual orientation

Discrimination based on sexual orientation and/or gender identity
High levels of impunity for crimes against them

Restricted social status

Transgender persons not legally or publicly recognized as their
identified gender

Same-sex relationships not legally or socially recognized, and denied
services other families might be offered

Exclusion from housing, livelihoods opportunities, and access to
health care and other services

Exclusion of transgender persons from sex-segregated shelters,
bathrooms and health facilities

Social isolation/rejection from family or community, which can result
in homelessness

Engagement in unsafe livelihoods activities

PART 1: INTRODUCTION
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At-risk

groups

Separated

or unac-
companied
girls, boys
and orphans,
including chil-
dren associat-
ed with armed
forces/groups

Examples of violence to
which these groups
might be exposed

Sexual assault

Sexual exploitation and
abuse

Child and/or forced
marriage

Forced labour

Lack of access to
education

Domestic violence

ns for At-Risk Groups (continued)

Factors that contribute to increased risk
of violence

Age, gender and restricted social status

Neglected health and nutritional needs

Engagement in unsafe livelihoods activities

Dependence on exploitative or unhealthy relationships for

basic needs

Early pregnancies and motherhood

Social stigma, isolation and rejection by communities as a result of
association with armed forces/groups

Active engagement in combat operations

Premature parental responsibility for siblings

Women and
men involved
in forced and/

Coercion, social exclusion
Sexual assault
Physical violence

Dependence on exploitative or unhealthy relationships for basic
needs
Lack of access to reproductive health information and services

or coerced e Sexual exploitation and Early pregnancies and motherhood
prostitution, abuse Isolation and a lack of social support/peer networks
and child * Lack of access to Social stigma, isolation and rejection by communities
victims education Harassment and abuse from law enforcement
of sexual Lack of protection under the law and/or laws that criminalize
exploitation sex workers
Women, e Sexual assault as Poor hygiene and lack of sanitation
girls, men punishment or torture Overcrowding of detention facilities
andboysin < Physical violence Failure to separate men, women, families and
detention e Lack of access to education unaccompanied minors
* Lack of access to health, Obstacles and disincentives to reporting incidents of violence
mental health and psycho- (especially sexual violence)
social support, including Fear of speaking out against authorities
psychological first aid Possible trauma from violence and abuse suffered before detention
Women, e Sexual harassment and abuse Social stigma, isolation and higher risk of poverty
girls, men e Social discrimination and Loss of land, property and belongings
and boys exclusion Reduced work capacity
living with |« Verbal abuse Stress, depression and/or suicide
HIV o Lackof accessto education ¢ Family disintegration and breakdown
* Loss of livelihood Poor physical and emotional health
e Prevented from having Harmful use of alcohol and/or drugs
contact with their children
Women, e Social discrimination and Limited mobility, hearing and vision resulting in greater reliance on
girls, exclusion assistance and care from others
men and e Sexual assault Isolation and a lack of social support/peer networks
boys with e Sexual exploitation and Exclusion from obtaining information and receiving guidance,
disabilities abuse due to physical, technological and communication barriers
e Intimate partner violence Exclusion from accessing washing facilities, latrines or distribution
and other forms of domestic sites due to poor accessibility in design
violence Physical, communication and attitudinal barriers in reporting violence
e Lack of access to education Barriers to participating in their communities and earning livelihoods
e Denial of access to housing, Lack of access to medical care and rehabilitation services
property and livestock High levels of impunity for crimes against them
Lack of access to reproductive health information and services
Women, e Social discrimination and Weakened physical status, physical or sensory disabilities,
girls, men exclusion psychological distress and chronic diseases
and boys * Secondary violence as result Lack of access to medical care, including obstacles and
who are of the primary violence (e.g. disincentives to reporting incidents of violence
survivors of abuse by those they report Family disintegration and breakdown
violence

to; honor killings following
sexual assault; forced mar-
riage to a perpetrator; etc.)
Heightened vulnerability to
future violence, including
sexual violence, intimate
partner violence, sexual
exploitation and abuse, etc.

Isolation and higher risk of poverty
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3. The Obligation to Address Gender-
Based Violence in Humanitarian Work

“Protection of all persons affected and at risk must inform humanitarian
decision-making and response, including engagement with States and non-
State parties to conflict. It must be central to our preparedness efforts, as

part of immediate and life-saving activities, and throughout the duration of
humanitarian response and beyond. In practical terms, this means identifying
who is at risk, how and why at the very outset of a crisis and thereafter, taking
into account the specific vulnerabilities that underlie these risks, including
those experienced by men, women, girls and boys, and groups such as
internally displaced persons, older persons, persons with disabilities, and
persons belonging to sexual and other minorities.”

(Inter-Agency Standing Committee Principals’ statement on the Centrality of Protection in Humanitarian Action,
endorsed December 2013 as part of a number of measures that will be adapted by the IASC to ensure more effective
protection of people in humantarian crises.® Available at <www.globalprotectioncluster.org/en/tools-and-guidance/
guidance-from-inter-agency-standing-committee.html>)

The primary responsibility to ensure that people are protected from violence rests with
States. In situations of armed conflict, both State and non-State parties to the conflict have
obligations in this regard under international humanitarian law. This includes refraining
from causing harm to civilian populations and ensuring that people affected by violence get
the care they need. When States or parties to conflict are unable and unwilling to meet their
obligations, humanitarian actors play an important role in supporting measures to prevent
and respond to violence. No single organization, agency or entity working in an emergency
has the complete set of knowledge, skills, resources and authority to prevent GBV or respond
to the needs of GBV survivors alone. Thus, collective effort is paramount: All humanitarian
actors must be aware of the risks of GBV and—acting collectively to ensure a comprehen-
sive response—prevent and mitigate these risks as quickly as possible within their areas
of operation.
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Failure to take action against GBV represents a failure by humanitarian actors to meet their
most basic responsibilities for promoting and protecting the rights of affected populations.
Inaction and/or poorly designed programmes can also unintentionally cause further harm.
Lack of action or ineffective action contribute to a poor foundation for supporting the
resilience, health and well-being of survivors, and create barriers to reconstructing affected
communities’ lives and livelihoods. In some instances, inaction can serve to perpetuate
the cycle of violence: Some survivors of GBV or other forms of violence may later become
perpetrators if their medical, psychological and protection needs are not met. In the worst
case, inaction can indirectly or inadvertently result in loss of lives.

OBLIGATION TO ADDRESS GBV

¢ The Centrality Statement further recognizes the role of the protection cluster to support protection strategies, including mainstreaming
protection throughout all sectors. To support the realization of this, the Global Protection Cluster has committed to providing support
and tools to other clusters, both at the global and field level, to help strengthen their capacity for protection mainstreaming. For more
information see the Global Protection Cluster. 2014. Protection Mainstreaming Training Package, <www.globalprotectioncluster.org/en/
areas-of-responsibility/protection-mainstreaming.html>.
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The responsibility of humanitarian actors to address GBV is supported by a framework
that includes key elements highlighted in the diagram below. (For additional details of
elements of the framework, see Annex 6 of the comprehensive Guidelines, available at
<www.gbvguidelines.org>.)

United Nations
Security Council
Resolutions

Humanitarian
Principles

Why all
) humanitarian -
International t t act Humanitarian
and actors mustac Standards and
National Law to prevent and Guidelines

mitigate GBV

GBV-related protection rights of, and needs
identified by, affected populations

It is important that those working in settings affected by humanitarian emergencies under-
stand the framework’s key components and act in accordance with it. They must also use it
to guide others—States, communities and individuals—to meet their obligations to promote
and protect human rights.
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International and national law: GBV violates principles that are covered by international hu-
manitarian law, international and domestic criminal law, and human rights and refugee law
at the international, regional and national levels. These principles include the protection of
civilians even in situations of armed conflict and occupation, and their rights to life, equality,
security, equal protection under the law, and freedom from torture and other cruel, inhumane
or degrading treatment.

United Nations Security Council resolutions: Protection of Civilians (POC) lies at the centre

of international humanitarian law and also forms a core component of international human
rights, refugee, and international criminal law. Since 1999, the United Nations Security Council,
with its United Nations Charter mandate to maintain or restore international peace and
security, has become increasingly concerned with POC—with the Secretary-General regularly
including it in his country reports to the Security Council and the Security Council providing

it as a common part of peacekeeping mission mandates in its resolutions. Through this work
on POC, the Security Council has recognized the centrality of women, peace and security by
adopting a series of thematic resolutions on the issue. Of these, three resolutions (1325, 1889
and 2212) address women, peace and security broadly (e.g. women'’s specific experiences of
conflict and their contributions to conflict prevention, peacekeeping, conflict resolution and
peacebuilding). The others (1820, 1888, 1960 and 2106) also reinforce women'’s participation,
but focus more specifically on conflict-related sexual violence. United Nations Security Council
Resolution 2106 is the first to explicitly refer to men and boys as survivors of violence. The
United Nations Security Council’s agenda also includes Children and Armed Conflict (CAAC)

OBLIGATION TO ADDRESS GBV
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through which it established, in 2005, a monitoring and reporting mechanism (MRM) on six
grave children’s rights violations in armed conflict, including rape and sexual violence against
children. For more details on the United Nations Security Council resolutions, see Annex 6 of
the comprehensive Guidelines, available at <www.gbvguidelines.org>.

Humanitarian principles: The humanitarian community has created global principles on
which to improve accountability, quality and performance in the actions they take. These
principles have an impact on every type of GBV-related intervention. They act as an ethical
and operational guide for humanitarian actors on how to behave in an armed conflict, natural
disaster or other humanitarian emergency.

United Nations agencies are guided by four humanitarian principles enshrined in two Gener-
al Assembly resolutions: General Assembly Resolution 46/182 (1991) and General Assembly
Resolution 58/114 (2004). These humanitarian principles include humanity, neutrality, impar-
tiality and independence.

Humanity Neutrality Impartiality Independence

Human suffering must be Humanitarian actors must Humanitarian action must be Humanitarian action must

addressed whenever it not take sides in hostilities or | carried out on the basis of need be autonomous from the

is found. The purpose of engage in controversies of a | alone, giving priority to the most | political, economic, military

humanitarian action is to political, racial, religious or urgent cases of distress and or other objectives that any

protect life and health and | ideological nature. making no distinctions on the actors may hold with regard

ensure respect for human basis of nationality, race, gender, | to areas where humanitarian

beings. religious belief, class or political | action is being implemented.
opinions.

(Excerpted from Office for the Coordination of Humanitarian Affairs (OCHA). 2012. ‘0CHA on Message: Humanitarian principles’, <https://
docs.unocha.org/sites/dms/Documents/00M_HumPrinciple_English.pdf>)

Many humanitarian organizations have further committed to these principles by develop-
ing codes of conduct, and by observing the ‘do no harm’ principle and the principles of the
Sphere Humanitarian Charter. The principles in this Charter recognize the following rights of
all people affected by armed conflict, natural disasters and other humanitarian emergencies:
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* The right to life with dignity
* The right to receive humanitarian assistance, including protection from violence

» The right to protection and security®

Humanitarian standards and guidelines: Various standards and guidelines that reinforce the
humanitarian responsibility to address GBV in emergencies have been developed and broad-
ly endorsed by humanitarian actors. Many of these key standards are identified in Annex 6 of
the comprehensive Guidelines, available at <www.gbvguidelines.org>.

|8 ESSENTIAL TO KNOW

What the Sphere Handbook Says:

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 isolat-
ed or disabled women who are forced to trade sex for the provision of humanitarian assistance.

OBLIGATION TO ADDRESS GBV

(Sphere Project. 2011. Sphere Handbook: Humanitarian charter and minimum standards in humanitarian response,
<www.sphereproject.org/resources/download-publications/?search=1&keywords=Sphere+Handbook&language=English&category=
22&subcat-22=23&subcat-29=0&subcat-31=0&subcat-35=0&subcat-49=0&subcat-56=0&subcat-60=0&subcat-80=0>)

.

9 For more information, see ‘The Humanitarian Charter,” available at <www.spherehandbook.org/en/the-humanitarian-charter>.
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Additional Citations

United Nations General Assembly. December 1993. Inter-Agency Standing Committee (IASC). 2008.
‘Declaration on the Elimination of Violence against ‘Policy Statement: Gender Equality in Humanitarian
Women’, A/RES/48/104, <www.un.org/documents/ga/ Action’, <https://interagencystandingcommittee.org/
res/48/a48r104.htm> system/files/legacy_files/IASC%20Gender%20Policy%20

20%20June%202008.pdf>
Office of the High Commissioner for Human Rights

(OHCHR). 2011. ‘Discriminatory laws and practices Heise, L. 1998. ‘Violence against Women: An integrated,
and acts of violence against individuals based on ecological framework’, Violence against Women,

their sexual orientation and gender identity’, A/ vol. 4, no. 3, June 1998, pp. 262-90, <www.ncbi.nIm.nih.
HRC/19/41, <http://www.ohchr.org/documents/issues/ gov/pubmed/12296014>

discrimination/a.hrc.19.41_english.pdf>
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1. Content Overview of Nutrition
Guidance

This section provides an overview of the recommendations detailed in Part Three:
Nutrition Guidance. The information below:

» Describes the summary fold-out table of essential actions presented at the beginning of
Part Three, designed as a quick reference tool for nutrition actors.

