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INTRODUCTION

This Inter-agency Standard Operating Procedures for Child Protection and Gender
Based Violence Case Management and Referral- Palestine was developed by the
Standard Operating Procedures Technical Working Group (SOPs TWG) under
the umbrella of the Child Protection and Gender Based Violence (GBV) SubWorking Groups. The SOPs TWG was led by NRC and composed of the Ministry
of Social Affairs, Ministry of Interior, Ministry of Education, UNICEF, UNFPA,
Tamer Institute, Ma’an, SoS, and Alianza por la Solidardidad. This document is
the result of extensive consultations with national and international stakeholders
involving over 49 ministries, institutions and organizations (see signatory page for
organizations who endorse the SOPs). Additionally, this document is informed by
international guidelines and minimum standards, including but not limited to: The
2012 Minimum Standards for Child protection in Humanitarian Action, The 2014
Inter-agency Guidelines for Case management and Child Protection and The 2015
Guidelines for GBV in Humanitarian Action as well as the 2014 Jordanian Standard
Operating Procedures for Child Protection and GBV. For the full list of documents
that informed or were adapted for the following procedures, please see (Appendix
1).
NB: this version of the SOPs is intended to be a working draft subject to revisions
and amendments in the coming months.
The SOPs TWG sincerely thanks all those involved in the production of these procedures.
Purpose and scope of the standard operating procedures
These SOPs describe guiding principles, procedures, roles and responsibilities
in the prevention of and response to gender-based violence (GBV) and child
protection (CP) for those residing within Gaza. The SOPs build on national and Gaza
based practices, protocols and legal frameworks as well as international minimum
standards. They are designed to be used together with existing resources related
to prevention and response to GBV and child protection.
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CHAPTER 1

TERMS AND DEFINITIONS

Actor(s): refers to individuals, groups, organizations, and institutions involved in
preventing and/or responding to gender-based violence and child protection. Actors
may be refugees/internally displaced persons, local populations, employees, or
volunteers of UN agencies, NGOs, host government institutions, donors, or other
members of the international community.
Adolescence: refers to the period between ages 12 and 17 years old.
Adult: refers to any person 18 years and older.
Alternative Care: refers to care that is provided when the child’s own family is
unable, even with appropriate support, to provide adequate care for the child, or
abandons or relinquishes the child. It may take the form of informal or formal care,
including kinship care, foster care, other forms of family-based or family-like care
placements, residential care, or supervised independent living arrangements.
Arrest, or Need for Bailing: refers to any case where a person is arrested or
threatened with arrest, or any case that needs to be bailed due to vulnerability.
Assessment: refers to the beginning stage of case management or psychosocial
services in which information is gathered and evaluated for the purpose of making an
appropriate decision about a course of action. Assessment prevents assumptions,
creates grounds for developing an appropriate plan of action, and helps identify the
child or survivor’s strengths.

services to meet the specific client’s complex needs.
Case Manager: refers to an individual working within an agency, who has been
tasked with the responsibility of providing case management services. Case
Managers are trained appropriately on beneficiary-centred case management and
are supervised by senior program staff.
Case Plan: refers to a case document that outlines the main needs of a child or
survivor and goals and strategies/activities for meeting their needs.
Case Supervision: refers to the process whereby a Case Manager shares case
work decisions, challenges and experience with another professional (generally a
direct supervisor) who offers guidance, knowledge and support. Supervision helps
Case Managers improve their case management skills and allows Case Managers
to share the burden of hearing and responding to the child/survivor’s needs and
experiences.
Child Abuse: refers to a deliberate act of ill treatment or omission that can harm
or is likely to cause harm to a child’s safety, wellbeing, dignity and development.
Abuse includes all forms of physical, sexual, psychological or emotional ill treatment
and results in harm. Harm can take many forms, including impacts on children’s
physical, emotional and behavioural development, their general health, family and
social relationships, self-esteem, educational attainment and aspirations for the
future.

Best Interest of the Child: broadly refers to the well-being of a child. Well-being
is determined by a variety of individual circumstances, such as the age, the level
of maturity of the child, the presence or absence of parents/caregivers, the child’s
environment and experiences as well as their right to positive development. In line
with Article 3 of the United Nations Convention on the Rights of the Child (UNCRC),
the best interests of the child should provide the basis for all decisions and actions
taken, and for the way in which service providers interact with children and their
families;

Children Associated with Armed Forces and Armed Groups (CAAFAG):
refers to any person below 18 years of age who is or who has been recruited or
used by an armed forces (government military or other security forces) or armed
(opposition) groups in any capacity, including but not limited to children (boys and
girls) used as fighters, cooks, porters, messengers, spies or for sexual purposes.
This includes children who provide information to armed groups or forces, who
distribute pamphlets on behalf of these groups/forces, or who transport material or
work as mechanics. It does not include children who show support for either the
opposition or government forces without any instruction from, or agreement from
members of armed groups (i.e. through participation in demonstrations or writing
slogans on walls).

Caregiver: refers to the person who is exercising day-to-day care for a child or
children. He or she is a parent, relative, family friend or other guardian; it does not
necessarily imply legal responsibility. This may apply to foster parents, including
those who “adopt” a child spontaneously as well as those who do so formally.

Child’s Guardian: refers to a person who has been formally recognized under
national law as responsible for looking after a child’s interest when the parent/
caregiver of the child does not have parent/caregiver responsibility over him or her
or have died.

Case Conference: refers to meetings with a panel of experts in a particular field,
scheduled to facilitate significant decisions in the best of interest of a particular child.
Case conferences occur when a child’s needs cannot be met by case management
case planning processes.

Children in Conflict with the Law: refers to children who come into conflict
with the justice system as a result of being suspected, accused or convicted of an
offence.

Assault: refers to any deed that would harm the emotional, psychological, physical
or sexual well-being of a person, or any form of deliberate harm to a person.

Case Management: refers to a systematic process, in which a trained and
supervised Case Manager assesses the needs of the client and, when appropriate,
assesses the client’s family. The Case Manager will then arrange, sometimes
provide, coordinate, monitor, evaluate, and advocate for a package of multiple
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Child Labour: refers to work that deprives children of their childhood, their potential
and their dignity, and is harmful to their physical and mental development. It refers
to work that: is mentally, physically, socially or morally dangerous and harmful to
children; and interferes with their schooling by: depriving them of the opportunity
to attend school, obliging them to leave school prematurely, or requiring them to
attempt to combine school attendance with excessively long or heavy work.
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Child or Minor: refers to person under the age of 18, according to the United
Nations Convention on the Rights of the Child and the Palestinian Child Law 2004.
Children have evolving capacities depending on their age and developmental stage.
The following definitions clarify the term “child” with regard to age/developmental
stages for guiding interventions and treatment:
■■
■■
■■
■■

Infants and toddlers = 0–5
Young children = 6–11
Early adolescents = 12–14
Older adolescents = 15–17

Child Protection: refers to the prevention of and response to abuse, neglect and
exploitation of children.
Child Survivor: refers to a person under the age of 18 who has been exposed
to any form of child abuse or exploitation. It is most commonly used to refer to
survivors of gender-based violence.
Community: refers to the entire population or a sub-population who have common
characteristics or shared bonds.
Coordinating Agencies: refers to the organizations that take the lead in chairing
working groups and ensuring that minimum prevention and response interventions
are put in place. In relation to child protection and GBV within Gaza, the coordinating
agencies are the Child Protection Working Group led by UNICEF and the GBV
Working Group led by UNFPA.
Confidentiality: please see the detailed explanation provided in Chapter 2 under
Principle 4.
De-identification of Data: refers to the process of preventing a person’s identity
from being connected with information about them. A common strategy for deidentifying data includes storing an individual’s identifying data (name, date of birth,
address etc.) on separate documents, in separate locations to other confidential
information about them.
Disclosure: refers to the process of revealing information. Disclosure in the
context of abuse refers specifically to how a non-offending person (for example,
a caregiver, teacher or helper) learns about the person’s experience of abuse.
Disclosure about abuse can be directly or indirectly communicated, voluntarily or
involuntarily. Children disclose abuse differently and disclosure is often a process
rather than a single or specific event. See Voluntary and Involuntary Disclosure for
more information.
Disability: refers to an evolving concept that results from the interactions between
persons with impairments and attitudinal and environmental barriers that hinder
their full and effective participation in society on an equal basis with others.
Domestic Violence/Intimate Partner Violence: refers to a relationship between
perpetrator and survivor and may include multiple forms of violence (rape, sexual
assault, physical assault, psychological/emotional abuse).
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Economic Abuse: refers to money, resources or opportunities withheld by an
intimate partner or family member, to the detriment of the individual or family’s wellbeing, it includes being prevented by one’s intimate partner to pursue livelihood
activities, or a widow prevented from accessing their inheritance. This category
does not include people suffering from general poverty.
Exploitation: refers to pressuring, enticing, coercing, or compelling a person to
perform acts or activities obstructive to his or her mental, emotional, and moral
development, whether sexual or financial activities, which would jeopardize their
well-being and/or natural growth.
Family Violence: refers to abuse that occurs between family members or adult
intimate partners/spouse. It includes acts that are physically, psychologically, and
emotionally harmful or that carry the potential to cause physical, psychological
and emotional harm. It also includes sexual assaults, physical intimidation, threats
to kill or to harm, restraint of normal activities or freedom, and denial of access to
resources.
Forced Marriage: refers to the marriage of an individual against her or his will. This
also includes “Child Marriage”. The personal status laws in Gaza, which remain
from the years of Egyptian rule, together with religious laws adjudicated in Sharia
courts or other religious institutions, allow for the marriage of females from 15 years
and males from 16 years of age, if judicial consent is obtained. Conversely, the
amended national Child Law, which came into force in 2012 within the West Bank,
raised the minimum age of marriage to 18 years for both boys and girls.
Gender: refers to the social differences between men and women that are learned,
and though deeply rooted in every culture, are changeable over time, and have
wide variations both within and between cultures.
Gender-Based Violence (GBV): is an umbrella term for any harmful act that is
perpetrated against a person’s will, and that is based on socially ascribed (gender)
differences between males and females.
Informed Assent: please see the detailed explanation provided in Chapter 2
under Principle 3.
Informed Consent: please see the detailed explanation provided in Chapter 2
under Principle 3.
Internally Displaced People (IDP): refers to persons or groups of persons who
have been forced or obliged to flee or to leave their homes or places of habitual
residence, in particular as a result of or in order to avoid the effects of armed
conflict, situations of generalised violence, violations of human rights or natural or
human-made disasters, and who have not crossed an internationally recognised
State border.
Mandatory Reporting: please see the detailed explanation provided in Chapter
2 under heading 2.3.
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Mental health: refers to a state of well-being in which an individual realizes his or
her own potential, can cope with the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution to her or his community.

amplify pre-existing problems of social injustice and inequality.

Neglect: refers to persistently failing to provide for, or secure for a child, their
basic physical, developmental or psychological needs, whether deliberately, or
through carelessness or negligence. Neglect is sometimes called the ‘passive’
form of abuse, as it relates to the failure to carry out some key aspects of care and
protection resulting in the impairment of the child’s health or development. It may
include unresponsiveness to meet the child’s most basic emotional needs. Neglect
does not include situations of poverty, where a parent/caregiver cannot afford to
provide for their child but is trying to do so.

Psychosocial Support: refers to any local or outside action that enhances the
aspects of an environment, individual or situation to best allow for recovery from the
effects of an emergency or traumatic event. With children, psychosocial support has
a particular emphasis on maintaining or restoring normal developmental processes
so that they are able to develop their potential to the fullest, engage with the world
in ways appropriate to their ages and become competent and productive adults.
This engagement is achieved through working with local community groups and
organisations that can mobilise and advocate for improved access to community
support, basic services, and restore everyday recreational, social and vocational
activities.

Orphan: refers to a child, both of whose parents/caregivers are known to be dead.
In Palestine the term orphan is often used to refer to those who have lost only their
father. However, in keeping with international standards, this document refers to a
child who has lost both parents as an orphan.

Referral: refers to the process of formally requesting services for a child or their
family from another agency (i.e. cash assistance, health care, etc.) through an
established procedure and/or form. In case management, Case Managers maintain
overall responsibility for the case.

Perpetrator: refers to a person, group, or institution that directly inflicts or
otherwise supports violence or other abuse inflicted on another against her/his will.

Refugee: refers to any person who owing to a well-founded fear of being persecuted
for reasons of race, religion, nationality, membership of a particular social group,
or political opinion, is outside their country of nationality, and is unable to or, owing
to such fear, is unwilling to avail themselves of the protection of that country.
Palestinian refugees are defined as “persons whose normal place of residence was
Palestine during the period 1 June 1946 to 15 May 1948, and who lost both home
and means of livelihood as a result of the 1948 conflict.”

Physical Abuse: refers to the use of physical force to cause actual or likely physical
injury or suffering (i.e. hitting, shaking, burning, torture, stoning, etc.). Physical
abuse can take place in the home, the community and in schools.
Protective Factors: refers to conditions or attributes (skills, strengths, resources,
supports or coping strategies) in individuals, families, communities or the larger
society that help people respond more effectively to stressful events and mitigate
or eliminate risks in families and communities.
Probation Officer: refers to a MoSA social worker assigned to supervise the
behaviour of a person convicted of an offence.
Psychological/Emotional Abuse: refers to the persistent emotional maltreatment
of a person such as to cause severe and persistent adverse effects on the person’s
emotional development and psychosocial wellbeing. It includes name-calling,
constant criticism, threats of physical assault; intimidation; humiliation; destruction
of cherished things; forced isolation (i.e. by preventing a person from contacting
their family or friends) and exposure to violence perpetrated against loved ones. This
category includes all sexual harassment defined as: unwanted attention, remarks,
gestures or written words of a sexual and menacing nature (no physical contact).
Psychosocial Distress: refers to the significant psychological and social suffering
of populations, individuals or communities impacted by emotional and/or physical
violence. The psychological and social impacts of such violence may be acute
in the short term, but they can also undermine the long-term functioning, mental
health and psychosocial well-being of the affected individuals, communities or
population.
Psychosocial distress: is particularly prevalent during emergencies as they erode
normally protective supports, increase the risks of diverse problems and tend to
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Rehabilitation Centres: refers to any centre that implements legal sentences
that do not include incarceration. Individuals are placed in such centres by a court
decision to suspend a sentence of incarceration.
Resilience refers to the ability of individuals to deal with, and recover from, adversity
and crisis, influenced by individual characteristics and external factors like: diversity
of livelihoods, coping mechanisms, life skills such as problem-solving, the ability to
seek support, motivation, optimism, faith, perseverance and resourcefulness.
Risk: refers to the likelihood that harm will happen, its magnitude and its
consequences; or the probability of external factors (i.e. armed attacks, natural
disasters, gender-based violence) occurring in combination with individual
vulnerabilities (i.e. poverty, disability, membership of a marginalized group).
Risk Assessment: refers to a methodology to determine the nature and extent of
risk by taking into account potential hazards and existing conditions of vulnerability
that together could harm individuals and their families. Risk assessments should
take into account an individual’s resilience.
Separated Child: refers to a child who is separated from both parents/caregivers
or from their previous legal or customary primary caregiver, but not necessarily
from other relatives.
Service Provider: refers to actors charged with providing direct services to
individuals or communities.
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Sexual Abuse: refers to an actual or threatened physical intrusion of a sexual
nature, whether by force or under unequal or coercive conditions. (See also “sexual
exploitation.”)
Sexual Exploitation: refers to any actual or attempted abuse of a position of
vulnerability, differential power, or trust, for sexual purposes, including, but not
limited to, profiting monetarily, socially, or politically from the sexual exploitation of
another. (See also “sexual abuse.”)
Sexual Violence: refers to any sexual act, attempt to obtain a sexual act, unwanted
sexual comments or advances, or acts to traffic, or otherwise directed, against a
persons sexuality using coercion, by any person regardless of their relationship
to the victim, in any setting, including but not limited to home and work. Coercion
can cover a whole spectrum of degrees of force. Apart from physical force, it may
involve psychological intimidation, blackmail or other threats – for instance, the
threat of physical harm, of being dismissed from a job or of not obtaining a job that
is sought. It may also occur when the person aggressed is unable to give consent
– for instance, while asleep or mentally incapable of understanding the situation.
Sexual violence includes rape, defined as physically forced or otherwise coerced
penetration– even if slight – of the vulva or anus, using a penis, other body parts or
an object. The attempt to do so is known as attempted rape. Rape of a person by
two or more perpetrators is known as gang rape.
Sexual violence can include other forms of assault involving a sexual organ,
including coerced contact between the mouth and penis, vulva or anus.
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Unaccompanied Child: refers to a child who has been separated from both
parents/caregivers and relatives and who is not being cared for by an adult who,
by law or custom, is responsible for doing so. This means that a child may be
completely without adult care, or may be cared for by someone not related or
known to the child, or not their usual caregiver e.g. a neighbour, another child
under 18, or a stranger.
Violence Against Women: refers to any act of gender-based violence that results
in, or is likely to result in, physical, sexual or psychological harm or suffering to
women, including threats of such acts, coercion or arbitrary deprivation of liberty,
whether occurring in public or in private life.
Violence: refers to the deliberate use of force and repression, or the threat to use
any form of aggression against another person or persons, or an entire community,
and the consequent harm, death or psychological injury that may lead to deprivation
or disturbance in the normal development process. Also, the ability to use or the
actual use of financial dominance against oneself, other persons, and groups in
a community, which may cause, or be likely to cause, injury, death, or harm to
growth, and inhibit the exercise of individual rights.
Vulnerability: refers to physical, social, economic, legal and environmental factors
that increase the susceptibility of a community or individuals to risks.
Vulnerable Group: refers to groups of individuals more vulnerable than other
members of the population. These are generally women, elderly people, children
and people with disabilities who are less able to protect themselves from harm,
more dependent on others for survival, less powerful, and less visible.

Survivor/Victim: refers to person who has been exposed to harm. The terms
“victim” and “survivor” can be used interchangeably. “Victim” is a term often used
in the legal and medical sectors. “Survivor” is the term generally preferred in the
psychological and social support sectors because it implies resiliency.
The Child Protection Network: refers to the protection network that strives to
coordinate efforts and services provided for children within the Gaza Strip. The
Child Protection Networks are guided by the Palestinian Child Law and the National
Referral Protocol.
The Worst Forms of Child Labour: include slavery, prostitution and pornography,
illicit activities, and work likely to harm children’s health, safety or morals, as defined
in ILO Convention No. 182. The worst forms of child labour are prohibited for all
children under the age of 18, even those who have reached the legal working age
of 15.
Trauma: refers to a direct personal experience or learning of events to a close family
member or friend, or being repeatedly exposed to details of the event (vicarious
trauma), that involves actual or threatened death or serious injury or other threats to
one’s physical integrity. This can be followed by intrusive recollections, persistent
efforts to avoid the distressing trauma related stimuli after the event and negative
alterations in cognitions and mood that began or worsened after the traumatic
event. Such symptoms must be present for in excess of one month after the event
to be classified as a traumatic response.
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2.1 Guiding Principles for All Action:
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Principle 3
Seek informed consent and /or informed assent:

GUIDING PRINCIPLES

Principle 1
Avoid exposing people to further harm as a result of your actions:
Those involved in service provision must do all they reasonably can to avoid
exposing people to further harm. The following points provide minimum guidance
on how to comply with this principle:
■■

Before introducing new interventions, find out how the issues to be addressed
were handled previously by the relevant stakeholders (the survivor, children,
families, the community and the authorities);

■■

Analyse existing relations between different groups, with the intention of trying
to reduce potential causes of tension or conflicts of interest;

■■

Ensure equal and active participation by women and men, girls and boys in
assessing, planning, implementing, monitoring, and evaluating programmes
through the systematic use of participatory methods;

■■

Avoid restricting services and benefits to specific categories of people–for
example “separated children” or “widows”–as this may stigmatize programme
participants rendering them vulnerable to further harm or incentivize such
situations;

■■

Integrate and mainstream GBV and child protection interventions into all
programmes and all sectors.

Principle 2
Provide culturally appropriate services:
Service providers should recognize and respect diversity in the communities where
they work and be aware of individual, family, group and community differences.
Cultural sensitivity ensures programming meets the needs of the target population.
When what is in the best interest of the child/survivor/target population conflicts
with cultural values or practices, service providers must take decisions that do not
place the child/survivor /target population at additional risk (do no harm). It may be
difficult to identify solutions that are seen as acceptable to the family or community,
but service providers must make every effort to work with the child/survivor/
target population to identify culturally acceptable solutions that at the same time
uphold their rights. With difficult issues like child marriage, Case Managers should
develop harm reduction strategies and seek to address the underlying causes of
social conditions/norms. For example, families who delay marrying their children
until they are above the age of 18 might be given priority access to cash transfer
programmes or livelihood projects. In some situations, confronting these protection
issues and cultural practices can lead to conflict and may create additional risks for
vulnerable individuals or groups, as well as for service providers. Decisions made
around these issues must include a careful assessment of risk and always respect
the principle of do no harm (and the best interest of the child where applicable).
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Informed consent is the voluntary agreement of an individual who has the capacity
to give consent, and who exercises free and informed choice. In all circumstances,
consent should be sought prior to providing services. To ensure informed consent,
service providers must ensure that the target populations fully understand:
■■
■■
■■

The services and options available;
Potential risks and benefits to receiving services;
Information that will be collected and how it will be used, and confidentiality and
its limits.

Informed assent is the expressed willingness to participate in services. For younger
children who are by nature or law too young to give informed consent, but old
enough to understand and agree to participate in services, the child’s “informed
assent” is sought. Even for very young children (those under 5 years old) efforts
should be made to explain in language appropriate to their age, what information is
being sought, what it will be used for, and how it will be shared. In some situations,
securing informed assent or consent may not be possible due to mandatory
reporting requirements.
Principle 4
Ensure appropriate confidentiality:
Confidentiality is linked to sharing information on a “need-to-know” basis. The term
“need to-know” describes the limiting of information sharing to only those who
require the information in order to protect or support the survivor or vulnerable
person.
Respecting confidentiality requires service providers to protect information
gathered about individuals and to ensure it is accessible only with a client’s explicit
permission. For agencies and Case Managers involved in case management, it
means collecting, keeping, sharing and storing information on individual cases in a
safe way and according to agreed upon data protection policies. Case Managers
should not reveal the name or any other identifying information to anyone not directly
involved in the targeted intervention. This means taking special care in securing
case files and documents and avoiding informal conversations with colleagues/
friends/family who may be naturally curious and interested in the work.
Principle 5
Ensure accountability:
Accountability refers to being held responsible for one’s actions and for the results
of those actions. Agencies and staff involved in providing services to survivors and
vulnerable populations are accountable to them, their family, and their community.
Agencies and individuals providing services must comply with national legal and
policy frameworks. They will also have to comply with professional codes of
conduct.
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Service providers should act with integrity by not abusing the power or the trust of
the target population. Employees must not ask for or accept favours, payments or
gifts in exchange for services or support. Personal and professional limitations and
boundaries must be recognized and respected. Steps should be taken to address
conflicts of interest where these arise.
All staff and volunteers involved in prevention of and response to GBV and child
protection concerns, including interpreters and volunteer-incentive staff, should
understand and sign a code of conduct or similar document setting out the
standards of conduct (Appendix 2).
Case management service providers are held to a particularly high standard of
accountability as they exclusively provide services to vulnerable individuals who
have been identified as being harmed or are at risk of being harmed. Agencies
introducing or supporting case management services must take responsibility
for the initial training, on-going capacity building and regular supervision of staff
to ensure appropriate quality of care. They must also provide children, survivors
and their families with routine opportunities to give feedback on the support and
services they have received.
Principle 6
Ensure people’s access to impartial assistance:
■■
■■

Ensure that assistance is available to all those in need;

■■

Interventions need to use innovative and creative ways to reach those who are
often most in need of protection;

■■

Child protection and GBV workers need to respond quickly when patterns or
cases of discrimination or exclusion are identified.

Ensure that assistance is provided without discrimination and is not withheld
from vulnerable people or groups, and access for agencies is provided as
necessary to meet the standards;

Principle 7
Protect people from physical and psychological harm arising from
violence and coercion:

■■

Principle 9
Strengthen national and local systems:
■■
■■

Identify and build on existing capacities and structures;

■■
■■

Build the capacity of national and state-level authorities as well as civil society;

■■

Link and coordinate with others working on child protection and GBV related
issues;

■■
■■

Prioritize local ownership of interventions wherever possible;

Avoid the creation of parallel structures, such as agency-based staff that replace
or bypass government or community employed social workers;
Ensure and systemize representative participation of the community, including
meaningful participation of women, children and survivors in analysis, planning,
and evaluations;

In emergencies, engage early on with development actors and processes to plan
the transition to the post-emergency phase, if appropriate.

Principle 10
Strengthen the resilience of survivors, children and vulnerable groups:
■■

Ensure that programmes are accessible to all survivors, children and vulnerable
groups and that they build on and reinforce their skills and strengths;

■■

Ensure that programmes involve those close to survivors, children and vulnerable
groups, and reinforce supportive relationships;

■■

Ensure that programmes strengthen the structures, practices and services that
help to protect survivors, children and vulnerable groups in the community;

■■

Ensure that programmes take into account the social and legal norms that
influence the lives and circumstances of survivors, children and vulnerable
groups;

■■

Ensure that programmes tie all of the above elements together and take a
consistent approach.

Ensure vulnerable individuals and groups are protected from violence, from
being forced or induced to act against their will and from fear of such abuse;

Principle 11

■■

All child protection and GBV responses should seek to make survivors or
vulnerable groups more secure, facilitate their own efforts to stay safe, and
reduce exposure to risks.

Coordinate and collaborate:
■■

Establish and maintain carefully coordinated multi-sectoral and interorganizational interventions for GBV and child protection prevention and
response;

■■

Extend the fullest cooperation and assistance between organizations and
institutions in preventing and responding to GBV and child protection concerns.
This includes sharing situation analysis, assessment information and trends to
avoid duplication, maximize a shared understanding of the situation and plan
and implement relevant interventions.

Principle 8
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Child protection and GBV workers must ensure that wherever possible,
interventions support survivors, children and vulnerable groups in claiming their
own rights, and support others such as parents/caregivers in claiming children’s
rights on their behalf.

■■

Assist people to claim their rights, access available remedies and
recover from the effects of abuse/violence:
■■

Ensure that survivors, children and vulnerable groups are assisted to claim their
rights through information, documentation and assistance in seeking remedies;

■■

Ensure survivors/children are supported appropriately in recovering from the
physical, psychological and social effects of violence and other abuses;

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
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2.2 Child protection specific guiding principles for
GUIDING PRINCIPLES

all actions

1. Child-friendly
Services should be provided in ways that are appropriate and accessible for
children. For example, by providing information in formats/language that can be
understood by children of different ages.
2. Child centred
■■

Services should be organized and delivered in a way that centres on children’s
needs and best interests. For example, you should consider holding activities
and meetings at times that are convenient for children and their families, rather
than those which fit in with the working hours of staff.

3. Prioritize the best interest of the child
■■

■■

Case Managers and their supervisors must constantly evaluate the risks and
resources of the child and their environment as well as positive and negative
consequences of actions and discuss these with the child and their caregivers
when taking decisions;
The least harmful course of action for the child is the preferred one.

4. Involve the child in decision-making
Children have the right to participate in decisions that have implications in their
lives. The level of a child’s participation in decision-making should be appropriate
to the child’s level of maturity and age. Listening to children’s ideas and opinions
should not interfere with caregivers’ rights and responsibilities to express their
views on matters affecting their children. While service providers may not always
be able to follow the child’s wishes (based on best interest considerations), they
should always empower and support children and deal with them in a transparent/
caring manner with maximum respect. In cases where a child’s wishes cannot be
prioritized, the reasons should be explained to the child.

2.3 Mandatory reporting requirements
The best interest of the child should always be the primary consideration when
taking actions on behalf of children, even in the context of mandatory reporting
laws.
One of the main differences in working with children as opposed to adults is the
need for health and psychosocial services providers to comply with laws and
policies regulating response to the suspected or actual abuse of children. These
laws and policies are often referred to as “mandatory reporting laws”. Service
providers should have established procedures in place for reporting suspected
or actual abuse before providing services directly to children. Service providers
should establish procedures based on answering these key questions:
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1. Who is required to report cases of suspected child abuse? What
cases of suspected child abuse are they required to report?
According to Palestinian Child Law Article 53, every person has the responsibility
to report potential risks to a child’s safety, including their physical or psychological
wellbeing. Further, Article 44 states that the following circumstances must also
be reported: loss of family or family support, negligence and/or homelessness,
obvious failure to raise the child, sexual abuse, economic exploitation, using the
child for begging or organized crime, the child`s regular absence from home or from
the place of their permanent residence, school dropout without justification. This
includes reports made by the child, one of the child`s siblings, or any other child.
It is compulsory by law to report such risks to the following groups of
people:
1.
2.
3.
4.
5.

Caregivers;
Doctors;
Social workers;
Anybody else required to protect and take care of the child;
Any other person responsible for the child’s welfare.

2. Who are the officials designated to receive such reports?
According to Palestinian Child Law 2004 No.7 Article 53 such protection concerns
must be reported to Child Protection Counsellors of the Child Protection Unit within
the Ministry of Social Affairs (MoSA). This is consistent with the Referral Pathways
and Risk Matrix in (Appendix 14) and (Appendix 16) respectively.
3. What information needs to be shared?
According to Article 55 of the Palestinian Child Law, neither the Child Protection
Counsellors nor anybody else is able to disclose the identity of the notifier unless
the notifier provides their consent.
4. What are the reporting regulations regarding timing and other
procedures?
The Palestinian Child Law does not stipulate reporting regulations regarding
timing or any other procedures, however it is recommended that reports are made
immediately in order to ensure the child’s safety..
5. How is confidentiality protected?
The 2004 Child Palestinian Law does not specify confidentiality requirements.
However, in keeping with the best interests of the child, their right to confidentiality
and privacy should be maintained and information should only be shared on a
‘need to know’ basis.
6. What are the legal implications of not reporting?
For those required by law to report to Ministry of Social Affairs Child Protection
Counsellors, not reporting suspected cases will result in a fine of no less than 100
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Mandatory reporting requirements can raise ethical and safety concerns, where
governance structures are weak in practice. This is particularly evident where
established and safe mechanisms to report child sexual abuse do not exist and
where security can be unstable and dangerous. In such situations, mandatory
reporting can set off a chain of events that potentially exposes the child to further
risk of harm, and as such it may not be in the child’s best interest to initiate a
mandatory report.
If the following criteria are present, even if a mandatory law exists
in theory, service providers are advised to use the central guiding
principle–the best interests of the child–to guide decision-making in
child-centred service delivery:
■■
■■

Authorities lack clear procedures and guidelines for mandatory reporting;

■■

Reporting could further jeopardize a child’s safety at home or within his/her
community.

Children, particularly older children (adolescents), and caregivers should be part
of the decision-making process on how to address mandatory reporting in the
safest and most confidential way. This means service providers should seek and
consider their opinions and ideas on how to draft the report. This does not mean
the caregiver and child can decide whether or not a report is made; rather, they
can help decide how and when the report is made. Service providers who are
equipped with in-depth knowledge about mandatory reporting procedures will be
best positioned to work with children and family clients to manage this procedure
as necessary.

2.4 GBV guiding principles for all actions

The context lacks effective protection and legal services to deal properly with a
report;

If the above criteria are present, service providers should follow a decision-making
process that first considers the child’s safety and then the legal implications of not
reporting. Supervisors should always be consulted in decision-making to determine
the best course of action.

■■

Understand and adhere to the ethical and safety recommendations in the
WHO Ethical and Safety Recommendations for Researching, Documenting and
Monitoring Sexual Violence in Emergencies;

■■

Engage the community fully in understanding and promoting gender equality
and power relations that protect and respect the rights of women and girls.

2.4.1 Guiding principles for working with GBV survivors
1.
2.

Ensure the safety of the survivor(s) and their families at all times.
Respect the confidentiality of the affected survivor(s) and their
families at all times:

It should be noted that the decision not to report a case of child abuse requires
significant justification and is strongly discouraged. The circumstances outlined
above under which mandatory reporting should not be adhered to are likely to be
very rare in practice. Under such circumstances, children should be referred to
other case management agencies listed in the Referral Pathways in (Appendix 14).

■■

If the survivor gives their informed and specific consent, share only pertinent
and relevant information with others for the purpose of helping the survivor,
such as referring for services. However, it must be noted that there are
occasions when survivors are unable to give informed consent (for example
a child, a person with an intellectual disability that renders them unable
to give informed consent, or where mandatory reporting requirements
prevail) and in such instances the confidentiality of the survivor must still
be maintained, including only sharing pertinent information to relevant
stakeholders;

■■

All written information about survivors must be kept in secure, locked files.

Explaining mandatory reporting at the very beginning of interactions
with the child and caregiver
Service providers are required to explain to the child and caregiver what their
reporting responsibilities are at the beginning of services. This can be done in
conjunction with the initial informed consent procedure for the services being
offered.
Service providers should share the following information with children
and caregivers:
■■
■■
■■
■■
■■
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The agency/person to which/whom the Case Manager will report;
The specific information being reported;

3.

Ensure that only trained professionals are caring for survivors and
consider gender and age related issues.
Conduct interviews and examinations with staff of the same sex of the survivor
■■
or as preferred by the survivor, including interpreters.

4.
5.

Respect the wishes, choices, rights, and dignity of the survivor:
Consult the survivor on where they wish to seek help and respect
their wishes.
■■
Provide objective information, presenting all the alternatives and the potential

consequences of them. Do not push, suggest or otherwise guide him/her in any
specific direction;

How the information must be reported (written, verbal, etc.);
The likely outcome of the report;
The child’s and family’s rights throughout the process.
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■■

Conduct interviews in private settings, ensuring that the whereabouts of the
survivor is not at risk of becoming known to others and provide a comfortable
environment;
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■■

Be respectful and maintain a non-judgmental manner. Do not laugh or show any
disrespect for the individual, or their culture, family, or situation;

■■

Be patient and do not press for more information if the survivor is not ready to
speak about their experience;

■■

Ask only relevant questions (for example, the status of the virginity of the survivor
is not relevant and should not be discussed);

■■

Avoid requiring the survivor to repeat the story in multiple interviews.
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All actors who may interview or have direct contact with survivors must
be familiar with all guiding principles and put them into practice.

