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Executive Summary 

From February 7-9 2011, the Population Council convened a meeting of its African Regional Network on 

Sexual and Gender-Based Violence (SGBV) in Chisamba, Zambia. Nearly fifty participants attended, 

representing program implementing partners, external experts, national governments, regional bodies, 

and development partners drawn from Kenya, Malawi, Mexico, Uganda, Tanzania, Swaziland, South 

Africa and Zambia.  

The objectives of the meeting were: 1) to facilitate South-South technical exchanges and information- 

sharing among partners; and 2) to expose partners to emerging global debates, resources and research 

on SGBV. Complementing the sessions, participants had the opportunity to showcase and exchange 

their publications, information education and communication materials, advocacy tools, and other 

materials at a “resource mall” event during the meeting.   

This report details the proceedings of the meeting. It highlights main issues raised around the following 

key themes:  

 Child sexual violence 

 Community-based prevention initiatives for girls and women, communities and men 

 Strengthening medico-legal linkages 

 Models of integrated care and response 

 Innovations in improving health and psychosocial care 

 Additional resources for programs. 

Through plenary discussions, participants identified a set of critical issues and key themes for moving 

forward SGBV prevention and response programming in the region.  These included:  

 Responses to the dual epidemics of HIV and SGBV must be better integrated.   

 Intersectoral coordination in SGBV response remains challenging but critical. 

 Growing evidence highlights the need to provide targeted prevention and response strategies to 
child sexual violence.  

 Programs should incorporate a greater focus on community-level SGBV prevention activities. 

 Specific psychosocial care and support models are needed for SGBV, and need to be distinct 
from approaches to HIV care.  

 Specialized Victim Support Units are emerging as a good practice in improving police response 
to SGBV. 

 Prosecution remains a challenging, and under explored element of SGBV response. 

 Partners expressed the need for adaptable monitoring and evaluation tools. 
 
Participants widely affirmed the value of the meeting for providing a platform for South-South technical 
exchange on a wide range of SGBV prevention and response issues.  As one participant noted “the 
meeting was a great forum for exchange of useful information on SGBV and for learning more about 
workable practices in the region.” 
  



 
 

Acronyms 

ASAZA   A Safer Zambia Project 
CMIC   Copperbelt Model of Integrated Care (Zambia) 
CSA   Child Sexual Abuse 
EC   Emergency Contraception 
ECSA-HC  East Central and Southern Africa Health Commission 
GEC   Girls Empowerment Clubs 
IEC   Information Education and Communication  
IPV   Intimate Partner Violence 
KNH   Kenyatta National Hospital 
LVCT   Liverpool Voluntary Counseling, Testing and Treatment 
MJAP   Mulago- Mbarara Joint AIDS Program 
MSM   Men who have Sex with Men 
NUMAT   Northern Uganda Malaria, AIDS and Tuberculosis Program  
PEP   Post-Exposure Prophylaxis for HIV 
PEPFAR   President’s Emergency Plan for AIDS Relief 
PRC   Post Rape Care 
PSS   Psychosocial Support Services 
SGBV   Sexual and Gender Based Violence 
SV   Sexual Violence 
SVRI   Sexual Violence Research Initiative 
SWAGGA  Swaziland Action Group Against Abuse 
TAAAC   Tisunge Ana Atu Akazi Consortium 
TCC   Thuthuzela Care Centre 
TVEP   Thohoyandou Victim empowerment Program 
UNICEF   United Nations International Children’s Emergency Fund  
USAID   United States agency for International Development 
UTH   University Teaching Hospital (Zambia) 
VAC   Violence Against Children 
VSU   Victim Support Unit 
ZTVA   Zero Tolerance Village Alliance 
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Project Background 
 
Since 2006, the Population Council has provided technical assistance and conducted research to 
strengthen the evidence base on sexual and gender-based (SGBV) programming in sub-Saharan Africa. 
These activities have created an active network of partners from across the region that are developing, 
implementing and evaluating core elements of a comprehensive, multisectoral response model (see 
Figure 1).  This model incorporates the overlapping and complementary responsibilities of three core 
sectors: health, police and justice, and social service sectors. It also recognizes that survivors require 
access to all services, but that it may not be feasible, appropriate or cost-effective to deliver all services 
in one location.  
 
Figure 1: Framework for a comprehensive response to SGBV 
 

 
 
Today, the SGBV Network includes over twenty institutional partners representing nine countries and 
regional bodies that provide technical support to implementing partners.  Table 1 provides an overview 
of the partners and projects conducted under the Network, most of which are currently underway. 
SGBV Network activities, funded by the Swedish-Norwegian HIV/AIDS Team in Africa, will continue 
through 2012.  Additional partner activities are supported by the United Nations Children’s Fund East 
and Southern Africa Regional Office (UNICEF EASRO), the United States Agency for International 
Development (USAID), the US President’s Emergency Plan for AIDS Relief (PEPFAR), and the United 
Nations Trust Fund for Women through Equality Now.  
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Table 1: The Population Council Regional SGBV Network 
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Efforts by members of the Network have advanced our understanding of SGBV in the region, identifying 
both effective program strategies and gaps in response efforts.  Lessons learned from members’ efforts 
are intended to serve as a resource for program managers and policymakers through the region, and to 
contribute to the emerging evidence base on such strategies.  
 
To foster exchange among the Network, the Council has convened annual meetings for core network 
members. In early 2011, a Network meeting was held in Chisamba, Zambia; this report details the 
proceedings of the meeting.  
 
 
Participation and objectives 
 
Nearly fifty participants attended the three-day meeting. Participants represented program 
implementing partners, external experts, national governments, regional bodies, and development 
partners drawn from Kenya, Malawi, Mexico, Uganda, Tanzania, Swaziland, South Africa and Zambia 
(see Appendix 1 for a participant list). 
 
There were two main objectives guiding the Regional SGBV Network meeting: 

 

 Facilitate south-south technical exchanges and information-sharing among partners and other 
experts; 

 Expose partners to emerging global debates, resources and research on SGBV. 
 
The meeting provided an opportunity for all participants to share experiences and problem solve, 
exchange resources and create linkages for their work.  For the partners, this was also a forum for them 
to review the progress of their project implementation.  
 
The meeting consisted of four types of sessions: plenaries, presentations, group discussions and 
mapping of the way forward for the regional partnership (see Appendix 2 for the agenda). The meeting 
was structured around the plenary sessions, which included presentations and discussion.  These 
sessions included: 

 Session 1: Addressing child sexual violence 

 Session 2a: Community-based prevention initiatives: women and girls 

 Session 2b: Community-based prevention initiatives: communities and men 

 Session 3: Strengthening medico-legal linkages 

 Session 4: One-stop centers and integrated services 

 Session 5: Innovations in improving health and psychosocial care 

 Session 6: Additional resources for programs. 
 
All the sessions generated active discussion and recommendations for further dialogue and action on 
key issues. Appendix 3 summarizes each of the presentations, discussions and key recommendations of 
the meeting. The remainder body of this report highlights the key themes, discussion points and 
recommendations offered by participants. 
 
All presentations are available on the Sexual Violence Research Initiative website, which hosts the 
project website: http://www.svri.org/africanregional.htm 
 

http://www.svri.org/africanregional.htm
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The meeting was a great forum for 
exchange of useful information on 
SGBV and for learning more about 
workable practices in the region. 
 
--Participant feedback 

Meeting outcomes 
 
Participants completed written evaluations of the meeting and each session. Overall, feedback was 
extremely positive; most participants said that the meeting was very beneficial and relevant to their 
work in SGBV.  
 
The pre-determined themes addressed during the sessions and 
the issues arising from the discussions enabled the participants 
to reflect on their work in terms of challenges and program 
strategies and to identify areas requiring strengthening in both 
their implementation and their networking. Having a cohort of 
widely experienced experts at the meeting, all working in 
different areas enabled the participants to discuss and explore 
opportunities for greater collaboration at both national and 
regional levels, which serves as an important element of the Population Council’s South-South technical 
assistance model.  
 
As detailed in this report, presentations covered a breadth of medical, legal and psychosocial issues 
associated with SGBV prevention and response activities. Critical issues that emerged from the 
discussion are detailed below. 

 
a. Responses to the dual epidemics of HIV and SGBV must be better integrated 

 
In many countries, the prevalence of SGBV is higher than that of HIV/AIDS, although the responses have 
been vastly different and often parallel. Participants acknowledged that while the provision of SGBV 
support and services has improved at regional level, it has not been given high priority in national 
policies and social and health programs. Yet, SGBV continues to be one of the important drivers in the 
HIV epidemic in the region as a direct and indirect risk factor for infection. Participants agreed that in 
order to reduce SGBV incidence and improve coordination with the HIV/AIDS “superstructure”, 
guidelines for integration need to be developed and implemented.  
 
