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|. BACKGROUND

There is a dearth of data on the nature, dynamics and magnitude of GBV against girls in the
first decade (age 0-11) in humanitarian settings.” Even outside humanitarian contexts there are
significant gaps in data about the prevalence of all forms of violence against children under
the age of 11; data that does exist is often not disaggregated according to age and gender.?
What we do know from existing data is that GBV against girls in the first decade is largely
perpetrated by someone known to the girl and in familiar locations.® Furthermore, there is
limited information about the extent to which younger girl survivors access GBV services in
humanitarian contexts and limited readily available information regarding the extent and ways
in which GBV programs are inclusive of girls 0-11 or if their needs are addressed through
programming provided by other sectors that reach children in this age range.* What we do
know about violence against girls globally suggests that girls in this age range are experi-
encing and are at risk of sexual violence- including child sexual abuse and sexual exploitation,
early and forced marriage and intimate partner violence.® ¢ 7

In the past 10 years there has been a significant focus on adolescent girls and their expo-
sure to GBV, tailoring services to meet their needs, and creating programming that seeks to
prevent and reduce their risk of GBV. At the same time, there is also increased awareness
of the importance of addressing the mental health and psychosocial support (MHPSS) needs
of GBV survivors.® However, such interventions and program models are generally for girls
starting from age 10. A systematic review for MHPSS interventions for survivors of GBV in
conflict-affected settings 2013 found no studies with young people under 14 years old.® More
recent humanitarian initiatives are bringing more attention to the needs of child sexual abuse
survivors, including the Child and Adolescent Survivor Initiative (CASI) and the revision and
update of the Caring for Child Survivors (CCS) resource package.’ The recent desk review
Mental health and psychosocial support for survivors of gender-based violence in humani-
tarian settings™ includes a learning brief on addressing the MHPSS needs of child and adoles-
cent survivors, in which it highlights significant gaps in practice and coordination amongst
GBV, Child Protection (CP) and MHPSS actors in providing MHPSS services to child and
adolescent survivors.

' GBV AoR Helpdesk (2020). Learning Brief: Increasing Attention to Young Girls in Gender-Based Violence Programming.

Devries et al (2017). Who perpetrates violence against children? A systematic analysis of age-specific and sex-specific data’, BMJ

Paediatrics Open, 2(1), https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5842994/

3 GBV AoR Helpdesk (2020). Learning Brief: Increasing Attention to Young Girls in Gender-Based Violence Programming.

4 Ibid.

5 Devries, K., Knight, L., Perzonld, M., Merrill, K., Maxwell, L., Williams, A., Cappa, C., Chan, KL., Garcia-Moreno, C., Hollis, N.,
Kress, H. Peterman, A., Walsh, S., Kishor, S., Guedes, A., Bott, S., Butron Riveros, B., Watts, C. and Abrahams, N. (2017) "Who
perpetrates violence against children? A systematic analysis of age-specific and sex-specific data’, BMJ Paediatrics Open, 2(1),
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in humanitarian settings: A Desk Review.



Il. PURPOSE OF SCOPING STUDY

To address some of these gaps in knowledge and practice, UNICEF's GBV in Emergencies and
MHPSS teams carried out a joint scoping study to document existing gaps and best practices
in how GBV and MHPSS programs are addressing the needs of girl survivors of GBV in early
and middle childhood. Through a literature review and key informant interviews, the scoping
study sought to answer the following questions:

e \What are the elements of interventions and best practices that have effectively
provided GBV+MHPSS services to girls ages 0-11 who have experienced GBV?

e \What are the current gaps in both GBV and MHPSS programming to address the
needs of girl survivors ages 0-117

e What are potential opportunities for GBV and MHPSS programming to address the
needs of girl survivors ages 0-117

e How might these opportunities and best-practices extend to address sexual violence

in boys in the same age group, building stronger linkages between GBV, MHPSS and
CP programming?

For the purposes of the study, GBV for girls 0-11 was defined as sexual violence, intimate
partner violence, forced and early marriage; boys 0-11 sexual violence only. Mental health was
defined as emotional, psychological, and social well-being.'

IIl. LITERATURE REVIEW

The literature review sought to identify elements of interventions and best practices that have
effectively provided GBV+MHPSS services to girls ages 0-11 who have experienced GBV. It
also sought to consider how these practices can extend to address sexual violence against
boys of the same age.

A. Methodology

Data collection

Sources for the literature review included the following: academic journals with primary
research, academic reviews with secondary research (e.g. evidence reviews, metanalyses);
non-academic published reports, briefs, and reviews of both primary and secondary research.

The PICO framework (Population, Intervention, Comparison, Outcomes)'™ was used to outline
inclusion and exclusion criteria (see Table 1 below). Source material from high income coun-
tries was selected only: 1) if it included conflict-affected/refugee populations; and/ different
combinations of criteria across these categories were used to maximize transferable evidence
and learning. A total of 80 articles were screened of which 33 met the criteria for inclusion.
The majority of the included articles were published academic literature, primarily meta-anal-
yses. Non-academic literature included were published reports by organizations that included
both primary and secondary research. Annex 1 provides a summary of the articles included.

2 https://www.unicef.org/media/73726/file/UNICEF-MH-and-PS-Technical-Note-2019.pdf.
8 https://academy.pubrica.com/research-publication/systematic-review/what-are-the-pico-elements-in-systematic-review/



Table 1: PICO Framework for Literature Review

POPULATION Included Excluded
e Qirl survivors ages 0-11 e |nterventions in
e Girl survivors where intervention includes which target popu-
portion of age range 0-11 and may include lation is only boys
ages above 11 up to age 15 and is outside target

scope: no history of
experiencing sexual
violence and above
age group 0-11

e [nterventions that target girls more broadly in
age ranges 0-11, including prevention programs

e |nterventions that target girls more broadly
and may include girls up to age 15, including
prevention programs

e |nterventions that target children ages 0-11
and may include children up to age 15 where
there is an equal or greater proportion of girls,
including prevention programs.

e |nterventions that target caregivers in which
children 0-11 can also be present

e [nterventions that target boy survivors of
sexual violence ages 0-11

INTERVENTION Included Excluded
e Intended outcome or purpose of the program e [nterventions that do
articulates mental health and/ or well-being not reference mental
e Intended outcome or purpose articulates health/ well-being/
safety, but strategies to promote mental health safety (as it relates
and wellbeing are included to mental health

and well-being as
intended outcomes

COMPARISON
Ll L Included Excluded
(Types of
evaluation)
e Studies or research that have quantitative e Studies or reports
measures and or qualitative measures. that do not have
e Studies that use comparison groups an evaluation
e Studies that use pre and post component.
intervention measures.
e Studies that measure post-intervention
e Reviews of studies meeting the above criteria
OUTCOMES Included Excluded
e Measures outcome related to mental health e Qutcomes measured
and/ or well-being and/or safety are outside scope of

mental health, well-

being and/or safety
e No outcomes

measured



Data Analysis

The literature was analyzed according to elements of interventions in order to identify common
themes, best practices and gaps of the reviewed interventions:

Location: In what type of setting was the program/ intervention provided (e.g., clinic,
safe space, community center)

Access/ entry point: How did the program/ intervention access girls 0-11 survivors?
Directly? Indirectly?

Criteria for participation: Were there specific criteria for participation in the
program intervention?

Type of service received: \What service/intervention did girls 0-11 receive? Did it
facilitate disclosure of GBV and/ or respond to GBV and its mental health impacts?

Ingredients of the program: \What were the general topics/ strategies used?

Delivery agent: \What was the background of the person delivering it - professional
background, training provided, supervision provided?

Length/intensity: How many sessions did the program entail, and over what period
of time?

Caregiver engagement: To what extent and how were caregivers engaged?

Outcomes: What were the expected outcomes? How were they measured?
To what extent were outcomes achieved?

The analysis also included identifying relevant challenges /gaps as well as recommendations
or best practices the source material highlighted for consideration.

Limitations of the literature

Documentation of and evidence for interventions targeting girl GBV survivors 0-11 is sparse
for low and middle-income contexts, and in particular for humanitarian contexts. This is also
the case for boy survivors of sexual violence in this age range. Due to this significant gap in
the literature, the review also included broader interventions inclusive of but not limited to
girls ages 0-11, interventions with this age group but not specific to GBV survivors, as well as
interventions targeting caregivers of children in this age range. Below is a summary table of
the main categories of interventions reviewed in the literature as well as their limitations with
respect to the scope of the review.



Table 2: Summary of literature and its limitations

CATEGORY OF INTERVENTION

AND DESCRIPTION

Number of articles

Limitations

GBYV interventions:

Interventions with an identified
focus on GBV prevention, risk
mitigation or response targeting
girls survivors and at risk of GBY,
inclusive of but not specific to
ages 0-11. The primary entry
point is GBV programming /
service providers.

Child-focused interventions:

Interventions targeting children
ages 0-11 or older with an identi-
fied focus on mental health and/
or child protection. These were
not gender specific and the

age range for participation was
mostly middle childhood ages
5-11. The entry points for these
programs were child protec-
tion programs (in humanitarian
settings) or education programs/
schools (in development
settings).

Caregiver interventions:

Interventions targeting female
and male caregivers with an
identified focus on parenting
skills. Girls / children ages 5-11
were secondary beneficiaries.
These were mostly accessed
through child protection or
education programming.

Interventions targeting mothers
or caregivers with infants and
young children who may be

at risk of malnutrition. Infant
Young Child Feeding (ICYF) and
Maternal Child Health (MCH)
interventions include focus on
mother’s mental health which
translates to child’s healthy
62development. The entry point
for this programming was health
and more specifically nutrition
programming.

6

Includes:

18

4 development settings
2 humanitarian settings
5 target GBV survivors

1 prevention focused on

early marriage
2 systematic reviews

Includes:

9

9 humanitarian settings

(Five included analysis of
specific interventions in a

defined setting),

8 from development settings

1 High income context

6 articles included specific

evaluation studies
12 systematic reviews

Includes:

1 development settings
8 humanitarian settings

6 parenting interventions
3 motherchild interventions

1 systematic review

Participation age of
girls was usually 10
or higher. Even when
girls lower than age
10 were included, the
age range was quite
varied, for example
from ages 4-18.

Outcomes not
reported on by age
or gender.

Not clear extent to
which participants
may have experienced
GBV or whether GBV
was disclosed during
the program.

Outcomes for children
not reported on by
age or gender.

Not clear extent to
which children of
participants may have
experienced GBV.



