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Disclaimer
The results, ideas, outputs, suggestions and positions presented in this document, mirror only the views and
perspectives of MDM Greece Staff involved in the formulation of these Guidelines for SRH interventions, and
do not represent opinions and issues that prevail in the greater Greek context of SRH for Third Country Nationals
(TCN).
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Authoring Team
Mr. Yfantis Anastasios, Head of MDM Greece Social Services Department. Mr. Yfantis has the position of Head
of the Social Services department. He has an extensive experience on social work with all types of vulnerable
population groups and more specifically with roma people, homeless, migrants and refugees population
including vulnerable cases of asylum seekers and hate crime victims. His input in this Guide is substantial, as
we is the key link between beneficiaries and the organization, as he elaborated the policy issues and practices
discussed in this paper regarding access of Third Country Nationals to Sexual and Reproductive Health.

Mr. Dimopoulos Christos, MDM Greece Protection Officer. Mr. Dimopoulos is the Protection and Integration
Projects Manager of MDM Greece. Since 1999, he has worked as a social worker with various NGOs and public
organizations working closely with refugees in deprived areas of Athens. He created and coordinated the
Accommodation Requests for Asylum Seekers and Unaccompanied Minors Management Service from 2012
until 2016. In this Guide he provides important insight, based on his expertise, on the ways that TCN attain
access to SRH and also elaborates several suggestions in system change intergrations that could provide the
basis for o holistic SRH transformation.

Mrs. Sakellaraki Ourania, Project Manager and Consultant for MDM Greece. Mrs. Sakellaraki has 16 years of
experience in the overview, project management, implementation and evaluation of over 122 projects. As an
economist she has elaborated over 30 different studies for Ministries and other public bodies. From a project
management perspective, for the last five years she is solely implementing, managing and auditing
humanitarian aid projects in several sectors. Currently she is the project manager of the “Mother & Child”
project implemented by MDM Greece with the support of MSD for Mothers. In this Guide she has analyzed the
data and draws the key outputs regarding under different aspects for the delivery of services to beneficiaries.
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Preface
Doctors of the World – Greece is a humanitarian organization following its own path based on the particularities
of Greece, and maintaining its economic and administrative independence. Operating continuously for the past
28 years it has earned a place in people’s mind as a reliable and efficient organization promoting the sentiment
of solidarity of the Greek society. With dozens of humanitarian aid missions in Greece and developing countries,
Greek doctors, health workers, and administration staff offer their voluntary services. At the missions’ field,
MDM, maintaining their independence, both operationally and financially, organize, staff, and finance missions
aiming to provide humanitarian aid to populations in need. MDM Greece, in difficult times of budgetary cutting
for NGO’s in Greece, have managed to expand their activities with limited funding, by promoting voluntary work
via beguine planning, following accurate and transparent implementation standards. On alert…Doctors of the
World are and always be on the alert, as they have all these years, to monitor closely, step by step, the
developents. It is certain that, with the implementation of the right policy on health, we can achieve maximum
sustainability in the healthcare system, and safeguard public health. Doctors of the World …wherever people
are…

MDM Greece Mission & Vision
Médecins du Monde Greece was established in 1990 and they constitute a unique Greek Organization. At the
same time, however, they remain part of the International Network of MDM which consists of 15 chapters. The
guiding principle underlying MDM’s activities is that every human being has a right to humanitarian assistance,
irrespective of their ethnic origin, religion, ideology or political persuasion. MDM are, therefore, guided by the
principles of neutrality and impartiality. Being neutral, however, does not preclude MDM from speaking out.
MDM fight injustice in all its forms. Constant defenders of human rights MDM object decisively to social
exclusion and the marginalization of vulnerable groups. MDM rely on the commitment of volunteers and the
financial support of its donors. The resources that emanate mainly from donations of individuals ensure the
independence and the effectiveness of our action. Unfortunately, the recent severe financial conditions in
Greece have led the Organization to the conclusion that activities within the country have to be intensified to
meet the massive needs that have been created.

Awards
In 2016 MDM were awarded with the Superbands award as the most effective humanitarian organization in
Greece. In 2014 the organization was awarded by the Academy of Athens for their contribution in promoting
humanitarian care and social welfare in Greece. The Onassis Foundation instituted the Onassis International
Award “Estia” in order to honor the remarkable social and groundbreaking initiative. The “Open Polyclinic” of
Médecins du Monde won the award in 2009. Completing 28 years of continuous action, in 2018, MDM have
been recognized to the conscience of the citizens as a reliable and effective organization which promotes the
feelings of solidarity of the Greek society.
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Third Country Nationals – The Case of Greece
Europe is currently facing the biggest wave of migration since the Second World War. This big-scale influx of
refugee and migrant populations challenges the very cohesion, values and ideals of Europe and demands
coordinated action between all its member states and the global community.
More than 90% of the arrivals in Europe come from countries involved in wars and conflicts, such as Syria,
Afghanistan, Iraq and Somalia. Fleeing death, violence, oppression and persecution in their countries of origin,
these people are desperate to reach the European continent and, in some cases, have found themselves in the
need to risk their lives in doing so. Syrians represent the majority of the arrivals (55% of the arrivals in 2015 and
47% in 2016), as a result of a fierce civil conflict, which has ravaged their country since 2011. Greece is the main
gateway to Europe, followed by Italy and Spain in the Mediterranean region. Refugees and migrants reach
Greece both through its land border with Turkey in the North and, mainly, through the Greek-Turkish sea
frontier in the Aegean. During 2015, almost one million refugees and migrants arrived in Greece, in their
majority viewing Greece as their first stop and as a transit country towards their final destination to central and
northern European states.
Gradually and, especially, in February 2016 the situation on the borders along the Balkan migratory routes
changed drastically, with a border closure, resulting in people being stranded in Northern Greece or more
people being sent or trying to get back to Athens. Furthermore, the accommodation facilities which were initially
created to serve temporary needs, have been used as permanent structures, hosting far larger numbers than
they should. At the same time, the populations that were hosted in the islands were forwarded to mainland
Greece, Attica, Central and Northern Greece, which resulted to the establishment of more accommodation
sites, but also to the creation of unofficial settlements, such as the port of Piraeus and Victoria square. The 20
March 2016 EU-Turkey agreement had further significant consequences in the refugee crisis in Greece.
According to this deal, undocumented migrants and those who do not apply for asylum or their application is
rejected will be sent back to Turkey, which is considered as a “safe third country” while the hot spots were
turned into detention centers. As a result, large numbers of people remained trapped in the islands, either in
closed centers or in a status of restriction of their liberties.