Some specific challenges for combating SGBV in the context of HIV were identified as: 1) ensuring post-
exposure prophylaxis for HIV (PEP) adherence among sexual violence survivors, especially when 
survivors are required to travel long distances for follow-up care and adherence counseling; 2) ensuring 
that survivors seek care within the 72 hour window period, which requires active community 
sensitization; 3) reaching to underserved groups, especially children and male survivors; 4) increasing 
access to and quality of psychosocial support in the region.   
 

b. Intersectoral coordination in SGBV response remains challenging but critical 
 
Participants affirmed the need for a more coordinated response in SGBV policies, programs and service 
delivery. Across all countries, partners reported that services continue to be fragmented, compounding 
existing barriers to access, poor follow-up of clients, and wide-spread under reporting of violence, 
especially among the most marginalized groups. Participants agreed on the critical need to strengthen 
linkages between sectors in order to effectively address the short and long term needs of violence 
survivors.  
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Recognizing the need for sustainable solutions, some participants proposed, in selected countries, to 
strategically integrate government social welfare services into other sectors (public and private) that 
respond to SGBV especially community-based organizations. The main limitation to this approach would 
be the weak public sector social welfare programs that exist in some countries, specifically Zambia and 
Malawi.  Partners also identified the South African, Kenyan and Zambian models as good examples of 
intersecotoral collaboration.  It was noted that, for such collaboration to be successful, it is important to        
balance clear frameworks with strong mechanism for implementation and accountability of each sector.  
 

c. Growing evidence highlights the need to provide targeted prevention and response strategies 
to child sexual violence 

 
Data presented by partners from most countries demonstrated that children constitute a significant 
proportion of those SGBV survivors who seek seeking services. For example, a recent regional UNICEF 
ESARO Violence Against Children (VAC) study found that 80%- 90% of children suffered physical 
punishment in homes, 67% experienced unwanted touching and other forms of sexual harassment in 
schools, and 50% of girls (aged 20-24 at the time of the study) in some countries in the region were 
married before they were 18 years old. The statistics point to the reality that homes and schools can be 
high risk places for children, and that some traditional and social norms are drivers of SGBV.  It is widely 
believed that VAC is underreported because many children do not feel empowered or safe to report 
violence, and seek help only if they have another medical problem.  
 
Girls in particular face a “dual vulnerability” to SGBV that need to be addressed in age- and gender-
specific programming. Girls at greatest risk for SGBV have the fewest social and economic assets, which 
contribute to greater social isolation or agency to negotiate sexual relationships. In addition, the 
majority of youth-centered programs have focused on boys, specifically those aged 18- 25 years, leaving 
a huge gap in evidence on effective responses for girls.  Therefore, partners agreed on the urgent need 
for more research and programs to address child sexual abuse (CSA) among girls. In Swaziland, for 
example, The Swaziland Action Group against Abuse (SWAGGA) is assessing the feasibility of the Safe 
Spaces program for high school girls and producing national guidelines for SGBV.  In Zambia, a coalition 
of partners lead by Equality Now has launched a Safe Spaces project to reduce school-based violence in 
five sites in and around Lusaka.   
 
The experience from the University Teaching Hospital’s (UTH) in Lusaka, Zambia illustrates that CSA is 
only now being addressed as public health problem requiring both medical and social interventions. 
Until recently, children survivors who reported to UTH received services in the gynecology departments, 
where they were neither given priority nor provided with comprehensive services. Even though the 
Hospital has established a ‘one-stop center’ for child survivors, it is accessible primarily to residents of 
the capital and does not address similar needs in other parts of the country. Many partners noted that 
PEP adherence and completion is a particular challenge for child survivors since children often must 
depend on adults to access and complete the treatment.  
 
The participants indicated that progress has been made in strengthening prosecution for CSA through 
“child-friendly courts,” established countries such as Zambia, South Africa and Swaziland. The Child 
Witness Project in South Africa has developed materials designed to help children understand the court 
process and reduce fear and stress during court proceedings. The project has reported significant 
improvement in survivor testimony.  For adult women, Sexual Violence Courts have been established in 
South Africa, which are specifically designed to handle rape and sexual abuse. Neither of these 
approaches, however, has been sufficiently evaluated for impact.   
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Despite the prevalence of CSA and the special challenges associated with addressing it, very few 
programs have deliberately focused on meeting the specific needs of children. To prevent CSA, 
participants identified strategies including: integrating child-friendly services and awareness across all 
sectors, community mobilization, behavior change, social norms change, awareness raising and 
advocacy and the promotion of ‘safe spaces’ clubs in and out of school. Similarly, the creation and 
strengthening of child friendly services in police units, courts, the health sector, and social welfare have 
been seen to help strengthen the response to CSA.  
 
In countries and sectors where strong SGBV infrastructure exists, policies and guidelines should be 
developed to specifically manage the needs of CSA survivors.  The draft regional protocol on CSA 
recently developed by the East and Central African Health Commission provides a good basis for such 
national-level guidance. 
 

d. Programs should incorporate a greater focus on community-level SGBV prevention activities 
 
To date, the bulk of SGBV activities in the region have focused on strengthening response services, 
mostly through developing linkages between the health and legal sectors. Participants recognized, 
however, that primary prevention is an essential, and often overlooked, element of a comprehensive 
SGBV program. They stressed that there is a pressing need for the communities to understand, 
appreciate and ultimately access the services provided by these institutions if the response to SGBV is to 
be effective. This, it was argued, was best achieved through community sensitization and awareness 
raising-activities. 
 
Participants articulated the need for an increased emphasis on community prevention activities. Many 
partner projects have included prevention activities in their programs, and provide emerging examples 
of good practices. For example, Thohoyandou Victim Empowerment Programme (TVEP) in South Africa 
is implementing the ‘Zero Tolerance Village Alliance’ which trains and engages community activists in a 
village-wide effort to eradicate violence through sensitization and awareness-raising activities. In 
Zambia, the Tisunge Ana Atu Akazi Consortium (TAAAC) is implementing a project called ‘Our Girls, Our 
Future’ which works with community stakeholders and the media to create awareness of SGBV and to 
help prevent sexual violence in schools. Raising voices is also using their SASA! model to engage 
communities on issues of power, gender and violence. As these and many other efforts progress, 
partners are encouraged to learn from the positive experiences of Northern Uganda Malaria, AIDS and 
Tuberculosis Program (NUMAT) on community mobilization, which cited the engagement, training and 
mentorship of community members in SGBV activities as being crucial to changing attitudes, practices, 
and reporting on SGBV. 
 
Partners from across the continent identified remarkably similar community-level challenges to 
preventing violence: the perception that SGBV is a women’s issue thereby limiting the participation of 
men; negotiations by parents and survivors with perpetrators to resolve issues at community level; 
negative attitudes of service providers; and the difficulty of engaging opinion leaders (such as chiefs, 
cultural, administrative and congregational leaders).  
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e. Specific psychosocial care and support models are needed for SGBV, and need to be distinct 
from approaches to HIV care 

 
Cost-effective and culturally relevant psychosocial support services (PSS) for SGBV survivors remains an 
area that is underexplored and largely undocumented for the region. There are few models of care 
tailored to the specific needs of SGBV survivors from which to understand feasibility, effectiveness, and 
possible scale-up or reliability. One reason for the limited information is that that SGBV services have 
tended to focus on immediate health and prosecution needs of survivors and not long-term recovery.  
 
The PSS programs and research that have been implemented in the region are primarily tailored to 
people living with HIV/AIDS and housed within those programs. While it is recognized that there can be 
some overlap and synergies in PSS services for violence survivors and people living with HIV, there is also 
an urgent need to develop and evaluate models of PSS that address the specific needs of SGBV survivors 
by gender and age group.  
 

f. Specialized Victim Support Units are emerging as a good practice in improving police response 
to SGBV 

 
The participants acknowledged that police involvement and response to SGBV has improved in some 
countries. It has been observed that training of police in specialized units (such as the victim support 
unit) has led to a much more sensitive and improved response to SGBV as has been the case with the 
Zambian Police. Looking forward, however, allocation of more resources to train and involve those 
police who are not in special units could help to reduce corruption, secondary victimization and could 
lead to enhanced services such as counseling.  
 

g. Prosecution remains a challenging, and under explored element of SGBV response 
 
There is an ongoing need to improve the legal sector management of SGBV cases in order to strengthen 
investigation and conviction of the perpetrator. Partners noted that an important reason for 
unacceptably low conviction rates in the region is the lack of understanding among stakeholders about 
how to collect, rigorously document, and present strong evidence in court—which leads to a breakdown 
in the “chain of evidence.”  In Kenya, Liverpool VCT, Care and Treatment (LVCT) is currently testing a 
model to integrate and streamline medico-legal evidence collection, documentation, and use between 
the health and police sectors. 
 