Systematic reviews and meta-analysis

Of the 15 systematic reviews and meta-analyses included, one was a child focused intervention
focusing on high income countries while the rest focused on humanitarian and development
settings. A total of six reviews were included from the UNICEF Review “Mental Health and
Psychosocial Support for Children in Humanitarian settings: An updated Review of Evidence
and Practice.” The systematic reviews included a total of 292 articles. Some articles across
the systematic reviews concerned the same studies, therefore, the actual studies reviewed
is likely slightly less than 292. An additional four systematic reviews from High Income Coun-
tries were not included in the literature review but could provide further considerations for
practices and approaches that may be translatable to humanitarian and development contexts.

B. Findings from the Literature Review

The findings related to the elements of interventions are presented in the table below. The
three main categories of interventions found in the literature—interventions with a GBV focus
targeting girls, interventions targeting children and interventions targeting caregivers—are
used to organize the findings and highlight differences as well as commonalities across these
interventions.

Element of GBV Child-focused Caregiver Common
intervention Intervention intervention Intervention themes
Location WGSS Child friendly Community Privacy
spaces centers
Separate spaces Safety
in schools Community Health clinics

centers for interventions Confidentiality

targeting mothers
with infants/

toddlers
Access/ GBV organiza- Child protection Health systems Effective
entry point tions/ service programs and services, entry points
providers school systems, for youngest
MHPSS programs  4n4 protection survivors.
Education programming -
offered in the Gaps in
programs access

community



Element of

intervention

GBV
Intervention

Child-focused
intervention

Caregiver
Intervention

Common
themes

Criteria for
participation

Type of
service
received

Must be a girl

Age range

— mostly
adolescence
10-19.

Assumption is
that girls in all
age ranges face
risk of GBV, so
qualify for the
program.

Group-based
interventions
related to risk
mitigation and
prevention of
GBV.

No articulated
intention

to facilitate
disclosure of
GBV.

Age 5 and above

Some interven-
tions assume a
level of risk for
violence, and a
level of need with
respect to MHPSS
because of
contextual factors.

Manualized
mental health
interventions

had set criteria
including known
or disclosed expe-
riences of trauma
or violence, or
emotional or
behavioral symp-
toms that met the
pre-set criteria.

Individual
interventions to
address behavioral
or emotional
difficulties.

Group

interventions to
build resilience,
facilitate safety.

Must have chil-
dren in the age
range of 0-11

Other criteria
which varied
across programs:

known or
disclosed use of
verbal or physical

violence with their

children;

experience of
displacement;
their own
experiences

of violence; an
interest in partic-
ipating in the
program.

Mothers with
children ages 0-2
at risk of malnu-
trition or with
concerns related
to attachment.

Group interven-
tions focused

on reduction

and prevention

of parents use

of physical and
emotional abuse
as well as building
skills of parents
to support the
well-being of their
children.

Group interven-
tions focused on
providing psycho-
social support

to mothers and
health and
nutrition support
to their children.

Criteria not
specific to
girls with
histories or
experiences
of GBV.

Not focused
on responding
to GBV.

No articulated
intention

to facilitate
disclosure of
GBV.

10



Element of

intervention

Ingredients
of the
program

GBV
Intervention

Curriculum-

based or use of
semi-structured
group sessions

focused on
life-skills,

empowerment

and GBV
awareness
raising.

Child-focused
intervention

Curriculum-based
or use of
semi-structure
group sessions to
provide education
related to trauma
and violence;
education and
skills-building on
emotions and feel-
ings; education on
body safety and
healthy relation-
ships.

Manualized
individual
sessions with
children drawing
from Cognitive
Behavioral Therapy
modalities
largely focused
on education

and skills-
building related
to emotions /
feelings and their
connection to
behavior.

Caregiver
Intervention

Curriculum based
group sessions
focused on posi-
tive parenting
skills.

Curriculum-based
or semi-structured
group sessions
targeting mothers
of infants and
toddlers with
content on health,
nutrition, early
childhood brain
development and
mental health for
themselves and
their children.

Individual support
provided as
needed.

Common
themes

Mostly
content not
specific to
GBV.

Content not
differentiated
based on
individual
experiences
of trauma or
violence.

Content not
differentiated
for gender of
children.

Caregiver
content not
differentiated
for gender of
children.

M



Element of

intervention

GBV
Intervention

Child-focused
intervention

Caregiver
Intervention

Common
themes

Delivery
agent

Non-specialist
— defined as
someone who
may have an
educational
background
or experience
in GBV, child
protection or
mental health
programming
but without
formal
specialist
mental health
training

Or could be
community
staff or facil-
itators who
have received
training

Specialist —
defined as
someone
with
advanced
education
and training
in mental
health

Length/
intensity

Delivered by
non-specialists

Staff received
training in
the specific
intervention
they were
expected to
deliver.

Semi-structured

groups 4-8
weeks.

Curricula with

12-16 sessions

(1 session per
week)

Individual and
group delivered by
non-specialists

Manualized
mental health
interventions
delivered by
non-specialist
staff with remote
supervision and
support from
specialized
mental health
professionals.

Child friendly
space groups — no
set length

Manualized
mental health
interventions for
children ranged
between 12 and
20 sessions

Caregiver inter-
ventions delivered
by non-specialists.

Specialized mental
health support
available for
individual support
in mother-child
intervention.

Curriculum-based
parenting inter
ventions also
ranged between
12-24 sessions
depending on the
context.

Delivery
mostly
through non-
specialists.

With the
exception

of the
manualized
mental health
interventions,
supervision
protocols
were not
explained.

Varied widely
depending on
design

12



Element of

intervention

GBV
Intervention

Child-focused
intervention

Caregiver
Intervention

Common
themes

Caregiver
engagement

Outcomes

Consent /
permission from
caregiver

Primary
outcomes
related to
safety and
empowerment.

Secondary —
well-being

Consent /
permission from
caregiver

Parallel
programming

for caregivers

to support their
child’'s well-being.

Manualized
mental health
interventions

had the most
clearly articulated
outcomes focused
on presence

and absence

of emotional

and behavioural
difficulties, skill
development

in managing
emotions and
stress; and
behavioral
changes.

N/A

For parenting
programs
outcomes related
to decreasing
caregivers’ use
of violence as a
form of discipline
and increase in
uses of positive
parenting tech-
niques which
were inclusive

of mental health
outcomes for
children.

For mother-child

nutrition programs

outcomes related
to mother’s
psychosocial
status and child’s
nutrition and
development
status.

Programs did
not indicate
whether a
participating
caregiver was
assessed

or identified
to be an
“offending”
or “non-of-
fending”
caregiver prior
to engage-
ment and
participation.

Varied based
on the target
and design of
the program.

Outcomes
were
measured
varied as
well.

Some impact
evaluations
of curriculum
based
interventions

Major challenges and gaps cited across the literature included (not specific to
reaching girls 0-11):

e No programs with specific methods to create access for the youngest girl and boy
survivors or their caregivers in need of interventions, rather programs focused on
psychoeducation, recognition of symptoms, prevention and risk mitigation.

e |nconsistent participation of children and caregivers due to contexts of displacement,
livelihoods needs, social norms and stigma.

13



Training staff to facilitate interventions and the supervision required for the delivery
of interventions.

Carrying out ethical research on interventions with children, particularly in a younger
age range.

Resource limitations as described in Table 2 above.

Recommendations for consideration included the need for more research in order to better
evaluate impact and replicate evidence-based programming; investment in multi-level and
multi-modal interventions; and the need for greater and more sustainable funding for these
types of interventions.

C. Discussion of Literature Review Findings

The literature review highlighted several key gaps in GBV/MHPSS programming for girls in
the first decade:

Programming entry points do not facilitate access for young girls. The youngest
girls are unlikely or unable to directly disclose or access programming that addresses
GBV. GBV services do not have tailored, developmentally appropriate programming for
girls in this age range and Child Protection programs, caregiver interventions through
schools, health and nutrition centers lack the training and expertise on GBV and
gendered responses to violence. This likely results in the youngest girl survivors falling
through the cracks of these various areas of programming. In turn, this results in gaps
in existing literature because there are not interventions specifically targeting this age
range of girl or boy survivors.

Lack of programming specifically targeting girls ages 0-11. Because of the impor-
tance of GBV survivor safety and confidentiality, it is not surprising that there is little
documentation of interventions specifically targeting girl GBV survivors 0-11. The arti-
cles that were reviewed were inclusive of girls at the older end of this range and
more geared to adolescent girls. However, more surprising is the lack of literature
on programming and interventions that are specifically designed to target girls more
generally in this age range—interventions which are likely inclusive of GBV survivors
but do not target them explicitly.

Lack of programming with developmentally tailored content for GBV. Despite the
availability of programming that speaks to the experiences of adolescent girls and their
experiences of GBV, only one program targeted toward younger girls articulated age
appropriate content or interventions for the youngest survivors of GBV in Humanitarian
settings. This intervention was specific to girl survivors of sexual exploitation living in
a residential center.

Lack of intervention data on girls 0-11. The lack of data surfaced in several ways. First,
there is an overall lack of data on interventions that specifically target girl survivors in
the first decade. For example, GBV and child protection case management services are
likely reaching girls ages 0-11 but there is little documentation of these interventions
perhaps because they are hard to measure and to research. Additionally, because
services are typically inclusive of GBV survivors but do not solely target them, there
are no evaluations of interventions addressing GBV survivors in this age range.

Second, existing program evaluations have not documented or evaluated the elements
of their interventions and outcomes according to age and gender. For GBV interventions,
more attention should be paid to the different stages of childhood and adolescence and
collecting data according to these categories. Interventions targeting children should
disaggregate intervention data based on smaller age groups and gender. Caregiver

14



interventions should also document the age and gender of the children who are
secondary beneficiaries.

A lack of intervention content based on a gender analysis. In interventions targeting
children 0-11 and caregivers of children in this age range, the content delivered lacked
differentiation based on a gender. A gender analysis should inform whether and how
the content and approach of material needs to be different based on the intersection
of age and gender.

A lack of content based on development stages. Few interventions provided differ-
entiated content based on age, which is likely to be important given the wide range
of developmental stages captured in the age range 0-11. Few child-focused interven-
tions targeted children in the age range 0-5. Mother-child interventions that focus on
infant and young child nutrition and development generally targeted children ages 0-24
months. The age range of 3-5 was not included in either of these categories of inter
ventions.