» Introduces the programme cycle, which is the framework for all the recommendations
within Part Three.

» Reviews the guiding principles for addressing GBV and summarizes how to apply these
principles through four inter-linked approaches: the human rights-based approach,
survivor-centred approach, community-based approach and systems approach.

Summary Fold-Out Table of Essential Actions

Part Three begins with a summary fold-out table for use as a quick reference tool. The
fold-out table links key recommendations made in the body of Part Three with guidance
on when the recommendations should be applied across four stages of emergency:
Pre-emergency/preparedness (before the emergency and during ongoing preparedness
planning), Emergency (when the emergency strikes)', Stabilized Stage (when immediate
emergency needs have been addressed), and Recovery to Development (when the focus
is on facilitating returns of displaced populations, rebuilding systems and structures, and
transitioning to development). In practice, the separation between different stages is not
always clear; most emergencies do not follow a uniformly linear progression, and stages
may overlap and/or revert. The stages are therefore only indicative.
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‘. ESSENTIAL TO KNOW )

Emergency Preparedness and Contingency Planning

“Experience confirms that effective humanitarian response at the onset of a crisis is heavily influenced by
the level of preparedness and planning of responding agencies/organizations, as well as the capacities and
resources available to them.”

In the summary fold-out table, the points listed under ‘pre-emergency/preparedness’ are not strictly
limited to actions that can be taken before an emergency strikes. These points are also relevant to
ongoing preparedness planning, the goal of which is to anticipate and solve problems in order to facilitate
rapid response when a particular setting is struck by another emergency. In natural disasters, on going
preparedness is often referred to as ‘contingency planning’ and is part of all stages of humanitarian
response.

(Quote from Inter-Agency Standing Committee. 2007. /nter-Agency Contingency Planning Guidelines for Humanitarian
Assistance, Revised version, p.1. <https://interagencystandingcommittee.org/system/files/legacy_files/IA%20CP %20
Guidelines%20Publication_%20Final%20version%20Dec %202007.pdf>

CONTENT OVERVIEW OF
NUTRITION GUIDANCE

' Slow-onset emergencies such as drought may follow a different pattern from rapid-onset disasters. Even so, the risks of GBV and
the humanitarian needs of affected populations remain the same. The recommendations in this TAG are applicable to all types of
emergency.
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In the summary fold-out table, nutrition-specific minimum commitments? appear in bold.
These minimum commitments represent critical actions that nutrition actors can prioritize in
the earliest stages of emergency when resources and time are limited. As soon as the acute
emergency has subsided (anywhere from two weeks to several months, depending on the
setting), additional essential actions outlined in the summary fold-out table—and elaborated
in the subsequent guidance—should be initiated and/or scaled up. Each recommendation
should be adapted to the particular context, always taking into account the essential rights,
expressed needs and identified resources of target community.

Essential Actions Outlined according to the
Programme Cycle Framework

Following the summary fold-out table, the guidance is organized according to five elements
of a programme cycle. Each element of the programme cycle is designed to link with and
support the other elements. While coordination is presented as its own separate element, it
should be considered and integrated throughout the entirety of the programme cycle. The
five elements?® are presented as follows:

Identifies key questions to be considered when integrating GBV concerns into as-
sessments. These questions are subdivided into three categories—I(i) Programming,
(i) Policies, and (iii) Communications and Information Sharing. The questions can

) Assessment Analysis be used as ‘prompts’ when designing assessments. Information generated from the

= and Planning assessments can be used to contribute to project planning and implementation.

3

oc

() Promotes the integration of elements related to GBV prevention and mitigation when

N mobilizing supplies and human and financial resources.

&) Resource

< Mobilization

m
Lists nutrition actors’ responsibilities for integrating GBV prevention and mitigation
strategies into their programmes. The recommendations are subdivided into three
categories: (i) Programming, (i) Policies, and (iii) Communications and Information

Implementation Sharing.

Highlights key GBV-related areas of coordination with various sectors.

Coordination

Defines indicators for monitoring and evaluating GBV-related actions through a
Monitoring and participatory approach.

Evaluation

CONTENT OVERVIEW OF
NUTRITION GUIDANCE

2 Note that the minimum commitments do not always come first under each programme cycle category of the summary table. This is
because all the actions are organized in chronological order according to an ideal model for programming. When it is not possible to
implement all actions—particularly in the early stages of an emergency—the minimum commitments should be prioritized and the other
actions implemented at a later date.

3 These elements of the programme cycle are an adaptation of the Humanitarian Programme Cycle (HPC). The HPC has been slightly
adjusted within this TAG to simplify presentation of key information. The HPC is a core component of the Transformative Agenda, aimed
atimproving humanitarian actors’ ability to prepare for, manage and deliver assistance. For more information about
the HPC, see: <www.humanitarianresponse.info/programme-cycle/space>.
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Integrated throughout these stages is the concept of early recovery as a multidimensional
process. Early recovery begins in the early days of a humanitarian response and should be
considered systematically throughout. Employing an early recovery approach means:

“focusing on local ownership and strengthening capacities; basing
interventions on a thorough understanding of the context to address root
causes and vulnerabilities as well as immediate results of crisis; reducing
risk, promoting equality and preventing discrimination through adherence
to development principles that seek to build on humanitarian programmes
and catalyse sustainable development opportunities. It aims to generate
self-sustaining, nationally-owned, resilient processes for post-crisis recovery
and to put in place preparedness measures to mitigate the impact of future
crises.”

(Global Cluster on Early Recovery. 2014. ‘Guidance Note on Inter-Cluster Early Recovery’ [draft], p. 7, <www.

humanitarianresponse.info/system/files/documents/files/Guidance%20Note%200n%20inter-cluster%20ER %20
draft%20June%2024%202014%20%28n0%20Annex%29.pdf>)

In order to facilitate early recovery, GBV prevention and mitigation strategies should be
integrated into programmes from the beginning of an emergency in ways that protect and
empower women, girls and other at-risk groups. These strategies should also address under-
lying causes of GBV (particularly gender inequality) and develop evidence-based program-
ming and tailored assistance.

Element 1: Assessment, Analysis and Planning

The programme cycle begins with
a list of recommended GBV-related ! ESSENTIAL TO KNOW )
questions or ‘prompts’. These prompts

highlight areas for investigation that
can be selectively incorporated into
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Initiating Risk-Reduction Interventions
without Assessments

various assessments and routine While assessments are an important foundation for pro-
monitoring undertaken by nutrition gramme design and implementation, they are not required
actors. The questions link to the in order to putin place some essential GBV prevention
recommendations under the heading and mitigation measures prior to or from the onset of
‘Implementation’ and the three main an emergency. Many risk-reduction interventions can

be introduced without conducting an assessment. For
example, nutrition programmes can locate their services
away from site perimeters and other areas that present
security risks.

\§ J

types of responsibilities therein (see
Element 3 below):

e Programming;

e Policies; and

e Communications and Information Sharing.

CONTENT OVERVIEW OF
NUTRITION GUIDANCE
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In addition to the prompts of what to assess, other key points should be considered when
designing assessments:

e Key stakeholders and actors providing services in the community
e GBV, gender and diversity specialists

* Males and females of all ages and backgrounds of the affected community, particularly
women, girls and other at-risk groups

e Community leaders

e Community-based organizations (e.g. organizations for women, adolescents/youth,
persons with disabilities, older persons, etc.)

* Representatives of humanitarian response sectors
e Local and national governments

* Members of receptor/host communities in IDP/refugee settings

e Atthe outset of programme planning
e Atregularintervals for monitoring purposes

* During ongoing safety and security monitoring

e Review available secondary data (existing assessments/studies; qualitative and
quantitative information; IDP/refugee registration data; etc.);

e Conduct regular consultations with key stakeholders, including relevant grass-roots
organizations, civil societies and government agencies

e Carry out key informant interviews

How to e Conduct focus group discussions with community members that are age-, gender-, and
Assess culturally appropriate (e.g. participatory assessments held in consultation with men,
women, girls and boys, separately when necessary)
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e Carry out site observation

e Perform site safety mapping

e Conduct analysis of national legal frameworks related to GBV and whether they provide
protection to women, girls and other at-risk groups

When designing assessments, nutrition actors should apply ethical and safety standards
that are age-, gender-, and culturally sensitive and prioritize the well-being of all those
engaged in the assessment process. Wherever possible—and particularly when any
component of the assessment involves communication with community stakeholders—
investigations should be designed and undertaken according to participatory processes
that engage the entire community, and most particularly women, girls, and other at-risk
groups. This requires, as a first step, ensuring equal participation of women and men

on assessment teams, as stipulated in the IASC Gender Handbook.* Other important
considerations are listed below.

CONTENT OVERVIEW OF
NUTRITION GUIDANCE

* An online survey of humanitarian practitioners and decision makers by Plan International found that the participation of women in as-
sessment teams varies considerably, despite IASC standards. See The State of the World's Girls 2013: In double jeopardy — Adolescent
girls and disasters, <http://plan-international.org/girls/reports-and-publications/the-state-of-the-worlds-girls-2013.php>
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DOs and DO 0 ond g A e e 3 de B Related OMmpo

* Do consult GBV, gender and diversity specialists throughout the planning, design, analysis and
interpretation of assessments that include GBV-related components.

e Do use local expertise where possible.

Do strictly adhere to safety and ethical recommendations for researching GBV.

e Do consider cultural and religious sensitivities of communities.

e Do conduct all assessments in a participatory way by consulting women, girls, men and boys
of all backgrounds, including persons with specific needs. The unique needs of at-risk groups
should be fairly represented in assessments in order to tailor interventions.

e Do conductinter-agency or multi-sectoral assessments promoting the use of common tools and
methods and encourage transparency and dissemination of the findings.

e Doinclude GBV specialists on inter-agency and inter-sectoral teams.

¢ Do conduct ongoing assessments of GBV-related programming issues to monitor the progress
of activities and identify gaps or GBV-related protection issues that arise unexpectedly. Adjust
programmes as needed.

¢ Do ensure that an equal number of female and male assessors and translators are available
to provide age-, gender-, and culturally appropriate environments for those participating in
assessments, particularly women and girls.

e Do conduct consultations in a secure setting where all individuals feel safe to contribute to
discussions. Conduct separate women’s groups and men'’s groups, or individual consultations
when appropriate, to counter exclusion, prejudice and stigma that may impede involvement.

e Do provide training for assessment team members on ethical and safety issues. Include
information in the training about appropriate systems of care (i.e. referral pathways) that are
available for GBV survivors, if necessary.

¢ Do provide information about how to report risk and/or where to access care—especially at
health facilities—for anyone who may report risk of or exposure to GBV during the assessment
process.

e Do include—when appropriate and there are no security risks—government officials, line
ministries and sub-ministries in assessment activities.
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* Don't share data that may be linked back to a group or an individual, including GBV survivors.

» Don't probe too deeply into culturally sensitive or taboo topics (e.g. gender equality,
reproductive health, sexual norms and behaviours, etc.) unless relevant experts are part
of the assessment team.

* Don't single out GBV survivors: Speak with women, girls and other at-risk groups in general
and not explicitly about their own experiences.

e Don't make assumptions about which groups are affected by GBV, and don’t assume that
reported data on GBV or trends in reports represent actual prevalence and trends in the extent
of GBV.

e Dont collectinformation about specific incidents of GBV or prevalence rates without assistance
from GBV specialists.

DON'Ts

(Adapted from GBV AoR. 2010. Handbook for Coordinating Gender-Based Violence Interventions in Humanitarian Settings [provisional
edition]; CPWG. 2012. Minimum Standards for Child Protection in Humanitarian Action; and UN Action. 2008. Reporting and Interpreting
Data on Sexual Violence from Conflict-Affected Countries: Dos and don'ts)

CONTENT OVERVIEW OF
NUTRITION GUIDANCE
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The information collected during various assessments and routine monitoring will help

to identify the relationship between GBYV risks and nutrition programming. The data can
highlight priorities and gaps that need to be addressed when planning new programmes or
adjusting existing programmes, such as:

» Safety and security risks for particular groups within the affected population.
» Unequal access to services for women, girls and other at-risk groups.