Participants also noted that there is need to review the existing laws, for example, minimum sentences 
for perpetrators, and address the gaps as appropriate. In several countries, a criminal investigation 
cannot begin without a doctor’s signature and/or testimony even if the survivor reported to a police 
station. These procedural requirements delay (or prevent) the path to justice to which the survivor is 
legally entitled. This problem could be overcome through more sensitivity training of legal and medical 
personnel, and changing national guidelines to allow nurses to sign SGBV medical reports and testify in 
court cases. South Africa allows forensic nurses to testify in court, although many of these health care 
workers remain intimated by the court process. 
 
Advances in legal services are constrained by a lack of data on the court process, and reliable statistics 
on basic outcomes such as prosecutions and withdrawals are not available in many countries. More 
evidence is needed to establish why SGBV cases do not end in convictions, why cases get dropped, and 
what strategies could reduce time in court and make successful cases more visible to the public. 
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h. Partners expressed the need for adaptable monitoring and evaluation tools 

 
Participants consistently expressed the need to improve monitoring and evaluation of the SGBV 
programs, including their own projects, in order to build the evidence base on what works and what 
does not, and what can be scaled up or replicated in other countries.  Participants expressed the need 
for validated and relevant monitoring and evaluation tools, especially those that are designed for 
community-based programs. Raising Voices presented an important, and well-received, set of tools that 
can be used to assess the effectiveness of community-based attitude and behavior programs.   
 
 
Recommendations  
 
The meeting concluded with participants reflecting on the main issues and challenges that face the 
project and the field as a whole. Through group work, participants identified a list of key 
recommendations for strengthening SGBV prevention and response efforts across the region. These 
included: 
 

 Promoting national-level buy-in of SGBV programs and services. 
 Strengthening multidisciplinary approaches and defining clear indicators for coordination of 

SGBV. 
 Scaling-up SGBV services nationally, and integrating SGBV into the HIV/ AIDS superstructure. 
 Mainstreaming mental health and psychosocial support in SGBV programming and research in 

the region. 
 Involving traditional leaders as stakeholders (chiefs, elder women) in SGBV programming while 

strengthening the understanding of the dynamics around positive and toxic social norms in 
communities and focusing on reducing negative ones in prevention activities and strengthening 
the positive ones.  

 Identifying and addressing the logistical or procedural barriers to forensic evidence collection in 
order to streamline medico-legal services (e.g. ‘doctor signatures’ only rules). 

 Advocating for the establishment of one-stop centers, where infrastructure and resources 
permit. 
 

 

Conclusion 

The participants closed the meeting inspired to redouble efforts collectively and in their country-specific 

projects based on lessons learned for SGBV research, program evaluation, and advocacy. Furthermore, 

participants acknowledged the need for inter-country capacity building and therefore the need to 

explore opportunities for South-South exchange visits and regional training programs such as those 

offered by SVRI and the Raising Voices. Participants also encouraged the Council to continue to expand 

and grow the network, as it provided an important and unique forum for exchange on programmatic 

issues.  
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Appendix 1: 

Participant List 

 

Name  Organization  

Dr. Catherine Maternowska  UNICEF East and Southern Africa Regional Office 

Dr. Margaret  Makanyengo  Kenyatta National Hospital  

Professor Elwyn Chomba University Teaching Hospital  

Dr. Mary Nambao  Zambia Ministry of Health  

Mr. Tresfold Kasale  Zambia Police  

Dr. George Msipu Phiri Zambia Police 

Carolyne Ajema  Liverpool VCT- Kenya  

Dr. Josephine Wambui Njoroge Liverpool VCT- Kenya 

Dr. Margaret Nyirenda –Meme  Ministry of Health-Kenya  

Prince Nare TVEP- South Africa  

Foldrick Gumula  TVEP- South Africa  

Charles Gawani  Malawi Human Right Resource Centre 

Dr. Helen Milonde  Kamuzu National Hospital, Malawi  

Cebile Manzini  SWAGGA Swaziland 

Thandi Zwane SWAGGA Swaziland  

 Jill Thompson  Independent consultant, Botswana  

 Lori Michau  Raising Voices  

Dr. Alex Muhereza NUMAT Uganda  

Dr. Anne Nakinsige  MJAP Uganda  

Allison Davidian  Equality Now- Zambia  

Deo Chileshe  Equality Now- Zambia  
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Name Organization  

Christine Munalula  Care Zambia  

Brenda Kanyengo  Care Zambia  

Goodwell Innocent Bottomani  Malawi Police  

Elizabeth Dartnall Sexual Violence Research Initiative, South Africa 

Leo Mbobi  Sonke Gender Justice, South Africa  

Sheilla Matinhure East, Central and Southern Africa- Health Commission 

Annie Sampa Kamwendo  UNICEF Zambia 

Beatrice Hamusonde  USAID/ Zambia  

Ngaitila Phiri USAID/ Zambia  

Caroline Simumba  Swedish International Development Agency, Regional HIV/AIDS 

Team 

Valerie Roberts  United Kingdom Department for International Development, 

Zambia  

Mohau Makhosana  South African Medical Research Council  

Taziona Banda  United States Centers for Disease Control- Zambia  

Masila Syengo  Independent consultant, Kenya 

Joseph Simbaya  University of Zambia, Institute for Economic and Social Research  

Dr. Rokaya Ginwalla United States Centers for Disease Control- Zambia 

Catherine Samiselo  STEPS-OVC, Zambia 

Dr. Jill Keesbury  Population Council, Zambia  

Felly Simmonds  Population Council, Zambia  

Kate Wilson  Population Council, Zambia  

Mary Zama  Population Council, Zambia  

Mantshi Menziwa Population Council, South Africa  
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Name  Organization  

Dr. Chi- Chi Undie  Population Council, Kenya  

Grace Chiyaba  Population Council, Zambia 
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Appendix 2: 
Meeting Agenda 

 
African Regional SGBV Network Partners’ Meeting 

7 – 9 February, 2011 
 

Protea Chisamba Hotel 
Lusaka, Zambia 

 
The Objectives of the meeting are to: 

 
1. Facilitate South-South technical exchanges and information-sharing among partners and other 

experts. 
2. Expose partners to emerging global debates, resources and research on SGBV. 

 

 
Monday, 7th February 

 

12:00 – 14:00 Registration, check-in and lunch 
 

15:00 – 16:00  Welcome, introductions 
 
Overview of meeting objectives and agenda: Jill Keesbury, Population Council 
Zambia   

16:00- 17:30 
 

Session 1: Addressing child sexual violence  
 

 Child Sexual Violence in Zambia’s University Teaching Hospital- Prof. Elwyn 
Chomba, University Teaching Hospital 

 East-Central and Southern African  Health Commission literature review and 
examination protocol on child sexual abuse: Sheilla Matinhure, East, Central 
and Southern Africa Health Commission 

 Strategies for addressing child sexual violence across the region: 
Dr. Catherine Maternowska, UNICEF East and Southern Africa Regional 
Office 
 

Questions and discussion 

19:00 – 21:00 
 

Welcome Dinner 
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Tuesday, 8th February 

 

8:30 – 9:00 Recap and discussion: participant  
 

9:00 – 10:30 Session 2a: Community –based prevention initiatives: Women and Girls 

 Zero-tolerance Village Association:  Prince Nare, Thohoyandou Victim 
Empowerment Programme 

 Prevention activities with girls in schools:  Cebile Manzini-Henwood, 
Swaziland Action Group Against Abuse 

 Safe spaces program in Zambia: Alison Davidian and Deo Chileshe, Equality 
Now/ TAAAC Coalition  

 Preventing SGBV in Latin America and the Caribbean: Kate Wilson, 
Population Council  

 
10:30 – 10:45 

 
                                  TEA / COFFEE BREAK 

 
 
10:45 – 13:00 
 

Session 2b: Community –Based prevention Initiatives: Communities and Men 

 Men and Monitoring: Critical Issues in VAW Prevention: Lori Michau, Raising 
Voices 

 Community Mobilization under the PEPFAR Special Initiative for SV: Dr. Alex 
Muhereza, Northern Uganda Malaria, AIDS and TB and Program 

 Preventing SGBV by working with men and boys: Leo Mbobi, Sonke Gender 
Justice Forum 

 Men who have sex with men-sex workers and law enforcers in Mombasa: is 
sexual and gender based violence an issue? Masila Syengo 

 
Questions and discussion 

 
13:00- 14:00 

 
                                LUNCH BREAK 

 
 
14:00 – 16:00 
 

Session 3: Strengthening medico- legal linkages 

 Scaling-up the CMIC interventions: Mary Zama, Population Council Zambia  

 Introducing the CMIC model into Malawi : G. Botomani (Malawi Police) and 
Helen Milonde (Kamuzu Hospital) 