No clear articulation of protocols for handling disclosures of GBV or sexual
violence. Few of the articles identified clear protocols for responding to disclosures
of GBV or sexual violence in the case of boys. Given the likelihood of girls being
at risk of and having experienced GBV, interventions should have clear protocols
for responding to such disclosures and ensure that staff are trained to do so. This
is particularly important for interventions that are designed to address experiences
of trauma and violence as well as those aimed at addressing behavioral and emotional
difficulties that may be symptomatic of experiences of trauma and violence. While
the lack of documentation of protocols does not mean they did not exist a part of the
interventions reviewed, it perhaps signals it was not considered essential or important.

No clear procedures handling disclosures involving caregivers as perpetrators
who are already involved in interventions or programs with their child. Inter
ventions reviewed that targeted girls and/or boys more broadly, caregivers of girls
and boys and caregivers and children together do not have a process for identifying
if they have offending caregivers engaged in their interventions. There is also no artic-
ulated process or best practice for how to respond if a disclosure happens once the
caregiver is already engaged in the interventions with their child. Given the importance
of caregiver engagement in this developmental period, but also the reality that violence
experienced by girls in this age range is most commonly perpetrated by someone
known to the girl and her family, it is critical to further understand and provide guidance
on appropriate methods of caregiver engagement.

Despite the significant gaps in evidence and the clear need for continued work to build the
evidence base for providing on MHPSS services to girl survivors GBV and boy sexual violence
survivors 0-11 years, some promising findings did emerge. Common trends in practice across
the literature are:

Interventions are delivered in spaces that offer privacy and confidentiality (if an
individual intervention).

Interventions can be done by non-specialists. Interventions across type were deliv-
ered by those who are not-MHPSS specialists, including teachers, paraprofessionals,
and GBV staff. Even individual manualized mental health interventions based on Cogni-
tive Behavior Therapy modalities were implemented by staff and volunteers in human-
itarian and development settings with paraprofessional training, rather than formal
degrees. Staff may have had relevant education background or experience and were
trained in the intervention they delivered.

Interventions are sequenced and carried out over a specific timeframe. \While the
content being delivered varied, the structure of the interventions was largely similar -

15



individual sessions or group sessions in which content is sequenced and carried out
over a specific time frame. Session delivery ranged between 4-24 weeks depending
on the focus of intervention. Consistent participation was a requirement of the inter-
vention and group interventions were closed once they began- meaning membership
stayed the same throughout the intervention.

Thoughtful caregiver engagement facilitates access to girls and has the potential
to support the well-being of girls in this age range. Across interventions, caregiver
engagement was important for accessing girls in this age range allowing them to partic-
ipate in interventions. Interventions specific to GBV survivors that were reviewed did
not discuss the role that caregivers played beyond informed consent processes- which
may suggest that caregivers were not involved beyond informed consent.

On the other hand, most child-focused interventions specifically worked with caregivers
in parallel with children. Individual interventions engaged caregivers in parallel processes
of learning and skill development. Group interventions with children engaged parents
to varying degrees but also focused on parallel processes of learning and skills devel-
opment in order to support the safety and well-being of their children. Evaluations of
these interventions showed positive outcomes for children’s mental health.

Evaluated interventions directed at caregivers also showed positive mental health
outcomes for caregivers and their children who were secondary beneficiaries. These
interventions target female and male caregivers with parenting and family relationship
skills and are largely framed as interventions to prevent and reduce children’s risk of
violence. There are also examples of evaluated interventions that targeted pregnant
women and mothers of infants and young children (ages 0-2 years) with health and
mental health support. These interventions facilitated better early childhood develop-
ment outcomes across physical, cognitive and social aspects of children’s development
as well as positive mental health outcomes for the women participating. Building in
awareness and psychoeducation on child sexual abuse could increase access to these
critically under accessed children. The potential for embedding targeted programs for
the youngest survivors in these settings could be further explored as could targeted
programming for parents with concerns, leading to a smoother referral process and
greater access for these children and their parents.

Despite this positive evidence, more analysis and research is required to better
understand how to safely engage caregivers in interventions that are likely to
include girls who have experienced GBV, and in how to best manage situations in
which caregivers engaged in programming disclose perpetration of GBV. While best
practice guidance for GBV programming is that only non-offending and supportive
caregivers should be engaged in services for GBV survivors,™ this is not a practice
that other sectors have adopted. For example, parenting programs largely target all
parents without procedures to address disclosure or identification of GBV during
the intervention.

There are two additional themes from the literature that require further query and research:

It is not clear what the best entry points are for girls and boy survivors in the first
decade, particularly those in early childhood. From the literature reviewed, young
child survivors are falling through the cracks in both GBV programming and child-focused
programming. Given that younger girls and boys are unable and/or unlikely to directly
disclose abuse, more consideration should be given to the potential of accessing such
children through programming that targets their caregivers and that accounts for the

4 |ASC (2017) Gender-Based Violence Case Management Guidelines. IRC. http://www.gbvims.com/wp/wp-content/uploads/
Interagency-GBV-Case-Management-Guidelines_Final_2017.pdf
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likelihood of co-occurring violence in families. For example, GBV programming has yet
to systematically adopt an approach to its response, risk mitigation and prevention
work that acknowledges co-occurring violence within the family and how women can
both receive support for their own experiences of GBV as well as receive support to
recognize and respond to experiences of GBV their children may be facing. Likewise,
child protection programming that targets caregivers lacks gender analysis, and more
specifically, dedicated GBV components that can be delivered by staff trained in gender
awareness.

* There is little to no content adaptation based on a child’s specific circumstances
(experiences of trauma, types/ forms of violence or GBV, etc.). The literature review
revealed that manualized or curriculum-based interventions have little to no content
adaptation based on a child's specific circumstances of trauma, violence, etc. even when
a history of such experiences is part of the criteria for participation. For many of the
manualized MHPSS interventions included in the review this was an intentional aspect
of the design—the idea being that the intervention addresses symptoms rather than
experiences but also can reach a larger number of children with the same intervention.
For other interventions included in the review — including those with caregivers—the
lack of specification seems less intentional. Given the gendered and systemic nature
of violence against women and girls, it is important to understand how this impacts
whether the interventions appropriately address the complex safety risks for girls, the
extent to which the content aligns with the framing of GBV interventions and to what
extent this impacts girls" experience of the intervention. Further, the lack of evidence
and best practice extends to adaptations of interventions like CBT, CETA, etc. such that
there is little understanding of how best to support young girls to understand and cope
with their experiences both now and as they age.

While the literature and current evidence base does not provide sufficient evidence from
which recommendations on best practices on interventions that target girl GBV survivors
in this age group, it does help identify critical gaps in knowledge. Recommendations based
on the findings of the literature review are integrated with recommendations from the key
informant interviews in section V.

V. KEY INFORMANT INTERVIEWS

To complement the literature review, key informant interviews (Klls) were carried out with
targeted GBV and MHPSS service providers working with women and children to identify
current gaps, best approaches and recommendations for providing MHPSS services to girl
GBV survivors and boys that have experienced sexual violence ages 0-11.

A. Methodology

Data collection
The criteria for selecting and including key informants were as follows:

e Must be either a GBV/ women'’s rights, MHPSS, child protection, protection, health or
education actor working in humanitarian settings

e Must be a representative or member of a relevant UN agency, INGO, NGO or commu-
nity-based organization (CBO)

* Must have first-hand knowledge of topic and population
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e Must be proportional representation across UN, INGO, NGO, and CBO representa-
tives to ensure meaningful participation of women-led and local organizations.

e Must be proportional representation across GBV/women's rights, MHPSS and child
protection actors.

e For global organizations, regional representation was preferred

Sources for identifying key informants included the UNICEF project team; GBV and MHPSS
communities of practice; and recommendations from key informants. A total of 24 interviews
were conducted with representatives as follows (see Annex 2 for a list of the key informants):

e 10 representatives of NGOs and CBOs
- 6 GBV programming
- 2 CP programming
- 2 GBV/CP programming

e 11 representatives of INGOs (this included a mix of global and
context-specific programming)
- 2 GBV programming
- 2 CP programming
- 4 MHPSS programming
- 1 Early Childhood Development programming
- 2GBV/CP

e 3 representatives of UN entities:
- 1 global GBV/ CP programming
- 1 regional gender unit programming
- 1 global GBV programming

Interviews were carried out via an online platform using the key informant interview guide
(see Annex 3). Interviews ranged between 45-60 minutes.

Data analysis

Data from key informant interviews was analyzed by the lead author using inductive
approaches—allowing for themes to emerge from the data and subsequent coding. Data was
also synthesized to identify the most common themes that emerged throughout the inter
views; the most common themes that emerged for each interview question; and differences
in responses based on demographics (e.g., type of actor, institution, geographic location).

B. Findings from the Key Informant Interviews

Findings are presented according to key questions asked during the Klls.

1. How are girl survivors of GBV in the first decade and girls in the first decade
more generally being reached directly with MHPSS interventions and activities?

Depending on the focus of their services / programming the organizations interviewed are
reaching girls in the first decade, inclusive but not limited to GBV survivors, through several
different entry points described below. The majority of the interventions are Level 2 of the
MHPSS pyramid with the exception of individual higher level mental health care (Level 3).

GBV programming/service providers
In general organizations with GBV programming targeting women and girls identified that the
primary way in which they are reaching girl survivors in the first decade is through their case
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management services. The extent to which their caseloads are inclusive of girls in the first
decade varied depending on the context, however most organizations identified that they
expect the actual number of cases to be higher than what they are receiving, attributing
stigma and cultural norms as barriers to accessing girl survivors in this age range With the
exception of one organization working in Latin America, across contexts, participants identi-
fied early marriage as the primary form of GBV impacting young girls in the higher end range
of 0-11 (age 8 and above).

Beyond case management, individual psychosocial support, or in some cases higher-level
mental health services provide to GBV survivors, most organizations did not have specific
programming designed for girls in the first decade more generally. Their programming with
girls is with adolescents (inclusive of ages 10-11) and focuses on risk mitigation and preven-
tion of GBV, empowerment and life skills programming. Two local organizations implement
semi-structured group MHPSS activities (art, sports, dance) with girls in general ages 5 and
above, however they indicated that the majority of the girls participating are older.

Lastly, three GBV organizations - a mix of INGO and local organizations - indicated that they
have set up day care services in their women'’s centers/Women and Girls Safe Spaces (WGSS)
for the infants and young children of women accessing their services. Such services are
intended primarily to facilitate women’'s access to services so are not necessarily designed
with the intention of targeting the children themselves with programming or identifying GBV
survivors amongst the children. One local organization indicated that their day care program
for children below the age of 6 is overseen by specialists in early childhood development that
bring expertise and knowledge on early childhood development to their services.