MdM Interventions to face the refugee-migrant crisis
Doctors of the World – Greece (MdM Greece), having completed 28 years of continuous humanitarian action
this year, is standing by all persons in need of protection and assistance. MdM Greece has, since the first
moment, been present and active in the refugee-migrant crisis, reinforcing its ongoing and already existing
structures and programs to respond to the increasing and pressing needs of the high numbers of refugees
arriving daily and residing for longer periods in Greece. At the same time, MdM Greece has undertaken new
initiatives intervening in those places where TCNs concentrate, such as the usual entry and exit points for
refugees in Greece. That is the Aegean islands by sea, especially Lesvos. Building on its experience and ongoing
needs assessment, MdM Greece currently continues to operate with its Open Polyclinics, its Night Shelters, Day
Centers, and Mobile Units in Athens, Piraeus, Perama, Thessaloniki, Patras, Kavala, Chania as well as
implementing new activities where needed.
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Outcomes of the “Mother & Child” Project
The need for free access to health care for women and children is supported by MSD via MSD for Mothers
program. This program reinforces the existing activities of MDM Greece and is implemented for 2 years.
Implemented project activities include:














Provision of gynecological services to women and mothers
Provision of pediatric services to newborns and infants
Provision of gynecological services to women in Kara Tepe open refugee camp in Lesvos
Coverage of prenatal gynecological examinations for women refugees
Distribution of baby kits where needed
Implementation of visits with the mobile medical unit
Establishment of an emergency shelter for women just after giving birth
Development of educational content for health professionals and training seminars face-to-face and
through the e-earning platform of MDM Greece at: http://mdmelearning.gr
Distribution of information material in 5 languages
Development of a Survey based on TCN access to Primary Healthcare
Development of project videos regarding the progress, key outputs, as well as beneficiary testimonials
Development of an Antenatal Guidelines Booklet in Greek and English for HCP’s
Development of beneficiary testimonials booklet

The Scope of this Guide
Emergencies and large-scale disasters have significant impact on public health, health infrastructure and the
delivery of health care. Refugees and asylum seekers are defined in many ways but can be considered as those
who did not make a voluntary choice to leave their country of origin and cannot return home in safety.
Access to appropriate health care across the European Region is very varied and is overwhelmingly shaped by
legal frameworks and the regulation of the migration process. The need for improved communication with
asylum seekers and coordinated action between agencies within and beyond the medical system is widely
noted. Improved data to support inter-sectoral working to address the health care needs of asylum seekers and
refugees are imperative1.
Emergencies in migration have a disproportionate effect on the poorest and most vulnerable, particularly
women and children. Eight of the ten countries with the highest maternal mortality ratios in the world are in
fragile circumstances and are affected by current or recent conflict2. Neonatal mortality rates are highest in

1

Health Evidence Network synthesis report 44 Public health aspects of migrant health: a review of the evidence on health status for refugees and asylum
seekers in the European Region Hannah Bradby | Rachel Humphris | Dave Newall | Jenny Phillimore
2

Trends in maternal mortality: 1990 to 2008. Geneva, WHO, UNICEF, UNFPA, & The World Bank, 2010.
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areas affected by humanitarian emergencies3. Population pressures, combined with poorly planned urban and
rural development, make communities more vulnerable to, and increase the risk of, emergency health response.
The main factors contributing to increased migration are natural and human-generated disasters, including
social, economic and political instability. The issues surrounding health and migration are important for a
number of key reasons. They not only relate to the ethical implications of unequal access to health care but also
are linked to costs to health systems and wider society. As a result, there is not only an ethical imperative to
address issues of health and migration but also direct and indirect incentives, such as improved health, social
cohesion, economic sustainability and political cooperation.
The European Region encompasses a wide variety of natural environments and has a highly heterogeneous
human geography. As a result, migration trends in the Region are highly complex, and differences between
countries in the quality of data and collection methods compound the problems in any attempt to characterize
them. Moreover, the collection and analysis of data require cooperation among migrants’ countries of origin,
transit and destination, and therefore collaboration beyond the boundaries of the European Region.
Evidence-based public health measures to mitigate the health implications of migration could save a significant
number of lives and reduce suffering and ill health. Nevertheless, insufficient knowledge in many areas has
hampered efforts towards more effective planning and implementation of effective strategies to address
migration and health issues. A robust multidisciplinary scientific knowledge base is therefore an essential
foundation for enhancing public health practices and policy development.
Sexual and reproductive health (SRH) is a significant public health need in all communities, including those facing
refugee and migration emergencies. As stated in the outcome document of the Rio+20 United Nations
Conference on Sustainable Development, universal access to reproductive health, including family planning and
sexual health, is needed and should be integrated into national strategies and programmes4.