 Testing the feasibility of locally assembled kits for collection of forensic 
evidence: Carol Ajema, Liverpool Voluntary Counseling, Testing and 
Treatment 
 

 Questions and discussion 
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16:00 – 16:15  
 

                           TEA / COFFEE BREAK 

 
16:15 – 18:00 

 
Resource Mall:      Participants to bring materials to share 
 

 
18:00 

 
                             END OF DAY  

 
Wednesday, 9th February 

 

8:30 – 9:00 Recap and discussion: participant  
 

9:00 -11:00 Session 4: Models of Care: One Stop Centers  and Integrated Services  

 Overview and context: Jill Keesbury, Population Council Zambia 

 TCC Model, South Africa: Mantshi Menziwa, Population Council SA 

 A Safer Zambia (ASAZA): Christine Munalula and Brenda Kanyengo, CARE 
International 

 SGBV Services in Mulango National Referral Hospital: Dr. Anne Nakinsige, 
Mulago-Mbarara Teaching Hospitals’ Joint AIDS Program 

 SGBV Services in Kenya’s Provincial Hospitals: Dr. Margaret Meme, MOH 
Kenya 

 
Questions and discussion 

11:00 – 11:15                                    TEA / COFFEE BREAK 

 
 
 
11:15 – 12:00 

Session 5 : Innovations in improving health and psychosocial care 

 Screening for intimate partner violence : Dr. Chi-Chi Undie, Population 
Council Kenya 

 Standard operating procedures for Swaziland: Cebile Manzini-Henwood, 
Swaziland Action Group Against Abuse 

Questions and discussion 

 
12:00-13:30 

Session 6 : Additional resources for programs  

 A step-by-step guide to strengthening Sexual Violence Services: 
Jill Thompson, Independent consultant 

 Reducing vicarious trauma among researchers: Liz Dartnall, Sexual Violence 
Research Initiative  

 Strengthening multi-country collaboration through training: Mohau 
Makhosane, Sexual Violence Research Initiative  
 

Questions and discussion 

 
13:30- 14:30 

 
                                LUNCH BREAK 
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14:30 – 15:30  Wrap up and Conclusions 
  

15:30 – 15:45  
 

TEA / COFFEE BREAK 
 
END OF WORKSHOP FOR NON-IMPLEMENTING PARTNERS 

 

15:45 – 17:30 IMPLEMENTING PARTNERS-ONLY SESSION  
 

  

 Monitoring and Evaluation clinic: Partners are asked to come prepared with 
questions regarding the measurement of their projects to discuss with 
facilitators.  

 Discussion and recommendations on strengthening collaboration among 
network partners 

 
Facilitators: Jill Keesbury, Felly Simmonds, Grace Tambatamba-Chiyaba 

 
17:30 

 
                             END OF WORKSHOP 

 
 

                            Thursday, 10th February 
 

 
08:15 – 18:00 

 
                                     Departure 
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Appendix 3: 

Summary of Presentations 

 
Meeting Overview—Jill Keesbury, Population Council  (http://www.svri.org/Jill.pdf)  
 
Dr. Jill Keesbury gave the overview of the meeting, describing it as a great forum for a network of people 

working on services, prevention, funding and research on SGBV. She indicated that the meeting would 

allow the participants an opportunity to share on their different work, discuss emerging trends in SGBV 

and to explore strategies for enhancing SGBV work across the region.  

She noted that the purpose of the work under the Population Council’s Network is to develop an 

evidence base for SGBV in the region, by documenting effective approaches to preventing and 

responding to gender-based violence.  This is intended to add to the body of information on SGBV in the 

region, which will be widely disseminated in order to improve SGBV services in the region. She thanked 

all the participants for coming to the meeting, encouraging all of them to get involved in the discussions, 

as the wide range of participants all had rich expertise and experiences.   

 

Session 1: Addressing Child Sexual Violence 

Child Sexual Abuse in Zambia’s University Teaching Hospital— Professor Elwyn Chomba  

(http://www.svri.org/ProfChomba.pdf) 

A one-stop centre for addressing child sexual abuse (CSA) is housed in Zambia’s University Teaching 

Hospital (UTH). The center was created because Zambia lacked adequate systems to deal with cases of 

CSA, had a generalized HIV infection, and increased reports of CSA at UTH. The centre always has a 

clinician, psychosocial counselor and the police to address CSA issues.  In addition to providing services, 

the centre conducts research; training for medical, psychosocial support, legal and media personnel; and 

has developed protocols for CSA. Before its establishment, the UTH consulted different stakeholders 

including policymakers, members of the legal fraternity and the community on CSA.  

Monitoring data demonstrated that reporting of defilement (sexual assault in those under 16 years of 

age) has increased steadily from 2006 to 2010, with the largest increase among those between 11-15 

years. An audit of medical forms delivered to three police Victim Support Units in Lusaka found that 

conviction rates for CSA cases are low. PEP completion rates are also low, even though 100% of the 

children reporting to the centre are started on PEP within 72 hours. The main challenges faced by the 

centre include the difficulty of following-up on children after a period of three months; ensuring that 

more children complete the full course of PEP courses; poor conviction rates of the perpetrators; low 

numbers of personnel dedicated to CSA;  and poor transport capacities.  

Looking forward, the UTH centre will work at increasing prevention of CSA, with a special focus on 

improving community awareness and education programs in schools to prevent CSA. The centre will also 

http://www.svri.org/Jill.pdf
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work towards improving investigation and prosecution resulting in ‘appropriate’ conviction rates whilst 

serving as a centre of excellence for the care and treatment of CSA and as a national resource to 

disseminate this clinical legal and service delivery expertise throughout the country.  

East, Central and Southern African Health Commission Literature Review and Examination Protocol on 

Child Sexual Abuse— Sheilla Matinhure, ESCA-HC (http://www.svri.org/Sheilla.pdf) 

Following the adoption of the resolution to give more prominence to CSA by the World Health 

Organization (WHO) Regional Committee for Africa in 2004, the East, Central and Southern Africa Health 

Commission (ECSA-HC) has focused on addressing SGBV and CSA. The ECSA-HC developed a sub-regional 

SGBV Implementation Framework in 2008- 2009, and in 2010 worked on a SGBV/CSA Prototype Policy, 

literature review and clinical guidelines.  

To inform CSA prevention and response activities, ECSA-HC conducted a literature review on the 

prevalence and strategies for addressing CSA across the region. This review included peer-reviewed 

published and unpublished (grey) literature, systematic searches of electronic databases and documents 

solicited through various listservs. Limitations of the review included the scarcity of rigorous statistical 

information, the difficulty in making comparisons given the varying definitions and methodologies used 

in acquiring the information and the lack of monitoring, evaluation and documentation of good 

practices. The main findings included: 

 African children are in danger of experiencing CSA across multiple settings in their lives, including 

within the home, community and the broader society, with schools and neighborhoods being the 

most frequent high risk areas; Additionally, situations of conflict and displacement seemed to 

exacerbate vulnerability; and street children and children in conflict with the law were found to be 

in increased danger.  

 The health sector is at the nexus of prevention, treatment and rehabilitation of sexual abuse, and 

special skills are required for adequate history taking, forensic interviewing and examination of 

children suspected of experience abuse. 

 The dynamics of CSA are very different from those of adult sexual abuse and therefore there is need 

for the focus on adult medical management of sexual abuse to be balanced with protocols relating 

specifically to child survivors.  

Based on the review, recommendations for prevention-related programs and policies include:  

 Increased awareness and dialogue about CSA and its negative consequences at all levels. 

 There should be advocacy for action at the national level to go beyond the ratification of 

international rights treaties to domestication, by enacting and enforcing legislation on all forms of 

violence and harmonizing laws and procedures that promotes and protects children’s rights.  

 There is need for increase in the regional, national and local resources (financial, human, material) 

to implement the laws, policies and programs that are needed for an integrated CSA prevention and 

response.  

 There is need to provide comprehensive prevention, care and support services. 

http://www.svri.org/Sheilla.pdf
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 The capacity of response systems in the area of health, law, enforcement, social work, the judiciary 

and the households should be strengthened.  

 CSA data collection, documentation and utilization should be improved to promote evidence based 

CSA related legislation, policy formulation and programming.  

ECSA-HC specifically recommended that health care providers should be:  

 Trained to identify CSA, provide necessary medico-legal services, and refer as appropriate to ensure 

comprehensive care.  

 Aware of their obligations with respect to national laws requiring mandatory reporting of cases CSA 

to the local authorities or police.   

The ECSA-HC is also clinical management guidelines for CSA, in order to standardize the care of sexually 

abused children. Specifically, the guidelines would provide standards for medical care, psychosocial care 

and collection of forensic evidence for child survivors of sexual abuse. They will also help health care 

providers to better handle the examination, treatment and management of child survivors of sexual 

abuse.  Sheilla Mutinhure, indicated that the ECSA-HC is yet to officially launch, disseminate and roll out 

the CSA clinical guidelines to the region.   