Child protection programming

Organizations that identified working on the intersection of child protection and MHPSS simi-
larly did not have specific programming intended to target girl survivors or girls 0-11 more
generally. These organizations are providing case management and individual psychosocial
support to children for a range of protection issues- inclusive of GBV. Other MHPSS program-
ming primarily targets girls and boys of school-age (not specific to GBV survivors) and includes
structured, semi-structured and unstructured MHPSS interventions and activities provided in
child-friendly or community spaces. For example, both international and local organizations
mentioned implementing structured curricula with a focus on social and emotional learning
(see Annex 4 for a list of resources commonly mentioned in the Klls).

School-based programming

Two local GBV organizations are implementing programming in schools—both programming
that specifically targets girls ages 6 that is a combination of awareness raising on GBY, life
skills and semi-structured MHPSS activities and MHPSS activities with girls and boys together
up to age 10.

Mental health service providers

Two organizations interviewed provide individual mental health services to adults and children.
While there were no tailored services for girl survivors in this age range, their services are
inclusive of all children who have experienced various forms of violence and trauma and/or are
experiencing emotional and behavioral difficulties. The individualized support is provided by
trained psychologists and included forms of art and play therapy depending on the age.

Early childhood development (ECD) programming
One INGO with education programming also has specific interventions for early childhood
development that focus on building social and emotional skills with toddlers and working with
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caregivers to support their child’'s development. These services are primarily implemented
through home-visits following the Reach Up and Learn model in which community facilitators
work with caregivers and their children together. There is no content differentiation for girls,
however facilitators are trained on how to handle disclosures of GBV and to make referrals.

The extent of gendered-approaches to programming for girls in the
first decade

All participants were asked the extent to which girls 0-11 required specific, separate
programming. Common themes that emerged are:

Girls in the first decade who are GBV survivors need individualized services such
as case management and individual psychosocial support in order to support their
healing and recovery.

The ‘first decade’ is a large age range made up of early and middle childhood in
which the entry points for accessing girls are quite different. Most child protection
organizations identified reaching girls in middle childhood through implementing
mixed gender programming for children (age 5/6 and above). Most GBV organi-
zations identified that other than case management services, they do not have
programming for girls below age 10 and identified it as a gap.

Participants from GBV and CP organizations felt that up to age 8/9 (dependent on
cultural norms) group programming with MHPSS outcomes could largely be deliv-
ered in a mixed gender setting and that the content could mostly be the same for
girls and boys. Several participants identified there being advantages in keeping
girls and boys together at this age, stating that for early childhood in particular,
keeping girls and boys together provides opportunities for gender transformative
programming. If designed intentionally, girls and boys can be exposed to activi-
ties, play, books and role models that push beyond traditional gender norms and
can to contribute longer term norms change.

Across participants, there was agreement that once girls start to enter into adoles-
cence (age 10/11 or younger if they have already entered puberty), they require
their own space and tailored content. Common reasons participants stated were:
cultural norms related to gender that may dictate that girls and boys of a certain
age cannot be together; the ways in which girls at this age may feel that they
cannot speak freely or behave as they want to in front of boys; the need for girls
to be able to have information specific to their sexual and reproductive health; the
likely increase in risk for various forms of GBV as they enter adolescence, (e.g.
early marriage); and the likelihood of school dropout.

Two participants representing GBV programming, identified the importance of all
programming being gendered—which they indicated did not necessarily mean
that the programming had to be delivered separately, but that the content and
the methodology needed to designed and implemented with a gender analysis,
understanding and approach. For example, even with girls and boys in early child-
hood very light touch exercises related to power and gender can be used. Novel
approaches to parenting/family-based programs identified through Klls.
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2. How are organizations working with non-offending caregivers?

A common element across organizations and types of programming was the importance of
working with caregivers of girls in the first decade. Organizations are doing this to varying
degrees in the following ways:

e Engaging caregivers in order to get their consent/permission to work with girls.

e Providing interventions in parallel to caregivers of girls engaged in
their programming.

e |Implementing interventions that target caregivers in order to support their children’s
development, safety and well-being. In this case, girls are the
secondary beneficiaries.

These three strategies as implemented by organizations are described further below.

Engaging caregivers in order to get their consent/ permission to work with girls. This
type of caregiver engagement was identified as a requirement to working with girls in the first
decade—whether that be for the purpose of providing individual case management (which
may be for GBV) or psychosocial support services or for the purpose of engaging them in a
group intervention. For organizations providing case management and individual psychosocial
support, caregiver engagement is mainly carried out through the informed consent process
prior to service engagement and through decision making throughout case management
services. For organizations providing group interventions inclusive of girls in middle childhood,
this was primarily done by holding information sessions for caregivers in the community or in
the school in order to explain the program and its benefits and recruit children for the program.

Providing interventions to caregivers in parallel with girls engaged in programming.
This type of caregiver engagement was carried out in two ways: 1) caregiver interventions for
girls engaged in case management or individual psychosocial support (which may be for GBV)
the purpose of which is to facilitate the non-offending caregiver’s ability to support the girl’s
healing and care as well as to provide psychosocial support to the caregiver; 2) group interven-
tions for caregivers of girls engaged in the organization’s programming that are carried out in a
similar timeframe. For example, one GBV organization implementing a curriculum-based inter-
vention with girls in middle childhood explained that they bring the mothers of girl participants
together prior to the first session in order to go over the content that girls will learn and how
caregivers can best support their child’'s learning. Throughout the curriculum the girls and their
mothers are brought together for recreational activities that focus on building and maintaining
a positive relationship. This group of mothers is re-engaged at the end of the intervention
in order to discuss changes that the mothers observed in their child and how their mothers
can continue to support their daughter’s growth and development. Several participants of CP
organizations also identified implementing Safe Healing and Learning Spaces or adaptations
of it in which the caregivers of children attending the SHLS are also asked to participate in
caregiver sessions. The caregivers learn the same social and emotional skills their children are
being taught and are supported to build their child's acquisition of these skills at home. This
type of programming can be implemented for caregivers of children ages 0-11 and depending
on the model, there is often differentiated content for caregivers of children ages 0-5 and
6-11. However, there is no content differentiation for girls and no content specific to
children being survivors of GBV. Several participants also noted that it is largely female
caregivers who attend these sessions citing gender roles and livelihoods needs as barriers to
male caregivers’' participation.
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Implementing interventions targeting caregivers that are intended to support their
children’s development and/or facilitate safety.

Parenting or family-based programs. Participants also provided several examples of
caregiver engagement in which caregivers are the primary target. In this programming, MHPSS
outcomes for caregivers and their children are articulated but the program is often framed in
terms of safety and violence reduction. Often referred to as “parenting” or “family-based”
programs/ interventions, parents learn about their child’'s development, the impact of violence
and trauma on their children, positive parenting techniques, cognitive, social emotional skills
and how to facilitate a supportive and empathic relationship with their children. These inter-
ventions largely align with models such as Families Make A Difference in which there is
specific content for parents of children ages 0-5 and for children ages 6-11. However, again
there no content differentiation for the caregivers of girls and no content that would help a
parent respond to a disclosure of GBV from their child. In addition, similar to the SHLS -style
of programming referenced above, organizations identified that it is largely female caregivers
who attend these sessions.

Novel approaches to parenting/family-based programs identified
through Klls

Safe at Home aims to improve family wellbeing by addressing violence within the
home, mainly co-occurring intimate partner violence (IPV) and child maltreatment. This
intervention targets couples with children ages 6-12 and both parents must participate
regularly. It is a curriculum-based intervention delivered through gender transform-
ative group processes that unpack unequal power relations in the family and build
knowledge and skills of parenting, safety and emotional well-being. It is carried out in
gender-segregated male and female discussion groups and periodic family sessions,
where participants come together as a couple or a family to build and practice key
family relationship skills. While the content is not differentiated for caregivers of girls
versus boys, the content for parents is deeply embedded in a gender lens. An evalua-
tion of Safe at Home demonstrated correlation between family functioning and mental
health of children and adults, as well as positive parenting, power sharing, and non-vio-
lent relationships between family members.

The Be There intervention seeks to lower stress and improve wellbeing among parents
and other caregivers with the assumption that this will also improve the mental well-
being of the children. It works directly with caregivers to not only address their own
mental health needs but also to strengthen their abilities of caregivers - supporting
them to make the best use of the parenting knowledge and skills they already possess.
It is unique in that most other parenting programs do not have such as significant focus
on the mental health of the caregiver. A limitation of the intervention is that it does not
address gender and power dynamics between parents or within the family.

Mother-child interventions. A few participants also shared examples of programming
focused on early childhood development in which caregivers, and more specifically mothers,
are the target. These programs are for mothers of infants or young children (0-2 years) and
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are focused on supporting the mother to provide their children with what they need physically
and emotionally for healthy brain development. While the prevention of malnutrition is often
the entry point for this type of programming, there are clear articulated MHPSS outcomes for
both the mother and the child. One participant shared the Baby Friendly Space model which
delivers evidence-based care practices for infant and young children (e.g. breastfeeding and
nutrition counseling, child play and stimulation, parenting skills) to strengthen mothers’ skills;
and psychosocial support (e.g. group discussions, stress management skills, psychoeduca-
tion) to enhance mothers’ well-being and internal resources to care for their children. Again
there is not content specific to parenting girls or to GBV. However, staff are trained on how
to handle disclosures of violence that a mother or a child may be experiencing and to make
referrals as needed.

3. Who is delivering programming for girls in the first decade and how are they
trained and supervised?

Common themes identified from participants across organizations were as follows:

Profile of providers. Individual level case management and focused psychosocial support for
GBV survivors (Level 2 or 3 of the MHPSS pyramid) is mostly being provided by trained case-
workers who either have backgrounds in social work or psychology. Higher level mental health
(Level 4 of the MHPSS pyramid) care is provided by trained and certified psychologists. Group
interventions (Level 2) are most commonly provided by people from the community who have
been trained on the intervention and are supervised.

Training. In addition to education certifications that social workers and psychologists may
have received, the most common type of training identified by participants was: GBV or CP
case management training (for those implementing case management services), training on
GBV and how to handle disclosures; training on communication and helping skills, training on
PSS and Psychological First Aid; and secondary trauma and self-care.

Supervision. Notably, supervision was identified as an important practice implemented in a
regular and consistent way through individual and/or groups. Supervisors have higher level
training and more technical experience than the staff they supervise.

4.To what extent are organizations carrying out monitoring and evaluation?