Health emergency and disaster risk management
In emergency situations, there is often a lack of access to SRH services. These services need to be strengthened
in preparation for future events to reduce SRH-related morbidity and mortality in times of emergencies. This
policy guidelines brief states the integration of SRH in all aspects of health emergency and disaster risk
management, both for immediate health needs, such as saving lives in obstetric complications and preventing
disease, as well in the long-term to reduce vulnerability and to support sustainable development of health
systems and communities.
A multi-sectoral and multidisciplinary health emergency and disaster risk management system protects public
health and reduces morbidity, mortality and disability associated with emergencies through effective
prevention, preparedness, response and recovery measures. While traditionally the health sector has focused
3

Lam JO, Amsalu R, Kerber K, Lawn JL, Tomczyk B et al. Neonatal survival interventions in humanitarian emergencies: a survey of current practices and
programs
4

The future we want: Outcome document adopted at Rio+20. New York, Department of Public Information, United Nations, 2012
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on the emergency response, the ongoing challenge is to take a more proactive approach that builds community
and country capacities to prevent emergencies, where possible, as well as being prepared for emergencies in
advance with timely and effective response and recovery services5.
Health systems based on primary care at the community level:






reduce the vulnerability of at-risk populations before an emergency occurs
build the capacity of communities to prevent, prepare, respond to and recover from emergencies, thus
protecting public health, health services and infrastructure
provide the basis for scaling-up measures to meet wide ranging health needs in emergencies
prevent avoidable morbidity and mortality, particularly among women, children and adolescents
utilize the opportunities in the recovery phase to strengthen services and reduce risk of future events.

These measures help build the resilience of health systems to emergencies and disasters and support the
implementation of a framework which identifies priority areas for action to build national and community
resilience to disasters6.

Sexual and reproductive health: a public health priority
The leadership role of national and local authorities, communities and beneficiaries in ensuring access to SRH
services should be recognized and supported from policy formulation, through the development of action plans
and in the design and delivery of services. Partnerships at global, regional and country levels have a fundamental
responsibility to support and strengthen the capacity of national and local actors and ensure ownership and
acceptability of programmes by communities and individuals7.
Key SRH interventions include:








Family planning (all methods - including long-term and permanent, as well as emergency contraception)
Safe abortion care to the full extent of the law and post-abortion care
Pregnancy care
Childbirth care (including emergency obstetric care)
Postnatal care (mother and newborn)
Prevention and management of sexually transmitted infections and HIV
Prevention and mitigation of gender-based violence

5

International Rescue Committee and United Nations Children’s Fund. 2012. Caring for Child Survivors of Sexual Abuse: Guidelines for health and
psychosocial service providers in humanitarian settings
6

Hyogo Framework for Action (2005-2015): Building the resilience of nations and communities to disasters. Geneva, United Nations Office for Disaster
Risk Reduction
7

Granada Consensus on Sexual and Reproductive Health in Protracted Crises and Recovery. Statement developed at the Consultation on Sexual and
Reproductive Health in Protracted Crises and Recovery in Granada, Spain, 28-30 September 2009
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An integrated approach to the planning and delivery of SRH services resources and maximizes opportunities for
improving universal access to SRH in communities, including during emergencies.

Management of sexual and reproductive health for emergencies
Health policymakers, emergency managers in health and other sectors, donors and other actors are advised to
consider the following actions to integrate SRH into emergency risk management systems, programmes and
plans, as stated in the Granada Consensus on Sexual and Reproductive Health in Protracted Crises and Recovery:










Priority 1: Incorporate SRH into multi-sectoral and health emergency risk management policies and plans
at national and local levels. Assure SRH services are part of national health policies and stable primary
healthcare systems, which builds resilience and capacity for emergencies.
Priority 2: Integrate SRH into health risk assessment and provide early warning for communities and
vulnerable groups. Incorporate assessments of SRH risks, vulnerabilities and capacities at all levels,
informed by poverty, gender and disability analyses. Estimate the impact of identified SRH risks to
strengthen the overall primary health-care system and plan for emergency response to address these
concerns.
Priority 3: Create an environment of learning and awareness. Foster an awareness of key SRH risks and
actions within a culture of improving community health, safety and resilience at all levels. Strengthen media
advocacy on the importance of maintaining SRH services during a response.
Priority 4: Identify and reduce risks for vulnerable communities and SRH services by reducing underlying
risk factors. Address underlying health vulnerabilities of the population by ensuring strong primary health
care and preventive health measures with key provisions for SRH8.
Priority 5: Prepare existing SRH services to absorb impact, adapt, respond to and recover from
emergencies. After the acute phase of an emergency, SRH services should be adjusted to address recovery,
restoration and quality improvement according to local contextual and health system capacities9.

During disaster recovery, a plan should be made for sustainable consolidation and expansion of SRH services
based on local needs and context as soon as the situation permits. After the acute phase of an emergency, SRH
services should be adjusted to address recovery, restoration and quality improvement according to local
contextual and health system capacities10.

GBV Specialists, GBV-Specialized Agencies, and the Importance of Focused GBV

8

The Minimum Initial Services Package (MISP) for Reproductive Health in Crisis Situations. Reproductive Health Response in Crisis Consortium, 2012

9

Humanitarian Charter and Minimum Standards in Humanitarian Response. Geneva, Sphere Project

10

Granada Consensus on Sexual and Reproductive Health in Protracted Crises and Recovery. Statement developed at the Consultation on Sexual and
Reproductive Health in Protracted Crises and Recovery in Granada, Spain, 28-30 September 2009
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Throughout these Guidelines, there are references to 'GBV specialists' and 'GBV-specialized agencies'. A GBV
specialist is someone who has received GBV-specific professional training and/or has considerable experience
working on GBV programming. A GBV-specialized agency is one that undertakes targeted programmes for the
prevention of and response to GBV. It is expected that GBV specialists, agencies and inter-agency mechanisms
will use this document to assist non-GBV specialists in undertaking prevention and mitigation activities within
and across their areas of operation11. The Guidelines include recommendations about how GBV specialists can
be mobilized for technical support. It is essential that GBV specialists be in place from the earliest stages of
emergency preparedness to plan, implement and coordinate GBV-specialized interventions, and that those
interventions be sustained and expanded throughout all stages of humanitarian response12. MdM intervention
are based on the following operational IASC and WHO global principles:








