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Minimum Initial Service Package (MISP)

In recent years, the global community has made great strides in developing standards for addressing the
needs of populations in humanitarian settings. Many of these standards and recent guidelines such as the
Sphere Humanitarian Charter and Minimum Standards in Humanitarian Response incorporate Sexual and
Reproductive Health (SRH). While there is progress in the global mandate, not much progress has been
made in fully implementing SRH services in the countries during humanitarian situations.

In response to the increased vulnerability of populations affected by disasters, the international
community designed a package of priority SRH activities to be put in place during a disaster: Minimum
Initial Service Package (MISP).

The MISP for Reproductive Health is a set of priority activities to be implemented at the beginning of the
humanitarian response. MISP consists of life saving interventions and is designed to reduce morbidity and
mortality, particularly among women and girls.

Although the name might imply that MISP is a package of supplies or commodities, it is actually a
strategy, that includes coordination, SRH services (of which reproductive health commodities are an
essential part) and planning.

The acronym “MISP” means:

Minimum: Basic, limited SRH services

Initial: for use in a disaster, without site specific in-depth SRH needs assessment
Services: Reproductive health care for population

Package: Coordination and planning, supplies and activities
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MISP for SRH saves lives, if implemented at the onset of a disaster. Neglecting Sexual and Reproductive

health in disasters has serious consequences:

e Preventable maternal and infant deaths

e Unwanted pregnancies and subsequent unsafe abortions

e Spread of sexually transmitted infections including Human Immunodefeciency Virus (HIV)/Acquired
Immune Defeciency Syndrome (AIDS)

MISP for Sexual and Reproductive Health is a coordinated set of priority activities designed to:

e Prevent and manage consequences for sexual violence

Prevent excess neo-natal and maternal morbidity and mortality, including FP and safe abortion
Address the needs of adolescents

Reduce HIV transmission

Plan for comprehensive SRH services in the early days and weeks of a disaster

MISP also includes a kit of equipment and supplies to complement a set of priority activities that must be
implemented in the early days and weeks of a disaster in a coordinated manner by trained staff. Thus, it is
a cluster of Reproductive Health services to meet the minimum requirements in a disaster situation with
the expectation that comprehensive services will be provided as soon as the situation permits. MISP can
be implemented without a “Needs Assessment”, since documented evidence already justifies its use.

MISP was developed by Inter-Agency Working Group (IAWG) on Reproductive Health and countries are
expected to include MISP as an integral component of their Preparedness Plans.

UNFPA globally has been collaborating with partners since 2007 on integrating Reproductive Health
Programmes in Disasters and Post Disaster, with the goal to increase access and information on SRH

to populations surviving disasters and living in post disaster situations, by enhancing capacity building
on SRH coordination, advocacy and service provision efforts. Experience has shown that inter-agency
coordination is crucial for advocacy to policy makers, capacity building of key institutions, policy change
and service implementation.

The goal of MISP is to reduce mortality, morbidity and disability among populations affected by disasters,
particularly women and girls.

To identify organisations and individuals to facilitate the coordination and implementation of MISP

Prevent and manage the consequences of sexual violence by:

+ Ensuring systems are in place to protect affected population, particularly women and adolescent
girls from sexual violence

+ Ensure medical services, including psycho-social support are available for survivors of sexual
violence

e Reduce HIV transmission by:

+ Enforcing respect for universal precautions against HIV/AIDS

¢ Guaranteeing the availability of free condoms

+ Safe blood transfusion

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters
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e Prevent excess maternal and neo-natal mortality and morbidity by:
* Providing clean delivery kits for use by mothers or birth attendants to promote clean home
deliveries
+ Providing midwife delivery kits to facilitate clean and safe deliveries at the health facility
+ Initiating the establishment of a referral system to manage obstetric emergencies
e Plan for provision of comprehensive SRH services and integrate into PHC as the situation permits by:
* Collecting basic background information
+ Identifying sites for future delivery of comprehensive SRH services
* Assessing staff and identifying training protocols
+ |dentifying procurement channels and assessing monthly drug consumption

Reproductive health interventions for community affected by natural disasters require special knowledge
and skills. Displaced women and young girls experience elevated risks from pregnancy, childbirth,

rape and escalated spread of HIV/AIDS and other health problems. Studies have also reported adverse
reproductive health outcomes following disasters, including early pregnancy loss, premature delivery,
still births and delivery-related complications. Women and girls also often confront discrimination and
gender based violence in the aftermath of disasters. Pregnant and lactating women may not have access
to necessary health care and food supplements.

The MISP programme is significant as it would enable India to have trainers who could roll out state and
district training programmes, advocate for the inclusion of SRH in state and district disaster management
plans and health plans and work to integrate and implement Reproductive Health services as a standard
in disaster response.

To build the technical capacity in humanitarian response, United Nations Population Fund (UNFPA) in
partnership with National Disaster Management Authority (NDMA) is providing technical assistance to
integrate MISP in humanitarian settings.

A mechanism of UNFPA supported training programmes will be made sustainable through Government
supported training and by accrediting Government officials in facilitating the programmes. These
trainings would lead to trained MISP professionals — Master Trainers, as well as, help in responding to
SRH needs during disasters, in coordination with other key agencies. The Master Trainers will then carry
out state and district level training.

The overall goal of the MISP Initiative can be achieved by increasing access to SRH information and
services for persons affected by disaster. The MISP initiative aims to achieve its goal through achieving a
set of objectives, together with its partners. This includes:

Increasing state and district capacity to implement the MISP for SRH during disaster

Data bank of trainers/trainings

Strengthening coordination of SRH stakeholders and activities

Responding in a timely and effective manner to SRH needs in disaster

Enhancing access to comprehensive SRH information and services for affected populations
Integrating MISP in state and district disaster management plans and health plans
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Vice Chairman
National Disaster Management Authority
Government of India

Message

India’s unique geo-climatic conditions make it vulnerable to a host of disasters. Each disaster in its trail
leaves behind suffering, especially for women and children, some of which can be alleviated to an extent by
relief and rehabilitation measures, but leave behind indelible scars in terms of the loss of precious lives.

As envisaged in the Disaster Management Act 2005, the National Disaster Management Authority
(NDMA) since its inception has been prioritising the critical areas for strengthening efforts on disaster
management in the country. With the paradigm shift from the erstwhile response centric approach to the
holistic management of disaster, NDMA embarked upon the task of formulating guidelines and SOPs with
the purpose of enhancing capacities on prevention, mitigation and preparedness.

Reproductive Health (RH) issues including Gender Based Violence (GBV) during disasters had been an
area which was unfortunately not addressed adequately in the past. It thus became imperative for
NDMA to formulate a Manual so as to institutionalise a standard process for enhancing the capacities of
stakeholders, thereby enabling them to be able to appropriately respond to the special needs of women,
children and adolescents.

| am happy to state that NDMA has evolved this MISP Manual (India version) with the strong support
from UNFPA, which will be the base document for capacity building interventions in the area of
Reproductive Health in Emergency Situations in India.

| am confident that the MISP Manual for Sexual and Reproductive Health in Disasters will be of enormous
value to the various stakeholder groups involved in the provision of services for Reproductive Health.

I look forward to the interventions suggested getting integrated into the State and District Disaster
Management Plans and Health Plans.

| am pleased to place on record my deep appreciation to all those who have contributed for this
pioneering work in steering the process of formulation of this Manual.

New Delhi y
3 May 2013 (M.SHASHI?HAR REDDY)






Member
National Disaster Management Authority
Government of India

Message

The National Disaster Management Act in 2005 led to a paradigm shift in the Government’s approach
with respect to dealing with issues in disaster management from rescue, relief and recovery to
Prevention, Mitigation and Preparedness (PMP).

It is now recognised that morbidity, mortality and the long term health impact of disasters can be
significantly reduced by adopting PMP strategies. Recognising the gravity of risks posed by natural
and man-made disasters on the reproductive health sector, National Disaster Management Authority,
(NDMA), Gol launched efforts to address issues pertaining to reproductive health in crisis
situations/emergencies in India.

NDMA, with technical support from UNFPA, has prepared this training Manual for MISP (Minimum

Initial Service Package) to address reproductive health and gender issues in disasters. The global MISP
Facilitator Manual has been adapted for use in India. The Manual is for a four day training programme to
address issues related to Sexual and Reproductive Health, Sexual and Gender Based Violence, Maternal
and Neo-Natal Health, Family Planning (FP), Adolescent Sexual and Reproductive Health and STls &
HIV/AIDS in crisis situations. The Manual also sheds light on the use of data in Disaster Management and
on Coordination and Action Planning for RH in disasters.

MISP aims at enhancing the capacities of disaster managers to effectively prevent and respond to
Reproductive Health/Sexual Health needs in humanitarian settings.

The Manual will be shared with State governments, so that MISP training is integrated in state and district
training programmes on disaster preparedness.

| would like to express my sincere gratitude to Shri. Shashidhar Reddy, Hon’ble Vice Chairman, NDMA for
his guidance and continuous support at all times in taking the agenda forward on addressing needs with
respect to Reproductive Health in crisis situations.

We value UNFPA’s technical support especially Ms. Frederika Meijer, Country Representative, UNFPA and
Mr. Anders Thomsen, Deputy Country Representative, UNFPA in facilitating adaptation of the Manual for
use in India as well as office bearers at NDMA Secretariat for rendering technical guidance for the roll out
of the Programme.

Finally, | appreciate the contribution of the participants of the TOTs for their feedback to the contents of
the Manual. MISP, implemented through the use of this Manual, would make an important contribution
in strengthening our response to address RH issues in crisis situations on a more proactive basis

e
April 2013 Dr. Mum

Member, NDMA

Xi
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Foreword

Women form the backbone of families and communities. When emergencies strike, their important
contributions become even more vital. But in times of crisis, the particular strengths and vulnerabilities
of women are often overlooked. This Disaster Management Manual would ensure that women’s
reproductive health needs are met, that gender based violence is prevented, and young people have
access to reproductive health services to safeguard against reproductive health infections such as HIV,
prevent unplanned pregnancies and unsafe abortion.

To achieve these aims, UNFPA has lent technical expertise to NDMA to respond to reproductive health
challenges in the wake of disasters. This Manual combines India’s year long experience in disaster
management and preparedness with UNFPA's global technical expertise in the roll-out of the MISP - a
tested methodology which enables responders to take action without delay.

Disasters can change life in an instant, destroying homes and communities, often leaving families and
individuals without basic necessities, from food and water to hygiene supplies, contraceptives and
medical care. In the aftermath, pregnancy-related deaths and sexual violence soar. It is estimated that in
any displaced population and at any given point, almost 4% of the population is pregnant, of which, 15%
women experience obstetric complications, risking their lives. Reproductive health services, including
prenatal care, assisted delivery, and emergency obstetric care, are often unavailable. Many women lose
access to family planning services, exposing them to unwanted pregnancy in perilous conditions. And
young people become more vulnerable to HIV infection and sexual exploitation.

With the launch of the MISP Manual, family planning, safe abortion and young people’s specific needs
would factor in emergency-response in the country. The Manual would also help in data collection to
allow for appropriate, effective and efficient relief.

UNFPA congratulates NDMA, Government of India on this important step towards prevention and
preparedness in disasters. This effort launches the integration of a reproductive health focus when
preparing for and responding to disasters in the country. With this Manual in place, the way has been
paved to ensure that districts and states have MISP integrated in every disaster management plan, in
every standard operating procedure and in every department’s plan document and budget.

Le

New Delhi Ms. Frederika Meijer
April 2013 UNFPA Representative
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MISP Training

This Manual will take you through the various steps needed to facilitate the training on the MISP for
Sexual and Reproductive Health during Disaster. The MISP is a Sphere Standard.

The training is part of the MISP Initiative launched by NDMA in collaboration and partnership with UNFPA
and aims to increase SRH services and information for persons affected and living in disaster situation.

NDMA with the technical support of UNFPA has played an integral role in the adaptation of the
International Facilitator Manual for use in India.

The overall goal of the training is to increase the coordination skills of Sexual and Reproductive Health

(SRH) Coordinators or Managers. Upon completion of this training, participants should be able to:

1. Advocate for SRH in emergencies

2. Apply core concepts and techniques provided in the MISP

3. Apply coordination skills for the implementation of the MISP

4. Produce an action plan to integrate SRH into emergency preparedness plans, e.g. Disaster
Management Plans and Health Plans

The training is intended for SRH Coordinators from local and national
governmental institutions and other organisations such as UN agencies and NGOs
working in the area of health, including SRH, emergency preparedness, disaster
management and situations of forced displacement. This training can also be
used as an advocacy tool to mainstream SRH into disaster preparedness plans
and disaster responses. Throughout the sessions, information that can be used to
advocate for SRH in disaster will be highlighted by this symbol. (alongside)

The Manual is intended to guide Master Trainers and Trainers, persons from agencies, organisations
or governments who provide training on SRH in disasters and who are familiar with the concepts. This
Manual provides step-by-step direction through each day of the training, including materials required.
The training sessions should be used alongside the following key documents:

e 2006 Minimum Initial Service Package for Reproductive Health in Crisis Situations: A Distance
Learning Module. Ensure that participants complete the online MISP Distance Learning Module
prior to attending the training (http://misp.rhrc.org/), as the course is based on the premise that
participants have basic knowledge of RH in emergencies
MISP ‘Cheat Sheet’

Inter-agency Field Manual on Reproductive Health in Humanitarian Settings: 2010 Revision for
Field Review (www.iawg.net/resources/field_manual.html)
e Inter-agency Reproductive Health Kits for Crisis Situation
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The attached CD-ROM contains the MISP manual, all the PowerPoint presentations, handouts, key
reference documents and advocacy films. (www.iawg.net/resources/field-manual.html)

While using this Facilitator’s Manual will ensure that training sessions follow the same overall structure,
facilitators need to customise the contents, examples and training materials to suit the local context/
data and the profile of participants. This Manual is not designed to develop competencies in clinical
skills for health care providers. It is intended to provide information, resources and coordination skills
necessary to facilitate the integration of the MISP into emergency preparedness plans and humanitarian
responses.

This Manual is structured for four day training on MISP for SRH in Disasters targeting SRH Coordinators:
e Day 1-Morning: Overview of SRH in Disasters and Coordination (these sessions can be specifically
used as an advocacy tool for SRH in disasters)
Day 1-Afternoon: Sexual and Gender Based Violence (SGBV)
Day 2-MNH — Maternal and New Born Health including Adolescents Sexual and Reproductive Health,
Safe Abortion Care and FP
Day 3-HIV and Sexually Transmitted Infections (STI)
Day 4-SRH Logistics and Supplies, Data in Disaster Management, Monitoring in Disasters and
Action Planning

Each session opens with a work plan that outlines the following:

e Length and overview of the session

e Learning outcomes identifying the main Learning Objectives

e Training methods and materials needed for the different sessions

Each session ends with a summary of key messages that facilitators need to
emphasise. Other key messages are signaled by this symbol for facilitators to focus on.

A set of guiding principles applicable to both individuals and programmes involved in SRH in disaster are
incorporated into this Manual:

e Multi-sectoral and coordinated approach among agencies in relation to SRH in disaster

Integration of SRH into primary health care from the early stage of a disaster and beyond

Age, gender and diversity mainstreaming approach in all activities

Rights and community-based approaches to health and SRH services and programmes

Attention to groups with special needs

Ensure participation of concerned persons and communities

Accountability through monitoring and evaluation

Staff development and training

Adequate quality of care

Commitment to collaborative relationships

Ongoing commitment to mainstream SRH into disaster responses

Ensure safety, confidentiality, respect and non-discrimination towards persons affected by disasters
and their families regardless of age, sex, ethnicity, nationality, culture, religion, political opinion,
disability, etc.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters



MISP Training

Read the Manual at least one month before the training. Preparation is the key to success of any
training. Arranging logistics well in advance allows you to focus your efforts on training content during
the session and ensures a smooth flow during the training.

® Meeting room space should be adequate for the ® Materials for each session (read and follow carefully
number of participants and group work stations the instructions outlined at the beginning of each

® Table and chairs arranged in bistro style (preferably session)
circular tables) ® Table to set material and readings for display

® Llaptop and printer ® Tape or tack-it to hang posters or papers on wall

® LCD projector ® Pens and notebooks

® Flipchart paper, markers or white boards or blackboard ' ® Staplers, scissors, hole punch
and chalk ® Water, coffee and tea readily available in the room

® Training bags and folders (refer to the introduction or nearby
session of Day 1 for more details) Specific materials for group work stations as indicated
under the various sessions

You may wish to translate key training documents into your local language. Key documents are the MISP
Facilitator Manual, MISP Distance Learning Module, MISP ‘Cheat Sheet’ and Participants’ Handouts.

It cannot be emphasised enough that the right mix of participants ensures both successful training as well
as outcomes. Therefore, great care should be given to the selection of participants. Effective coordination
of SRH in disasters requires collaboration of stakeholders from different agencies. We encourage you to
train a mix of participants that can include government representatives from Health Ministry/Department
of Women and Child, Revenue, Police, UN agencies, NGOs, Civil Society and service providers who are
working in the area of SRH and/or disasters.

Sharing training responsibilities with other facilitators not only decreases your workload but also enriches
the training with different perspectives. If you are working in a team, agree together on a Lead Facilitator
who will ensure coordination throughout the training.