Monitoring and evaluation practices varied across organizations with no particular patterns.
Many organizations identified the need for more guidance, support and resources for
monitoring and evaluation in general. The most common forms of monitoring and evaluation
identified were:

e Qutcomes related to case management or individual psychosocial support — such as
scales that measure well-being and functioning: coping skills, self-esteem, reduced
symptoms of mental illness, resilience.

e Qutcomes part of curriculum-based interventions usually measuring safety and aspects
of well-being. This includes organizations who are using their own curricula imple-
menting pre/post intervention assessments to measure changes in knowledge, atti-
tude and behavior as well as resource packages of program models that offer tools for
monitoring implementation and measuring pre-identified outcomes.

e Some of the participants also shared program models their organizations had devel-
oped which have undergone evaluation in humanitarian settings or are currently part of
research agendas in which MHPSS outcomes are measured.

23



5. Challenges

The common challenges participants identified in reaching girls 0-11 have been categorized
as follows:

e Conceptual/ design challenges
e Access to girls in this age
e Provision of services/ programming

Conceptual / design challenges

Several Kll participants from GBV programs identified that one of the most significant barriers
to reaching girls in the first decade is that there is a lack of intentionality in engaging this
group. The focus to date has been on adolescent girls. While programming for adolescent girls
continues to be important and needs to be prioritized, there is a recognition that the specific
needs of girls in early and middle childhood are being ignored. Another participant identified
that there are important differences in conceptual frameworks for working with adult women
versus children. GBV programming with adult women and to a large extent adolescent girls is
focused on their safety and empowerment, centering their right to decision making. Decision
making for girls 0-11 will primarily be mediated by their caregivers. In this sense, non-offending
caregivers become the ‘frontline workers’ who can facilitate the safety and well-being of girls
in this age range. This is a considerable shift for GBV practitioners and likely a barrier.

Accessing girls in the first decade
The most common challenges participants identified related to accessing girls 0-11 were:

e Stigma and cultural norms related to GBV and MHPSS.

e Alack of awareness of the MHPSS needs of girls in this age range as well as where to
access services in a confidential, safe way.

e The need to engage parents in order to provide services or to receive permission
for girls to attend programming. Without their support and buy-in, the value of MHPSS
programming may be overlooked or there may be competing demands on time and
resources.

e The likelihood of girls dropping out of school. Organizations accessing girls through
school-based programming identified that as girls start to reach the end range of middle
childhood, it is more likely they will drop out due to early marriage and gender norms.

e Organizations working with highly mobile populations or populations in which security
is an issue identified that such movement and instability is problem for both initially
accessing girls in this age range as well as for continuity of care and/or participation in
programming.

e Lack of Integration. Participants identified the considerable missed opportunities for
accessing girls 0-11 with MHPSS services due to a lack of integration of MHPSS into
other sectors such as education, health, and protection / social welfare.

Provision of services
The most common challenges participants identified related to providing MHPSS services to
girls 0-11 were:

e Lack of skills, training and expertise. This theme surfaced in a few different
ways. For example, participants from both GBV and CP organizations identified the
complexity of working with girls in this age range and children more broadly. First,
participants identified the tremendous variation of needs across developmental
stages of children and how differently they will be impacted by trauma based on
developmental stage. There was a recognition that MHPSS programming for this
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age range needs to be steeped in a developmental lens and requires specific
training and expertise.

Participants from GBV organizations also identified that GBV staff often lack the skills
required for communication with children, the experience to navigate mandatory
reporting, and the confidence to work with younger girls.

Of note, a child protection actor also identified that the main tools their organization is
using and training its staff on to address child sexual abuse are not designed for the
reality that most perpetrators are someone in or known to the family. The result is that
staff are ill-prepared to work with the family system in such cases.

Lastly, local organizations identified a lack of trained mental health professionals in
general, but also more specifically those who have experience working with young girls
who can provide higher level individualized services with fluency of language, culture
and context (Level 3).

Limited resources. Organizations identified that they struggle with limited funding and
funding that lacks the continuity required to establish and maintain specific MHPSS
programming for young girls. This includes infrastructure for separate spaces and
resources for staffing such programs.

Limited intersectoral collaboration: Participants identified siloed programming and
limited collaboration between GBV, CP and MHPSS sectors as a significant barrier
to providing comprehensive services. It is often not clear who is “responsible” for
addressing the MHPSS needs of girls in this age range, who is doing it, and in some
cases there is competition rather than collaboration to reach these girls.

6. Best practices

Participants were asked to identify successful strategies they have used or know of to reach
girls 0-11 with MHPSS services. The following best practices emerged which were also identi-
fied as applicable or adaptable to interventions for boys who have experienced sexual violence.

Provide individual and group MHPSS. Participants identified the importance of having
individual and group MHPSS services available to all girls and boys in the first decade. The
availability of individual support for girls even if they are not GBV survivors was identified
as important given their likely risk for GBV throughout childhood and adolescence.

Use play, art and game-based methodologies. For all types of MHPSS interventions,
participants identified the importance of using play, art, dance and games with girls in
this age range and that this should be the foundation of programming for all children
ages 0-11.

Engage non-offending parents and caregivers in services. |t was identified by all
participants that it is critical to engage non-offending parents and caregivers in services--
not just as the gatekeepers of girls—but also to receive their own services that support
their mental health and well-being. This should include interventions that seek to build
the knowledge and skills of parents to be able to support the well-being of their chil-
dren but not be limited to this. There was agreement across participants that parents
need their own individual and/or group MHPSS support in parallel with their children. As
discussed in the findings of the literature review the engagement of caregivers in inter
ventions with children requires further unpacking and further guidance in cases where
GBV is being perpetrated by a caregiver already engaged in services for the child.

Design and deliver multi-disciplinary/ multi-sectoral interventions. Across sectors
and types of organizations, participants identified the importance of bringing together
specialists from GBV, CE MHPSS, and Education and Early Childhood Development
to design and implement services for girls 0-11 together. This was deemed important
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because of the entry points that other sectors provide for girls in early and middle
childhood as well as the diverse skill sets these sectors bring to meet the needs of girls
in a holistic way.

Implement school-based programming: Participants identified that for settings in
which there are stable schools in the community, there is an opportunity to embed
MHPSS programming and better reach school-aged girls and their caregivers. Schools
can provide consistent access to individual mental health services that are provided by
trained professionals who also understand and can respond to GBV. There is also an
opportunity to integrate MHPSS education into school curricula.

Engage communities in a sustained manner. Participants also identified that the
successes they have had in reaching girls in this age range have been because of
the investments they have made in community relationships. Providing consistent
information to the community at-large about mental health and GBV, normalizing the
mental health needs that children and parents may have, and providing information
about accessing services are strategies identified as critical to facilitating girls (and
boys) access to individual and group MHPSS interventions.

7. Recommendations from interviews

In addition to identifying best practices, participants were asked what recommendations they
have for next steps of this initiative. Common themes identified include:

Break down this age group further into middle aged /school-aged girls and early child-
hood (infants + toddlers) to fully recognize the large developmental span and diverse
needs of girls 0-11.
Carry out small-scale research to better understand needs of girls in these age groups
and how best to reach them.
Support the design of an intervention that brings specialists from different sectors
together — in particular GBV, child protection, education and MHPSS.
Development practical guidance for organizations to:
- Engage caregivers of girls in parallel interventions in a way that is safe and
meets the needs of caregivers.
- Increase their knowledge and skills for working with this age range of girls and
the complexities of working with girls who have experienced GBV.
- Re-consider the design of existing GBV programming to allow for entry points
for girls in this age group.
Ensure that guidance created is adaptable, contextualizable and outcome-based not
sector specific.

Develop recommendations that are concise and specify 2-3 concrete next steps.

V. CONCLUSIONS AND RECOMMENDATIONS

The conclusions and recommendations outlined below reflect the findings related to key gaps
in knowledge and practice from the literature review and key informant interviews and best
practices and recommendations from the key informant interviews.

26



A. Conclusions

1. The most appropriate and effective access points need to be determined. Girls and
boys 0-11 are primarily reached through parenting programs or school interventions. School
interventions fail to reach the youngest in this age range and also fail to reach and create
entry points for boys and girls out of school in this age range. As girls age up into 10-11,
the likelihood of being out of school increases in many settings, further exacerbating chal-
lenges of access related to gender. Further, parenting programs may target parents of the
youngest children, but with considerable gaps as they do not acknowledge the likelihood
of girls experiencing GBV and how non-offending parents can support and respond. Further
exploration is needed of entry points that enable access of most parents of young children,
those that can be targeted and narrow, and those that are most effective in reaching the
youngest child survivors.

2.The needs of girls in the first decade require more attention. The literature and the key
informant interviews demonstrate a lack of interventions intentionally designed to meet the
needs of girls and boys 0-11. With the exception of GBV and CP case management services,
GBV interventions with MHPSS outcomes for girls tend to be geared towards adolescent
girls starting at ages 10-11, but do not reach younger girls in middle childhood or early
childhood with systematic programming or tailored services. Child protection programming
with MHPSS outcomes is primarily for children ages 5-11 and does not have content differ
entiated by gender or experiences of GBVY, so little evidence exists on how to tailor services
to girl survivors of GBV, or boy survivors of sexual violence.

3. More evidence on what works to meet the needs of girl survivors in the first decade
is required. The literature review confirmed that MHPSS for children and adolescents in
humanitarian and development settings is typically neglected. There is less evidence gener-
ally of what works to support the mental health of children, especially younger children.™
Through the literature review and key informant interviews it is clear there is even less
evidence about what works for girl GBV survivors and boy sexual violence survivors in this
age range, and how to address their safety, needs, risks and rights, and the unique consid-
erations needed based on gender.

4.The age range 0-11 represents a vast developmental span too broad for understanding,
designing and researching programming for girls and boys in childhood. The age range
0-11 represents a vast developmental span and the needs of girl and boy survivors in this
range are diverse. This age range also includes 10-11 which overlaps with early adoles-
cence and makes it difficult to accurately target programming. The entry points for MHPSS
programming are also different — girls and boys in early childhood are primarily reached
through their caregivers, whereas girls and boys ages 5-11 may access programming in
schools, child friendly spaces or other spaces without their parents present.

5. Programming must be conceptualized, designed, delivered and evaluated with a gender
lens. GBV practitioners identified the importance of all programming being gendered—
which did not necessarily mean that the programming had to be delivered separately for
girls, but that the content and the methodology must be designed and implemented with
a gender analysis, understanding and approach that is also informed by age. Programming
should be designed and delivered to be gender transformative.

s UNICEF Review funded by GIZ.
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6. Caregiver engagement is critical and caregiver interventions have value, but a better
understanding of how best to work with caregivers of this population is required.
From the literature review and the key informant interviews we find that the engagement of
non-offending caregivers is a basic requirement for girls (and boys) of this age range in order
to participate in services and interventions, however there may also be value in working with
caregivers in parallel with girls in this age range, as well as value in targeting caregivers with
girls in this age range. There are promising programs such as Safe at Home and BeThere
that are looking at the impact of their programming on MHPSS outcomes of caregivers and
children participating in their programming. There are also promising outcomes from the
Baby Friendly Spaces model which can reach younger girls and boys.