Health care providers are trained on (S)GBV case management
Follows specific operating procedures
The consultation takes place in a private and safe setting
Confidentiality and engagement of the survivor are guaranteed
A referral system through the social services department ensure that women can access related protection
services including housing
Health care facilities of MdM are well equipped in order to provide a comprehensive response and
addressing both physical and mental health consequences
MdM personnel has the capacity to gather forensic evidence when is needed

Target Audience
These Guidelines are designed for national and international humanitarian actors operating in settings affected
by armed conflict, natural disasters and other humanitarian emergencies, as well as in host countries and/or
communities that receive people displaced by emergencies. The principal audience is agencies and individuals
who can use the information to incorporate GBV prevention and mitigation strategies into the design,
implementation, monitoring and evaluation of their sector-specific interventions.
It is critical that humanitarian leadership, including governments, humanitarian coordinators, sector
coordinators and donors-also use these Guidelines as a reference and advocacy tool. For some thematic areas
of the Guidelines certain recommendations require GBV expertise to be implemented. In these sectoral areas,
programming will often extend beyond basic prevention and mitigation activities to more specialized response
activities: for instance, providing medical care to sexual assault survivors, providing counselling services to GBV
survivors or building the capacity of police to respectfully interview survivors and undertake investigations.

11

International Rescue Committee and United Nations Children’s Fund. 2012. Caring for Child Survivors of Sexual Abuse: Guidelines for health and
psychosocial service providers in humanitarian settings
12

United Nations Population Fund and Save the Children. 2009. Adolescent Sexual and Reproductive Health Toolkit for Humanitarian Settings
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Technical support should be sought from GBV experts when undertaking any of these specialized GBV response
activities13.

Overview of Gender-Based Violence
Rationale
The latest analysis on SGBV (WHO 2013) shows that 25.4% of women and girls in the European WHO Region
have experienced physical and or sexual violence by their partner and 5.2% are sexually victimized by non –
partners. In Greece the top 5 countries of origin of asylum seekers are Syria, Iraq, Afghanistan countries of Sub
Saharan Africa and Pakistan where SGBV incidents are quiet frequent, particularly early and forced marriages
and intimate partner violence. At the same time the prevalence of domestic and Intimate Partner in those
countries is estimated in an average of 37% out of general population which is extremely high. Για το υποσέλιδο:
(World Health Organization . 2013. Global and regional estimates of violence against women. Prevalence and health
effects of intimate partner violence and non-partner sexual violence).

Recent studies in EU related to SGBV has shown that for both sexes there are specific vulnerabilities such as
being an adolescent of low socio-economic status, being an undocumented migrant, an asylum seeker or a
refugee and being a homeless person living in shelters, rehabilitative facilities, reception centers or in detention.
Although several risk factors in SGBV are well known, it is unclear how SGBV in the European asylum reception
facilities is linked with current violence prevention, identification and mitigation knowledge, attitudes, practices
and needs of residents and professionals.
Evidence related to gender unbalanced suggests that women who have been subjected to violence seek health
care more often than non-abused women, even if they do not disclose the associated violence. A health-care
provider is likely to be the first professional contact for survivors of intimate partner violence or sexual assault.
They also identify health-care providers as the professionals they would most trust with disclosure of abuse.
According to Eurostat database the total new asylum requests general decrease in 28 EU Countries, while in
Greece increase from 11.370 in 2015 to 49.875 asylum claims in 2016 and 27.095 new claim within the first
semester of 2017.

Defining GBV
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 (i.e. gender) differences between males and females. It includes acts that
inflict physical, sexual or mental harm or suffering, threats of such acts, coercion, and other deprivations of
liberty. These acts can occur in public or in private. Acts of GBV violate a number of universal human rights
13

United Nations Population Fund and Save the Children. E-Learning Course on Adolescent and Sexual Reproductive Health in Humanitarian Settings
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protected by international instruments and conventions14. Many forms of GBV are criminal acts in national laws
and policies; this differs from country to country, and the practical implementation of laws and policies can vary
widely. The term ‘GBV’ is most commonly used to underscore how systemic inequality between males and
females acts as a unifying and foundational characteristic of most forms of violence perpetrated against women
and girls.
The United Nations Declaration on the Elimination of Violence against Women (DEVAW, 1993) defines violence
against women as “any act of gender-based violence that results in, or is likely to result in, physical, sexual or
psychological harm or suffering to women.” DEVAW emphasizes that the violence is “a manifestation of
historically unequal power relations between men and women, which have led to the domination over and
discrimination against women by men and to the prevention of the full advancement of women.” Gender
discrimination is not only a cause of many forms of violence against women and girls but also contributes to the
widespread acceptance and invisibility of such violence, so that perpetrators are not held accountable and
survivors are discouraged from speaking out and accessing support15.
The term ‘gender-based violence’ is also increasingly used by some actors to highlight the gendered dimensions
of certain forms of violence against men and boys, particularly some forms of sexual violence committed with
the explicit purpose of reinforcing gender inequitable norms of masculinity and femininity (e.g. sexual violence
committed in armed conflict aimed at emasculating or feminizing the enemy). This violence against males is
based on socially constructed ideas of what it means to be a man and exercise male power. It is used by men
(and in rare cases by women) to cause harm to other males. As with violence against women and girls, this
violence is often under-reported due to issues of stigma for the survivor, in this case associated with norms of
masculinity16.