» Global and national sector standards related to protection, rights and GBV risk reduction
that are not applied (or do not exist) and therefore increase GBV-related risks.

» Lack of participation by some groups in the planning, design, implementation, and
monitoring and evaluation of programmes, and the need to consider age-, gender-,
and culturally appropriate ways of facilitating participation of all groups.

» The need to advocate for and support the deployment of GBV specialists within the
nutrition sector.

Data can also be used to inform common response planning processes, which serve as the
basis for resource mobilization in some contexts. As such, it is essential that GBV be ad-
equately addressed and integrated into joint planning and strategic documents—such as
the Humanitarian Programme Cycle, the OCHA Minimum Preparedness Package (MPP), the
Multi-Cluster/Sector Initial Rapid Assessment (MIRA), and Strategic Response Plans (SRPs).

! ESSENTIAL TO KNOW

Investigating GBV-Related Safety and Security Issues When Undertaking Assessments

Itis the responsibility of all humanitarian actors to work within a protection framework and understand the safety
and security risks that women, girls, men and boys face. Therefore it is extremely important that assessment

and monitoring of general safety issues be an ongoing feature of assistance. This includes exploring—through a
variety of entry points and participatory processes—when, why and how GBV-related safety issues might arise,
particularly as the result of delivery or use of humanitarian services. However, GBV survivors should not be sought
out or targeted as a specific group during assessments. GBV-specific assessments—which include investigat-
ing specific GBV incidents, interviewing survivors about their specific experiences, or conducting research

on the scope of GBV in the population—should be conducted only in collaboration with GBV specialists and/

or a GBV-specialized partner or agency. Training in gender, GBV, women's/human rights, social exclusion and
sexuality—and how these inform assessment practices—should be conducted with relevant nutrition staff. To
the extent possible, assessments should be locally designed and led, ideally by relevant local government actors
and/or programme administrators and with the participation of the community. When non-GBV specialists receive
specific reports of GBV during general assessment activities, they should share the information with GBV
specialists according to safe and ethical standards that ensure confidentiality and, if requested by survivors,
anonymity of survivors.

Q
Z
D
O
oc
O
4
O
<
')

CONTENT OVERVIEW OF
NUTRITION GUIDANCE

24 GBYV Guidelines



Element 2:
Resource Mobilization

Resource mobilization most
obviously refers to accessing
funding in order to implement
programming—either through
specific donors or linked to
coordinated humanitarian funding
mechanisms. (For more information
on funding mechanisms, see Annex
7 of the comprehensive Guidelines,
available at <www.gbvguidelines.
org>.) This TAG aims to reduce the
challenges of accessing GBV-related
funds by outlining key GBV-related
issues to be considered when
drafting proposals.

In addition to the nutrition-specific
funding points presented under the
‘Resource Mobilization” subsection

Recognizing GBV Prevention and Response as Life-Saving

Addressing GBV is considered life-saving and meets multiple
humanitarian donor guidelines and criteria, including the
Central Emergency Response Fund (CERF). In spite of this,
GBV prevention, mitigation and response are rarely prioritized
from the outset of an emergency. Taking action to address
GBV is more often linked to longer-term protection and
stability initiatives; as a result, humanitarian actors operate
with limited GBV-related resources in the early stages of an
emergency (Hersh, 2014). This includes a lack of physical and
human resources or technical capacity in the area of GBV,
which can in turn result in limited allocation of GBV-related
funding. These limitations are both a cause and an indicator of
systemic weaknesses in emergency response, and may in some
instances stem from the failure of initial rapid assessments

to illustrate the need for GBV prevention and response
interventions. (For more information about including GBV in
various humanitarian strategic plans and funding mechanisms,
see Annex 7 of the comprehensive Guidelines, available at
<www.ghvguidelines.org>.)

|D) ESSENTIAL TO KNOW h

of Part Three, all humanitarian actors \_ Y,
should consider the following general
points:
0 DO D
Proposa GBV-Related Points to Consider for Inclusion
HUMANITARIAN * Describe vulnerabilities of women, girls and other at-risk groups in the particular setting
NEEDS OVERVIEW | < Describe and analyse risks for specific forms of GBV (e.g. sexual assault, forced and/or
coerced prostitution, child and/or forced marriage, intimate partner violence and other
forms of domestic violence), rather than a broader reference to ‘GBV’
¢ lllustrate how those believed to be at risk of GBV have been identified and consulted on
GBV-related priorities, needs and rights
PROJECT e Explain the GBV-related risks that are linked to the sector’s area of work
RATIONALE/ * Describe which groups are being targeted in this action and how the targeting is informed
JUSTIFICATION by vulnerability criteria and inclusion strategies
e Describe whether women, girls and other at-risk groups are part of decision-making
processes and what mechanisms have been putin place to empower them
e Explain how these efforts will link with and support other efforts to prevent and mitigate
specific types of GBV in the affected community
PROJECT  lllustrate how activities are linked with those of other humanitarian actors/sectors
DESCRIPTION e Explain which activities may help in changing or improving the environment to prevent

factors of GBV)

GBV (e.g. by better monitoring and understanding the underlying causes and contributing

¢ Describe mechanisms that facilitate reporting of GBV, and ensure appropriate follow-up in
a safe and ethical manner

e Describe relevant linkages with GBV specialists and GBV coordination mechanisms

¢ Consider how the project promotes and rebuilds community systems and structures that
ensure the participation and safety of women, girls and other at-risk groups

MONITORING AND | OQutline a monitoring and evaluation plan to track progress as well as any adverse effects of

EVALUATION PLAN

outcomes

GBV-related activities on the affected population

e [llustrate how the monitoring and evaluation strategies include the participation of women,
girls and other at-risk groups

* Include outcome level indicators from the Indicator Sheets in Part Three of this TAG to
measure programme impact on GBV-related risks

e Where relevant, describe a plan for adjusting the programme according to monitoring

* Disaggregate indicators by sex, age, disability and other relevant vulnerability factors

PART 2: BACKGROUND
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9 EessenTiaL To know )
The IASC Gender Marker
Despite universal acceptance that humanitarian assistance must meet the distinct needs of women, girls, boys
and men to generate positive and sustainable outcomes, evaluations of humanitarian effectiveness show gender
equality results are weak. The Gender Marker is a tool that codes, on a 0-2 scale, whether or not a humanitarian
project is designed well enough to ensure that women/girls and men/boys will benefit equally from it or that it
will advance gender equality in another way. If the project has the potential to contribute to gender equality, the
marker predicts whether the results are likely to be limited or significant. Although the gender mainstreaming
objectives of the Gender Marker differ in some ways from those of GBV prevention and response programming, in
order to be effective, they must both address issues of women'’s and girls’ empowerment and gender equality and
include men and boys as partners in prevention.

(For links between the Gender Marker and GBV prevention and response projects, see Annex 8 of the comprehensive Guidelines,

available at <www.gbvguidelines.org>. For information on the Gender Marker, see: <https://interagencystandingcommittee.org/

system/files/legacy_files/IASC%20Gender%20Marker%20Fact%20Sheet.doc>. For information on trends in spending according

to the Gender Marker, see Global Humanitarian Assistance. 2014. Funding Gender in Emergencies: What are the trends? <wwuw.
\gIobaIhumanitarianassistance.org/report/funding-gender-emergencies-trends>.) )

Importantly, resource mobilization is not limited to soliciting funds. When planning for and
implementing GBV prevention and response activities, nutrition actors should:

» Mobilize human resources by making sure that partners within the nutrition sector:
® Have been trained in and understand issues of gender, GBV, women’s/human rights,
social exclusion and sexuality.
® Are empowered to integrate GBV risk-reduction strategies into their work.

» Employ and retain women and other at-risk groups as staff, and ensure their active
participation and leadership in all nutrition-related community activities.

» Pre-position age-, gender-, and culturally sensitive supplies where necessary and
appropriate.
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» Pre-position accessible GBV-related community outreach material.

» Advocate with the donor community so that donors recognize GBV prevention, mitigation
and response interventions as life-saving, and support the costs related to improving
intra- and inter-sector capacity to address GBV.

» Ensure that government and humanitarian policies related to nutrition programming
integrate GBV concerns and include strategies for ongoing budgeting of activities.

Element 3: Implementation

The ‘Implementation’ subsection provides guidance for putting GBV-related risk-reduction
responsibilities into practice. The information is intended to:

» Describe a set of activities that, taken together, establish shared standards and improve
the overall quality of GBV-related prevention and mitigation strategies in humanitarian
settings.

CONTENT OVERVIEW OF
NUTRITION GUIDANCE

» Establish GBV-related responsibilities that should be undertaken by all nutrition actors,
regardless of available data on GBV incidents.

» Maximize immediate protection of GBV survivors and persons at risk.

» Foster longer-term interventions that work towards the elimination of GBV.
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Three main types of responsibilities—programming, policies, and communications and
information sharing—correspond to and elaborate upon the suggested areas of inquiry
outlined under the subsection ‘Assessment, Analysis and Planning’. Each targets a variety
of nutrition actors.

1) Programming: Targets NGOs, 1 h

community-based organizations D ——

(including the National Red Cross/ Active Participation of Women, Girls and Other At-Risk

Red Crescent Society), INGOs, Groups

United Nations agencies, and Commitment 4 of the IASC Principals’ Commitments on

national and local governments to Accountability to Affected Populations (CAAP) highlights

encourage them to: the importance of enabling affected populations to play a

» Support the involvement of decision-making role in processes that affect them. This is
women, girls and other at- reflected in recommendations within this TAG that promote

the active participation of women, girls and other at-risk
groups in assessment processes and as staff and leaders in
community-based structures. Involving women, girls, and
other at-risk groups in all aspects of nutrition program-
ming is essential to fulfilling the guiding principles and
approaches discussed later in this section. However, such

risk groups within the affected
population as programme staff
and as leaders in governance
mechanisms and community
decision-making structures.

» Implement programmes that (1) involvement—especially as leaders or managers—can

reflect awareness of the particular be risky in some settings. Therefore the recommendations
GBYV risks faced by women, girls throughout this TAG aimed at greater inclusion of women, (@)
and other at-risk groups, and (2) girls and other at-risk groups (e.g. striving for 50 per cent =z
address their rights and needs representation of females in programme staff) may need to 8
related to safety and security. be adjuste_d ’Eo the _context. Due cautlt_m must b_e e)_(ercls?d o
where their inclusion poses a potential security risk or in- )
> Integrate GBV prevention and creases their risk of GBV. Approaches to their involvement v
mitigation into activities. should be carefully contextualized. O
. Y, <
o

2

~

Policies: Targets programme planners, advocates, and national and local policymakers to
encourage them to:

» Incorporate GBV prevention and mitigation strategies into nutrition programme policies,
standards and guidelines from the earliest stages of the emergency.

» Support the integration of GBV risk-reduction strategies into national and local
development policies and plans and allocate funding for sustainability.

» Support the revision and adoption of national and local laws and policies (including
customary laws and policies) that promote and protect the rights of women, girls and
other at-risk groups.

3) Communications and Information Sharing: Targets programme and community outreach
staff to encourage them to:

» Work with GBV specialists in order to identify safe, confidential and appropriate systems
of care (i.e. referral pathways) for GBV survivors; incorporate basic GBV messages into
nutrition-related community outreach and awareness-raising activities; and develop
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information-sharing standards that promote confidentiality and ensure anonymity of
survivors. In the early stages of an emergency, services may be quite limited; referral
pathways should be adjusted as services expand.
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» Receive training on issues of gender, GBV, women’'s/human rights, social exclusion,
sexuality and psychological first aid (e.g. how to engage supportively with survivors and
provide information in an ethical, safe and confidential manner about their rights and
options to report risk and access care).

‘. ESSENTIAL TO KNOW )

Mental Health and Psychosocial Support: Providing Referrals and Psychological First Aid

The term ‘mental health and psychosocial support’ (MIHPSS) is used to describe any type of local or outside
support that aims to protect or promote psychosocial well-being and/or prevent or treat mental disorder (IASC,
2007). The experience of GBV can be a very distressing event for a survivor. All survivors should have access to
supportive listeners in their families and communities, as well as additional GBV-focused services should they
choose to access them. Often the first line of focused services will be through community-based organizations,
in which trained GBV support workers provide case management and resiliency-based mental health care.
Some survivors—typically a relatively small number—may require more targeted mental health care from an
expert experienced in addressing GBV-related mental health issues (e.g. when survivors are not improving
according to a care plan, or when caseworkers have reason to believe survivors may be at risk of hurting
themselves or someone else).