2.4.2 When working with child survivors of sexual
abuse:

Apply the above principles to children, including their right to participate in decisions
that will affect them. If a decision is taken on behalf of the child, the best interests
of the child shall be the overriding guide and the appropriate procedures should
be followed. It is important to note that these kinds of issues involving children are
complex and there are no simple answers.
Comfort the child
Children who disclose sexual abuse require comfort, encouragement and support
from service providers. This means that service providers are trained in how to
handle the disclosure of sexual abuse appropriately. Service providers should
believe children who disclose sexual abuse and never blame them in any way for
the sexual abuse they have experienced. A fundamental responsibility of service
providers is to make children feel safe and cared for as they receive services.
Service Providers who have not received in-depth training about how to respond
to sexual abuse disclosures should avoid detailed discussions and instead refer
the child to a person trained in receiving and responding to disclosures.

2.5 Guiding principles for working with persons
with disabilities
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■■

Respect for their inherent dignity and individual autonomy including the freedom
to make one’s own choices, and independence of persons;

■■
■■

Full and effective participation and inclusion in society;

■■
■■
■■

Equality of opportunity;

Respect for difference and acceptance of persons with disabilities as part of
human diversity and humanity;
Accessibility;
Respect for the evolving capacities of children with disabilities and respect for
the right of children with disabilities to preserve their identities.
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3.1 Overview of case management responsibilities
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The case management flowchart summarizes the basic steps of the
process:

CASE MANAGEMENT

Case management is a collaborative, multidisciplinary process promoting quality
and effective outcomes through coordination and the provision of appropriate
resources to meet an individual’s needs. These processes include assessment,
planning, implementation, coordination, monitoring and evaluation of options and
services. Case management can be used with both children and adults alike. The
goal of case management is to empower the individual and, where appropriate
their caregiver/family by:
■■

Addressing the presenting and secondary concerns or issues, through direct
service provision, referrals or working with the extended family;

■■

Empowering the individual by increasing their awareness of the choices they
have in dealing with the problem;

■■

Assisting her/him to make informed decisions about what to do about the
problem (where age appropriate);

■■
■■

Coordinating service delivery;
Advocating for the individual to ensure their protection needs are met.

Case management ensures that the individual is involved in all aspects of planning
and service delivery. A case management approach is useful for persons with
complex and multiple needs who seek access to services from a range of service
providers, Government actors, organizations and groups.
Case management is undertaken only by trained Case Managers. Case Managers
must have the skills to manage cases, an understanding of their roles and
responsibilities, knowledge of available services, and an ability to handle difficult
situations professionally and sensitively.
The case management steps are:
■■
■■
■■
■■
■■
■■

Identification and referral for case management;
Initial assessment;
Comprehensive assessment;
Case planning (including referral for services);
Follow-up and review (sometimes including a case conference);
Case closure.

Case management agencies are responsible for assessing Child
Protection and GBV cases and providing full case management services
including:
■■

Establishing rapport and developing a trusting relationship that creates a
supportive environment in which the survivor/child can begin to heal;

■■
■■

Being the contact point for needs assessment and follow up;
Providing and coordinating services and follow-up of service provision.

3.2 GBV Case Management
Case management for GBV survivors is focused primarily on meeting the survivor’s
health, safety, psychosocial and legal needs following the incident(s).
Case management agencies will assess any GBV case they receive or that is
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referred to them for support. Refer to the GBV referral pathways listed in (Appendix
5) for case management agency contact information. GBV cases involving children
should be referred according to the Referral Pathways listed in (Appendix 14) and
responded to inline with the child protection case management guidelines listed in
section 3.3 of this chapter as well as Chapter 5.
Throughout the process, the Case Manager and the agency must ensure
that the data management protocols listed in Chapter 8 are adhered to
in order to ensure the survivors right to privacy and confidentiality are
respected.
Case management for GBV child survivors requires Case Managers to have
specialized knowledge and skills in working with children. Case Managers should
follow the child protection case management steps (and forms) outlined in section
3.3. When dealing with child survivors of sexual abuse, Case Managers should be
able to:

appropriate referral pathway for GBV response is shown in (Appendix 5);

■■

Specialized actors include health services or case management organizations
specialized in responding to GBV cases (Appendix 5). Non-specialized

actors should not interview survivors or respond directly;

■■

The wishes of the survivor must always be respected as to where or with whom
to seek help. He/she should not be urged into a particular course of action;

■■

Non-specialized actors should ask the survivor’s consent to
contact a primary focal point on the GBV referral pathway and
facilitate the contact between service provider and survivor;
If a survivor consents to share their information, the referral
should be made using the GBV Referral form (Appendix 6);

■■

All information should be kept confidential, even if family or community members
request feedback on support given.

■■

For cases concerning child survivors of GBV, mandatory reporting laws may
apply. See section 2.3 in Chapter 2 for further information. In instances where
mandatory reporting does not apply, the informed consent of a parent willing
and able to protect the child should be secured, and where appropriate, the
informed assent of the child should be sought. Further information is outlined
in section 3.3.7 (obtaining informed consent/informed assent from children and
caregivers) of this chapter.

■■

Apply technical understanding of sexual abuse to educate and support children
and families throughout the case management process;

■■
■■
■■

Apply appropriate child-friendly skills through case management process;
Follow the informed consent/assent and mandatory procedures (outlined in
section 2.3);

Disclosure and initial assessment: GBV specialized actors

■■

Assess a child survivor’s immediate health, safety, psychosocial and legal/
justice needs and mobilize early intervention services that ensure the child’s
health and safety;

All specialized service providers should ensure that:

■■
■■
■■

Observe the guiding principles for working with child survivors (see chapter 2);

■■

Services are accessible, safe, private, confidential and trustworthy. Survivors
are more likely to come forward to seek help and report a GBV incident under
such conditions;

■■
■■

Trained female and male personnel are available;

■■

The survivor accessing services is comfortable. Ask if he/she has someone they
trust and is supportive and who will wait with him/her;

■■

Once the survivor is comfortable and has given her/his informed consent,
determine together with the survivor her/his immediate needs;

■■

Initial emotional support and information about the support options (medical,
psychosocial, legal, safety and security) is provided. Benefits and consequences
of such support are discussed. Survivors should give their permission before
any organization is contacted;

■■

The importance of receiving medical attention as soon as
possible after an incident of sexual violence is explained to
the survivor to prevent sexually transmitted diseases, HIV/
AIDS, unwanted pregnancy and to collect evidence to be used
in legal proceedings;

■■

Informed consent is obtained before any intervention and referral (see section
3.2.3 below on informed consent);

■■

The number of people informed of the incident is limited to those who need to
know in order to effectively provide services to the survivor and the information
shared is limited to essential information for service delivery. Identifying
information about a survivor should never be shared in meetings and individual
cases should never be discussed (unless with the supervisor);

Proactively engage any non-offending caregivers throughout case management;
Refer child survivors to child-friendly service providers;
Interact appropriately with children with disabilities and their caregivers, including
caregivers with disabilities, and present information in a manner that they can
understand.

Further information about providing case management support to child survivors
can be found at:
http://cpwg.net/resources/caring-for-child-survivors-of-sexual-abuse-irc-unicef-2012/

3.2.1 GBV disclosure: roles and responsibilities
A survivor has the freedom and the right to disclose an incident to anyone. He/she
may disclose his/her experience to a trusted family member or friend. He/she may
seek help from an individual or organization in the community. Any service provider
contacted by a survivor who then discloses an incident has a responsibility to give
honest and accurate information about services available; to give a reasonable
time period within which services can be expected; and the consequences (pros
and cons) of accessing and particular service.
Disclosure: general service providers
■■
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All actors coming into contact with GBV survivors are responsible for knowing
the GBV referral pathways and the forms of assistance that are available. The

Throughout the entire process the survivor is treated in a respectful and nonjudgmental manner;
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■■

Interaction with persons with disabilities and their family members is appropriate
and tailored to their needs and capacities.

CASE MANAGEMENT

In addition to the above, GBV case management service providers
should follow the below steps during the registration and initial
assessment stage of the case management process:
■■

■■

Disclosure (either directly to the GBV Case Manager or through a referral)
prompts the first steps of the case management cycle – registration and initial
assessment. This stage represents the first opportunity for the Case Manager to
establish trust with the survivor. During this process the Case Manager should
welcome the client and explain how their information will be kept confidential as
well as the limits to confidentiality (outlined in section 3.2.3);
The Case Manager should complete the Registration form (Appendix 7) and
GBV Assessment form (Appendix 8). The registration and assessment process
assists the Case Manager to safely understand the survivor’s situation, identify
their immediate and longer term needs and determine his/her main care. At
this stage information about available services should also be provided to the
survivor to assist them to make informed decisions.
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that must be completed before the survivor leaves the first meeting with the
Case Manager. A safety plan can also be completed at any other stage of the
case management cycle when the survivors’ safety is at risk;

■■

When developing the safety plan, the following should be evaluated: the
survivor’s sense of personal safety in the home environment; survivor’s sense
of personal safety in the community environment; survivor’s identified safety/
support systems.

3.2.3 Informed consent and information sharing
Sharing any information about a GBV incident can have serious and potentially life
threatening consequences for the survivor and those helping her/him. Great care is
therefore needed in managing information:
■■

After disclosing information, the GBV survivor has the right to control how
information about his/her case is shared with other agencies or individuals;

■■

The survivor must be made aware of any risks or implications of sharing

■■

information about her/his situation;
The survivor has the right to place limitations on the type(s) of
information to be shared, and to specify which organizations
can and cannot be given the information. He/she must also understand
and consent to the sharing of non-identifying data about her/his case for data
collection and trend analysis purposes. The Case Manager must ensure that the
GBV Informed Consent form (Appendix 11) is completed in parallel to the Case
Plan, and/or Safety Plan forms;

■■

3.2.2 Safety planning
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■■

If there are immediate safety concerns, a safety plan should also be developed
with the survivor and recorded on the Safety Plan form (Appendix 9);

■■

Determining the survivor’s current safety is the most important assessment area

Sharing of information between agencies should be guided by the InformationSharing Guidelines outlined in Chapter 8.

It should be noted that suicidal thoughts can be common among survivors of
violence and are by themselves not sufficient to indicate that the person is planning
to take their own life. If in doubt about whether the survivors suicidal thoughts are of
a nature, that warrant the breaking of their right to confidentiality, Case Managers
should consult a mental health professional. In all cases, when a person reports
thoughts of suicide they should be counselled on available mental health services.
If the survivor is a child, the best interest of the child should always be given priority.
The Case Manager should consult with his/her supervisor and/or consult with other
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relevant actors before taking any decision in this regard. Note that the potential
harm caused by non-disclosure of the confidential information should be weighed
against the potential harm caused by disclosure of the information.

CASE MANAGEMENT

For details on obtaining consent from children/caregivers, see section
3.3.7 on child protection case management below.

3.2.4 Case planning
After the initial assessment, the survivor and Case Manager should develop a case
plan that addresses the needs identified during the assessment. The case plan
includes a goal, the steps to achieve it and the timeframe necessary. The case plan
is developed by the survivor and the Case Manager, and where appropriate and
desired by the survivor, other service providers that will be listed in the case plan.
When case plan meetings include other service providers, the following must be
adhered to:
■■

The survivor must consent to information shared with all participants in the
meeting;

■■

The information shared at this meeting is strictly confidential and should focus
on actions taken and actions needed. This criteria should determine who is
invited to the meetings;

■■

Information shared must only include relevant information and should not include
irrelevant personal or other details about the survivor or the incident;

■■

All members of this meeting are responsible for ensuring that the dignity and
confidentiality of survivors are maintained and that information discussed is only
that which is needed to resolve problems and coordinate actions;

■■

The case plan is documented on the Case Plan form (Appendix 10).

The Case Manager will typically assist the survivor to access services listed in
the case plan by making a referral on the survivor’s behalf and advocating for the
survivor to obtain quality services. Prior to doing this, the Case Manager must obtain
consent for making the referrals. The survivor’s consent for referrals is documented
on the GBV Consent form (Appendix 11).
Referrals should be undertaken using the GBV Referral form (Appendix 6) which
does not include the name, address, or any other information that might identify
the survivor. Referral form is sent by email and is followed up with a phone call to
confirm receipt.
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■■

The Case Manager should offer to accompany survivors to social, health and
legal services, and provide support in accessing these services;

■■

The Case Manager may provide direct interventions, including psychosocial
interventions, where appropriate;

■■

All agencies within the GBV referral pathway should identify two referral focal
points (RFP) per agency (i.e. one RFP and one back-up focal point who will
manage referrals in the absence of the RFP). GBV agencies listed on the referral
pathways have a responsibility to ensure that focal points are trained and know
how to receive and to make referrals.
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3.2.5 Case follow-up sessions
After the case plan has been developed the Case Manager should undertake regular
monitoring visits to ensure it is being implemented. Case follow-up sessions should
occur on a minimum of a monthly basis and more frequently if required. During the
case follow up sessions the following should occur:
■■

Review progress towards meeting the case plan goals and assess if the services
being provided are efficient and effective;

■■

Identify additional needs and action points and plan accordingly with the survivor.
The plan of action should have a timeframe and be based on the survivor’s
needs;

■■
■■

Provide psychosocial support;
Case follow-up sessions should be recorded in the Case Plan Follow-Up form
(Appendix 12).

Home visits should always be conducted very discretely and are not recommended
when supporting GBV survivors, unless agreed with the Case Manager and the
survivor. The Case Manager should not conduct home visits if this action might
put the survivor at risk or be stigmatizing. When conducting home visits the Case
Manager should always keep a low profile and be aware that any information
requested of the survivor in the presence of relatives or other members of the
community might have an impact on her/his protection.

3.2.6 Case plan reviews
Periodic meetings should be held to review the progress towards the goals and
interventions documented in the initial Case Plan. These meetings should occur
every 3 months at minimum and more often if necessary. The completed Case
Plan and Case Plan Follow up forms should be reviewed and a new Case Plan form
completed if there are still unaddressed GBV concerns.

3.2.7 Case closure
Case closure refers to the point at which a case is closed and no further case
management will occur. This can be for a variety of reasons – for example because
the needs have been addressed, the survivor no longer wishes to receive support
or the case is transferred to another agency.
Case management procedures require that a supervising manager authorize
the closure of a case concerning a child. This ensures that cases are not closed
prematurely.
A Case Closure form (Appendix 13) must be completed and placed on the survivors
file. Closed cases should be stored in a safe place for a 5 year period.
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Child protection case management is provided by the agencies listed in the Child
Protection Referral athways listed in (Appendix 14).
Agencies involved in child protection case management must ensure that cases
are handled confidentially and in accordance with the data management guidelines
listed in Chapter 8.
All organizations handling child protection cases must have a paper and/
or electronic system to track and manage cases. Each agency should have
data protection and information sharing protocols in place. Electronic case
information management systems are strongly recommended as they help prevent
duplication of services and losing track of large numbers of child protection cases
currently being supported.

3.3.1 Identification
There are a number of ways to identify children experiencing or vulnerable to abuse,
neglect and exploitation that need case management services:
■■

By child protection agencies during community-based child protection activities,
such as child-friendly spaces, awareness raising or psychosocial activities with
children;

■■

By other general service providers, such as educational staff, police, health
workers etc.;

■■

A child may be identified by community members, including neighbours,
employers and through community-based child protection mechanisms such as
child protection committees, etc.;

■■

Self-referral: a child has the freedom and the right to inform anyone of issues
they are facing.

others (see section 2.3 for more information about confidentiality and the limits
to it);

■■
■■

Encourage and support children to seek help;

■■

If the child or caregiver does not wish to be referred to the Case Manager
respect the child’s wishes, except in circumstances where it is determined to be
in child’s best interest. This includes where the child’s safety is at immediate risk
(see section 2.3 on mandatory reporting). If a general service provider is in doubt
as to what is in the child’s best interest, they should consult a Case Manager
(without providing identifying details of the case) with expertise in that area of
child protection concerns, as listed on the Child Protection Referral Pathways
(Appendix 14).
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Be aware of the kinds of violence, abuse, neglect and exploitation that children
can be exposed to and the signs and symptoms that indicate a child may
have been exposed to violence, abuse, neglect or exploitation (refer to the
identification and referral section of the global case management guidelines:
http://cpwg.net/wp-content/uploads/sites/2/2014/09/Interagency-Guidelines-forCase-Management-and-Child-Protection.pdf);

■■

Be aware of the child protection Case Managers available in their geographical
areas. When children or their caregivers disclose that a child has suffered
violence, abuse, neglect or separation, general service providers should provide
basic emotional support to children and their families in line with principles and
approaches of psychological first aid (PFA);

■■

Not ask probing questions, or conducting in-depth interviews with children who
have experienced or are at risk of violence, abuse, neglect, exploitation or who
have been separated from their caregivers;

■■

Maintain confidentiality in relation to the information provided by the child and/or

Wherever possible and appropriate, accompany the child to the Case Manager,
with the child’s caregiver;

Every programme involving case management services should raise awareness in
the community they work in about the referral pathways and their agency specific
vulnerability criteria to help guide this identification process.

3.3.2 Referral after identification
Referral in this instance refers to the process where another actor is requested to
provide case management (or other) services to address the needs of the child.
■■

The actor/ individual who identifies the child protection concerns (the notifier)
should complete the Initial Referral form (Appendix 15) to document the
information the child and/or caregiver choose to disclose to them and consented
to share with other service providers;

■■

Level 1 and high risk level 2 (as defined in the Risk Matrix in (Appendix 16) cases
should be referred directly to MoSA, low Level 2 and Level 3 cases should be
referred to a relevant case management actor listed in the referral pathways
listed in (Appendix 14);

■■

If the child’s caregiver does not consent to case management intervention
and mandatory reporting requirements do not apply (for example harm has
not occurred and the case is a low level 2 or 3 on the Risk Matrix listed in
(Appendix 16), continue to provide information about relevant services to the
child/caregiver, and refer them to any other basic services they wish to receive
(i.e. health, education) using the Initial Referral form (Appendix 15).

General service providers (including child protection staff not working
on case management) should:
■■
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Referrals can also be undertaken by:
■■

Case Managers as part of the case planning process (referred to as a case plan
referral below);

■■

Other service providers when the child does not need intensive follow up and
support but rather access to one or a few services.
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3.3.3 Registration
CASE MANAGEMENT

Registration occurs when the child meets the risk criteria outlined in the Risk
Matrix (Appendix 16) and both the child and their family give informed consent/
assent to accept services (with the exception of cases registered under mandatory
reporting requirements where consent is not needed). Registration includes the
initial collection of data on the child. The conversation between the notifier and
Case Manager should also include a discussion about the steps required for the
initial assessment, including where and when the initial interviews will take place,
how the identity of the notifier will be protected and how much information will be
shared with the alleged perpetrator. Registration should be undertaken using the
Registration form (Appendix 17).
In instances where an agency receives a referral for a case that does not meet their
eligibility criteria, or the agency is unable to respond due to a lack of organizational
capacity, the agency should inform the referring actor/individual within the response
times outlined below. If an agency is consistently receiving referrals that fall outside
the organisations eligibility criteria, the agency should undertake community wide
awareness sessions on their eligibility criteria.
Risk Level
Level 1
Level 2
Level 3

Acceptance of referral response time
Within 2 hours of receiving the referral
Within 4 hours of receiving the referral
Within 24 hours of receiving the referral

3.3.4 Assessments
Assessment is a process of gathering and analysing information in order to form
a professional judgment about the child’s situation. It is not an exercise just in
gathering information, but provides the basis on which subsequent decision will be
made. Careful thought should be put into how the assessment is conducted and
how the child and their family are involved, as this is the first opportunity for a Case
Manager to develop a positive relationship with the child.

During both the initial and comprehensive secondary assessments, Case
Managers should:
■■

Involve the child in the assessment and decision-making process and seek his/
her opinion in an appropriate way that takes into consideration the age and level
of maturity of the child;

■■

Wherever possible, ask to talk to the child separately from the caregivers or
peers. If this is not possible in the first interview, arrange another time;

■■
■■

Avoid methods that could further stigmatize the child;
Ensure privacy of interviews.

There are two types of assessments that must be conducted in sequential
order:

3.3.5 Initial assessment by Case Managers
The initial assessment should take place within the first 24 hours following
identification, referral and registration, or sooner if the child is in urgent need (i.e. in
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a life-threatening situation). In practice, Initial Assessments are often carried out as
part of the registration process.

CASE MANAGEMENT

Wherever possible, the Case Manager who will work with the child should be the
one to undertake the initial assessment.
The initial assessment of child protection cases should be conducted as
follows:
■■

Child protection cases should be assessed using the Initial Assessment form
(Appendix 18);

■■

The assessment should identify the child’s immediate care and protection
needs (physical protection, health, food, shelter and medical care) as well as
their vulnerabilities (physical, social, economic and environmental factors that
increase their susceptibility to protection concerns such as a disability or young
age), risks (likelihood that harm or protection concerns will occur, for example
if the perpetrator continues to have access to the child), harm (the detrimental
effect of the abuse or neglect to the child) and protective (strengths, resources
and resiliencies of the child and family) factors;

■■

■■

■■
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The assessment should determine if the child is or has been exposed to or is at
risk of violence, abuse, exploitation and/or neglect; the type of abuse or neglect
and if possible, the reasons; and any actions that child, their caregivers or others
have taken to protect the child;
Where there is an immediate risk to the child (for example the child is living with
the perpetrator of abuse or violence), immediate intervention will be prioritized.
During the initial assessment stage a safety plan should be developed to address
any imminent risks posed to the child. The safety plan should be recorded on
the Safety Plan form (Appendix 3), (Appendix 4). For level 1 cases the safety
plan should identify the actions that will immediately be undertaken, for level 2
cases the safety plan should identify what actions will be taken within the next 3
days; for level 3 cases the safety plan should identify what actions will be taken
within the next 7 days. Safety plans should be completed with an appropriate
caregiver as children are not responsible for their own safety. However, at
times it is necessary to promote the child’s resilience and capacity to protect
themselves. A safety plan developed specifically for use with children is suitable
in these circumstances (Appendix 4);

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

to keep the case files and (ii) to share information with other organizations when
making referrals;

■■

Following the initial assessment it is also possible to close a case if it is apparent
there are no concerns (i.e. perhaps identified/registered in error) or the case is
transferred to an agency better able to help and support;

■■

Regardless of the risk level, Case Managers should conclude the assessment by
discussing what the next steps are with the child and their family;

■■

Regular monitoring should begin at this point with home visits or phone calls to
ensure the situation remains stable;

■■

Frequency of monitoring visits will depend on the risk level as specified in the
Risk Matrix (Appendix 16); twice a week for level 1 cases, once a week for level
2 cases, once every two weeks for level 3 cases).

3.3.6 Comprehensive secondary assessment by Case
Managers

In a second phase, a subsequent in-depth (comprehensive) assessment is
conducted to gain a holistic understanding of the child’s situation. A comprehensive
assessment looks beyond a child’s basic, immediate needs.
■■

The comprehensive secondary assessment should be completed within 3 days
of the initial assessment using the Comprehensive Secondary Assessment form
(Appendix 20);

■■

The comprehensive secondary assessment should re-address the factors
identified in the initial assessment (the child’s immediate care and protection
needs as well as their vulnerabilities, risks, harm and protective factors) and
include a more thorough assessment of current care arrangements, the child’s
social and family relations, extended family and community support networks,
parental capacities, psychosocial wellbeing, access to education and/or
vocational training and basic health (please see the diagram below);

■■

The need for a Safety Plan should be re-assessed. If a safety plan was developed
during the initial assessment it should be reviewed and updated if necessary;

Consent should be taken from the child and/or caregiver using the Child
Protection Consent form (Appendix 19) for (i) the case management organization
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services should be sought. For younger children, their informed assent should
be provided, while for older children informed consent should be requested (see
below for details);

■■

■■

Parent/caregiver (or other responsible adult) consent should always be obtained
for children under 16. For children 16 and 17 years old, the child’s consent may
be obtained instead of the caregivers if the parent/caregiver is not able or willing
to provide consent;

■■

Cases in which it is not appropriate to obtain parent/caregiver consent include
where the caregiver may be the perpetrator or complicit in the abuse, or where
unaccompanied children are involved. In such cases, wherever possible the
consent of another trusted adult should always be sought for children under 16.
For children above 6, they should participate in identifying this person. Where
such person is not available, the Case Manager may have to provide consent for
children under 16;

■■

Children and caregivers should be made aware of any relevant mandatory
reporting requirements (see section 2.3 on mandatory reporting).

The protection needs to be addressed in the case plan should be identified and
documented during this assessment phase.

3.3.7 Obtaining informed consent/informed assent from
children and caregivers

Consent for case management with children should be obtained as
follows:
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■■

In general, permission to proceed with case management (and other case
actions) should be obtained from the child, as well as the caregiver or another
suitable adult (see below);

■■

For children aged 6-18, permission to proceed with case management and
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3.3.8 Case planning

■■

Case Managers should be familiar with the services offered in their geographical
area as outlined in the Child Protection Referral Pathways (Appendix 14);

If it is decided after the initial assessment that a child does require assistance,
a case file should be opened and the Case File Summary form (Appendix 21)
completed and placed on the front of the child’s file. The Case Manager should
convene a case planning meeting where a case plan is developed using the Case
Plan form (Appendix 22). A case plan lists the needs identified in the assessment
and sets a strategy for addressing them through direct service provision, referrals
and/or community-based programmes. The case plan should be developed within
2 weeks of the completion of the comprehensive assessment and respond to the
concerns identified in the assessment.

■■

Inform the child and/or caregivers of available services that they can access and
the pros and cons of each service (including relevant costs if applicable);

■■

Take the consent of the child/caregiver to refer the child to specific services.
Ask the child/caregiver’s consent to share information with the service provider;

■■

For each service that the child consents to, share information with the relevant
service provider complete the Referral form (Appendix 15) to refer the child to
that relevant service;

■■

If the child/caregiver does not consent to share their information with the service
provider, the Case Manager should still provide information to the child/caregiver
about relevant services (including contact details);

■■

In urgent cases, referrals may be done by phone, but should always be followed
by relevant documentation (with relevant consents). In such cases, the Case
Manager may accompany the child/ caregiver to the service. (Note: this is
recommended for GBV child survivors);

■■

Access of the child to services should be monitored as part of the case follow-up
(see below).

The case planning process should involve the following steps:
■■

A case planning meeting involving relevant stakeholders (typically a protective
caregiver, relevant service providers and the child–if age appropriate);

■■

The development of a case plan documenting the following:
■■

An overarching goal that addresses the child protection concerns;

■■

An explanation on how each action and intervention will contribute to the
case plan goal;

■■

The timeframe in which interventions will be undertaken;

■■

Who is responsible for each action and intervention, including additional
referrals that were identified as needed during the case plan meeting;

It is important to note that while the referred service (or agency) is responsible for
providing a specific service, the Case Manager maintains the overall responsibility
to follow up on the case plan with the child and service provider to ensure that the
needs of the child are fully met.

■■

When and where monitoring visits will occur (in accordance with the Risk
Matrix – Level 1 cases – twice a week, Level 2 cases once a week and Level
3 cases once every two weeks);

3.3.10 Implementing the case plan

■■

The case plan review date.

Case plans are fluid documents that can be revised at any time if a child’s situation
or needs change. The case plan should consider: immediate, short-term, medium
term and long-term actions.
Where possible and appropriate, the child should be provided with a simple written
copy of the plan that they can understand.
Addressing child protection risks often requires a family-centred approach that
identifies the needs and capacities of the family and works to strengthen the family’s
capacity to protect and care for the child. It is crucial that the expectations of the
child/ family are managed to ensure that they do not expect to receive services and
support that are not actually available.

3.3.9 Case plan referral
Child protection cases often need referral to services not provided directly by the
Case Manager, such as education services, physical or mental health services,
legal/police services, livelihood support (including vocational training or access to
better income-generating activities for the whole family) or non-food items. Case
Managers should facilitate the referral of the child and/or their caregiver to other
services as follows:
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Once the case plan is developed, it must then be followed and implemented. The
Case Manager is responsible for coordinating all of the services documented in the
case plan, documenting progress, and ensuring case objectives are being met and
agencies to which referrals have been made have provided the services as intended
and agreed. Additionally, the Case Manager typically provides direct psychosocial
support during regular monitoring meetings with the child and the family.
During monitoring visits the following should occur:
■■
■■

The general wellbeing of the child and family is observed;

■■

Changes to the child’s circumstances, which may then require further assessment
or a case plan review will be observed;

■■
■■

Further assessment if interventions are found to be unsuccessful;

Updates on the child and/or families engagement with services as per the case
plan;

Direct psychosocial support including problem solving day-to-day challenges.

Observations and information gathered during monitoring visits should be recorded
on the Case Follow-Up form (Appendix 23).
Monitoring visits for level 1 and 2 cases should typically occur where the child is
residing. Monitoring visits for level 3 cases can occur at the Case Manager’s office
as well as the child’s residence.
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3.3.11 Case plan review

Circumstances when case conferencing could occur:

A case plan review meeting is an opportunity to review progress towards the
case plan goal and to adapt interventions based on the changing needs and
circumstance of the child. A case plan review meeting should occur on a 3 monthly
basis (maximum) until the child protection concerns are addressed. However, case
plan review meetings should occur more frequently in an emergency context, if the
situation is changing rapidly or the risk level is high. The Case Review form should
be used to document the case plan review meeting (Appendix 24).

Case conferences only occur when significant decisions that impact a child’s wellbeing must be made or the child’s needs are complex and are unable to be met via
the standard case planning process.
Examples of such instances include:
■■

When it is necessary to remove a child from their family without parental consent
(however in such cases no immediate harm factors that warrant immediate
removal should be present);

3.3.12 Case conferences

■■

When a child is being reunified with their family after having previously been
removed without parental consent;

In complex cases, a multi-disciplinary, inter-agency case conference may be called
to develop a case plan and make binding decisions. Case conferences are meetings
with a panel of experts in a particular field that is relevant to the child, scheduled
when the child’s fundamental care and protection needs are not being met via
the typical case planning process. Case conferences facilitate complex decision
making in the best interest of the child. The panel must evaluate the positive and
negative consequences of alternative actions. On occasion, the option deemed
to be in the best interest of the child is not feasible for various reasons – in such
circumstances the least harmful course of action should be pursued.

■■
■■

When a child is offending against another child/ren;

■■

When MoSA have been engaged with the case for an extended period and
progress towards case plan goals has not been achieved–despite the attempted
use of various strategies–and the child protection concerns remain.

Potential panel members
Depending on the needs of the child, potential panel members could include:
■■
■■
■■
■■
■■

A decision making member of the Ministry of Justice;

■■
■■

Religious community leaders;

A decision making member of the Sharia’a courts;
A decision making member of the Ministry of Health;
International experts (for example in relation to Autism);
A legal expert outside the Ministry of Justice (potentially within Gaza/West Bank/
or an international legal expert);
Reconciliation committee members.

In order to ensure panel members have a shared understanding of how the ‘best
interest of the child’ principle is applied in practice, all panel members must have
undertaken child protection training prior to participating in case conferences, and
adhere to these SOPs.

At all Case conference meetings the a child protection expert should be in
attendance to ensure a holistic understanding of the child’s best interest is being
pursued. Similarly, in cases concerning child GBV survivors, a GBV expert should
attend.
During the establishment phase of the case conferencing process in Gaza, UNICEF
should be invited to all case conferences to support the process. This will occur for
a 12 month period from the date of the first case conference.

When a child needs life saving medical treatment and this cannot be met by local
service providers;

Decision-making
Wherever possible, decisions should be made by consensus amongst all panel
members. However, if after extensive discussion, consensus cannot be reached,
decisions should be made by majority vote.
Decisions made during case conferences will be binding. In instances where
decisions need to be endorsed by legal actors (for example judges) to come into
effect, every effort should be made to facilitate their representation at the case
conference meeting. Should this not be feasible, the actor responsible for pursuing
such legal action should be identified during the case conferencing process. Should
the relevant legal actors not support the decision made during the case conference,
a subsequent case conference shall be convened and steps to secure the child’s
immediate safety should be taken in the interim.
The role of the Case Manager in case conferencing:
■■

Identifying potential panel members in consultation with their supervisor and the
Case Conference Convenor;

■■

The Case Manager will prepare a report documenting the child protection
concerns, progress and challenges in reaching the case plan goals and the views
and wishes of the child and caregivers. This will be documented in sections 1
and 2 of the Case Conference Report (Appendix 25);

■■

The Case Manager will ensure the Case Conference Convenor has the report a
minimum of 7 business days prior to the case conference meeting.

Standing panel members
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The role of the Case Conference Convenor in case conferencing:
MoSA will appoint two Case Conferencing focal points (one for Gaza north and
one for Gaza South). The focal points will be responsible for convening all Case
Conferences that occur in the Gaza Strip. The role of the Convenor will include the
following:
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■■

Identifying suitable (child focused) potential panel members in consultation with
the Case Manager and their supervisor;

■■

Inviting panel members and confirming their willingness and capacity to
participate;

■■

Ensuring the Case Conference Report is prepared and circulated to panel
members 5 business days prior to the case conference;

■■
■■

Chairing the case conferencing meeting;
Documenting the discussion, decisions taken and factors considered in taking
such decisions within section 3 of the Case Conference Report (Appendix 25).

Consent
■■

Where possible and appropriate consent for the Case Conference should be
sought from the caregiver and child.

Confidentiality
■■
■■

People may participate in case conferences by invitation only;

■■

All panel members are responsible for ensuring that the dignity and confidentiality
of the child and their family are maintained and that information discussed is only
that which is needed to resolve the child protection concerns and coordinate
actions.

Information sharing must only include relevant information and should not
include irrelevant personal or other details about the child or their family;

The above processes are consistent with UNHCR’s Best Interest Determination
procedures. Further information can be found by accessing this link http://www.
unhcr.org/50f6d27f9.html

3.3.13 Case Closure
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3.4 Case Transfers
In some situations cases are not closed but are transferred to another agency. The
transfer of a case indicates that the full responsibility for coordination of the case
plan, follow up and monitoring of the child, is being handed over to another agency
or department (as distinct from referral where these responsibilities remain with the
original Case Manager).
Case transfers typically happen in the following situations:
■■

When a child moves to an area not serviced by the original case management
agency;

■■

When a case moves from Level 3 or low level 2 to a Level 1 (as Level 1 and high
risk level 2 are strictly case managed by MoSA);

■■

When an agency no longer has the capacity to provide case management
services (for example due to a lack of funding or because they have reached the
maximum number of cases they can support).

