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VAWG RISK ASSESSMENT GUIDANCE: HEALTH
Source: IASC GBV Guidelines

This tool is part of CARE’s Do No Harm in Practice Toolkit, specifically the Assessment section.

WHAT IS IT?
The questions listed below are excerpted from the Health Thematic Area Guide of the IASC GBV Guidelines. They are recommendations for possible areas of inquiry that can be selectively incorporated into various sector-specific assessments and routine monitoring undertaken by Health actors. Wherever possible, assessments should be inter-sectoral and interdisciplinary, with Health actors working in partnership with other sectors as well as with VAWG specialists.

These areas of inquiry are linked to three main types of responsibilities related to Health program implementation: programming, policies, and communications and information sharing. The information generated from these areas of inquiry should be analyzed to inform planning of Health operations in ways that mitigate the risk of VAWG. This information may highlight priorities and gaps that need to be addressed when planning new programs or adjusting existing programs.

KEY ASSESSMENT TARGET GROUPS:
· Key stakeholders in health sector: governments; civil societies; local and religious leaders; community members; health sector administration and staff; health ministry staff; health-care workers (physicians, nurses, midwives, allied health professionals such as social workers and psychologists, community health workers, traditional birth attendants, traditional healers, etc.); VAWG specialists
· Affected populations and communities
· In IDP/refugee settings, members of receptor/host communities

GOOD PRACTICE FOR USING THIS TOOL:
· Ensure you have read and understood the Tipsheet for non-VAWG specialists on asking questions about safety
· Anyone leading or taking notes during a FGD should first be trained on safe and appropriate response to GBV disclosures prior to administering this survey. A training guide on this topic can be found here[footnoteRef:22722]. [22722:  NOTE – this course will require a separate registration on CARE’s online learning platform, Disco.] 

· Select and adapt the questions to your context. It is unlikely that ALL questions noted below will be relevant for your context or that the examples given will suit your context exactly. Pick, choose and adapt as needed.
· Ensure that program participants in all their diversity are included in the sampling (grouped separately as needed1): women and men, girls and boys (where appropriate depending on the type of service or activity), people with disabilities, and other vulnerable groups in the community (e.g. female-headed households, people from minority ethnic and/or religious groups). It is especially important to consult with women, girls, and other vulnerable groups given historic patterns of barriers faced by these groups to access humanitarian assistance safely. For additional tips on ensuring safe and ethical consultations with women and girls, please see this tipsheet.
· Many people feel uncomfortable answering direct questions about their own feelings of safety. If you believe this is likely to be the case for participants in your FGD, you can consider changing the questions to ask about the respondents’ perceptions of how OTHERS in their community feel about their own safety. For example, instead of “how safe do you feel at our service location?”, you could ask “How safe do you think most participants feel at our service location?
 

SUGGESTED AREAS OF INQUIRY: HEALTH

Areas Related to Health PROGRAMMING 

Participation and Leadership

a) Is there age-, gender-, and disability-related diversity in health staff?
· What is the ratio of male to female staff in health delivery and administrator positions?
· Are systems in place for training and retaining female staff?
· Are there temporary systems in place to allow female non-health workers to accompany female survivors for services that are conducted by male health workers?

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

c) Are the lead actors in health response aware of international standards (including the IASC GBV Guidelines) for addressing VAWG in health programming for emergencies?

Cultural and Community Perceptions, Norms and Practices

d) Are community members aware of:
· The physical and mental health consequences of sexual violence and other forms of VAWG?
· The benefits of seeking VAWG-related health care?
· Where survivors of VAWG can access services?

e) Do community members perceive the available VAWG-related health services to be safe, confidential and supportive?

f) What are the cultural, emotional and other obstacles that survivors face when seeking VAWG-related health care (e.g. stigma; lack of privacy or confidentiality; language and/or cultural issues; lack of knowledge about benefits and/or location of services; getting to and from the facility; costs; etc.)?

g) Who are the existing community supports (e.g. midwives, women’s organizations, family members, religious leaders) that can support survivors in seeking health care?

Infrastructure

h) What is the number, location, safety and accessibility of health facilities that provide clinical care—including mental health and psychosocial support—for survivors of rape and care/support for other forms of VAWG (e.g. intimate partner violence and other forms of domestic violence; female genital mutilation/cutting; etc.)?
· Are clinics in safe areas, and do they have female guards?
· Are there private rooms in health facilities where survivors can receive confidential treatment?
· Are trained staff available 24 hours/day, 7 days/week?
· What is the availability of medical drugs, equipment and administrative supplies to support care of sexual assault and other forms of VAWG?
· Are health staff able to provide the necessary care to in-patients who do not have family or friends to care for them?
· Are there options for mobile clinics for rural populations?
· Do services adhere to standards of universal design and/or reasonable accommodation to ensure accessibility for all survivors, including those with disabilities (e.g. physical disabilities, injuries, visual or other sensory impairments, etc.)?
· Has the mapping of services been compiled in a reference document (e.g. a directory of services) that is available to communities, health staff, and other service providers (e.g. lawyers; police; mental health and psychosocial support providers specialized in the care of survivors; etc.)?
i) Wherever possible, have services for survivors been integrated into existing health-care centers in a non-stigmatizing way (rather than created as stand-alone centers) so that survivors can seek care without being easily identified by the community?