As part of care and support for people affected by GBV, the humanitarian community plays a crucial role in
ensuring survivors gain access to GBV-focused community-based care services and, as necessary and
available, more targeted mental health care provided by GBV and trauma-care experts. Survivors may also wish
to access legal/justice support and police protection. Providing information to survivors in an ethical, safe

and confidential manner about their rights and options to report risk and access care is a responsibility of all
humanitarian actors who interact with affected populations. Nutrition actors should work with GBV specialists
to identify systems of care (i.e. referral pathways) that can be mobilized if a survivor reports exposure to GBV.

For all nutrition personnel who engage with affected populations, it is important not only to be able to offer
survivors up-to-date information about access to services, but also to know and apply the principles of
psychological first aid. Even without specific training in GBV case management, non-GBV specialists can go a
long way in assisting survivors by responding to their disclosures in a supportive, non-stigmatizing, survivor-
centred manner. (For more information about the survivor-centred approach, see ‘Guiding Principles’, below).
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Psychological first aid (PFA) describes a humane, supportive response to a fellow human being who is
suffering and who may need support. Providing PFA responsibly means to:

1 Respect safety, dignity and rights.

2 Adapt what you do to take account of the person’s culture.
3. Be aware of other emergency response measures.

4 Look after yourself.

Learn about the crisis event.
PREPARE ® Learn about available services and supports.
Learn about safety and security concerns.

- J

(continued)

CONTENT OVERVIEW OF
NUTRITION GUIDANCE
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‘. ESSENTIAL TO KNOW (continued)
The three basic action principles of PFA presented below—Iook, listen and link—can help nutrition actors
with how they view and safely enter a crisis situation, approach affected people and understand their needs,
and link them with practical support and information.
®  Check for safety.
LOOK ®  Check for people with obvious urgent basic needs.
®  Check for people with serious distress reactions.
®  Approach people who may need support.
LISTEN ® Ask about people’s needs and concerns.
®  Listen to people, and help them to feel calm.
®  Help people address basic needs and access services.
LINK ®  Help people cope with problems.
®  Give information.
®  Connect people with loved ones and social support.
The following chart identifies ethical dos and don’ts in providing PFA. These are offered as guidance to avoid
causing further harm to the person; provide the best care possible; and act only in their best interests. These
ethical dos and don'ts reinforce a survivor-centred approach. In all cases, nutrition actors should offer help in
ways that are most appropriate and comfortable to the people they are supporting, given the cultural context.
In any situation where a nutrition actor feels unsure about how to respond to a survivor in a safe, ethical and (@)
confidential manner, she or he should contact a GBV specialist for guidance. =z
2
Dos Don’ts %
. . 4
* Be honest and trustworthy. * Don't exploit your relationship as a helper. Q
* Res_p(_ect people’s right to make their own * Don't ask the person for any money or favour g
decisions. . . for helping them.
* Beaware of and set aside your own biases ) )
and prejudices. J Pon t ma_ke false promises or give false
e Make it clear to affected people that even if they information.
refuse help now, they can still access help in * Don't exaggerate your skills.
the future. ] e Don'tforce help on people and don't be intrusive T
J Resp_ect p_rlvz_icy .an.d keep the_ person's story or pushy. OO
confidential, if this is appropriate. ] ] ; P
« Behave appropriately by considering the e Don't pressure people to tell you their stories. 0 <DE
person’s culture, age and gender. ¢ Don't share the person’s story with others. E )
e Don'tjudge the people for their actions g g
or feelings. oo
EE
(Adapted from: World Health Organization, War Trauma Foundation and World Vision International. 2011. Psychological First E E
Aid: Guide for field workers, pp. 53-55, <www.who.int/mental_health/publications/guide_field_workers/en>; and World Health — =
Organization. 2012. ‘Mental Health and Psychosocial Support for Conflict-Related Sexual Violence: 10 myths’, <www.who.int/ Z D
reproductivehealth/publications/violence/rhr12_17/en>. For more information on providing first-line support see World Health (@] e
Organization. 2014. Health Care for Women Subjected to Intimate Partner Violence or Sexual Violence. A clinical handbook (@]
(Field-testing version), WHO/RHR/14.26, <www.who.int/reproductivehealth/publications/violence/vaw-clinical-handbook/en>.)
L J
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Element 4: Coordination

Given its complexities, GBV is best addressed when multiple sectors, organizations and disci-
plines work together to create and implement unified prevention and mitigation strategies. In
an emergency context, actors leading humanitarian interventions (e.g. the Office for the Coordi-
nation of Humanitarian Affairs; the Resident Coordinator/Humanitarian Coordinator; the Deputy
Special Representative of the Secretary-General/Resident Coordinator/Humanitarian Coordina-
tor; UNHCR,; etc.) can facilitate coordination that ensures GBV-related issues are prioritized and
dealt with in a timely manner. Effective coordination can strengthen accountability, prevent a
‘siloed’ effect, and ensure that agency-specific and intra-sectoral GBV action plans are in line
with those of other sectors, reinforcing a cross-sectoral approach.

The ‘Coordination’ subsection

of Part Three provides guidance 1 N
on key GBV-related areas for Y ESSENTIAL TO KNOW
cross-sectoral coordination.
This guidance targets NGOs Accessing the Support of GBV Specialists
community-based organizations Nutrition coordinators and nutrition actors should identify and work
(including National Red Cross/ with the chair (and co-chair) of the GBV coordination mechanism
Red Crescent Societies), INGOs where one exists. (Note: GBV coordination mechanisms may be
and United Nations agencies, chalreFi by govern_ment actors, NGOs, INGOs and/or United Nations
national and local governments agencies, depending on the context.) They should also encourage
o) and humanitarian coordination ' a nutrition focal point to participate in GBV coordination meetings,
= leadership—such as line ministries and encourage the GBV chair/co-chair (or other GBV coordination
) humanitarian coordinators ' group member) to participate in nutrition coordination meetings.
(@) sector coordinators and do’nors Whenever necessary, nutrition coordinators and nutrition actors
oc Lead £ nutriti dinati ) should seek out the expertise of GBV specialists to assist with
é-z ea herslo nu LI |o|r:jcc|)or m?j lotnk implementing the recommendations presented in this TAG.
mechanisms should also undertake
@) T
< the following: GBV specialists can ensure the integration of protection prin-
(2 ciples and GBV risk-reduction strategies into ongoing nutrition
» Put in place mechanisms for programming. These specialists can advise, assist and support
regularly addressing GBV at coordination efforts through specific activities, such as:
nutrition coordination meetings, e Conducting GBV-specific assessments.
such as including GBV issues as e Ensuring appropriate services are in place for survivors.
a regular agenda item and so- » Developing referral systems and pathways.
'-(5 8 liciting the involvement of GBV * Providing case management for GBV survivors.
; <Z[ specialists in relevant nutrition o Develo;?mg tralnm.gs for nutrition actors on gender, GBV,
LA coordination activities. Women.s/human rlghtst and ho.w to respectfully and
> ) supportively engage with survivors.
E O » Coordinate and consult with
8 zZ gender specialists and, where GBV experts neither can nor should have specialized knowledge
— IC:) appropriate, diversity special- of the nutrition sector, however. Efforts to integrate GBV risk-re-
E o ists or networks (e.g. disability, duction strategies into nutrition responses should be led by nutri-
— l:—) LGBTI, older persons, etc.) to tion actors to ensure that any recommendations from GBV actors
% = ensure specific issues of vulner- are relevant and feasible within the sectoral response.
© ability—which may otherwise
be overlooked—are adequately In settings where the GBV coordination mechanism is not active,
represented and addressed nutrition coordinators and nutrition actors should seek support
| from local actors with GBV-related expertise (e.g. social workers,
» Develop monitoring systems women’s groups, protection officers, child protection special-
that allow nutrition programmes ists, etc.) as well as the Global GBV AoR. (Relevant contacts are
to track their own GBV- provided on the GBV AoR website, <www.gbvaor.net>.)
. J

related activities (e.g. include
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GBV-related activities in the sector’s 3/4/5W form used to map out actors, activities and
geographic coverage).

» Submit joint proposals for funding to ensure that GBV has been adequately addressed in
nutrition programming response.

» Develop and implement nutrition work plans with clear milestones that include GBV-related
inter-agency actions.

» Support the development and implementation of sector-wide policies, protocols and other
tools that integrate GBV prevention and mitigation.

» Form strategic partnerships and networks to conduct advocacy for improved programming
and to meet the responsibilities set out in this TAG (with due caution regarding the safety and
security risks for humanitarian actors, survivors and those at risk of GBV who speak publicly
about the problem of GBV).

1 ESSENTIAL TO KNOW

[ ]
Advocacy

Advocacy is the deliberate and strategic use of information—by individuals or groups of individuals—to bring
about positive change at the local, national and international levels. By working with GBV specialists and a wide
range of partners, nutrition actors can help promote awareness of GBV and ensure safe, ethical and effective
interventions. They can highlight specific GBV issues in a particular setting through the use of effective commu-
nication strategies and different types of products, platforms and channels, such as: press releases, publications,
maps and media interviews; different web and social media platforms; multimedia products using video, photog-
raphy and graphics; awareness-raising campaigns; and essential information channels for affected populations.
All communication strategies must adhere to standards of confidentiality and data protection when using stories,
images or photographs of survivors for advocacy purposes.

(Adapted from International Rescue Committee. 2011. GBV Emergency Response and Preparedness Participant Handbook, p. 93,
<http://cpwg.net/resources/irc-2011-gbv_erp_participant_handbook_-_revised>)
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Element 5: Monitoring and Evaluation

Monitoring and evaluation (M&E) is 1 ~N
. . . ESSENTIAL TO KNOW

a critical tool for planning, budgeting o

resources, measuring performance GBV Case Reporting

and improving future humanitarian

response. Continuous routine monitor-

ing ensures that effective programmes
are maintained and accountability to

For a number of safety, ethical and practical reasons, this
TAG does not recommend using the number of reported
cases (either increase or decrease) as an indicator of
success. As a general rule, GBV specialists or those

all stake_holders_—espemally affect_ed trained on GBV research should undertake data collection
populations—is improved. Periodic A CEGEE a B

evaluations supplement monitoring \ J
data by analyzing in greater depth the

strengths and weaknesses of implemented activities, and by measuring improved outcomes
in the knowledge, attitudes and behaviour of affected populations and humanitarian workers.
Implementing partners and donors can use the information gathered through M&E to share
lessons learned among field colleagues and the wider humanitarian community. This TAG
primarily focuses on indicators that strengthen nutrition programme monitoring to avoid the
collection of GBV incident data and more resource-intensive evaluations. (For general infor-
mation on M&E, see resources available to guide real-time and final programme evaluations

CONTENT OVERVIEW OF
NUTRITION GUIDANCE
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such as ALNAP’s Evaluating Humanitarian Action Guide, <www.alnap.org/eha>. For GBV-
specific resources on M&E, see Annex 1 of the comprehensive Guidelines, available at
<www.gbvguidelines.org>.)

The ‘Monitoring and Evaluation’ subsection of Part Three includes a non-exhaustive set
of indicators for monitoring and evaluating the recommended activities at each phase of
the programme cycle. Most indicators have been designed so they can be incorporated
into existing nutrition M&E tools and processes, in order to improve information collec-
tion and analysis without the need for additional data collection mechanisms. Nutrition
actors should select indicators and set appropriate targets prior to the start of an activity
and adjust them to meet the needs of the target population as the project progresses.
There are suggestions for collecting both quantitative data (through surveys and 3/4/5W
matrices) and qualitative data (through focus group discussions, key informant interviews
and other qualitative methods). Qualitative information helps to gather greater depth on
participants’ perceptions of programmes. Some indicators require a mix of qualitative
and quantitative data to better understand the quality and effectiveness of programmes.

B ESSENTIAL TO KNOW b
Ethical Considerations
Though GBV-related data presents a complex set of challenges, the indicators in this TAG are designed so
that the information can be safely and ethically collected and reported by nutrition actors who do not have
extensive GBV expertise. However, it is the responsibility of all nutrition actors to ensure safety, confiden-
tiality and informed consent when collecting or sharing data. See above, ‘Element 1: Assessment, Analysis
and Planning’, for further information.

L J

It is crucial that the data not only be collected and reported, but also analysed with the goal
of identifying where modifications may be beneficial. In this regard, sometimes ‘failing’ to
meet a target can provide some of the most valuable opportunities for learning. For example,
if a programme has aimed for 50 per cent female participation in assessments but falls short
of reaching that target, it may consider changing the time and/or location of the consulta-
tions, or speaking with the affected community to better understand the barriers to female
participation. The knowledge gained through this process has the potential to strengthen
nutrition interventions even beyond the actions taken related to GBV. Therefore, indicators
should be analysed and reported using a ‘GBV lens’. This involves considering the ways in
which all information—including information that may not seem ‘GBV-related’—could have
implications for GBV prevention and mitigation.
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Lastly, nutrition actors should disaggregate indicators by sex, age, disability and other
relevant vulnerability factors to improve the quality of the information they collect and to
deliver programmes more equitably and efficiently. See ‘Key Considerations for At-Risk
Groups’ in Part One: Introduction for more information on vulnerability factors.