Facilitators should have facilitation and communication skills, as well as the ability to present and convey
ideas. SRH technical skills and/or coordination experience in SRH in disasters would be an asset. As a
facilitator, your role is to make the material easy for participants to learn. Avoid lecturing as you are not
there to teach or enforce, but to guide and facilitate the exchange of knowledge and experiences among
groups. As this training focuses on SRH Coordination, make a point to allow as many group works and
discussions as possible (in pairs, three’s and four’s). This will help establish collaborative relationships
that are crucial for successful coordination work during the training and in the field. To reflect the
importance of and need for exchanging experiences, skills and knowledge to become effective SRH
Coordinators, the course is structured around many group work stations and group discussions. Build on
this interactive template to adapt the sessions to the group dynamics and create or improvise as needed
additional occasions for group works and discussions.
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In preparation for each day:

® Revise the PowerPoint presentations. Rehearse in advance the animations

in the slides. For key group discussions, the icon on the right will remind
you to STOP first, facilitate the group discussion, before clicking to show the
proposed answers.
Study the background readings as necessary
Divide responsibilities and sessions among lead facilitator and co-facilitators
Prepare the group work stations the evening before

® Be punctual and time conscious: start on time, ensure Go with the training agenda and prevent groups from
that participants return on time from breaks and try wasting time
to en.d on tir.’ne. Ask a participant to vqu.nteer time Engage participants with body language, facial
keeping. Write warning cards for ‘ten minutes’ ‘five expressions, eye contact and varying tonality
minutes’, and ‘stop’ for the time keeper to show to the (as culturally appropriate)
facilitator . p

Be responsive to the group’s needs

° . . . .
ommlE rapportf prc.)Ject s, el i e Identify silent or withdrawn participants and engage
encourage participation

them

° -
Az part|.C|p.ants iy T (e i Jea e Use regular energisers facilitated by participants
from the beginning)

. . Avoid being defensive
® Emphasise key messages during and at the end of each

session

Remain positive, confident and open!

Show genuine interest and enthusiasm

Maintain impartiality and flexibility - be open to
comments and respect people and their opinions

At the end of a session and before starting a new session:

e Invite participants to link the information they received to their national/state/district action plan
(see below)

e Debrief, debrief and debrief: ‘Are there any questions or comments?’

www.thelearningweb.net/chapter10/page36.html
www.experiential-learning-games.com/
http://ezinearticles.com/?Honey-and-Mumford-Learning-Styles&id=155849

The key outcome of the MISP training is to produce a collective action plan to integrate SRH into State
and Districts Disaster Management Plans and Health Plans.

The participants will receive a copy of the draft during the first session of Day-1. The training will provide
daily opportunities to collectively draft/refine the Action Plan and agree on roles and responsibilities to
carry out its implementation. This will mean that as participants move through the training, facilitators
need to encourage them to reflect on the information received daily and consider its relevance to the
tasks, roles and responsibilities proposed in the State and District Action Plans.

Day 4 will allow participants to synthesise all the information received during the course, and collectively
brainstorm and finalise their Action Plans.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters



Agenda

Da 0 O oora O
Time Session
0930 - 1000 Registration
1000 — 1045 Welcoming Remarks and Opening
Introduction of Participants
Participants’ Expectations
Logistics and Ground Rules
1045 -1100 Tea Break
1100-1115 MISP Pre-test and Feedback
1115-1245 Overview of SRH interventions in Disasters and Introduction to MISP
1245 -1315 Introduction to Institutional Mechanisms and Coordination for SRH in Disasters
1315 - 1400 Lunch

Day 1 Afternoon — Sexual and Gender-Based Violence (SGBV)

1400 - 1450 Introduction to Gender and SGBV:
Sexual Violence: Barriers to Care and Support and Guiding Principles
1450 — 1550 Medical Services for Rape Survivors
1550 - 1600 Tea Break
1600 - 1700 Group Work:
1: Referral Mechanism for Rape Survivors
2: Inter-Agency Coordination for SGBV
1700-1730 Action Plan Review and Discussions
Da 0 O = BO
Time Session
1000 - 1030 Review of Day 1
1030-1145 Maternal and Newborn Health in Disasters and Post-Disaster Situations
1145 -1300 Adolescence Reproductive and Sexual Health, Safe Abortion Care, Breastfeeding and
Comprehensive Care
1300 - 1400 Lunch

Day 2 Afternoon — FP in Disasters

1400 - 1500 Family Planning in Disasters

1500 - 1515 Tea Break

1515-1630 Group Work:
1: Clean Delivery and Immediate Newborn Care
2: Post Abortion Care
3: Quality of Care in MNH

1630-1700 Action Plan Review and Discussions

MISP Training



Time Session
1000 - 1030 Review of Day 2
1030 —-1145 Preventing HIV/STIs in Disasters
1145-1200 Tea Break
1200 - 1300 Planning for Comprehensive STl and HIV Programming
1300 - 1400 Lunch
1400 - 1600 Group Work:

1: Standard Precautions

2: Condoms

3: STI Syndromic Approach
1600 - 1615 Tea Break
1615 -1700 Action plan review and discussions
Day 4 O g A O
Time Session
0930 — 0945 Review of Day 3
0945 -1115 SRH Supplies and Logistics
1115-1130 Tea Break
1130-1300 Data, Monitoring and Evaluation
1300 - 1400 Lunch

Day 4 Afternoon

1400 - 1530 Completion of Action Plans

1530 - 1545 Tea Break

1545 - 1615 Post-test and Feedback -Q & A
1615 -1630 Review of Participants Expectations
1630 — 1645 Evaluation of Training/Feedback
1645 -1730 Closing

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters



SRH/MISP in Disasters: Overview

By the end of the morning, participants should be able to:

1. Define a Disaster and explain why SRH and the MISP are important in disasters

2. Outline the objectives and activities of the MISP Initiative

3. Describe the tools, resources and coordination mechanisms at the national, state and district level to
implement the MISP

Time
0930 - 1000
1000 — 1045

1045 -1100
1100-1115
1115-1245
1245 -1315
1315 - 1400

Notes:

Session
Registration

Welcoming Remarks and Opening
Introduction of Participants
Participants’ Expectations
Logistics and Ground Rules

Tea Break

MISP Pre-test and Feedback

Overview of SRH Interventions in Disasters and Introduction to MISP
Introduction to Institutional Mechanisms and Coordination for SRH in Disasters

Lunch




8

Overview

Learning outcomes
45 minutes

Preparation

Materials

Methodology

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

This session opens the 4-day training. After welcoming remarks, participants will
introduce themselves and state their expectations from the course before setting
the ground rules.

By the end of the session, participants should:

o Be familiar with fellow participants and facilitators

® Have stated their expectations and be aware of whether these may or may
not be met in the training

e Have agreed on ground rules

e Know where relevant facilities are and who to contact for any logistics and
administrative issues

e Ensure that participants are informed in advance to come between 9.30 and
10.00 a.m. to register and pick up their training bag

® Ensure that name tags and participants’ folders are ready

® Place coloured cards on each table so that participants can write down their
expectations for the training

e Write and display the main learning outcomes of the training on a flip chart:
Upon completion of the training, participants should be able to:
¢ Advocate for SRH in disasters
¢ Apply core concepts and techniques provided in the MISP
¢ Apply coordination skills for the implementation of the MISP
¢ Produce an action plan to integrate SRH into national/state/district

disaster management and health plans

e Copy PowerPoint presentation handouts for each participant (print
PowerPoint handouts 6 slides per page in ‘grayscale’. Print recto verso if
possible. Apply this to all PowerPoint handouts throughout the four days)

Flip charts or white boards and markers

Pins or tape to display materials on the wall

Coloured cards

Name tags

Training bags containing:

¢ Folder with:

Agenda

List of participants

List of acronyms

Separators for each section (1. MISP and Coordination, 2. SGBY,
3. MNH, 4. HIV/STIs, 5. SRH supplies, 6. Data Management,
Monitoring and Evaluation in Disaster Management 7. Action Planing)
PowerPoint handouts

Action planning matrix

Handouts for group work stations

Evaluation form (Do not include the pre and post-tests!)

Pen and notebook

MISP ‘Cheat Sheet’

SRH Kits booklet

MISP Distance Learning Module

Inter-Agency Field Manual on RH in Humanitarian Settings
Optional: IASC HIV Guidelines, IASC GBV Guidelines, Clinical Management
of Rape Survivors

¢ CD

e 0o 0 0 o
Y VYV YV

YV V V V

* 6 6 O o o

Interactive format



SRH/MISP in Disasters: Overview

10.

11.

12.

Welcome all participants as they arrive. Invite them to sit wherever they would like, but encourage
them to mix with other teams.

While waiting for all participants to arrive, ask those who are already present to write down one main
expectation on the coloured cards (i.e. what they would like to get out of the training).

Opening: Invite the head of the organisation hosting the event (or others as necessary) to give
opening remarks (suggested time: 10 minutes maximum).

Introductions: Get participants to take a maximum of 15 seconds to stand and introduce themselves
to the large group, by name, function and organisation. One of the facilitators can break the ice and
start by saying ‘My name is (hame) and | am a (function) in (organisation). Alternatively use a game
for introduction.

Expectations: Invite participants to complete writing their main expectation for the course on the
coloured cards.

A co-facilitator collects the cards, groups and displays them by similar expectations on the wall.
Read out the main expectations to all participants.

Present the overall learning outcomes of the training course and use these to respond to the
expectations, stating clearly which are and which aren’t likely to be addressed. Keep learning
outcomes and expectations displayed on a wall of the training room for the remainder of the
workshop as you will need to come back to these on the last day.

Agenda: Invite participants to open their folder at the agenda of the training and review the agenda
together.

Logistics: Explain where the relevant facilities are (washrooms, restaurant, break out rooms etc.), and
introduce the person dealing with administration issues (travel expenses if relevant, TA/DA, etc.)

Ground rules: Brainstorm with the group on ground rules for the training, such as allowing others

to speak, no side discussions, punctual arrival for sessions, mobile phone on silent mode, etc. Each
batch of participants will have their own ground rules that are culturally specific. Therefore, be wary
of dominating the discussion with your own suggestions if the group is shy. Encourage them to speak
freely, a basic ground rule to any workshop. Write agreed ground rules on a flip chart and display
them for the rest of the training.

To make it more interesting and participatory, brainstorm with participants on ground rules for
facilitators as well (such as no use of acronyms, speaking clearly, finishing on time, etc). This will help
break the ice and remove perceived ‘authoritative’ barriers.



Overview Participants’ answers to the pre-test will allow you to gauge some of the gaps
1 in their knowledge of the MISP, which you can address during the course.

. Learning outcomes By the end of the session, participants should be able to:

e Identify gaps in their knowledge of the MISP

15 minutes Preparation Copy the pre-test (make sure not to include it into the participants’ folder) and

blank answer sheets on separate pages for each participant (no recto verso, as
participants will keep the pre-test questions).

Materials Flip charts or white boards and markers

Methodology Test (multiple choice questions) and feedback

1. Explain that the purpose of the pre-test is to help the facilitators understand better
the learning needs of participants and to assess the impact of the training. Inform
the participants that a post-test will be done at the end of the training for the same
purpose. Stress that the test is anonymous.

2. Distribute the pre-test with the blank answer sheets (see below).

3. Inform participants that they have 10 minutes to complete the 10 questions of the pre-
test. Instruct participants to report their answers on the answer sheet without putting
their name on it.

4. After 10 minutes, collect the answer sheets.

5. To help break the ice between participants, ask them to work in groups of three or four
and to take two minutes to discuss the question that each found the most challenging.

6. Quickly review each question and answer with the whole group. Facilitate questions
and answers as time allows.

7. At the end of this session, a co-facilitator marks the test, calculates the mean score
and summarises areas of strength and weakness, so that facilitators can emphasise
accordingly during the training. You may want to post the mean score on a wall for
all participants to see. (Pre-Test solutions can be found in the Post-Test session, on
page 211.

Minimum Initial Service Package for
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SRH/MISP in Disasters: Overview

Participants’ handout

Please note that multiple choice questions may have more than one correct answer.

1.

A flood in Bihar has recently displaced tens of thousands of people and approximately 500
persons are arriving in Camp XYZ per week. You are responsible for health services at Camp XYZ.
What are some of the priority SRH activities you immediately undertake?

Ensuring survivors of domestic violence have access to psychosocial services

Providing clean delivery Kits to all visibly pregnant women and birth attendants to support clean
deliveries

Ensuring blood for transfusion is safe

Ensuring safe access to cooking fuel

When should the MISP be implemented?

o o0 oo

In the first days of an emergency situation

Once approval from NDMA has been given

Once early mortality rates have stabilised

After the displaced population has been settled into camps

The activities of a SRH Coordinator facilitating the implementation of the MISP include:

Training/retraining staff to provide comprehensive SRH services

Ensuring the presence of a same-sex, same-language health worker or chaperone during any
medical examination of a survivor of sexual violence

Adapting and introducing simple forms for monitoring MISP activities

Ensuring the provision of FP services

What health and demographic data should the SRH Coordinator determine/estimate after the
MISP is in place?

o o0 oo

Malnutrition rate

Number of sexually active men
Crude birth rate

Age-specific mortality rate

What type of services should be offered to a rape survivor?

a0 oo

Clinical services

Additional food rations for her extended family
Protection for her physical safety

Psychosocial care

Which of the following is a way that does not help to prevent sexual violence in a disaster
situation?

o o0 T o

Involve women in the distribution of materials and supplies

Ensure that women have their own individual registration cards

Communal bathing facilities for both men and women

Involve women in the decision-making process regarding the layout of the site/camp

11
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7. What are the requirements of a referral-level facility for comprehensive obstetric care?

Child health care

Safe blood transfusion

Antenatal care

Medical staff that can perform c-sections available 24 hours a day, seven days per week

oo oo

8. You are a newly assigned SRH Coordinator and have recently arrived in a disaster situation. What
are some of the first RH activities that you carry out?

Ensure SRH coordination meetings are established
Co-host trainings on HIV/AIDS

Discuss supply needs with NDMA and other agencies
Coordinate community outreach on STI prevention

Qo oo

9. You are coordinating the implementation of the MISP and are trying to ensure that emergency
obstetric care is available in the camp clinic. What activities do you undertake?

a. Ensure qualified staff at the camp clinic is available only during the day to stabilise the patient
with basic emergency obstetric care

b. Ensure qualified physicians are available at the referral hospital

Establish a communication system to consult qualified providers for guidance on referrals

d. Establish trainings for medical staff on safe motherhood

o

10. You have tried to procure clean delivery Kits, but logistical challenges have significantly delayed
the arrival of these supplies. Given this reality, what can you do to address this situation?

Contract with a local agency to produce Kits

Procure Kit contents locally and assemble on site

Order supplies from another source and wait until they arrive

Discuss during the SRH coordination meeting where to procure supplies

o 0 oo

Minimum Initial Service Package for
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SRH/MISP in Disasters: Overview

Do not put your name

Participants’ handout (to be collected)

Please note that multiple choice questions may have more than one correct answer.

o 0o T o A~ o 0 T o Ww o 0 T O N o 0O T o k=
o 060 T o O o 0O T o9 o 0 T O N o 060 T o O

Q 0o T o un
o O T o
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SRH/MISP in Disasters: Overview

Overview This session introduces SRH in disasters. The presentation can be used as an advocacy
- - and awareness raising tool targeting decision makers, medical students, etc. It starts
by defining SRH and its role in the different phases of disaster. It then introduces the
MISP. Relevant legal international human rights frameworks are also addressed

30 minutes Learning outcomes | See below

Preparation ® Ensure that PowerPoint presentation handouts are copied
® Ensure that MISP Cheat Sheets are copied, if hard copies are not available

Materials ® Markers and flip charts or white boards
® MISP Cheat Sheet

Methodology Interactive presentation

e Read the learning outcomes and
explain that this presentation can
be used as an advocacy tool to raise
the awareness of policy-makers and
service providers on the necessity of
implementing SRH in disasters.

By the end of the session, you should be able to:

Define disaster and explain why SRH and
the MISP are important in disasters

Describe the components of the MISP

Know where to access key tools and
resources to support implementation of
SRH in disasters

e Start with some definitions to set a
common ground of understanding.

e 1% bullet point: Explain that there
are many definitions of “disaster”. In
the context of this training, highlight
that when you talk about “disaster”,

A serious disruption of the functioning of

a society, causing widespread human,
material, economic or environmental losses
which exceed the ability of the affected

you refer to the simplest form/
definition.

2" bullet point: Emphasise on urgent
action and need for using additional
resources.

3 pullet point: This is a definition
that health NGOs and WHO use

to determine the acute phase of
disaster. To put it in perspective,
explain that the CMR (Crude
Mortality Rate) in stable situations
varies between 0.2 and 0.3/10,000/
day.

society to cope using its own resources

A threatening condition that requires an
urgent action

Acute phase: CMR > 1/10,000/Day

You are not talking about slow onset
disaster (such as global warming).