Cases must not be transferred because the Case Manager or organization is giving
preferential treatment to providing case management services to another new case.
The best interest of the child must be maintained at all times. This includes keeping
to a minimum the number of times the child changes Case Managers.
A Referral form (Appendix 15) indicating case transfer in the “reason for referral”
section of the form must be completed and sent as soon as the agency becomes
aware that they are unable to provide case management services for the child.
For level 1 and 2 cases the Referral form must be followed up with a phone call to
confirm receipt within 1 hour of being sent.

The final step in a case management process is case closure. Most often cases are
closed when the goals of the child and family, as outlined in the case plan, have
been met, the child is safe from harm, their care and well-being is being supported,
and there are no additional concerns. Other reasons cases can be closed include:
■■

The family/child no longer want support and there are no grounds for going
against their wishes (i.e. provided this is safe for the child);

■■
■■

The child turns 18 years old;
The child dies (an investigation should be undertaken into the circumstances of
the child’s death to ensure that no other children are at risk).

Case management procedures require that a supervisor/manager authorize the
closure of the case. This ensures that cases are not closed prematurely. A Case
Closure form (Appendix 26) must be completed and placed on the child’s file. Closed
cases should be stored in a safe place for a 5 year period.

During the case transfer meeting the initial Case Manager should
provide the following information:
■■
■■
■■

The initial protection concerns;
Risk and protective factors identified;
Any case planning that has occurred (progress and obstacles to the achievement
of goals).

During the case transfer meeting the initial agency should provide a copy of all case
management documents to the agency assuming case management responsibilities.
During the case transfer meeting a time to introduce the new Case Manager to the
child and family shall be agreed upon. A Case Transfer form (Appendix 27) should
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be completed to document the case transfer meeting.
Case Transfer involving life threatening circumstances

CASE MANAGEMENT

When a case being transferred involves life threatening factors, the initial Case
Manager should undertake all necessary referrals to potential lifesaving services in
parallel to undertaking the transfer process to MoSA (as life threatening cases are
Level 1 and therefore only case managed by MoSA).
For example, if a child being managed by a Family Centre (risk Level 3) attempted
to commit suicide the Family Centre should transfer the case to MoSA as the
case has escalated to a Level 1. In parallel to undertaking the transfer to MoSA,
the Family Centre should refer the case to GCMHP for life saving psychological
services. When the transfer meeting takes place a copy of the Referral form to
GCMHP shall be provided to MoSA to ensure they have the necessary information
to continue case management.
At such time as the MoSA has the capacity to respond to all Level 1 cases within the
timeframes outlined in the Risk Matrix (Appendix 16) then the Ministry will assume
responsibility for undertaking referrals to life saving service.
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Response to GBV is about reducing the harmful consequences of GBV and
preventing further injury, trauma, and harm.
The multi-sectoral model outlined below recognizes that no single actor can
address GBV prevention and response. The model calls for inter-agency efforts that
promote the participation of people of concern and the cooperation, collaboration,
coordination across agencies and sectors.
Certain assumptions should form the premise upon which GBV services
are provided. The below guiding statements are drawn from the
Palestinian National GBV Referral Protocol:
■■

Gender based violence is a violation of basic human rights and is unacceptable
in any form;

■■

Enjoying a healthy life and healthy social relationships is dependent on respect
for self and others;

■■

Gender based violence destroys the lives of women and children and undermines
their chances of a decent living;

■■

Gender based violence negatively affects the community and its development,
and it happens in all communities, cultures and socio-economic classes;

■■

Gender based violence, including physical, sexual, and emotional violence is a
crime that must be addressed by justice systems in accordance with an effective
legal framework;

■■

Perpetrators are legally responsible for what they do and the consequences and
effects of their actions.

The following graphic highlights the survivor-centred approach in which all those
who are engaged in violence against women programming prioritze the rights,
needs, and wishes of the survivor.

Handling disclosures: non-protection actors
General considerations/principles
■■

A survivor has the freedom and the right to disclose an incident to anyone. She/
he may disclose her /his experience to a trusted family member or friend;

■■
■■

She/he may seek help from a trusted individual or organization in the community;
Anyone the survivor tells about her/his experience has a responsibility to give
honest and accurate information.
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Response to GBV is about reducing the harmful consequences of GBV and
preventing further injury, trauma, and harm.
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The multi-sectoral model outlined below recognizes that no single actor can
address GBV prevention and response. The model calls for inter-agency efforts that
promote the participation of people of concern and the cooperation, collaboration,
coordination across agencies and sectors.
Certain assumptions should form the premise upon which GBV services
are provided. The below guiding statements are drawn from the
Palestinian National GBV Referral Protocol:
■■

Gender based violence is a violation of basic human rights and is unacceptable
in any form;

■■

Enjoying a healthy life and healthy social relationships is dependent on respect
for self and others;

■■

Gender based violence destroys the lives of women and children and undermines
their chances of a decent living;

■■

Gender based violence negatively affects the community and its development,
and it happens in all communities, cultures and socio-economic classes;

■■

Gender based violence, including physical, sexual, and emotional violence is a
crime that must be addressed by justice systems in accordance with an effective
legal framework;

■■

Perpetrators are legally responsible for what they do and the consequences and
effects of their actions.

The following graphic highlights the survivor-centred approach in which all those
who are engaged in violence against women programming prioritze the rights,
needs, and wishes of the survivor.

Handling disclosures: non-protection actors
General considerations/principles
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■■

A survivor has the freedom and the right to disclose an incident to anyone. She/
he may disclose her /his experience to a trusted family member or friend;

■■
■■

She/he may seek help from a trusted individual or organization in the community;
Anyone the survivor tells about her/his experience has a responsibility to give
honest and accurate information.
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Standards for identification and referral
■■

While Field Workers may come across survivors of GBV and/or disclosure they
should not carry out proactive identification activities (i.e. looking for GBV
survivors, asking about past abuse, pushing for disclosure), but rather should
limit their functions to safe and ethical referral to services for survivors who
approach them and seek help;

■■

Field Workers who are not GBV specialists are not supposed
to interview survivors or ask for more details about the incident as this
might lead to trauma and further harm;

■■

Organizations are responsible to ensure that Field Workers have received
trainings on safe and ethical referral, are knowledgeable about the GBV services
existing in their area (i.e. referral pathways) and are able to explain what forms of
assistance the survivor can expect through referral to other actors.

Field workers may be confronted with two scenarios:
■■
■■

Direct disclosure from survivors;
Report of a GBV incident affecting a third party (i.e. neighbour) or suspicion of
a GBV case.

The following two sections provide guidance on how to handle disclosure in both
scenarios:
1. Direct disclosure from adult survivors
■■

Always ensure respect of the guiding principles. A survivor should be encouraged
to seek help. However, the wishes of the survivor in where or with whom to
seek help must always be respected, and the survivor shall not be urged into a
particular course of action;

■■

Frontline workers will provide information on services available in a way that the
survivor will understand and seek the consent of the survivor for referral and will
pay attention not to raise expectations about specialized services (i.e. costs,
benefits, etc.);

■■

If requested by the survivor to contact service providers, Field Workers should
ask for the survivor’s informed consent to contact a primary focal point on the
GBV referral pathway and facilitate the contact between the service provider and
survivor. Best practice would require that the staff identifying the case is the one
doing the referral;

■■

If a survivor does not provide consent or does not request the Field Worker to
contact the service providers, the Field Worker should limit his/her role to provide
information on where to access services. It is essential to limit the number of
persons with whom the details of the cases are shared;

■■

Field Workers are responsible at all times to ensure
the information provided by the survivor is treated with
confidentiality.

Note: some organizations require frontline workers to first do an internal referral
to his/her supervisor who then makes the referral to the case management
organization. This practice is not recommended. However, should the policy of
the organization require that referral is made first to the frontline worker’s supervisor
who will then refer to case management agencies, the frontline worker has to inform
the survivor about this before asking for consent.
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■■
■■

Describe case management services available;

No referrals can be made as the consent of the survivor herself is necessary;

■■

Field Workers should limit themselves to providing accurate information about
services available and contact details of service providers and encourage the
beneficiary to pass this information along to the GBV survivor at risk and support
her/him in her/his decision to seek help.

Discuss the importance of receiving medical attention as soon as possible after
an incident of sexual violence to prevent sexually transmitted diseases, HIV/
AIDS and unwanted pregnancy, (more information on type and timeline for
medical treatment available for survivors included under section 4.1.1);

■■

Inform the survivor of the support options (health care, psychosocial support,
assistance), discuss the likely benefits and consequences of such support, and
ask her/him if she/he wishes that any of these organizations be contacted to
provide support;

■■

If the survivor gives his/her informed and specific consent, share only pertinent
and relevant information through the use of the GBV Referral form (Appendix 6).

2. Reports about an incident of GBV affecting a third party (i.e. the
sister of a beneficiary or a neighbour, etc.) or when they suspect a
case of abuse based on their observations:

GBV RESPONSE

■■
■■

This limitation can be frustrating in urgent cases, but referrals made without the
consent of the person directly affected can cause further harm and stigma. In
cases of immediate risk/threats of life and in case of children, frontline workers
are encouraged to contact immediately the case management agencies in their
areas, refer the information they have received, and seek technical advice on how
to proceed. Field Workers should not undertake investigations to ascertain whether
and to what extent what they have been referred is true or not.
Handling disclosure: protection actors
The section below applies to professional personnel within the following service
providers:
■■
■■
■■
■■
■■

Case management;

■■

Safety options – e.g. mid way houses, shelters.

Legal assistance;
Mental health;
Psychosocial support e.g. group activities, emotional support groups,
recreational activities, life skills and vocational training, livelihoods;

Recommendations for staff dealing with survivors
■■

All protection actors should be knowledgeable on services available and know
how to access them (phone numbers, opening hours, etc.);

■■

All protection actors should accommodate survivors’ preference for same sex
staff (i.e. can offer trained female and male staff depending on the wishes of the
survivor) at all times (or on call) in line with services provided by the organization;

■■

All protection actors should offer to the survivor the possibility to talk to another
social worker/trained staff if s/he is not comfortable.

Disclosure
Should a protection actor receive disclosure from a survivor who has not yet
accessed case management, the service provider should:
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Provide the service requested from the survivor;

Make referrals to the case management agencies after obtaining the survivor’s
consent in line with the GBV Referral Pathways (Appendix 5);

Protection actors abide by the same rules for confidentiality as case management
agencies:
■■

All information should be stored in locked cabinets, no name or other identifying
information appearing on the external sections of the files;

■■

Limit both the number of people informed of the incident and the amount of
information shared. The Protection Actor will share only pertinent and relevant
information with others for the purpose of helping the survivor, such as referring
to services indicated by the survivor, on a strict “need-to-know” basis (i.e. only
information that are relevant for the provision of specific service requested by
the survivor);

■■

Names or any identifying information (i.e. location, phone number, physical
address, family member’s names, etc.) will not be revealed at any point in time
to anyone not directly involved in the provision of services.

Health care;

All services that GBV survivors can access to seek for help are safe, private,
confidential and trustworthy. Confidentiality and safety for the survivor are
of primary importance and need to be discussed with the survivor. In any
interaction with the survivor agree with her/him on the best way to get in
touch with her/him.

■■
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4.1 Health Response
4.1.1 Health services
Health services are often the first, and sometimes, the only point of contact for
survivors seeking assistance for GBV. In order to facilitate care, survivors must
have safe access to health facilities (i.e. safe transit to/from facilities; adequate
lighting at facilities; non-stigmatizing and confidential entry points for services; nocost services; etc.). It is also critical that health providers are equipped to offer nondiscriminatory, quality health services for survivors. Ensuring that there are female
focal points trained on GBV within clinics is one way to increase accessibility of
services to GBV survivors.
Access to health care for survivors of GBV must be provided in all cases and to
all survivors. Health care providers should ensure health services are accessible
to vulnerable groups including children, women and people with disabilities. If
requested by the survivor, a Case Manager should accompany survivors to health
facilities.
It is not the responsibility of the health care provider to determine whether a person
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has been raped, assaulted (physically or sexually) or experienced another form
of gender-based violence. The health care provider’s responsibility is to provide
appropriate care, to record the details of the history, the physical examination, and
other relevant information, and, with the person’s consent, to collect any forensic
evidence that might be needed in a subsequent investigation.

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

highly invasive and potentially traumatic to the survivor. Therefore the benefit of
undertaking such procedures must be weighted against the potential harm to
the survivor;

■■

Plan for the provision of follow up care and treatment. This can include follow-up
to ensure survivors are adhering to the full course of PEP against HIV (note that
in Gaza, hospitals and UNRWA health centres do not carry PEP kits); voluntary
counselling and testing at prescribed intervals; and long-term mental health and
psychosocial support as needed.

Heath care providers responding to child survivors must have the knowledge, skills,
attitudes and tools to provide specialized medico-legal care for child survivors,
including:

Health care providers should
■■

■■

Refer the survivor to other GBV actors listed in the GBV Referral Pathways
(Appendix 5) with full transportation coverage and accompanying the survivor
to the referred agency wherever possible;

■■

Ask the survivor if they would prefer attending physicians (doctors, nurses etc)
to be of the same sex;

■■
■■

Provide information on medical procedures;

■■

Provide emotional support to survivors according to their gender, age and
circumstances. Doctors and nurses should receive training on communication
skills and working with survivors and training on specifics for working with child
survivors;

■■
■■
■■
■■

64

Detect, treat and refer GBV cases. Detection includes routine screening for
GBV during health consultations. Screening refers to asking patients about their
experience of GBV regardless of whether or not they have signs or symptoms.
Screening should be prioritised during health consultations in relation to
reproductive health, treatment of injuries or mental health interventions.
Currently GBV screening occurs at health clinics operated by UNRWA, the
Women’s Health Centres and Union Health Work Committee but does not occur
at Ministry of Health hospitals. The potential for Ministry of Health hospitals to
undertake routine screening should be further explored;

Obtain the informed consent of the survivor prior to health interventions or
referrals;

■■
■■
■■
■■

Understanding child development and child sexual abuse concepts;

■■
■■

Ensuring safe and appropriate referrals and follow-up systems are in place;

Communicating effectively with child survivors;
Understanding and able to apply clinical care for child survivors;
Adapting the medical examination and treatment to meet the needs of child
survivors;
Explaining the limits to confidentiality, particularly in relation to mandatory
reporting requirements (outlined in section 2.3).

Survivors should be referred to facilities that have received training on clinical
management of rape. Non-trained facilities might not be aware of basic principles
to deal with a case of GBV.
Further information in relation to responding to child GBV survivors can be found in
Chapter 5 – Child Protection Response, of these SOPs.
Health services are life saving for a survivor, regardless when the incident
occurs. However some health procedures must occur within specified
timeframes. They are as follows:
Within 72 hours after the incident: PEP kit, Emergency Contraception, Vaginal
examination, Hepatitis B vaccine, STI testing and treating + tetanus shot + general
examination;
■■

Within 120 hours after the incident: Emergency Contraception, Vaginal
examination, Hepatitis B vaccine, STI testing and treating + tetanus shot +
general examination;

■■

Within 2 weeks after the incident: Vaginal examination, Hepatitis B vaccine, STI
testing and treating + tetanus shot + general examination;

Conduct examinations in rooms that ensure safety, privacy, dignity and comfort;

■■

Document information thoroughly and precisely. For example, record the
survivors own description of the relevant events and describe wounds or injuries
by the location, size and depth;

Within 5 weeks after incident: Hepatitis B vaccine, STI testing and treating +
tetanus shot + general examination;

■■

After 5 weeks: STI testing and treating + tetanus shot + general examination.

Store information in secure and confidential place;
Take the history and complete a comprehensive examination promptly by a
healthcare professional (of the same sex or as preferred by the survivor) trained
in the clinical management of GBV including pelvic/genital examination, if
the survivor consents. It should be noted that pelvic/genital examinations are

4.1.2 Clinical management of GBV Survivors
To prepare the survivor for the examination:
■■

Introduce yourself;
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■■

Ensure that a trained support person or trained health worker of the same sex
accompanies the survivor throughout the examination;

■■

Explain what is going to happen during each step of the examination, why it is
important, what it will tell you, and how it will influence the care you are going
to give;

Survivors may omit or avoid describing details of the assault that are particularly
painful or traumatic, but it is important that the health worker understands exactly
what happened in order to check for possible injuries and to assess the risk of
pregnancy and STI or HIV. Explain this to the survivor, and reassure her/him about
the confidentiality requirements if she/he is reluctant to give detailed information.

■■

Reassure the survivor that she/he is in control of the pace, timing and components
of the examination;

History:

■■
■■
■■

Reassure the survivor that the examination findings will be kept confidential;

■■
■■

Review the consent form with the survivor;

■■

Explain to her/him that she/he can delete references to these aspects on the
consent form;

■■

Once you are sure she/he understands the form completely, ask her/him to sign
it. If she/he cannot write, obtain a thumb print together with the signature of a
witness;

■■
■■
■■

Ask her if she/he has any questions;
Ask if she/he wants to have a specific person present for support. Try to ask her
this when she/he is alone;
Make sure she/he understands everything in it, and explain that she/he can
refuse any aspect of the examination she/he does not wish to undergo;

Limit the number of people allowed in the room during the examination to the
minimum necessary;
Do the examination as soon as possible;
Do not force or pressure the survivor to do anything against her/his will. Explain
that she/he can refuse steps of the examination at any time as it progresses.

Taking the history:
■■

Before taking the history, review any documents or paperwork brought by the
survivor to the health centre;

If the incident occurred recently, determine whether the survivor has bathed,
urinated, defecated, vomited, used a vaginal douche or changed her/his clothes
since the incident. This may affect what forensic evidence can be collected.
Information on existing health problems, allergies, use of medication and vaccination
and HIV status will help you to determine the most appropriate treatment to provide,
necessary counselling, and follow-up health care. Evaluate for possible pregnancy,
ask for details of contraceptive use and date of last menstrual period.

4.1.3 Care for child survivors:
■■
■■
■■
■■

Introduce yourself to the child;
Sit at eye level and maintain eye contact;
Assure the child that he or she is not in any trouble;
Ask a few questions about neutral topics, e.g., school, friends, who the child
lives with, favourite activities.

Take the history:
■■

Begin the interview by asking open-ended questions, such as “Why are you here
today?” or “What were you told about coming here?”;

■■
■■
■■

Assure the child it is okay to respond to any questions with “I don’t know”;

■■
■■

Avoid asking leading or suggestive questions;

■■

If the interview is conducted in the treatment room, cover the medical instruments
until they are needed;

■■
■■
■■

Use a calm tone of voice and maintain eye contact;

■■
■■

Take sufficient time to collect all needed information, without rushing;
Do not ask questions that have already been asked and documented by other
people involved in the case;

■■

As for adult examinations, there should be a support person or trained health
worker whom the child trusts in the examination room with you;

■■
■■

Avoid any distraction or interruption during the history-taking;

■■

Encourage the child to ask questions about anything he or she is concerned
about or does not understand at any time during the examination;

■■

Explain what will happen during the examination, using terms the child can
understand;

■■

With adequate preparation, most children will be able to relax and participate in
the examination;

■■

It is possible that the child cannot relax because he or she has pain. If this is
a possibility, give paracetamol or other simple painkillers, and wait for them to
take effect;

■■

Never restrain or force a frightened, resistant child to complete an examination.

Let the survivor tell her story the way she/he wants to;
Questioning should be done gently and at the survivor’s own pace. Avoid
questions that suggest blame, such as “what were you doing there alone?”;

Explain what you are going to do at every step.

Description of the incident:
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■■
■■
■■

Ask the survivor to describe what happened;

■■

Explain that she/he does not have to tell you anything she/he does not feel
comfortable with.

Allow her/him to speak at her/his own pace;
Do not interrupt to ask for details; follow up with clarification questions after she/
he finishes telling her/his story;

Be patient; go at the child’s pace; do not interrupt his or her train of thought.
Ask open-ended questions to get information about the incident. Ask yes-no
questions only for clarification of details;
For girls, depending on age, ask about menstrual and obstetric history.

Prepare the child for examination:
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■■

Restraint and force are often part of sexual abuse and, if used by those attempting
to help, will increase the child’s fear and anxiety and worsen the psychological
impact of the abuse;

■■

If the survivor expresses self-blame, care providers need to gently reassure him/
her that sexual violence is always the fault of the perpetrator and never the fault
of the survivor;

It is useful to have a doll on hand to demonstrate procedures and positions.
Show the child the equipment and supplies, such as gloves, swabs, etc.; allow
the child to use these on the doll.

■■
■■
■■

Give honest and complete information about services and facilities available;

■■

Psychosocial supports for survivors of GBV should be holistic. They should target
both people and communities (or aspects of both). Psychosocial interventions
for survivors of GBV include the following inter-related types of activities:

GBV RESPONSE

4.1.4 Collection of forensic evidence
Whenever possible, forensic evidence should be collected during the medical
examination so that the survivor is not required to undergo multiple examinations
that are invasive and may be experienced as traumatic.
There is 1 authorized forensic medical unit within the Gaza Strip located in Al Shifa
Hospital. Should it be necessary to gather forensic medical evidence (for example
of injuries sustained during sexual or physical assault) the following process should
be followed:
1.
2.

The doctor treating the survivor will refer the case to the police;

3.

The public prosecutor (or their representative) contacts a judge and seeks
permission to conduct a forensic medical examination;

4.

Currently within Gaza, all of the forensic doctors are male. Therefore, once
permission is granted for the forensic medical examination a forensic doctor
can either undertake the examination himself, or authorize 1 of 3 female doctors
trained in forensic examinations to undertake the examination (often female
survivors prefer to be treated by medical professionals of the same sex). The
female doctor will then submit the report to the forensic doctor for endorsement;

5.

6.

The police officer must contact the public prosecutor (or their representative)
and request approval to conduct a forensic medical examination;

The forensic doctor must then provide the medical report to the public prosecutor
who will then use the report in any legal proceedings. In practice, GBV cases are
typically referred to the Mukhtar in the Governorate where the survivor resides
and the case is responded to via customary dispute resolution mechanisms;
Prior to all of the above steps, the consent of the family of the survivor is
sought. Should consent of the family not be secured at any stage, the process
is abandoned.

4.2 Psychosocial Response
All actors who interview or have direct contact with survivors should be familiar with
the guiding principles and be able to put them into practice (see Chapter 2). They
should also be aware of their responsibility to listen carefully and give information
and provide community-based psychological and social support, including:
■■
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Listen to the survivor and ask only non-intrusive, relevant, and non-judgmental
questions for clarification only. Do not press her/him for more information than
she/he is ready to give or ask the survivor about the incident – it is not necessary
to know the details of the GBV incident in order to provide non-specialised
psychosocial support;

Prioritize safety at all times;
Do not tell the survivor what to do, or what choices to make. Rather, empower
him/her by helping him/her to make informed decisions;

■■

Psychosocial support to assist with recovery and healing including
psychological first aid, individual and group counselling;

■■

Support and assistance with social re-integration including working with
the survivors families and community;

■■

Vocational training and women’s economic empowerment, literacy training,
school reintegration, women and child-friendly spaces;

■■

Provide individual psychosocial support for survivors through trained staff
and/or partners (which is often part of case management);

■■

Counsel those suspected of needing mental health services on available
mental health services and when they consent, refer to a specialized mental
health provider.

Links with case management – when to refer to other agencies
Individual psychosocial support is part of case management services provided to
survivors of GBV. Counselling should as much as possible be provided by the
Case Manager, with referral for specific psychosocial support activities such as
vocational training, livelihoods, emotional support groups either within or outside
the case management organization.
Psychosocial interventions should be adapted for child survivors and personnel
providing support to child survivors should be trained accordingly. Psychosocial
interventions for child survivors of GBV include:
■■

A comprehensive assessment to better understand the child’s social and
family environment, psychological wellbeing, and strengths to help determine
appropriate psychosocial interventions;

■■

Providing healing education, relaxation training, teaching coping skills and
problem solving.

Please refer to sections 5.1.3 and 5.1.2.2 of chapter 5 for further information about
response to sexual abuse of children and child marriage respectively.
Community-focused psychosocial interventions should seek to enhance survivor
wellbeing by improving the overall recovery environment. This includes community
awareness actions to reduce stigma and promote access to services for GBV
survivors, strengthening of community and family support, including self-help and
resilience initiatives.
Mental health
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Mental health interventions are part of specialized services and consist of clinical
management of mental health concerns in survivors of GBV by specialized providers
(i.e. psychiatrists, psychiatric nurses and psychologists) for survivors who require
additional specialized supports.
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A small percentage of survivors who are likely to need more specialized support
include those who are unable to take care of daily tasks, cannot maintain good
relationships with others or are unable take care of their physical health. Individuals
with pre-existing mental health problems are also more likely to need this type of
intervention.
Within Gaza, the Ministry of Health and Gaza Community Mental Health Programme
(GCMHP) are the two providers of specialised mental health interventions. Their
contact details can be found on the GBV Referral Pathways (Appendix 5) and in the
Service Directory.

4.3 Safety/Security Response
Safety/Security assessment is part of GBV case management. The Case Manager
will support the survivors in defining the most appropriate safety and protection
measures. This could include finding strategies that enable the survivor to stay
with their family. Special consideration should be given to cases where safety/
security risk is within the family. While considering all the options below, GBV Case
Managers and survivors always have to assess the security risks related to any of
them.
Underlying assumption is that all the options below are presented to the survivor,
and that s/he decides the best course of action and s/he provides informed consent
for any further referral.
The level of risk for a specific survivor may vary over time. Regular assessment and
monitoring of each case will ensure that any change in the level of risk is timely
identified and best course of action is determined with the survivor.
Low risk:
■■
■■

Regularly assess and monitor protection and security risks;
Maintain regular contact with the survivor as part of the case management
approach.

Medium risk:
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■■
■■

Regularly assess and monitor protection and security risks;

■■
■■
■■

If need be, if safe and if possible, phone units can be provided to survivors;

Ensure you provide a hotline to be used in case of emergency and that it is run
by trained personnel;

■■

Always assess the security risks related to this option and ensure ongoing
monitoring of protection risks.

High risk (Survivors of GBV or women and adolescent girls at immediate risk of
GBV including immediate and acute risk of honour killing, forced marriage, survival
sex, trafficking or sexual exploitation and whose immediate safety and security is
threatened)
■■

Referral to the Beit Al Amman Shelter. The decision to refer a survivor to a shelter
should be the last resort and should be made after all other possible alternatives
have been explored. Always consider that the decision to relocate the survivor
to a safe shelter could further isolate the survivor;

■■

Beit Al Amman provides holistic support to GBV survivors via a case management
approach. Additionally, the centre provides basic items including food, clothes,
dignity and hygiene kits and recreational activities;

■■

All services provided by the shelter are free of charge and once accepted, GBV
survivors can remain in the shelter until alternative suitable accommodation
options are identified;

■■

The eligibility criteria for the Beit Al Amman shelter is listed in the GBV Referral
Pathways (Appendix 5). It should be noted that survivors can reside in the
shelter with their children with the exception of male children over the age of
9. Currently there are no clear shelter or placement options for male children
of GBV survivors over the age of 12. These cases are responded to on a caseby-case basis and can be referred to family based care or through vetted and
safe community networks. Please refer to Chapter 5 Section 5.1.7 Response to
unaccompanied and separated children;

■■

Due to the sensitivity of GBV services within the Gaza Strip, other actors have
not assessed the services provided by Beit Al Amman. Moreover, currently there
are no other shelters available for survivors within Gaza, however other multipurpose centres that may provide shelter are being explored.

4.4 Legal Response
Legal responses include providing legal counselling, assistance, and representation
for adults and children, when the survivor wants to press charges against the
perpetrator or in cases related to personal status (i.e. custody law issues, divorce,
alimony, etc.). Within Gaza, legal actors should ensure the following occurs:
Provide information about existing measures that can prevent further harm by the
alleged perpetrator, including restraining orders, no contact agreements or pledges
to refrain from further violence facilitated by Mukhtars or Police;
■■
■■

Provide information on court procedures, including foreseen timelines;

■■

Provide information on the pros and cons of all existing legal options including
highlighting the limitations of customary dispute resolution mechanisms that do
not meet international legal standards;

■■

Provide legal representation before the court if the survivor wishes to seek legal
redress;

Referral to legal services;
Contribute to financial support for renting an alternative shelter location, and for
covering immediate basic needs.
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Provide information on available support in the event that legal proceedings are
initiated;
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■■

■■

Wherever possible, legal actors and others providing support for survivors
should cover all court-related costs and provide transportation to and from
the courthouse when a survivor’s case is being heard. The survivors should be
informed of any cost implications from the commencement of the proceedings;
Consult child survivors and their families on the option for legal justice and
inform them of the available services and their limitations. The child’s needs,
wishes and feelings must be taken into consideration and every effort made
to enable the child to express himself/herself and to take part in the decisionmaking process;
The child must be accompanied to all court proceedings, including pretrial sessions, trial and sentencing and be provided with legal representation
before the court. See section 5.1.8 for further information in relation to the legal
framework for child survivors of GBV.

AWN Legal Network
The AWN network is a coordination body for all legal aid providers within Gaza. The
AWN network is funded by UNDP and includes approximately 18 legal clinics subject
to funding. AWN network members provide a range of services including legal
awareness sessions, mediation and legal representation. All services are provided
free of charge and are often provided through outreach services. Referrals can be
made using the Referral form in (Appendix 6). The geographic area of coverage of
each agency is listed in the GBV Referral Pathways (Appendix 5).

4.5 Police Procedures
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relevant GBV case management agency listed in the GBV Referral Pathways
(Appendix 5).

Specific procedures can vary according to both the type of GBV, and whether the
survivor is an adult or child. For further information on responding to child survivors
of GBV see Chapter 5..
Mandatory reporting:
Within the Gaza Strip there are no provisions for mandatory reporting of GBV cases
concerning adult survivors. For mandatory reporting procedures in relation to child
survivors of GBV, please see section 2.3.

4.6 Judicial Procedures
Cases of physical, psychological and sexual violence or assault, whether perpetrated
by a family member or non-family member, are responded to by the Criminal Court,
in accordance with the Palestinian Penal Code No. 7447 of 19367. Cases relating to
inheritance and divorce (including custody and alimony) are heard in Sharia Courts
(Personal Status Court).
The judge has discretionary authority to decide whether or not court proceedings
can take place in private, and this is done on a case-by-case basis.

In the Gaza Strip, GBV cases, specifically cases of sexual violence against survivors
and other cases of violence in the family against children and women, can be
referred to the police in the Governorate where the perpetrator resides with the
survivor’s consent or following mandatory reporting procedures relating to child
survivors (outlined in section 2.3).
When the police receive a complaint, the following procedures should be followed:
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■■

Priority is given to medical treatment when deemed necessary prior to
interviewing the survivor. For further information refer to the health response
section 4.1 above;

■■

Document the complaint on the Complaint form. Interviews with the survivor
must take place in private settings with an officer of the same sex or as preferred
by the survivor;

■■
■■
■■

Cases are handled with extreme confidentiality;

■■

Open a case file and process all relevant documents to be sent to the Public
Prosecutor and the judiciary if/when necessary (see below for details);

■■
■■

Follow-up on the results of the Judicial Department;

Obtain the informed consent of the survivor;
Gather spatial and qualitative evidence, including from the alleged scene of the
crime;

Ask the survivor if they would like to be referred to a GBV case management
agency for ongoing support. If the survivor consents, refer the survivor to the
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4.8 Basic Support Services

GBV RESPONSE

In a variety of cases, survivors may need basic assistance in order to ensure their
immediate wellbeing, safety and security. Material assistance, such as emergency
food and non-food items (NFI) – including dignity kits and shelter can be provided
on an ad-hoc basis. Currently there is no referral system for such support in the
Gaza Strip.
Assistance should never stigmatize GBV survivors, by identifying them as
survivors in the specific services they receive or at the locations in which
services are provided.

4.9 Procedures for Specific GBV Issues
4.9.1 Sexual exploitation and abuse (SEA) involving UN
and related personnel

In line with the human rights policy framework, reporting mechanisms and procedures
are set down in the UN Secretary General’s Bulletin on Sexual Exploitation and
Abuse (2003) and are carried out in accordance with national laws.
As SEA reporting is mandatory, for staff of UN organisations or organisations funded
by the UN, survivors must be informed that all information that they disclose will be
shared through the appropriate mechanisms. When the UN receives a report of a
human rights violation, it has a duty under the UN’s human rights policy framework
to investigate, report, and follow up on those violations.
PSEA standards include:

A Family Protection Bill and presidential decree is in process to be signed. The
decree is expected to improve the existing legal gaps within the current penal codes
to offer substantial protection to women and girls. The decree seeks to address
the current gaps in legislation in regards to spousal rape, sexual harassment and
criminalizing verbal and emotional abuse.
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■■

Sexual exploitation and sexual abuse constitute acts of serious misconduct and
are grounds for disciplinary measures, including summary dismissal;

■■

Sexual activity with children is prohibited. Mistaken belief in the age of a child is
not a defence;

■■

Exchange of money, employment, goods or services for sex, including sexual
favours or other forms of humiliating, degrading or exploitative behaviour is
prohibited. This includes any exchange of assistance that is due to beneficiaries;

■■

Sexual relationships between UN staff or humanitarian workers and beneficiaries
are based on unequal power dynamics, undermine the credibility and integrity of
the work of the agency and are strongly discouraged.

In Gaza, SEA reporting procedures are currently being developed.
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This section outlines the response that should be provided to children by protection
actors. The organisation of this chapter is consistent with the child protection
risks listed in the Child Protection Minimum Standards. Additionally, this chapter
documents the services provided to children by other sectors. In future versions of
this SOP the referral pathways between Government Ministries will also be included.

preventable injury requiring intervention. Children and young people should be
educated on the risks associated with ERW and how to identify them. To date this
is largely occurring through radio spots and the school curriculum with projects in
partnership with UNICEF and UNMAS. In Gaza, there is a direct referral protocol
between UNMAS who detect the cases of children injured and the Family Centres
who provide case management.

5.1 Child Protection Procedures

Campaigns intended to raise awareness about the risk of unintentional injuries
should include:

5.1.1 Dangers and injuries
After the age of one, unintentional injuries are the leading cause of death among
children and adolescents, accounting for over 30% of deaths among 10 to 14 yearolds, and almost 50% in 15 to 19 year-olds. Unintentional injuries includes (but is
not limited to):
■■
■■
■■
■■
■■
■■
■■
■■

■■

Risks specific to particular groups of children (younger children, adolescent
boys, adolescent girls, children with disabilities, etc.);

■■
■■
■■
■■

How to identify a risk;

Drowning (in the sea);
Falling (from roof tops, windows, trees);
Burning (from cooking oil, boiling water, electrocution, generators, fireworks);
Road traffic/motorcycles;
Sharp objects (knives, barbed wire);
Exposure to garbage containing infectious waste;
Exposure to household items including hazardous cleaning products;
Exposure to guns.