Strategies for addressing child sexual violence across the region— Dr. Catherine Maternowska, UNICEF 

EASRO (http://www.svri.org/Catherine.pdf)  

Dr. Catherine Maternowska, presented the results of a ‘Mapping and Gap Analysis of Violence against 

Children and women’ conducted by the United Nations Children’s Fund East and Southern African 

Regional Office (UNICEF ESARO). Data from the region indicates that VAC is highly prevalent in most 

countries in the region, with 80 -90% of children suffering physical punishment in homes, with 30% 

more experiencing severe physical punishment resulting from the use of implements. It also 

demonstrates that there is a high rate of physical abuse and sexual harassment existing in schools in 

some countries in the region. From most countries, the study also revealed that more than half the 

number of children interviewed engaged in child labour. In some countries, over 50% of the girls had 

been married before age 20-24, while HIV rates in some countries were 48-65% higher among girls than 

among the sexually active unmarried girls. Additionally, studies suggest that HIV and AIDS and Violence 

against children (VAC) have a dangerous, complex relationship and each may increase the risk and 

impact of each other.  Other key findings include:  

 At least one in three female children experience sexual violence. 

 Men and boys, including boyfriends, husbands and male relatives, are primary perpetrators of CSA.  

 Experience of VAC is associated with STDs, unwanted and pregnancy complications, and depression.  

 Physical violence from parents and authority figures is a common experience for children, with 

home and schools being high risk areas.   

 There is high under-reporting of VAC. 

 There are inadequate or non-existent services for VAC survivors. 

http://www.svri.org/Catherine.pdf


19 
 

Given this, UNICEF ESARO proposed that the framework to address the prevention and response of VAC 

includes a national response system focusing on child protection writ large and a multi-sectoral planning 

and implementation process. Additionally, the need to link the referral systems to essential child-

friendly and accessible services and to the national help lines was identified as being essential in this 

framework. Regarding the evidence on VAC and response, Dr. Maternowska noted that there is a 

growing body of information in the available in the region on VAC, upon which current responses can be 

based. There are also some emerging models in the region: the sector-by-sector organic growth model 

being implemented in Swaziland, Zimbabwe, Kenya and Malawi; the model focusing on the media and 

social norms change in Mozambique and Uganda; and in Tanzania, the model developing a planned 

national multi-sectoral response.  

In spite of these different efforts to address VAC, the main challenges in the region remain: 

 National co-ordination, building state institutions and including the public and private sector.   

 Building on and integrating VAC within the region’s HIV and AIDS superstructure. 

 Expanding the SGBV infrastructure and practice to include CSA. 

 Tackling harmful social norms that enable VAC or prevent reporting. 

 Integrating child-friendly services across all sectors.  

 

Session 2a: Community-based prevention initiatives: women and girls  

The Zero Tolerance Village Alliance—  Foldrick Gumula, Thohoyandou Victim Empowerment Programme 

(http://www.svri.org/TVEPPrinceNare.pdf)  

With support from the Population Council under the Network, the Thohoyandou Victim Empowerment 

Programme (TVEP) is implementing a pilot project entitled the Zero Tolerance Village Alliance (ZTVA). 

The primary purpose of this project is to test the feasibility of the ZTVA model in preventing SGBV, 

enhancing disclosure of SGBV, increasing the timely up-take of comprehensive services, and increasing 

the follow up care for survivors of SGBV. To do this, TVEP is working closely with the community to 

increase awareness of violence, reduce tolerance for violence through social norms change, and reduce 

community-level barriers to reporting. To date, TVEP has to date successfully engaged traditional 

leaders to speak out against SGBV, bolstered support for women’s rights at community level and 

established a network of community based activists. Moreover, TVEP has established a stakeholders’ 

forum in each community and is, through a series of workshops, educating and training local 

stakeholders on SGBV issues and HIV. The main challenges under the project include: obtaining ethical 

approval for the evaluation, coordinating communication across sites, and ensuring the buy-in of the 

traditional leadership, and getting the full involvement and support of state players. TVEP’s next steps 

on the project include plans to complete the baseline survey, conducting workshops and dialogues, and 

reviewing and reviving MOUs with state players.  

 

http://www.svri.org/TVEPPrinceNare.pdf
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Prevention activities with girls in schools— Cebile Manzini- Henwood, Swaziland Action Group Against 

Abuse (http://www.svri.org/Cebile.pdf)  

The Swaziland Action Group Against Abuse (SWAGGA) is currently working to prevent VAC through Girls 

Empowerment Clubs (GEC) in schools. The GEC’s objectives are to: 

 Provide a safe space for girls to openly engage and learn about a variety of issues affecting young 

girls, allowing children to express their thoughts and feelings freely. 

 Increase an enabling environment for confidence building, empowerment on SGBV and HIV 

prevention and response among girls. 

 Promote emotional wellness, belonging and self-esteem. 

 Create linkages for the provision of comprehensive support to child survivors of SGBV. 

To achieve these objectives, the GEC program uses of a variety of age-appropriate approaches to 

disseminating information, including peer to peer engagement.  They also facilitate girls’ participation in 

national events in order to increase their sense of social responsibility. Observed outcomes of the GEC 

program has included increased understanding and challenging of gender stereotypes, increased 

confidence and awareness, improved communication and public speaking skills, increased consciousness 

about human rights and legal literacy and the reduction in inappropriate teacher-student relationships. 

The main challenges of implementing the GEC include: a high demand for the program and limited 

resources; high staff attrition within SWAGGA; the transfer of club coordinators to other schools; poor 

linkages to community support structures; limited engagement with the girls upon completion of school; 

lack of comprehensive national legislation on SGBV and CSA. 

Looking forward, SWAGGA will work with the Population Council to strengthen the program by revising 

and focusing the curriculum, strengthening monitoring and evaluation, and documenting good practices 

for future expansion.  

 

The Safe Spaces Program in Zambia— Alison Davidian (TAAC) and Deo Chileshe (Population Council)   

http://www.svri.org/SafeSpacesDeo.pdf  

The Safe Spaces program in Zambia began in response to a case of a thirteen year old school girl who 

was raped by her teacher in Lusaka.  Both the school system and the criminal justice system failed to 

protect her or ensure that justice was adequately pursued. In response, Zambian civil society groups and 

the international NGO Equality Now worked with a private lawyer to lodge a civil case on the girl’s 

behalf. The case propelled Zambian Civil Society into action, forming a coalition, called the Tisunge Ana 

Akazi Coalition (TAAAC), which is working on a multisectoral pilot project to ensure that other Zambian 

girls are protected from in-school violence.  

The Population Council is a partner in the TAAC coalition, and is supporting the implementation of a Safe 

Spaces Program, aimed at empowering girls to know their rights and develop networks that will 

ultimately prevent sexual abuse. The program is implemented by four local NGOs working in the 

http://www.svri.org/Cebile.pdf
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schools: for Female Education (CAMFED), the Forum for Women Educationalist in Zambia (FAWEZA), the 

Planned Parenthood Association of Zambia (PPAZ) and the Young Women’s Christian Association 

(YWCA) are working on the safe spaces in four schools. It consists of three main elements: a physical 

space where girls can meet; mentors to provide the girls with relevant knowledge and skills; and 

friendship and the creation of girls’ networks.  

A curriculum on core issues of sexual violence has been developed for the Safe Spaces Program and girls 

are taught about HIV and AIDS, puberty, and adolescence. The girls are also taught to challenge 

stereotypes and human rights. Mentors, who are young women from the same community, provide 

leadership to the girls, equipping them with skills to protect them from sexual violence and abuse, and 

providing them with a network of support and information on where to seek help in the event of sexual 

abuse.  

Preventing SGBV in Latin America and the Caribbean— Kate Wilson, Population Council Mexico City 

(http://www.svri.org/KateWillson.pdf)  

The Latin America and the Caribbean region is a leader in the response to SGBV, having designed and 

adopted different policy and programmatic responses.  It is also the first region where all countries 

ratified CEDAW and most countries have ratified the Convention of Belem do Para (Inter-American 

Convention, 1994), the only treaty explicitly aimed at preventing, punishing and eradicating violence 

against women. Most countries have national policies to combat gender discrimination and violence, 

and some have oversight mechanisms. There is an increase in initiatives that build SGBV prevention into 

youth/girl empowerment and human rights promotion. However, there are mixed or weak survivor 

responses concentrated in urban centers and focusing on immediate health and legal services.  