More discussion is required across relevant sectoral entry points on how to safely work
with caregivers. In particular there are known differences in how GBV and child protection
actors work with parents who are considered “offending” parents and it is likely that other
sectors do not have an articulated approach. Among the issues requiring more discussion
and cross-sector guidance are: how to handle child or parent indirect disclosures, confiden-
tiality and mandatory reporting practices, how offending caregivers participating in caregiver
programs are handled should it be identified or disclosed that they have perpetrated GBV
against their children; risk mitigation measures for girls and boys and female caregivers
when male caregivers are included.

7. Provide multi-modal and multi-layered MHPSS programming. Multi-modal and multi-lay-
ered programming was identified as important not just for girls who are GBV survivors but
for boys and girls in general in this age range. The key informant interviews emphasized
the importance of individual and group MHPSS services being available for children and
their caregivers - group interventions that are provided at Level 2 of the MHPSS pyramid
and individual interventions primarily provided at Level 3 of the pyramid but also Level 4
in situations where this is needed. These modalities were also identified in the literature
review. Furthermore, the key informant interviews emphasized the importance of commu-
nity engagement in order to reduce stigma associated with mental health and GBV as well
as facilitate safer and more consistent access to girls.

8.There is a need and opportunity for multi-disciplinary design and provision of program-
ming and services. Through the key informant interviews, the importance of cross-sectoral,
multi-disciplinary programming was identified and in particular, GBV, CBR MHPSS, Education
and Early Childhood Development. These sectors provide important entry points to girls
in early childhood and middle childhood. Furthermore, the diverse skill sets these sectors
bring provide the opportunity to design programming that is holistic.

9.The conclusions and best practices identified through this study can benefit the design
and delivery of programming for boys who have experienced sexual violence. The
best practices identified through the literature review and the key informant interviews have
relevance for programming for boys who have experienced sexual violence in this same
age-range. However, given that the drivers of sexual violence against boys are different
than girls, gender specific interventions (in addition to age) should be considered if the
intervention targets boys who have experienced sexual violence or will target a population
of boys at high risk of sexual violence.
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B. Recommendations

1. Moving forward, any work carried out to understand the needs of girls in the first decade
must recognize the diverse development stages in this age range and further break this age
range down into smaller cohorts. Doing so will benefit both research and practice.

2. Support local action research that seeks to better understand the needs of girls in early and
middle childhood, how to best access them, what are the most effective entry points and
what adaptations are required to existing programming.

3. Further investigate and explore the possibility of collaboration with existing promising inter
ventions that offer important entry points to accessing girls in this age range and that may
be open to addressing some of the gaps identified through this study—for example, WGSS
programming that maybe inclined to experiment with reaching younger girls and/or more
actively addressing co-occurring violence in the lives of the women and girls that come to
the WGSS. In addition, caregiver/ family-based interventions that may be open to a more
gendered approach that more systematically address co-occuring violence against women
and children and have clearer mechanisms in place to respond to such violence.

4. Further understand and invest in models of working with caregivers of girls engaged in
MHPSS programming that also address the MHPSS needs of caregivers, consider risk miti-
gation required for the safety of girls and female caregivers and that are designed to be
gender transformative in content and delivery.

5. Invest in the development of guidance that can be incorporated into existing programming
with caregivers and families across sectors that outlines strategies for responding to disclo-
sures of GBV across multiple scenarios: women that disclose their own experiences of
intimate partner violence; caregivers who disclose that they are perpetrators of IPV, GBV
against girls and sexual violence against boys; as well as caregivers who disclose that their
partners are perpetrators of GBV against a daughter and sexual violence against a son.
Such programs need clear protocols for how to respond in such a way that non-offending
caregivers and children are not put at further risk.

6. Invest in multi-disciplinary, intersectoral collaboration. Support a series of multi-sectoral
workshops in order to discuss how the needs of girl survivors and children in general in
early childhood and middle childhood can be better reached. Explore the following:

e How can referral pathways between and within MHPSS, CP ECD, and GBV providers
reflect the complexities and sensitivities of GBV cases?

e What are the existing opportunities for collaboration that can allow us to better reach
girl survivors and children more generally in these age ranges?

e What could multi-disciplinary interventions look like? How can they draw on the
perspectives and expertise of multiple sectors and in particular MHPSS, CP ECD, and
GBV providers?

e How could collaboration between sectors be encouraged and/or incentivized to
ensure holistic programming that meets all needs of families and can effectively
support girl survivors of GBV and boy survivors of sexual violence in a way that is
responsive to their gender and age?

e \What training and resources are required to support staff working in GBV and CP
programs to be able to work with children in diverse developmental stages? What is
required of ECD and Education staff to bring a greater gender lens to their work?

29






sdnoJc) uosiedwo)

sdnolg uosiedwo)

seinsesw
aAllelIeND 10
/pue aAleIIUBND

seinseaw
UOIIUBAIBIUI
1sod pue ald

sdnolo uosledwo)

sainseaw
uoIluUBAISLUI
1sod pue ald

seinseaw
UOIIUBAISIUI
1sod pue aid

uollenjeas jo adAj

sbumes
1uswdoljena

sbuimes
1uswdoljena

sbumes
1uswdoljana

sbumes
1uswdoljarag

sbumes
1uawdoljarag

sbumas
1uswdojana(

sbumes
1uswdoljena

uoneosoj/bunles

aWw021N0
Bulag-||lam
lo/pue HIA

aW021N0
Bulag-||lam
lo/pue HIN

aW021N0
Bulag-||lam
lo/pue HIN

ASR)

|RI0108S-11N|A
VHI
SSdHIN/AGD

SWO09IN0
Bulag-|jem
lo/pue HIA

NGO

UOIJUdAI}U|

SuOllusAlalul
|B10108S-SS0JO
J1oAe-aINIA

+Gl
abe 01 dn pue

LL-0 usJpjiyy

+Gl
abe 01 dn pue

LL-0 UsJpjiyo

+G| obe 01 dn
pue |1-0 SHID

+Gl
abe 01 dn pue

LL-0 uaip|iyo

+Gl
abe 01 dn pue

LL-0 usJpiyo

+G| obe
o1 dn pue ||-0
SIOAIAINS 41D

uonyejndod

‘|le 18'1Yyoy

UIWY IUAY ‘Siapuliay
uibs|A ‘noos

A11ey ‘eaysg-snp
-peolg | eud|3

‘le 18 'njAos

SddIN
‘uoljog v Ined ‘Qyd
‘nyjIsew| eAIMA

‘|e 19'eAaAe|N

‘e 18 ‘Aeln|p

' 'PUBIPUBAA
"3 Iepeeiyos

(s)ioyiny

selousladuwod pue siusu

-0dWod JO MaIABI-BIBW Y/ :S8IIIUNOD
BUOOUI-9|PPIW PUB -MO]| Ul 81D yljeay
[BIUBW Ul S&MIUNWWIOD JO 8|04 8y |

asnge |eNXas 1u8dss|ope
pue p|Iyo 01 asuodsal WalsAs yijeay
[eliiul 10} SUOIIBIBPISUOD 82110e1d
pPOOB UO 8inielall| 8yl JO MaIASI Y

AayIn| Ul Apnig Jeiusdin|n

v :S1U80S8|0pY pUB Ualp|iy) pesnqy
Aj|lBNX8S Ul S80UBIBYIp J8pusn)

e3eleuley uiayuou ul
SaIUNWWOD pasijiuibiew wol} s1uad
-sg|ope Buowe abellew pjiyd aonpal
pue uoile|dwod |[00YdS Alepuodss
9Se8.I0Ul 01 UOIIUBAISIUI BlBWES

AoeaI}e 118yl pue
SUOILUBAIBIUI JO MBIASI D11BUUBISAS
v :9sSNqy |enxes p|iyn bunusensalid

eIQqUIEZ ‘BYEesSNnT
Ul Ualp|iyo pa1oajje-ewnell buowe
19D pasno0j-ewel| JO SSOUBAILDSYT

‘slonlbale) Jlayl pue

uollelo|dx3 [enxas pliyD 4O SIOAIAINS
10} eIpOQUUE) Ul J81USD 81edI8)e

ue 1e buiwwelboid Adesayl a1Sn|p

awie 9[oIMyY

M3IATY FHNLVHELIT IHL NI d3dNTIONI SFTOILHV 40 FTEVLAHVININNS L XINNV

31



1usuodwo9d
uoIlen|eAd ON

sdnolg uosiiedwo)

sdnolg uosliedwo)

saln
-seaW 8AIlRlEND
1o/pue 8AielIUBND

saln
-seaW dAleleND
10/pue 8AllRlIIUBND

sdnolg uosiedwo)

uollenjeas jo adAj

sbumes
uelelUBWINH

sbumes
1uswdol|ara

sbumes
1uswdoljana

sbumas
1uswdojara(

sbuimes
1uswdojana(

sbuimes
1uswdoljenag

uonesoj/bunies

aW021N0
Buleg-|jem
lo/pue HIN

uolnuanaid

8W0921N0
Bulag-||lem
lo/pue HIN

uoluaAald

aW021N0
Bulag-||lem
lo/pue HIN

8W021N0
Buiag-||am
lo/pue HIA

UOIJUdAILU|

+Gl
abe 01 dn pue

LL-0 usJpiyo

+G| ebe
o1 dn pue ||-0
SIOAIAINS |JID)

+Gl
abe 01 dn pue

LL-0 uaIp|iyo

+G1
abe 01 dn pue

LL-0 uaip|iyo

+G1
abe 01 dn pue

LL-0 u=Jpiyo

+G1l
abe 01 dn pue

LL-0 usJpiyo

uonejndod

Jjeolun

UIPUIH [ 8[[oYdIIA
‘8)1y-097 UBSNg
‘lewueley [N BpUBWIY

‘e 18 ‘Aelin|p

uip UsydIA ‘17 uediey
‘UA Ulling “uay Buld
‘Bueyz Bulluspp

‘|e 18 Iaubepp

‘le 18'auey|

(s)ioyiny

90110BId PUB 80UBPIAT
}JO MalAay palepdn uy :sbuines
UellelluewnH ur usip|iy) Joy poddng
|eIOOSOYOASH pue yljeaH |elus|n

alnielall Aelo pue

paysi|gnd 8yl JO MaIAaY J11euwalsAS
/ :S811IUN0Y) SWOdU|-8|PPIA PUB -MOT
ul 8|doad BunoA Buowyy abeliie|
PIIYD 1UBASBIJ O} SUOIIUBAISIU|