One of the most significant preventable causes of death within Gaza is exposure to
explosive remnants of wars (ERW). ERW are explosive munitions left behind after
a conflict. They include unexploded artillery shells, grenades, mortars, rockets, airdropped bombs, and cluster munitions. Children are the most vulnerable group to
ERW-related risks, since they are likely to come in contact with such items while
playing outside and tamper with them, leading to unfortunate deaths and injuries.
Specific groups:
Younger children, who have less experience of danger, may inadvertently put
themselves in harm’s way if they are not sufficiently supervised (inadequate
supervision is a form of neglect and further information can be found in Section 5.1.5
neglect and emotional abuse). Adolescents often see themselves as unaffected by
danger and harm, and are especially at risk of taking part in hazardous or high risk
behaviours. Adolescent boys may be the most likely group to play with or use guns
and weapons, to approach explosive remnants of war, or to take part in dangerous
vehicle-related activities.
Children with intellectual or sensory impairments (for example, impairments to
eyesight and hearing) might be less aware of the risks around them, whereas
children with physical impairments may have less mobility with which to protect
themselves from danger.

Determining where this risk is most present (location, time, etc.);
How to respond to such risk;
ERW specific:
■■

How to identify an ERW;

■■

Which geographic location ERWs are most likely to be;

■■

Which hospitals, primary health-care centres and programmes exist for
children who are injured.

Actions following a referral of a child injured by an ERW injury to a Case
Manager:
■■

Identify and refer the child to accessible mainstream psychosocial support
programmes;

■■

Support the school to adapt the environment to ensure that it is accessible for
the child;

■■

Refer the child for medical services and specialized physical rehabilitation
services (for example, ortho-prosthetic rehabilitation);

■■

Document the incident regarding ERW with the consent of the child/caregiver
and report it to relevant authorities (including UNMAS).

■■

5.1.2 Physical violence and other harmful traditional practices

Physical abuse, non-accidental injuries and harmful traditional practices take a
number of forms, occurring either separately or together with other types of neglect,
exploitation and abuse.

5.1.2.1 Physical abuse and non-accidental injuries
Physical abuse is generally defined as any non-accidental physical injury to a child
and can include striking, kicking, burning, throwing, pinching, pulling hair, or biting a
child, or any action that results in a physical injury to the child. Physical abuse is the
most visible form of child abuse. Often, physical abuse results from inappropriate
or excessive physical discipline. Physical abuse can occur in schools, homes or in
the community and can range in severity from mild to severe.

Given the Gazan context, ERW remains the key danger and potential cause of
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Physical violence in the family:
It is not uncommon for children to experience accidental injury. This can make
identifying physical abuse difficult. The below list highlights some (though not all)
indicators that the injuries sustained were not accidental and are rather a result of
physical abuse.
■■
■■
■■

There is a delay in seeking help in relation to the injury (or none was sought);

■■

The caregivers’ response is abnormal – typically parents are full of creative
anxiety for their child; abusive parents tend to be more preoccupied with their
own problems, such as how soon they can return home or get on with their day;

The story of the ‘accident’ is vague and may vary with repeated telling;
The account of how the injury was sustained is not consistent with the injury
observed;

■■

The caregivers’ behaviour gives reason for concern – for example, they become
hostile, rebut accusations that have not been made and avoid interactions with
those who may express concern for the child;

■■

The child’s appearance and his/her interaction with the caregivers are abnormal,
sad, withdrawn or frightened.

Physical injuries in infants under 12 months can be very difficult to identify and
may be life-threatening or cause permanent neurological damage. For example
vigorous shaking may result in internal head injuries. Injuries caused to infants can
also be unintended, for example when a child is caught in the middle of family
violence. Some (though not all) indicators of internal injuries are:
■■
■■
■■
■■
■■
■■
■■

Excessive lethargy (tiredness);
Poor feeding;
Irregular breathing;
Convulsions;
Crossed eye;
Blindness;
Fluctuating consciousness.

Any suspicious observable injury in a pre-mobile or non-mobile child must be
regarded with extreme concern, including:
■■
■■
■■
■■
■■
■■

■■
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Minor injuries with an inconsistent explanation;
Visible bruising;

■■

■■

Child victims of violence by other children – such as bullying – should be
offered information and services to help them protect themselves, as well as
psychosocial services, if necessary;

■■

Parents/caregivers of child victims of violence should also be offered awarenessraising sessions on child protection issues to help protect their children;

■■

Schools who identify violence, related to bullying for example, should be offered
awareness-raising sessions on how to foster a safe learning environment;

■■

Child perpetrators of violence against others (children and adults alike) should
be offered information and services on child rights and life skills (including how
to effectively regulate their emotions) as well as psychosocial support to deal
with the underlying causes of the violence. Parents/caregivers or other family
members (including siblings) of these children should also be involved in any
psychosocial services for these children. Referral for case management should
be considered if the child continues to behave violently towards others.

Child perpetrators of physical assault (and other crimes) should be treated in line
with relevant Juvenile Justice Standards (see section 5.1.8.8.2 below).
Actions following referral of physical violence to Case Managers:
In cases of physical abuse the Case Manager should:
■■

Inform the notifier that the referral has been accepted and actioned. No case
details should be provided;

■■

Consider what steps will be necessary in order to minimize any potential
additional harm to the child or other stakeholders as a result of the assessment;

Determine if the child needs urgent medical care and if forensic evidence should be
collected for use in court proceedings. The process for gathering forensic medical
evidence can be found in Section 5.1.8.7;
■■
■■

Consider if law enforcement authorities should be involved;

■■

Consider if emergency alternative care or a move to a safe place is needed
whilst the comprehensive assessment is undertaken;

■■

Ensure the case plan addresses the root cause of the abuse including referrals
to psychosocial support and positive behaviour guidance techniques for the
caregivers.

Any fractures;
Any major injury.

In instances where the child has suffered physical abuse or is at significant risk
of suffering life-threatening physical abuse, consent from the child or caregiver
is not necessary for a referral to case management services. All level 1 cases
must be referred to MoSA;

Extreme caution needs to be observed when caregivers or family members are
suspected of perpetrating severe physical abuse. The notifier must consider
what steps will be necessary in order to minimize any potential additional harm
to the child or other stakeholders as a result of the referral to case management
services.

Physical violence in the community:

Low birth weight;

Service providers who identify children who they suspect have experienced
physical harm or are at risk of experiencing physical harm due to the actions of a
family member, should refer the case to a Case Manager as per the Risk Matrix
(Appendix 16);
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Consider whether a safety plan (Appendix 3) and 4) should be developed that
outlines the steps all relevant parties will take to keep the child safe in the
immediate future. Consider the vulnerability of the child when developing the
safety plan. For example, infants and toddlers have limited capacity to protect
themselves;
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5.1.2.2 Harmful traditional practices
Forced and child marriage
The most prevalent harmful traditional practice within Gaza is child marriage. Child
marriage is particularly prevalent amongst adolescent girls.
Forced Marriage refers to the marriage of an individual against her or his will. This
also includes “Child Marriage”. The personal status laws in Gaza, which remain
from the years of Egyptian rule in Gaza, together with religious laws adjudicated in
Sharia courts or other religious institutions, allow for the marriage of females from
15 years and males from 16 years of age, if judicial consent is obtained. Conversely,
the amended national Child Law, which came into force in 2012 within the West
Bank, raised the minimum age of marriage to 18 years for both boys and girls.
Child marriage can have significant detrimental impacts on the health, protection,
economic, social and psychological development and wellbeing of young girls and
boys. Children typically lack the physical, mental and emotional maturity to manage
marriage and parenting effectively. It often limits their access to education, sexual
and reproductive health care and increases isolation.
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1. Empowering girls through:
■■
■■

Safe and child-friendly space programmes;
Supporting young people to be agents of change.

2. Mobilising families and communities including:
■■

Working with men and boys, women and girls as well as religious and leaders in
a gender sensitive manner to change social norms;

■■

Advocating in culturally sensitive language for an end to child marriage.

3. Provide services through:
■■
■■
■■
■■

Accessible, high quality and safe schooling;
High quality, youth-friendly health services;
Adequate child protection mechanisms;
Economic security for vulnerable families.

4. Establish and implement laws and policies through:
■■

Strengthening, implementing and resourcing laws and policies that prohibit child
marriage. Specifically – lobbying for the adoption of the Child Law Amendment
2012 in Gaza;

■■
■■

Advocating for fair and equal implementation of laws;
Emphasizing the Convention on the Rights of the Child.

Changing the practice of child marriage requires sustained, integrated, and
coordinated efforts by all GBV and child protection actors.
Those considered most at risk include:
■■
■■
■■
■■
■■
Key strategies to prevent child marriage
Ending child marriage requires work across all sectors and at all levels. Action is
required from relevant ministries, including MoSA and MoWA as well as religious
leaders, community leaders, men, women, boys and girls. It requires us to
understand the complex drivers behind the practice and adapt our interventions
accordingly. Child marriage requires both prevention and response strategies.
In regards to prevention, Girls Not Brides1 has developed a Theory of Change
model to demonstrate the range of approaches needed to address child marriage.
Within the Theory of Change, four strategic areas of intervention are identified.
These four strategic areas are listed below with suggested programme activities.

Children who live in very poor families;
Children living in female headed household;
Children living in large families (more than 9 individuals);
Children living with elderly caregivers;
Children who are out of schools or those who have never attended.

Actions following a referral of child marriage to Case Managers:
Each case is different and therefore requires a case-by-case assessment. All
decisions and procedures should be guided by the principle of best interests of
the child. The below sections provide considerations that can guide case
management interventions in response to child marriage.
When there are clear indications that there are risks or signs of abuse, neglect,
exploitation or violence and the child is at imminent risk, measures should be taken
to ensure the safety of the child, e.g. through referral to alternative care or for a
case conference.
Case management of a child identified as being at risk of child marriage:
■■

1
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Girls not brides.http://www.girlsnotbrides.org/how-can-we-end-child-marriage/

Speak with the parents and family members and identify the motivation for the
marriage;
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■■

If the there are financial considerations refer the family for financial assistance
(i.e. cash assistance, vocational trainings, income generating programmes, etc.);

■■

Explain the potential detrimental consequences of the early marriage and
encourage the delay of the marriage until the child reaches the age of 18;

■■

Encourage the child to participate in activities that promote development (i.e.
school, vocational training, child/youth friendly spaces).

Plan interventions that take the following into account:
■■
■■
■■
■■
■■
■■

The child’s emotional maturity, development and wishes;

■■

Possible risks and consequences for the child, if he/she was to be separated
from the spouse;

■■

The child’s access to protective and supportive family or community networks.

co-existing factors—such as vulnerable parents—to facilitate the crime;

■■

Gaining trust and access. The perpetrator may observe the child and

■■

Creating secrecy around the relationship. The perpetrator may

■■

Initiating sexual contact. With the power over the child established through

■■

Controlling the relationship. Perpetrators rely on the secrecy of the

Age and maturity of the married child, or child at risk;
Age difference between the child and the fiancé/spouse;
Signs of abuse, neglect, exploitation or violence against the child;
Duration of the marriage and circumstances surrounding the marriage;
Whether the marriage is formal or informal (in some circumstances formalization
of the marriage improves the situation of the child, e.g. entitlement to certain
benefits, etc.);

Below is a list of possible case plan activities and interventions to respond
to child marriage cases:
■■
■■

Provide age-appropriate education or education reintegration activities;

■■
■■
■■

Provide economic and reproductive health services;

Provide adequate and age appropriate psychosocial support (youth groups
support);
Provide information to child mothers (mother-toddler sessions);
Legal assistance and representation in obtaining birth registration, marriage
certification and when appropriate in family law matters.

5.1.3 Sexual violence against boys and girls
Children in Gaza are vulnerable to the various forms of GBV outlined below. Sexual
violence affects both girls and boys but is significantly underreported. Girls and
boys with disabilities are especially vulnerable to sexual violence due to entrenched
social and structural discrimination against them.
Sexual Violence refers to any sexual act, attempt to obtain a sexual act,
unwanted sexual comments or advances, or acts to traffic a person’s sexuality,
using coercion, threats of harm or physical force, by any person regardless
of their relationship to the victim, in any setting, including but not limited to home
and work. Sexual violence takes many forms, including rape, sexual slavery and/
or trafficking, forced pregnancy, sexual harassment, sexual exploitation and/or
abuse, and forced abortion.
Grooming can include all or some of the below steps:
■■
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Identifying and targeting the child. Some perpetrators may be attracted
to certain characteristics or may target children and young people with certain
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assesses his/her vulnerabilities to learn how best to approach and interact with
the child. Perpetrators may offer the victims special attention, understanding
and a sympathetic ear, and engage the child in ways that eventually gains their
friendship and trust;
reinforce the special connection with the child and strengthen it with cautions
against telling anyone, in case others are unhappy about it. The perpetrator may
threaten the child with disclosure, suicide, physical harm to the child or loved
ones, or other traumas if he or she tells;
emotional connection, coercion or one of the other tactics, the perpetrator may
eventually initiate physical contact with the victim. It may begin with touching
that is not overtly sexual and that may appear to be casual (arm around the
shoulder, pat on the knee, etc.). Gradually, the perpetrator may introduce more
sexualized touching. By breaking down inhibitions and desensitizing the child,
the perpetrator can begin overtly touching the child;
relationship to keep it going, and to ensure that the child will not reveal the
abuse. Children are often afraid of disclosing the abuse. They may have been
told that they will not be believed, or that something about the child “makes”
the abuser do this to them. The child may also feel shame, or fear that they will
be blamed. Often, the perpetrator threatens the child to ensure that s/he won’t
disclose the abuse.

Vulnerable groups:
Certain groups of children are more vulnerable to sexual abuse than others. These
vulnerable groups typically include females, female headed households, child
headed households and children with disabilities, as they are less able to protect
themselves from harm, are more dependent on others for survival, have less access
to resources and are generally less visible in society.
Girls aged between 10 and 19 constitute one of the most at-risk groups, due to
their physical development and age.
According to UNAIDS (2006), a large percentage of people with disabilities
will experience sexual assault or abuse during their lifetime, with women and girls
with disabilities, people with intellectual impairments, and those in specialized
institutions, schools, or hospitals at particularly high risk.
Impact of sexual abuse:
The impact of sexual abuse varies on a case-by-case basis. The following may be
a result of sexual abuse:
■■

Decrease in psychological wellbeing (i.e. depression, anxiety, self-harm, eating
disorders, etc.);

■■
■■

Health issues such as sexually transmitted diseases;
Issues with education and the capacity to learn and concentrate;
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■■

Relationships may become strained, and the child’s social behaviours may
change (i.e. increased isolation, social disconnection);

■■

Feelings of fear, helplessness, anger, betrayal.

The severity of the impact of sexual abuse on a child is believed to increase with
the presence of the following factors:
■■
■■
■■
■■
■■
■■

The longer the abuse continues;
The more invasive the abuse;
The older the child;
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For more information regarding the legal framework to respond to child survivors of
sexual violence, please see section 5.1.8.

5.1.4 Psychosocial distress and mental health response
This section refers to the services provided by child protection and broader
protection actors to address the psychosocial and mental health needs of children
and the communities in which they reside. Activities are best divided by categorizing
them according to the intervention pyramid below.

The relationship of the abuser to the child;
The extent of premeditation or grooming;
The degree of threat and coercion.

The child’s ability to cope with the experience of sexual abuse, once identified or
disclosed, is strengthened by the support of the (non-offending) parent who believes
the child and supports the provision of services to help the child understand the
abuse.
Case management for a child identified as being sexually abused:
The consequences of sexual violence on girls and boys are social, physical,
emotional, spiritual and psychosocial, and require a multi-sectoral response. This
may include:
■■
■■
■■

Medical referrals (see details on gathering forensic evidence below);

■■

Family counselling.

Psychosocial support;
Legal assistance if the child and family wish to participate in legal proceedings
against the offender (see details on legal procedures below);

Statutory procedures in relation to sexual abuse:
Articles 42 and 43 of the Palestinian Child Law 2004 stipulates the States
responsibility to protect children from abuse, including sexual abuse. In order
to carry out their legal obligation to protect children from abuse, exploitation or
neglect, police and MoSA Child Protection Counsellors may need to use their legal
powers to gather evidence or secure a child’s safety from sexual abuse.
A police officer or MoSA Child Protection Counsellor who wishes to enter a premises
where they believe a child to be at risk must first seek and be granted a warrant to
enter the premises, unless the occupiers of the premises gives permission to enter.
The procedures for securing a warrant are outlined in section 5.1.8.3.
Police are responsible for interviewing children for the purposes of gathering
evidence. MoSA Child Protection Counsellors should be present during police
interviews of children. The role of the Child Protection Counsellor is to ensure
that the child has the capacity to understand the line of questioning and provides
meaningful answers. Given that MoSA Child Protection Counsellors have expertise
in engaging with children, a good practice is for Police Officers and MoSA Child
Protection Counsellors to jointly plan for the interview with the child.
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A multi-layered approach to mental health and psychosocial support
A key to organising mental health and psychosocial support is to develop a layered
system of complementary support that meets the needs of different groups,
including children with disabilities. All layers of the pyramid are important and
should ideally be implemented at the same time.
1. Basic services and security
Most children who experience a time limited crisis (such as an isolated child
protection incident or a conflict) will return to normal functioning without professional
support once the crisis has decreased and their basic needs are again met. This
is reflected in the base level of the pyramid (level 1). However, due to the ongoing
blockade and recurrent hostilities, Gaza is best understood as a protracted crisis
rather a time limited crisis. Therefore many of the basic needs of the population of
Gaza remain unmet. These needs include access to safe drinking water, health and
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education services, adequate shelter and physical and economic security. Sections
5.2.1 to 5.2.4 outlines the role of other key sectors in providing these services.
2. Community and family supports
The second layer represents the support required by a smaller number of children
and their families who are able to maintain their mental health and psychosocial
well-being if they receive help in accessing key community and family supports.
A child’s well-being and development needs are largely met within the family unit,
therefore efforts to support families must be understood as contributing to child
protection.
Community-based child protection and psychosocial services aim to mobilize and
support families and community members, to better protect children. Activities
within this layer include supportive parenting programmes, child-parent structured
interaction sessions, child-friendly spaces or family centres, formal and non-formal
educational activities, livelihood activities and the activation of social networks,
such as through women’s groups and youth clubs.
All actors providing such services should ensure timely and appropriate psychosocial
support to children (including children with disabilities) is integrated into their child
protection response as follows:
■■
■■

Provide services in a way that promotes self-healing;
Involve the community in the planning and carrying out of psychosocial activities.
In Gaza this typically occurs through meetings and focus groups with community
members and children to assess their needs and to design activities and select
the target groups;

■■

Respect basic ‘do no harm’ principles by refraining from asking children and
parents/caregivers to share their personal experiences (particularly traumatic
experiences) beyond what they would naturally share. In Gaza this principle
is often not adhered to during recreational activities or other similar activities
where children are encouraged to share traumatic personal experiences. In
situations where children voluntarily disclose their experience of traumatic
events during these activities, children should be referred to specialized and
focused interventions;

■■

Avoid using clinical terminology to describe children’s reactions (for instance,
trauma/mental problems/PTSD) etc. Such diagnosis’s should only be made by
qualified professionals;

■■

Train staff on the effects of child abuse, exploitation and neglect on the
psychosocial wellbeing of children and adults;

■■

Identify children and families experiencing severe distress that impairs their
functioning and/or mental illness and refer to mental health services (see section
5.2.2 on health).

Child-friendly spaces such as family centres and community based child protection
mechanisms such as child protection committees are examples of two modalities
for the provision of community and family support that fall into this layer of the
pyramid. Specific roles and responsibilities to be carried out when using these
modalities are listed below.
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Community-based child protection mechanisms (CBCPC) or Child
Protection Committees
Community-based child protection mechanisms are “networks or groups of
individuals at the community level who work in a coordinated way towards child
protection goals” which “include local structures and traditional or informal
processes for promoting or supporting the wellbeing of children.” Within Gaza this
function is largely carried out by community members supported by and linked to
non-governmental organizations such as Family Centres. These committees are
not necessarily solely child protection focused committees, but rather community
based committees. The tasks undertaken by committee members (at times
including children) include:
■■
■■

Mobilising and strengthening peer-to-peer response and monitoring;

■■

Identifying of key child protection issues e.g. personal hygiene, school drop-out
and violence concerns, early marriage and child labour;

■■

Raising awareness and acceptance of existing child protection and other services
for children and mobilizing communities to advocate for child protection issues
to be addressed;

■■

Identifying of child protection cases, mobilization of community resources and
referral to formal service providers – including child protection case management;

■■

Developing links with formal (governmental) aspects of the national child
protection system – specifically the Child Protection Networks.

Supporting children and adolescents led initiatives, to deal with child protection
concerns and adolescents problems in the community, and providing support
and guidance in relation to these initiatives where necessary and appropriate;

Child-friendly spaces (CFS) or Family Centres.
Child-friend spaces are “safe spaces where communities create nurturing
environments in which children can access free and structured play, recreation,
leisure and learning activities and are an important child protection response to restore
a sense of normalcy for children who have experienced violence and displacement,
building the resilience of children and enhancing coping mechanisms”. CFS’s can
also be considered an entry point to monitor the well-being of children on a regular
basis. Within Gaza, child-friendly spaces are also referred to as Family Centres.
CFSs should be implemented in line with the Guidelines for Child-Friendly Spaces
in Emergencies and Standard 17 of the Child Protection Minimum Standards,
including:
■■
■■

Providing safe, supportive and stimulating environments for children;

■■

Providing age and gender appropriate activities for younger children (6-12), as
well as adolescents (13-18), paying attention to their different needs;

■■

Ensuring children and community participation, including engaging family
members in supporting their children;

■■

Providing a range of services including psychosocial activities, remedial
education, recreational activities and life skills sessions for children as well as
awareness-raising activities for parents/caregivers and family members on how
to support and care for their children in difficult situations;

Being available for all children. CFSs provide an opportunity to support all
children and to promote equality and inclusion;
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■■

Enhancing the caregiver/child interaction through activities specifically designed
to strengthen the relationship between the caregivers and their children;

■■

Providing social support activities for parents/caregivers (for instance, women’s
groups) to promote parent/caregiver wellbeing which has a direct positive impact
on children’s protection and wellbeing;

■■
■■

Including older persons and persons with disabilities as volunteers in CFSs;

■■

Preparing for disasters or emergencies by providing ad-hoc trainings for
volunteers, Government officials, child protection and other relevant staff and
community volunteers on the child-friendly spaces guidelines.
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Identifying and, where appropriate, referring child protection cases to more
focused or specialized support including case management (Appendix 14);

3. Focused, non-specialized supports
The third layer represents the supports necessary for the still smaller number
of children who additionally require more focused individual, family or group
interventions by trained and supervised workers. Children, who have experienced
violence, abuse and exploitation, as well as separation from their family, are more
likely to need these types of services.

Mental health gaps
Within Gaza there is a lack of certified psychiatrists. Psychologists typically develop
diagnoses and treatment plans. Additionally there is a lack of experience in how to
respond to autism.

This layer includes activities such as:
■■

Basic, non-intrusive emotional support to children and families through
approaches such as psychological first aid (PFA), group and individual
counselling sessions;

■■

Structured sessions on child resiliency and life skills to help build children’s
coping skills;

■■

Child protection case management (see chapter 3).

These services should be provided in a way that maintains confidentiality and
enables children and their parents/caregivers to exercise control and choice in
shaping the support they receive. Where possible, they should be integrating into
other activities within child protection programmes rather than creating standalone focused psychosocial services that could potentially stigmatize vulnerable
children. Within Gaza these services are largely provided within Family Centres and
child-friendly spaces.
4. Specialized services
The top layer of the pyramid represents the additional support required for the
small percentage of children suffering, despite the supports already mentioned, is
intolerable and who may have significant difficulties in basic daily functioning. Any
general child protection service provider who is unsure if a child requires mental
health services can refer him/her first to child protection Case Managers and/or
counselling services who will conduct an assessment and determine the type of
psychosocial/mental health service required.

5.1.5 Neglect and emotional abuse
Neglect refers to persistently failing to provide for, or secure for a child, their
basic physical, developmental or psychological needs, whether deliberately, or
through carelessness or negligence. Neglect is sometimes called the ‘passive’
form of abuse, as it relates to the failure to carry out some key aspects of care
and protection resulting in the impairment of the child’s health or development.
Neglect may involve a parent or care-giver failing to provide adequate food and
clothing, shelter including exclusion from home or abandonment, failing to protect
a child from physical and emotional harm or danger, failure to ensure adequate
supervision, failing to ensure access to appropriate medical care or treatment, or
failing to meet the child’s basic emotional needs.
Neglect does not include situations of poverty, where a parent/caregiver cannot
afford to provide for their child but is trying to do so.
Neglect generally becomes apparent in different ways over a period of time
rather than at one specific point and therefore highlights the need for accurate
and detailed record keeping. For example, a child who suffers a series of minor
injuries may not be having his or her needs met in terms of necessary supervision
and safety. A child whose height or weight is significantly below average may be
being deprived of adequate nutrition. A child who consistently misses school may
be being deprived of intellectual stimulation.
Some of the indicators of neglect include:
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■■

A child seen to be listless, apathetic and unresponsive with no apparent medical
cause;

■■

The child fails to grow within normal expected patterns, with accompanying
weight loss;
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■■
■■
■■
■■
■■

The child’s nutrition and hygiene needs are not met;

■■

The child is abandoned or left alone for excessive periods of time. Children under
the age of 10 typically require constant and close supervision;

■■
■■

The child’s special needs are unmet, particularly for children with disabilities;

The child has inadequate or inappropriate clothes for the weather;
The child thrives away from their home environment;
The child is frequently absent from school;
The child is left with inappropriate carers (i.e. too young, complete strangers,
carers who are violent, mentally unwell or under the influence of substances);

The child has very poor dental health.

Children with disabilities and young people can be particularly vulnerable to neglect
due to the increased level of care they may require.

Glaser’s (2000) review of work carried out in the fields of neuro-biology and
developmental psychology showed that emotional neglect can have adverse
effects on the development of a child’s brain. A longitudinal study on children whose
mothers were neglectful and emotionally unavailable indicated that these children
grew up to be socially withdrawn, inattentive and cognitively underachieving in
their elementary-school years (Erickson & Egeland 1996).
Actions following a referral of neglect or emotional abuse to Case
Managers:
■■

Inform the notifier that the referral has been accepted and actioned. No case
details should be provided;

■■

Depending on the child’s individual circumstances, the case plan may include:

Emotional abuse
Emotional abuse is the persistent emotional maltreatment of a child that causes
severe and persistent adverse effects on the child’s emotional development. It
may involve conveying to a child that they are worthless or unloved, inadequate,
or valued only insofar as they meet the needs of another person, or they are
less valued than their siblings. It may include not giving the child opportunities
to express their views, deliberately silencing them, not valuing what they say or
‘making fun’ of what they say or how they communicate. It may feature age or
developmentally inappropriate expectations being imposed on children. This may
include interactions that are beyond the child’s developmental capability, as well
as overprotection and limitation of exploration and learning, or preventing the child
from participating in normal social interactions. It may involve seeing or hearing
the ill-treatment of another, including exposure to domestic and intimate partner
violence.
Some level of emotional abuse is involved in all types of maltreatment of a child,
though it may occur alone.
Impact of neglect and emotional abuse:
Experiencing recurring low-level neglect and abuse may cause serious and longterm harm. Cumulative harm refers to the effects of multiple adverse circumstances
and events in a child’s life.
Apart from being potentially fatal (for example accidents related to inadequate
supervision or failure to thrive), neglect causes great distress to children and is
believed to lead to poor outcomes in the short and long-term. Possible consequences
include:
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■■
■■

an array of health and mental health problems

■■

lower educational achievements, an increased risk of substance misuse or other
risk taking behaviours

■■

higher risk of experiencing abuse as well as difficulties in assuming parenting
responsibilities later on in life.

an inability to regulate emotions, difficulties in forming attachment and
relationships
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■■

Addressing the immediate needs of the child–this may include any
necessary heath assessments or appointments;

■■

Referring the caregiver to a psychiatrist or psychologist for a mental health
assessment if mental illness is suspected;

■■

If the child is diagnosed as ‘failing to thrive’ (inappropriate weight loss/
insufficient weight gain) referring to a nutritionist is likely to be necessary;

■■

Referring the child to psychosocial support programmes;

■■

Referring the child to remedial classes or return to school programmes;

■■

Referring the parent/s to parenting programmes and/or one-on-one
counselling;

■■

Assisting the caregivers to manage their budget through direct support or
referral to programmes that provide such support;

■■

Referring the child to disability services.

5.1.6 Child labour
Child labour is work that is unacceptable because the children involved are too
young and should be in school. The national Palestinian Education Act states
that education is compulsory until the age of 16. Moreover, The Palestinian Child
Law 2004 stipulates in Article 14 that “it is forbidden to employ children less than
15 years old”. Additionally, Article 93 of the Palestinian Labour Law states, “it is
forbidden to employ children less than 15 years old”.
Child labour also encompasses work carried out by children who may have reached
the minimum working age, but the work carried out is harmful to their emotional,
developmental and physical wellbeing. This type of work is typically referred to as
hazardous work. Article 95 of the Palestinian Labour Law states that a person must
be aged 18 or above before engaging in hazardous work. Further, the Article states
that children allowed to work must not engage in:
1.
2.
3.
4.

Hazardous industries and health damaging works as set by the [labour] Minister;
Night works or work during official, religious, and national holidays;
Overtime work or working hours based on production rates (paying per unit);
Work in distinct and rural places.

In accordance with paragraph 1, article 95 of the Palestinian labour law, the Minister
of Labour issued regulation No 1 of 2004, which listed 33 hazardous industries and
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work that adversely impacts health outcomes that children are prohibited to be
engaged in. (Appendix 29) lists the occupations listed as hazardous in Palestine.
Due to the unique vulnerabilities of children and their dependence on adults, many
children engaged in work are involved in the worst forms of child labour (WFCL).
The WFCL typically includes using children in armed conflict, sexual exploitation,
illicit work or other work that is likely to harm a child’s health, safety or morals.
Whilst globally consensus has not been reached on whether begging (organized or
unorganized) should be considered a WFCL, it is of particular concern within Gaza
and requires special attention.
The diagram below helps to highlight the different productive activities that children
may be engaged in.
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that condone particular categories of children engaging in child labour such as
the eldest male child within a family or married children;

■■

Child protection organizations identifying and monitoring those most at risk of
becoming engaged in child labour (particularly child headed or single headed
households);

■■

Referring children (particularly by school personnel) identified as being engaged
or at risk of being engaged in child labour (for example those at risk of dropping
out of school), to case management agencies;

■■

Child protection organizations reporting the details of employers who are
engaging in child labour to the Ministry of Labour;

■■

Ministry of Labour enforcing the penalties outlined in the Palestinian Labour Law
2000.

Actions following referral of child labour to Case Managers:

Child labour within Gaza is predominant amongst adolescent boys. The 2014 Child
Protection Rapid Assessment undertaken by the Child Protection Working Group
revealed that the most common types of child labour were selling small goods,
collecting items in the rubble to sell, farm work, and cleaning streets and cars.
Moreover, some of the most common forms of the WFCL within Gaza are children
working in the construction, tunnels and garbage collection sectors as well as
begging on the street. Many factors contribute to increased participation of children
in child labour. The Ministry of Labour’s fieldwork indicates that child labour in
Gaza is typically linked to poverty. The 2014 Child Protection Rapid Assessment
echoed this finding.
The Palestinian Child Law 2004 sets out a number of measures to respond to
child labour. Article 43 prohibits begging at any age. Article 44 identifies particular
groups of children vulnerable to child labour (including homeless children, those
that drop out of school and beggars), and stipulates that the state “should take all
appropriate procedures to rehabilitate – physically and psychologically – and to
socially reintegrate” these children (article 46/2).
Key actions on child labour include:
■■
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Conducting awareness raising for the community on the hazards of child labour
and the importance of education. These sessions should address social norms

■■

Inform the notifier that the referral has been accepted and actioned (no case
details should be provided);

■■

Counsel the child and family regarding the risks of child labour and the relevant
Palestinian law in relation to child labour;

■■

Ensure the case plan addresses the root cause of the child labour by:
■■

Providing information to the child and family about education and
vocational training options, and refer the child and family to these services
as appropriate;

■■

Assisting the family to access services that address their livelihoods
and economic circumstances, including referrals to incoming generating
programmes and cash assistance programmes;

■■

Encouraging the participation of the child and/or family in psychosocial
services, particularly for those children that have been harmed as a result
of their work;

■■

Follow up and monitoring of the child and family to ensure access to
services and reduce risk of continuation or return to child labour.

5.1.7 Response to unaccompanied and separated

children, including orphans and other vulnerable
children

5.1.7.1 Unaccompanied and separated Children
■■

An unaccompanied child refers to a child who has been separated from
both parents/caregivers and relatives and who is not being cared for by an adult
who, by law or custom, is responsible for doing so. This means that a child
may be completely without adult care, or may be cared for by someone not
related to or known to the child, or not their usual caregiver. Case management
of unaccompanied children is undertaken by MoSA in Gaza. Please refer to the
Referral Pathways listed in (Appendix 14).

■■

A separated child refers to a child that is separated from both parents, or
from their previous legal or customary primary caregiver, but not necessarily from
other relatives. Case management of separated children is undertaken by Family
Centres in Gaza. Please refer to the Referral Pathways listed in (Appendix 14)
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Typically, the best environment for a child’s development is within their own
families. Therefore a family should receive the necessary support and assistance
to fulfil its child-rearing roles and to guarantee the rights of a child to live in a
stable family environment. Child protection actors need to work with families to
address protection concerns to enable the child to remain with their family wherever
possible. Services to children and families can be viewed as a continuum designed
to reinforce, supplement or substitute the functions that parents have difficulty in
performing.
In an effort to prevent the need for alternative care, it is important to
have community based early intervention programmes that:
■■

Prevent the need for alternative care such as the SOS Family Strengthening
Programme that provides financial, psychosocial, case management and other
support in order to increase the likelihood that children are able to remain at
home with their family;

■■

Provide training on identifying unaccompanied and separated children and how
to refer them for case management to support their reunification with their family
as soon as is appropriate.