In the region, the Population Council has employed cross-cutting strategies to address causes and 

consequences of gender inequality to prevent violence, HIV and unwanted pregnancy. The Council has 

used strategies to build social assets and skills and to implement community-based activities through 

local resources and knowledge with national and regional support. The Council has also been utilizing 

peer leadership and education models while focusing on vulnerable girls and youth. In Guatemala, the 

Council implemented a Safe Spaces Program, which demonstrated increased education levels among 

leaders; increased knowledge, skills and self confidence levels among the girls; while creating more 

positive views about girls’ abilities by their families and communities.  The Council has also undertaken 

youth-oriented SGBV prevention activities in Brazil.  The main lessons learnt from this work include: 

 Prevention strategies that address gender norms and stereotypes are important for reducing SGBV. 

 Reinforcing messages, with different approaches (for instance small groups plus media campaigns) is 

important for reducing SGBV. 

 Interventions should be community-based and driven, building existing structures and initiatives. 

 There is need to strengthen multisectoral responses and integrated interventions for survivors. 

 There is need for more engagement with underserved groups, such as men and boys, victims of 

conflict, migrants. 

 More impact evaluations are needed to build the necessary evidence-base.  

http://www.svri.org/KateWillson.pdf
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Session 2b: Community-based prevention initiatives: communities and men 

Men and Monitoring— Lori Michau, Raising Voices  (http://www.svri.org/LMichau.pdf)  

Raising voices based in Uganda has been operating since 1999 to prevent violence against women and 

children. Their SASA! program works with women who are key in the prevention and the response to 

VAW, and also with men, based on the core belief that all members of the community must be involved 

if social change is to happen in communities. Men are therefore integrated in language and practice 

emphasizing social change. There is also recognition that intimate partner violence stems from the 

issues of power and so men are engaged on issues of power as well as on issues promoting benefit 

based relationships without violence.  

To enhance monitoring of the SASA! Program, a set of tools have been developed to fill the gap in 

process monitoring. These were developed based on the recognition that few tools exist for this 

purpose and those that exist usually focus on counting activities and participants. It has also been a 

challenge to assess societal level change, rather than individual change.  This, coupled with the lack of 

capacity of NGOs to analyze qualitative data also makes it difficult to identify essential milestones or 

indicators in prevention. Accordingly, Raising Voices focuses on four indicators: knowledge, awareness, 

skills and behaviors.  Three sets of tools are used to measure these indicators. First, an activity report 

form collects basic information about the type of activity including the topic covered, the number of 

people reached, the location, successes and challenges of the activity. Second, an outcome tracking tool 

monitors progress on key outcomes, tracking change at societal level and it also attempts to quantify 

what is typically qualitative information. Third, the rapid assessment survey is used to get a snapshot of 

community perceptions within the same indictors, and is conducted periodically to see if the community 

is ready to progress to the next phases.  

From Raising Voices’ experience, the following were proposed for consideration when monitoring 

community-based programs: 

 Be clear about monitoring approach used and define key indictors at outset. 

 Activists and program staff can and should be participating in monitoring. 

 Attempting to assess societal-level change is challenging but possible. 

 You must monitor impact along the way to ensure responsive programming and that the program is 

not doing any harm. 

 Basic analysis and feedback of data empowers staff, increases program quality and staff 

accountability.  
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Community Mobilization under the PEPFAR Special Initiative for Sexual Violence—Dr. Alex Muhereza 

(http://www.svri.org/AlexMuhereza.pdf) 

Under the PEPFAR Special Initiative for Gender-Based Violence, the Northern Uganda Malaria AIDS, 

Tuberculosis and Malaria program (NUMAT) worked to strengthen sexual violence services in rural 

health facilities. This initiative focused on improving access to PEP, increasing linkages among service 

providers, and improving community involvement.  Before Initiative was implemented, most survivors of 

sexual violence did not report to health facilities; there were significant delays between the home, the 

police and health service facilities; there was poor co-ordination between services and referral sites; the 

focus by the community was on arresting perpetrators and not helping survivors; and there was lack of 

proper documentation at health facilities. For NUMAT, the main outcomes included: improved co-

ordination among partners; improved and timely referrals; improved service provider attitudes; 

increased interest in dialogue on SGBV by communities (initially regarded as taboo); increased 

awareness and prioritization of SGBV in local governments; and the development of ordinances and by 

laws on SGBV and alcoholism.  

To foster community involvement, support and to improve services at the health facilities, NUMAT 

undertook activities to create linkages and information flow among stakeholders and community 

members. Specific activities included the mapping of service providers, and the development of 

functional referral pathways and a referral directory for the health facilities. NUMAT further initiated 

monthly health facility coordination and review meetings with SGBV stakeholders (including community 

animators, district community development officers, non-governmental organizations (NGOs), police 

and health workers). The project also facilitated sub-county and district level cluster working group 

meetings.  

NUMAT’s work was hampered by a number of challenges. These include the community perception of 

SGBV as a women’s issue, men did not perceive SGBV as an issue requiring their attention and concern; 

late and under-reporting by survivors mostly arising from negotiations by parents of survivors and 

perpetrators and local councils trying to resolve issues in communities; the negative attitudes of service 

providers (police and health workers); limited follow up care of survivors and inadequate funding of 

partners leaving gaps in services.  

The following were the main lessons learnt from NUMAT’s work:   

 Continuous engagement of community leaders is key to changing norms around SGBV. 

 It is important not to teach the ‘ideal’ behaviors but rather to initiate community dialogue about 

real life issues. 

 Training mentorship, discussion and accountability of the service providers is essential for changing 

attitudes towards SGBV. 

 Provision of comprehensive and timely SGBV services depends on community involvement and a 

strong referral network. 

 Multisectoral training (legal, police and health care providers) must be linked to community needs 

and involvement. 

http://www.svri.org/AlexMuhereza.pdf
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 Engaging opinion leaders (cultural, administrative and congregational leaders) is essential in 

communities with strong culture.  

 

Preventing SGBV by working with men and boys— Leo Mbobi, Sonke Gender Justice Forum 

(http://www.svri.org/LeoMbobi.pdf)  

Sonke Gender Justice Forum was established in South Africa in 2006 and works across Africa to 

strengthen governments, civil society and citizens’ approaches to gender equality, with a special focus 

on men and boys. The organization uses a human rights framework and gender relational approach in its 

work to address the challenges facing men and society across Africa, such as high HIV, domestic violence 

and alcohol consumption rates. Through three program areas, Sonke addresses the social and structural 

determinants of gender inequalities and health disparities.  

Sonke’s first program area is community mobilization and capacity building. Men are supported to 

conduct community mobilization and branch building activities and to advocate for gender equality 

against SGBV as well as protect themselves and partners from HIV.  An action kit has been developed for 

use in capacity building activities, which comprises t-shirts, posters and DVDs, information fact sheets 

and workshop activities on power, violence, HIV and relationships.  

Sonke has developed a widely-known media campaign, called Brothers For Life (BFL), which is a national 

mass media and community mobilization campaign targeting men over the age of 30. The BFL 

ambassadors featured in national television, radio and billboards include prominent politicians, soccer, 

cricket and rugby celebrities. Sonke also has dozens of community painted murals across the country as 

a way giving strategic information.  

The third area Sonke is working in is policy, advocacy and research. This work is done to ensure that the 

work with men and boys is included and implemented effectively in policies at all levels and to monitor 

and build the capacity for implementation. The research is conducted to establish a solid evidence base 

for ongoing work with men and boys and to successfully inform the scaling up, impact assessment and 

sustainability of the work. As a fourth element of Sonke’s work, their international programs and entails 

capacity building on the previous three areas to like-minded organizations across the region.   

 

Men who have sex with men- sex workers and law enforcers in Mombasa— Masila Syengo 

(http://www.svri.org/Masila.pdf)  

In July 2009 the International Center for Reproductive Health conducted a rapid assessment of male sex 

workers who have sex with men in Mombasa, Kenya. Research included two focus group discussions 

with 8-9 participants each. Participants were recruited using purposeful sampling and they were aged 

17- 26.  

The key findings of the included: human rights violations by law enforcers occurred among MSM sex 

workers; reported violations included forced unprotected receptive anal intercourse, physical assault, 

http://www.svri.org/LeoMbobi.pdf
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arbitrary detainment secondary to untrue charges, and theft and verbal abuse; delayed health seeking 

behavior of male sex workers after acts of sexual violence for fear of discrimination.  Data indicated that 

in order for the male sex workers to avoid imprisonment or physical violence, they employed coping 

strategies which included agreeing to have unprotected and receptive anal sex; offering routine sexual 

favors or money to police; paying ‘ground rates’ to police to avoid being arrested for loitering and 

avoiding seeking legal action against perpetrators (law enforcers as well as other) of violent acts.  