15
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e Thereis no agreement on the
definitions or on the time limit of
the different disaster phases. These
phases are however used to plan
programmes. The post-acute and

rehabilitation phase may be unstable

and once again become acute.

e Inthe next three slides, you will
introduce the definition of RH
and international human rights
frameworks related to RH.

e Before you show the definition on
the slide, ask participants: “What is
the definition of RH?” Take a minute
to jot down suggestions from the
audience on a flip chart.

e Click to show the definition of
RH created at the International
Conference on Population and

Development (ICPD) in Cairo in 1994.

(India is a signatory) This was the
first time that RH was defined as
a right and a matter of choice for
individuals.

e Explain that some say RH and others
SRH. In the training, both terms will
be used interchangeably.

e InIndia the term used is RCH, where
C denotes CHILD. However this
training programme is limited to
RH/SRH.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

Preparedness . Acute  (can be

Post acute Rehabilitation/

. Reconstruction
chronic)

Is a state of complete physical, mental and
social well being and not merely the absence of
disease and infirmity, in all matters relating to
the reproductive system and to its functions and
processes

Reproductive health, therefore, implies that
people are able to have a satisfying and safe sex
life and that they have the capability to reproduce
and the freedom to decide if, when and how
often to do so. It also includes sexual health, the
purpose of which is the enhancement of life and
personal relations

(Cairo, ICPD Programme of Action, paragraph 7.2)



Some conventions and human rights
instruments support ICPD.

Do not read the whole slide. Point
that India is signatory to these
conventions.

Explain that ICPD Cairo also sets
out the right to SRH for displaced
persons.

This is an important advocacy
message. Explain that SRH needs
continue and, as a matter of fact,
often increase during disasters. For
instance, the absence of law and
order, commonly seen in disaster
situations, may, together with men’s
loss of power and status and the
loss of income for women who
find themselves responsible for the
household, lead to sexual violence,
rape, sexual abuse, and exchanging
sex for food or protection. In
disasters, there often is an
increase in demands on the health
systems, but insufficient supplies

SRH/MISP in Disasters: Overview

Universal Declaration of Human Rights, 1948

Convention on the Elimination of all Forms of Discrimination
Against Women (CEDAW), 1979

Programme of Action, International Conference on
Population and Development, Cairo 1994

Platform of Action, Fourth World Conference on Women,
Beijing, 1995

CEDAW & Declaration on the Elimination of all Forms of
Violence against Women (DEVAW)

Convention on All Forms of Rational Discrimination

International Covenant on Economic, Social and Cultural
Rights (ICESCR)

Convention on the Rights of the Child

UN Security Council Resolutions 1325, 1820, 1308, 1888, 1889*
Reports of the UN Special Rapporteurs on (1) Advocacy
Against Women and (2) Rights to Health

*www.un.org/womenwatch/directory/women_and_armed_conflict_3005.htm

“All migrants,
refugees and
displaced
persons should
receive basic
education and
health services”

Chapter 10, ICPD Programme of Action, 1994

Risk of sexual violence may increase during
social instability

STls/HIV transmission may increase in areas
of high population density

Lack of FP increases risks associated with
unwanted pregnancy

Malnutrition and epidemics increase risks of
pregnancy complications

Childbirth occurs on the wayside during
population movements

Lack of access to comprehensive emergency
obstetric care increases risk of maternal death

17



to assure standard precautions
against the transmission of HIV/

STI. Furthermore, the system of
provision of safe blood supplies may
break down, whereas there may be a
greater need for blood transfusions.

e 4% bullet point: Malnutrition can
lead to anemia, which increases the
risk of post-partum hemorrhage. An
example of epidemics is Hepatitis
E, which increases the risk of
miscarriage.

e 5™ pullet point: Give the example of
pregnant woman in Tsunami who
had to climb a tree to escape the
flood waters and who had to deliver
her baby in the tree without any
assistance or supplies.

e Ask participants: ‘So, why should we
provide SRH services in disasters?’

e Briefly facilitate feedback and click
to show answer and explain that
ICPD Programme of Action defined
SRH as a matter of right and that
people continue to have SRH needs
even in disasters.

Introduction of IAWG:

e Explain that in 1995, in response
to the problems identified in
humanitarian settings and in
response to the ICPD Programme
of Action, a group of more than 30
UN agencies, NGOs, international
academic and donor institutions
formed the IAWG on SRH in Refugee
Situation now called humanitarian
settings. The group’s main tasks
are to advocate for, organise
and facilitate SRH services in
humanitarian situations.

Minimum Initial Service Package for

18 Sexual and Reproductive Health in Disasters

Sexual and Reproductive Health is:

a human right

a bio-psycho-social health need

Formed in 1995: over 30 UN, NGO, Academic,
Donors

Minimum Initial Service Package (MISP)
SRH

Inter-Agency Field Manual (IAFM) m=-
+ The MISP 8&
¢+ Comprehensive RH :

RH Kits W in

Safe Motherhood 1:! Gender-based Violence

Q] Family Planning STIHIV
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WHO is the technical standard
setting agency for this group. Over
the years, the group has developed
several tools. It started with MISP
for SRH in disasters, which was
developed in 1995 and is described
in the Inter-Agency Field Manual
(show the book and mention that
the MISP is explained in the next
session).

Ask participants to list a few
challenges. Discuss and show slide.
It was based on these challenges,
that the goal and objectives of the
MISP Initiative were formulated.

In addition, many guidelines have
been published globally on SRH in
emergencies and are freely available
online. Click to show slide.
Guidelines are available in the CD
attached to the manual.

Key Challenges for SRH

in Disasters

@ SRH/Gender needs not seen as priority
@ Lack of data on SRH

o Lack of capacity to plan and
implement

@ Lack of knowledge among
service providers

@ Lack of integration of SRH in
policies and programmes

www.rhrc.org
www.who.int

11
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e Explain how the four-day training is q
12 structured. Course Overview

e Wrap up the session and allow

questions and answers as time ©  Day 1: MISP Overview and Coordination Sexual
permits. and Gender Based Violence (SGBV)

©  Day 2: MNH/ARSH/Breastfeeding/Safe Abortions/
FP/Adolescence

©  Day 3: HIV/STI

©  Day 4: SRH Logistics, Data Management
Action Planning and Closing

12
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SRH/MISP in Disasters: Overview

Overview This session introduces the MISP Initiative.

Learning outcomes | By the end of the session, participants should be able to:
. e Describe the MISP training for SRH Coordinators within the context of the MISP
Initiative and IAWG

1 hour Preparation ® Ensure that PowerPoint presentation handouts are copied

Materials e Markers and flip charts or white boards
Audio visual material which is being used
® Action planning matrix

Methodology Interactive presentation

e Explain that the MISP Initiative was

creat.ed bas.ed on So_me of the ne.eds Upon completion of the training, participants
highlighted in the Disaster Situations should be able to:

globally. Advocate for MISP in disasters

Apply core concepts and techniques
provided in the MISP

Apply coordination skills for the
implementation of the MISP

Produce an action plan to integrate RH into
the state and district disaster management
plan and health plans

Introduction to MISP

e Explain that during the disaster,
there is chaos and you cannot put
in place all the components of Minimum basic, limited reproductive health
comprehensive SRH. You have to
limit the interventions to life saving
SRH activities.

Initial for use in emergency, without site
specific need assessment

e The IAWG argues that a minimum Service services to be delivered to the
of SRH services should be part of population
the primary health care measures in Package supplies (e.g. RH kit) and activities

early disasters, and as such, define
the MISP. coordination and planning

e Explain the slide from bottom up,
starting with “Package”. Stress that
package does not mean a box that
one can open, but refer to a strategy
that includes coordination/planning,
SRH supplies and activities.

e Explain that ‘MISP’ is a loosely
associated acronym that stands for...
(read the slide).

21
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Plan for COMPREHENSIVE RH services,
integrated into primary health care

RH kit RH kit RH kit
4 5 7

Explain that the MISP training aims
at fulfilling the first three objectives
(Capacity building, Coordination and
Awareness raising which will lead to
effective response during disasters).
Click to show slide.

Explain the role of the MISP in the
continuum of a disaster. SRH
Coordinators should plan for
comprehensive SRH information

and services as soon as the situation
allows.

In the next slides you will review the
different components of the MISP.

Invite the participants to take their
MISP Cheat Sheet and explain

that the following discussion is
summarised on the Cheat Sheet.

RH Officer in place

Strengthen the
coordination of SRH
responses in disaster

Increase the capacity
of key stakeholders

Raise awareness on SRH Respond in a timely
in disasters at national/ fashion to SRH needs in
state/district level disaster

Emergency Post-emergency
Destabilising Durable
- > > > .
event solutions

Comprehensive T T T T Comprehensive

SRH services? MISP SRH services

Loss of Restoration Relative Return to
essential of essential stability normality
services  services

Objective 1 +
Ensure health cluster/sector identifies agency to LEAD implementation of MISP

Meetings to discuss RH implementation held

Objective 5

Background data collected

Sites identified for future delivery of
comprehensive RH

Staff capacity assessed and trainings
planned

RH equipment and supplies ordered

Objective 4

Z

Prevent excess MATERNAL & NEWBORN morbidity &
mortality

RH kit
0

N

Emergency obstetric and newborn care services available

247 referral system established

Clean delivery kits provided to birth attendants and visibly

pregnant women
Community awareness of services

RH kit RH kit RH kit RH kit RH kit

R [ Rl Ry Rg R

Minimum Initial Service Package for
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RH Officer reports back to health cluster/sector
RH kits and supplies & used

Objective 2
Prevent SEXUAL VIOLENCE and assist survivors
/ Protection system in place especially for
women and girls
Medical services & psychosocial support
available for survivors
Community awareness of services

RH kit RH kit
3 9

Objective 3
Reduce transmission of HIV
- Safe and national blood transfusion in place
- Standard precautions practiced
n‘" Free condoms available
Standard precautions  RH kit
througout kits 1-12 12



Now you will briefly discuss the
activities for each of the objectives
(keep the discussions short as you
will go into detail of each of the
MISP components during the rest of
the training).

15t bullet point: Ask participants ‘Who
can be a SRH Coordinator?” Allow
feedback from participants. Click

to show answer and explain that an
organisation is usually appointed
(Health, Revenue, WCD, NGO). But
the organisation needs to recruit an
individual to take on this task.

2" bullet point: Ask participants
‘What activities would you plan

to prevent sexual violence?’ Allow
feedback from participants, then
ask “What needs to be in place to
manage the consequences of sexual
violence (rape)?’ Allow feedback and
click to show answers.

Repeat the same process with the
rest of the MISP objectives, always
reminding people that the situation
they are planning for is chaotic and
they only have the possibility to
implement minimum life-saving
interventions.

SRH/MISP in Disasters: Overview

Identify SRH Coordinator

Prevent and manage the consequences of sexual
violence

Reduce HIV/STI transmission

Reduce excess neo-natal and maternal morbidity
and mortality

Plan for comprehensive RH services and integrate
MISP into primary health care as soon as possible

Identify a SRH focal point/coordinator
¢ Organisation
¢ Individual

Prevent and manage the consequences of sexual
violence

¢ Plan camp design
¢ Medical response (EC, STI/HIV prevention)
¢ Inform the community

+ Protection of at risk groups

Reduce HIV transmission
+ Standard precautions
¢ Free condoms

+ Safe blood tranfusion

Reduce excess newborn and maternal morbidity and
mortality

¢ Provide Emergency Obstetric and Newborn Care
Services (EmMONC)
» Basic EmONC in primary health care facilities
» Comprehensive EmMONC in referral hospitals

+ Referral system (transport/communication) for
Emergencies

+ Clean home deliveries
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e Planning for comprehensive SRH
services includes planning for all
th ts that di d Plan for comprehensive SRH services, integrated into PHC
€ components that you discusse ¢ Collect background information

earlier. + Identify suitable sites

e 1stcheck sign: For the planning + Staff capacity assessed and trainings planned
+ SRH equipment and supplies ordered

of such services, background Plan to integrate SRH in health system reconstruction

information on health data of the
displaced people should be collected
from their district and from sources
such as the Health Department, etc.

Service delivery Identify SRH needs

Identify suitable sites for SRH
service delivery

e 2" check sign: Suitable sites for Health workforce Assess staff capacity and train
further delivery of comprehensive Health information system Include SRH information in HIS
Medical commodities Support/strengthen RH

SRH services must be identified to el sy s
ensure security, accessibility, privacy Financing Identify SRH financing possibilities
and confidentiality, access to water Governance, leadership Review RH-related laws,
and sanitation, appropriate space policies, protocols
and aseptic conditions.
e 3" check sign: Planning for and
providing quality training is only
possible after the situation has
stabilised.
e Last check sign: It is important to set
up reliable SRH commodities supply
line as soon as possible.
e Show the MISP Cheat Sheet once
more and remind participants that
they can review the MISP objectives
on the front side of the Cheat Sheet.

e 1t bullet point: Experience has
shown that it is important to meet
the FP needs of continuing users
(e.g. people who are using a FP Meet pre-existing FP Needs
method b.Ut who no longer have + Basic FP methods to meet spontaneous
access to it). e
e 2" bullet point: Menstrual
protection allows women to fully
participate in community life and + “Hygiene” or “Dignity” kits
look after their family. The contents
of the hygiene kits/dignity kits will
be discussed in detail on the last (One Saree with blouse, salwar kameez with dupatta
for adolescent girls, two panties, thirty sanitary napkins,

day. The components mentioned two washing soaps, two bathing soaps, one comb, two
here are those that have been packets of safety pins, two boxes of sindoor and an old

provided by UNFPA in the past in newspaper)
collaboration with NDMA following
the disaster in Bihar—Koshi, Andhra
Pradesh and Karnataka floods, etc.

Meet needs for menstrual protection

Minimum Initial Service Package for
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The MISP and Sphere:

e Explain that the MISP is
recognised as a health standard
in the Humanitarian Charter
and Minimum Standards in
Humanitarian Response (a useful
advocacy argument to convince the
detractors of SRH in disasters).

e Stress that this training is not about
a top-down approach and explain
the different bullet points.

e 6™ bullet point: This refers to the
daily reflection and work on the
action plan.

e Earlier the challenges of SRH were
discussed. This is about the MISP and
its implementation.

e Explain that an evaluation in 2004 in
many countries showed that the MISP

was not well implemented in the field.

e 1t check sign: The MISP was not well
known, therefore the Online Distance
Learning Module, and this MISP
Advocacy Module were designed to
improve awareness.

e 2" check sign: People are often not
aware which SRH components are
crucial to life-saving. For instance,
skilled delivery care will prevent more
deaths than antenatal care.

e 3" check sign: Even in the most
traditional societies, some people
know and use condoms.

People have access

to the Minimum Initial

Service Package 0
(MISP) to respond =
to their reproductive

health needs

i

Commitment to collaborative relationships
Positive sharing of experiences

Empowerment of all participants as coordinators
Open and constructive peer feedback

Nurturing of reflective and continuous learning
within and beyond the program

Awareness of the important role and
responsibilities and ongoing commitment of
the participants to mainstream SRH into disaster
response

2004 Global Evaluation: MISP not well
implemented

+ Not known

+ Other priorities (ANC > delivery care)

+ Perceived inappropriate (condoms)

+ Difficult (24 hr access, referral, post-rape care)
¢ Lack of coordination

¢ Lack of timely planning for comprehensive RH
Logistic challenges

+ Distribution of kits; in-country transport, storage
and distribution

+ National capacity to manage post-crisis
comprehensive RH commodity security to move
from “push” to “pull” supply systems

SRH/MISP in Disasters: Overview
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e Explain that the MISP has been
implemented more or less
successfully in many disaster settings
around the world since 1996.
Some of the lessons learned are
summarised here.

e 1stand 2" bullet points: These
justify the need to build a pool of
RH Coordinators. This is another
reason why this training on SRH
coordination has been developed.

e Last bullet: Stress the need to bridge
the gap between immediate relief
and development.

Minimum Initial Service Package for
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Identify an appropriate Coordinator

Transparent collaboration facilitates
implementation!

Prevention of sexual violence requires a
concerted effort, sensitivity and staff preparation

People use condoms during an emergency

Clean delivery kits provide essential supplies for
deliveries outside health facilities

Logistics preparedness is essential for prompt use
of RH Kits

Satisfactory implementation requires pre-planning.

‘Do not wait for an emergency to address the MISP’
ToTs and in-country roll-out trainings along with 3
technical assistance can effectively build the
capacity of humanitarian actors

Coordination among UN agencies, NGOs and
implementing partners is achievable and can
improve the SRH response

SRH coordinators/focal points are essential to move MISP
forward

Must have strong advocacy and coordination skills

Continuous advocacy for MISP can change attitude of policy
makers and implementing agencies

Essential to make funding available immediately for
implementing partners

Onsite technical assistance for MISP implementation can
help translate training into practice

First national initiative to address SRH in disasters
through capacity building

Integrating of MISP in state and district disaster
management plans and health plans
Inter-Agency collaborative approach

NDMA will expand its development agenda to
embrace SRH in disaster

Bridging the gap between immediate relief and
development

—> continuum between disaster and development



Wrap up the session with the key
messages and allow questions and
answers as time permits.

Action Plan

Explain the general format of

the action plan matrix and how

it reflects the different themes
addressed during this training and
that are needed to mainstream SRH
in disasters (Coordination, MNH,
SGBV, HIV/STIs, etc.).

Emphasise that this is a key
document that forms a red thread
throughout the whole training.