5.1.7.2 Case management guidelines for children who may
need alternative care:

When a family neglects, abandons, abuses, exploits and/or maltreats a child and
the child’s safety and well-being cannot be secured within the family home, it may
be necessary for a child to reside in alternative care on a temporary or permanent
basis. The decision to place a child in alternative care should be taken within the
case management framework and typically after a case conference has occurred,
unless the needs of the child require immediate or urgent intervention.
Given the potential detrimental impact of separating a child from their family, and
the potential need for custody orders should the parents not consent to placing
the child in alternative care, such interventions should only be conducted by MoSA
Case Managers.
A case plan for children living in alternative care requires special attention to
identifying how the child will access basic needs such as health, food, shelter,
education, etc. The case plan should also seek to establish a system for the child
to remain in contact with relatives or friends.

5.1.7.3

Alternative care

Alternative care refers to care that is provided when the child’s immediate family is
unable, even with appropriate support, to provide adequate care for the child, or
abandons or relinquishes the child. It may take the form of informal or formal care,
including kinship care, foster care, other forms of family-based or family-like care
placements, residential care, or supervised independent living arrangements.
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When deciding if a child should be placed in alternative care, case
manages must consider:
■■

What type of placement will best maintain and/or nurture the child’s physical
development (including their right to nutrition, adequate shelter and adequate
health care);

■■

What type of placement will best maintain and/or nurture the child’s emotional
development (including their right to care and affection, play and recreation);

■■

What type of placement will best maintain and/or nurture the child’s right to
vocational and/or educational advancement;

■■

What type of placement will best maintain the child’s connection to their family,
caregivers, other people close to the child and family;

■■

What type of placement will assist sibling groups to stay together or have strong
connections;

■■
■■
■■

What type of placement is in line with the best interest of the child;
The wishes of the child regarding where they want to live and with whom.
Family/ community based care options must be exhausted before institutional
care is considered as it is an option of last resort.

Only MoSA Case Managers have the authority to remove a child from their caregiver.
In determining if a child may need alternative care, MoSA will explore all possible
alternatives (kinship care or care from a social support network) prior to holding a
case conference meeting to determine if institutional care is needed.
Family based care
Family based alternative care placements are better able to meet the needs of
children than shelters or institutions. Case Managers should work with children and
their support network to identify family/kinship network placement options prior to
considering placement in a shelter or institution. Social and family networks can be
mapped out visually with a genogram or social network map to identify potential
kinship care arrangements.
In circumstances in which children are sustained by kinship networks and
other customary protective mechanisms, the overall vulnerability/resilience of
an unaccompanied or separated child should determine the need for targeted
interventions such as case management rather than solely his or her separation
status.
A family based care (or foster care) system should be established and monitored
by MoSA in Gaza to ensure that children can be placed in a family setting even if
appropriate family based placements cannot be identified from within their kin and
support networks.
When a child is placed in a shelter, a Case Manager should be allocated to ensure
a case plan is developed that documents how the above identified rights of the
child will be systematically addressed and maintained as well as ongoing efforts
to identify suitable family based placements. Additionally, Case Managers should
provide support to the child’s family to facilitate reintegration where appropriate.
In Gaza, Al Amal, SOS Village and SoS Interim Centre provide alternative care
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arrangements for children. Prior to being placed in these centres, a MoSA Case
Manager needs to assess the case and ensure that for complex cases a case
conference is held. Children in these centres attend formal schools and when it is
in the best interest of the child, are supported to maintain contact with their family.
Figure 2: Continuum of child welfare service
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the rights of the child to protection, the penalties imposed should those rights be
violated, the role of duty bearers to enforce both the rights of the child and the
penalty when the child’s rights are not secured. The key articles are outlined below.
It is important to note that in 2012 an Amended Child Law was enacted in the West
Bank. This amended law enshrines a number of important protections for children,
including raising the legal age of marriage to 18. However, due to the political
division between the West bank and Gaza, the 2012 Amended Child Law is not
applied in the Gaza Strip. The 2004 Child Law is still in effect.
Article 29 of the Palestinian Basic Law stipulates the following:
Children shall have the right to:
1.
2.

“Comprehensive protection and welfare;

3.
4.
5.

Protection from harmful and cruel treatment;

Not to be exploited for any purpose whatsoever, and not to be permitted to
perform work that might damage their safety, health or education;
Not to be subjected to beating or cruel treatment by their relatives;
To be segregated – in cases where they are sentenced to a penalty that deprives
them of their freedom – from adults, and be treated in a manner that is appropriate
to their age and aims at their rehabilitation.”

The Child Law no (7) of 2004 stipulates:
Regarding negligence in relation to the care of a child, Article 21 a states: “Without
prejudice to any more severe penalty mentioned in any other law, every person
guilty of neglecting the care of a child shall be subject to 3 years of imprisonment.”
Article 42, Para, 1 states:
“The Child shall have the right to protection from all forms of violence, physical,
psychological, or sexual harm or injury, negligence, homelessness, and any other
form of ill-treatment or exploitation;”
Article 42, Para 2 states:
“The State shall take all necessary legislative, administrative, social, educational,
and protective actions and measures to secure the said right.”

5.1.8 Legal interventions in relation to children (child
protection cases as well as children in contact
with the law)

This section describes the legal framework governing both the response to child
protection concerns and children in contact with the law (as victims, witnesses or
offenders).

5.1.8.1 The legal framework around child protection cases
There are a number of articles in various pieces of Palestinian legislation that outline
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Article 44 of the Child Law states:
“Difficult situations that threaten a child’s physical or mental health or wellbeing, to
which it is prohibited to expose children, shall include:
■■
■■
■■
■■
■■

Evident and continued negligence in the upbringing and care of a child;
Frequent practice of ill-treatment;
Sexual and economical exploitation or in organized crime or beggary;
Regular absence from his place of residence without notification;
Dropping out of school without a reason.”

Article 229 of the Penal Code stipulates that “the ‘head of the household’
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is responsible for ensuring that any child under the age of 14 has all of the life
necessities that the child requires”.

5.1.8.2 The role of MoSA in protecting children
MoSA is the lead government ministry responsible for ensuring individual children
who have experienced harm or who are at risk of experiencing harm, receive
the necessary interventions or services to secure their safety. This includes the
responsibility to remove children from their caregivers custody if their safety cannot
be secured by any less intrusive means, and placing them in a safe space (such as
SoS interim care centre or the Government administered Beit Al Amal shelter for
girls).
Article 59 of the Palestinian Child Law stipulates that MoSA Child Protection
Counsellors can intervene in the following ways in order to secure the safety and
well-being of a child:
1.

Keeping the child with his/her family on the condition that the parents commit
to taking the required measures to keep the child under continuous supervision
and minimize any risk that they child will be in danger;

2.

Organizing key actors to provide services and social support to the child and
their family;

3.

Taking the measures necessary to ensure that the child does not have contact
with persons that endanger their safety and well-being;

4.

Temporarily remove a child and place them in a different family, committee or
social, educational or health institution that is more suitable for the child (whether
private or public).

■■

The Representative of the Public Prosecutor then contacts the relevant judge
who provides the oral approval for the order;

■■

Within 24 hours of the order being provided, the MoSA Child Protection
Counsellors must prepare a written document that outlines the preliminary
information that has been gathered and any steps that have been taken and
provide this to the Public Prosecutor (or their representative in the relevant
Governorate) who will then provide it to the Judge;

■■

If the order was in relation to the removal of a child, the Director of the General
Department of Family and Child Protection within MoSA in the Governorate
where the child was placed, should be informed of the child’s placement within
their jurisdiction.

Should the above process to secure a court order not be feasible (for example
one of the necessary parties – Public Prosecutor or Judge – cannot be reached by
telephone or other means), Article 65 of the Palestinian Child Act stipulates that
where the child is in imminent danger, the Child Protection Counsellor can remove
the child (by force if necessary with police assistance), and put the child in a safe
place under the Government’s responsibility, without a Court Order. However, this
is a temporary measure and a court order from a Judge must be secured within 24
hours of removing the child. A copy of the written report prepared and submitted
to the Judge should be kept on the child’s file.
A child should only be removed from their family if this is the least intrusive means
by which the child’s safety and well-being can be secured. Should this be the case,
the child should be placed with another family who has the capacity to provide
safe and supportive care. Placing a child in a shelter should be the last resort and a
temporary measure. For further information on alternative care please see section
5.1.7.3.

Article 60 of the Palestinian Child Law asserts that MoSA Child Protection
Counsellors can, upon their discretion, agree with the caregiver/s of the child to
take the necessary measures to draft an agreement that addresses the child needs.

5.1.8.4 Customary dispute resolution processes for child

5.1.8.3 Securing a court order (removal of a child or warrant

The above section outlines the legislative framework, however in practice, in Gaza,
customary dispute resolution mechanisms are often applied to address child
protection concerns. Such mechanisms take the form of mediation processes
facilitated by two types of actors, Islah men and Mukhtars. Islah men are men
who are endowed with mediation and decision making powers by the Ministry of
Interior. Islah men have jurisdiction in particular governorates and are associated
with a Council of Islah men within that Governorate. Conversely, Mukhtars are not
linked to a specific governorate or geographic location but rather have jurisdiction
over matters that concern the family. Mukhtars are registered with the Ministry
of Local Governments. Both groups have the legal authority to mediate disputes
using the following process:

to enter a premises)

Article 59, Para 2 of the Child Amendment Law 2004 states that a MoSA Child
Protection Counsellor can be delegated the power to remove a child, by a Judge,
if there is a threat to the child’s well-being or safety. In Gaza the High Judicial
Council appoints specific judges to respond to matters involving children. Currently
within Gaza there is 1 judge who is the child protection focal point. A request to
use these powers is typically presented to the Judge by a Representative of the
Public Prosecutor on behalf of MoSA Child Protection Counsellors. The specific
procedures to gain a court order from a Judge with the mandate to intervene
in child protection cases are currently being established under the Amendment
Criminal Procedures Law. In the interim, the following practice is typically followed:
■■
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The MoSA Child Protection Counsellor telephones a Representative of the Public
Prosecutor within the relevant Governorate and explains the child protection
concerns and intervention needed to secure the child’s safety (removal to safe
place or warrant granting access to the premises);

protection cases

5.

The case is referred by either formal child protection or judicial systems (MoSA
or MoI/ Police) or parties to the child protection concern, crime or dispute (the
child/victim or alleged perpetrators family);

6.

This mediator (Islah man or Mukhtar) attempts to identify a solution to the
particular dispute, crime or child protection concern that is acceptable to all
parties;

7.

If a person opts to use the customary dispute resolution mechanism, they forfeit
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their right to have their claim heard in a formal court;

8.

However the public prosecutor may choose to pursue the case in a formal court
on behalf of the public or community. In such cases, any sentence or agreement
reached using customary dispute resolution mechanisms will be considered in
formal court proceedings and will reduce any sentence that may be given to the
offender in the formal court proceedings.

Customary dispute resolution mechanisms can often apply a community-focused
approach that prioritises and aims to restore peace within the community. This
approach may at times be contradictory to a child centred approach that prioritises
the best interest of the child. For example, children are often not consulted as part
of these proceedings, but are also often not directly affected by the outcomes
of the process. Customary dispute resolution processes within Gaza should be
supported and strengthened in order to respond to cases involving children from a
child centred perspective.

5.1.8.5 Sharia law
In cases where current interpretations of Sharia law differs from law enacted by
Palestinian legislators, the law prevails, unless it can be established that the person
of concern chose to follow Sharia Court of their own volition. For example, in the
West bank the application of this legal framework can be observed in cases of
child marriage where Sharia law allows for the marriage of a child aged 14 or over
and the Palestinian Child Law Amendment 2012 stipulates that the minimum age
of marriage is 18. Currently, according to the Palestinian legal framework the child
under 18 can be married if it can be established that s/he was not unduly persuaded
to do so. However, it is anticipated that the new Personal Status Law will grant the
MoSA Child Protection Counsellors the responsibility for determining if the child is
ready to marry and that the child has not been pressured to do so or that there are
no other interests (such as economic factors) surrounding the marriage.

5.1.8.6 Police procedures for child protection cases
As representatives of the Government, the Police are required to assist MoSA to
carry out their statutory duties. This may include assisting MoSA Child Protection
Counsellors with forcible removal of children.
Additionally, as representatives of the Government, the Police have a responsibility
to intervene in cases where a child is suspected of being at imminent risk. To obtain
warrants or Court Orders the Police must follow the same procedures outlined in
section 5.1.8.1.

5.1.8.7 Criminal Procedures in relation to child abuse,
neglect and exploitation

The Police have overarching responsibility for gathering evidence in relation to
criminal proceedings, including crimes committed against children (child abuse,
neglect and exploitation).
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MoSA Child Protection Counsellors should be present during police interviews of
children. The role of the Child Protection Counsellor is to ensure that the child
has the capacity to understand the line of questioning and provides meaningful
answers.
Gathering forensic medical evidence:
Should it be necessary to gather forensic medical evidence (for example of injuries
sustained during sexual or physical abuse or of failure to thrive in cases of neglect)
the following process should be followed:
1.

The MoSA child protection counsellor or police officer must contact the public
prosecutor (or their representative) and request approval to conduct a forensic
medical examination;

2.

The public prosecutor (or their representative) contacts a judge appointed by
the High Judicial Council to respond to such cases and seeks permission to
conduct a forensic medical examination;

3.

Once permission is granted, the child and a suitable (non-alleged offending)
care-giver should be transported by the police to the forensic unit in Al Shifa
Hospital;

4.

During the examination a suitable (non-alleged offending) caregiver and a MoSA
Child Protection Counsellor should be present;

5.

The medical examiner must then provide the medical report to the public
prosecutor who will then use the report in any legal proceedings;

6.
7.

Only the judge and public prosecutor will have access to the report;

8.

If the above process is not followed and the child is taken to a doctor that is
not nominated by the public prosecutor, the doctor’s testimony can be used as
evidence during any legal proceedings, however it will not be considered official
evidence.

Should the child’s lawyer wish to see the medical examination for the purposes
of seeking compensation, the lawyer must apply to the court for permission to
access it;

The above process can be carried out by either a MoSA Child Protection Counsellor
or a Police Officer.

5.1.8.8 Judicial procedures for child protection cases
Child abuse cases that are not resolved using Customary Dispute Resolution
Mechanisms are typically heard in a closed criminal court. The proceedings are
closed to public in order to protect the child’s privacy.

5.1.8.8.1 Legal aid for child protection cases
Within Gaza, a number of organisations provide legal aid in relation to child
protection (PCDCR, Al Mezan, Adalah). These services are largely provided free of
charge. However transportation to and from court or legal counselling sessions are
typically not covered.
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5.1.8.8.2 Children in conflict with the law
Children can come in conflict with the law for a range of reasons. Article 9 of the
Palestinian Penal Code 1936, The Palestinian Child Law 2004, Article 12 of the
Juvenile Offenders Ordinance of 1937, all require special legal proceedings for
children in conflict with the law.
Minimum age of criminal responsibility
The minimum age of criminal responsibility in Gaza is stipulated in the following
articles:
Article 9 of the 1936 Penal Code determines criminal responsibility and states “A
person under the age of nine years is not criminally responsible for any act or
omission. A person under the age of twelve years is not criminally responsible for
an act or omission, unless it is proved that at the time of doing the act or making
the omission he had capacity to know that he ought not to do the act or make the
omission”;
The Palestinian Child Law No. 7 of 2004 states that children below the age of nine
are not criminally responsible;
Article 12 of the Juvenile Offenders Ordinance No. 2 of 1937 prevents the
implementation of punishments against boys who, according to the same Ordinance,
are below the age of 14.
Article 56 of the Child Law 2004 outlines the MoSA Child Protection Counsellors
powers in relation to intervening in cases where children come in contact with the
law (not in relation to child abuse and/or neglect): They are as follows:
■■

Summon the child and the persons responsible for him/her to hear their
responses to the complaint submitted against/in relation to the child;

■■

Have access alone or with any other person whom the Child Protection
Counsellor thinks to be of a benefit and to the place where the child is present.
For this purpose, Counsellor must show their ID that indicates their capacity as
a MoSA Child Protection Counsellor. If it is impossible for the Counsellor to have
access to the place, they may use the police but will have to obtain a warrant if
the place is a house;

■■

Open investigations and take protective measures appropriate for children.

Arrest and investigation
Children in conflict with the law are usually arrested by police officers after which
the case is transferred to a Public Relations Officers within the Police Department
for follow up. Article 10 of the Juvenile Offenders Ordinance permits, but does
not require the court to request that the juveniles guardian be present during legal
proceedings. However, child protection best practice stipulates that the presence
of a trusted person is important to safeguard the child’s rights during interrogations,
particularly the right not to be pressured to confess.
Child protection actors who become aware of a child who has been arrested or
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detained should immediately refer the child to the Probation Officers at MoSA.
Diversion
‘Diversion’ means the conditional channelling of children in conflict with the law
away from judicial proceedings through procedures, structures and programmes
that enable them to be dealt with by non-judicial bodies, thereby avoiding the
negative effects of formal judicial proceedings and acquisition of a criminal
record. Within Gaza, diversion largely occurs though customary dispute resolution
mechanisms. Refer to Section 5.1.8.4 – Customary dispute resolution processes
for child protection cases for further information.
Police custody
The Juvenile Offenders Ordinance No. 2 (1937) states that children who are arrested
can be held in police custody for up to 24 hours, within this 24 hours the child’s
case must be presented to the public prosecutor. After the initial 24 hours the
child should be transferred to the Juvenile Detention Centre –Al Rabee Institution.
However, Al Rabee Institution currently only receives boys and girls are transferred
to the Government run Al Amman Shelter for girls and women.
In the first 24 hours after the arrest, children in conflict with the law are most
vulnerable and most in need of protection. Detained children should be separated
from adults and detained with other children who have allegedly committed offences
of a similar nature.
Legal representation
Within Gaza, suspects, including children, have the right be to be represented by a
lawyer throughout an investigation.
Bail
Palestinian Juvenile Offenders Act No.2 1937 Article 4 stipulates that a child can be
released into their fathers care or another relative’s care, if they provide written undertaking
that they will pay the bond. There are 3 exceptions to this. These exceptions are in relation
to charges of murder, manslaughter and grievous bodily harm.
Pre-sentence detention
If bail is not granted, male child suspects will be held in pre-sentence detention in the
Juvenile Al Rabee Institution. Female children will be held in the state administered
Amman Shelter where other adult women also reside.
Trial/sentencing
In 2014 a Juvenile Court was established in Gaza to hear cases relating to charges
against children. The court holds trials twice per month. There are no fees associated with
proceedings heard in the Juvenile Court.
In relation to sentencing children convicted of crimes, the Palestinian Juvenile
Offenders Act No.2 of 1937 classes children into three separate categories based on
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age.
■■

Article 12 states children under the age of 14 are viewed as children by the
Court and subsequently cannot be given custodial sentences. Further, Article 13
states that children cannot be given the death penalty;

■■

Children between the ages of 14 and 16 are considered juveniles and cannot
be given custodial sentences if a less intrusive means can be utilized (such as
probation or rehabilitation centre);

■■

Children between the ages of 16 and 18 are considered adolescents. Within the
Juvenile Offenders Ordinance (1937) there are no mitigating conditions for this
age group.

The Juvenile Offenders Ordinance does not specify the maximum or minimum
sentences for the different age groups, rather this is outlined with the Penal Code
according to offence type.

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

secondary schools) covers Grades 11 and 12. The education sector for students
not registered with UNRWA is coordinated through the cluster system and is led
by Save the Children, UNICEF and the Ministry of Education and Higher Education.
Kindergarten
Within Gaza kindergarten is usually attended by children between the ages of 4
and 5. Regulating minimum standards and a formal curriculum are followed by all
kindergartens that have been registered with the Government. However, the majority
of kindergarten service providers are private institutions that are not registered
with the government. These service providers follow the Ministry of Education and
Higher Education’s curriculum but do not necessarily conform to other regulations
such as building safety and design standards.
Formal Education

Within Gaza there are 5 MoSA Probation Officers who undertake an assessment of
the child’s situation (including their family environment) and present this information
to the adjudicating judge for consideration when sentencing.

Formal education service providers are divided into three categories: UNRWA
schools, Government schools and private schools.

Implementation of custodial sentences

UNRWA schools

Children in detention should be separated based on sex, age and seriousness of the
offence for which they are imprisoned. Article 6 of the Juvenile Offenders Ordinance
(1937) stipulates that children in custody should be separated from adult offenders.
However, in practice, in Gaza children are often housed in the same buildings and rooms
as adult offenders.

To attend an UNRWA school, students must be registered as a refugee with
UNRWA. UNRWA schools are from grades 1 until 9. There are no school fees at
UNRWA schools.

Children in detention have the right to be visited by their family and their lawyer.

To be eligible to attend a government school, the student must not be registered
with UNRWA. Government schools are from grades 1 until 12. There are small
levies associated with attending government schools. However children who meet
the below criteria are eligible for a subsidy in relation to the levies:

Children in detention enjoy basic rights, such as the right to education, legal counsel
and medical care.
All children in detention should have an individualised case plan that outlines how
their basic needs are going to be met.
Judges can reduce the length of a custodial sentence once one third of the sentence
has been served and any other conditions have been fulfilled. However in practice
this typically only occurs if the family of the victim of the crime agree to this. These
powers are stipulated in article 42 of the Palestinian Penal Code (No. 74) 1936.

5.2 Child protection services provided by other
sectors

5.2.1 Education

Government schools

Children who have a parent in an Israeli prison;
■■
■■
■■
■■

Children whose father died in wars in Gaza;
Children whose families receive cash assistance from MoSA;
The children of the Ministry of Education and Higher Education employees;
Fees for all children subsequent to the first child (typically each child sibling pays
50% of the tuition fees of the first child in a family).

It should be noted that to ensure equitable access to education for all children,
both UNRWA and the Ministry of Education and Higher Education have agreed
to accept applications from students not typically eligible within their institutions
if the reason for the application is the prohibitive distance required to travel to
attend the school they are eligible to enrol in. Additionally, after the 2014 war in
Gaza, students whose UNRWA school was destroyed can also apply to attend
Government operated schools.

Participation in education is central to securing each child’s right to dignity and
optimal development. Within Gaza, education is compulsory between grades 1
to 10. Secondary education (general secondary education and a few vocational
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Private schools

■■

Treatment of injuries including life-saving interventions and surgeries for injured/
wounded children;

To be eligible to attend a private school, students must pass the schools entrance
requirements as well as have the capacity to pay any fees set by the school.

■■
■■
■■
■■

Mental health services;

■■
■■

Disability services;

Vocational institutions and universities
There are numerous University and Vocational institutions throughout the Gaza
strip. The entry requirements and costs vary between institutions.
Informal and non-formal education services
Informal and non-formal education services within Gaza include remedial classes
and recreational activities.

The health sector forms a key pillar of prevention and response in relation to child
protection issues and concerns. The health sector in Gaza delivers remedial,
responsive and environment building interventions to prevent and respond to health
issues. The health cluster, led by the WHO, largely coordinates the health sector.
The health sector in Gaza can be divided into the following three categories with
associated fees and eligibility criteria:

Actor

Eligibility Criteria

Fees

Governmental
hospitals

All residents within
Gaza can access
services provided in Government
hospitals

If the patient is covered by Government
insurance there will be no fees. If not, small
fees will be charged

Patients must be a
refugee registered
with UNRWA

Free primary health care vaccinations and
treatment of chronic diseases

NGO health centre

Must meet each
NGOs vulnerability
criteria

Depending on the project that the service is
funded by – typically no or low costs

Private hospitals

Anyone who can
pay

Yes – the costs can be high

UNRWA health
centres

Basic medical services for child protection cases include:
■■
■■

Primary health care services;
Pre and post-natal care;

Specialized services;
Vaccination against and treatment of communicable diseases;
Forensic medical examinations and documentation of abuse, exploitation and/
or neglect;
Follow-up care.

Cross-sectoral interventions
In addition to the activities outlined in chapter 6, key actions for child
protection actors in Gaza in relation to health include:
■■

5.2.2 Health
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Advocating for specialised age-appropriate emergency medical, surgical, andwhere possible-longer-term physical rehabilitation and ortho-prosthetic services
for child survivors of ERW and children with disabilities.

In addition to the activities outlined in chapter 6, key actions for health
actors in relation to child protection include:
■■

Ensure that the SOPs for the medical evacuation of children are followed
(including ensuring the that the necessary coordination between the Ministry of
Health and MoSA occurs);

■■

Train clinical health staff on clinical care of children, and train auxiliary nonclinical staff on the confidentiality and protection elements of work related to
sexual violence;

■■

Ensure there are female doctors on staff that have received training in gathering
forensic medical evidence using a survivor centred approach;

■■

Provide child-friendly, safe, respectful and confidential health services to
survivors of violence, abuse, exploitation and neglect (including GBV);

■■

Provide basic emotional support to child protection cases and their families,
such as psychological first aid;

■■

Provide children and their caregivers information on other available services
for child protection cases, according to the Child Protection Referral Pathways
described in Appendix14 and refer when child/ caregiver consents;

■■
■■

Be aware of their mandatory reporting requirements;
Report cases of abuse (physical, emotional, sexual or neglect) to MoSA in line
with the mandatory reporting requirements (described in section 2.3).

5.2.3 WASH
90 to 95 percent of the Coastal Aquifer, on which Gaza inhabitants are dependent for
water, is contaminated due to over extraction and sewage contamination making it
unfit for human consumption. Palestinians in Gaza have no other sources of water
available to them. The aquifer is depleted and in danger of collapse. The damage
could take generations to reverse. Children are at particular risk from contaminants
present in the water. For example infants in particular are at risk of brain damage
or death from exposure to high levels of nitrates. This condition is often called blue
baby syndrome as the fingers of the infant typically turn blue with the presence of
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high levels of nitrates in their system.
Within Gaza the Water, Sanitation and Hygiene (WASH) sector contributes to the
realization of children’s rights to survival and development by increasing equitable
and sustainable access to, and use of, safe water, basic sanitation services,
and promoting improved hygiene. UNICEF leads the overarching WASH sector
coordination.
The key objectives of the WASH sector in Gaza include:
Increasing equitable access to a sufficient quantity of water for drinking, cooking
and personal and domestic hygiene;
■■

Increasing the quality of water so that it is of sufficient quality to be used for all
purposes without causing a risk to health;

■■
■■

Improving drinking water source;

■■

Mobilizing the community to adopt measures that maintain Gaza’s resources
and facilities.

Increasing public awareness about key public health risks and how to mitigate
them;

The key activities of the WASH sector in Gaza include:
■■

Providing and distributing safe drinking water to marginalized areas and
vulnerable populations during emergencies;

■■
■■

Improving the quality of water including through the provision of water filters;
Providing water tanks.

Key Actions for child protection actors in relation to WASH include:
■■

Ensure that training for child protection workers includes promoting appropriate
healthy hygiene behaviours (for example, hygiene practices such as hand
washing with soap, safe water treatment and storage,, appropriate use of
sanitation facilities and disposing of faeces in a manner that does not jeopardize
the health of the family or community members);

Ensuring that those working in the sector have signed up to and been trained in
a code of conduct or other policy which covers child safeguarding.

5.2.4 Shelter
Shelter is necessary to provide children with personal safety, human dignity,
protection and their rights enshrined in the Convention on the Rights of the Child.
Poor housing conditions increase the risk of severe ill-health (i.e. asthma due to
exposure to mold or the cold weather), disability (i.e. due to electrocution from
exposed wires) and low educational achievements (i.e. due to missing school as a
result of ill-health or not having space to complete homework due to overcrowding).
Shelter is also a critical determinant for survival during and following an emergency.
Within Gaza the shelter response is constrained by policies that limit the importation
of building materials, due to the blockade. The shelter cluster, led by NRC, largely
coordinates the shelter sector.
The key objectives of shelter sector in Gaza include:
■■

Ensuring vulnerable populations, particularly those internally displaced by
previous conflicts or natural disasters, have access to acceptable living
standards;

■■

Minimizing the risk of displacement, due to conflict or natural disaster (including
flooding or extreme heat or weather changes).

The key activities undertaken by the shelter sector in Gaza include:
■■
■■
■■
■■

Establishing and managing safe collective centres following an emergency;
Providing cash assistance for rent or emergency repair or shelter upgrades;
Rehabilitating houses partially damaged houses by previous conflicts;
Improving substandard shelters, particularly of vulnerable families in response to
natural disasters or conflicts.

Cross sectoral interventions
Key actions for shelter actors in relation to child protection include:

■■

Providing advice to WASH workers on areas where child-targeted services take
place, where children live or where children are specifically vulnerable;

■■
■■

Ensuring that WASH services are provided at childcare centres;

■■

Prevent or reduce overcrowding and supports families to stay together;

Lobbying for the link between WASH and child protection to be explored in
evaluations and resource allocation processes such as the Post Disaster Needs
Analysis or the Post Conflict Needs Analysis.

■■

Are designed to mitigate weather related conditions;

■■

Address physical safety risks to children (low windows from above ground
level floors, exposed wires etc.);

Key Actions for WASH actors in relation to child protection include:

110

■■

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

■■

Ensuring that children who are particularly at risk of violence, exploitation, abuse
and neglect are targeted within interventions. This includes those in residential
care, children of single, child and female headed households and children with
disabilities;

■■

Ensuring that WASH officers, and particularly hygiene promoters who are more
likely to come into contact with children and families, have been trained on
how to identify and refer children using the Child Protection Referral Pathways
(Appendix 14);

■■

Ensure shelter designs and upgrades;

■■

Ensure that those working in shelter have signed up to and been trained in a
code of conduct or other policy which covers child safe guarding;

■■

Ensure that shelter personnel have been trained on how to identify and refer
children using the Child Protection Referral Pathways (Appendix 14).
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Although prevention and response are divided in this SOP into two separate
sections, they are inter-related activities. Many elements of GBV and child protection
response are also preventive measures. Prevention entails working at different
levels of society to achieve social change and implement targeted interventions with
specific groups, including perpetrators. Prevention also includes more generalized
approaches for the population at large (i.e. campaigns, mass media messaging and
other awareness-raising initiatives).

PREVENTION

In setting prevention strategies, it is important to target not only affected individuals
(whether adult or children) but also the broader community, since the broader
community is influential in creating a culture of non-tolerance for GBV and child
protection related issues. The impact of GBV and child protection affects various
systems, including physical and mental health, law enforcement, judicial and public
social services and non-profit organizations, as they respond to incidents and
support children and/or survivors. Without a strong prevention component, service
delivery alone will not change the attitudes and behaviours that cause GBV and
child protection.
All parties to the SOPs shall:
■■

Provide or participate in training about these SOPs, and other relevant materials
including case management and referral pathways, adapted to their sector of
intervention;

■■

Adopt codes of conduct for all staff that focus on preventing sexual exploitation
and abuse (see draft Code of Conduct in (Appendix 2)). Actions include: providing
training to all staff, requiring all staff to sign the code of conduct, establish safe
and confidential reporting mechanisms and follow-up on reports;

■■
■■

Work towards gender-balanced staffing ratios;

■■

Support the mobilization of community members and leaders to prevent GBV
and child protection concerns;

■■

Ensure all relevant sectors/actors are aware of and are carrying out their roles
and responsibilities as described in these SOPs (2015) including:

Systematically collect and share non-identifying data with the UNFPA led GBV
Working Group and the UNICEF led Child Protection Working Group to allow for
the identification of trends and subsequent targeted programming;
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■■

Campaign for universal access to education opportunities, including through
removing barriers to enrolment and retention such as lack of documents or other
requirements;

■■

Ensure there is balanced recruitment of male and female teachers, and train
teachers on gender sensitive approaches to teaching.

Police:
Maintain adequate security presence;
■■

Ensure due process is followed in GBV cases to act as a deterrent to further
GBV cases;

■■

Actively encourage adherence to mandatory reporting requirements in relation
to child related GBV;

■■

Establish family protection units and sensitize police personnel on how to
appropriately respond to GBV and child protection concerns;

■■

Train police personnel on how to undertake joint investigations of child protection
concerns with MoSA;

■■

Support police to raise awareness amongst their colleagues regarding
identification of abuse and appropriate referral pathways;

■■

Actively recruit female officers.

Legal actors:
Raise awareness about national laws and available legal aid services;
■■

Promote respect for the survivor by the Criminal Justice System to encourage
them to come forward to report GBV;

■■

Apply relevant national and international laws and policies, and adjudicate
GBV cases affectively; assisting survivors to seek and advocate for their rights
(specifically access their housing, land and property and inheritance rights and
custodial rights);

■■

Advocate on behalf of, and in partnership with survivors for changes to
discriminatory legislation (specifically, Article 18 of the Palestinian Penal Law in
relation to the penalty for honour crimes).

Education:
Ensure school related GBV is identified and addressed – including through the
provision of a curriculum that promotes gender equality;
■■
■■

Ensure schools are accessible to both boys and girls;
Actively promote and encourage school participation and retention amongst
those that are at risk of leaving school to work or entering into a marriage;

Ensure school counsellors are trained on identification and referral of gender base
violence, with a specific emphasis on prevention and identification of early marriage;
Promote positive behaviour guidance strategies amongst teachers and parents;
■■
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This chapter outlines the processes for managing data within and between GBV
and child protection actors.

needs and related follow up by those who have permission to know the identity of an
individual whilst making it more difficult for those who don’t have such permission.

Data management is crucial to effective service delivery, advocacy efforts and
coordination across different actors. Effective data management enables actors to:

The case code should be used to refer to the individual in all communication
(including in word documents, emails and Skype conversations).

■■

Document interventions and services provided thereby reducing duplication and
improving accountability to beneficiaries;

■■

Identify trends in beneficiary needs to inform advocacy, programme approaches,
design and targeting.

However, data management also requires a commitment to protect the confidentiality
of beneficiaries, particularly children who have been subjected to child abuse and/
or neglect and survivors of GBV. The secure storage of data, case coding and
information sharing protocols are three mechanisms by which data can be gathered
whilst protecting the beneficiaries’ right to confidentiality.

7.1 Secure Storage of Data

Currently within the child protection and GBV sectors in Gaza actors create their
own codes for child protection cases. However, best practice is for a standard
case coding system to be utilised across actors.