Nature and Scope of GBV in Humanitarian Settings
A great deal of attention has centred on monitoring, documenting and addressing sexual violence in conflict,
for instance the use of rape or other forms of sexual violence as a weapon of war. Because of its immediate and
potentially life-threatening health consequences, coupled with the feasibility of preventing these consequences
through medical care, addressing sexual violence is a priority in humanitarian settings. At the same time, there
is a growing recognition that affected populations can experience various forms of GBV during conflict and
natural disasters, during displacement, and during return17.
In particular, intimate partner violence is increasingly recognized as a critical GBV concern in humanitarian
settings. These additional forms of violence, including intimate partner violence and other forms of domestic
14

Inter-Agency Standing Committee Gender Sub-Working Group. 2008. Establishing Gender-Based Violence Standard Operating Procedures (SOPs) for
Multisectoral and Inter-Organizational Prevention and Response to Gender-Based Violence in Humanitarian Settings
15

Inter-Agency Standing Committee. 2007. Guidelines on Mental Health and Psychological Support in Emergency Settings

16

World Health Organization, War Trauma Foundation, and World Vision International. 2011. ‘Psychological First Aid: Guide for field workers’

17

Yeager, J., and Fogel, J. 2006. ‘Male Disclosure of Sexual Abuse and Rape’, Topics in Advanced Practice Nursing eJournal 2006
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violence, forced or coerced prostitution, child or forced marriage, female genital mutilation, female infanticide,
and trafficking for sexual exploitation or forced labour, must be considered in GBV prevention and mitigation
efforts according to the trends in violence and the needs identified in a given setting18.
In all types of GBV, violence is used primarily by males against females to subordinate, disempower, punish or
control. The gender of the perpetrator and the victim are central not only to the motivation for the violence,
but also to the ways in which society condones or responds to the violence. Whereas violence against men is
more likely to be committed by an acquaintance or stranger, women more often experience violence at the
hands of those who are well known to them: intimate partners, family members, etc19. In addition, widespread
gender discrimination and gender inequality often result in women and girls being exposed to multiple forms of
GBV throughout their lives, including ‘secondary’ GBV as a result of a primary incident (e.g. abuse by those they
report to, honor killings following sexual assault, forced marriage to a perpetrator, etc.)20.
Obtaining prevalence and incidence data on GBV in emergencies is not advisable due to the methodological and
contextual challenges related to undertaking population-based research on GBV in emergency settings. The
majority of information about the nature and scope of GBV in humanitarian contexts is derived from qualitative
research, shadow reports, humanitarian monitoring and service delivery statistics21.

Violence prevention & Project based innovative approach
In terms of violence prevention and response policy on SGBV phenomena MdM identify the need of regular
training of employed staff and the establishment of a code of conduct as well as of an SGBV response protocol
in healthcare facilities. In order to have proper and protective interventions we strongly believe that the top
priority is the enclosure and engagement of related professionals to SGBV response not only in the operational
context of reception but also in integration process. MdM are aware of the crucial risk of endorsement of SGBV
incidents in apartments of new accommodation national project for asylum seekers without any kind of control
and protection for the potential victims, this is not an assumption but a realistic possibility due to the fact that
municipal social services are not yet prepared for the transition phase and at the same time there is a lack of
knowledge, of coping skills and of cultural competence to municipal personnel.
Case workers and healthcare providers must have prepared for an effective case management of SGBV survivors
but also for cases that are under the risk of victimization such as adolescent and unaccompanied minors.

18

Women’s Refugee Commission. 2006 (revised 2011). ‘Minimum Initial Service Package (MISP) for Reproductive Health in Crisis Situations: A distance
learning module
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World Health Organization. 2013. Responding to Intimate Partner Violence and Sexual Violence against Women: WHO clinical and policy guidelines
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International Rescue Committee. 2009 (revised 2014). Clinical Care for Sexual Assault Survivors, The goal of this training tool is to improve the clinical
care of sexual assault survivors in low-resource settings by encouraging compassionate, competent and confidential care in keeping with international
standards.
21

World Health Organization, United Nations Population Fund, and United Nations High Commissioner for Refugees. 2004. Clinical Management of Rape
Survivors: Developing protocols for use with refugees and internally displaced persons – Revised Edition

14
Doctors of the World – Greek Delegation, 12 Sapfous Street, TK 10553, Athens
Tel: 210.32.13.150 / Fax: 210.32.13.850, Website: www.MDMgreece.gr

Impact of GBV on Individuals and Communities
GBV seriously impacts survivors’ immediate sexual, physical and psychological health, and contributes to greater
risk of future health problems. Possible sexual health effects include unwanted pregnancies, complications from
unsafe abortions, female sexual arousal disorder or male impotence, and sexually transmitted infections.
Possible physical health effects of GBV include injuries that can cause both acute and chronic illness, impacting
neurological, gastrointestinal, muscular, urinary, and reproductive systems22.
These effects can render the survivor unable to complete otherwise manageable physical and mental labour.
Possible mental health problems include depression, anxiety, harmful alcohol and drug use, post-traumatic
stress disorder and suicidality. Survivors of GBV may suffer further because of the stigma associated with GBV.
Community and family ostracism may place them at greater social and economic disadvantage. The physical
and psychological consequences of GBV can inhibit a survivor’s functioning and well-being, not only personally
but in relationships with family members23. The impact of GBV can further extend to relationships in the
community, such as the relationship between the survivor’s family and the community, or the community’s
attitudes towards children born as a result of rape24. GBV can affect child survival and development by raising
infant mortality rates, lowering birth weights, contributing to malnutrition and affecting school participation. It
can further result in specific disabilities for children: injuries can cause physical impairments, deprivation of
proper nutrition or stimulus can cause developmental delay and consequences of abuse can lead to long-term
mental health problems.
Many of these effects are hard to link directly to GBV because they are not always easily recognizable by health
and other providers as evidence of GBV. This can contribute to mistaken assumptions that GBV is not a problem.
However, failure to appreciate the full extent and hidden nature of GBV, as well as failure to address its impact
on individuals, families and communities, can limit societies’ ability to heal from humanitarian emergencies.