Elquuez

ul 1 g0+1 +0 8sn ay1 :AJlUN0d BWOD
-UI-MO| B Ul ualp|iyo Joj AdessyroyoAsd
pPOSeq-90uUspIAS Uk JO uollelusws|dul
puUE ‘UoI1edI{IPOW ‘UOI1RJIJIIUSP|

eulyy ‘builieg

Ul s82110e1d pue abpsa|mouy| ‘sepniiie
,S1ualed :usip|iyo pabe-jooyosald 1o}
uoI1eoONpPa uolluaAaid asnqy |eNxas

S81J1UN0D WOIUI-B|PPILU PUB -MO|
ul swa|qoJld yijeay |elusW 1USISS|OPE
pue pjIyd 104 SUOIIUBAISIUI POSE(]
-90UBPIAS JO MBIABI D11BUIIBISAS Y

elquuiez ul yinoA Bbuowe Adelsyl

|BIOIARYSQ BAILIUBOD pOSNO0j-ewiNel}
01 8suU0dsal JusWieall JO SI01RIBPOIA

awie 9[oIMyY

32



seinseaw
oAIlRlI[END O
/pue aAIelIIUBND

sdnolg uosiedwo)

sdnolg uosledwo)

saln
-seaW 8AIlRlEND
10/pue 8AielIUBND

salin

-seaW dAIeleND
10/pue 8AllelIIUBND

sdnolg uosiedwo)

uollenjeas jo adAj

sbumes
uelleliuewny

sbuimes
ueleluBWNH

sbumes
ueleluBWNH

sbumas
ueleluBWNH

sbuimes
ueleyueWwNH

sbumes
ueleliuewny

uonesoj/bunies

auwoo1no
Buleg-|jem
lo/pue HIN

aW021N0
Bulag-||am
lo/pue HIN

5W021N0
Buiag-||lem
lo/pue HIN

5WO09IN0
Buleg-|jem
lo/pue HIA

aW02IN0
Bulag-||lem
lo/pue HIN

8W021N0
Buiag-||am
lo/pue HIA

UOIJUdAILU|

+Gl
abe 01 dn pue

LL-0 UsJpjiyo

+Gl
abe 01 dn pue

LL-0 usJpjiyy

+Gl
abe 01 dn pue

LL-0 uaip|iyo

+G1
abe 01 dn pue

LL-0 uaip|iyo

+G| abe
01 dn pue ||-0
SIOAIAINS 11D

+G1l
abe 01 dn pue

LL-0 usJpiyo

uonejndod

uedbueg 1niep3nip
1R U0sS0IQ Ajjay

eoyoQ zllieayg
‘luein( eolssar
‘19yepuoyy ewny
"I eliog ulpely

eoyoQ zllieayg
‘luein( eolssar
19y epuoyy euny
"I eliog ulpely

USIPIIYD By} SAES

ligey Jeyep eullez
1R yened [nizey 1zey

ST .”_.._joocmu_.mm :U
'lYles 's'3 aynd
VWIS ‘ueuuy

(s)ioyiny

SISeyiuAs aouspiAe aAllell|enb

V/ ¢ Selousbiawe ueleyiuewny Aq
paloajje suolrendod 01 paJaAlep
sewwelboid SSHHIA Bulaieoal
pue Bunnusws|duwil 4O Si01elI|I0.)
pue ‘0} slallieq sy} aie 1eYpa

81ed yijeay
|erusw pue 11oddns |e100SOYoAsd uo
9AI108dslad |eo160|008 Uy lem AQ
P9108}JE UBIP|IYD 0} SUOIIUBAISIU|

ualip|iyd ayi eneg Ag 1iodal pialy
v :asuodsal eABuiyoy 8yl ul SUOITUBA
-191ul Lioddns |e1o0soydAsd pue yijesy
[elUBW |BJ0108S-SS0ID ‘PaIdIUSI-P|IY)

1011}U0d AQ parosjie sjdoad

BuNOA pue uaip|Iyd JO Spasu yijeay
|[erusw syl Buissaippe o) dewpeol
:JeM JO SPUNOM 8|qISIAUI 8y} BuljeaH

ysepe|Bueg [einJ ul uaip|iyo
JO @snqge |[enxag :ojes s| 8oe|d ON

"UOIIUBAIBLU|
S||IS Ajlweq pue Buinualed e Jo |el|
pa||0J1u0)) paziwopuey paseg-Al
-lUNWWOY) B :puB|ieY| Ul UBIp|Iy)
paoe|dsig pue 1uelBI 8sawing O
S8W021NQ YijeaH [eius|p Buinoidw

awie 9[oIMyY

33



sainsesaw
UOIIUBAISIUI
1sod pue aid

seinsesw
8AllelIeND 10
/pue aAieIIIUEBND

seinsesw
8AllelIeND 10
/pue aAIRIIUEBND

salnsesaul

UOIIUSAISLUI
1sod pue ald

1uauodw o9
uolen|eAs oN

sdnolg uosiedwo)

uollenjeas jo adAj

sbumes
ueleluBWINH

sbuimes
ueleluBWNH

sbumes

uellelluewny

sbumas
uelelueWNH

sbuimes
ueleyueWwNH

sbuimes
uelelluewny

uonesoj/bunies

NGO

AASH)

8W0921N0
Buiag-||lem
lo/pue HIN

5W09IN0
Buleg-||jem
lo/pue HIA

aW02IN0
Bulag-||lem
lo/pue HIN

8W021N0
Buiag-||am
lo/pue HIA

UOIJUdAILU|

LL-0 usJp[iyo
}O slenlbale)

LL-0 usJp[iyo
JO slenlbale)

+Gl
abe 01 dn pue

LL-0 uaip|iyo

+G1
abe 01 dn pue

LL-0 uaIp|iyd

+Gl
abe 01 dn pue

L1-0 UsJpiyo

+G| obe
01 dn pue |1-0
SIOAIAINS [J1D)

uonejndod

1218 ‘qled

IV 18 ‘qled

AlBumen Inboer

‘e 18 ‘Aeln|p

OHM

N IWBIBIA
N UiLe|y ‘ensienbyy
Buogowsw 3z 'ody Uy
Iyoeq ‘1op3j Aesseg
'Isojnjepy a3obapy

(s)ioyiny

sSu0I108|j8y dllewwelbold pue Buluoll
-0uNn4 Ajilue o ajoy ay] :0b6uo)

40 o1lgnday 2l1eJ00WS (] ueise] ul
asnNQy P|IYD pue adus|oIA Jaulied
8lewllu| buluNo20-07) Bullusrsid

asnqQy 40 sedousliadxy a4 Ajie]

}O 8ouan|ju| 8y :0bu0) Jo olgndey
O11BIO0WS(J BYl Ul 8SNQY Py pue
90UB|0IA J8ULled 81ewilu| BuliNd20-07)

"SUOI1BN1IS 101)4U0d paloeJl0.d
ul uaJipjiyo 1o} Bulules| [euoiows
pue |eI00S pue ‘}Je1s |00YdS Jaylo

pue ‘siayoeal ‘uslip|iyo Joj 1oddns
|e1oosoyoAsd Buipiaold 01 seyoeolddyy

sdweo as8bnjal I|lewos
ul YyinoA oy yoeolidde juswiealy
S1USWS|® UOWWIOD B JO UOIIEN|BAS Uy

SuolluaAJalul pue sajdiould :80Us|0IA
|[enxas pa1e|al-101|uod 1o} 1oddns
|e1o0soyoAsd pue yijeay [elus|p

MBINS

ollewWolsAs v/ (uole|iinw [exusb
a|ewd} YM BUlAll S|JIB pue usuwom
Ul S1epJosip Alaixue Jo ‘uoissaidap
'JopJOoSIp SSsalis dlewneli-lsod

1o} Adelsayy |eloineysq aAIIUBOD)

awie 9[oIMyY

34



seinsesw
8Al1elIeND 10
/pue aAieIIIUEBND

1usuodwo9d
uoien|eAd O

sainseaw
UOIIUSAISLUI
1sod pue ald

sdnouo) uosiedwo)

seinseaw
UOIIUBAISIUI
1sod pue aid

uollenjeas jo adAj

sbuimes
ueleluBWNH

sbumes
1uswdoljara

sbumas
ueleluewWNH

sbuimes
ueleyueWwNH

sbumes
uelelluewny

uonesoj/bunies

8W021N0
Bulag-||am
lo/pue HIN

8W021N0
Bulag-||lam
lo/pue HIN

SW09IN0
Buleg-||jem
lo/pue HIA

aW02IN0
Bulag-||lem
lo/pue HIN

NGO

UOIJUdAILU|

LL-0 usJpjiyo
JO slenlbale)

L1-0 UsJpjiyo
JO slenlbale)

LL-0 usip|iyo
JO sIanlbale)

L1-0 uaIpfiyo
JO s1aAIbale)

L1-0 usJp|iyo
}O sleAibale)

uonejndod

[ 18 Y 'yooy
97 "IN'D 'seAsp|opn
“J° N UeieseT

POOMNI

Aneg ‘oy|esen
BUUEO[ ‘|91ed
WenyIA ‘uewyey 1y

aulenozig 9(199) ®
Alnypmoyn Aoy luey

B1IN “|lejO] eplwiye
‘eUI07) BOSBOURI

JCRERETIIN

JCRERIENNGEL:

(s)ioyiny

‘selousblaws

uelielluewny ul speau |eIoosoyoAsd
pue yijeay p|iyo pue |eulalew ssaippe
01 sdiysitsullied onewwelbold pue
yoleasal Bulusyibualis eidolyig
‘B||loqWIED) Ul S8abnjel asauepng
yinos 1o} weiboid seoeds Ajpuaiiy
Ageq ay1 Bulien|eAs paules| SUOSSST

‘uoninu pyo

Joj uernoduwil sI siayiowl

JO y1jeay |erusw Aym — seswiwesfoud
HOW Ul ,u, pa1os|bsau ay |

lezeg s,x0)
ur Apnis pjal} e :Bulaqgjem pue yijesy
p|Iyo 810wo.d 01 poliad |ereultad syl
Bulinp uswom asbnjal eABUIYOY JO
yijesy |erusw [eusslew Buiioddng

uolnuaAlelul oddns

JaAIBaled 8yl O |el} Pa||0J1uod
poezZIWOpUEel e :UoOUeQaT ul sesabnjal
uelAg Buowe Bunuslied Buinioddng

obuo)