7.3 Information Sharing
The most common reason for information sharing between agencies is referral of
individuals for services, case transfers within the case management framework and
the sharing of de-identified information for the purposes of trend analysis. Each
purpose is addressed in detail below.
Referrals

Data storage should meet the following minimum standards:

■■

Identifying information (name, initials, date of birth, etc.) should not be shared
when a case is initially referred for GBV or child protection services. Child
protection and GBV referrals should be undertaken using the referral forms in
(Appendix 6) and (Appendix 15) respectively. Identifying information should be
shared over the phone or in person when the registration form is completed;

■■

When multiple referrals are made for an individual using the same referral form,
the form should be sent separately to each organization or agency. This will
ensure that any subsequent emails are only between the referring and recipient
organizations;

■■

All identifying information about an individual that is shared by email should
be password protected. Identifying information should not be shared in referral
forms;

■■

Paper documents containing information about individuals (as well as family
groups) should be stored in lockable cabinets. This includes documents that
have identifying and de-identified information;

■■

Identifying data (such as case management consent and registration forms)
should be kept separate from other de-identified documents related to an
individual or family;

■■

■■

Rooms containing paper and electronic information must be locked securely
when staff leave the room;

Access to the referral form should be limited to those who need the information
contained within it in order to provide services to the individual being referred;

■■

■■

All electronic data should be backed up and stored in an ‘off site’ location to
facilitate the recovery of the data should it be destroyed;

■■

All files should be kept for 5 years after the date of the last contact with the
concerned individual;

With the exception of cases that fall within mandatory reporting requirements
(outlined in section 2.3), informed assent/informed consent must be secured
before information is shared in relation to a referral. Refer to section 3.2.3 and
3.3.7 for more information on informed assent/informed consent.

■■

Any data that is physically moved should be kept in a sealed envelope or box
during transit and only be re-located by those who have the authority to access
the information ordinarily;

■■

All agencies holding information on children and GBV survivors should have
a written data protection policy, based on the principle of confidentiality. An
obligation to uphold this policy should be written in to staff contracts.

7.2 Case Coding

Case Transfer (within the case management framework)
■■

A copy of all documents should be provided to the receiving agency at the
transfer meeting;

■■

The information transferred should only be used for the intended purposes
(service provision to the individual) and for the analysis of trends;

■■

With the exception of cases that fall within mandatory reporting requirements
(outlined in section 2.3), informed assent/informed consent must be secured
before information is shared in relation to a referral. Refer to section 3.2.3 and
3.3.7 for more information on informed assent/informed consent.

Trend analysis
Case coding allows identifying data (such as case management consent forms
and registration forms) to be linked to de-identified data (such as other case
management forms) enabling the systematic tracking of an individual’s situation,
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The below table can be used to guide information sharing between and within an
organization.

Protect when
sharing information that
may:

Information sharing guidelines

Category

When to use

Use information freely
when:
Documents/
records do
not meet the
criteria for the
PROTECTED,
RESTRICTED
OR
CONFIDENTIAL
classifications
outlined below.

UNPROTECTED
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Disclosure is
associated
with little or
minimal risk
to individuals,
communities
and/or organisations. Data is
not sensitive, it
is aggregated,
and individuals
cannot be identified as a result
of disclosing the
information

Information
type

Examples:
Number of
beneficiaries
(although
care needs
to exercised
when providing location
specific information so as
to avoid placing vulnerable
children at
risk of being
exploited)

Disclosure protocol

Aggregated data can be
disclosed to the general
public, e.g. on open websites, situation analyses,
assessment reports etc.

Cause minor
distress for an
individual or
agencies;

Level of anonymity to apply
Open – can
be quoted and
attributed to
the organisation. No data
transformation
is performed.
Can be used
in situation reports, agency
specific reports, funding
submissions
etc.

PROTECTED

Breach undertakings to
maintain the
confidence of
information
provided;
Facilitate improper gain or
advantage for
individuals or
agencies;

Examples:
Number of
vulnerable
beneficiaries
per location
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personal information
should be protected; no
specific restrictions on the
handling or transmission
of such documents need
be imposed other than
the general requirement to
prevent public access.
Information can be used
to inform site by site
program response and
strategic planning

Not for public
use–Data can
be attributed
to ‘an
International
NGO’ or ‘a
National NGO’
etc.
Individual
identifying
information
should be kept
anonymous,
which requires
reworking and
coding of
Individual-level
data.

Prejudice a
criminal investigation or
facilitate the
commission of
crime;
Data is moderately sensitive.
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Restrict
when sharing
the information may:
Adversely affect relations/
disadvantage
agencies in negotiations with
others;
Make it more
difficult to maintain or develop
the operational
effectiveness
or security of
agencies staff;

RESTRICTED

Cause prolonged distress
to an individual or short
term distress
for many
individuals;
Cause risk to
any party’s personal safety; or
breach proper
undertakings
to maintain the
confidence of
information
provided;
Information is
sensitive.

Examples:
Nonidentifying
detail of individual child
or survivor
protection
cases
Case management
information

Information should only be
disclosed within the organization or a small community
of organizations for a specific purpose, and passed only
to a person designated to
receive it, for clearly defined
purposes. The information
should be kept out of view
of unauthorized individuals
when not in use; and transmitted in appropriately in
password-protected emails.
Informed consent from children (and/or their caregivers)
and GBV survivors should
be obtained prior to sharing
individual information. A
manager should be consulted throughout this process
and ‘the best interests of the
child should be the guiding
principle in making the decision to share the sensitive
information.
In exceptional circumstances, information disclosed by
children/GBV survivors can
be shared against their wishes please refer to chapter 3
of the SOPs for mandatory
reporting requirements.
Information can be used
for case management
purposes.

Treat as
confidential
when sharing
the
Information
may:

Restricted
to a small
number of
organisations
on a need to
know basis.
Individual
identifying
information
should be kept
anonymous,
which requires
coding of
individual-level
data.

Prejudice individual liberty or
security;
Cause formal
protest or other
sanctions;
Cause damage
to the operational effectiveness
or security of
agencies staff;

CONFIDENTIAL

Impede seriously the development or
operation of
humanitarian
response;
Cause prolonged distress
for many individuals; or
Cause serious risk to any
party’s personal
safety.
Information is
highly sensitive.

Examples:
Registration
forms that
link child
protection
and GBV
issues with an
individual
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Data/documents/records
should only be shared at
personal level, for named
and/or highly relevant recipients only, and passed
only to the person designated to receive it, for
clearly defined purposes.
The information should be
kept out of view of unauthorized individuals when
not in use; and transmitted in password protected
emails.
Informed consent from
children (and/or their caregivers) and GBV survivors
should be obtained prior
to sharing individual information. A Manager should
be consulted throughout
this process and ‘the
best interests of the child’
should be the guiding
principle in making the
decision to share the sensitive information.

Restricted to
organisations
on a strict
“need-toknow” basis
only.
Individual
identifying
information
should be kept
anonymous,
which requires
coding of
individual-level
data.

In exceptional circumstances, information
disclosed by children/GBV
survivors can be shared
against their wishes
please refer to chapter 3
of the SOPs for mandatory reporting requirements.
Information can be used
for MRM follow up and
referral of highly sensitive
child protection cases.

Adapted from ACAPS Information Sharing Classification System
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8.1 Coordination Mechanisms
Within Gaza there are a number of coordination systems within both the GBV and
child protection sectors. They can most easily be divided into the UN led cluster
approach and the local Palestinian coordination systems.

COORDINATION

8.1.1 UN led Humanitarian Coordination Mechanisms:
The Humanitarian Country Team (HCT) includes actors involved at the country level
in the provision of humanitarian assistance and protection, and was established
in Palestine in 2008. It comprises representatives of UN agencies undertaking
humanitarian activities, representatives from the international NGO consortia
Association of International Development Agencies (AIDA) and national NGO
networks. The Humanitarian Coordinator chairs the monthly HCT meeting while
OCHA provides the necessary secretariat support.
Thematic coordination groups (such as the Child Protection and GBV Working
Groups) are a key instrument of a humanitarian response. They contribute to the
HCT analysis by providing essential information from needs assessments and
monitoring to supporting the HCTs development of the Humanitarian Response
Plan.
UN led Child Protection Coordination Mechanisms
Within Gaza, child protection humanitarian action is coordinated and facilitated
through 3 working groups linked to the Protection Cluster led by OHCHR. The
working groups are the Child Protection Working Group chaired by UNICEF, the
Mental Health and Psychosocial Working Group co-chaired by UNICEF and WHO,
and the Working Group on Grave Violations against Children Chaired by UNICEF.
Child Protection Working Group (CPWG)
The Child Protection Working Group (CPWG) brings together relevant Government
agencies, NGOs, community-based organisations, United Nations agencies
and other national and international actors who are involved in child protection
in emergencies programmatic response within Palestine. UNICEF has lead
responsibilities for child protection coordination, and therefore leads the CPWG
and convenes monthly meetings.
The core functions of the CPWG are:
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■■
■■

Supporting service delivery;

■■
■■
■■

Planning and strategy development

Informing strategic decision-making of the HC/HCT for the humanitarian
response:
Advocacy
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Working Group on Grave Violations against Children
UNICEF chairs the multi-agency Working Group on Grave Violations against
Children, which reports on violations against children as a result of the ongoing
situation of conflict and military occupation. The Working Group provides a forum
for partners to coordinate documentation of violations against children and to
make the appropriate linkages to clusters and working groups for advocacy and
response, including for example access to legal assistance, protective presence
and psychosocial support. The Working Group prepares regular reports on children
and armed conflict in the State of Palestine and Israel for submission to the Office
of the Special Representative for Children and Armed Conflict in preparation of
the Annual Report of the Secretary-General on Children and Armed Conflict and
quarterly updates to the Security Council Working Group on Children and Armed
Conflict.
Mental Health and Psychosocial Support Working Group
UNICEF co-chairs, together with the WHO, the Mental Health and Psychosocial
(MHPSS) Working Group to:
Ensure regular coordination among agencies working on mental health and
psychosocial support issues within Palestine;
■■
■■

Develop and disseminate technical standards and guidelines;
Ensure that MHPSS issues are integrated into relevant cluster/sector strategies
and plans.

Protection Governorate Coordination Focal Points
The purpose of the Protection Governorate Focal Points is to support the CPWG
initiatives at the field level in particular: undertaking regular situation monitoring
and identifying child protection as well as broader protection and GBV concerns
and vulnerable individuals and linking effected them with services and support as
needed, participating in coordinating needs assessments, and coordinating the
child protection response at the Governorate field level with technical support and
leadership from the Gaza CPWG coordinator.
The role of the protection governorate focal point is to:
■■

Work in close coordination with the Government Emergency Response
Committee focal points in each governorate to undertake needs assessments
and response at the governorate and municipality level;

■■

Establish and maintain systematic linkages with child protection and protection
stakeholders including community child protection committees and other
community groups as appropriate, and the protection teams in each government
collective centre during times of acute emergencies;

■■

Work in partnership and close collaboration with the CPWG coordinator to
ensure that all response activities are coordinated and agreed at the sub-national
– Gaza CPWG level.

Monitoring and reporting the implementation of the cluster strategy and results
and recommending corrective action where necessary
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8.2 Palestinian Child Protection Coordination
Systems
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publications, resources and ad hoc trainings. Issues and problems needing action
from another working group are identified in the minutes. The appropriate working
group takes action and provides follow up information.
8.4 Palestinian GBV Coordination Systems

8.2.1 Palestinian Child Protection Networks
COORDINATION

Since 2006, MoSA has led a multi-sectoral forum referred to as the Child Protection
Networks (CPNs) to respond to the most serious cases of child abuse and neglect.
There are currently 2 CPNs, 1 in Gaza and 1 in Khan Younis, and plans to establish
the networks in each of the Governorates. CPN functions include:
■■

Identifying and addressing bottlenecks in the operationalization of the roles
of key Ministries and organisations with responsibilities for the protection of
children;

■■
■■

Identifying and responding to Governorate specific child protection trends;

■■

Identifying gaps and challenges in service delivery, in particular in relation to the
case management approach;

■■

Liaising and collaborating with other coordination mechanisms such as other
CPNs in Gaza and the West Bank and the CPWG.

Developing and implementing community engagement and awareness raising
strategies;

Members of the CPN include the Ministry of Education, Health, Interior, Justice
and Labour, Community based organizations such as Tamer, Ma’an, SOS, Al
Amal, PCDCR and GCMHP, UN and international organisations such as UNICEF,
UNRWA, Islamic Relief and TDH. This list is not exhaustive.
The CPNs meet a minimum of twice per month in each Governorate.

Within Gaza there are a number of GBV networks that coordinate their activities.
Amal Coalition
In 2009 the Amal Coalition to Combat Violence Against Women was formed to
address and coordinate GBV in Gaza and coordinates closely with the UNFPA led
GBV Working Group.
Wessal Network
The Wessal Network was established in 2008. The Network seeks to ensure the
protection of women and girls within the framework of the United Nations Security
Council Resolution 1325, to fight violence against women more broadly, and enable
women to play an active and influential role in Palestinian society.
Key activities undertaken by the Network include:
■■

Trainings and awareness raising sessions on women’s empowerment and
protection, advocacy, campaigning and community mobilisation within the
framework of UNSC Resolution 1325;

■■

Referring women who are in need of legal intervention and psychological
counselling;

■■

Preparing, publishing and disseminating research on the status of women in
Gaza.

8.3 UN led GBV Coordination Mechanisms
GBV Working Group
In Gaza, the Gender Based Violence Working Group (GBVWG) is the coordinating
body within the UN system, with the objective of strengthening GBV prevention
and response both during emergency and non-emergency periods, with a focus on
vulnerable boys, girls, women and men. The Gaza GBV WG ensures alignment with
the national sector-wide coordination related to GBV. The Gaza and West Bank
GBV WGs hold a joint meeting on a quarterly basis to address common issues
and trends. The GBV WG Working Group regularly reports to the Protection cluster
both at the national level and at the field level.
The GBV WG is chaired by UNFPA. The Gaza Working Group meets once a month.
Extraordinary meetings and ad-hoc task forces are created by the chairs and at
the request of members of the working groups, when this is considered necessary.
Information sharing and capacity building occurs on at least a monthly basis
among and between working groups through dissemination of meeting minutes,
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Introduction to GBV and child protection in emergencies
Gender based violence (GBV) and child protection in emergencies includes
specific activities by actors including national, community-based and humanitarian
staff supporting local capacities. For comprehensive global guidelines regarding
emergency response, please see GBV and CP emergency guidelines below:
■■

Guidelines for Integrating Gender-Based Violence Interventions in Humanitarian
Action

■■

Child Protection Minimum Standards in Humanitarian Contexts

In a state of acute or protracted emergency, the state possesses the main
responsibility for upholding the rights of children and women. In addition, mandated
United Nations agencies can help support the national authorities through providing
protection and humanitarian assistance to affected populations.
Emergencies most likely to impact Gaza include a shortage of supplies that
may result in an escalation, ongoing hostilities between Israel and the occupied
Palestinian territory, conflict within Gaza, bombardment and/or incursion, and
flooding (see Gaza IACP May 2015 for more information).

9.1 Standards to Ensure a Quality GBV and Child
Protection Response

9.1.1 Coordination
Coordination in an acute emergency ensures that GBV and child protection
responses are prioritised, efficient, predictable and effective. Coordination also
ensures that humanitarian responses to an acute emergency avoid a partial
response or duplication of efforts.
During an acute emergency in Gaza, MoSA leads the protection teams within the
Collective Centres and continues to play an essential role in the working groups.
The Emergency Operations Centre (EOC)
■■

The EOC will be established at the UNRWA GTC building to cover inter-agency/
inter-cluster coordination and will be co-led by UNRWA and OCHA;

■■

UNDSS will maintain its location in UNRWA’s compound; however, an alternate
radio room in the UNDP building is also required (based on mobile repeater);

■■

UNSCO compound agencies will relocate to the UNDP building during an
emergency, and utilize the UNDP operations room;

■■

In each EOC, there will be a Humanitarian Information Centre (HIC) to support
the information management and publicize the activities and tasks of the EOC;

■■

The requirements for an EOC are laid out in the EOC Protocols document
including the full procedures, requirements for sites, ToRs and templates.
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and the Government Collective Centre Protection Teams within the government
collective centres.
Governorate Focal Points
During an acute emergency, the Governorate Focal Points role expands to support
activation of protection teams operating inside of government collective centres.
Governorate Focal point contact information can be found in (Appendix 33).
Government Collective Centre Protection Teams
The Protection Team is activated once the Government Collective Centre opens
and there is agreement from the Protection Cluster, CPWG, GBV WG, MoSA and
OCHA. The four core functions of the teams are:
■■
■■
■■
■■

Situation monitoring;
Emergency PSS and immediate actions required to ensure safety and protection;
Referral of individuals;
Dispute resolution and coordination.

For more information on the roles and responsibilities, please reference Government
Collective Centre Protection Teams: Standard Operating Procedures. These SOPs
guide protection team workers established in the collective centres of Gaza Strip.
For guidance following identification of a child protection or GBV case
see section 9.2
Family Centre Role – Community Committees
During the onset of an acute emergency, the Family Centres (FCs) through their
Community Committees provide psychosocial support activities including the
psychological first aid in shelters and hospitals. In addition, FCs play a vital role
in providing access to information regarding the emergency and associated relief
efforts as well as tracing and registration of separated children.

9.1.2 Communication, advocacy and media
During an acute emergency, communication is typically led by the HCT through
coordinating with the relevant clusters.
GBV and child protection actors play a key role in communication, advocacy and
media by to reporting accurate information about the current state and needs of
women and children. The following documents provide additional communication
guidelines:
■■
■■

GBV Media Guidelines
Child Protection Minimum Standards in Humanitarian Contexts

During an acute emergency, the GBV WG and CPWG coordinate closely with two
main operational bodies: the Governorate Focal Points outside of collective centres
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Child protection messaging can include:
■■

■■

Awareness raising on risks and the different effects they have on children of
different ages, genders, disabilities, etc. For example, during the 2014 escalation,
messaging about prevention of family separation occurred through SMS and
radio;
The role that children, caregivers, community and relevant stakeholders can play
in reducing and responding to risks (i.e. dangers and injuries in collective sites).

GBV messaging can include:
■■
■■
■■

Awareness raising of risks and the different effects they may have on women
and girls of different ages, disabilities, etc.;
Identified safe areas for women to change or use WASH facilities;
The role that the community can play in preventing GBV.

In an acute emergency, efforts should be made to field-test messages prior to
dissemination. This can be achieved by talking through the proposed messages
with one female child, one male child, one female adolescent, one male adolescent,
a female and a male adult. Further guidance can be found at (Appendix 31).

9.1.3 Information management (IM)
CPWG organisations report the numbers of affected children reached with
emergency response activities on a regular basis into a matrix (W matrix). Based
on this data, the CPWG produces monthly reports that provide an overview of the
child protection response trends and helps identify gaps and duplications.
Emergency Operations Centre – dissemination of information in an
emergency
■■
■■

The Humanitarian Information Centre HIC in each EOC will coordinate all available
resources including the Assessment Information Management Working Group
(AIM WG), Emergency Telecommunications Cluster (ETC) and OCHA units;
OCHA will use the Humanitarian Response Portal to facilitate data sharing/
exchange.

Data Protection for Individual Case Management
■■

During an emergency, maintain files and ensure that there is a back-up system
in place. In collective centres, paper files may be the only system available.
Maintain information management protocols including ensuring that information
is in a lockable filing cabinet;

■■

Keep in mind the “need-to-know” principle as well as confidentiality and informed
consent;

■■

Mandatory reporting requirements need to be kept in mind even during a conflict.
Although local authorities may be overwhelmed, cases should be documented
for further follow up.

Child Protection Rapid Assessment (CPRA)
The global Child Protection Working Group has established a tool kit that can be
adapted for emergencies as they occur. The purpose of the CPRA is as follows:
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■■

To identify emergency issues (threats to survival) for immediate follow up and
action by agencies;

■■
■■
■■

To collect information to inform protective programme development;
To understand the general situation of children;
To identify the presence of key vulnerable groups of children.

Please note that in 2014, the Gaza CPWG conducted a CPRA, which can serve as
a reference document.
GBV Safety Audits
The Global GBV Cluster adopted a safety audit tool that can be adapted for
emergencies. This tool identifies and assesses key areas of concern for women
and girls, which can be used for advocacy or programming purposes. Additionally,
GBV assessment guidelines for assessments have been established.

9.1.4 GBV and Child Protection Monitoring
Monitoring refers to the ongoing collection of objective and timely information that
indicates levels or patterns of violence, exploitation, abuse and neglect to inform
prevention and response activities.
There are two main types of monitoring that will occur during an acute emergency:
■■

Response Monitoring consists of documenting the number of affected

■■

Situation Monitoring consists of observing, collecting information and

persons reached (and recorded in the W matrix) and the quality of services
provided;
reporting on issues that are relevant to protection – using specific indicators.

Monitoring in Government Collective Centres
(For more information see Government Collective Centre Protection Teams: Standard
Operating Procedures)
Collective centres conduct situation monitoring and report real time information
on risks, threats and changes that could or will impact the safety and well-being of
women and children, to inform accurate and responsive emergency programming.
Monitoring must be combined with response and referrals in order to take
immediate action to respond to a risk to a survivor’s or child’s life/wellbeing. The
protection team leader produces a report on protection trends which is shared with
the Governorate Focal Points.
Monitoring outside Government Collective Centres
Situation monitoring outside the government collective centres is conducted by
Governorate Focal Points and fed to the relevant coordination bodies.
If there is no Internet, then a verbal update is provided by phone. This is then taken
to the GBV WG and CPWG. The respective coordinator will call for a coordination
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meeting weekly to provide a situation and response update, and discuss and agree
on the response required to address the GBV or child protection concerns arising
from the unfolding situation.

9.2 Standards to address child protection and GBV
needs during acute emergencies

1. If approached by a child who is distressed, very
vulnerable, or in need of care and protection
identify yourself and your role.
2. Find a quiet, private and safe place to talk, and
respect the confidentiality and wishes of the
child
3. Provide reassurance and comfort the child.
Check if there is a caregiver nearby

During an acute emergency, referrals are differentiated from whether they are being
made within or outside of a collective centre. Cases should be referred to:

5. Explain ways in which you can be of help – including consulting with your team leader and
explain options available.

Protection Teams in collective centres utilize the inter-cluster referral form

■■

Governorate Focal Points outside the collective centre utilize the CP and

■■

Cluster and sector responders refer utilizing the inter-cluster referral

■■

MoSA utilize the CP and GBV referral forms

if referring an issue not related to protection to other clusters and utilize the CP
and GBV referral forms when making a referral related to protection
GBV referral forms
form to the Governorate Focal Points

9.2.1 Case management
Detailed case management procedures can be found in section 3.3, however
during an acute emergency it is unlikely that a comprehensive assessment will
be conducted. Initial assessments and case plans should be prioritised. The key
priority is to identify life-threatening, unmet needs therefore the cases most likely to
be prioritised are Level 1 cases, including unaccompanied minors. Severe injuries
and psychosocial distress that are not coupled with life threatening needs will be
addressed post-acute emergency.
Cases can be identified through:
Registration system at government collective centres;
■■
■■
■■
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Guidance in Responding to Child Protection cases:

The following section focuses on how to respond to critical issues within child
protection and GBV in the state of an acute emergency. Overall guidance is to
prioritise life saving interventions and utilize a waitlist for follow up and case
management following the acute emergency phase.

■■
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4. Identify needs and concerns without pressing for
details

Referrals for urgent child protection concerns where the
child is harmed or at imminent
risk should be made to MOSA
for immediate action and case
management.
Referrals for less urgent child
protection concerns where
the child is vulnerable and has
multiple needs requiring a range
of stakeholders should be made
to Family Centres for case
management.
See referral pathways

6. Explore, if appropriate, whether internal support
is available to provide psychosocial first aid
(PFA).
7. If appropriate and needed connect the child with
community supports available inside the collective centre to ensure a safe, caring environment
whilst respecting confidentiality and wishes of
the child
8. If external service is requested or deemed necessary, and the child agrees to a referral, consult
the referral pathways and make the referral in
consultation with the team leader

NOTE: At times where a child is harmed or at imminent risk of harm it is necessary to take action, and
consult and refer to specialist services without the
child’s consent. This must be undertaken in consultation with the team leader, and the “do no harm”
and “best interests of the child” principles must be
duly applied. A safety plan will need to be developed
and explain the limits of confidentiality first ensure
the person with need is informed on the option so
they can decide if they wish to seek the assistance.

Situation monitoring activities;
Spontaneous contact;
Wait lists.
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Reporting a Perpetrator

Guidance in responding to GBV cases:
If approached directly by a survivor identify yourself and your
role.

Referrals can be
made to:

Find a quiet, private and safe place to talk, and respect the confidentiality and wishes of the survivor

Ministry of Social
Affairs Women Safe
House in Gaza City
for female survivors of
sexual and domestic
violence:

Clearly explain that you are not a GBV specialist, and offer to link
the survivor with the GBV Focal Point to coordinate specialized
referrals, these can include PSS and medical attention; consult
referral pathways, and fill out the referral form (Annex 4)
Provide information on the available services and support to survivors of GBV
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See referral pathways

Do not probe into any incident details
If the perpetrator of violence is present in the shelter, it may be
necessary to relocate the survivor to another collective centre or
safe place. This should be undertaken in a confidential manner
and in full consultation and agreement with the survivor

Local committees (established inside the collective centres) consisting of community
elders and Mukhtars respond to complaints within the collective centres. Local
committees should be engaged after proper consideration of the child/survivor’s
right to confidentiality and the principle of do no harm. All cases of GBV and child
protection should first be referred to MoSA within the collective centres prior to
going to the local committees.
Depending on the form of abuse within the collective centre, the local committee will
meet with the perpetrator to mitigate risks and the perpetrator may be requested to
leave or move to an alternative collective centre. Both within the collective centre
and outside, perpetrators can be reported to the police.
Guidance for case managers during an emergency:
■■

There are two main factors in deciding which cases to prioritise: urgency, and the
ease to take action. Cases are urgent when the protection risks pose a serious
threat to life and health;

■■

If there is deterioration in the security situation, case managers may need to
turn to alternative methods of checking on cases. Creative solutions such as
identifying protective focal points (i.e. PCDCR volunteers) within the affected
area to check up on cases, conducting case management over the phone
(respecting confidentiality) or email may be explored;

■■

Prioritise the most urgent cases (utilizing the Child Protection Matrix in (Appendix
16) for immediate follow-up, including documenting those that need to be put on
a waitlist (Appendix 32) either for case management or referral when services
become available.

Time frames:
Response times are based on urgency of needs and the capacity of the case
management actors. Case management actors should inform the notifier if the case
has been accepted within 2 hours for level 1 and 4 hours for level 2 cases, where
feasible. International minimum standards recommend that Case Managers assess
whether the child’s or survivor’s situation is likely to severely deteriorate within the
next 12 hours, 24 hours or 72 hours and respond as needed.
Life saving health services for survivors need to be prioritised regardless of when
the incident occurs. There are specific timeframes that health procedures must be
prioritised in the event of an emergency.
Referral for case management
Only a few organisations are operational in the midst of an emergency, others
will become active during ceasefires (Appendix 35). MoSA case managers remain
operational during acute emergencies to respond to level 1 cases. In the absence
of essential protection services the protection teams based in the collective centres
will attend to protection needs using the resources available within the centres.
Refer to the guidance in the Government Collective Centre Protection Teams:
Standard Operating Procedures for protection cases.
Outside of collective centres, cases can be reported to Governorate Focal Points
and responded to following the acute emergency. Waitlists (Appendix 32) that record
the child or survivors contact information and needed services should be utilized
for follow up once services become operational.

9.2.1.1 Dangers and Injuries
Children who have been injured during an emergency are less likely to receive
age-appropriate assistance in health centres that may be overwhelmed during
an emergency period. In Gaza, risks include being exposed to explosive
remnants of war (for example, landmines, cluster munitions, mortars, shells,
grenades, cartridges, ammunition, etc.), and collapsed infrastructure.
During acute emergencies actors should coordinate to:
■■

Utilize the information from assessments and child protection monitoring to
develop targeted age, gender, and risk-specific risk education messages;

■■

Utilize community activists and focal points in collective centres, mosques,
schools, etc. to share information;

■■

Ensure that collective centres are established and managed in a manner that
reflects the unique risks of children such as creating a safe place to play,
establish a system in which child-friendly safety messages can be circulated;

■■

Broadcast radio messages and send out text messages on ERW awareness, risk
reduction and prevention.

Additionally regardless of location, all Jawwal phones will receive the contact
information for Sawa hotline in which emergency psychosocial support can be
provided.
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Actions following referral to case managers of a child injured by an
ERW:
■■

Prioritise life-saving assistance, ensuring vulnerable children are able to access
medical services;

■■

Ensure that children and caregivers are not separated in transit to hospital or
when admitted to hospital (for more information on available health services see
Health section below);

■■

Document the incident regarding ERW with consent of the child/caregiver and
report to relevant authorities (including family centres who report to UNMAS);

■■

Gather all relevant documentation for cases who need to be waitlisted (Appendix
32).

9.2.1.2 Physical violence and other harmful practices
Patterns of violence are heightened in humanitarian settings for both women and
children. Families and other sources of protection are often put under immense
strain, which may weaken the protective environment in the family or community.
During acute emergencies actors should coordinate to:
■■

Raise awareness in communities of the symptoms of psychosocial distress, and
strategies to deal with these in a non-violent way;

■■

Involve children, survivors and community members with influence in creating
and delivering awareness raising messages about physical violence and harmful
practices; include information about risks, consequences and support services
utilizing the GBV and Child Protection Referral Pathways (Appendix 14);

■■

Identify and refer women and children who may be affected by physical violence
and harmful practices and utilize functioning referral mechanisms;

■■

Establish systems to monitor the situation of survivors, girls and boys who may
be at risk of violence – including neglect (i.e. children in residential care, children
with disabilities; separated children; female headed households, families with
more than wife, etc.).

Actions following referral of physical violence to case managers:
■■

During an acute emergency, severe physical abuse, and life threatening cases
will be prioritised;

■■
■■

Immediately determine if the case needs urgent medical care;
Determine if the risk can be immediately mitigated through moving the child
or survivor to other places with family members or in collective centres (while
coordinating with management);

■■

Consider what steps will be necessary in order to minimize any potential
additional harm to the survivor or child;

■■

Consider reporting the perpetrator.

9.2.1.3 Sexual Violence
Women and children are especially at risk of sexual violence during an emergency
because of the breakdown of rule of law, the lack of information provided to them,
their restricted power in decision-making and their varying levels of dependence
and exposure. All humanitarian actors in Gaza should assume that sexual violence
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is taking place (against men, women, boys and girls), and that it is a serious and
life-threatening protection issue, regardless of the presence of concrete evidence,
and establish response mechanisms. During acute emergencies actors should
coordinate to:
■■

Consider the importance of receiving medical attention as soon as possible after
an incident of sexual violence is explained to the survivor;

■■
■■

Disseminate key sexual violence prevention messages;

■■

Consider reporting the perpetrator.

Distribution of solar chargeable radios with torch and telephone charger to
women in shelters;

Actions following referral of sexual violence to case managers:
■■
■■
■■

Determine if the survivor needs urgent medical care;

■■

Consider what steps will be necessary in order to minimize any potential
additional harm to the child or women (i.e. safety plan);

■■

Add the child to the waitlist for further follow up (Appendix 32);

Assess for life-threatening risks (i.e. honour killings);
Determine if the risk can be immediately mitigated through potentially moving
the child or survivor to other places with family members;

Sharing any information about a child protection or GBV incident can have serious
and potentially life threatening consequences for the survivor and those helping
her/him. Great care is therefore needed in managing information.

9.2.1.4 Psychosocial distress and mental disorders
Emergencies erode normal protective support systems, increases the risks of
diverse problems and tends to amplify pre-existing problems of social injustice
and inequality.
■■
■■
■■
■■

Assuring families that psychosocial distress is common in conflict times;
Provide immediate first aid psychosocial support;
Waitlist cases for further support following the acute emergency;
Provide support to caregivers through awareness raising to assist them in
improving their care of their children, to deal with their own distress and to link
them to basic services.

For a list of available mental health services during an acute emergency, see
(Appendix 33).

9.2.1.5 Youth: risk and protection
During acute emergencies actors should:
■■

Advocate with national authorities for the protection of children affected by the
conflict, in particular during escalation of hostilities;

■■

Refer children who have been injured, or impacted by armed conflict to case
management to link them with the support services that they require;
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■■

Support social initiatives that nurture the protection of children and the fulfilment
of their rights;

■■

Conduct sensitization/awareness raising activities targeting youth, parents/
caregivers and other community members on children’s rights (enshrined in
national and international laws), including the risk to, and impact on children in
being involved in all types of armed violence;

■■

Provide safe options for children to express their views, frustrations, hopes and
ambitions, including through story writing, expressive art and other creative
options.

9.2.1.6 Unaccompanied and separated children
Children separated from their parents and families are at increased risk of violence,
abuse, exploitation and neglect in an emergency. In the event of an acute emergency
in Gaza, the goal is to prevent and respond to family separation and ensure that
unaccompanied and separated children are cared for and protected according to
their specific needs and their best interest.
■■
■■

Focus on unaccompanied children, separated will be waitlisted;

■■

In the event that an unaccompanied child is in a hospital, contact MoSA prior to
discharging the child;

■■

Key messages can be widely disseminated through mass media, urging
caregivers to continue to care for children who have lost their families–as well as
informing Protection Teams or Governorate Focal Points who can then in turn
refer to MoSA;

■■

Provision of support to interim caregivers by child protection agencies should
be carried out in a way that it does not create incentives for other children to
register as separated;

■■

Refer all identified UASC to relevant focal points to ensure that children are
assessed by MoSA;

■■

Determine if unaccompanied or separated children (for example child headed
households) are able to access assistance;

■■

Rapidly set up places and systems where unaccompanied children and parents
of missing children can register, receive information and access support.

Utilize the Government Collective Centre Protection Team SOPs to identify
unaccompanied children through the registration process;

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

Guidance in responding to UASC:
1. Identify yourself and your role.

Contact:

2. Find out the child’s immediate needs or
concerns.

•

MoSA

•

SOS Village (emergency
shelter). This referral can only
be made in conjuction with a
referral to MOSA

3. Verify if relatives or extended family may be
present or arriving to the collective centre.
4. Find out from relevant IDP committee if appropriate caregiver is available or will be arriving
to the collective centre.
5. If child is without any appropriate caregiver,
contact MoSA.
6. Consult the child and close relatives or
community networks. You may need to,
with technical support from the Team
Leader, Governorate Focal Point and CPWG
Coordinator find a temporary solution within the Collective Centre until a cease fire is
established at which point a referral to MOSA
using the CP and GBV referral and case management guidelines is possible.