Key Considerations for At-Risk Groups
In any emergency, there are groups of individuals more vulnerable to harm than other members of the
population. This is often because they hold less power in society, are more dependent on others for survival,
are less visible to relief workers, or are otherwise marginalized. These Guidelines use the term ‘at-risk groups’
to describe these individuals25.
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Inter-Agency Working Group on Reproductive Health in Crises. 2011. Inter-Agency Reproduction Health Kits for Crisis Situations, fifth edition
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World Health Organization. 2003. Guidelines for Medico-Legal Care of Victims of Sexual Violence. Geneva
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Inter-Agency Working Group on Reproductive Health in Crises. 2010. Inter-Agency Field Manual on Reproductive Health in Humanitarian Settings

25

Women’s Refugee Commission. 2006 (revised 2011). ‘Minimum Initial Service Package (MISP) for Reproductive Health in Crisis Situations: A distance
learning module
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When sources of vulnerability, such as age, disability, sexual orientation, religion, ethnicity, etc., intersect with
gender-based discrimination, the likelihood of women’s and girls’ exposure to GBV can escalate. For example,
adolescent girls who are forced into child marriage may be at greater risk of intimate partner violence than adult
females. In the case of men and boys, gender-inequitable norms related to masculinity and femininity can
increase their exposure to some forms of sexual violence. For example, men and boys in detention who are
viewed by inmates as particularly weak may be subjected to sexual harassment, assault and rape26.
Not all the at-risk groups will always be at heightened risk of gender-based violence. Even so, they will very
often be at heightened risk of harm in humanitarian settings. Whenever possible, efforts to address GBV should
be alert to and promote the protection rights and needs of these groups27. Targeted work with specific at-risk
groups should be in collaboration with agencies that have expertise in addressing their needs. With due
consideration for safety, ethics and feasibility, the particular experiences, perspectives and knowledge of at-risk
groups should be solicited to inform work throughout all phases of a programme cycle28. Specifically,
humanitarian actors should:




Be mindful of the protection rights and needs of these at-risk groups and how these may vary within and
across different humanitarian settings.
Consider the potential intersection of their specific vulnerabilities to GBV.
Plan interventions that strive to reduce their exposure to GBV and other forms of violence.

Guiding Principles and Approaches for Addressing Gender-Based Violence
The following principles are inextricably linked to the overarching humanitarian responsibility to provide
protection and assistance to those affected by a crisis. They serve as the foundation for all humanitarian actors
when planning and implementing GBV related programming. These principles state that:






GBV encompasses a wide range of human rights violations.
Preventing and mitigating GBV involves promoting gender equality and promoting beliefs and norms that
foster respectful, non-violent gender norms.
Safety, respect, confidentiality and non-discrimination in relation to survivors and those at risk are vital
considerations at all times.
GBV-related interventions should be context-specific in order to enhance outcomes and ‘do no harm’.
Participation and partnership are cornerstones of effective GBV prevention.

26

United Nations High Commissioner for Refugees. 2012. Working with Men and Boy Survivors of Sexual and Gender-Based Violence in Forced
Displacement
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The GBV SOP Workshop Package was developed by the Gender-Based Violence Area of Responsibility Global Working Group (GBV AoR) in the Global
Protection Cluster. Development of these materials was a collaborative process jointly led by UNHCR’s Community Development, Gender Equality and
Children Section and UNFPA’s Humanitarian Response Branch.
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Inter-Agency Standing Committee Gender Sub-Working Group. 2008. Establishing Gender-Based Violence Standard Operating Procedures (SOPs) for
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These principles can be put into practice by applying the four essential and interrelated approaches described
below.

1.Human Rights-Based Approach
A human rights-based approach seeks to analyse the root causes of problems and to redress discriminatory
practices that impede humanitarian intervention. This approach is often contrasted with the needs-based
approach, in which interventions aim to address practical, short-term emergency needs through service
delivery. Although a needs-based approach includes affected populations in the process, it often stops short of
addressing policies and regulations that can contribute to sustainable systemic change29.
By contrast, the human rights-based approach views affected populations as ‘rights-holders’, and recognizes
that these rights can be realized only by supporting the long-term empowerment of affected populations
through sustainable solutions. This approach seeks to attend to rights as well as needs; how those needs are
determined and addressed is informed by legal and moral obligations and accountability. Humanitarian actors,
along with states (where they are functioning), are seen as ‘duty-bearers’ who are bound by their obligations to
encourage, empower and assist ‘rights-holders’ in claiming their rights30.

2.Survivor-Centred Approach
A survivor-centred approach means that the survivor’s rights, needs and wishes are prioritized when designing
and developing GBV-related programming. The illustration above contrasts survivor’s rights with the negative
impacts a survivor may experience when the survivor-centred approach is not employed.
The survivor-centred approach can guide professionals in their engagement with persons who have experienced
GBV. It aims to create a supportive environment in which a GBV survivor’s rights are respected, safety is ensured,
and the survivor is treated with dignity and respect31. The approach helps to promote a survivor’s recovery and
strengthen her or his ability to identify and express needs and wishes; it also reinforces the person’s capacity to
make decisions about possible interventions32.