CONTENT OVERVIEW OF
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2. Guiding Principles and Approaches
for Addressing Gender-Based Violence

The following prmmpl_es are mex?[rlcfably ! ESSENTIAL TO KNOW )
linked to the overarching humanitarian

responsibility to provide protection Do No Harm

and assistance to those affected by

a crisis. They serve as the foundation

The concept of ‘do no harm’ means that humanitarian
organizations must strive to “minimize the harm they

for all humanitarian actors when may inadvertently be doing by being present and
planning and implementing GBV- providing assistance.” Such unintended negative
related programming. These principles consequences may be wide-ranging and extremely
state that: complex. Nutrition actors can reinforce the ‘do no
harm’ principle in their GBV-related work through
» GBV encompasses a wide range of careful attention to the human rights-based, survivor-
human rights violations. centred, community-based and systems approaches

) o described below.

» Preventing and mitigating GBV
. . . (Adapted from Kahn, C., and Lucchi, E. 2009. ‘Are Humanitarians
involves promoting gender equahty Fuelling Conflicts? Evidence from eastern Chad and Darfur’,

and promoting beliefs and norms Humanitarian Exchange Magazine, No. 43, <www.odihpn.org/

that foster respectful, non-violent humgmtanan_—excha_nge-magazme/|ssue-43/are-human|tar|ans-
fuelling-conflicts-evidence-from-eastern-chad-and-darfur>)
gender norms.

\§ J

» Safety, respect, confidentiality and
non-discrimination in relation to survivors and those at risk are vital considerations
at all times.

» GBV-related interventions should be context-specific in order to enhance outcomes and
‘do no harm’.
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» Participation and partnership are cornerstones of effective GBV prevention.

These principles can be put into practice by applying the four essential and interrelated
approaches described below.

1. Human Rights-Based Approach

A human rights-based approach seeks to analyse the root causes of problems and to redress
discriminatory practices that impede humanitarian intervention. This approach is often
contrasted with the needs-based approach, in which interventions aim to address practical,
short-term emergency needs through service delivery. Although a needs-based approach
includes affected populations in the process, it often stops short of addressing policies and
regulations that can contribute to sustainable systemic change.

By contrast, the human rights-based approach views affected populations as ‘rights-holders’,
and recognizes that these rights can be realized only by supporting the long-term empowerment
of affected populations through sustainable solutions. This approach seeks to attend to rights

as well as needs; how those needs are determined and addressed is informed by legal and
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moral obligations and accountability. Humanitarian actors, along with states (where they are
functioning), are seen as ‘duty-bearers’ who are bound by their obligations to encourage,
empower and assist ‘rights-holders’ in claiming their rights. A human rights-based approach
requires those who undertake GBV-related programming to:

> Assess the capacity of rights-holders to claim their rights (identifying the immediate,
underlying and structural causes for non-realization of rights) and to participate in the
development of solutions that affect their lives in a sustainable way.

> Assess the capacities and limitations of duty-bearers to fulfill their obligations.

» Develop sustainable strategies for building capacities and overcoming these limitations
of duty-bearers.

» Monitor and evaluate both outcomes and processes, guided by human rights standards
and principles and using participatory approaches.

» Ensure programming is informed by the recommendations of international human rights
bodies and mechanisms.

2. Survivor-Centred Approach

To be treated with Victim-blaming attitudes

Discrimination on the basis

To non-discrimination of gender, ethnicity, etc.

O dignity and respect

Z -

D) To choose Feeling powerless

@)

% To privacy and confidentiality VS Shame and stigma
[ |

AV

@)

<

m

To information Being told what to do

(Excerpted from GBV AoR. 2010. GBV Coordination Handbook (provisional edition), p. 20, <www.gbvguidelines.org/tools-resources>)

A survivor-centred approach means that the survivor’s rights, needs and wishes are prior-
itized when designing and developing GBV-related programming. The illustration above
contrasts survivor’s rights (in the left-hand column) with the negative impacts a survivor may
experience when the survivor-centred approach is not employed.

The survivor-centred approach can guide professionals—regardless of their role—in their
engagement with persons who have experienced GBV. It aims to create a supportive envi-
ronment in which a GBV survivor’s rights are respected, safety is ensured, and the survivor
is treated with dignity and respect. The approach helps to promote a survivor’s recovery and
strengthen her or his ability to identify and express needs and wishes; it also reinforces the
person’s capacity to make decisions about possible interventions (adapted from IASC Gender
SWG and GBV AoR, 2010).
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34 GBYV Guidelines


www.gbvguidelines.org/tools

! ESSENTIAL TO KNOW

Key Elements of the Survivor-Centred Approach for Promoting Ethical and Safety Standards

1) Safety: The safety and security of the survivor and others, such as her/his children and people who have
assisted her/him, must be the number one priority for all actors. Individuals who disclose an incident of GBV or
a history of abuse are often at high risk of further violence from the perpetrator(s) or from others around them.

2) Confidentiality: Confidentiality reflects the belief that people have the right to choose to whom they will,
or will not, tell their story. Maintaining confidentiality means not disclosing any information at any time to
any party without the informed consent of the person concerned. Confidentiality promotes safety, trust and
empowerment.

3) Respect: The survivor is the primary actor, and the role of helpers is to facilitate recovery and provide
resources for problem-solving. All actions taken should be guided by respect for the choices, wishes, rights
and dignity of the survivor.

4) Non-discrimination: Survivors of violence should receive equal and fair treatment regardless of their age,
gender, race, religion, nationality, ethnicity, sexual orientation or any other characteristic.

(Adapted from United Nations Population Fund. 2012. ‘Module 2’ in Managing Gender-Based Violence Programmes in Emergencies,
E-Learning Companion Guide, <www.unfpa.org/sites/default/files/pub-pdf/GBV%20E-Learning%20Companion%20Guide_ENGLISH.
pdf>)

g J

3. Community-Based Approach

A community-based approach insists that affected populations should be leaders and key part-
ners in developing strategies related to their assistance and protection. From the earliest stage
of the emergency, all those affected should “participate in making decisions that affect their
lives” and have “a right to information and transparency” from those providing assistance.
The community-based approach:
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» Allows for a process of direct consultation and dialogue with all members of communities,
including women, girls and other at-risk groups.

» Engages groups who are often overlooked as active and equal partners in the assessment,
design, implementation, monitoring and evaluation of assistance.

» Ensures all members of the community will be better protected, their capacity to identify and
sustain solutions strengthened and humanitarian resources used more effectively (adapted
from UNHCR, 2008).

4. Systems Approach

Using a systems approach means analyzing GBV-related issues across an entire organization,
sector and/or humanitarian system to come up with a combination of solutions most relevant
to the context. The systems approach can be applied to introduce systemic changes that im-
prove GBV prevention and mitigation efforts—both in the short term and in the long term.
Nutrition actors can apply a systems approach in order to:

» Strengthen agency/organizational/sectoral commitment to gender equality and GBV-related
programming.

» Improve nutrition actors’ knowledge, attitudes and skills related to gender equality and GBV
through sensitization and training.
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» Reach out to organizations to address underlying causes that affect nutrition sector-wide
capacity to prevent and mitigate GBV, such as gender imbalance in staffing.

» Strengthen safety and security for those at risk of GBV through the implementation of
infrastructure improvements and the development of GBV-related policies.

» Ensure adequate monitoring and evaluation of GBV-related programming (adapted from

USAID, 2006).

1B ESSENTIAL TO KNOW

Conducting Trainings

other at-risk groups.

.

Throughout this TAG, it is recommended that nutrition actors work with GBV specialists to prepare and provide
trainings on gender, GBV and women’'s/human rights. These trainings should be provided for a variety of
stakeholders, including nutrition actors, government actors, and community members. Such trainings are
essential not only for implementing effective GBV-related programming, but also for engaging with and
influencing cultural norms that contribute to the perpetuation of GBV. Where GBV specialists are not available
in-country, nutrition actors can liaise with the Global GBV Area of Responsibility (gbvaor.net) for support in
preparing and providing trainings. Nutrition actors should also:

* Research relevant nutrition training tools that have already been developed, prioritizing tools that have been
developed in-country (e.g. local referral mechanisms, standard operating procedures, tip sheets, etc.).

» Consider the communication and literacy abilities of the target populations, and tailor the trainings accordingly.

e Ensure all trainings are conducted in local language(s) and that training tools are similarly translated.

e Ensure that non-national training facilitators work with national co-facilitators wherever possible.

e Balance awareness of cultural and religious sensitivities with maximizing protections for women, girls and

e Seek ways to provide ongoing monitoring and mentoring/technical support (in addition to training), to ensure
sustainable knowledge transfer and improved expertise in GBV.

e |dentify international and local experts in issues affecting different at-risk groups (e.g. persons with
disabilities, LGBTI populations) to incorporate information on specific at-risk groups into trainings.

(For a general list of GBV-specific training tools as well training tools on related issues, including LGBTI rights and needs, see
Annex 1 of the comprehensive Guidelines, available at <www.gbvguidelines.org>.)

Additional Citations
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Nutrition coordination mechanisms

Nutrition actors (staff and leadership): NGOs, community-based organizations (including National Red Cross/

Red Crescent Societies), INGOs and United Nations agencies

Local committees and community-based groups (e.g. groups for women, adolescents/youth, older persons, etc.)
related to nutrition

Other nutrition stakeholders, including national and local governments, community leaders and civil society groups

Nutrition, gender inequality and gender-based violence (GBV) are often interrelated.
Evidence shows that higher levels of both acute and chronic malnutrition for women

and girls is directly related to gender-inequitable access to nutritious foods, quality health
care, and water, sanitation and hygiene (WASH) services. Gender-inequitable access to
food and services is a form a GBV that can, in turn, contribute to other forms of GBV.

Women, girls and other at-risk groups' face a heightened risk of GBV in humanitarian set-
tings. The links between nutrition, gender inequality and the risks of GBV may also become
particularly pronounced in these settings, where food and other basic needs are in short
supply. For example:

Poor families may try to ensure the nutritional needs of their daughters are met by
arranging child marriages.

Underfed women and girls may be at heightened risk of exchanging sex for food.
Disagreements about how to manage limited household food supplies or assign food
rations may contribute to intimate partner violence and other forms of domestic violence.

For GBV survivors—particularly those who are socially isolated and/or have physical limita-
tions—access to nutrition support services may be difficult. This can be especially detrimental
for survivors who have physical injuries and/or need to take medication that must be accom-
panied by food.

! For the purposes of this TAG, at-risk groups include those whose particular vulnerabilities may increase their exposure to GBV and
other forms of violence: adolescent girls; elderly women; woman and child heads of households; girls and women who bear children
of rape and their children born of rape; indigenous people and ethnic and religious minorities; leshian, gay, bisexual, transgender and
intersex (LGBTI) persons; persons living with HIV; persons with disabilities; persons involved in forced and/or coerced prostitution
and child victims of sexual exploitation; persons in detention; separated or unaccompanied children and orphans, including children

associated with armed forces/groups; and survivors of violence. For a summary of the protection rights and needs of each of these
groups, see page 10 of this TAG.

SEE SUMMARY TABLE ON ESSENTIAL ACTIONS
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Essential Actions for Reducing Risk, Promoting Resilience and Aiding Recovery throughout the Programme Cycle

Pre-Emergency/ Stabilized Recovery to

Preparedness AR Stage Development

Promote the active participation of women, girls and other at-risk groups in all nutrition assessment process (including broader emergency food security assessments, where relevant) v 4 v 4 v 4 v 4

Assess the level of participation and leadership of women, adolescent girls and other at-risk groups in all aspects of nutrition programming (e.g. ratio of male/female nutrition staff; participation in nutrition-related committees; etc.) v 4 v 4 v 4 v 4

Assess community perceptions, norms and practices linked to nutrition that may contribute to GBV (e.g. gender dynamics in food consumption; obstacles to nutritional assistance for at-risk groups; etc.) V4 V4 X 4 Y 4

Assess physical safety of and access to nutrition services to identify associated risks of GBV (e.g. service hours and locations; safety travelling to/from distribution sites; accessibility features for persons with disabilities; etc.) v 4 v 4 v 4

Assess awareness of nutrition staff on basic issues related to gender, GBV, women's/human rights, social exclusion and sexuality (including knowledge of where survivors can report risk and access care; linkages between nutrition programming

and GBV risk reduction; etc.) v v v v

Review existing/proposed community outreach material related to nutrition to ensure it includes basic information about GBV risk reduction (including where to report risk and how to access care) V4 V4 v 4 V4

Develop proposals for nutrition programmes that reflect awareness of GBV risks for the affected population and strategies for reducing these risks v v v v

Prepare and provide trainings for government, nutrition staff and community nutrition groups on the safe design and implementation of nutrition programmes that mitigate the risk of GBV v v V4 v

» Programming

Involve women and other at-risk groups as staff and leaders in the planning, design, implementation and monitoring of nutrition activities (with due caution where this poses a potential security risk or increases the risk of GBV) < < < <

Implement strategies that increase the safety, availability and accessibility of nutrition services for women, girls and other at-risk groups (e.g. locate services in safe areas; establish supplemental feeding schedules in collaboration with women, girls

and other at-risk groups; consider the need to bring feeding supplements to GBV survivors and their children in safe shelters; etc.) v v v v

Implement proa qtive stra}tegies to meet the GBV-related needs of those acces_sing nutriti(?n services (e.g. locate nutrition facilities next to women-, adolescent- and child-friendly spaces and/or health facilities; consider including a GBV caseworker as v v v v

part of the nutrition staff; organize informal support groups for women at feeding centres; etc.)