If partners are inactive keep a record of actions taken and contacts
in the wait list to MOSA for case
management
See referral pathways

NOTE: Avoid moving the child to a secondary
location – unless it is to reunite with family
Actions following referral of UASC to case managers:
■■

In determining if a child may need alternative care, MoSA will explore all possible
alternatives (kinship care or care from a social support network) prior to determine
if institutional care is needed.

Criteria for shelters for children in emergencies:
Al Amal

SOS

• Dependent on security situation, stays open

• Stays open for children in

during an emergency and continues to provide
services to children already in the centre;

• - Will accept children during an emergency if

the centre;

• Does not receive any additional children.

referred by MoSA.

9.2.2 Shelter for GBV survivors
To provide safe and dignified shelter to survivors of GBV the following should be
prioritised:
■■
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In the event of an acute emergency, Beit Al Amman shelter advocates for
clearance to keep survivors within the shelter. During previous escalations Beit
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Al Amman and Al Rabeaa shelters closed;

■■

It is encouraged that contingency plans be made when survivors enter shelters.
During an acute emergency, if there is no available shelter, as a last resort option
MoSA provides an alternate location;

■■
■■

Ensure that survivors have access to dignity kits and other distributions;
Ensure survivors know where/how to access psychosocial support and mental
health services.

9.2.3 Justice & legal aid
During an acute emergency both the formal and informal justice systems have
extremely limited capacity to respond to GBV and child protection cases.
In previous emergencies, prisons and police stations were evacuated. Those
in prisons are responded to on a case-by-case basis to determine alternative
locations. During acute emergencies actors should:
■■

Refer to the GBV and Child Protection Referral Pathways ((Appendix 5),
(Appendix 14)) for available services;

■■

Raise awareness of available services.

hygiene promotion, psychosocial distress, etc.), health services and CFSs

■■

in other humanitarian sectors

The following provides key points to ensure that GBV and child protection are
mainstreamed during an emergency, for more information and guidelines to sectors
please see the Child Protection Minimum Standards in Humanitarian Contexts and
the Minimum Standards for Prevention and Response to Gender-Based Violence
in Emergencies. Note the coordination of mainstreaming activities is typically the
responsibility of the GBV and child protection working groups.

Sector

Key Points

Education

■■ Coordinate with education actors to have shared child protection messaging;
■■ For guidance on the provision of education in emergencies
please refer to the INEE Minimum Standards: Preparedness,
Response, and Recovery.

Health

Staff should have a minimum requirement of a Psychological First Aid training
and training on referral pathways;

■■

Assess safety elements (fences, first aid, number and location of toilets, etc.)
and respond to these as relevant;

■■

Ensure properly maintained WASH facilities, and water for drinking as well as for
hygiene purposes.

Child protection safe spaces in emergencies may:
■■
■■

Be located at registration points;
Be limited to the provision of a safe area for children to gather, play and have
group activities;

GBV safe spaces in emergencies may:
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■■

Provide a place where women can learn how to access resources, support,
basic services, social networks and referrals to additional services;

■■

Be used for a variety of activities including non-food item distribution, activities
and information sessions on topics pertaining to the acute emergency (ex.

■■ Follow emergency evacuation of children SOPs once
completed.
■■ Do not medically evacuate children without caregivers;
■■ Discharge unaccompanied children to MoSA case managers;
■■ Provide reproductive health care to women and girls;

Standards for Child protection & GBV safe spaces:
■■

Provide ongoing monitoring with confidential feedback mechanisms;

9.4 Standards to mainstream child protection & GBV

9.3 Standards to develop adequate safe spaces
The purpose of safe spaces is to create nurturing environments, to promote
resilience, provide psychosocial support and identify and refer vulnerable people.
In Gaza during emergencies safe spaces are usually in the form of mobile or
outreach activities that are provided in the buildings of other social service providers
(including CBOs mosques and collective centres).
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■■ Promote and coordinate on the distribution of hygiene kits.

WASH

■■ Encourage caregivers to dispose of children’s faeces in an
appropriate manner;
■■ Coordinate with key actors to ensure well lit latrines, separate
toilets and bathing facilities, using pictograms for identification
and separation, ensuring facilities have inside locks.

Shelter

■■ Prevent overcrowding by coordinating with other available
centres;
■■ Encourage families to stay together;
■■ Ensure ample bedding and blankets to allow boys and girls to
sleep separately;
■■ Ensure confidential complaints mechanism is established.
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Distributions

■■ Ensure distribution is available for female headed households
and child headed households;
■■ Where possible, have protection staff available at distribution
sites;
■■ In the cases of polygamy, register adult women in all households (except single male-headed households) as main recipients of help, so second wives and their children are not
excluded;
■■ Accessible and confidential reporting mechanism for violations
and abuses in distributions;
■■ Advocate for dignity kits to be delivered to the most vulnerable (for more information see UNFPA dignity kit programming
guidelines).

146

147

C

HAPTER 10

INFORMATION
DISSEMINATION

INFORMATION
DISSEMINATION

CHAPTER 10

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

This SOP is only useful if the community can access services and benefit from the
agreed upon procedures and practices within it. Implementation of this SOP must
include informing community members about:
■■
■■
■■

Where they can go for help;
What services are available, and how to access them;
What to expect – including roles and responsibilities and any limitations of actors.

Additionally, service providers must be well informed about the content of these
SOPs. Organisations that are signatories to these SOPs must ensure that their
employees have the training necessary to undertake their tasks as described in
this SOP. Further, other actors must be informed of what they can expect from the
child protection and GBV sector (as documented in these SOPs) as well as what is
expected of them.
Parties to this SOP must plan an information dissemination campaign. However,
the information dissemination cannot be conceived of as a one-time activity that
is undertaken after the initial completion of the SOPs but rather as a process that
needs to be undertaken on a periodic basis
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APPENDIXES

APPENDIX 2: SAMPLE SEXUAL EXPLOITATION
AND ABUSE CODE OF CONDUCT

APPENDIX 3: CHILD PROTECTION SAFETY
PLAN

Sample Sexual Exploitation and Abuse code of conduct

Safety Plan for Children 6 & up

All actors involved in prevention and response to GBV and child protection
should understand and sign a code of conduct or a similar document, setting out
professional standards of conduct. Humanitarian agencies have a duty of care to
beneficiaries and responsibility to ensure that the beneficiaries are treated with
dignity and respect, and that certain minimum standards of behaviour are observed.

Name of child: …………………………………………………......................................
............

In order to prevent sexual exploitation and abuse, the following core principles
must be incorporated into humanitarian agency codes of conduct:

Please discuss the below with the child and apply where relevant and appropriate.

■■

Sexual exploitation and abuse by humanitarian workers constitutes acts of gross
misconduct and are therefore grounds for termination of employment;

■■

Sexual activity with children [persons under the age of 18] outside of marriage is
prohibited regardless of the age of majority or age of consent locally. Mistaken
belief in the age of the child is not a defense;

■■
■■
■■
■■

Exchange of money, employment, goods, or services for sex, including sexual
favor or other forms of humiliating, degrading, or exploitative behaviour id
prohibited. This includes exchange of assistance that is due to beneficiaries;
Sexual relationships between humanitarian workers and beneficiaries are
strongly discouraged since they are based on inherent power dynamics. Such
relationships undermine the credibility and integrity of humanitarian aid work;
Where a humanitarian develops concerns or suspicions regarding sexual abuse
or exploitation by a fellow worker, whether in the same agency or not,s/he must
report such concern via established agency reporting mechanisms;
Humanitarian workers are obliged to create and maintain an environment which
prevents sexual exploitation and abuse and promotes the implementation of
their code of conduct. Managers at all levels have particular responsibility to
support and develop systems which maintains this environment.

To ensure the maximum effectiveness of the Code of Conduct, it should be posted
in clear view in public areas of each actors office/centres, introduced and explained,
signed by all staff and kept in employee files.

Case code: ……………………………………………….
.............................

Date

of

meeting:

Please not that children are not responsible for their own safety this is the
reasonability of their primary caregivers. The purpose of this plan is only to support
and encourage their resilience.
Before writing the safety plan with the child, explain to him/her:
My rights are:
■■
■■
■■
■■
■■
■■
■■
■■
■■

To feel safe and healthy.
To have food and water.
To education.
To play.
To feel confident and have self-esteem.
To talk about anything with someone I trust, no matter how bad or how small.
To talk to someone about touching that makes me feel uncomfortable.
To know that it is not my fault that adults are fighting.
To not try and stop a fight.

Feeling safe means:
■■
■■
■■
■■
■■
■■
■■

I know that someone will take care of me.
I know what is expected of me.
I have an idea about what will probably happen next.
I am not worried that I or someone else will get hurt.
I feel in control of my body.
I don’t feel scared.
I feel ok.

I need to:
■■
■■
■■
■■
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Be kind to myself.
Avoid being in the middle of any adults’ fights.sk for help when needed.
Avoid strangers and people with odd behaviour.
Stay in a safe place.
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■■
■■
■■

Tell a trusted person if someone tries to touch me and it makes me uncomfortable.
Remember I am not responsible for my parent’s safety, but I may be able to get
help.

Safe or peaceful places in my home are:

■■
■■

Practice what I would say to the police.

_______________________________________________________

Remember that abuse is wrong, even if it is from someone I love.

Make and follow my own safety plan.

_______________________________________________________

Signs of feeling safe or unsafe
Sometimes our bodies give us signs when we do not feel safe. Some
examples are your heart beating fast, like you have been running, or some
parts of our body, may feel weak, or shiver. We may also feel sick, cold or
hungry.

APPENDIXES

more than one way out, a safe place does not have things that can be used as
weapons]

_______________________________________________________
Safe or peaceful places near my home are:
_______________________________________________________

Think about what my signs are when I feel safe. What are the signs when I don’t feel
safe? How do I react physically and emotionally to feeling both safe and unsafe?

_______________________________________________________

Safe___________________________________________________________________

_______________________________________________________

Unsafe________________________________________________________________

How will I get out of the house if there is danger?

Are there situations in which I can expect to feel unsafe? [Are there certain times or
places where I especially don’t feel safe or cared for?]

_______________________________________________________

_______________________________________________________

_______________________________________________________
_______________________________________________________

_______________________________________________________

How will I get to my safe/peaceful place if it is not in my house?

_______________________________________________________

_______________________________________________________

When I don’t feel safe, taken care of or when I need emotional support, I will:
Make a list of people in the community I can comfortably talk to [family, friends,
neighbors, teacher, school counsellor, Mukhtar, etc.] and go to for help

_______________________________________________________
_______________________________________________________
Who will be in my safe/peaceful place?

#

Name

Relationship

Phone no

How can they help
me?

_______________________________________________________
_______________________________________________________

1-

_______________________________________________________

2-

■■

34-

Agree on a code or key word with the other parent to use it when the danger is
here. [If both parents are involved in violence or not with me, I can give the key
word or code to a trusted person].

The Key word [code] is : ___________________________
The trusted person who knows it is: ___________________________
■■
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Decide where to go when I don’t feel safe at home? [remember a safe place has

■■

Call Police when I am afraid of getting hurt.
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The police phone number is: ______________________________________________
When I call police, I will:
■■
■■
■■
■■

Describe what is happening___________________________
Tell my address. My address is ________________________
Tell my phone number. My phone number is _____________
Stay on the phone to answer questions.__________________

APPENDIXES

I have practiced what I will say to the police________________________________
Remember: It may not be safe for you to stay on the phone. If it is not safe tell the
person that and then put the phone down, DON’T HANG UP. If you hang up, the
police may call you back.
■■

Will any brothers or sisters/other children be responsible for helping me if there
is danger? How?

————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
—————————————————————
■■

Child Protection Safety Plan outlining the adult’s responsibility to keep children safe.
Form no. [ ]
Case Code

Child’s Name

Case manager

Date of safety plan

……………

…………………

………………………

…………………………

Am I responsible for helping any brothers or sisters/other children? How?

————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
————————————————————————————————————
—————————————————————
■■

APPENDIX 4: CHILD PROTECTION SAFETY
PLAN 2 (IMPLEMENTING WITH ADULTS)

If I have to leave home quickly, here are the things I want to take with me [think
about medicine, important phone numbers, things that make me feel safe]:

-___________________________________________________
-___________________________________________________
-___________________________________________________

Select the level of Risk :
Level risk 1 ( )

Intervention planned within the first 24 hours

Level risk 2 ( )

Intervention planned within the first 3 days

Level risk 3 ( )

Intervention planned within the first 7 days

Immediate
Harm Indicator 1:

what will be
done address the
harm indicator

By
whom

How
often \
when

Order of
priority for
activities
to address
this harm
indicator

How will the case
manager and service
provider coordinate
to ensure that the
agreed action occurs

Describe
the primary
indicator that
places the
child at imminent risk within the planned
period of
intervention
(based on the
risk level)

-___________________________________________________
■■

160

Shout HELP/ POLICE, as loud as I can.
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Immediate Harm Indicator 2:

what
will be
done to
address
the harm
indicator

By
whom

How
often \
when

Order of
priority for
activities
to address
this harm
indicator

APPENDIXES

Immediate Harm Indicator 2:

How will the
case manager
and service
provider coordinate to
ensure that the
agreed action
occurs

Describe the second
indicator that places
the child at imminent
risk within the planned
period of intervention
[based on the risk
level]

Immediate
Harm Indicator 4:

what will
be done
to address
the harm
indicator

By
whom

How
often \
when

Describe the
fourth indicator that places the child
at imminent
risk within
the planned
period of
intervention
[based on
the risk level]

Order of
priority for
activities to
address this
harm indicator

How will the case
manager and service provider coordinate to ensure
that the agreed
action occurs

Signature of Participants:
The undersigned participants agree to carry out the tasks assigned to them within
this safety plan within the specified time frame.

Immediate Harm Indicator 3:

Name

Immediate Harm
Indicator 3:

what
will be
done to
address
the harm
indicator

By
whom

How
often \
when

Order of
priority for
activities
to address
this harm
indicator

Relationship to child

Signature

How will the case
manager and service provider coordinate to ensure
that the agreed
action occurs

Describe the third
indicator that
places the child
at imminent risk
within the planned
period of intervention [based on the
risk level]

Immediate Harm Indicator 4:
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Centre for
Women`s Legal Research
& counselling
[CWLRC]

Name

Details

Legal counselling, representation and follow
up for cases of sexual
abuse, rape, incest,
and inheritance

Gaza

Multi-sectoral services
including psychological,
social, legal and health
services.

Location

Gaza and
North area

Union of Health
Work Committee
[UHWC]

Multi-sectoral services
including psychological,
social, legal and health
services.

Rola Jouda

Fryal Thabt

Exempted for women involved in sex
work

Girls over 15 years
old

Eligibility criteria

Women
and girls

Women
and girls

Focal point

Zainab El
Gonamoi

Focal point

cwlrc-pal@
hotmail.com

Email address

rola.jouda@yahoo.com

Firyal_whc@hotmail.
com

Email address

0599600035

Phone

0597381919

0599885015

Phone

Supervisor’s comments

Legal sector

Middle
and South
area

Eligibility
criteria

Date:

Culture Free
Thought
Association
[CFTA]

Details

Supervisor’s signature:

Location

Approved by supervisor Y/N

Name

Case Management

APPENDIX 5: GBV REFERRAL PATHWAYS
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Culture Free
Thought Association [CFTA]

Aisha Association
for Women and
Children Protection

Name

Psychosocial

Mental health services,
overnight observation

Gaza City

South and
Middle

Psychosocial supportservices including
individual and group
counseling

Gaza City

Psychosocial supportservices including
individual and group
counselling

Specialize in cases
related to suicidal ideation and GBV

Details

Location

Psychotherapy

Psychotherapy

Details

Legal counselling and
representation relating
to family status law
[custody and divorce]

Legal counselling and
representation relating
to family status law

Financial rights

Legal counselling and
representation relating
to family status law
[including custody, divorce, separation, etc.]

Gaza City

Location

Middle area
– Buraj

[18 legal clinics, see table
below]

5
Governorates

Ministry Of Health
[Psychiatric and
community rehabilitation hospitals]

Gaza Community
Mental Health Programm [GCMHP]

Name

Mental Health

Culture Free
Thought Association [CFTA]

OWN Network

Palestinian
Centre for Democracy and
Conflict Resolution [PCDCR]

Gaza

Women and
girls

Women,
girls and
boys

Eligibility
criteria

Men, women,
boys and girls

Men, women,
boys and girls

Eligibility criteria

Women

Mohamed
abu
Shawish

Tayser
Daiab

Fryal
Thabt

Reem
Franah

Firyal_whc@
hotmail.com

eyadgaza@
yahoo.com

Firyal_whc@hotmail.com

Reemf_1974@
hotmail.com

Email address

abushawish24@
gmail.com

taysir@gcmhp.
ne

Email address

Fryal Thabt

Alaa Farra

Iyad Abu
Hijir

Focal
point

Focal
point

- Girls under the
age of 18 who are
unable to access
their rights

- Women living in
remote areas

- Women facing
discrimination within the family

- Unemployed and
low-income women

Focusing on:

Women and girls

Women

Men, women

APPENDIXES

0599885015

0599305585

Phone

0599 772754

O599111111

2865949

Phone

0599885015

0599990606

599 413 0599

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

APPENDIX

167

168

Ministry of Health
[MoH]

Women’s Health
Centre [CFTA]

Women’s Health
Centre [RCS- Jabalia]

Name

Health sector

Union of Health
Work Committee
[UHWC]

Gaza
– Shifa
hospital

Middle
area–Buraj

Maternal health [pre-conception, antenatal care,
postnatal care]

North area–
Jabilya

Rape, incest, cases requiring a forensic report

Specifically for cases of
rape, incest, and those requiring a forensic report

Labouratory and pharmacy

Gynaecological services
including family planning,
ultrasounds breast cancer
examinations [mammography referrals], services
for sexually transmitted
diseases, [counselling and
methods], and services for
menopause

Maternal health [pre-conception, antenatal care,
postnatal care]

Labouratory and pharmacy

Gynaecological services
including family planning,
ultrasounds breast cancer
examinations [mammography referrals], services
for sexually transmitted
diseases, [counselling and
methods], and services for
menopause

Details

Psychsocial supportservices including
individual and group
counselling

Location

North

Sawsan
Hamad

Fryal
Thabt

sawsanhammad@
gmail.com

0599341520

0599885015

0599334540

Phone

0597381919

Firyal_whc@hotmail.
com

mariamshaqura@
yahoo.com

Email address

rola.jouda@yahoo.
com

Mariam
Shaqora

Focal
point

Rola
Jouda

Men, women, boys and
girls

Women and
girls

Women and
girls

Eligibility
criteria

Women and
girls
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Location

Gaza city

Gaza city

Name

Hayat Centre for
Multi-purposes
[CWLRC]

Amman Shelter

Shelter and security

Union of Health
Work Committee
[UHWC]

Jabilya and
Gaza

Shelter and
overnight
facilities

Do not provide
overnight shelter

Legal counselling, psychosocial and recreational activities

Details

Men, women, boys and
girls

For cases of sexual
abuse, only accept girls
between the ages of 13
and 18.

- rejected by family or
husband

- referred by women
police department

- without a caregiver

- with threats of honour
killing/killing

Women and girls:

Do not accept people
with disabilities or sex
workers.

H.skeik@
hotmail.com

Hayat-pal@
hotmail.com

Tahini
Qassam

Hanadi
Skaik

cwlrc-pal@
hotmail.com

Email address

rola.jouda@yahoo.
com

Zainab
Gonami

Focal
point

Rola
Jouda

Women and girls above
the age of 15

Eligibility criteria

-Households who suffer
from extreme poverty [inability to provide the necessary minimum requirements
in terms of food, clothing,
health care and housing
costs]

- Families with 2 or more
university students

- Families with 6 or more
members

- Families with all members
unemployed

- Families with members
who have a disability

-Female-headed
households

Services not free of charge,
however provide 30%–
100% on a case-by-case
basis to:

Medical treatment

APPENDIXES

0599811196

0599306798

O599600035

Phone

0597381919
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OWN Network

Organizations Hosting
Legal Clinic

Location

Phone Number

Palestinian Bar Association
[PBA]

Gaza- Katiba area

0599415233

General Palestinian
Women Union [CPWU]

Gaza, Lababidi street

Alazhar University

Gaza, Moghraqa area

0599990606
0599489810

08-2824020

Gaza- Katiba

[8]2860700 ext.2223
0595807307

University of Palestine
[UoP]
University College of
Applied Sciences [UCAS]

Gaza- Rimal

0599602130

Palestinian Commission
for Refugees [PCR]

Gaza- Nasser

South Women Media
Forum [SWMF]

Rafah

0599400582

Community Media Centre
[CMC]

Gaza- Lababidi

0599373255

Hadaf Centre for Human
Rights

Gaza- Rimal

Al Atta Benevolent Society

Biet Hanoun seka street

0597193614
0599340802
0595545664

0599450095

0599688897
Islamic University [IUG]

Institute of Development
Studies [IDS]

Gaza- Al Zahra

0599408585
0599344886

Gaza, Tal El Hawa

0595770444
0599697979

Palestinian NGOs Network
[PNGO]

Gaza- Nasser

Palestinian Centre for
Development and Conflict
Resolution [PCDCR]

Gaza- Ansar

Al Wedad Society for
Community Rehabilitation

Gaza- Tal Hawa

Zakher Association for
Developing Palestinian
Women’s Abilities

Gaza- Shejaea

Forsan Al Ghad
Association

Biet Hanoun

0599095807
0599998880
0598210559
08-2482130
0599494506

Al-Mutaqbal Association
for Violence Victims Care

Gaza- Shejae`a

0599866667

Aisha Women & Child
Protection Association

Gaza- Rimal area

Union of Women Programs
Centres [UWPC]

Nusirat [beside UNRWA
clinic]

08-2557188

Women Affairs Centre
[WAC]

Gaza, Lababidi street

08-2877311

National Society for
Democracy and Low
[NSDL]

Rafah Omar ben Afan
street

08-2139181

Centre for Women`s Legal
Research & Counselling
[CWLRC]

Gaza- Lababidi street

08-2856357

0592806180

0599413599
0599684832
0599413599

08-2888523
0599619915

0599804374
0595477337

0599377231

0598872226
0599609112
0595833448

0592558694
0598694906

0599025221

0595200222

2558694
Palestinian Institute
for Communication &
Development [PICD]
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Gaza- Nasser

0599401291
0598316837
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APPENDIX 6: GBV REFERRAL FORM

If the Survivor is under 18 years old

Relationship of survivor to primary caregiver:
Survivor code: ……………. Incidence type: …………….. Case manager:……………………

Caregiver has been informed of referral/transfer: O Yes O No [if no explain why not]

Date of referral:___ /___ /______

APPENDIXES

Risk level of referral:

Services Requested: Action to be Taken

O Moderate risk: Respond within 3 days [for example sexual harassment,
legal support [custody], psychosocial support]
O High Risk: Respond within 24 hours [for example medical intervention

required for treatment or gathering forensic medical evidence for potential
legal actions]

O Urgent: Respond within 2 hours [lifesaving interventions required]
O Emergency [during emergencies and evacuations]
Referral type: OTransfer O Referral
Agency making referral/transfer

Agency receiving referral/
transfer

Agency name:

Agency name:

Referring agency case manager:

Service provider:

O Medical O Legal
O Protection O Education
O Financial O Mental Health [psychiatric or other]
O Counseling /psychosocial supportO Other _______________
O Case Management

Services Already Provided

Contacts

O Medical O Legal
O Protection O Education
O Financial O Mental Health [Psychiatric or other]
O Counseling/psychosocial support O Other _________________

Details of referral/transfer
The survivor has been informed of referral/transfer: OYes O No [if no, explain]

Survivor Information
Survivor code:

Type of gender based violence
being reported:

The survivor has signed consent to release information: O Yes O No [if no, explain]

Sex: O Female O Male others………………….
Date of Birth: ________/_________/_______________

Has the survivor been referred/transferred to any other organization before?O Yes O No

[If yes, who are the other organizations?]
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Are there any contact restrictions or other issues to be aware of?O Yes O No

APPENDIX 7: GBV REGISTRATION FORM

[If yes, explain]

How was referral/transfer made:

APPENDIXES

O In person
O Via phone [only use when case is an emergency]
O Email
O Paper letter
Follow-up of referral/transfer to be conducted:

OVia phone [only use when case is an emergency]
O Email
O In person

O Moderate risk–Respond within 3 days [for example sexual harassment, legal
support [custody], psychosocial support]
O High Risk–Respond within 24 hours [for example medical intervention required

[for treatment or gathering forensic medical evidence for potential legal actions]

O Urgent–Respond within 2 hours [lifesaving interventions required]
O Emergency [during emergencies and evacuations]
Name of person completing the registration form: …………………………………….
Case number: ……………… Incident type: ……………………….
Personal Information

Date of next follow up with service provide [minimum of monthly basis]

Age: Date of Birth [DD/MM/YY]:__/__/__

Full Name:
ID No:
Sex: Male Female

Place of Birth:

Population group: Refugee

O Citizen O

Address:

Previous address if displaced:

Contact details of the survivor (if applicable)

Contact details of caregiver (if he/she is under 18)

Family/Caregivers or spouse :
Living with family/
caregiver [if under age
or not married]

Living with
spouse
Y Yes No

both parents:

Living with relatives [if under age or not married]
Head of household name:
Type of relation:
Did the case know them before?

Yes No
[Step] Father’s Name:
[Step] Mother’s Name:
Circle if step.

176

Names of
children [if
any]

Living with children [under 18]
Name[s]
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APPENDIX 8: GBV ASSESSMENT FORM

Emergency contact details

APPENDIXES

Are there any siblings accompanying the survivor?
Names of siblings

Survivor code: ………………… Case manager:………………..

Summary of the case

Survivor Code: Case manager: Incident type:

Services provided so far
CONFIDENTIAL
Case manager signature:

Psychosocial Intake and Assessment Form

Date [DD/MM/YY]: __/__/__

Before beginning the interview, please be sure to remind the survivor that all information given will be kept confidential, and that they may choose to decline to answer
any of the following questions.
Administrative Information

Staff Code

Incident Date

Report Date

Report by
Survivor
___ Yes ___No

Survivor Information

Date of Birth

Country of
Origin:
___ Palestine
___ Other

Sex
___ Male

Current
Civil /
Marital
Status:

——- others

___ Single

___ Female

___ Married
___ Divorced
___Separated
___Widowed
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Citizenship/
residential
status at time
of report:

APPENDIXES

___ Refugee

Is the survivor
a person with
disabilities?
___ No

___ Resident

___ Mental
disability

___ Foreign
National

___ Physical
disability

Is there any
Diseases:
___ No
___ Health
diseases

___ Both

Is the survivor an
unaccompanied minor, separated child,
or other vulnerable
child?
___ No

___ Psychological
diseases.

___ Unaccompanied Minor

___ Other:
……………..

___ Other vulnerable Child

___ Separated Child

[During emergency]
___ Not displaced / home community___ Pre-displacement
___ During flight

Town / Camp/village :

___ Gaza

Village / Town:

___Middle

Camp:

___ North
___ Khanyounis
___ Rafah

Account of the incident / Description of the incident
Type of incident /
violence:

Time of day that incident took place:

(examples of types of violence for each category)

___ Rape

___ Morning [sunrise to noon]

-Rape :includes any penetration

___ Sexual assault

___ Afternoon [noon to sunset]

___ Physical assault

-Sexual assault includes attempted rape and all sexual violence / abuse without penetration. Also includes FGM

___ Evening [sunset to sunrise]

___ Forced marriage

___ Unknown

___ Denial of resources,
opportunities or services

Details of Incident

Stage of Citizenship/residence at
time of incident:

Governorate:

___ During Refuge

___ Not applicable [incident over a period of
time]

___ During Return / Transit

Frequency of indicant:

___ Post-displacement

__ Just one time ____Frequent.
Explain………………………….

Incident location / Where the incident took place:

- Physical assault :includes hitting, slapping, kicking, shoving
that is not sexual in nature
Forced marriage- includes early marriage

___ Psychological /
Emotional Abuse

-Denial of resources: includes denial of inheritance, earnings,
access to school or health care

___ other GBV

-Psychological abuse includes threats of violence, forced
isolation, harassment, intimidation, gestures etc]

Penetration Involved? (mark all that apply)
No

___ Border ___Checkpoint

Vagina

___ Survivor’s home ___ Shelter / Safe House
___ Garden ___ Street
___ Health Centre / Hospital ___ Transit Centre
___Market / Shopping area ___ Transportation
___ Perpetrator’s Home ___ WASH Facilities
___ Police / Prison ___ Work place of survivor
___ Work place of Perpetrator ___ Religious Centre
___ School / Education institution ___ Other

Anus

Other
Orifice

Penis
Finger
Other Object
Was this incident a Harmful Traditional
Practice?
___ No
___ Honor violence
___ Threat of honour violence
___ Abduction / kidnapping for forced marriage

Were money, goods, benefits and / or services
exchanged in relation to
this incident?
___ No
___ Yes

___ Other
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Has the survivor reported this incident anywhere else? (If yes, select the
type of service provider and write the name of the provider where the survivor reported)

Main occupation of alleged perpetrator:

___ No

___ Incentive worker ___ NGO Staff ____Faith Based work

___ Yes, other GBV Working Group Member: [name of group]:

___ Armed Forces ___ Community Leader ___ Unemployed

___ Yes, other non- GBV Working Group Member: [name of group]:

___ Armed Group ___ Religious leader ___ Unknown

___ Unknown

___ Teacher ___ Service Provider ___ Other

Has the survivor has any previous incidents of GBV perpetrated against
them:
___ No

___ Police ___ UN staff ___ governmental employee

Planned Action / Action Taken: Any action / activity regarding this report
Who referred this survivor to you?
___ Self-referred ___ Safe House / Shelter

___ Yes [if yes, provide a brief description]

___ Health / Medical Services ___ Livelihood Program

Number of alleged perpetrators:
___1
___2
___3
___ More than 3
___ Unknown

Alleged perpetrator relationship with survivor:

___ Adult
___ Minor
___ Adult and Minor
___ Unknown

___Legal Services ___ Police / Other security Actor

___ Intimate partner / former
partner

___ Ministry of Social Affairs ___ Other Government Service

___ Primary caregiver

___ Teacher / School Official

___ Family other than spouse
or caregiver
___ Supervisor / Employer

Age of Alleged Perpetrator(s):

___ Community or Camp Leader ___ Other Humanitarian / Development Actor

___ Teacher / School official
___ Service Provider
___ Co-tenant / Housemate
___ Schoolmate
___ Family friend / Neighbor
___ Other refugee/ IDP /
returnee
___ Other resident community
member
___ Other
___ No relation
___ Unknown

___ Psychosocial / Counseling Services ___ Other [specify]:

Was survivor referred to a safe house / shelter?

Referral Details:

___ Yes
___ No – service provided by your agency
___ No – service already received by another agency
___ No – Service not applicable
___ No – referral declined by survivor
___ No – Service unavailable

Was survivor referred to medical services?

Referral Details:

___ Yes
___ No – service provided by your agency
___ No – service already received by another agency
___ No – Service not applicable
___ No – referral declined by survivor
___ No – Service unavailable
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Was survivor referred to psychosocial services?

Referral Details:

___ Yes

Referral Details:

___ Yes

___ No – service provided by your agency

___ No – service provided by your agency

___ No – service already received by another agency

___ No – service already received by another agency

___ No – Service not applicable

___ No – Service not applicable

___ No – referral declined by survivor

___ No – referral declined by survivor

___ No – Service unavailable

APPENDIXES

Was survivor referred to a livelihoods
service?

___ No – Service unavailable

Does the survivor want to pursue legal action?
___ Yes ___ No ___ Undecided at the time of reporting

Did you refer the survivor to legal assistance services?

Assessment Points
Referral Details:

___ Yes

Describe the survivor’s emotional state at the
beginning of the interview:
___ Scared / Fearful ___ Angry

___ No – service provided by your agency

___ Sad / Depressed ___ Calm

___ No – service already received by another agency

___ Anxious / Nervous ___ Other

___ No – Service not applicable
___ No – referral declined by survivor

Describe the survivor’s
emotional state at the
end of the interview:
___ Calmer than at the start of
the interview
___ Similar to that at the start
of the interview
___ More upset than at the
start of the interview

___ No – Service unavailable

___ Other:…………………
Was survivor referred to police?
___ Yes
___ No – service provided by your agency
___ No – service already received by another agency
___ No – Service not applicable

Referral Details:

Will the survivor be safe when she or he
leaves?
___ Yes ___ No ___ If no, why not?

What actions were taken to ensure survivor’s
safety?
___ Safety Plan Created

___ No – referral declined by survivor

___ Referral to community-based support

___ No – Service unavailable

___ Referral to Safe House
___ Service provider to follow
up
___ Other action taken:
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If rape has been reported, have you explained possible consequences of
rape to the survivor (and/ or guardian, based on assessment capacity and
best interest of the survivor if under 18)?
___ Risk of pregnancy explained
___ Risk of sexually transmitted infections including HIV explained
___ Risk of so called honour killing explained and discussed

APPENDIX 9: GBV SAFETY PLAN FORM
Survivor Code:

Case manager #:

Date of meeting:

Discuss the following questions when developing the safety plan:

APPENDIXES

___ Risk of stigma from community explained and discussed
___ Risk of suicide explained and discussed

What times of day, situations, or circumstances is the violence occurring?

___ Risk of payback by alleged perpetrator and / or his family explained and discussed

.................................................................................................................................

Did the survivor give their consent to share her/ his non-identifiable data
in your reports?
___ Yes ___ No

.................................................................................................................................
In what place or location does the violence occur?
.................................................................................................................................
.................................................................................................................................

Does the violence occur when you are alone, in groups, or both? If in
groups, with who?
..............................................................................
..............................................................................
...............................................................................

Who are there people in the community who can help you if violence happens? (family, neighbors, mukhtar, etc.)
.................................................................................................................................
.................................................................................................................................

How could these people help you?
.................................................................................................................................
.................................................................................................................................

Write out a list of numbers you might need in an emergency. Include
friends, relatives, local police, doctor, Women’s Aid:
Name:……………………. Phone………………..
Name:……………………. Phone………………..
Name:……………………. Phone………………..
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APPENDIX 10: GBV CASE PLAN FORM

Remember, even if you have numbers stored in your mobile you may not be able to access
or use it, so copy out all numbers you might need. Keep this list with you at all times.
Where can you go to stay and be safe? Is this a long-term or short-term option? Can you go
directly to this place or do you need to make some prior arrangements?
.................................................................................................................................
.................................................................................................................................

APPENDIXES

If an argument seems unavoidable, identify a room, an area, doors, windows to get out the place safely and easily.
.................................................................................................................................
...........................