At the end of each day, there

will be time for participants to
individually and collectively reflect
on the information acquired daily,
integrate this into the state and
district disaster and health plan and
contribute additional ideas on how
to refine (or develop) it.

Suggested Further Reading

MISP is an Inter-Agency standard
Ensure basic SRH services in disasters
Promptly implemented, MISP saves lives

Advocacy: Raise awareness of policy-makers and
programme managers on importance of SRH in
emergencies

Coordinate: Coordinate and implement MISP in
RH in emergencies and establish state and district
teams to support

Capacity building: Build state/district capacity to
implement the MISP for RH in emergencies (training
programmes at state and district level)

Policy: Integrate MISP in RH into existing policy on
emergency preparedness and contingency planning

MISP for Reproductive Health in Crisis Situations: A Distance Learning Module, New York: Women'’s
Commission, 2006, available at http://misp.rhrc.org/content/view/22/36/lang,english/

Reproductive Health in Refugee Situations - an Inter-Agency Field Manual, UNHCR, 1999, available at
http://www.iawg.net/resources/iawg_Field%20Manual_1999.pdf

Humanitarian Charter and Minimum Standards in Disaster Response, The Sphere Project, 2004

Edition, available at www.sphereproject.org

SRH/MISP in Disasters: Overview
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Participants’ handout

Preparedness activities can include:

l. Coordination:

Sm oo

Raising awareness of partners in health and other sectors and working with them to ensure
preparedness (i.e. talk to the partners responsible for water and sanitation, to ensure that they
consider prevention of SGBV in their activities, etc.).

Ordering supplies to ensure the implementation of all components of the MISP, or making
arrangements to order supplies as soon as the disaster hits.

Finding safe storage space (that will not be affected by the disaster) and managing supplies with
expiry dates.

Making clear arrangements with partners on ultimate destination and in-country transport of
supplies.

Developing or adapting protocols and IEC materials.

Translation, printing and safe storage of materials.

Setting up a core coordination group (at national/state/district level) and structures.

Collecting SRH data on the affected population: population size, women of reproductive age, men
of reproductive age, adolescents (boys/girls), crude birth rate, ANC coverage, age-specific mortality
rate, sex-specific mortality rate, lactating women, STl and HIV prevalence, CPR, FP method mix, etc.
Identifying national health (SRH) response mechanism.

Il. Build national capacity to implement the MISP for SRH in disaster:

® o o0 T

Conducting MISP training and identifying lead facilitators and co-facilitators.

Identifying potential agencies/organisations in country to participate.

Identify specific training needs to strengthen implementation of MISP components.
Arranging for logistics such as invitations, transportation, venue, material for workshop, etc.
Follow-up with agencies and organisations after the training.

lll. Prevention and management of the consequences of sexual violence:

Prevention

a. Careful site planning of displacement camps, in consultation with persons of concern, especially
women.

b. Ensuring female staff members are included in registration, security, food distribution, other
sections, etc.

c. Setting up latrines, hygiene and water points to be accessible and safe and have proper lighting.

d. Ensuring house-hold fuel collection methods are safe.

e. Ensuring that displaced women have individual registration cards, food ration cards etc.

f. ldentifying persons/groups with special needs who could be at a higher risk for sexual violence such
as female headed households, unaccompanied and separated children, women at risk, single women,
persons living with disabilities, elderly etc. and determining their special protection and assistance
needs.

g. Ensuring confidentiality and impartiality in access to services (non-judgmental).

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters
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Response

h. Identifying lead agency and partners to set up Standard Operating Procedures (SOPs) or protocols
with partners and agencies for identification, response and referral of sexual violence survivors for
the necessary assistance (agreeing on definition of concepts, reporting formats, referrals etc.).

i. Ensuring that survivors of sexual violence have access to health services.

j. Coordinating mechanisms for appropriate psychosocial support.

k. Ensuring 24/7 access to services, private consultation spaces, and conditions and reporting
mechanisms obliging staff to maintain confidentiality.

I.  Ensuring physical safety of survivors.

m. Appointing staff trained on SV prevention and response mechanisms.

IV. Reducing maternal and newborn mortality and morbidity:

Distributing clean delivery Kits.

Making sure that midwifery Kits are available at health centres.
Appointing skilled staff.

Provide for safe abortion care facilities.

Include the needs of adolescent population.

Make provision for FP services.

Establishing a functioning obstetric emergency referral system.

@™+ o o0 T

V. Reducing transmission of HIV and other STIs:

Ensuring condoms are available and accessible.

Ensuring staff will comply with standard precautions and have easy access to protocols.
Ensuring blood transfusion is rational and safe (protocols, rapid HIV and other screening tests).
Appointing health workers who can effectively apply standard precautions.

o o0 oo

VI. Plan for provision of comprehensive SRH services:

a. Collecting SRH data (segregated by age and sex): SRH mortality, HIV/STI prevalence, contraceptive
prevalence, etc.

b. Identifying appropriate sites for future delivery of comprehensive SRH services.
Identifying training needs on technical, cultural, ethical religious and legal aspects of SRH and gender
awareness.

d. Putting in place a logistics management information system for equipment/supplies for
comprehensive SRH services.
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SRH/MISP in Disasters: Overview

Overview This session introduces coordination mechanism of SRH in disasters, describes
- key funding mechanisms and outlines where RH, SGBV and HIV can be addressed
within coordination mechanisms

Learning outcomes See below

30 minutes Preparation ® Ensure that PowerPoint presentation handouts are copied
® The concepts in this session are complex and may require you to study the
material carefully in advance (refer to suggested further reading at the end of
this session)
e Video film on disaster

Materials Markers, flip charts or white boards and a video film on disaster and its challenges

Methodology Interactive presentation

e Explain that this session introduces
the DM Act and National Policy on
DM.

e SRH coordinators need to be familiar
with the national institutional
framework and mechanisms

available in order to effectively work Identify actors at national, state and district level
in disasters. in RH

By the end of this session, you should;
Identify challenges in Disaster Management

Be familiar with the institutional mechanisms at
centre, State and District Level and the policies
for Disaster Management

Identify partnership opportunities for RH
implementation

Outline where RH, SGBV and HIV are addressed
within the coordination mechanisms

e Audio-Visual Aid : Through a Video
reflect on coordination challenges
and mechanisms of Inter-Agency
response.

Show video and engage participants
in discussion.

Ask participants: ‘What are the
challenges you have encountered
with coordination in disasters?’
Briefly facilitate feedback and click
to show proposed answers.

Complicated process

Large number of actors
working in disasters

Issues of effective
programming and
accountability
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e Ask if anyone is familiar with the
term NDMA, SDMA, DDMA,
NIDM etc.

e Click to show slide.

® Ask participants “What were the
earlier mechanism for DM in India”?

e Discuss and show slide on paradigm
shift.

e The next few slides will give
information on NDMA and other
institutional frameworks at state and
district level. Ask participants about
the DM Act 2005.

e Discuss and show slide.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

National Disaster Management Authority (NDMA)

Central Ministries — Health, Women & Child
Development, etc.

State and District Disaster Management Authorities
(SDMAs, DDMAs)

State Health Departments and related line
departments

Other I/National relief agencies including the UN
NGOs

Community/local population affected by disaster

Government appointed HPC on Disaster Management
Shift in orientation from relief centric to a
multidisciplinary, multi-sectoral holistic approach
Eleventh Five Year Plan (2007-2012) outlined a
multi-pronged strategy for total risk management for
sustainable development

States advised to have Plan Schemes for Disaster
Management

Result was

A national roadmap on Disaster Management
Development of Disaster Management Framework
Enactment of Disaster Management Act 2005

Headed by Prime Minister with other members, not
exceeding nine, to be nominated by PM

PM has designated one of the members as
Vice-Chairperson, NDMA

Recommends provision of fund for mitigation

Provides support to other countries affected by major
disasters as determined by the Central Government
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e Ask participants about the roles and
responsibilities of NDMA.

e Discuss and show slide. Approves National Plan

Lays down policies on Disaster Management —
preparedness, prevention, mitigation

Provides Technical Guidance in relief/response

Approves plans prepared by the Ministries and
departments of Government of India in accordance
with National Plan

Lays down guidelines to be followed by the state
authorities in drawing up the state plan

Coordinates the enforcement and implementations of
the policy and plan for Disaster Management

e Explain the legislative powers of the
DM Act 2005 in the slide.

The Act provides for: -

Constitution of Disaster Management Authorities at
National, State and District levels

Role of local authorities (Panchayati Raj Institutions and
Municipalities) in disaster management strengthened

Puts in place Disaster Management plans at national, state
and district level

Constitution of a National Disaster Response Force
National Fund for Disaster Response and National Mitigation
Similar Funds to be constituted at State and District level.

Mitigation Funds for projects exclusively addressing
mitigation at National, State and District level
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e Ask participants “Are you familiar with the institutional framework for Disaster Management?”

Discuss and click to show slide.

Disaster Management Act 2005

Central
Government
MHA
(DM cell)
State
Government NIDM NDRF

District

Administration DMD

Panchayat Municipalities

e Discuss the DM structure and show slide.

National Disaster National

Management Authority Seaive

NDMA, (10-Member body Committee

chaired by the PM, hosted Chair: HS

by Ministry of Home Affairs)

State Disaster

Management Authority

(SDMA)

Chair - Chief Minister with

other eight members State
Executive
Committee
Chair: HS

District Disaster Management
Authority (DDMA)

Chair - DM/DC/and Co-Chair
by Chairperson, Zila Parishad

Government of India

Planning Commission el

Cabinet Committee
on Security

Cabinet Committee on

MHA

Other Ministries
& Departments

Armed Forces

SDMAs

State Disaster
Response Force

DDMAs
Relief Reserves

Minimum Initial Service Package for
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Department
dealing with DM

Departments

National Institute of Disaster
Management

National Disaster
Response Force

National Disaster Mitigation
Resource Centre

States/UTs Govts

Ministries &
Departments

Districts

Civil Defence

Local Authorities

Management of Natural
Calamities

High Level Committee

National Crisis
Management Committee

Civil Defence Police

Home Guards Fire Services

Police
Fire Services

Home Guards



Show slide and discuss National
Policy on Disaster Management
(refer to suggested readings).

Ask participants to link the disasters
with the nodal ministries in charge.
Discuss and show slide.

1% bullet point: Cabinet Committee
on Natural Calamities functions

at the apex level and reviews the
various disasters.

2" bullet point: Cabinet Committee
on Security looks after matters
relating to Nuclear, Biological &
Chemical Emergencies.

3 bullet point: National Crisis
Management Committee headed by
the Cabinet Secretary reviews and
monitors disasters situations on a
regular basis, and gives directions
to any ministry, department or
organisation for specific action.

National Policy on Disaster
Management formulated and
approved in 2009

Lays down the roadmap/
directions for all government
endeavours

Disaster Management; a multi-disciplinary process, all
Central Ministries and Departments have key role in the
field of Disaster Management

Nodal Ministries and Departments of Gol address specific
disasters as assigned to them as:

(i) Drought - Ministry of Agriculture
(ii) Epidemics & Biological Disaster - Ministry of Health

(iif) Chemical Disaster - Ministry of Environment
(iv) Nuclear Accidents & Leakages - Dept. of Atomic Energy
(v) Railway Accidents - Ministry of Railways

(vi) Air Accidents - Ministry of Civil Aviation

(vii) Natural Disasters & Civil Strife - Ministry of Home Affairs

Cabinet Committee on Natural Calamities (CCNC)
Cabinet Committee on Security (CCS)

National Crisis Management Committee (NCMC)
National Executive Committee (NEC)

Crisis Management Group (CMG)

Nodal Ministries

National Disaster Management Authority (NDMA)
National Disaster Response Force (NDRF)

National Institute of Disaster Management (NIDM)

SRH/MISP in Disasters: Overview
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needed to meet the emergency
situation.

e 4™ bullet point: National Executive
Committee enjoys extensive powers
and functions, including laying down
guidelines and giving directions
to the concerned ministries and
departments.

e 5™ pullet point: Crisis Management
Group functions under the
chairmanship of Central Relief
Commissioner in the Ministry of
Home Affairs; it reviews the annual
contingency plans of various
ministries and departments and
measures required for dealing with
disasters. It also coordinates the
activities of Union Ministries and
State Governments, and obtains
information from nodal officers of
different ministries.

e 6" bullet point: The Ministry
of Home Affairs has the nodal
responsibility for response in

e 1t bullet point: Department of
Revenue/Disaster Management/
Health: Are apex departments for
DM at state level and may vary from
state to state. In some states the
Secretary of health is holding charge
for DM as well which provides
opportunity for coordination.

e 2" bullet point: SDMA: In
accordance with the DM Act 2005,
all states are mandated to constitute
SDMA. Presently, SDMAs are
functional in few states.

e 3" bullet point: SEC: Apex committee
which guides/directs concerned
departments in the state on matters
pertaining to DM.

e 4™ bullet point: State Institute of
Disaster Management (SIDM)/Apex
Training Institute (ATI): Are apex
training institutions for DM in state
and may vary from state to state.

In the absence of SIDMs, ATls are
performing this function.

Minimum Initial Service Package for
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disasters. Management of any
disaster/crisis/emergency situations
is collective. The nodal ministries
have the responsibility to take lead
when specific such scenarios arise.
7™ bullet point: National Disaster
Management Authority operates
under the chairmanship of the Prime
Minister and is responsible for laying
down policies, plans and guidelines.
NDMA renders effective guidance
towards prompt response to
disasters to stakeholders concerned.
8t bullet point: National Disaster
Response Force is a specialised force
with state of the art equipment

and training to respond to various
disasters.

9t pullet point: National Institute of
Disaster Management is responsible
for training, capacity building,
research and documentation

on different aspects of Disaster
Management.

Department of Revenue and/or Disaster
Management/Department of Health

State Disaster Management Authority
State Executive Committee

State Institute of Disaster Management/AT]
State Disaster Response Force

State Institute of Health and Family Welfare
State/Regional NGOs/UN Agencies

5% bullet point: SDRF: Are being
established at the state level (Sikkim,
Bihar and Andhra Pradesh).

6" bullet point: SIHFW: Nodal Training
institution at state level for health.

7% bullet point: NGOs: Refers to state
level NGOs working in the area DM/
health.



1t bullet point: DDMA (as an
authority looks into the prevention,
mitigation, preparedness as well

as relief and response matters)
works under the chairmanship of
the District Collector and has a
committee established at a district
level (DDMC).

The actual implementation of relief
operations is under the mandate of
Revenue and Disaster Management
Department.

Immediate rescue and relief is
naturally the responsibility of the
local and district administration,
which is closest to the affected
population. Same holds true for
rehabilitation. District Collector
exercises coordination and
supervision over all the departments
in the district.

DDMC acts as the district planning,
coordinating and implementing body
for disaster management.

2" bullet point: NGOs serve as

a human resource of organised,
trained and active volunteers, and
have a very extensive reach. They
can be instrumental in community
mobilisation and awareness
generation/capacity building in the
pre-disaster phase, even in areas not
accessible to local governments, and
also during the post-disaster phase
of relief and rehabilitation to ensure
the provision of relief material to the
victims. (Not all NGO functionaries)

Ask participants to mention the
funding resources available for DM
interventions. Discuss and show
slide.

These are aimed at the post-
disaster activities of relief and
rehabilitation, and do not cover
either pre-disaster prevention,
mitigation and preparedness, nor
long-term reconstruction works,
which have to be funded separately
from the budgets of the concerned
departments of the State or Union
Government.

District Disaster Management
Committee (DDMC)

NGOs
Civil Defense & Home Guards
NCC, Scouts, NSS, NYK

Other Line Departments/Community
Members

are volunteers, there is a difference
between NGOs and VOs).

31 pullet point: The Civil Defence
and Home Guards play a role in
search and rescue operations and
relief services, minimising damage to
the property and other supporting
activities. Since the corps is derived
from the local community, their
participation makes community
participation an important
ingredient of disaster management
at the district level.

4* bullet point: Community
participation is also ensured through
volunteers of NCC, Scouts, NSS, NYK
etc.

5t bullet point: Community is the
first responder in any disaster
situation.

National Disaster Response Fund created
at the national level for effective relief

and response to disaster situation State
Disaster Response Fund created at the
state level for effective relief and response
to disaster situation

SRH/MISP in Disasters: Overview
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e Inform participants about new
funding initiatives for DM.

Disaster Management Act, 2005
provides for setting up of a National
Disaster Mitigation Fund, which will
ensure quality of infrastructure, capacity
building and a culture of prevention

and safety thereby addressing the pre-
disaster aspect of Disaster Management.

e Show slide to inform participants on
Emergency Operation Centres.

e Show slide to explain the role and
functions of NIDM which is the apex
training institution under the DM
Act.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

National Disaster Mitigation Fund
for projects exclusively for the
purpose of mitigation of disasters

State-of-the-art Emergency Operation
Centres established in Ministry of Home
Affairs for data, video and audio up-linking
with all State, District and remote areas

EOCs set up in all State, Union Territory
and District headquarters

India Disaster Resource Network (IDRN)
web-enabled, centralised inventory of
resources established - www.idrn.gov.in

Over 80,000 records from 565 districts
across country is uploaded

Core mandate of the NIDM under the Act:

Provide assistance in national level policy
formulation on disaster management
Formulate and implement comprehensive
human resource development plan on disaster
management

Develop training modules and undertake
research and documentation work on disaster
management

Mainstream disaster management in education
Network with research and training institutions
at national and international level



SRH/MISP in Disasters: Overview

e Discuss with participants the
structure and location of NDRFs
in India. You may also brief the
participants on the establishment of
SDRFs.

e Ask participants if they are familiar
with the Government’s initiative in
DM which may have linkages to SRH/
MISP interventions. Discuss and
show slide.

e Explain that there are several SRH
partnerships that SRH Coordinators
can tap into. e.g. United Nations
Disaster Management Team
(UNDMT), National AIDS Control
Organisation (NACO), Inter Agency
Groups (IAGs) working under the
auspices of SPHERE at district/state
national level.