Services

j) What is the range of health services provided to support the medical needs of survivors of VAWG (e.g. PEP to prevent HIV; emergency contraception; treatment for STIs; pregnancy care; safe access to abortion where it is legal; basic mental health care; etc.)?
· Are follow-up services available (e.g. ensuring adherence to the full course of PEP against HIV; voluntary counselling and testing at prescribed intervals; provision of long-term mental health and psychosocial support as needed; etc.)?
· Is a trained VAWG caseworker available at the health facility to provide care and support to survivors?

k) Are there agency-specific policies or protocols in place for the clinical care of sexual assault and other forms of VAWG?
· Do these policies/protocols adhere to ethical and safety standards (privacy, confidentiality, respect, non-discrimination and informed consent)?
· Do they include: medical history, examination, collection of forensic evidence where possible, treatment, referral and reporting, pregnancy counselling, survivor safety planning, mental health and psychosocial support, record-keeping, and coordination with other sectors and actors?
· Can these policies/protocols be easily referenced or accessed? Are staff aware of them?
· Do they include information about providing care and support to male survivors of sexual violence?
· Are women, girls and other at-risk groups meaningfully engaged in the development of health policies, standards and guidelines that address their rights and needs, particularly as they relate to VAWG? In what ways are they engaged?

l) What referral pathways for survivors of VAWG are in place in health facilities (to security/police, safe shelter, mental health and psychosocial support, legal services, community services, etc.)?
· Are these institutions safe (i.e. do they not expose the survivor to further risks)?
· Is there a system for following up after providing referrals?

m) What is the documentation process for reports of VAWG and referrals?
· Are consent forms, medical examination forms and medico-legal certificates physically available in local languages?
· What are the most prevalent types of VAWG being documented?
· Who is responsible for documentation?
· Are records kept in a secure place and appropriately coded (e.g. with unique identifying numbers) to ensure confidentiality?

n) What are the methods of information sharing, coordination, feedback, and system improvements among health actors, as well as between health actors and other multi-sectoral service providers?
· Are all actors/organizations aware of each other’s activities?
· How are gaps and problems in service delivery identified?
· Have Standard Operating Procedures (SOPs) been developed for multi-sectoral prevention and response to VAWG? Have health actors signed on to these?

o) What are health-care workers’ attitudes towards survivors of VAWG and the services provided (e.g. attitudes towards emergency contraception and abortion care in settings where these services are legal)? How is this reflected in the type and level of care provided?

p) Do specialized health staff (e.g. doctors and nurses who conduct medical examinations of survivors; psychiatrists, psychologists and social workers; etc.) receive ongoing supervision, and have they been trained on:
· The clinical care of sexual assault, including mental health and psychosocial support?
· How to identify and treat various other forms of VAWG without breaching confidentiality or privacy, or placing patients at additional risk of harm?
· Providing safe and ethical referrals?

q) Have community health workers (including traditional health providers) been trained on:
· The physical and mental health implications of different types of VAWG?
· How to respond immediately to survivors?
· Providing safe and ethical referrals?

Areas Related to Health POLICIES

a) What are the national and local laws related to VAWG?
· What types of VAWG are mentioned and how are they defined (e.g. intimate partner violence and other forms of domestic violence; sexual assault; sexual harassment; female genital mutilation/cutting; child and/or forced marriage; honor crimes; sexual abuse of children; forced and/or coerced prostitution; etc.)?

b) What is the legal age of consent for sexual activity? Does this differ for boys and girls? Is sexual activity considered illegal outside the context of marriage? How might this impact survivors’ ability to access and receive care?

c) What is the legal status of emergency contraception and abortion, including of pregnancies resulting from rape? How might this impact survivors’ ability to access and receive care?

d) Are there national policies/protocols in place for the clinical care and referral of sexual assault and other forms of VAWG (e.g. PEP; emergency contraception; abortion/post-abortion care; documentary evidence requirements; laws related to children; etc.)?
· Do these policies/protocols adhere to international ethical and safety standards?
· Are relevant health staff familiar with these policies/protocols?

e) What are the national and sub-national policies and plans to prevent VAWG?
· What types of VAWG do the plans target?
· How is the health sector involved?

Areas Related to Health COMMUNICATIONS and INFORMATION SHARING

a) Do health-related community outreach activities raise awareness within the community about risks of VAWG and protective factors?
· Does this awareness-raising include information on referral pathways for survivors?
· Is this information provided in age-, gender-, and culturally appropriate ways?
· Are males, particularly leaders in the community, engaged in these education activities as agents of change?

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