 
Session 3: Strengthening medico-legal linkages 

Scaling up the Copperbelt Model of Integrated Care in Zambia and Introducing the model in Malawi—

Mary Zama (Population Council, Zambia) and Helen Milonde (Malawi Ministry of Health) 

http://www.svri.org/HelenMilonde.pdf    

In Zambia, the Police Service and Ministry of Health piloted the Copperbelt Model of Integrated Care 

(CMIC) to improve the response to SGBV under the. As the first point of contact for many survivors, the 

police were trained to provide emergency contraceptives (EC) and referrals for SGBV survivors.  This 

initiative was widely viewed as successful, and the main outcomes included:  

 357 doses of EC were effectively and correctly provided by the police victim support Unit (VSU) to 

survivors of SGBV.    

 Communities were more comfortable reporting to the police at the end of the project phase. 

 The police VSU demonstrated greater recognition of health needs.  

There has been a widespread recognition of the need to scale up the model and the Population Council 

is currently assisting the government to institutionalize and expand these efforts.  It is also discussing 

the possibility of piloting police provision of PEP in selected police stations.  

Given the successful implementation of the CMIC by the Zambia Police and MOH, the Malawi Police, the 

Malawi Ministry of Health and the Malawi Human Rights Resource Centre have partnered to test the 

possibility of implementing the CMIC in Malawi. This is after the partners were exposed to the CMIC 

through regional meetings and site visits to the Copperbelt. The project in Malawi will test the feasibility 

of ECP provision by VSU police officers. The specific project objectives are: to test the feasibility of police 

provision of EC a best practice based on national guidelines for sexual assault cases; provide 

comprehensive SV services for survivors at one national referral hospital; to improve co-ordination 

among stakeholders. The project is currently being implemented in Lilongwe.  

 

Testing the feasibility of locally assembled kits for collection of forensic evidence— Carol Ajema, 

Liverpool VCT, Care and Treatment (http://www.svri.org/CarolAjema.pdf)  

As part of the Population Council project, Liverpool VCT, Care and Treatment (LVCT) is implementing a 

study in that addresses challenges associated with evidence collection and utilization in Kenya. It is 

based on the finding from LVCT’s previous work that forensic evidence collection is not developed in 

http://www.svri.org/HelenMilonde.pdf
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Kenya, the existing national lab is not well equipped to do any further analysis of samples collected, 

there is no provision on the types of evidence to be collected from children and male survivors, and 

there is generally poor documentation of the services provided. The specific objectives of the study are 

to: improve evidence collection and documentation on the PRC form within health facilities through  

the implementation of a locally-assembled evidence kit; ensure that such forensic evidence is recorded 

on the P3 form and entered into legal evidence at the police station.  

The project is being implemented in two district hospitals and two police stations and will be 

implemented in three phases. The first phase will involve a baseline in two sites, and preparatory 

meetings with key government departments. During the second phase, LVCT will assemble a pre- packed 

rape kit and train the police and prosecutors to implement the kit. During the third phase, LVCT will 

evaluate the two project sites. LVCT cited two main challenges in their work to date. Firstly, the 

obtaining of permission to collect data from survivor case files at the police stations; and secondly, 

delays in getting official approvals from the targeted government departments have also hampered the 

progress of the project.        

 

Session 4: Models of Care: One-stop centres and integrated services 

The Thuthuzela Care Centre Model in South Africa— Mantshi Menziwa, Population Council South Africa 

The Thuthuzela Care Centre (TCC) Model has been instated across South Africa in an effort to build an 

effective efficient and expeditious system to address sexual violence.  It was initiated as part of the 

national anti- rape strategy process initiated by the South African Cabinet in March 2000 which sought 

to address the high cases of rape in the country. The TCC approach seeks to centralize all rape care and 

investigation. Through a coordinated system, they work to ensure prompt transportation and 

examination of victims, and increase communication between prosecutors, the police and the victim. It 

employs a multi-disciplinary approach based on the acknowledgement that cooperation can address 

systematic weaknesses. The approach seeks to make the system seamless in victim management and 

introduces mutual accountability by designing objectives common to and shared by all stakeholders. 

 The approach emphasizes the centrality of victims. Services are tailored to the victim’s needs and 

attempt to reduce self blame by creating a victim friendly environment conducive to reporting and 

retention. There is an investment in quality victim management as well as the empowerment, 

preparation and increase of confidence in the criminal justice system.  

It is also court directed. This is achieved through ensuring that trained and specialized personnel deal 

with survivor evidence and that the investigations are prosecutor-guided. Specialized sexual offences 

courts have been established and are exclusively dedicated to prosecuting sexual offences, which are 

intended to ensure speedier or more effective prosecutions.  
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A safer Zambia project—Brenda Kanyengo, CARE International (http://www.svri.org/ASAZA.pdf) 

A Safer Zambia (ASAZA) Project is a USAID-funded initiative designed to alter the social and cultural 

patterns that promote SGBV as well as provide direct services to meet the physical, psychological and 

legal needs of girls and women who are survivors of SGBV. The ASAZA operates the Coordinated 

Response Centers (CRCs) in 8 districts in Zambia, and conducts two restorative and prevention activities.  

The prevention-related activities engage men, community and traditional leaders, the youth and general 

community members as change agents. Each group is targeted with specific information and key 

messages.  Mass media, IEC materials, documentaries, jingles, community conversations, national 

events and CRC advisory councils have been used to deliver prevention messages and to influence 

community activities and practices through these groups.  

The restorative activities are implemented through two types of models: stand-alone and hospital-

based. The stand-alone model is believed to less traumatic to survivors because of the private setting 

and it is more flexible in terms of the space. However, medical staff are not available 24 hours and 

survivors need to be driven to a health facility to access medical services. The hospital-based model 

offers medical staff for 24 hours and there is better access to medical services including PEP, EC and 

ARVs by survivors, but fewer trained counselors.  

Best practices under the ASAZA program include quality assurance mechanisms, such as the setting of 

minimum standards, the training for service providers of SGBV, and use of survivor feedback 

mechanisms to assess the effectiveness of the program. Support to survivors, such as transport support 

has helped to improve survivors’ access to services while caregiver outreach has helped to ensure that 

even household survivors are assisted. The establishment of survivor groups has helped survivors to 

better cope with their experiences and service provider networks have helped to strengthen services 

and reduce duplication across services.  

The main challenged that have faced the ASAZA program include: lack of well established shelters/ safe 

houses; inadequate numbers and training of medical staff and child counselors; high numbers of cases 

being reported at the CRCs; inadequate space at the CRC due to an increase in the number of cases 

being reported.  

 

Integrating SGBV into existing services at Uganda’s Mulago Hospitals— Dr. Anne Nakinsige, Mulago-

Mbarara Teaching Hospitals’ Joint AIDS Program (http://www.svri.org/AnneNakinsige.pdf)  

Under the PEPFAR Special Initiative for Gender-Based Violence, the Mulago- Mbarara Joint AIDS 

Program (MJAP) worked to strengthen SGBV service in Mulago Teaching Hospital, Uganda’s national 

referral hospital.  

At the outset of the effort, MJAP conducted a needs assessment which found gaps in infrastructure, 

staff capacity, and supplies and materials.  They identified the need establish an infrastructure specific 

to SGBV, as services under SGBV were being offered a fragmented way across the departments. 

http://www.svri.org/ASAZA.pdf
http://www.svri.org/AnneNakinsige.pdf
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Laboratory infrastructure also needed refurbishment. Health workers were not skilled in handling SGBV 

services and they needed basic training. PEP was not available anywhere for survivors, essential drugs 

and supplies were also inadequate, and information and IEC materials were not available.  

MJAP undertook service strengthening and policy advocacy efforts in order to effectively integrate SGBV 

services. First, MJAP strengthened the infrastructure, refurbishing laboratory spaces, providing 

supplementary drugs and lab supplies and developing SGBV client flow charts and client management 

guidelines. All SGBV services were centralized in the gynecology department, and referral pathways 

were developed across the hospital. Second, MJAP created SGBV service providers’ linkages, holding a 

series of stakeholders meetings with the police, organizations offering psychosocial support, spiritual 

leaders and other government departments. They actively advocated with the government for increased 

access to PEP for, and participated in policy review addressing the gaps in forensic evidence collection 

and documentation. 

Some challenges faced during this work were: limited public awareness of medical services for survivors 

of sexual violence resulting in delays in survivors presenting for medical care; institutionalized 

weaknesses in the collection of forensic evidence; and reluctance to provide services to male adult 

survivors and perpetrators. 

The main lessons learnt from the project are that: Integration of services for SGBV survivors is feasible; 

nurses, midwives are unable to provide the service if they are not supported, supervised and mentored; 

and that networking with other SGBV service providers can ensure provision of coordinated and 

comprehensive services.   