State the mechanisms on ground which
facilitates inter-agency communication
and coordination concerning health
matters at the national, state and district
levels.

11 battalions of National Disaster Response Force

raised,

+ Two each from CRPF, CISF, BSF & ITBP raised
and equipped.

+ 2 Bns are being raised

Each battalion to consist of 18 Specialist

Response Teams besides other support staff

Each SRT to have 45 persons comprising:

+ 4 Search & Rescue Teams

+ 1 Medical Support Team

+ 1 Technical Support Team and

+ 1 Dog Squad

Each battalion to have one Diving and one Water
Rescue Team

Four of these battalions to specialise on Nuclear
Biological and Chemical (NBC) disasters

DM in Medical education (curriculum in
emergency health management and nursing
courses finalised in consultation with IMC)

CBDRM

Cyclone Risk mitigation
ERM

DM in school education

Incident Command System

Ministry of Health & Family Welfare, Ministry of
Women and Child Development

National Aids Control Organisation (NACO),
Police, Social Justice and Empowerment

Inter Agency Groups (IAGs) under SPHERE
Other possible collaboration during disasters
Community based Organisations hygiene kits

Government stockpiling/pre-positioning,
distribution

United Nations Disaster Management Team
(UNDMT)
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e This slide summarises the sequence
of events and where MISP and
comprehensive SRH can be included
in the operational mechanisms.
Explain that other resource
mobilisation tools can comprise of
strategy documents and action plans
of the involved agencies.

e Emphasise that MISP does not
require a needs assessment.

e Rapid RH assessment: stress that
SRH Coordinators only need to know
an estimate of the following:

+ Total target population,

¢ Number of health facilities and
their location,

+ Number and types of health care
staff.

e Wrap up the session with the key
messages and allow questions and
answers as time permits.

Suggested Further Reading

e National DM Act 2005
e National Policy on DM 2009

Total target population
Health facilities and location
Number and types of health care personnel

Rapid RH assessment

Mobilisation of teams and lead
agencies for RH, SGBV & HIV

Include MISP in funding mechanism
Funding received
Implementation of MISP
Include Comprehensive RH

Coordination is essential for effective MISP
planning/implementation

RH Coordinators should utilise the existing
institutional frameworks and participate in
coordination mechanisms for disaster and/
or contingency planning at all levels

SRH: within the Health Department

SGBV: within the Department of Women
and Child

HIV, Gender, Adolescents and Data: Cross
Cutting issues

(i) Inter-Agency Field Manual on Reproductive Health in Humanitarian Settings: 2010 Revision for Field
Review: http://www.who.int/reproductivehealth/publications/emergencies/field_manual/en

(ii) Minimum Initial Service Package (MISP) for Reproductive Health in Crisis Situations : Distance Learning
Manual: http://misp.rhrc.org/index.php?option=com_content&view=article&id=3&Itemid=112

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters



Sexual and Gender-Based Violence (SGBV)

By the end of the Session, the trainees would be able to:

1. Define gender, distinguish it from sex and describe the gender base of socialisation process
2. Explain concepts and types of SGBV
3. Get sensitised to the magnitude of risk of the problem of SGBV in disaster situation
4. Discuss its causes, contributing factors and consequences of SGBV
5. Identify obstacles that women face in accessing support services
6. Identify the roles and responsibilities of service providers in supporting survivors of SGBV
7. Discuss the responses required to tackle SGBV in disaster situation in an Action Plan to integrate MISP
in preparedness plan
Time Session
1400 - 1450 Introduction to Gender and SGBV
Sexual Violence: Barriers to Care and Support and Guiding Principles
1450 — 1550 Medical Services for Rape Survivors
1550 - 1600 Tea Break
1600 - 1700 Group Work:
1. Referral Mechanism for Rape Survivors
2. Inter-Agency Coordination for SGBV
1700 -1730 Action Plan Review and Discussions
Notes:
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Overview

50 minutes

Learning outcomes

Preparation

Materials

Methodology

Explain the learning outcomes.

Read the learning outcomes of the
session: stressing that you will not

This session introduces the basic concept of Gender, Sex, Gender Violence issues
with an informal interaction with the participants and includes the following key
headings:

Understand sex and gender issues;Define SGBV; Identify different forms of
violence across the life span of a woman; SGBV and human rights; Indian
legislation/laws and SGBV; Prevalence of SGBV: Indian data; Root cause analysis:
Problem tree

By the end of the session, participants would be able to:

® Explain the concepts of Sex, Gender, SGBV and India specific data on SGBV.

e Identify the human rights, legal frameworks and root causes underlying SGBV
and guiding principles when working with rape survivors

Ensure that Action Plans are copied along with suggested preparedness activities,
and poster on SGBV in Humanitarian Situation as available.

® Audio visual material: computer with projector
e Markers and flip charts or white boards

Interactive session, Group discussion (Problem tree)

In this session the participants would be able to:

1. Define Gender, and sexual violence

address detailed clinical issues which

will be addressed in the next session.

2. Describe different forms of gender violence and its

o ) consequences

However, practical information relevant

for SRH coordinators will be highlighted. 3. Explain the link between SGBV and violation of human
rights

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

4. Outline root causes, risk factors and consequences of
SGBV

5. Highlight that prevention and response to SGBV requires
coordinated, multi-sectoral action

6. List down and ensure respect for the Guiding Principles



Sexual and Gender-Based Violence (SGBV)

Participants’ understanding of the
concept of gender is essential for the
module. The following is one quick
exercise at the end of which one can
verify and reinforce participants’
knowledge of the difference between

sex and gender. .
1. Start the session by an interactive Introduction to Gender and

opening. Ask a question to know SGBYV Issues
the participants views on difference

between Sex and Gender.

2. Proceed to group work to
understand this difference.

3. Divide the participants into four
groups. Instruct them that this is a
group work. The groups are given
topics to work on: a) | want to be
a man, b) | want to be a woman, c)
| don’t want to be a man and d) |
don’t want to be a woman. In the
meanwhile when the groups are
busy in group work, draw four boxes
on the white board/flip chart and
write the heading of each group
work on each box.

4. Asthe groups share their work, jot
down the answers in the respective
boxes.

5. Request participants to identify
points which are specific to a
particular Sex. Discuss the remaining
points as Gender and link it to sexual
and gender violence.

Note: SGBV, including sexual violence, is perpetrated primarily by males against women and girls. Men
and boys are also vulnerable to sexual violence, particularly when they are subjected to torture and/or
detention. Nevertheless, the majority of survivors of sexual violence are females. Therefore, for the sake
of simplification, the Manual will often refer to survivors as females.

It is difficult to be 100% gender-sensitive: we are almost all influenced by gender in our ideas and actions.
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Emphasise on common
terminologies and definitions
provided by IASC guidelines.

1t bullet point: Explain that different
acronyms are used by different
organisations. It does not matter
which acronym you use, we are all
talking about the same thing.

2" bullet point: Explain that there is
no consensus on definitions.

3 and 4% bullet points: These are
examples of working definition for
SGBV programming in disaster/
emergencies. Invite participants to
read the definitions for themselves
and ask: “What are the key terms
and concepts in both definitions?’
(person’s will, difference between
males and females, different forms
of violence, etc.).

Invite participants to read for
themselves the definition of
Sexual Violence from the IASC GBV
Guidelines.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

Sex is biological i.e. innate physical characteristics
that we are born with

Gender is social i.e. characteristics that are learned
gradually and can change over time

Gender refers to widely shared ideas and expectations
(norms) concerning women and men; on how men and
women should behave differently in the same situations;
the different roles, social status, economic and political
power of women and men in the society

No common terminology among Humanitarian agencies:
SGBYV, GBV, VAW

No consensus on definitions

IASC definition for GBV/SGBV: ‘An umbrella term for any
harmful act that is perpetrated against a person’s will, and
that is based on socially ascribed differences between
males and females’

There are also different types or forms of violence; (1)
sexual: (2) physical; (3) harmful tradition practices (4)
socio-economic; and (5) emotional and psychological

UNHCR definition

... gender-based violence that is directed against a person
on the basis of gender or sex, it includes acts that inflict
physical, mental or sexual harm or suffering, threats of
such act, coercion and other deprivation of liberty...

Includes at least: rape/attempted rape, sexual abuse and
sexual exploitation

Is “ any sexual act, attempt to obtain a sexual act,
unwanted sexual comments or advances or acts to traffic
a person’s sexuality, using coercion, threats of harm or
physical force, by any person regardless of relationship to
the victim, in any setting, including but not limited to home
and work.”

Takes many forms, including rape, sexual slavery and/or
trafficking, forced pregnancy, sexual harassment, sexual
exploitation and/or abuse, and forced abortion



Sexual and Gender-Based Violence (SGBV)

Violence: The World Health Organization
(WHO) defines violence as “The
intentional use of physical force or
power, threatened or actual against
oneself, another person, or against a
group or community that either results
in or has a high likelihood of resulting in
injury, death, psychological harm, mal-
development or deprivation” (World
Health Organization, Geneva 2002).

Violence against Women: The Beijing
Platform for Action (PFA) defines violence
against women as “any gender-based
violence that results in, or is likely to
result in, physical, sexual or psychological
harm or suffering to women, including
threats of such acts, coercion or arbitrary
deprivation of liberty, whether occurring
in public or private life”.

Gender-based Violence (GBV) is an
umbrella term for any harmful act that
is perpetrated against a person’s will,
and that is based on socially ascribed
(gender) differences between males
and females. Acts of GBV violate a
number of universal human rights
protected by international instruments
and conventions. Many — but not all —
forms of GBV are illegal and criminal acts
in national laws and policies.

Sexual Violence: “Any sexual act,
attempt to obtain a sexual act, unwanted
sexual comments or advances, or acts to
traffic, or otherwise directed, against a
person’s sexuality using coercion, by any
person regardless of their relationship to
the victim, in any setting, including but
not limited to home and work”.

(WHO, 2002).

Survivor/Victim: A person who has

experienced gender-based violence is a
survivor/victim. The terms “victim” and
“survivor” can be used interchangeably.

Violence refers to acts of aggression or intimidation,

the use of force or threat which has physical, mental

and social consequences for the victim. When a woman
experiences violence on the basis of her gender or
gender + caste, gender + religion (e.g. dowry death, rape
of dalit women, rape of women from opposite religions
during communal riots, sati, domestic violence, etc)

Sexual Violence: 1) lateral-in form of harassment,
molestation, and rape - when it is directed towards
women from same apparently same class, (e.g. rape

in marriage/sexual violence by intimate partner, wife
beating, wife swapping, etc) 2) vertical when violence is
directed towards women from lower caste/class

“Victim” is a term often used in the
legal and medical sectors. “Survivor”

is the term generally preferred in the
psychological and social support sectors
because it implies resiliency.

Rape/Attempted Rape is an act of non-
consensual sexual intercourse. This can
include the invasion of any part of the
body with a sexual organ and/or the
invasion of the genital or anal opening
with any object or body part. Rape and
attempted rape involve the use of force,
threat of force, and/or coercion. Any
penetration is considered rape. Efforts
to rape someone which do not result in
penetration are considered attempted
rape.

Sexual Abuse is the actual or threatened
physical intrusion of a sexual nature,
whether by force or under unequal or
coercive conditions.

Sexual Exploitation is any actual or
attempted abuse of a position of
vulnerability, differential power, or trust,
for sexual purposes, including, but not
limited to, profiting monetarily, socially,
or politically from the sexual exploitation
of another.

49



7 e Explain different forms/types of
SGBV and the different forms of
violence in the life span of a female Experience of Women
which can be divided into six phases:
before birth till death/old age.

Forms of Violence: Life Span

Shifting & changing nature and type of

gender violence

Pre Birth Sex-selective abortion (female foeticides),
battered during pregnancy, Coerced
pregnancy

Infancy Infanticide, emotional & physical abuse,

differential access to basic rights (food,
medical care, etc)

Childhood Child marriage, sexual abuse by family
members &known people + strangers,
differential access to basic rights
(education)

Forms of Violence: Life Span
Experience of Women

The Shifting & changing nature and type of
gender violence

Adolescence Violence during courtship, economically coerced

early youth sex (e.g. for school fees, food), sexual harassments
and abuse more with adolescents with disability),
trafficking, honour killing, acid throwing

Reproductive  Sexual violence (even can lead to death) in

age intimate partnership (within or outside marriage),
forced pregnancies, sexual harassment at
workplace, abuse of widows including forced
marriage or sex by family members), rape, forced
sex worker, property grabbing, dowry death,
sati pratha, domestic violence, polyandry, public
stripping & parading, rape by upper caste people,
mob violence against women visiting late night
parties/pubs

Elderly Abuse of widows, physical and psychological
violence by immediate family member. Property
grabbing, differential access to basic right (food,
medical care, staying with family), with hunting

7
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e Correlate India’s as well as
International perception of SGBV
and how it ensures equal rights to
each citizen. Explaining SGBV from a
human rights perspective sensitises
the participant in a better and
positive way.

e 1%t 2" and 3 bullet points: Explain
that we are all born with human
rights wherever and whoever we
are. No one gives us human rights
nor can they be taken away. We
cannot enjoy some rights while
being denied of others. A denial
of one right, leads to many other
rights being denied. Emphasise that
all acts of SGBV are violations of
fundamental human rights.

SGBV and Human Rights

e Ask participants: ‘What human rights

are violated when SGBV occurs?’

e Briefly facilitate feedback, click and
show the answer (do not read all of
them).

Highlight that SGBV violates many
human rights principles and the law
provisions are to protect the human
rights by preventing it through punitive
measures.

Sexual and Gender-Based Violence (SGBV)

“All human beings are born free and equal in
dignity and rights” (Universal Declaration of
Human Rights)

Human rights are universal, inalienable,
indivisible, interconnected and interdependent

As per constitution of India, everyone is entitled
to all the rights and freedoms, without distinction
of any kind, such as race, gender, religion,
political opinion, etc.

Prevention of and response to gender based
violence is directly linked to the protection of
human rights

SGBYV violates a number of human rights principles:

Life, liberty and security of the person

Freedom from torture or cruel, inhuman, or degrading
treatment or punishment

Freedom of movement, opinion, expression and
association

Enter into marriage with free and full consent and the
entitlement to equal rights to marriage, during marriage
and its dissolution

Equality, including to equal protection under the law,
even during war

Human dignity and physical integrity
Be free from all forms of discrimination
Equality in the family

The highest attainable standard of physical and
mental health

51



52

Indian scenario of SGBV: Reported
data of Government of India, 2011
is the official proof of the number of
incidences and rate of prevalence of
such incidents.

Ask participants if such forms of
violence occur in their states and

if yes what is their view on the
prevalence. (Government data is
proof of such incidences and shows
their rate of prevalence. After this,
show the CRB crime maps and ask
participants to read the slide for
themselves).

This slide explains the constitutional
rights and laws on SGBV in India.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

Vi.

Vii.

First time included questions on sexual violence

*

Ever married women

¢ All women (regardless of marital status)

Women aged 15-49 8.5%

¢ Currently married 10.1%

¢ Women age 15-19 5%

¢ Before age 15 12%

¢ Divorced/separated/widow 25% (2.5 times higher
than currently married
women)

¢ Rural 10%

¢ Urban 6%

(Sample size 83,703 women)

Source: NFHS3

Rape (Sec. 376 IPC) i
Kidnapping & Abduction

for specified purposes ii.
(Sec. 363 — 373 IPC)
Homicide for Dowry, iii.
Dowry Deaths or their
attempts (Sec. 302/304-

B IPC) iv.
Torture — both mental

and physical (Sec. 498-

A IPC)

Molestation (Sec. 354

Immoral Traffic
(Prevention) Act, 1956
Dowry Prohibition Act,
1961

Indecent Representation
of Women (Prohibition)
Act, 1986

Sati Prevention Act, 1987

IPC)

Sexual Harassment (Eve
Teasing) (Sec. 509 IPC)
Importation of girls (upto
21 years of age) (Sec.
366-B IPC)



12 °

13

Mention that SGBV happens in all
societies and cultures and is often
exacerbated in disasters.

The participants should be encouraged
to discuss any issue that is relevant to
this topic.

1. InIndia, almost 20 -70% of the
women interviewed were talking
about their abuse for the first time
(Multi-country research-WHO).

2. Majority of the women consider
violence by men/wife beating
as normal. So they do not come
forward to report such incidences.