> Policies

I'ncorporgte relevant GBV prevention and mitigation strategies ir_1to thg policies, standgrd§ a_nd guide]ings of nutrition programmes (_e.g. standards for equal employment of females; procedures and protocols for sharing protected or confidential v v v v

information about GBV incidents; agency procedures to report, investigate and take disciplinary action in cases of sexual exploitation and abuse; etc.)

Advocate for the integration of GBV risk-reduction strategies ir]to national an'd local laws and' policies related to nutrition, and_allocate funding for sugta'inability (e.g. ensure policies address discriminatory feeding practices; protection and v v v

management of natural resources that relate to food and cooking fuel needs; land reform as it relates to securing land for agriculture and food security; etc.)

» Communications and Information Sharing

Consult with GBV specialists to identify safe, confidential and appropriate systems of care (i.e. referral pathways) for survivors, and ensure nutrition staff have the basic skills to provide them with information on where they can obtain support v 4 v 4 v 4 v 4

Ensure that nutrition programmes sharing information about reports of GBV within the nutrition sector or with partners in the larger humanitarian community abide by safety and ethical standards (e.g. shared information does not reveal the

identity of or pose a security risk to individual survivors, their families or the broader community) v v v v

Incorporate GBV messages (including where to report risk and how to access care) into nutrition-related community outreach and awareness-raising activities, using multiple formats to ensure accessibility V4 v v

Undertake coordination with other sectors to address GBV risks and ensure protection for women, girls and other at-risk groups v V4 v 4 v

Seek out the GBV coordination mechanism for support and guidance and, whenever possible, assign a nutrition focal point to regularly participate in GBV coordination meetings v v V4 V4

Identify, collect and analyse a core set of indicators—disaggregated by sex, age, disability and other relevant vulnerability factors—to monitor GBV risk-reduction activities throughout the programme cycle v 4 v 4 v 4 v 4

Evaluate GBV risk-reduction activities by measuring programme outcomes (including potential adverse effects) and using the data to inform decision-making and ensure accountability v 4 v 4 v 4

NOTE: The essential actions above are organized in chronological order according to an ideal model for programming. The actions that are in bold are

the suggested minimum commitments for nutrition actors in the early stages of an emergency. These minimum commitments will not necessarily be

undertaken according to an ideal model for programming; for this reason, they do not always fall first under each subcategory of the summary table.

When it is not possible to implement all actions—particularly in the early stages of an emergency—the minimum commitments should be prioritized and

the other actions implemented at a later date. For more information about minimum commitments, see Part Two: Background to Nutrition Guidance. 39a



Given that most nutrition programmes in emergencies target vulnerable groups based on
physiological and social criteria—including pregnant and lactating women, adolescent girls, and
children under five years of age—nutrition actors are particularly well-positioned to monitor the
safety needs of women, girls and other at-risk groups, as well as provide support to survivors.
For example:

Infant and young child feeding programmes can ensure privacy for breastfeeding mothers
and help decrease the risk of harassment or violence against female participants.
Therapeutic feeding centres or stabilization centres can provide a supportive and confiden-
tial environment for women, girls and other at-risk groups seeking information about where
to report risk or access care for exposure to GBV.

Community-based nutrition programmes can monitor households’ resource scarcity

and any resulting conflicts at the family and community levels; they can then share this
information with GBV specialists so that preventative action can be taken at the earliest
possible stage.

Nutrition programmes can provide nutritional support to survivors, including those who
may have specific nutritional requirements for supporting the healing process.

Actions taken by the nutrition sector to prevent and mitigate the risk of GBV should be done in
coordination with GBV specialists and actors working in other humanitarian sectors. Nutrition ac-
tors should also coordinate with—where they exist—partners addressing gender, mental health
and psychosocial support (MHPSS), HIV, age and environment. (See ‘Coordination’, below.)

The questions listed below are recommendations for possible areas of inquiry that can be
selectively incorporated into various assessments and routine monitoring undertaken by
nutrition actors. Wherever possible, assessments should be inter-sectoral and interdisciplinary,
with nutrition actors working in partnership with other sectors as well as with GBV specialists.
Ideally, nutrition and food security assessments should overlap to identify barriers to adequate
nutrition as well as interventions to improve the availability, access and optimal utilization of
food intake.

These areas of inquiry are linked to the three main types of responsibilities detailed below
under ‘Implementation’: programming, policies, and communications and information sharing.
The information generated from these areas of inquiry should be analysed to inform planning
of nutrition programmes in ways that prevent and mitigate the risk of GBV. This information
may highlight priorities and gaps that need to be addressed when planning new programmes
or adjusting existing programmes. For general information on programme planning and on
safe and ethical assessment, data management and data sharing, see Part Two: Background
to Nutrition Guidance.
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Key stakeholders in nutrition: governments (e.g. ministries of agriculture and health); local leaders; food security,
health, and water and sanitation actors; GBV, gender and diversity specialists

Affected populations and communities, including pregnant women, adolescent girls and other at-risk groups

In IDP/refugee settings, members of receptor/host communities

Participation and Leadership
a) Whatis the ratio of male to female nutrition staff, including in positions of leadership?
* Are systems in place for training and retaining female staff?
¢ Are there any cultural or security issues related to their employment that may increase their risk of GBV?

b) Are women and other at-risk groups actively involved in community-based activities related to nutrition (e.g.
community nutrition committees)? Are they in leadership roles when possible?

c¢) Arethe lead actors in nutrition response aware of international standards (including this TAG as well as the
comprehensive Guidelines) for mainstreaming GBV prevention and mitigation into their activities?

Cultural and Community Perceptions, Norms and Practices

d) What are the dynamics in the home around health and nutrition?
e Who eats first? Who eats most?
¢ What is the variability of health and nutrition status among family members?
¢ What do data disaggregated by sex, age, disability and other relevant vulnerability factors reveal in terms of
equal access to food?
* How do these factors influence the particular risks of GBV faced by women and girls?

e) Are there traditional caring or feeding practices related to food insecurity and nutrition that increase the risk
of GBV (e.g. child and/or forced marriages due to food scarcity; intimate partner violence and other forms of
domestic violence related to food disputes; exchange of sex for food by those who are most underfed; etc.)?

f) Are there cultural restrictions that prohibit women, girls and other at-risk groups—especially pregnant or
lactating women—from travelling alone to access outpatient/inpatient care at therapeutic feeding centres or
stabilization centres?

Physical Safety and Access to Services

g) Are the locations, times and methods of nutrition services safe and accessible for women and other at-risk

groups?

* Are there safety risks associated with the distance and/or route to be travelled to access nutrition services?

¢ Are strategies in place to accompany those at risk of GBV if necessary?

¢ Are services being offered at times that are convenient and safe for travel?

e [s the treatment for malnourished women, adolescent girls and child mothers offered at the same time as
children?

¢ Have measures been taken to avoid long waiting periods for services?

¢ Who is accessing nutrition services? Is anyone being excluded?

 Are delivery sites designed based on universal design and/or reasonable accommodation? to ensure
accessibility for all persons, including those with disabilities (e.g. physical disabilities, injuries, visual or other
sensory impairments, etc.)?

h) Are caseworkers specialized in GBV case management present in therapeutic feeding centres or stabilization
centres?

i) Are nutrition services being offered in close proximity to safe shelter and women-, adolescent- and
child-friendly spaces to facilitate referrals as needed?

j) Are women, adolescent girls and other at-risk groups consulted on cooking fuel needs and how to reduce the
risks of GBV related to securing cooking fuel?

(continued)

For more information regarding universal design and/or reasonable accommodation, see definitions in Annex 4 of the comprehensive
Guidelines, available at <www.gbvguidelines.org>.
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a) Are GBV prevention and mitigation strategies incorporated into the policies, standards and guidelines of
nutrition programmes?

e Are women, girls and other at-risk groups meaningfully engaged in the development of nutrition policies,
standards and guidelines that address their rights and needs, particularly as they relate to GBV? In what
ways are they engaged?

e Are these policies, standards and guidelines communicated to women, girls, boys and men (separately
when necessary)?

e Are nutrition staff properly trained and equipped with the necessary skills to implement these policies?

b) Do national and local laws and sector policies address discriminatory practices hindering women, girls and
other at-risk groups from safe participation (e.g. staff, in community-based groups, etc.) in the nutrition sector?

c) Do national and local laws and sector policies integrate GBV-related risk-reduction strategies (e.g. inclusion of
a GBV specialist to advise the government on nutrition-related GBV risk reduction, particularly in situations of
cyclical natural disasters, etc.)? Do they allocate funding for sustainability of these strategies?

a) Has training been provided to nutrition staff on:
e [ssues of gender, GBV, women's/human rights, social exclusion and sexuality?
e How to supportively engage with survivors and provide information in an ethical, safe and confidential
manner about their rights and options to report risk and access care?

b) Do nutrition-related community outreach activities raise awareness within the community about general safety
and GBV risk reduction?
e Does this awareness-raising include information on survivor rights (including to confidentiality at the
service delivery and community levels), where to report risk and how to access care for GBV?
e s this information provided in age-, gender-, and culturally appropriate ways?
¢ Are males, particularly leaders in the community, engaged in these education activities as agents of change?

c¢) Are discussion forums on nutrition age-, gender-, and culturally sensitive? Are they accessible to women, girls
and other at-risk groups (e.g. confidential, with females as facilitators of women'’s and girls’ discussion groups,
etc.) so that participants feel safe to raise GBV issues?

The information below highlights important considerations for mobilizing GBV-related
resources when drafting proposals for nutrition programming. Whether requesting
pre-/emergency funding or accessing post-emergency and recovery/development funding,
proposals will be strengthened when they reflect knowledge of the particular risks of GBV
and propose strategies for addressing those risks.

‘Resource mobilization’ refers not only to accessing funding, but also to scaling up human resources,

supplies and donor commitment. For more general considerations about resource mobilization, see Part Two:
Background to Nutrition Guidance. Some additional strategies for resource mobilization through collaboration
with other humanitarian sectors/partners are listed under ‘Coordination’, below.
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A

C.

HUMANITARIAN
NEEDS
OVERVIEW

PROJECT
RATIONALE/
JUSTIFICATION

PROJECT
DESCRIPTION

Does the proposal articulate the GBV-related safety risks, protection needs
and rights of the affected population as they relate to the provision of nutrition
services (e.g. poor families ensuring the nutritional needs of their daughters by
marrying them at a young age; underfed women and girls exchanging sex for
food; etc.)?

Are roles and responsibilities (including decision-making) related to food and
nutrition in the home and the wider community understood? Are the GBV-related
risk factors recognized and described?

Are specific forms of GBV (e.g. child and/or forced marriage, sexual exploitation,
intimate partner violence and other forms of domestic violence, etc.) described
and analysed, rather than a broader reference to ‘GBV'?

When drafting a proposal for emergency preparedness:
Is there a plan for how outpatient/inpatient care at therapeutic feeding centres
or stabilization centres can provide a supportive and confidential environment
for women and girls to report risk and/or access care for GBV (e.g. by including
a GBV caseworker as part of nutrition staff)?
Is there a strategy for preparing and providing trainings for government,
nutrition staff and community nutrition groups on the safe design and
implementation of nutrition programming that mitigates the risk of GBV?
Are additional costs required to ensure any GBV-related community outreach
materials will be available in multiple formats and languages (e.g. Braille; sign
language; simplified messaging such as pictograms and pictures; etc.)?

When drafting a proposal for emergency response:
Is there an explanation of how the nutrition programme will mitigate exposure
to GBV (e.g. by addressing differential feeding practices; averting risks of child
and/or forced marriages in families with food scarcity; etc.)?
Are additional costs required to ensure the safety of and effective working en-
vironment for female staff in the nutrition sector (e.g. supporting more than one
female staff member to undertake any assignments involving travel, or funding a
male family member to travel with the female staff member)?