3.Community-Based Approach
A community-based approach insists that affected populations should be leaders and key partners in developing
strategies related to their assistance and protection. From the earliest stage of the emergency, all those affected
should “participate in making decisions that affect their lives” and have “a right to information and
29

United Nations Action Guidance Note. 2008. ‘Reporting and Interpreting Data on Sexual Violence from Conflict-Affected Countries: Dos and don’ts’
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World Health Organization. 2007. Ethical and Safety Recommendations for Researching, Documenting and Monitoring Sexual Violence in Emergencies
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Women’s Refugee Commission. ‘Universal and Adaptable Information, Education and Communication (IEC) Templates on the MISP’. In an effort to
provided clear and consistent messages on the MISP for Reproductive Health, the Women’s Refugee Commission developed information, education and
communication (IEC) templates on two of the MISP-related objectives to better inform communities on the importance of seeking care, knowing when and
how to seek care, and watt services to expert from Field agences.
32
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transparency” from those providing assistance33. The community-based approach allows for a process of direct
consultation and dialogue with all members of communities, including women, girls and other at-risk groups.
Moreover, it engages groups who are often overlooked as active and equal partners in the assessment, design,
implementation, monitoring and evaluation of assistance. Finally, it ensures all members of the community will
be better protected, their capacity to identify and sustain solutions strengthened and humanitarian resources
used more effectively34.

4.Systems Approach
Using a systems approach means analyzing GBV-related issues across an entire organization, sector or
humanitarian system to come up with a combination of solutions most relevant to the context. The systems
approach can be applied to introduce systemic changes that improve GBV prevention and mitigation efforts
both in the short term and in the long term. Humanitarian actors can apply a systems approach in order to
strengthen agency/organizational/sectoral commitment to gender equality and GBV-related programming.
Improving humanitarian actors’ knowledge, attitudes and skills related to gender equality and GBV through
sensitization and training. Reaching out to organizations to address underlying causes that affect sector capacity
to prevent and mitigate GBV, such as gender imbalance in staffing. Strengthening safety and security for those
at risk of GBV through the implementation of infrastructure improvements and the development of GBV-related
policies. Ensuring adequate monitoring and evaluation of GBV-related programming35.

Addressing Gender-Based Violence as a Critical Concern of the Health Sector
Health services are often the first point of contact for survivors seeking assistance for gender-based violence
(GBV). In order to facilitate care, survivors must have safe access to health facilities (e.g. safe transit to/from
facilities, adequate lighting at facilities, non-stigmatizing and confidential entry points for services, no-cost
services, etc.). It is also critical that health providers working in emergencies are equipped to offer nondiscriminatory, quality health services for survivors36.
Many survivors will not disclose violence to a health-care provide due to fear of repercussions, social stigma,
rejection from partners, families and other reasons. If health-care providers are not well trained, they may not
be able to detect the indicators of violence. Survivors may be inadvertently discouraged from asking for help
for GBV-related health problems. This can occur if the provider does not ask the right questions, if
communication materials in the facility do not make clear the types of services that are available, and that they

33

International Rescue Committee and United Nations Children’s Fund. 2012. Caring for Child Survivors of Sexual Abuse: Guidelines for health and
psychosocial service providers in humanitarian settings
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are available for all, or if the provider makes remarks or in some other way implies that the disclosure of GBV
will not be met with respect, sympathy and confidentiality37.
Emergencies put additional stress on health systems that are often already overburdened. Even so, overlooking
the physical and mental health implications of GBV is not just a missed opportunity: it can be a violation of
medical ethics. Health-care workers may fail to provide necessary care, such as emergency contraception,
treatment for sexually transmitted infections (STIs) mental health and psychosocial support, and appropriate
referrals for legal and other services that can support survivors and prevent their re-victimization38.
Furthermore, when health-care providers are not trained in the guiding principles of working with survivors,
such as when providers do not respect patient confidentiality or understand how to address the particular needs
of children, survivors may be at heightened risk of additional violence from partners, family or community
members39. In addition health sector actors should be equipped to provide clinical care for other forms of GBV
(e.g. injuries and pregnancy complications from intimate partner violence, health effects of early sexual debut
and pregnancies related to child marriages, complications related to female genital mutilation/cutting, etc.). It
is essential to inform communities about the benefits of and locations for seeking care once services are
established40.
Adequate health services are not only vital to ensuring life-saving care for women, girls and other at-risk groups,
but they are also a key building block for any setting seeking to overcome the devastation of humanitarian
emergency. When health-care programmes are safe, confidential, effectively designed, sensitive, accessible and
of good quality, they can:




Facilitate immediate care for survivors.
Initiate a process of recovery—one that not only incurs physical and mental health benefits for individual
survivors, but can have wide-ranging benefits for families, communities and societies.
Actions taken by the health sector to prevent and respond to GBV should be done in coordination with GBV
specialists and actors working in other humanitarian sectors.

The following are some of the common GBV-related considerations when implementing health programming in
humanitarian settings. These considerations should be adapted to each context, always taking into account the
essential rights, expressed needs and identified resources in the target community.
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Integrating GBV Prevention and Response into Health Programming
Involve women, adolescent girls and other at-risk groups in the design and delivery of health programming, with
due caution in situations where this poses a potential security risk or increases the risk of GBV41.




Employ women in clinical and non-clinical staff, administrator and training positions to ensure a gender
balance in all aspects of health programming and provision of health care to survivors.
Ensure the active participation and leadership of women (and where appropriate, adolescent girls) in local
health committees and community groups.
Employ persons from at-risk groups in health staff, leadership and training positions.

Increase the accessibility of health and reproductive health facilities that integrate GBV-related services.