Percentage

Incidence & Rate of Crime Against Women Percentage Change from 2001

Sexual and Gender-Based Violence (SGBV)

Figures at a Glance-2011

Crime Heads

4 Rape 24206 1.0 2.0 93.8 264
B) Crime Against Women (IPC+SLL)
1 Kidnapping & 35565 1.5 29 73.0 281
Abduction of
Women & Girls
Molestation 42968 1.8 3.6 96.5 277

Sexual Harassment 8570 0.4 0.7 96.4 45.8

4 Cruelty by Husband 99135 4.3 8.2 944 20.2
and Relatives

5 Importation of Girls 80 0.0 0.0 82.4 7.8
Total Crime Against 228650 9.8 189 92.0 26.9
Women (IPC+SLL)

Source: NCRB, 2011
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3. According to the Indian Penal Code
(IPC), violence against women has
increased [rape by 69%; molestation
by 24% and sexual harassment by
86% during the period 1995-99].

4. The Supreme Court has approved
the doctors to examine the case
at the earliest even before the
police are involved to avoid delay
of examination of the survivor
so that the evidence is not lost
(Satyasundaram 2002).

5.1

0.0 |
-10.0 - 7.3
-0.5 2.2
2001 2 2004
2.8 -6.

—@— Incidence
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T T T T T 1
2006 2007 2008 2009 2010 2011
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—l— Rate
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e Hereis some data on the incidence
and rate of human trafficking.

INCIDENCE RATE
2010 : 3,422 2010:0.3
2011 : 3,517 2011:0.3

2.8% increase in human trafficking incidence
was observed in 3,517 cases in 2011 as
compared to 3,422 in 2010

Percentage distribution of Immoral Trafficking
(69.2%), Procurement of Minor Girls (24.5%),
Selling of Girls for Prostitution (3.2%) and
Importation of Girls (2.3%) and Buying of Girls
for Prostitution (0.8%) were observed

122.2% of increase of cases of ‘Importation of
Girls’ was reported during 2011 over 2010

e Not to forget that for every case
reported against children there are a
hundred, which are not reported.

INCIDENCE RATE
2010 : 26,694 2010:2.3
2011 : 33,098 2011 :27

An increase of 24.0% was reported in incidence
of crime against children in 2011 over 2010

® Accentuate or reiterate the fact that
SGBV is a human right issue.

e Show slide and explain the rate and
incidence for the year 2010.

(All India 2325575)
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18 e This slide is a distribution of IPC
crimes in 2011.

19 °

State-wise IPC Crime Rate during 2011

Crime Rate

All India Average 192.2

Slide will show the incidence and

rate of crime against women in
2010-11.

Crime against Women

INCIDENCE RATE
2010: 2,13,585 2010:18.0
2011 : 2,28,650 2011 :18.9

@ West Bengal reported 12.7% of total such
cases in the country (29,133 out of 2,28,650).
Tripura reported the highest crime rare (37.0) as
compared to the National average rate of 18.9

@ The proportion of IPC crimes committed against
women towards total IPC crimes has increased
during last 5 years from 8.8% in the year 2007
to 9.4% during the year 2011

17

Percentage Distribution of IPC

Crimes during 2011

Burglary 4.0%

Causing
Death By
Negligence
4.7%

Riots 2.9%
Cruelty by

Husband and
Relatives 4.3%

Cheating
3.8%

Molestation 1.8%

Murder 1.5%
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Ask the participants to read the figure for their respective state and have a brief dialogue on it.
Highlight that the data refers to the reported cases only.

600—
500 —|
400—
300—

200—|
—

515.6

100—

0—

Nagaland

Lakshadweep

Uttarakhand

Daman & Diu

Meghalaya

Uttar Pradesh

Sikkim

D & Haveli

Jharkhand

Manipur

Punjab

Bihar

Orissa

West Bengal

States & UTs

Tripura
Mizoram
Maharashtra
J&K

Gujarat
Himachal Pradesh
A &N Island
Assam
Chhattisgarh
Andhra Pradesh
Karnataka

Goa

Haryana
Rajasthan

Tamil Nadu
Madhya Pradesh
Delhi
Chandigarh
Puduchery
Kerala

Arunachal Pradesh
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Causes, Risk factors and
Consequences of SGBV.

Do not show the next slide. Move the flip
chart with the tree drawing in front of
the participants.

a. Explain that this is the SGBV tree.

It has roots, a trunk and branches.
The branches represent examples

of SGBV, the trunk represents
contributing factors, while the roots
signify the underlying or root causes.

b. Askthe group to give some examples
of SGBV. Stop the discussion when
you have five to eight examples.
Write the appropriate examples
in the branches of the tree. Some
examples might be: rape, domestic
violence, sexual exploitation, etc.

c. Write the following types of violence
on the tree trunk and point out
where the examples given before
fall: Sexual/Physical/Emotional-
Mental-Social/Economic/Harmful
Traditional Practices.

d. Explain that in order to design
effective SGBV programming, we must
understand the contributing factors
and underlying causes of SGBV.

e. Ask participants for examples of
causes and contributing factors.
Write them in the appropriate areas
of the tree. Continue until you have
elicited the majority of items listed
in the slide below.

GBV Tree

&
OF GBV 5
|_
Q
s
Y]
of GBV Z
o)
CONTRIBUTIN 2
FACTORS Poverty SEXUAL <— Alcohol/drug .n_‘
—> ¢ PHYSICAL Abuse g
Lack of —> EMOTIONAL/ Lk i reiliee O

education MENTAL S ) p

= ECONOMIC protection

Conflict HTP ROOT
CAUSES
DISRESPECT ABUSE OF GENDER

FORHR POWER INEQUALITY

Contributing factors

Physical: Domestic violence, assault and
other physical violence.

Emotional: Verbal, emotional abuse,
humiliation, discrimination, denial of
opportunities, spouse confinement.

Economic: Can be a component of any of
the above.

Harmful Traditional Practices (HTP):
Early/forced marriage, honour killings,
dowry abuse, widow ceremonies,
punishment to women for crimes against
culture, denial for education, food for
girls due to gender role expectations.

Key Discussion Points (for the facilitator to consider)

e The root causes of all forms of SGBV lie in the society’s attitudes towards women and practices
of gender discrimination - the roles, responsibilities, limitations, privileges, and opportunities
accorded to an individual on the basis of their gender. Addressing the root causes through
prevention activities requires sustained, long term action with change occurring slowly over a

long period of time.

e Contributing factors are factors that perpetuate SGBV or increase risk of SGBV, and influence the
type and extent of SGBV in any setting. Contributing factors do not cause SGBV although they
are associated with some acts of SGBV. Some examples: alcohol/drug abuse is a contributing
factor—but all alcoholics/drug addicts do not beat their wives or rape women.

e Disasters, wars, displacement, migration and the presence of armed combatants are all
contributing factors, but all soldiers do not rape civilian women.

e Poverty is a contributing factor, but not all poor women and girls will be sexually exploited or will

resort to sex work.

e Many contributing factors can be eliminated or significantly reduced through prevention activities.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters



Sexual and Gender-Based Violence (SGBV)

Some Myths and Realities about GBV

Myths Realities

SGBV happens only to poor and marginalised women | SGBV happens among people of all socio-economic, educational
and racial profiles

SGBV is not common in industrialised countries Even in developed countries such as the US, one in three women
report being physically, sexually abused by their partner

Men cannot control themselves. Violence is simply a = Male violence is not genetically based, it is perpetuated by a
part of their nature model of masculinity that permits and even encourages men to
be aggressive

Victims of gender based violence provoke the abuse | Blaming the victim is precisely the kind of attitude that has the

through their inappropriate behaviour potential to cause harm to a survivor of violence
Most women are abused by strangers. Women are Studies consistently show that most women who experience
safe when they are home GBV are abused by people they know; often the perpetrators are

those they trust and love

Gender-based violence is justified by social and cultural norms as well as attitudes and beliefs by both
men and women across many societies. Such common attitudes include:

1. Notion that men have the right to control wives’ behaviour and to ‘discipline’ them:
“If it is a great mistake, then the husband is justified in beating his wife. Why not? A cow will not be
obedient without beatings.” (a husband in India)

2. Notion that there are ‘just’ causes for violence:
“If I have done something wrong..., nobody should defend me. But if | haven’t done something wrong,
I have a right to be defended.” (a woman in Mexico)

3. Blaming the victim for the violence received:
Saying that girls and women who are raped “asked for it” because of the way they were dressed.

Source: WHO TEACH-VIP, 2005

e Explain that you will now briefly
discuss inter-agency coordination
for the prevention of and response
to SV.

Preventing and Responding
to Sexual Violence
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e Explain that Sexual Violence (SV)
is highlighted because, although
SGBV in all its forms is an issue
in disasters, agencies agree that
preventing and responding to SV SV is immediately life threatening
is the minimum intervention that
needs to be in place in the early
phase of disasters because of the
immediate life-threatening impact

SV has serious negative consequences at all
levels

Effective response to SV can prevent further

of SGBV. For the rest of the sessions violence
we will therefore focus on SV (other
SGBV interventions must follow as Prevention and response to SV is a minimum

the situation stabilises). standard in humanitarian (SPHERE & MISP)

e According to WHO report, GVB
accounts for more deaths and
disability than cancer, malaria, traffic
injuries or war put together among
women aged 15-44 years.

e Explain that you will now briefly
discuss inter-agency coordination for
the prevention of and response to
sexual violence.

] . Contents
Explain the contents of the slide. N " . .
. L Best "sectoral" practices presented in a framework
® Invite participants to open the to facilitate coordination and information sharing
matrix poster from their IASC GBV Document and resources on CD
guidelines. Explain the structure of Purpose
the guidelines. To enable the delivery of the minimum required
multi-sectoral response to SV in emergency
situations

Target audience

Authorities, personnel and organisations working
in emergency settings

Key discussion points explaining the structure of the IASC Guidelines:

e The document is built around the Matrix. The rows in the matrix represent 10 sectors or over-
arching functions and the columns represent the three response phases recognised in the
humanitarian response.

e The division of the sectors is based on the chapters in the Sphere standards, which are widely
recognised as the minimum standards of humanitarian response in emergencies.

e The three response phases are the preparedness, the minimum prevention and response, and
comprehensive response.

e The numbers in the middle column outline an essential activity to prevent or respond to SV.
These activities must be in place at the same time. As the situation evolves more comprehensive
activities can be added depending on the setting.

e Each of the bullet points in the minimum response phase corresponds to a chapter in the
guidelines. These chapters are called “Action Sheets”.

e Implementation details are available in resource documents referenced throughout the
guidelines and included in the CD-ROM in the back of the guidelines.

e The Matrix is a very useful tool for inter-sectoral coordination.

Minimum Initial Service Package for

58 Sexual and Reproductive Health in Disasters



Sexual and Gender-Based Violence (SGBV)

Explain that you will now talk about
prevention of SV. Stress that in order

to do effective programming to prevent To prevent sexual violence you need to know
SV, it is important to understand the root causes and risk factors that put people at
contributing factors in each of the risk in every sector
sectors (point to the GVB Tree). Food

Protection
Preventive activities: Education
1. Careful site planning of displacement Water Sanitation

Camp management
Community groups
Health

Community Services
Police/Security

camps, in consultation with persons
of concern, especially women.

2. Ensuring that female staff members
are included in registration, security,
food distribution, other sections, etc.

3. Setting up latrines, hygiene and
water points to be accessible and
safe and they should have proper
lighting.

4. Ensuring that house-hold fuel
collection methods are safe.

5. Ensuring that displaced women have
individual registration cards, food
ration cards etc.

6. ldentifying persons/groups
with special needs who could
be at a higher risk for sexual
violence such as female headed
households, unaccompanied and
separated children, women at
risk, single women, persons living
with disabilities, elderly etc. and
determining their special protection
and assistance needs.

7. Ensuring impartiality in access to
services.

e 2" bullet point: Ask participants to
name some consequences of SV for
each of the areas. For example: To develop an appropriate response to sexual

¢ Health: STI, unwanted violence you need to understand the possible
pregnancies. consequences of sexual violence

¢ .Psych-o-soualz Depression, social Programming to address consequences can

isolation. be grouped into four main areas:

+ Safety/security: Repeated rapes.

*
Legal/justice: Impunity. Health

¢ Psycho-social
+ Safety/security

¢ Legalljustice
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e Stress that in responding to the
needs of rape survivors in all four
areas, the guiding principles must be
applied. Ask participants “What are

the guiding principles”. Safety
e Wait until participants mention the
four principles and show the slide. Confidentiality
Respect

Non-discrimination

Key Messages: Guiding Principles

Safety: Ensure the physical safety of the survivor

Confidentiality:

e The entire staff signs a code of conduct to respect confidentiality. This should be backed up by
reporting mechanisms and punitive measures in case of breach.

e Share information with others only if survivor gives consent, or in emergencies, to save lives.

e Wherever possible, maintain anonymity of survivor and others involved in the incident.

e Keep all written information locked and secure.

Respect: be guided by respect for the wishes, rights and the dignity of the survivor:
Conduct interviews in private settings.

Be a good listener; do not judge; be compassionate.

Be patient; do not press for more information if she/he is not ready.

Ask only relevant questions.

Avoid requiring her to repeat the story in multiple interviews.

Reassure her that it was not her fault.

Non-discrimination:

e Provide all women (married or unmarried), girls, men and boys with access to services.

e Ensure same-sex interviewers, including: interpreter, doctor, police officer, protection officer,
community service worker, others.

® Ask participants to whom the
services must be addressed. Discuss
and show slide.

Includes
Adolescents
Men
Sex Workers

Other marginalised groups
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Group Work

Conduct Group Work Station 1: Referral
Mechanism for Rape Survivor (refer to
page 77-81).

After the game ask participants to mention
a few barriers to care and support.

Do you think all rape survivors can access
medical care?

Discuss and show slide.

Barriers to accessing medical care after

rape:

1. Rape survivors are stigmatised and
blamed for the rape.

2. Health care providers consulted by rape
survivors should respect confidentiality.
Nobody should find out that the
survivor came to seek health care
services. Yet this is often not the case.

3. The rapist may threaten to harm the
rape survivor if she tells about the
rape to anyone.

4. Survivors may be reluctant to seek
health care services because they
feel the provider may also show no
respect and blame them.

In most humanitarian situations, the
rape survivor has to interact with a
vast number of services. This can be

e Explain that SOPs are an agreement
among agencies outlining the
roles and responsibilities when
responding to SV.

Accessibility

Gender based Stereotypes: Language and
Communication with the Victim and Family
Members (Wild Fire Spreads)

Accountability

Cumbersome Official Process and Procedures to
Address the Issues Adequately and Appropriately,
legal hassles: Double Victim Condition

Affordability

Hassel of travel from pillar to post, money and
time involved, bribes, uncertainty about future
relationships, cost of legal hassles

very daunting and confusing to the
survivor and may discourage her/him to
seek care. Remember the importance

of establishing inter-agency Standard
Operating Procedures (SOPs) for care

and referral of rape survivors. It is good
practice to appoint a trained care manager
(community or social worker) who can be
offered to the survivor to support her/him
and assist with the referral process.

Ask participants for solutions. This will
gradually move the discussion to the next
sub- topic of need for SOPs.

—

Coordination, guiding principles,
referral mechanisms

f

Health Psychosocial
Disaster affected
< (individuals, >
Legal/ DL G Security &
protection

justice ¢

UN agencies, government authorities,
NGOs, host/local societies

w

61



e 4% bullet point: The SOPs lists the
focal points in each of these sectors.

e Last bullet point: SOPs facilitate Definition of SGBYV, its categories and key
the response to SV at camp or concepts
community level, whereas the Guiding Principles
IASC GBV Guidelines are a tool Roles and Responsibilities in terms of prevention

and response

Health, legal/justice, community, women’s group
implementing and operational partners, police, the
government

Reporting and referral mechanism

Co-ordination, monitoring, and evaluation
mechanisms

SOPs put in place at camp/community level

for coordinating prevention and
response at the inter-agency level.

Discuss the advantages of having SOPs
in place in context of the web game and

show the slide. Enhance coordination between partners by

clarifying roles and responsibilities
You may ask participants to identify lead He 2

agency and partners to set up SOPs or Facilitate a common and agreed
protocols for identification, response understanding of what needs to be done
and referral of sexual violence survivors and how it should (common definitions,
for the necessary assistance (agreeing reporting, monitoring)

on definition of concepts, reporting

formats, referrals, etc.).

e Ensure that survivors of sexual violence
have access to health services.

e Coordinate mechanisms for
appropriate psycho-social support.

e Ensure 24/7 access to services,
private consultation spaces,
and conditions and reporting
mechanisms obliging staff to
maintain confidentiality.
Ensure physical safety of survivors.
Appoint staff trained on SV
prevention and response mechanisms.

Facilitate effective communication

Ensures timely and quality response to
survivors

e Wrap up the session with the key
messages and allow questions and

answers as time permits. . . L .
P Sexual Violence is a violation of human rights

Discrimination and gender inequality are root
causes of SGBV

A multi-sectoral and coordinated approach to
sexual violence is important to prevent and
respond to consequences of sexual violence

Guiding principles should be observed at all
times when responding to sexual violence

Minimum Initial Service Package for
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Overview This session offers an overview of the medical response to rape survivors. It
L highlights practical information relevant for SRH Coordinators

’ Learning outcomes | See below

Preparation ® Ensure that PowerPoint presentation handouts are photocopied
60 minutes ® Ensure that participants have the Clinical Management of Rape Survivors
(2004), and make sure you have studied it in advance
Materials Markers and flip charts or white boards
Methodology Interactive presentation

Read the learning outcomes of the
session, stressing that you will not
address detailed clinical issues

but highlight practical information
relevant for SRH Coordinators.