When drafting a proposal for post-emergency and recovery:
Is there an explanation of how the nutrition programme will contribute to
sustainable strategies that promote the safety and well-being of those at risk
of GBV, and to long-term efforts to reduce specific types of GBV (e.g. working
to ensure that national and local policies address discriminatory feeding
practices)?
Does the proposal reflect a commitment to working with the community to
ensure sustainability?

Do the proposed activities reflect guiding principles and key approaches (human
rights-based, survivor-centred, community-based and systems-based) for integrat-
ing GBV-related work?

Do the proposed activities illustrate linkages with other humanitarian actors/
sectors in order to maximize resources and work in strategic ways?

Does the project promote/support the participation and empowerment of women,
girls and other at-risk groups—including as nutrition staff and in local nutrition
committees?
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The following are some common GBV-related considerations when implementing nutrition
programming in humanitarian settings. These considerations should be adapted to each
context, always taking into account the essential rights, expressed needs and identified
resources of the target community.

1. Involve women and other at-risk groups as staff and leaders in the planning, design, imple-
mentation and monitoring of nutrition activities (with due caution in situations where this
poses a potential security risk and/or increases the risk of GBV).

In settings where it is not already the case, strive for 50 per cent representation of women
within nutrition programme staff. Provide them with formal and on-the-job training as well
as targeted support to assume leadership and training positions.

Ensure women (and where appropriate, adolescent girls) are actively involved in
community-based nutrition committees and groups. Be aware of potential tensions that
may be caused by attempting to change the role of women and girls in communities and,
as necessary, engage in dialogue with males to ensure their support.

Employ persons from at-risk groups in nutrition staff, leadership and training positions.
Solicit their input to ensure specific issues of vulnerability are adequately represented and
addressed in programmes.

In Mozambique, Food for the Hungry (FH) led a project designed to promote household-level behaviours

to prevent maternal and child malnutrition and death. The project used the Care Group model, in which
community-based volunteers (known as ‘Leader Mothers’) were chosen by their peers to regularly visit
10-15 of their neighbours. During these visits, the Leader Mothers would share what they had learned from
the FH Promoter, helping to facilitate behaviour change at the household level. Through this project, rates of
malnutrition in communities where FH worked decreased by 42 per cent in 15 months; the under-five mortality
rate decreased by 26 per cent. Additionally, the project showed promising results in relation to GBV:

In the baseline interview, 64 per cent of all mothers of children 12-59 months of age had accepting
attitudes of GBV.

In the final interview, 61 per cent of Leader Mothers who served as the main volunteers in the project
said that their husbands respected them more; 64 per cent said their community leaders respected
them more; and only 3 per cent had accepting attitudes of GBV.

Spousal abuse of all mothers of young children appeared to have decreased during the project (from
64 per cent of mothers with children 12-59 months in 2004 to 34 per cent of mothers of children 0-23
months in 2010).

Because the selection criteria for interviewees at baseline and final differed, future studies will be
needed to confirm how involving women in volunteer roles increases respect for them and decreases
GBV, and how the increased social support among women reached by Care Groups may lead to a
decrease in accepting attitudes about GBV and GBV itself.

(Adapted from Care Groups Info at <http://caregroupinfo.org> and information provided by Tom Davis, Chief Program Officer,
Feed the Children, Personal Communication, 29 October 2014)
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2. Implement strategies that increase the safety, availability and accessibility of nutrition
services for women, girls and other at-risk groups.

Coordinate with community members—and with the CCCM cluster when applicable—to
ensure services (such as outpatient/inpatient care at therapeutic feeding centres or sta-
bilization centres) are not located near areas that present security risks (e.g. distribution
points; security checkpoints; water and

sanitation facilities; entertainment centres;

site perimeters; collective centres; etc.).

In Pakistan, WFP has partnered with the
GBV Sub-Cluster so that families at risk or
GBV survivors can be referred to nutrition
services or to cash-for-work programmes. In
Pakistan, this is a common form of providing
food assistance and women are integral to
these schemes in both planning and partic-
ipating in activities. Implementing partners
from nutrition service points (e.g. organize also participate in GBV awareness training.
services to avoid crowds, long waiting

times, travel at night/dusk, etc.).

In situations where supplemental feeding
is provided using schedules, work with

all users to plan the schedules so that
times are convenient and safe for women,
girls and other at-risk groups. Provide
services in a manner than reduces the
time spent at, travelling to and returning

(Information provided by World Food Programme in
Pakistan, Personal Communication, 20 August 2013)

Observe who is accessing nutrition ser-

vices who might be excluded. Solicit

feedback from programme participants about safety in and around service points (incor-
porating questions into regular quality-of-care assessments when possible).

Consider the need to organize nutrition support and/or bring feeding supplements to GBV
survivors and their children in safe shelters.

Persons with illnesses, physical impairments, or physical or developmental disabilities may be unable to travel
to or access therapeutic feeding centres, stabilization centres, health-care centres and other services. Those
who do not have family members to assist them and have to rely on others for help may be at increased risk of
exploitation and abuse. It is important to adapt and develop procedures according to the rights and needs of
persons with disabilities. For example:
Services should be physically accessible with ramps, handrails, adapted toilets and medical equipment
(such as stretchers, walkers, wheelchairs, crutches, sticks, etc.). Consideration should be given to arranging
transportation to services for persons with limited mobility.
Additional assistance should be available for people who are not able to eat on their own—for example,
providing modified devices, spoons or straws for persons who have difficulties using utensils.
Injured persons and persons with disabilities may need specific diets that are designed to ease their healing
process, prevent complications and/or ensure their well-being.
Nutrition messages should be communicated in accessible formats (e.g. with large prints; sign language;
simplified messaging such as pictograms and pictures; etc.).
Nutrition and community outreach staff must be trained on how to provide disability-sensitive services and
how to report data with disability-disaggregated information.
Awareness workshops should be conducted at the community level (with community-based organizations,
family members of persons of concern) to assure that general knowledge about nutrition is widespread.

(Information provided by Handicap International, Personal Communication, 7 February 2013. For more information on nutrition
issues for people with disabilities and injuries, see Handicap International. n.d. Disability Checklist for Emergency Response,
<www.handicap-international.de/fileadmin/redaktion/pdf/disability_checklist_booklet_01.pdf>.)
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Provide regular and updated information (to both IDP/refugee and receptor/host
communities) about nutrition services, including who qualifies for nutrition assistance
and how these services are provided.

3. Implement proactive strategies to meet the GBV-related needs of those accessing
nutrition services.

Develop nutrition programmes based on an understanding of household dynamics
related to food consumption, and how these dynamics impact family members’ health
and nutritional statuses in different (often gendered) ways.

Where possible, locate nutrition facilities next to women-, adolescent- and child-friendly
spaces and/or health facilities. This can help to support referrals and follow-up care for
persons who report instances of GBV exposure to nutrition staff.

Include a caseworker as part of nutrition staff who is specialized in GBV case
management. This caseworker can play an active role in identifying cases of GBV;
provide GBV survivors with information about where to access further care; and, where
warranted, accompany survivors to care and support services.

Organize informal peer empowerment and support groups for women and adolescent
girls participating in nutrition programmes about issues of concern to them (e.g.
childcare, reproductive health, domestic concerns, women’s/human rights, etc.).

Where supplementary nutritional services are provided directly to households, link with
food security, livelihoods and other relevant sectors to monitor households’ resource
scarcity and violence levels. Link with GBV specialists to ensure that this is done in a
safe and ethical manner.

The term ‘safe shelter is used throughout this TAG to refer to any physical space or network of spaces that
exclusively or incidentally offers temporary safety to individuals fleeing harm. A variety of terms—such as ‘safe
house’ or ‘protection/safe haven'—are used to refer to safe shelters depending on the location.

(For additional information on providing safe shelter see: Seelinger, K.T., and Freccero, J. 2013. Safe Haven:
Sheltering Displaced Persons from Sexual and Gender-Based Violence. Comparative Report. Human Rights
Center Sexual Violence Program, University of California, Berkeley, School of Law, <www.unhcr.org/51b6e1ff9.
pdf>)

‘Women-friendly spaces’are safe and non-stigmatizing locations where women may conduct a variety of
activities, such as breastfeed their children, learn about nutrition and discuss issues related to well-being
(e.g. women’s rights, sexual and reproductive health, GBV, etc.). Ideally, these spaces also include counselling
services (which may incorporate counselling for GBV survivors) to help women cope with their situation

and prepare them for eventual return to their communities. Women-friendly spaces may also be a venue for
livelihoods activities.

‘Child-friendly spaces’ and ‘Adolescent-friendly spaces’are safe and nurturing environments in which children
and/or adolescents can access free and structured play, recreation, leisure and learning activities.

(Child Protection Working Group. 2012. Minimum Standards for Child Protection in Humanitarian Action, <http://toolkit.ineesite.
org/toolkit/INEEcms/uploads/1103/Minimum-standards-Child_Protection.pdf >. For additional information on child-friendly spaces
see: Global Protection Cluster, IASC Mental Health and Psychosocial Support Reference Group, Global Education Cluster, and
International Network of Education in Emergencies. 2011. Guidelines for Child Friendly Spaces in Emergencies, <www.unicef.
org/protection/Child_Friendly_Spaces_Guidelines_for_FieldTesting.pdf>.)
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1. Incorporate relevant GBV prevention and mitigation strategies into the policies,
standards and guidelines of nutrition programmes.

Identify and ensure the implementation of programmatic policies that (1) mitigate the
risks of GBV and (2) support the participation of women, adolescent girls and other at-
risk groups as staff and leaders in nutrition activities. These can include, among others:

* Policies regarding childcare for nutrition staff.
« Standards for equal employment of females.

* Procedures and protocols for sharing protected or confidential information about
GBV incidents.

* Relevant information about agency procedures to report, investigate and take
disciplinary action in cases of sexual exploitation and abuse.

Circulate these widely among nutrition staff, committees and management groups
and—where appropriate—in national and local languages to the wider community
(using accessible methods such as Braille; sign language; posters with visual content
for non-literate persons; announcements at community meetings; etc.).

2. Advocate for the integration of GBV risk-reduction strategies into national and local
laws and policies related to nutrition, and allocate funding for sustainability.

Support governments, customary/traditional leaders and other stakeholders to review
laws and policies (including customary law) to address discriminatory practices related
to nutrition, such as:

» Discriminatory feeding practices.

* Protection and management of natural resources that relate to food and cooking fuel
needs.

* Land reform as it relates to securing land for agriculture and food security.

Ensure national policies include measures to prevent and mitigate the risk of GBV
against persons accessing nutrition programmes (e.g. access to health facilities and
health education for adolescent girls and pregnant women; support for programmes
that address harmful gender norms and practices; etc.).

Support relevant line ministries in developing implementation strategies for GBV-
related laws and policies. Undertake awareness-raising campaigns highlighting how
such laws and policies will benefit communities in order to encourage community
support and mitigate backlash.
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1. Consult with GBV specialists to identify safe, confidential and appropriate systems of

care (i.e. referral pathways) for survivors, and ensure nutrition staff have the basic skills
to provide them with information on where they can obtain support.

Ensure all nutrition personnel who engage with affected populations have written

information about where to refer survivors
for care and support. Regularly update
information about survivor services.

Train all nutrition personnel who engage with
affected populations in gender, GBV, women'’s/
human rights, social exclusion, sexuality and

psychological first aid (e.g. how to supportively
engage with survivors and provide information

in an ethical, safe and confidential manner

Referral Pathways

A ‘referral pathway’ is a flexible mechanism
that safely links survivors to supportive and
competent services, such as medical care,
mental health and psychosocial support,
police assistance and legal/justice support.

about their rights and options to report risk and access care).

In Somalia, the UNICEF Chief of Nutrition Section noticed a pattern in which women and girls who were not
in need of nutritional support were spending a lot of time at nutrition centres. It was discovered that these
centres were considered the only safe and secure place for them. The Nutrition Section informed the Child
Protection Section, which in turn shared the information with UNICEF's GBV programmes. Caseworkers
were sent to nutrition centres during opening hours to create a safe and confidential space for women

and girls to speak and share experiences. Those who disclosed information about sexual assault were
recommended for further services, such as emotional support and clinical care for survivors of rape. The
caseworkers also trained nutrition centre staff on these referral systems.

(Information provided by UNICEF Somalia Child Protection Section, Personal Communication, August 2014)

2. Ensure that nutrition programmes sharing information about reports of GBV within the

nutrition sector or with partners in the larger humanitarian community abide by safety

and ethical standards.