Maximize safety within and around health facilities and linking with community health workers to provide
survivors safe, supportive and confidential escorts to and from facilities.
Reduce or eliminate fees for GBV-related services.
Make opening times convenient for women, girls and other at-risk groups based on their household duties
and school times.
Ensure facilities are universally accessible by older persons and persons with disabilities.
Ensure the presence of same-sex, same-language health workers when possible. Provide translators and
sign language interpreters who are trained in guiding principles for survivor care.
Consider whether to integrate GBV services into existing facilities, especially Primary Health Care and
Reproductive Health services and as stand-alone centers.
Introduce mobile clinics to remote areas. Work with national and local government health officials and GBV
specialists to compile a directory of GBV-related health services.

Implement strategies that maximize the quality of care available to survivors at health facilities.
Ensure health facilities have and abide by standardized guidelines for the clinical care of survivors of sexual
assault. Ensure they are in line with relevant national and subnational protocols as well as accepted
international standards, and support service providers to:








Obtain informed consent prior to performing a physical examination.
Perform physical examinations and provide treatment, STI prevention and syndromic treatment, care of
wounds and life-threatening complications and pregnancy counselling.
Provide psychological first aid and survivor-centred mental health and psychosocial care, adapted to the
local context and monitored for benefits and adverse effects.
Document injuries and collect minimum forensic evidence based on local legal requirements.
Discuss immediate safety issues and make a safety plan with the survivor.
Provide safe and confidential referrals to other services as needed.
Keep a careful written record of all actions and referrals to facilitate follow-up care.

41

UN Women Virtual Knowledge Centre to End Violence Against Women and Girls. The Centre website also contains a programming module on Health
that does not focus specifically on humanitarian contexts, but nevertheless contains links to many key tools and resources relevant to health-care providers
working in emergencies.
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If the survivor provides informed consent, advocate on her or his behalf with relevant health, social, legal
and security agencies.
Take into account specific measures to meet the needs of various at-risk groups (e.g. child survivors, LGBTI
survivors, survivors with disabilities, etc.).
Establish private consultation and examination rooms to ensure the privacy and safety of survivors seeking
care.

Equip health facilities with proper supplies to provide care for GBV:








Maintain adequate amounts of medical drugs, supplies and equipment for the clinical care of: sexual assault,
injuries and pregnancy complications from intimate partner violence; reproductive health issues related to
child marriage and early pregnancies, health problems associated with female genital mutilation and other
kinds of GBV.
Equip private consultation rooms with toys for children.
Ensure consent forms, medical examination forms and legal certificates are physically available in local
languages.
Ensure provisions are made for the care of hospitalized survivors without family or friends.
Implement standardized data collection within health facilities and ensure safe and ethical documentation,
including coding of case files to ensure confidentiality and secure storage of medical records.
Ensure follow-up services are provided for survivors. This can include follow-up to ensure survivors
voluntary counselling and testing at prescribed intervals and long-term mental health and psychosocial
support as needed.

Enhance the capacity of health providers to deliver quality care to survivors through training, support and
supervision.










Train all health facility staff and community health workers in issues of gender, GBV, women’s rights, social
exclusion, sexuality and psychological first aid to ensure a receptive environment for survivors. Use
sensitivity training to address discriminatory attitudes among staff that may inhibit ethical care for female
and male survivors.
Ensure all health facility staff understand and have signed a code of conduct on the prevention of sexual
exploitation and abuse.
Designate and train specific providers with clear responsibilities related to the care of survivors (e.g. triage,
clinical care, mental health and psychosocial support and referral, etc.).
Train and provide ongoing supervision to specialized health providers on specific protocols for
compassionate and confidential care.
Ensure health-care providers are informed of relevant laws and policies governing cases of GBV.
Where feasible, include a GBV caseworker on staff at health facilities to provide care and support to
survivors.
Consider training health providers in identification of sexual violence and other forms of GBV.
Provide opportunities for health-care workers to discuss the emotional impact of working with survivors
and address issues of ‘burn-out’.

Implement all health programmes within the framework of sustainability beyond the initial crisis stage.
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After the emergency wanes, design sustainable strategies led by governments and civil societies for the
ongoing provision and expansion of survivor services.
Such strategies can include, among others: rebuilding health services, expanding professional curricula for
doctors, nurses, midwives, and other health workers to include clinical care of sexual assault and other
forms of GBV, providing more frequent and intensive training of health workers, developing longer-term
supply management strategies and improving protocols for legal evidence collection.

Integrating GBV Prevention and Response into Health Policies
Develop and standardize protocols and policies for GBV-related health programming that ensure confidential,
compassionate and quality care of survivors and referral pathways for multi-sectoral support42.





Establish agreed-upon protocols for the clinical care of sexual assault survivors that meet international
standards. Establish protocols for addressing health needs linked with intimate partner violence, child
marriage and female genital mutilation.
Ensure these protocols are widely distributed and implemented.
Consult with GBV specialists to develop and institute standardized systems of care (i.e. referrals) and
procedures that safely and confidentially link survivors with additional services.
Provide all health personnel who engage with affected populations with written information about where
to refer survivors for services. Regularly update information about referrals.

Designing Minimum Gender Commitments for GBV Prevention and Response
In order to translate humanitarian actors’ commitments to gender-responsive projects into reality, minimum
gender commitments can be developed with the aim of being applied systematically in fieldbased GBV
prevention and response initiatives. The commitments must be phrased in a way that can be understood clearly
by all, both in terms of value added to current programming and in terms of the concrete actions, which need
to be taken to meet these commitments. They should constitute a short body of core actions and approaches
to be applied by all partners. They should be practical, realistic and focus on improvement of current approaches
rather than on a drastic programme reorientation.
The commitments should be the product of a dialogue with cluster members and within the organisation. A first
list of commitments should be identified and then discussed, amended and validated by the national cluster
and sub-clusters and organisation’s staff working in the sector. It is important to note that commitments need
to reflect the key priorities identified in a particular setting.
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