3 bullet point: Show the book
entitled ‘Clinical Management of
Rape Survivors’ (available in the CD
attached to the Manual).

Refer to the legal definition. World-

wide all definitions agree that rape is

an act of sexual intercourse without

consent.

4t bullet point: Ask audience to give

examples, which may include (IASC

Guidelines):

+ Rape of an adult female.

+ Rape of a minor (male or
female), including incest.

+ Gang rape, if there is more than
one assailant.

+ Marital rape, between husband
and wife.

+ Male rape, sometimes known as
sodomy (but women can also be
victims of sodomy).

By the end of this session, you should be able to:

Describe the essential components of the
clinical management of rape survivors

Implement an appropriate clinical care setting
for rape survivors

Know the key tools that support
implementation of clinical management of
rape survivors

An act of sexual intercourse without
the survivors consent

Any penetration is considered rape

“Attempted” rape is an effort to rape
someone which does not result in
penetration

(Give Examples)
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3 Click to show the Physical bubble,
and ask audience to give examples of
physical consequences of rape, such as:
from relatively minor injuries to severe
injuries, leading to permanent disabilities
or death, STlIs or HIV/AIDS, Pelvic
Inflammatory Diseases (PID), infertility,
chronic pain syndromes, unwanted
pregnancy, unsafe and complicated
abortion, pre-term labour and low birth
weight.

e Repeat with Psychological bubble:
Post-Traumatic Stress Disorder
(PTSD), depression, suicide, anxiety/
fear, feelings of inferiority, inability
to trust, or sexual dysfunction.

® Repeat the same process with Social
bubble: Increased health care costs
and increased legal and security
costs, losses in women’s income
potential, interrupted education
of adolescents, alcohol abuse,
rejection and isolation of survivors,
homicide, and delayed community
reconciliation and reconstruction.

e Stress that all three dimensions
are addressed to a certain extent
by the health sector response.
Therefore, the SRH Coordinator
needs to ensure that health sector
response is coordinated with other
sector responses, as discussed in the
previous session.

4 e Ask participants to mention the fatal
outcomes. Discuss and show slides.

Minimum Initial Service Package for
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Health Consequences of Rape

Fatal Outcomes

¢ Homicide

@ Suicide

@ Maternal mortality
@ Infant mortality

©  AIDS related mortality




Ask participants to mention the
psychological consequences. Discuss
and show slides.

Explain the slide

Click to show bullet point 1: The core
role of the health sector is to provide
clinical care for individual survivors
of SV, who present to the health care
setting. Other responsibilities of the
health sector are to collect forensic
evidence and referral of the survivor
for further care if needed.

Click to show bullet point 2:
Collaborating with other sectors

to prevent SV and to prevent
stigmatisation and discrimination of
survivors is also a role of the health
sector.

Group Work:

Divide participants into four groups

(by tables) and give one picture

per group (explain the pictures:

entrance sign, files, medicines, and

latrine). Ask the groups to take two

minutes to work on the following

guestion and have a reporter

share the group’s findings: ‘As SRH

Coordinators, you are evaluating a

post rape clinic. Give your comments

and recommendations’.

Facilitate feedback from participants

¢ Entrance sign: Does not ensure
confidentiality and safety,
limited opening hours.

¢  Files: Names should be coded
and files put in a locked cabinet.

+ Medicines: Should be better
organised with drugs in a separate
cabinet.

Mental lliness of survivors that requires
medical intervention

Post Traumatic Stress
Depression

Anxiety

Phobias/Panic disorders
Eating disorder

Sexual Dysfunction

Low self esteem
Substance abuse

Respond to sexual violence:
+ Provide clinical care
¢ Collect forensic evidence

+ Refer for further crisis
intervention

Prevent sexual violence and
stigmatisation, in collaboration
with other sectors

| Ao v
*1Ef)\ Ui 'JKL._
‘ PesT [aPe CLznte

¢ Latrine: It is important to have
access to latrines but male
and female latrines should be
separate.

Sexual and Gender-Based Violence (SGBV)
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e Summarise the previous exercise.
Ask participants: ‘So, what do you
need to ensure when you set up a
post-rape clinic?’

e Briefly facilitate feedback, click to
show the answers and highlight
points that were not mentioned by
participants.

e 3" pullet point: Private room with all
equipment ready, so that the service
provider does not need to walk in
and out to look for things. The room
should also have easy access to
latrines and running water.

e Last bullet: Make sure that clothes
of different colours and patterns are
available for rape survivors who had
their clothes torn apart during the
incident (providing the same clothes
for rape survivors will increase the
risk of stigmatisation because rape
survivor will be identified by their
clothes).

The treatment will be directed at

the relief of pain and repair of tissue

damage. In the case of pregnant woman,

special attention must also be paid to the

foetus. The health care providers should

also counsel the members of the in-laws’

household and her own household. The

health provider should:

1. Tryto understand the severity of
physical damage and trauma.

e 1%t bullet point: Refer again to the
guiding principles. One way to
ensure confidentiality is to have all
staff (including support staff) sign a
code of conduct, which is backed up
by reporting mechanisms.

e 2" bullet point: Ideally the health care
provider is of the same sex as the
survivor and speaks her language. If
the provider is not of the same sex
as the survivor, ensure that there is
a trained chaperone. Also allow the
survivor to have one trusted support
person in the room with her. Avoid
having too many people in the room.
Police officers should not be in the
examination room.
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Provide 24/7 services

Ensure access for adolescents
Private consultation area
Secure, lockable file cabinet
Don't let the survivor wait
Ensure all equipment is ready

Explain everything, obtain consent
for everything!

Patient information leaflets
Provide new clothes when needed

Encourage patients to tell everything but without
coercion or any pressure.

Ensure confidentiality and privacy [Private
consultation areal.

Respect the views and perceptions-Explain
everything, obtain consent for everything.

Do not be judgmental.

Treat and manage the patients in an empathetic way.
Start treatment as soon as possible-Don‘t let the
survivor wait.

Treat according to severity of damage.

Assist to make a plan for the protection and safety of
the injured parties-secure, lockable file cabinet.

(Source: Training Module on the Management of Violence against Women,

Government of Bangladesh, and UNICEF, 2000)

Ensure confidentiality: all staff sign code of
conduct

Same sex/language trained staff, 1 support
person

Ensure trained staff are employed and have
correct information

Prepare and translate all protocols and forms

3" bullet point: Whereever possible,
make sure female health workers are
recruited to provide post-rape care.



Explain that the medical
management consists of three key
elements.

Explain that the next slides will focus
on the first two bullets points.

15t bullet point: The majority of
survivors do not tell anyone about
the rape. In coming to you and
telling you what has happened,

she is demonstrating her trust in
you. Do not betray this trust. The
first step to recovery is often your
reassurance that she did not deserve
to be raped, that the incident was
not her fault and that it was not
caused by her behaviour or manner
of dressing. This requires awareness
of the provider’s own feelings and
preconceptions.

2" bullet point: She may have
reported to the police or community
services already. Carefully read

any documentation that she brings
along and do not make her tell her
story again, unless it is absolutely
necessary.

Stress that the primary objective of
the examination is to determine the
medical care that needs to be given.
However, forensic evidence may also
be collected to help the survivor
pursue legal redress.

While reading out the points in the
left column Stress that evidence is
collected during the examination.
Click to show the reasons as to why
we collect evidence (left column). Ask
participants what kind of evidence
would be useful for issues mentioned
in each of the bullet points:

Sexual and Gender-Based Violence (SGBV)

Provide clinical care:

¢ History

¢+ Examination
¢ Treatment

¢ Counselling

Collect forensic evidence

Refer for further crisis intervention

History and examination

Compassionate and non-judgmental

Survivors own pace, no unnecessary repeating

Explain everything you are going to do

Do not do anything without consent

Follow History and Examination forms

Document everything thoroughly

Forensic evidence is
collected during the
clinical examination
To confirm recent sexual
contact
To show that force or
coercion was used
To possibly identify the
assailant
To corroborate the
survivor’s story

Types of evidence that can be
collected

Medical documentation

¢ Injuries

¢ Presence of sperm
(<72 hours)

¢ State of clothes

Clothes

Foreign materials

Foreign hairs?

DNA analysis?

Blood or urine for

toxicology testing?
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¢ To confirm recent sexual
contact: Sperm.

* Force or coercion: Wound,
bruises, trauma.

¢ To identify assailant: DNA (not a
possibility in most settings).

+ Story corroboration: Document
findings that support her report
of events.

Click to show the right column:

Medical documentation

(documenting findings during

examination) is often the only type

of evidence that can be collected

Last bullet point: The chain of

evidence is maintained by:

¢ Correct collection of evidence.

¢ Correct labelling (with
anonymous code).

+ Correct storage and transport
(to conserve samples).

Hand-over document with signatures

of the responsible persons to avoid

risk of manipulation.

1t bullet point: Stress that life
threatening complications should be
treated first.

Click to show the 2" bullet point: Ask
participants ‘What are the STls you
want to prevent?’

Click to show the answer: Stress the
usage of local treatment protocols.
Where possible, prescribe the
shortest oral treatment.

There is growing evidence that

one gram of Azithromycin will
prevent incubating syphilis as well
as chlamydia. However, be aware
that established syphilis cannot be
treated by Azithromycin.

Click to show the 3™ bullet point: Ask
participants ‘What is Post-Exposure
Prophylaxis (PEP)?’and then ‘What is
the timing for the administration of
PEP?’ (72 hours).

Click to show the answer: Write

72 hours on the flip chart to stress the

Minimum Initial Service Package for
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in emergency settings, and therefore is

very important.

Other types of evidence that can be

collected are:

+ Taking torn clothes (take it only
if you can provide replacement
clothing).

* Foreign material: Such as soil, leaves,
grass on clothes or body or in hair.

+ DNA, foreign hair and toxicology
testing is usually not available. SRH
Coordinators should be aware of the
limitations of the setting and inform
providers accordingly.

Findings should ALWAYS be documented

Other evidence is ONLY collected IF
+ Timing is appropriate (<72 hours?)
+ Local possibilities for analysing samples
+ Government policies are respected
¢ Consent is obtained

+ The chain of evidence can be maintained

Treat life threatening complications first
STI Prevention

¢ Syphilis, Chlamydia, gonorrhea (other
infections if common)

¢ Use local treatment protocols
+ Hepatitis B vaccination, if indicated
Prevent HIV transmission (PEP)

¢ [fincident <72 hours and risk of transmission
¢ Zid ovudine (AZT) + Lamuvidine (3CT) for

28 days

short time period during which rape
survivors can benefit from PEP. If rape
survivors come to the clinic after 72
hours, it is too late for PEP and referral
for Voluntary Counselling and Testing
(VCT) is needed 3-6 months after the
incident, if the survivor wants to know
her HIV status.
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15t bullet point: Emphasise that
testing is not a requirement before
giving PEP.

2" bullet point: Stress that the
sooner the first PEP dose, the more
beneficial it is.

3rd and 4% bullet points: Give seven
day supply, schedule a visit on day
six to assess the patient and to give
the rest of the supply (21 days). If
the follow-up visit on the sixth is not
feasible, service providers should
then dispense the full supply (28
days).

Last bullet point: When the person is
repeatedly assaulted, consider other
crisis interventions and offering
durable protection.

If the menstrual history is not clear,
rule out an existing pregnancy with
a pregnancy test (best option) or

a checklist if no pregnancy test is
available (checklist on page 12 of
the Clinical Management of Rape
Survivors).

1% bullet point: Ask ‘How many days
after the incident can you prevent
the pregnancy with Emergency
Contraception (EC) pills?’ (five
days: stress that it is no longer 72
hours as recommended in previous
guidelines).

Then ask ‘What other method can be
used?’ (Intrauterine Device (IUD).

Click to show the answer:

EC pills: facilitators must study
Annexure 11 of the Clinical
Management of Rape Survivors so
that they can give the appropriate
information. Levonorgestrel (the
preferred EC method) is included in
RH Kit 3 (rape treatment).

HIV testing is not a requirement for supplying
PEP if survivor presents< 72 hours of rape,
but: first dose the sooner the better

Provide one-week, then three-week supply
but: full supply if the survivor can not
return

Schedule return visit one day prior to last dose

For recurrent exposures requiring repeat PEP:
Crisis intervention, Offer protection

Prevent Pregnancy
¢ b5days
¢ Preferred: levonorgestrel 1.5 mg single dose

¢ Or: ethinylestradiol 10 mcg + levonorgestrel
0.5 mg,

¢+ Two doses 12 hours apart (Yuzpe)

Injury Care
¢ Clean and treat wounds
* Provide tetanus prophylaxis and vaccination

Refer for higher level care if needed
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Explain to participants that the
education of survivors on their
treatment plan needs to take into
account the listed bullet points.

2" and 3" bullet points: Stress that
VCT is recommended at baseline and
three months, and that condom use
is recommended until HIV status is
determined.

4* pullet point: If a pre-existing
pregnancy is diagnosed, then it

is not a result of the rape. The
survivor needs to be reassured and
referred for early antenatal care, as
potential pregnancy complications
due to the rape need to be
monitored (miscarriage, infections,
early labour, etc.).

5% bullet point: Counsel on the
available options: Keeping the
pregnancy, adoption, safe abortion if
legal, or abortion in another country,
etc. If she chooses to keep the
pregnancy, refer for early antenatal
care. Social support is also needed
as mothers with children born as a
result of rape maybe stigmatised by
the community. It is important to
give early support to the mother and
child and find solutions in case the
child is neglected.

2" bullet point: As a first step

to psychological support of the
survivor, the provider must be
compassionate, supportive, non-
judgmental and aware of his/her
own taboos and pre-conceptions.
Last bullet point: The provider needs
to refer all cases to community

or social services (but should not
force her to go). Facilitators must
study pages 26 and 27 of the Clinical
Management of Rape Survivors so
that they can give the appropriate
information.

Minimum Initial Service Package for
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Effectiveness of drugs, importance of adherence,
side effects

VCT recommended at baseline and 3 months

Use condoms until 3 months after rape (or until HIV
Status is determined)

Too late for EC, or pregnancy as result or rape?
Counsel survivor on all option
Follow up visit at 1 week, 6 week, 3 months

Return at any time if problems

Mental health care

Most survivors will with trauma within their own culture

and support systems
At the health care setting:

¢ Respectful, confidential, non-judgmental care

¢ Supportive listening, do not force taking at first visit

¢ Refer to trained community focal point for on going

¢ Psychological support



e Remind participants of the guiding
principle of Safety.

e 5" pullet point: Stress that the
survivor needs to give her/
his consent before sharing any
information on the case.

e 6" bullet point: Share information
only with actors providing assistance
to survivors.

e Medical care of a survivor includes
preparing a medical certificate or
a police form. It is a confidential
medical document that the service
provider can hand over to the
survivor.

e 3" bullet point: Stress that the
medical certificates often the only
material evidence available.

e Last message: Stress that the
survivor has the sole right to decide
whether and when to use the
medical certificate.

e The clinical management of children
has some issues that needs special
attention. Facilitators must
study Care for Child Survivors
(page 32 onward) of the Clinical
Management of Rape Survivors so
that they can give the appropriate
information.

e The child should be given the choice
in deciding who they want as a
support person in the room during
the examination.

Legal Issues

e Mention that it is obligatory to
report cases of child abuse. SRH
Coordinators need to be familiar
with applicable legislation and
should obtain a sample of the
national child abuse protocol as well
as information on police and court
proceedings.

e Consent: There may be specific laws
that determine as to who can give

Sexual and Gender-Based Violence (SGBV)

Mental health care
Make sure survivor has a safe place to go to (refer)
All files must be stored in secure locked cabinet
Use codes (not names) on documents that are shared

Reports or statistics made public should have all
potentially identifying information removed

Share only necessary and relevant information, only
if requested and agreed by the survivor

Only actors providing assistance

Consider safety of staff

Legal requirement

Confidential medical document

Often only material evidence available
Completed by health care provider

1 copy to survivor, | copy locked with file

Hand over with consent of survivor to
¢ legal services

¢ organisations with protection mandate

Legal issues
¢ Trained health care workers
¢ Find out state specific laws:
> Reporting
> Consent
Clinical Care
¢ Safe environment (beware of repeated abuse)
¢ Adapt interview; slow, no leading questions
¢ Never force examination
.

No digital vaginal, anal or speculum examination in
young children

*

Appropriate drug dosage and forms
¢ Emergency contraception even in Pre-pubertal girls!

consent for minors. Normally it is the
parent or legal guardian, unless he
or she is the suspected offender. In
that case, a representative from the
police, community support services
or the court may sign the form.
Health workers who have to deal
with a lot of child abuse should get
specific training.
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Facilitators must study Special
Considerations for Men (page 28)
of the Clinical Management of
Rape Survivors so that they can give
appropriate information.

Last bullet point: Explain that while
the physical effects differ, the
psychological trauma and emotional
after-effects for men are similar to
those experienced by women.