Develop inter- and intra-agency information-sharing standards that do not reveal the
identity of or pose a security risk to individual survivors, their families or the broader

community.

. Incorporate GBV messages into nutrition-
related community outreach and awareness-
raising activities.

Work with GBV specialists to integrate
community awareness-raising on GBV into
nutrition outreach initiatives (e.g. community
dialogues; workshops; meetings with
community leaders; GBV messaging; etc.).

GBYV Guidelines

GBV-Specific Messaging

Community outreach initiatives should include
dialogue about basic safety concerns and
safety measures for the affected popula-
tion, including those related to GBV. When
undertaking GBV-specific messaging, non-
GBV specialists should be sure to work in
collaboration with GBV-specialist staff or a
GBV-specialized agency.



* Ensure this awareness-raising includes information on survivor rights (including to
confidentiality at the service delivery and community levels), where to report risk and
how to access care for GBV.

» Use multiple formats and languages to ensure accessibility (e.g. Braille; sign language;
simplified messaging such as pictograms and pictures; etc.).

* Engage (separately when necessary), women, girls, men and boys in the development
of messages and in strategies for their dissemination so they are age-, gender-, and
culturally appropriate.

 Place posters and other GBV messages in nutrition service delivery points (e.g.
therapeutic feeding centres or stabilization centres, etc.).

> Engage males, particularly leaders in the community, as agents of change in nutrition
outreach activities related to the prevention of GBV (including outreach about unequal
food consumption dynamics within the home).

b Consider the barriers faced by women, adolescent girls and other at-risk groups to their
safe participation in community discussion forums and educational workshops related
to nutrition (e.g. transportation; meeting times and locations; risk of backlash related to
participation; need for childcare; accessibility for persons with disabilities; etc.). Implement
strategies to make discussion forums age-, gender-, and culturally sensitive (e.g. confi-
dential, with females as facilitators of women’s and girls’ discussion groups, etc.) so that
participants feel safe to raise GBV issues.

» Provide community members with information about existing codes of conduct for nu-
trition personnel, as well as where to report sexual exploitation and abuse committed by
nutrition personnel. Ensure appropriate training is provided for staff and partners on the
prevention of sexual exploitation and abuse.
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KEY GBV CONSIDERATIONS FOR
oﬁ

COORDINATION WITH OTHER
HUMANITARIAN SECTORS

As a first step in coordination, nutrition programmers should seek out the GBV coordination
mechanism to identify where GBV expertise is available in-country. GBV specialists can be
enlisted to assist nutrition actors to:

» Design and conduct nutrition assessments that examine the risks of GBV related to
nutrition programming, and strategize with nutrition actors about ways for such risks to be
mitigated.

» Provide trainings for nutrition staff on issues of gender, GBV and women’s/human rights.

> ldentify where survivors who may report instances of GBV exposure to nutrition staff can
receive safe, confidential and appropriate care, and provide nutrition staff with the basic skills
and information to respond supportively to survivors.

» Provide training and awareness-raising for the affected community on issues of gender,
GBV and women’s/fhuman rights as they relate to nutrition.

» Advocate for women-, adolescent- and child-friendly spaces to be placed near nutrition
facilities to make it easier for mothers to attend nutritional activities.

In addition, nutrition programmers should link with other humanitarian sectors to further
reduce the risk of GBV. Some recommendations for coordination with other sectors

are indicated below (to be considered according to the sectors that are mobilized in a
given humanitarian response). While not included in the table, nutrition actors should
also coordinate with—where they exist—partners addressing gender, mental health and
psychosocial support (MHPSS), HIV, age and environment. For more general information
on GBV-related coordination responsibilities, see Part Two: Background to Nutrition
Guidance.
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Camp Coordination

and camp 1> Collaborate in planning the location of nutrition facilities based on safety concerns of those
atrisk of GBV (e.g. consider locating facilities next to women-, adolescent- and child-friendly
Ma(l(]:a(:%emf nt spaces and/or health facilities in order to facilitate care for survivors)
M

> Work with child protection actors to:
Ensure that the nutritional needs of girls and boys of all ages—especially
Child Protection pregnant girls, breastfeeding girls and child-headed households—are met
Identify opportunities to improve children’s and adolescents’ nutritional status
(e.g. supplemental foods, school feeding programmes, etc.)

> Work with education actors on school feeding programmes, paying particular
Education attention to child-headed households and separated or unaccompanied children
to ensure they can pursue an education

> Link with food security and agriculture actors to:
Ensure that nutrition- and GBV-related risks are integrated into emergency food

security assessments
) Consider innovative ways of supporting the nutritional well-being of GBV survivors,
Food Security particularly those who are unable to travel to therapeutic feeding centres or
and Agriculture stabilization centres

Consider providing daily food requirements in health centres or through cash vouchers
Provide, when necessary, Ready-to-Use-Foods (foods that do not need to be prepared,
cooked or mixed with water), Micro-Nutrient Powder and/or fuel-efficient cooking
devices (particularly in settings where the search for cooking fuel/firewood might
increase the risks of GBV)

> Collaborate with health actors to:
Ensure that GBV survivors who receive medical support are assessed for—and
receive—nutritional assistance as necessary
Health Where appropriate, establish nutritional programmes within health centres that
allow flexible delivery times for hospitalized and outpatient survivors of GBV
Integrate health information related to GBV into infant and young child feeding
programmes
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> Link with livelihoods actors to:
Consider shared opportunities for addressing nutritional shortcomings (e.g.

Livelihoods linking livelihoods projects with nutrition/cooking classes) Z
Support working mothers with breastfeeding or nursery programmes 9
[
<
Z
> Coordinate with protection actors to ensure safe access to nutrition programmes, with |
a particular focus on addressing the safety needs of women, adolescent girls and other oc
) at-risk groups travelling to and from nutrition services @)
Protection _ . o @)
> Along with GBV specialists, advocate for women-, adolescent- and child-friendly spaces &)
to be located near nutrition facilities to make it easier for mothers to attend nutritional
activities
Water,
Sanitation > Work with WASH actors to construct lockable sex-segregated toilets at therapeutic feeding
and Hygiene centres and stabilization centres
(WASH)
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The indicators listed below are non-exhaustive suggestions based on the recommendations
contained in this TAG. Indicators can be used to measure the progress and outcomes of
activities undertaken across the programme cycle, with the ultimate aim of maintaining
effective programmes and improving accountability to affected populations. The ‘Indicator
Definition’ describes the information needed to measure the indicator; ‘Possible Data
Sources’ suggests existing sources where a nutrition programme or agency can gather the
necessary information; ‘Target represents a benchmark for success in implementation;
‘Baseline’ indicators are collected prior to or at the earliest stage of a programme to be

used as a reference point for subsequent measurements; ‘Output’ monitors a tangible and
immediate product of an activity; and ‘Outcome’ measures a change in progress in social,
behavioural or environmental conditions. Targets should be set prior to the start of an activity
and adjusted as the project progresses based on the project duration, available resources and
contextual concerns to ensure they are appropriate for the setting.

The indicators should be collected and reported by the nutrition sector. Several indicators have
been taken from the nutrition sector’s own guidance and resources (see footnotes below the
table). See Part Two: Background to Nutrition Guidance for more information on monitoring
and evaluation.

To the extent possible, indicators should be disaggregated by sex, age, disability and other
vulnerability factors. See Part One: Introduction for more information on vulnerability factors
for at-risk groups.

Inclusion of GBV- # of nutrition assessments that include Assessment 100%
related questions in GBV-related questions* from the reports or tools
nutrition assessments? GBV Guidelines x 100 (at agency or

sector level)

# of nutrition assessments

* See page 41 for GBV areas of inquiry that can be
adapted to questions in assessments

agency or

# of assessment respondents
and

# of assessment team members
who are female x 100

sector level)

# of assessment team members

(continued)

¢ Inter-Agency Standing Committee. 30 November 2012. Reference Module for Cluster Coordination at the Country Level.
IASC Transformative Agenda Reference Document, <https://interagencystandingcommittee.org/system/files/legacy_
files/4.%20Reference%20module%20for%20Cluster%20Coordination.pdf>
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Ratio of affected
females to males
aged 6-59 months
with global acute
malnutrition

Female participation
prior to programme
design*

Consultations with the
affected population
on GBV risk factors in
accessing nutrition
services*

Disaggregate
consultations by sex
and age

Staff knowledge of
referral pathway for
GBYV survivors

Inclusion of GBV risk
reduction in nutrition
funding proposals or
strategies

Training of nutrition
staff on the GBV
Guidelines

# of affected females aged 6-59
with global acute malnutrition

# of affected males aged 6-59
with global acute malnutrition

Quantitative:

# of affected persons consulted
before designing a programme
who are female x 100

# of affected persons consulted before
designing a programme

Qualitative:

How do women and girls perceive their
level of participation in the programme
design? What enhances women'’s and girls’
participation in the design process? What
are barriers to female participation in these

processes?

Quantitative:

# of nutrition services conducting
consultations with the affected population
to discuss GBV risk factors in accessing

the service x 100

# of nutrition services

Qualitative:

What types of GBV-related risk factors do
affected persons experience in accessing a

nutrition service?

# of nutrition staff who, in response to
a prompted question, correctly say the
referral pathway for GBV survivors x 100

# of surveyed nutrition staff

# of nutrition funding proposals or strategies
thatinclude at least one GBV risk-reduction
objective, activity or indicator from the
GBV Guidelines x 100

# of nutrition funding proposals or strategies

# of nutrition staff who participated in a
training on the GBV Guidelines x 100

# of nutrition staff

Survey, health
information
system

Organizational
records,
focus group
discussion
(FGD), key
informant
interview (KII)

Organizational
records, FGD,
Kl

Survey

Proposal review

(atagency or
sector level)

Training
attendance,
meeting
minutes, survey
(at agency or
sector level)

Determine
in the field

Determine
in the field

100%

100%

100%

100%

(continued)

* United Nations Office for the Coordination of Humanitarian Affairs. Humanitarian Indicators Registry, <www.humanitarianresponse.info/

applications/ir/indicators>
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Female participation
in nutrition
community-based
committees’

Female staff in
nutrition programmes

Risk factors of GBV in
accessing nutrition
services

Coverage of nutrition
programmes for
persons at risk of GBV

Policies

Inclusion of GBV
prevention and
mitigation strategies
in nutrition policies,
guidelines or
standards

Quantitative:

# of affected persons who participate
in nutrition community-based committees
who are female x 100

# of affected persons who participate in
nutrition community-based committees

Qualitative:

How do women perceive their level of
participation in nutrition community-based
committees? What are barriers to female
participation in nutrition committees?

# of staff in nutrition programmes
who are female x 100

# of staff in nutrition programmes
Quantitative:

# of affected persons who report concerns
about experiencing GBV when asked about
access to nutrition services x 100

# of affected persons asked about access
to nutrition services

Qualitative:

Do affected persons feel safe from GBV
when accessing nutrition services? What
types of safety concerns does the affected
population describe?

# of persons at risk of GBV in need of
nutrition services and who received
nutrition services x 100

# of persons at risk of GBV in need
of nutrition services

*Collect these data with GBV specialists to ensure safe
and ethical considerations

# of nutrition policies, guidelines or
standards that include GBV prevention
and mitigation strategies from
the GBV Guidelines x 100

# of nutrition policies, guidelines or
standards

Communications and Information Sharing

Staff knowledge

of standards for
confidential sharing of
GBV reports

GBYV Guidelines

# of staff who, in response to a prompted
question, correctly say that information
shared on GBV reports should not reveal
the identity of survivors x 100

# of surveyed staff

Site
management
reports,
Displacement
Tracking Matrix,
FGD, KII

Organizational
records

Survey,

FGD, KlI,
participatory
community
mapping

Survey

Desk review (at
agency, sector,
national or
global level)

Survey (at
agency or
programme
level)

50%

50%

0%

Determine
in the field

Determine
in the field

100%

(continued)



Stage of
Programme

POSSIBLE DATA BASE- OUT- 0OUT-
INDICATOR INDICATOR DEFINITION SOURCES TARGET LUNE PUT COME

IMPLEMENTATION (continued)
» Communications and Information Sharing

Inclusion of GBV # of nutrition community outreach activities Desk review, Determine

referral information in programmes that include information KIl, survey in the field

nutrition community on where to report risk and access (at agency or v
outreach activities care for GBV survivors x 100 sector level)

# of nutrition community outreach activities

COORDINATION

Coordination of # of non-nutrition sectors consulted with to ~ Kll, meeting Determine

GBV risk-reduction address GBV risk-reduction activities* x 100 minutes (at in the field

activities with other - . : ; agency or

sectors # of existing non-nutrition sectors in a given sector level) v

humanitarian response

* See page 51 for list of sectors and GBV risk-reduction
activities
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