40 21|gnday o11e1oowe ulelsed ayl
Ul UBWOAA pue us|A Buouwe a|eos
Buruoiroun4 Ajiuue4 pepunoio-1siu
-lWe4 8yl JO S81e|all0) (SIXe1uo)
uelelluBWINY Ul Buluoioung Ajiuied

awie 9[oIMyY

35



sainseaw
UoIluUBAIBLUI
1sod pue ald

sdnoug) uosiedwo)

uollenjeas jo adAj

aW021N0 +Gl
Buleg-|jem abe 01 dn pue

JIH lo/pue HIA LL-0 UsJpjiyo
aWwo09o1n0 +G| obe

Buieg-jlem 01 dn pue ||-0

JIH lo/pue HIA SIOAIAINS |JID)

uoneso|/bumas uoIjUaAIB}U| uone|ndogd

‘218 'suppy

oAmees yieqezi|3

g Jayolld 8lie|)
‘ueyluAo|p essl||N

(s)aoyiny

yijieay |eruswi
a1owold 01 Buljooyds Huiioddng
:UaJp|[Iyd ueqgJn 1o} S82IAISS yieay
[erusw Allunwiwod Bulubisep-ay

MBINSY
O11BWO1SAG V/ (S1U8IS8|0pY pue
uaip|iyn peilojdxg Ajjenxes buowy
BuljeaH 191S04 1Y} SUOIIUBAISIU|

awe 3oy

36



ANNEX 2: LIST OF KEY INFORMANTS

Organization

Geographic Scope

Sector/Focus

Amel Amirali

Julieta Sevene

Sophie Reade-Hamilton
Jacqueline Uwimana
Stephanie Bou Gebrayel
Elisabetta Dozo
Danielle Roth

Mehreen Jaswal
Serene Ghazal

Katie Murphy
Alessandra Sachetti
Annie Bonz

Robyn Yaker

Anne Filorizzo Pla

Nidal Mortada

Yusra Ali

Mariam Hussein

Maria Seeman

Michael Stavneak and
Sulava Shdo

Walaa Ahmed
Pascalia Ogutu
Suad Ahmed

Rose Habchi Daher

Yusuf Abba Tijjani

UNHCR
UNICEF ESARO
GBVIE Helpdesk
IMC

IMC

ACF

IRC

IRC

IRC

IRC

HIAS

HIAS

HIAS

Save the Children

Sawa for Aid
and Development

Active in Development Aid

Hawa Young
Feminist Collective

KAFA

Women's Rehabilitation
Organization

Better World Organization
Horn of Africa Institute
Deem

Himaya

Grow Strong Foundation

Global

Regional

Global

National (Mali)
National (Lebanon)
Global

Global

Global

National (Lebanon)
Global

National (Ukraine)
Global

Global

Global

National (Lebanon)

National (Somalia/Kenya)

National (Somalia)

National (Lebanon)

National (Iraq)

National (Iraq)
National (Kenya)
National (Yemen)
National (Lebanon)

National (Nigeria)

GBV/ CP
Gender Unit
GBV
GBV
MHPSS
MHPSS
GBV/CP
GBV/CP
CP

ECD
MHPSS
MHPSS
GBvV
MHPSS

GBV/MHPSS

MHPSS

GBV

GBV/CP

GBV

GBV /CP
GBV
GBV

CP

CP
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ANNEX 3: KEY INFORMANT INTERVIEW GUIDE

Elements of program design and delivery

e |n what ways is your sector/ program/ organization working with girls 0-11 survivors?
What about girls 0-11 more broadly?

e \What are the most pressing MHPSS needs for this population? Both girls and caregivers?

e To what extent do you engage non-offending caregivers of this population? In your
experience, what supports do you find most important for these caregivers to support
their children as survivors?

e How is your programming for this population (and/or more broadly girls of this age
range) delivered?

e \What kind of training, supervision, and support is needed for the staff in order to provide
MHPSS support?
¢ What outcomes do you target, and how do you measure these?

Challenges and barriers

e \What are the most pressing/common barriers your org/ program has had in accessing
and providing services to this population? Are barriers different for accessing vs
providing services?

* What are the key barriers across sectors in accessing and providing services to this
population? What kinds of linkages are needed to other sectors?

e \What challenges have you experienced more broadly working with girls 0-117

Successes
e \What have you done to access this population?
e \What approaches have you found helpful for MHPSS support?

e \What multi-pronged, embedded, or other joint programming has been explored? And are
there specific examples that have worked well?

e What of the successful strategies you have seen or implemented so far do you think
could also be useful for working with boys who have experienced sexual violence?

Other

* What resources have you found helpful in designing services for this population?

e \What program models, approaches, or adaptations have you found helpful in accessing
and providing services to this population?

e |f funding was no issue, what would your ideal programming for this population look like?

e \What recommendations do you have for this project and potential next steps? What
would you like to see happen?
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ANNEX 4: RELEVANT RESOURCES

The following are resources or program models that participants of key informants identified as
informing their work with girls and caregivers.

MHPSS Minimum Services Package The minimum services package includes menu of MHPSS
activities that should be implemented in all emergency responses and includes activities specifically
for GBV survivors:

Girl Shine Girl Shine has been designed to help contribute to the improved prevention of and
response to violence against adolescent girls in humanitarian settings, by providing them with skills
and knowledge to identify types of GBV and seek support services if they experience or are at risk
of GBV. Additionally, Girl Shine aims to build the social assets of girls to ensure they have someone
they can turn to if they experience or are threatened by GBV. Girl Shine supports adolescent girls as
they navigate a safe and healthy transition into adulthood, protected from GBV, supported by their
caregivers and peers and able to claim their full rights. Girl Shine also provides adolescent girls with
life skills that strengthen their social and emotional learning skills and provides them with information
related to adolescent sexual and reproductive health, critical to making healthy decisions. Includes
age 10 and up. There is also a caregiver curriculum for both female and male caregivers It provides
complementary support to the Girl Shine Life Skills Curriculum and is a critical component of the
overall Girl Shine program. The Girl Shine Caregiver Curriculum is not a parenting curriculum, in the
sense that it does not aim to equip parents and caregivers with positive parenting skills. Rather, it
has instead been designed to address broader issues around gender equality, especially in relation
to the experience of adolescent girls and the root causes of the violence against them.

Now I'm Stronger Curriculum This is an adolescent MHPSS curriculum focused on children’
emotions developed by IRC's Child Protection program in Lebanon. It targets adolescents that have
been through a lot of difficulties and potentially traumatic events and who might exhibit a range of
behaviors and emotions that impact their life and their way to connect and interact with others.

SAFE (Supporting Adolescents and their Families in Emergencies) SAFE is a protection and
psychosocial support program model for adolescent girls and boys (ages 10-19) so that they are safer,
more supported, and equipped with positive coping strategies in acute emergencies. It is designed
for the first phase of an emergency response and framed as an ‘on-ramp’ to more comprehensive
programming for adolescent girls and boys. SAFE also includes a caregiver curriculum intended to
be used with caregivers of adolescents. There are separate curricula for girls and boys with tailored
content for ages 10-14. and ages 15-19.

Safe Healing and Learning Spaces For children ages 0-5 and 6-11 and their caregivers. An SHLS
program seeks to achieve multiple outcomes for children, including improvements in social and
emotional skills and reading and math outcomes; and reductions in emotional distress and violence
in the home. Achieving these outcomes requires strengthening the knowledge and skills of SHLS
staff and parents to create a home and learning environment conducive to children’s healthy devel-
opment and well-being.

Caregiver / Parenting Interventions

Families Mlake a Difference Targets caregivers from ages 0-11. Also separate curricula for children
0-5 and 6-11.

Safe at Home aims to improve family wellbeing by addressing violence within the home, mainly
co-occurring intimate partner violence (IPV) and child maltreatment. This intervention targets
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couples with children ages 6-12 and both parents must participate regularly. It is a curriculum-based
intervention delivered through gender transformative group processes that unpack unequal power
relations in the family and build knowledge and skills of parenting, safety and emotional well-
being. It is carried out in gendersegregated male and female discussion groups and periodic family
sessions, where participants come together as a couple or a family to build and practice key family
relationship skills.

Be There This intervention seeks to lower stress and improve wellbeing among parents and other
caregivers with the assumption that this will also improve the mental well-being of the children.
It works directly with caregivers to not only address their own mental health needs but also to
strengthen their abilities of caregivers - supporting them to make the best use of the parenting
knowledge and skills they already possess. It is unique in that most other parenting programs do
not focus on the mental health of the caregiver.

Caregivers Matter Caregivers Matter presents an evidence informed program focused on the
following: A strengths-based approach to address feelings of guilt, inadequacy, and to promote
feelings of self-worth and caregiver agency in caring for a child; Psychoeducation on effects of stress
and distress, secure attachment, adversity and empathy, caregiver wellbeing, routines, and enriched
appropriate play; Cognitive Behavioral Therapy (CBT) and Trauma-Focused CBT influences to directly
address negative self-talk and drivers of low function; Group therapy techniques to facilitate peer
to-peer support and relationship building; Problem solving strategies to acknowledge and tackle the
extreme challenges facing caregivers, families, and children in the country context.

Baby Friendly Spaces Baby Friendly Space’s main objective and line is to take care of the mother/
caregiver in order to support her/him to take care of the child/infant. Baby Friendly Spaces do not
only focus on breastfeeding and the child. The goal of the BFS is a holistic psychosocial program
that aims at providing comprehensive support to children and their caregivers who are facing emer
gency situations. Infants and young children belong to the most vulnerable groups. They depend on
other people to care for them, they are vulnerable to diseases and malnutrition and what children
experience during the early years sets a critical foundation for their entire life course — as research
confirmed a strong relation between child survival and child development. The child’'s well-being is
the result of different components: health, food and economical resources, as well as the type and
quality of the caregiverchild relationship.

Reach Up and Learn Based on the Jamaican Home Visit program Reach Up and Learn

works through parents by building a positive relationship to support them in strengthening skills to
promote child development.
e Aims to build mothers’ skills, self-esteem and enjoyment in helping her child
play and learn.

e Home visitor is trained to listen to the mother, seek her opinions and ask about things
she already does with her child and to acknowledge these and give encouragement
and praise.

e Uses a structured curriculum of developmentally appropriate activities

e Uses an interactive approach of demonstration and modelling and practice of
activities to build skills.

e Emphasizes praise for parent and child.
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