Explain that informing the
community is essential for an
adequate uptake of the services,
and should address the what, why,
where and when.

2" bullet point: Emphasise the 72
hours period.

3" bullet point: Stress that the
community needs to understand
that PEP is not a treatment of AIDS,
but helps prevent the transmission
of HIV.

Wrap up session with key messages
and allow questions and answers as
time permits.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

Male surivors are less likely than women to report
the incident, because of:

¢  Extreme embarrassment

¢  Shame

¢ Criminalisation of same sex-relationships

¢ Slownesss of institutions and health workers

to recognise the extent of the problem

Psychological trauma and after-effects similar to
women

Provide information to community leaders, women'’s groups,
adolescents, on prevention of sexual violence and where to
get care

Emphasise that to receive optimum care, survivors must
report < 72 hrs

Give correct information on available services (i.e PEP
prevents transmission of HIV; it is not treatment of AIDS)

Develop talking points to ensure all staff deliver the same
message

Use different media (radio, posters, leaflets) to disseminate
your message

Guiding principles in medical management of rape
survivors: safety, confidentiality, respect non discrimination
Provide 24/7, confidential services that include at least

¢ prevention of pregnancy (<5 days), STls, and HIV
transmission (<72 hours)

¢ detailed documentation

¢ referral for further crisis intervention
Ensure staff have treatment protocols, forms, and supplies

Coordinate confidential referral procedures between health,
psychosocial, police, and legal services
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25

26 °

27

Optional PEP Discussion: The
following slides may be useful for
a discussion on PEP, which can be
controversial in various settings.
Tackle these slides if participants
are interested and if time allows.
Otherwise, offer this discussion
to those who are interested
during the breaks or at the end
of the day.

Explain that this shows the HIV
transmission risk per consensual
sexual contact, and that survivors
who are vaginally raped (receptive
vaginal) or anally raped (receptive
anal) are at higher risk of infection.

Ask participants to discuss in pairs:
‘Why is the risk of HIV transmission
increased in the case of rape?’ and
invite reporting after 30 seconds.
Briefly facilitate feedback and click
to show answers.

PEP Discussion (optional)

25

PEP Discussion

Why PEP for Rape Survivors?

HIV transmission risk
[per consensual sexual contact]

Receptive vaginal <0.1% - 1%

Receptive anal 1-3 %
Insertive vaginal <01 %
Insertive anal 01-1%
Receptive oral ?
Needle stick 0.3 %

26

PEP Discussion

Why PEP for Rape Survivors?

Increased risk of HIV transmission
with rape

@ Multiple assailants
@ Perpetrator unknown
@ Genital trauma

@ Anal penetration

27
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e Ask participants: ‘Is the HIV test
result needed before starting PEP?’

e Then ask participants: ‘What
happens if you give PEP to someone
who is already HIV-positive?’

e Briefly facilitate feedback and click
to show answer and stress that
it is possible for the HIV-positive
individual to develop some drug
resistance but this will disappear
within six months. There will be no
change in the natural history of the
infection.

® Ask participants: ‘Can PEP increase
the risk of resistant virus in the
community?’

e Facilitate feedback and click to
show answer and explain that rape
survivors are usually HIV-negative.
By keeping survivors free from
HIV infection, PEP actually reduces
the transmission of HIV in the
community.

e Last message: Emphasise that VCT is
recommended prior to PEP but is not
a pre-requisite.

e Explain that there is no evidence for
the superiority of three drugs over
two. The two drug regime avoids
serious side effects, the need for
high-tech follow up and high costs.

® Providers should not give PEP
to perpetrators. In case the
suspected perpetrator is caught
and the survivor is known to be
HIV positive, it is not the role of the
service provider to take care of the
perpetrator. Above all, the provider
needs to respect the survivor’s
confidentiality and therefore cannot
disclose her status without her
consent. In addition, the perpetrator
must admit that he was responsible
for the rape and the time frame
needs to be less than 72 hours.

e Fake survivors: Some providers
believe that there may be HIV
positive people who do not have

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters

PEP for already HIV-positive individual?

¢ No benefit, no harm

¢ Some resistance possible after PEP;

¢ Butdisappears < 6 month

¢ No change in natural history of infection

Increased risk of resistant virus in community?
¢ PEP usually provided to HIV negative survivors
¢ PEP will reduce transmission of HIV

HIV VCT recommended, but not a pre condition

Two or three drugs?

No consensus

No evidence that 3 drugs are more effective than 2
More side effects, less compliance

Possible dangerous complications

More high-tech follow-up needed

Increased cost ++

* 6 6 6 o o

Other Points

¢ PEP for perpetrators if rape survivor known to be HIV
positive”?
¢ FAKE survivors?

access to antiretroviral and who
present the story that they were
raped so as to receive PEP, hoping
that this can cure AIDS. Community
information needs to be clear to
dispel such misconceptions.



e The term ‘PEP Kit’ is confusing and
should not be used. PEP is included
in different types of kits.

e Click to show ‘Occupation Exposure’
and explain that UN agencies and
some NGOs have PEP starter Kits or
individual PEP Kits in the context of
occupation exposure for their
own staff.

e Click to show the different types
of Kits.

e Explain that in the context of the
MISP, PEP is part of managing the
consequences of Sexual Violence

together with EC and STI prevention.

e Click to show information on the
rape treatment Kit.

e Click to show ‘Reordering Medicines
and Supplies’: Insist that SRH
Coordinators should follow the
normal supply management system
when re-ordering, especially when

Occupational Exposure

PEP starter kit
¢ For staff

¢ Has 4 days treatment prior to evacuation

Individual PEP kit
¢ Individual kit with 28 day treatment

¢ Sometimes available for staff working in

MISP: Manage the consequences of sexual violence

Rape treatment kit (RH kit 3A and B)
¢ Kit for emergency settings

¢ Designed for a population of 10,000 people
Contains drugs and supplies, including PEP

Re-Ordering medicines and supplies
¢ Normal supply management system!
¢ Order medicines as needed

Sexual and Gender-Based Violence (SGBV)

supplies are low and RH Kits should
not be reordered.

e Click to show last message and insist
that SRH Coordinators need to be
specific in their Kit ordering.

Do not order <<PEP Kits>>. Be specific!

Suggested Further Reading

Introduction to Gender and SGBV Issues

e Training Manual: Facilitator’s Guide, Inter-Agency and Multi-sectoral Prevention and Response to
GBV in populations affected by armed conflict, JSI/RHRC, 2004, available at http://www.rhrc.org/
resources/gbv/gbv_manual/gbv_manual_toc.html

Medical Services for Rape Survivors

e C(linical Management of Rape Survivors, WHO/UNHCR, 2004, Geneva, available at http://www.rhrc.
org/pdf/Clinical_Management_2005_rev.pdf

e Sexual and Gender-Based Violence against Refugees, Returnees and Internally Displaced Persons,
UNHCR, 2003, Geneva, available at http://www.rhrc.org/pdf/gl_sgbv03.pdf
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Overview The group work stations will address:
1. Referral mechanisms for rape survivors (25 minutes)
; 2. Inter-Agency coordination for SGBV (25 minutes)

Learning outcomes | By the end of the session, participants should be able to:
1 Hour ® Remember the importance of establishing Inter-Agency Standard Operating
Procedures (SOPs) for care and referral of rape survivors

® Use the IASC GBV Matrix as a tool for planning and follow-up
Preparation ® Ensure participants’ worksheets for these stations are copied (if possible copy
page 2 at the back of page 1) and staple all of them together
® For other copies and preparation activities, see below
A facilitator is assigned to each station to set it up and facilitate it

® The three stations need to be set up the evening before in different physical
spaces or with enough distance between them so that groups do not disturb
each other

e If possible, assign a time keeper to inform each group to start wrapping up
their work five minutes before the end of each session
Materials See below

Methodology Facilitated group work

1. Ensure participants have their worksheets for the work stations.
Divide participants into two-three groups (try using a game to do so).

3. Facilitate the group work and, by gentle probing and constructive feedback, ensure that the group
addresses key discussion points.

4. Atthe end of the sessions, bring participants together in large group and take five minutes to debrief.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters
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SGBYV - Group Work Station 1: Referral Mechanisms for Rape Survivors

(Adapted from Facilitator’s Guide, Inter-Agency and Multisectoral Prevention and Response to GBV in
Population Affected by Armed Confilict, JSI/RHRC, 2004)

Checklist
X | Number | Item | Comments

1 Wool ball (red or similar colour)

1 Facilitator’s instructions

1/role Name tag stickers: e Make them yourself (three sets
Survivor would be advisable)
Mother e If possible, collect the name
@ S tags after each group and use

ommunity Leader them again for the following

TBA (Traditional Birth Attendant) group
ANM/ASHA
Doctor
Judge
Police
Lawyer
Prosecutor
Social Welfare Officer
Women Commission Representative
Women Protection Officer

1/person | Standard Operating Procedures (SOP) In CD-ROM

Gender-based Violence Report Tools
Supporting implementation of the

Guidelines for GBV Interventions in
Humanitarian Settings:

Focusing on Prevention of and Response
to Sexual Violence in Emergencies IASC
2005

Establishing “Rape survivor” standing in the middle
of the group circle and holding threads

Gender-based violence
Standard Operating Procedures
(SOPs)

for multisectoral and inter-
organisational prevention and
response to gender-based violence
in humanitarian settings

May 2008
SOPs
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Participants’ Worksheet (Page 1 of 2)

1. Conduct exercise
e Draw roles (those who do not have a role are observers)
e Follow the case narrative as told by the facilitator

2. Facilitate a group discussion, using some of the following triggers:

e What do you see in the middle of this circle?

e How helpful was this process for the survivor?

e Might a situation like this happen in your setting?

e What could have been done to avoid making this web of string?

e Observers: How many times did the girl have to repeat her story?

e Actors: How many times did you talk with this survivor—or with others about her? Do you remember
the details?

Notes:

78 Minimum Initial Service Package for
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Participants’ Worksheet (Page 2 of 2)

Key Discussion Points
e In most disaster situations, the rape survivor has to interact with a vast number of services.
This can be very daunting and confusing to the survivor and may discourage her/him to

seek care.

® Remember the importance of establishing Inter-Agency SOPs for care and referral of rape
survivors.

e |tisa good practice to appoint a trained care manager (community or social worker) who can be
offered to the survivor to support her/him and assist with the referral process.
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Facilitator’s Instructions

Ask for volunteers and distribute the name tags to the appropriate number of people. Tell them that
they will be in the role of the person noted on their name tag.

Seat the volunteers in a circle, chairs fairly close together. Ask the remaining participants to stand
outside the circle so that they can easily see the activity.

Explain that the ball of yarn represents a 20 year old girl who was raped.

Standing outside the circle, give the ball to mother and explain that the girl has told her mother
about the incident.

Instruct mother to hold the end of the string firmly, do not let go, and throw the ball to the person
you tell her.

Tell the story below, of what happens to this girl. Each time an actor is involved, the ball of string is
tossed across the circle to that actor. Each actor who receives the ball will wrap it around a finger and
then toss the ball to the next actor as instructed.

Story:

A 20 year old girl was raped in a flood affected area while she had gone to release herself. The area
did not have electricity and hence she was unable to see anyone’s face. She tells her mother.
Mother takes girl to TBA

TBA refers the girl to the ANM

ANM helps, but the girl needs more health intervention and ANM refers girl to the Doctor
Doctor administers treatment and informs the police

Girl is send back to ANM/ASHA

ANM provides emotional support and refers the girl to the women protection officer

Women Protection Officer meets the girl, takes her back to the Doctor for a few more questions
Doctor sends the girl back to the Women Protection Officer

Women Protection Officer refers the girl to the Police

Police contact the Doctor

Doctor contacts mother

Mother takes girl to Women Commission Representative

Women Commission representative refers girl to a Lawyer

Lawyer contacts Police

Police contact Prosecutor to have him speak with the survivor

Prosecutor discusses with Lawyer

Prosecutor calls the Doctor about the survivor to get information about the medical examination
Doctor asks to see the survivor again because she forgot to examine something

The Doctor refers the survivor to a Social Welfare Officer

The Social Welfare Officer then contacts the Police to give them some new information

The Police contact the Social Welfare Officer to report the incident

The Social Welfare Officer contacts the mother to ask questions

The mother asks the survivor additional questions

The survivor goes to talk with the Community Leader because she is confused about the process
The Community Leader contacts the prosecutor and the Judge to find out the status of the case
They refer the Community Leader to the Police

The Police refer the Leader to the Social Welfare Officer

Stop the game when every actor has taken part in at least two communication exchanges regarding
the case. There will be a large red web in the centre of the circle, with each actor holding parts of the
string.

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters
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10.

11.

Pause to look at the web. Ask some questions to generate discussion:

What do you see in the middle of this circle?

Was all of this helpful for the survivor? Traumatic?

Can a situation like this happen in your setting?

What could have been done to avoid making this web of string?

Observers: How many times did the girl have to repeat her story?

Actors: How many times did you talk with the survivor—or with others about her? Do you
remember the details?

Actors should let go of the string and let it drop to the floor. Leave the red stringy chaotic mass sitting
on the floor for all to see.

Hand out the sample Standard Operating Procedure Manual. Take a few moments to go through it,
highlighting the fact that these kinds of procedure manuals must be developed with the entire inter-
agency team (as indicated on the cover). It will NOT work for one organisation to write procedures
for others to follow.

Key Discussion Points

In most disaster contexts, the GBV survivor has to interact with a vast number of resources and
contacts that are often not well trained and not well coordinated. This can be very daunting
and confusing to the survivor and may discourage incident reporting or negatively impact the
survivor. It is important to set up a clear response system and to have someone act as a case
manager for the survivor, helping her to navigate the system.

Explain that roles and responsibilities can be divided into the nature/scope of the services
provided by each organisation. Referrals should be clearly defined to prevent unnecessary “back
and forth” of the survivor which only delays medical attention and worsens his/her situation
(as shown in thread game). A reporting mechanism should be in place in order to monitor the
incidence of sexual violence and its trend for more targeted programmes.

Displaced communities should be a part of the SOPs and be aware of the response mechanisms
in place for them. Community can be involved in peer-to-peer awareness on human rights,
especially women'’s rights, establishing women committees, facilitating women support groups
for survivors, engaging the women groups in identification of survivors, etc. Women and girls
who are survivors of SV should know where they can go to receive the necessary attention,
assistance, support and care.

Let the activity speak for itself, unfolding before participants’ eyes. Do not describe it or explain
its purposes before completing the activity.
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SGBYV - Group Work Station 2
Inter-Agency Coordination for SGBV

Checklist
X | Number | Item | Comments
1/role ‘Name’ plates: Make them yourself
® Coordinator - Collector
® Protection Officer
® Education Officer
® Health Officer
® Water & Sanitation Officer
® Food Security & Nutrition Specialist
® legal Advisor
® Shelter and Site Planning Officer
® Representatives from NGOs, e.g. Oxfam, Care, Red Cross
® Representatives from UN agencies e.g. UNICEF, UNFPA, WHO
® Observer (2 sets)
1/person Scenario Case study Barmer See below
1/person Matrix of interventions to prevent and respond to SGBV in See below
humanitarian settings (IASC Guidelines

Inter Agency Coordination for SGBV:
Stakeholders with their name plates

Minimum Initial Service Package for
Sexual and Reproductive Health in Disasters
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Participants’ Handout

Case Study (Barmer, Rajasthan)
(adapted from the Sprint Facilitator Manual Course)

Report

Barmer in Rajasthan witnessed floods after 400 years, therefore people staying over there did not have
the experience of floods for years and generations together. The sudden cloudburst resulted in 1770mm
rainfall, which shattered the unprepared population with hundreds of deaths and damage to property
and livestock. Even the administration took time to handle the emergency situation.

Survivors are living in temporary shelter they have made from grass, branches, and some banana leaves.

Drinking water is obtained from the Tapti River not far from the camp, however there are problems with
this water source. Reports indicate that there are poor sanitation provisions for the survivors. NGOs have
been asked by the district administration to dig latrines and set up water distribution points.

Cooking fuel is a problem, but there are forests one km away, where women go to get firewood. The
survivors are supplied with some food supplies, but these have been exhausted. The local community
and various organisations have been trying to help out, but this is clearly not enough and district
administration has initiated a food pipeline programme by taking help from neighbouring villages.

Health problems in the province include malaria, cholera, measles, tuberculosis, HIV, meningitis,
diarrhea, respiratory infections and skin conditions. Although no surveys have been completed, it
appears that malnutrition may be a significant problem. There is an increase in trauma cases due to
persons coming in with war wounds and there are reports of rapes and abductions of women, girls
and boys and girls by armed men. Obstetrical complications are common, and although the maternal
mortality ratio is not known, it is thought to be high.

There are health centres and health posts scattered around the three districts of Barmer village. The
district hospital is in the city of Barmer (50 km from the temporary shelter camp).The closest hospital is
20 kilometres away in Bikaner. Being the only hospital in the vicinity,it is affect by an influx of survivors
and demand for its services. A training of Primary Health Care Workers (PHCW) was undertaken in
Barmer several years ago, but not as many as needed have been trained. Some TBAs received training
about 10 years ago. Several organisations like Red Cross and MSF are providing limited health services for
survivors of this enormous flood. There is already a major shortage o