 

Integrated SGBV Services: the Kenyan experience—Dr. Margaret Meme (Kenyan Ministry of Health, 

Department of Reproductive Health) and Dr. Margaret Makanyengo (Kenyatta National Hospital) 

http://www.svri.org/Meme.pdf  

SGBV services are available in health facilities in seven of the eight provinces in Kenya. These services fall 

under the Ministry of Health’s Division of Reproductive Health (DRH), which is responsible the 

development of national policy, capacity development through training of SGBV service providers, and 

the provision of information, support and supervision of SGBV activities through provincial and district 

reproductive health coordinators.  

A center of excellence for SGBV services was established in 2006 at the Kenyatta National Hospital 

(KNH), the national referral hospital.  SGBV survivors are provided with a comprehensive package of 

services in casualty, and then referred to the hospital’s Gender-Based Violence Recovery Center for 

ongoing psychosocial support and care. Emergency medical care includes: PEP, prophylaxis for STIs, EC, 

Hepatitis B prevention, history taking, physical examination and physical injuries management, forensic 

evidence collection and documentation on official Post Rape Care (PRC) and Police (P3) forms. 

Government facilities work with additional partners to ensure comprehensive care, and have developed 

http://www.svri.org/Meme.pdf
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links with the police, social workers, legal partners (COVAW, CRADLE, IJM and others), the government 

chemist (which conducts forensic analysis) and the US Department of Justice.  

Key accomplishments cited by the DRH and KNH include:  

 Revised and launched National Guidelines on Management of Sexual Violence (2010). 

 Trained 50 Sexual Assault Forensic Examiners (SAFE) to give expert opinion in court, with the Kenyan 

chapter of SAFE linked to the US Chapter. 

 Revised the Post Rape Care (PRC) Form. 

 Created Provincial centers in Nairobi, Coast, and Rift Valley and Nyanza provinces.   

 Ensured that SGBV services are provided in health facilities, even at district level.  

 Developed the National SGBV Framework in collaboration with the Gender Commission to 

coordinate SGBV activities nationally.  

 Incorporated SGBV into nursing and police training curriculum. 

 Incorporated SGBV and gender into the Kenya National AIDS Strategic Plan II.  

 KNH has undertaken coordinated work with community members, including the establishment of 

medical camps in slum communities.   

 Availability of specialized services at KNH, such as adolescent-friendly services and psychological 

care for survivors.  

 Integration of SGBV services with alcohol and drug abuse, HIV and mental health programs. 

 Creation of strong partnerships with other partners including the USAID, Pathfinder international, 

US Embassy, LVCT, the police and the private sector.   

Both the DRH and KNH have highlighted the following constraints: 

 Reluctance of doctors and other health workers to go to court, citing frequent adjournments as a 

waste of time.  

 Poor record of convictions of SGBV perpetrators. 

 The hostility of the legal system to the survivors and health workers, and length of time taken to 

conclude cases.  

 The Sexual Offenses Act is challenging to implement, and the lawyers, magistrates and police have 

not been adequately oriented to the Act. 

 Inadequate resources for scale-up of services across the country.  

 Forensic evidence collection and custody mechanisms are still weak.  

 Overall staff shortages.  
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Session 5: Innovations in improving health and psychosocial Care  

Screening for intimate partner violence: Dr. Chi-Chi Undie, Population Council Nairobi 

(http://www.svri.org/ChiChiUndie.pdf)  

The Population Council in Kenya is currently undertaking a study that examines screening for intimate 

partner violence (IPV).  The overall objective of the project is to assess the acceptability and feasibility of 

screening for IPV in Kenyan public health care settings.  The study will be conducted in the Kenyatta 

National Hospital in Nairobi. The first phase will assess acceptability from provider and client 

perspectives and describe client flow and referral systems through interviews with clients, providers and 

stakeholders. Under the second phase, an IPV screening tool will be developed and training on the use 

of the tool will be conducted. The feasibility of this approach will be assessed through focus group 

discussions with providers, semi-structured interviews with survivors, and review of service statistics.  

The main challenge of the study so far has been the study approval processes due to ethical issues 

around interviewing SGBV clients.  The study is expected to begin in March, 2011. 

 

Session 6: Additional resources for programs 

A Step-by-Step Guide to Strengthening Sexual Violence Services—Jill Thompson, Independent Consultant 

(http://www.popcouncil.org/pdfs/2010HIV_PEPFAR_SGBV_Toolkit_ExecSumm.pdf; 

http://www.popcouncil.org/pdfs/2010HIV_PEPFAR_SGBV_Toolkit.pdf)  

Under the PEPFAR special initiative on Sexual Violence (SV), the Council produced an evidence-based 

guide to strengthening sexual violence services in health facilities. The purpose of this guide is to provide 

practical guidance on the steps necessary to establish and strengthen SV services within existing public 

health facilities, improve linkages to other sectors, and engage local communities around issues of 

sexual violence. It includes tips, resources and tools that will help partners and stakeholders design, 

implement and evaluate SV programs.  It includes eight steps: 

 Step 1: Collecting information needed to inform service strengthening and integration 

 Step 2: Establishing the regulatory and infrastructural framework for services 

 Step 3: Training health care providers  

 Step 4: Increasing PEP adherence and follow-up care 

 Step 5: Developing referral linkages to other service providers 

 Step 6: Strengthening linkages between the health facility and communities to increase timely 

utilization of services 

 Step 7: Monitoring and evaluation 

 Step 8: Ensuring adequate resources 

 

 

http://www.svri.org/ChiChiUndie.pdf
http://www.popcouncil.org/pdfs/2010HIV_PEPFAR_SGBV_Toolkit_ExecSumm.pdf
http://www.popcouncil.org/pdfs/2010HIV_PEPFAR_SGBV_Toolkit.pdf
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Reducing vicarious trauma among researchers: Liz Dartnall, Sexual Violence Research Initiative 

(http://www.svri.org/Liz%20Dartnall.pdf)  

The Sexual Violence Research Initiative (SVRI) has compiled a useful tool to assist researchers to 

minimize the effects of vicarious trauma. In 2009 the SVRI held their first international conference, the 

SVRI Forum 2009. This global event allowed researchers from around the world to meet and present 

their work. The work presented at the Forum, encapsulated a diverse range of research settings, 

including research in conflict zones and refugee camps, in countries where sexual violence was 

condoned and in countries where it was not, but was endemic none the less. During discussions held on 

priorities for research on sexual violence, researchers identified their own trauma as an area of concern, 

citing a lack of support as a critical issue in undertaking sexual violence research. 

In response, the SVRI consulted with researchers and prepared a briefing paper and guidance on 

strategies to reduce vicarious trauma among researchers.  These strategies include: 

 Share your experiences with colleagues 

 Plan your workload 

 Learn about the topic you are going to research, reflect on your own personal experiences 

 Engage with and inculcate humour and fun into your work 

 Know that this work will affect you – learn how to identify early warning signs of VT and emotional 

distress 

 Know that this is a normal reaction 

 Develop and employ self care strategies 

Research and service delivery supervisors should also take steps to minimize trauma: 
 
 Normalize the effects of working with trauma in the workplace 

 Provide effective supervision – create opportunities for staff and peer support, ensure safety and 

comfort particularly during times of intensive data gathering and analysis 

 Provide opportunities for group debriefing – must form part of an overall workplace support system 

 Recognize and acknowledge own personal risks 

 Learn and recognize early warning signs 

 Allow researchers to have a flexible schedule 

 Know that this work is not for everyone 

 

Strengthening multi- country collaboration through training – Mohau Makhosane, South African Medical 

Research Council and SVRI (http://www.svri.org/MohauMakhosane.pdf)  

SVRI has been implementing a regional project to support the development of health sector responses 

sexual violence and promote an appropriate and effective interface between police, health and justice 

sectors. In the first phase of the project, SVRI encouraged the development of working partnerships 

http://www.svri.org/Liz%20Dartnall.pdf
http://www.svri.org/MohauMakhosane.pdf
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among policy makers, service providers, trainers and advocates by establishing multidisciplinary teams 

in Rwanda, Zimbabwe, Zambia, Uganda, Malawi, Kenya and Nigeria.  

The second phase focuses on capacity building through training, where SVRI conducted multi- 

disciplinary trainings in many of the partner countries.  The training methodology draws on adult 

education principles: critical reflection, small groups work, case studies, role plays and videos. The 

training is conducted in 10 days and has a practical component.     

Some of the main lessons learnt from the implementation process are that: 

 Multisectoral training is an important element of providing comprehensive support to survivors. 

 Establishing contact with the relevant ministries, the right people with the right portfolio is 

important in SGBV work.  

 Communication is difficult across the region, especially in countries that lack the appropriate 

technologies. 

 Most countries need mapping of the problems, services, resources and skills. 

 Policies, protocols management guidelines are crucial for program development 

 Social norms are at the heart of the service.  

 The development of service-level agreements setting out responsibilities is important for monitoring 

progress. 

 