Survivor code______________ Case Manager name: _______________________ Starting
date [DD/MM/YY]: ___/___/_____
Goal/Result: _________________________________________________________________
______________________________

O

Medical help O Financial support
needs O Other needs

O

Legal needs

O

Shelter

O

Psychosocial

Do you need to have a packed bag ready? [ex. items below]:
Health Action Plan

Spare keys
Money
Important documents

Needed Action

Clothes

Responsibility

Planned date of first action/
appointment

[Keep it at the home of a relative or friend, if you need to leave your home in a hurry]
__/__/__

Do you need to have a packed bag ready? [ex. items below]:
__/__/__

Spare keys
Money

__/__/__

Important documents Safety Plan
In the survivor’s own words, create a plan for safety:

Psychosocial Action Plan

When I feel unsafe and need to find safety, I will do the following:
I will go to……………………………………………………………………………………

Needed Action

I will talk to…………………………………………………………………………………
Right now, I can……………………………………………………………………………

Case manager signature:

O Provide counselling,

Responsibility

Planned date of first action/
appointment

explain:

__/__/__

O Advanced psychothera-

__/__/__

Survivor signature:

py, explain:
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O Other. Explain:

__/__/__

__/__/__

Legal needs Plan

APPENDIXES

Needed Action

Responsibility

Planned date of first action/
appointment

Other needs (other than above)

Needed Action

Responsibility

__/__/__

Legal referral made.

Planned date of first action/
appointment

__/__/__

O Yes O No
Explain:

__/__/__

O Other, explain:

__/__/__

__/__/__

Shelter Action Plan

Needed Action

Responsibility

Planned date of first action/
appointment

Persons involved in making the plan

Name

Organization

Job Title

Signature

__/__/__

__/__/__

Financial support Action Plan

Needed Action

Responsibility

Planned date of first action/
appointment

Date of approving the plan: ____ /____ /_________ Date of approving the plan:
Approved by (supervisor): Case Manager signature:
Supervisor signature: Survivor signature:

__/__/__

__/__/__
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APPENDIX 11: GBV CONSENT FORM
Incident ID ………………………………….Case Code ……………………...

APPENDIXES

This form should be read to the client or guardian in her first language.
It should be clearly explained to the client that she/he can choose any or
none of the options listed.
I, ___________________________________________________, give my permission for
[Name of Organization] to share information about the incident I have reported to
them as explained below:

Authorization to be marked by client:

Yes  No

(or parent/guardian if client is under 18)
I have been informed and understand that some non-identifiable information may
also be shared forreporting. Any information shared will not be specific to me
or the incident. There will be no way for someone to identify me based on the
information that is shared. I understand that shared information will be treated with
confidentiality.
Signature/thumbprint of client: _______________________________________
[or parent/guardian if client is under 18]

I understand that in giving my authorization below, I am giving [Name of Organization]
permission to share the specific case information from my incident report with the
service provider[s] I have indicated, so that I can receive help with safety, health,
psychosocial, and/or legal needs.
■■

I understand that shared information will be treated with confidentiality and
respect, and shared only as needed to provide the assistance I request.

■■

I understand that releasing this information means that a person from the agency
or service ticked below may come to talk to me. At any point, I have the right
to change my mind about sharing information with the designated agency/focal
point listed below.

I would like information released to the following:
[Tick all that apply, and specify name, facility and agency/organization as applicable]
Security/Police Services [specify]: __________________________________________________
__________
Psychosocial Services [specify]: ____________________________________________________
________
Health/Medical Services [specify]: ___________________________________________________
_________
Safe House/Shelter [specify]: _______________________________________________________
_____
Legal Assistance Services [specify]: _________________________________________________
___________
Economic Empowerment Services [specify]: __________________________________________
____________
Other [specify type of service, name, and agency]_____________________________

Yes No
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 Home visit

If yes, date of
achievement:

Action

Home visit
If yes, Date of
achievement:

Other …………………

Phone call

 Home visit
If yes, Date of
achievement:
___/___/____

 Meeting

Other …………………
No Yes

___/___/____

 Home visit
If yes, Date of
achievement:

Phone call

 Meeting
No Yes

Other …………………

Phone call

 Home visit
If yes, Date of
achievement:
___/___/____

 Meeting

Other …………………
No Yes

___/___/____

Meeting

No Yes

Phone call

Type of follow up

Achieved

Other …………………

Phone call

 Home visit

If Yes, date of
achievement:
___/___/____

 Meeting

No Yes

Other …………………

Phone call

 Home visit

If Yes, date of
achievement:
___/___/____

 Meeting

No Yes

Other …………………

Phone call

 Meeting

No Yes

___/___/____

Type of follow up

Achieved

Health action plan follow up

Action

Case Manager support action plan follow up

___/___/_____

___/___/_____

___/___/_____

____/____/____

Follow up date

___/___/_____

___/___/_____

____/____/____

Follow up date

New procedure

New procedure

Case Manager Name:…………………… Survivor Code: …………………… Date of first meeting: ____
/____/______

APPENDIX 12: GBV CASE PLAN FOLLOW-UP FORM
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___/___/_____

___/___/_____

___/___/_____

___/___/_____

New procedure
due-date

___/___/_____

___/___/_____

___/___/_____

New procedure
due-date
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 Home visit

If yes, Date of
achievement:

___/___/____

visit

If yes, Date of
achievement:

 Home visit

If yes, Date of
achievement:

Action

 Home visit
If yes, Date of
achievement:

Other …………………

Phone call

 Home visit
If yes, Date of
achievement:
___/___/____

 Meeting
No Yes

Other …………………

Phone call

 Home visit
If yes, Date of
achievement:
___/___/____

 Meeting
No Yes

Other …………………

Phone call

 Meeting
No Yes

___/___/____

Type of follow up

Achieved

Other …………………

Phone call

 Home visit
If yes, Date of
achievement:
___/___/____

 Meeting

Other …………………
No Yes

___/___/____

 Home visit
If yes, Date of
achievement:

Phone call

 Meeting
No Yes

Other …………………

Phone call

 Meeting

No Yes

___/___/____

Type of follow up

Achieved

Shelter action plan follow up:

Action

Other …………………

Phone call

 Meeting

No Yes

Other …………………

Phone call

visit

If yes, Date of
achievement:
___/___/____

 Meeting

Other …………………

No Yes

___/___/____

 Meeting

No Yes
Phone call

Type of follow up

Achieved

Legal needs plan follow up:

Action

Psychosocial action plan follow up

___/___/_____

___/___/_____

____/____/____

Follow up date

___/___/_____

___/___/_____

____/____/____

Follow up date

___/___/_____

___/___/_____

____/____/____

Follow up date

New procedure

New procedure

New procedure

APPENDIXES

___/___/_____

___/___/_____

___/___/_____

New procedure
due-date

___/___/_____

___/___/_____

___/___/_____

New procedure
due-date

___/___/_____

___/___/_____

___/___/_____

New procedure
due-date
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___/___/_____

___/___/_____

___/___/_____

New procedure
due-date

APPENDIX 13: GBV CASE CLOSURE FORM
Survivor Code:

1) Why is this case being closed? (Choose all that apply):

New procedure

ODeath of survivor
OClosure at survivor’s request
OThe survivor no longer needs our services
OThe survivor has been inactive for three months or more

Other: ____________________________________________________
Notes: ____________________________________________________

2) Services provided and progress toward goals:

Phone call

 Home visit

If yes, Date of
achievement:

___/___/____

meeting

Other …………………

___/___/_____

3) Review all of the following impacts of the case with the survivor and
review her/his current emotional, physical, and safety status:

No Yes

Other …………………

Phone call

 Home visit

If yes, Date of
achievement:

___/___/____

 Meeting
No Yes

Phone call

Other …………………
___/___/____

 Home visit

If yes, Date of
achievement:

___/___/_____

____/____/____
 Meeting
No Yes

Type of follow up
Achieved

Case Opening Date: //

■■

Physical Health:injury, injury to unborn child, disease, loss of appetite, increased
appetite, body aches, and headaches

■■

Emotional:depression, anger, sadness, anxiety, feeling withdrawn, fearful.

Mental: sleep problems, thinking about the event, mental illness [psychological or
psychiatric], unable to conduct daily activities as usual
■■

Children: fearful, learn violence, poor school attendance, poor school
performance, trouble with friends, feel unsafe at home

Notes: ____________________________________________________
____________________________________________________
4) Review safety and action plan with survivor. Make sure she/he is clear
about what steps to take if violence happens again. Please complete a
final action or safety plan with the survivor and attach to this form (an
action plan summary is not necessary.)
Notes: ____________________________________________________
____________________________________________________
5) Review resources available to survivor. List what resources she\he will
continue using.
Notes: ____________________________________________________

Action

Financial support action plan follow up:

Case Manager :

Case Closing Date: //

■■
■■
■■
■■
■■
■■

Follow up date

APPENDIXES

Level of risk:

6) Sign this form and submit to your supervisor.
Survivor signature: _______________________________Date:
Case Manager signature: __________________________ Date:
Supervisor signature: _____________________________ Date:
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N.MALIGIERI@UNRWA.
ORG

Qusai Amin Abuodah
Mohammad Abu Shawish
Nicholas Maligieri

GCMHP
MoH
UNRWA

abushawish24@gmail.com

Husam Al Madhoun

Maan

qusai1288@hotmail.com

h.madhoun@maan-ctr.org

salma@tamerinst.org

Salma Dahi

Tamer

h.j.eljer.5@gmail.com

roba99992009@hotmail.
com

Roba El-Bitar

Hayam El-Jerjawi

khamad.tdh@gmail.com

Email address

Khitam Abu Hamad

Focal Point Name

MOSA (other areas)

MoSA (Gaza, and North Gaza)

TDH (Gaza North)

Agency

Referral Focal Points

0542325582

0599772754

0597777068

0592533060

0597911026

0597776086

0599028816

0597988099

Phone number

APPENDIX 14:CHILD PROTECTION CASE MANAGEMENT REFERRAL
PATHWAYS

APPENDIXES

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

APPENDIX

201

APPENDIX

202

Child Labor: refers to work that deprives children of their childhood, their potential and their dignity, and that is harmful
to physical and mental development. It refers to work that: is mentally, physically, socially or morally dangerous and
harmful to children; and interferes with their schooling by: depriving them of the opportunity to attend school; obliging
them to leave school prematurely; or requiring them to attempt to combine school attendance with excessively long
and heavy work.

Referral Pathway Definitions

Children in Conflict with the Law: refers to children who come into conflict with the justice system as a result of
being suspected, accused or convicted of an offence.

Rafah
abad2005@
outlook.sa
Focal Point

Abed El Qader Edeher

059-2190110

059-2145535
Khan Yunis
Rahal.1987@
hotmail.com
Mohammed Abu Hadof
Focal Point

059-9993304
Middle Area
rtjaber@hotmail.
com
Ramez Jaber
Focal Point

059-8941418
Gaza
dinaelanker@
gmail.com
Focal Point

Dina Elanker

059-5190110
North Gaza
r.hamooda@
hotmail.com
Focal Point

Rapee Hammiok

059-55507444
Entire Gaza
Strip
wasfi_tawfiq@
hotmail.com
Team Leader

Wasfi Abuzanoona

Contact
Area of responsibility
Email
Name
Role

If unsure about where to refer, contact the Governorate Protection Focal Points
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Forced Marriage: refers to the marriage of an individual against her or his will.
This also includes “Early Marriage”. The personal status laws in Gaza, which remain
from the years of Egyptian rule in Gaza, together with religious laws adjudicated
in Sharia courts or other religious institutions, allow for the marriage of females
from 14 years and 7 months and males from 15 years of age, if judicial consent
is obtained. Conversely, the amended national Child Law, which came into force
in 2013, raised the minimum age of marriage to 18 years for both boys and girls.
However, in practice Sharia law is still applied to cases of marriage and inheritance.
Mental health: refers to a state of well-being in which every individual realizes his
or her own potential, can cope with the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution to her or his community.
Neglect: refers to persistently failing to provide for, or secure for a child, their
basic physical, developmental or psychological needs, whether deliberately, or
through carelessness or negligence. Neglect is sometimes called the ‘passive’
form of abuse, as it relates to the failure to carry out some key aspects of care and
protection resulting in the impairment of the child’s health or development. It may
include unresponsiveness to meet the child’s most basic emotional needs. Neglect
does not include situations of poverty, where a parent/caregiver cannot afford to
provide for their child but is trying to do so.
Physical Abuse: refers to the use of physical force to cause actual or likely physical
injury or suffering (e.g. hitting, shaking, burning, torture, stoning, etc.). Physical
abuse can take place in the home, the community and in schools.
Psychological / Emotional Abuse: refers to the persistent emotional maltreatment
of a person such as to cause severe and persistent adverse effects on the person’s
emotional development and psychosocial wellbeing. It includes name-calling,
constant criticism, threats of physical assault, intimidation, humiliation, destruction
of cherished things, forced isolation (i.e. by preventing a person from contacting
their family or friends) and exposure to violence perpetrated against loved ones. This
category includes all sexual harassment defined as: unwanted attention, remarks,
gestures or written words of a sexual and menacing nature (no physical contact).
Psychosocial Distress: refers to the significant psychological and social suffering
of populations, individuals or communities impacted by emotional and / or physical
violence. The psychological and social impacts of such violence may be acute
in the short term, but they can also undermine the long-term functioning, mental
health and psychosocial well-being of the affected individuals, communities or
population.
Psychosocial distress is particularly prevalent during emergencies as they erode
normally protective supports, increase the risks of diverse problems and tend to
amplify pre-existing problems of social injustice and inequality.
Separated Child: refers to a child who is separated from both parents/caregivers
or from his/her previous legal or customary primary caregiver, but not necessarily
from other relatives
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Sexual Abuse: refers to the actual or threatened physical intrusion of a sexual
nature, whether by force or under unequal or coercive conditions. (See also “sexual
exploitation.”)

APPENDIXES

Unaccompanied Child: refers to a child who has been separated from both
parents/caregivers and relatives and who is not being cared for by an adult who,
by law or custom, is responsible for doing so. This means that a child may be
completely without adult care, or may be cared for by someone not related or
known to the child, or not their usual caregiver e.g. a neighbor, another child under
18, or a stranger.

APPENDIX 15: CHILD PROTECTION INITIAL
REFERRAL FORM
REFERRAL Form

Use to refer cases to service providers [including case management]. Email to
service provider with non-identifying beneficiary information.
Date of referral:
Level 3 Risk [actioned within 7 days] O Level 2 risk [actioned within 48 hours]
O Level 1 Risk [actioned within 24 hours] O Case Transfer [actioned within the
timeframe associated with the case risk level] O
Case code:

Age of child being referred:

Governorate:

Gender:

1. Referring agency information
Agency/organisation
Name of person referring
Position
Contact
2. Agency to which the referral is being made
Agency/organisation
Name of person to which the
referral is being made
Contact
3. Services Required

O Case management [complex needs, requiring multiple services]:
O Basic psychosocial activities:
O Structured psychosocial program:
O Counselling:
O Mental health services:
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O Protection/Shelter:

O Education reintegration into school:

O Link to vocational training program:

O Link to financial assistance/programs for caregivers of vulnerable child:

O Disability support

Other:

Informed Consent
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Care giver consent given
Yes O No O N/A O

Child consent given
Yes O No O N/A O

Response
required

MOSA REFERRAL
Serious non-accidental

!

MOSA REFERRAL
NOTE: Some lower risk L2
cases can be considered
for case management
referral to family centers

FAMILY CENTER
REFERRAL

!

for by an adult who by law or custom is responsible for doing so, and is in need of care and
protection
Monitoring is required;
Recommended response
within 7 days and follow
up every two weeks to
monthly
The child may have been
initially assessed as level
1 or 2, but the risk has
reduced and further
monitoring is required to
ensure the situation
continues to stabilize.
Include vulnerable
children that require
support and an
assessment to confirm
risk level

All harm and risk factors
have been removed, and
there is a strong protective
network around the child.
No further action is
required and the case
can be closed.
Consider establishing
external monitoring
system with a new referral
to a case management
actor if risk and harm
factors resurface

O ERW awareness:

!

Action and follow up is required; recommended response within 3 days
and weekly follow up

O Legal support:

Urgent response, and
Frequent follow up is
Required; recommended
Response within 24 hours
and follow up twice per
week.

OChild is separated from his/her usual caregivers AND other relatives and not being cared
LEVEL 4
CHILD NO LONGER AT
RISK

relatives and is in need of care and protection

LEVEL 3
CHILD AT RISK OF
HARM

OChild is separated from both parents or usual caregivers but not necessarily form other

LEVEL 2
CHILD HARMED;
VULNERABLE CHILD

O Child medical needs

LEVEL 1
CHILD SIGNIFICANTLY
HARMED, OR
CURRENTLY HARMED

O Parent/carer support group:

Level of harm

APPENDIX 16: CHILD PROTECTION RISK MATRIX
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Psychosocial
distress
(parent not
coping, or
not protective and/or
no services
involved)

Exploitation

Neglect

Abuse (sexual)

Violence
(physical
abuse)

Lack of supervision and interest posing a high risk to
the safety of the child
Inadequate basic care
The child is often left to look
after themselves, or is undertaking tasks beyond his/
her developmental capacity
Child not accessing education
Child forced to work

Serious injury or illness due
to neglect not caused by
poverty (malnutrition with
no apparent casual factors).

Child involved in dangerous or exploitative labor

The childs social skills
ability to self-care and retain school attendance is
significantly impaired
The child is excessively using drugs and/or alcohol
The child has distessing flash-backs
The child is bed-wetting
The child is often crying uncontrllably and/or extremely sad
The child had unexpected and intense fears,
phobias and anxiety
The child is suddenly behaving
much younger than his/her age
The child is self-harming

Child is promised to be married
The child has been sexually violated in the past and
not received any support

Any sexual contact between a child and an adult
(where person causing harm
has access to the child)

The child has attemted suicide
the child is engaging in
very risk behaviors
Child has stopped communicating/speaking
The child has intense
violent behaviors

-Excessive corporal
punishment
-Dangerous and reckless
behavior (child)
-Child is self-harming

-Serious non-accidental
injury
-Infant or toddler injured in
DV incident
-Child attempted to suicide
- ERW incident

The child is sad
and withdrawn
The child is displaying anger
The child becomes frequently absent minded
The child has sleeping and
concentration problems

The child's psychosocial
wellbeing is restored;
the child is engaged in
a range of activities and
is not displaying behaviors of concern

The child is no longer working, supports are availabe

The childs basic needs
are being met and the
care giver is protective and availabe

Caregivers are emotionally distant

Parents are threatening to
send the child to work

the child and family
have received support
and there are no sexual
harm factors present
person causing harm
no longer has contact with the child

-No violence present (factors causing
the harm have been
addressed or removed)
-Person causing harm no
longer has contact
with the child.
-Child is appropriately
supervised

Child is exhibiting sexualizeed behaviors ( not expected for that age group)

-Threats to injure the child
-Non injurious, frequent
corporal punishment
-Child left without
supervision in hazardous locations
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Domestic violence present in
the home

Child disabled
or chronically ill

Adolescent
pregnancy/child
parent

Child is at risk
of being associated with armed
forces and
armed groups,
or intending to
join

Unaccompanied
and separated
children

Highly vulnerable children

Unaccompanied
child under 12
Unaccompanied child under
5 with caregivers previously unknown to the child
UASC with level 2 harm factors
Child is imminently at risk of
being recruited into armed
forces/armed groups
Adolescent pregnancy/child
parent with psychosocial
distress and at risk of community and family retaliation
Child parent with no support
Unaccompanied adolescent
pregnancy/child parent
Adolescent pregnancy/
child parent with level 2 harm factors
Child under 5 with and disabilities level 2 harm factors
Child under 5
Child is witnessing domestice violence and there
are level 2 harm factors
Significant injuries to the
parent suffering the violence
and child also targeted
(emotionally or physically )

Unaccompanied child 12-17
Unaccompanied child under
12 with caregivers previously unknown to the child
Child headed household
UASC (female) with all
male household
Child is at risk of being recruited into armed
forces/armed groups
Adolescent pregnant girl
and family are not accessing the support that they
need and are being isolated by the community
Child with disabilites and
caregivers are not coping
well, resorting to harmful
negative coping strategies, and need support
Child is displaying emotional distress and difficulties
learning and socializing and
is also targeted (emotionally or physically abuse)

Separated child with carers, who are not meeting their needs
Child previously associated with armed groups
and armedd forced but
accessing support
Adolescent pregnancy/child
parent with family support
Child disabled or chronically
ill with challenging behaviors
There has been sporadic disputes and violence,
but the child is over 15 and
has support networks

The child is being adequately cared for and the
situation has been monitored for several weeks
with no issues arising
The child is being adequately cared for and
no harm or vulnerability
factors are present
Adolescent pregnancy/child
parent with significant family support and networks
Child disabled or chronically ill but has significant
family support and the child
family are accessing all the
supports that they need
No violence present
(factors causing the
harm have been addressed or removed)
Person causing harm
no longer has contact with the child
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APPENDIX 17: CHILD PROTECTION
REGISTRATION FORM

REGISTRATION Form

Normal O UrgentO Emergency O Case Transfer O

Name of person completing the registration form:...............................................

Case number:
Personal Information

Full Name:

Sex: Male F Female

O[Step] Father’s Name:
O[Step] Mother’s Name:

Age: Date of Birth[DD/MM/YY]:__/__/__

ID No:
Place of Birth:

Does the child [or caregiver] give informed consent for their data to be stored and shared
with other agencies/organisations yes O no OpartiallyO detail:

Population group: Refugee O CitizenO
Address:
Previous Address if Displaced:

Contact Details of Child (if applicable)
Contact Details of Caregiver (state
name)

Family/Caregivers:

Living with Family
Living with relatives

Both parents: OYes ONo
Head of Household Name:

Type of Relation:

Did the child know them before?

Circle if step.
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Father’s name

Mother’s Name

Father’s ID

Mother’s ID

Father’s job

Mother’s job

Living with adult caregiver[s]

Living with other children [under 18s]:

Name[s]:

Name[s]:

How does the child know the caregiver[s]?

Mental health [parental]

O

Family conflict/breakdown

O

Psychosocial distress [child]

O

Extreme poverty

O

Psychosocial distress [parent]

O

Child not attending school

O

Child labour

O

Disability [child]

O

Displaced [in shelter]

O

Disability [parent]

O

Displaced [not in shelter]

O

Other

O

ExploitationO
Case summary

Are there any siblings accompanying the child?
Names of siblings

Summary of actions taken so far:
Plan for the initial assessment:
Based on discussions with the notifier, what are the plans for the initial assessment?
Protection Concerns Described at Point of Identification/Referral
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Physical abuse

O

Adolescent pregnancy

O

Sexual abuse

O

Unaccompanied child

O

Psychological abuse

O

Separated child

O

Physical neglect

O

Orphaned [both parents deceased]

O

Emotional neglect

O

In orphanage/institutional care

O

Corporal punishment

O

Sick/in need of medical care

O

Domestic violence

O

Injured

O

Other forms of violence

O

Child is Head of Household

O

Substance abuse [child]

O

Living in a female headed
household

O

Substance abuse [parental]

O

In detention

O

Mental health [child]

O

Early marriage

O

■■
■■
■■
■■

Who will be interviewed first?
Where will the interview take place?
How will the notifier’s identity be protected?
What information [if any] will be provided to the perpetrator?

Risk Rating: O Level 1

Date for Assessment Completion

Case manager Signature

Date [DD/MM/YY]: __/__/__

__/__/__

O Level 2
O Level 3
O Level 4
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APPENDIX 18: CHILD PROTECTION INITIAL
ASSESSMENT FORM

Other relatives

Living arrangement

Child’s current living arrangements [address]

Initial Assessment Form

Caregivers [names and relationship to the child]

APPENDIXES

Assessment Details

Date Assessment Started [DD/MM/YY]: __/__/__

Caseworker
Name

Are there any concerns with the present care arrangements? If so, explain

If separated
Interview details
Person
Interviewed/
Contacted

Type (organisation, family member, school)

Date (DD/
MM/YY)

Location

Method
(phone, home
visit, meeting)

Child’s current living arrangements [address]
Caregivers [names and relationship to the child]
Are there any concerns with the present care arrangements? If so, explain

When did the child last see their mother/previous female primary caregiver?
Where?
Where has she has been since then?
Where is she is now?
Is there a contact phone/address/person?
When did the child last see their father/previous male primary caregiver?
Where?
Family Composition
Relationship to
Child

Where has he been since then?
Name

Age

Sex

Remarks (describe the
relationship)

Where is he is now?
Is there a contact phone/address/person?

Father

Mother

Siblings
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Immediate Protection Needs and Care Assessment

Neglect

Level of risk

Caregiver emotionally distant O Child’s basic needs are not met O

Level 1 O [24 hours] Level 2 O [48 hours]

Level 3 O [7days]

Protection issues, current harm factors and risk of harm
Dangers and injuries
Serious non-accidental injury O

Child attempted to suicide O

APPENDIXES

Physical violence and other harmful practices
Excessive corporal punishment O Caregiver threatens to injure O
Child engages in dangerous behaviours OChild is self-harming O
Corporal punishment O

Child attempted to suicide O

Sexual Abuse
Sexual abuse [within the family] O Sexual abuse outside the family O
Psychosocial distress and mental disorders
Child belittled/humiliated by caregiver O

Child promised to be married O

Child isolated/treated differently to siblings O
Child is very withdrawn O

Caregiver threatens to injure O

Child is very distressed OChild has intense fears O

Child has intense fears O Domestic violence present O

Child is bedwetting/has nightmares O Child is very aggressive O Family conflict/violence
O Child with a disability and caregiver needs
support O

Child in new living situation with caregivers not previously known to him/her O

Lack of supervision/child at risk O Caregiver with disability and child’s basic needs are
not being met O
Child labour
Child involved in dangerous labourO Child working and not accessing school O
Justice for children
Drug Abuse
Child drug abuse O Caregiver drug abuse O

Child is the head of a householdO Child is pregnant O
Others O

..................................................................................................................................................
......................

OUnaccompanied child – Child is separated from his/her usual caregivers AND other rela-

tives and not being cared for by an adult who by law or custom is responsible for doing so,
and is in need of care and protection according to his/her specific needs and best interests

OSeparated child – Child is separated from both parents or usual caregivers but not

necessarily form other relatives, and is in need of care and protection according to his/her
specific needs and best interests
Child presentation – Observations from home visits
Are other children at risk Yes  No
If yes, explain
Protective factors present:
Views of the child [opinions, wishes, concerns]
Views of the family [opinions, wishes, concerns]
Information obtained from other organisations, school etc
Safety plan, developed and attached:

O Yes O No
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APPENDIX 19: CHILD PROTECTION CONSENT
FORM

O Unaccompanied child – Child is separated from his/her usual caregivers AND other
relatives and not being cared for by an adult who by law or custom is responsible for doing
so, and is in need of care and protection according to his/her specific needs and best
interests

APPENDIXES

O

Separated child – Child is separated from both parents or usual caregivers but not

necessarily form other relatives, and is in need of care and protection according to his/her
specific needs and best interests

Consent Form

Child presentation – Observations from home visits

Complete Section 1. Clearly explain and complete sections 2&3 in the first language of the
client. Complete section 4.

Are other children at riskOYes

O No

Reference Code: ______________

1. Person Giving Consent: Circle who is giving consent

If yes, explain

Parent/guardian Child [if reporting alone] Case manager*
Protective factors present:

2. Information Storage
I, _______________________________________[name of person giving consent], give my
permission for _______________ [name of agency] to store my personal details in their case
management system.

Views of the child [opinions, wishes, concerns]
Views of the family [opinions, wishes, concerns]

3. Information Sharing: Explain to the person giving consent [as below] why information
may need to be shared about their case:

Information obtained from other organisations, school etc
Safety plan, developed and attached:

O Yes

I give _____________ [name of agency] permission to share information about my case according to the details described below.

O No

Caseworker Recommended Emergency Actions [shelter, immediate protection from harm,
medical response, basic needs]
Action Needed

Why

when

By Who

Does the person giving consent want to withhold all/part of their case information?
Yes/No
If NO skip to Section 4. If YES, who/which actors do they want to withhold information
from/not be referred to? Give details including any information to be withheld/agencies
to withhold it from and reasons for this, e.g. fear/wanting to communicate the information
themselves etc.
Details:

Reasons:

Agencies
Does the family report that they have received protection services before? Yes  No
If yes, Explain
Before making referrals/sharing information with others ensure that you have informed
consent

Government

Community

Form Completed By
Caseworker Name:
______________

Date [DD/MM/YY]: ___/___/___

Family Members

Other
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4. Authorisation Details
Person Giving Consent Signature:
______________________________

Case manager
Code:
___________

Date [DD/
MM/YY]:
_____/_____/_____

*Case managers can document the child’s case without child/caregiver consent in the following situations:

APPENDIXES

■■
■■

APPENDIX 20: CHILD PROTECTION
COMPREHENSIVE SECONDARY
ASSESSMENT FORM

When they are without a parent/guardian and the child is too young to consent themselves
When the child is in imminent danger [including sexual violence or severe abuse]

In such situations case information can only be shared but after consultation with a
Supervisor.

Explain the following to the child and caregiver
Confidentiality: Explain who you are and the agency you work with. Explain that
the child’s name will not be shared with anyone except with their permission.
Explain that the child has the right to change his/her mind about. Explain that the
purpose of doing this is for me to learn about your situation so we can provide
you withinformation about the services available and help the child connect with
service providers. Explain that it will be kept confidential – this means that you
[caseworker] will not tell anyone what the child tells you or that you write down,
unless the child asks you to, or it is information that you need to share because the
child is in danger. Also explain the circumstances in which you will not be able to
keep the information confidential.

Comprehensive Secondary Assessment Form

Assessment Details
Caseworker
Name

Date Comprehensive Assessment Started [DD/MM/YY]: __/__/__

Current risk
level

Date Initial Assessment Completed

Interview details
Person
Interviewed/
Contacted

Type [organisation,
family member,
school]

Date [DD/MM/YY]

Location

Method
[phone,
home visit,
meeting]

Information Storage: Explain to the person giving consent why information
about their case information needs to be stored and how it will be stored in line
with confidentiality principles. Explain that by doing this some non-identifiable
information may be shared for reporting but there will be no way to identify them
based on this information. If the person giving consent agrees to information
storage complete the below.
Information Sharing: We may need to share information with other people to
be able to provide you with the assistance you need and request. Explain that
if shared the information would be treated with confidentiality and respect. After
sharing someone from an agency/group ticked below may come to talk to them.
At any point, they can change their mind about sharing information as they have
described in this form but by that point information may have been shared already.
If the person giving consent agrees complete the below.
Before informed consent is obtained: Offer opportunity to ask questions. If the
child [or caregiver] does not give consent, you cannot proceed
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Summary of the child’s situation
Reasons for referral and immediate actions taken Summarise immediate actions taken/referrals made at referral, and since initial assessmen,
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If changes happened since initial assessment, fill the following:
Living and Care ArrangementsDescribe the relationship dynamics between the child and
caregivers, and child and siblings. Include presence of domestic/family violence and impact
on the child

Involvement of extended family and community networks Describe protective as well as
potentially harmful relationships around the child

Child and family views and opinions
Views of the Child

Child’s daily activities Describe the child’s activities [school, play, work?]

APPENDIXES

Views of the Family
Are there other children at risk?  Yes  No
If yes, What are steps have been taken to address child protection

Child development and healthDescribe how the child is or is not meeting development
milestones, and any health concerns

Professional and extended network observations

Caseworker observations

Child and family basic needs Describe the child and family’s access to safe shelter, water
and food
Analysis and Next Steps
Child resilience factors Describe the child’s friendship and community network, hobbies
and access to education, services, supports and particular resilience traits [example: likes to
learn, eager to be involved in activities, ability to make friends quickly and easily]. Describe
the child’s coping mechanisms [both positive and negative]

Child and family vulnerabilities Consider the child’s age and development stage, presence
of child or carer disability, socio-economic factors, displacement, and presence of multiple
risk factors, history of child protection concerns

Education Describe if the child is attending school, grade, or access to remedial classes;
any particular education needs

Psychosocial Wellbeing Describe the child’s presentation [sad, withdrawn, engaging, happy] and the caregiver’s response to the child’s PSS needs

Parental capacity Describe the caregiver’s capacity to care and protect the child and their
attitudes to harm, and coping strategies [both positive and negative]
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Before making referrals/sharing information with others check the Consent Form

Are the harm/vulnerability factors reduced by mitigating protective factors
Is the child safe? If not, provide details of safety plan
List protection needs to be focussed on as part of the case plan

O Danger and injuries – Child in need of protection from injuries caused by physical dan-

Date for Case Planning
meeting [DD/MM/YY]:
__/__/__

Date agreed with child/family? Yes No

Who should be
involved?

gers in their environment; or in need or services/supports following an injury

O Physical violence and other harmful practices – Child in need of protection from phys-

APPENDIXES

ical violence and harmful practices; or in need of services/supports in response to violence
and harmful practices [ei corporal punishment]

O Sexual violence – Child in need of protection from sexual violence, or in need of safe

Form Completed By
Caseworker Name: ______________

Date Completed [DD/
MM/YY]: ___/___/___

and age and gender appropriate information and responsive services

OPsychosocial distress and mental health disorders–Child in need of support to

strengthen his/her resilience and coping mechanisms; or child is severely affected and needs
access to specialized care/services

OChildren associated with armed forces or armed groups – Child in need of protection
from recruitment and use in hostilities

OChild labour – Child in need of protection from engagement with dangerous and exploitative types of labour

OUnaccompanied child – Child is separated from his/her usual caregivers AND other rel-

atives and not being cared for by an adult who by law or custom is responsible for doing so,
and is in need of care and protection according to his/her specific needs and best interests

OSeparated child – Child is separated from both parents or usual caregivers but not

necessarily form other relatives, and is in need of care and protection according to his/her
specific needs and best interests

Current level of harm/risk [risk assessment matrix]

O Level 1 O Level 2 O Level 3 O Level 4
Caseworker Recommended Actions [including any plans for ensuring
safety based on the analysis and protection needs]
Action Needed
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Why

When

By Who
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APPENDIX 21: CHILD PROTECTION CASE FILE
SUMMARY FORM

Supervisor Reviews

APPENDIXES

No.

Case File Cover Sheet

1.

This must be placed at the front of each case file or within electronic folder – to be
updated regularly

2

Case Information

Case Open Date [DD/MM/
YY]: ___/___/___
Initial Risk Level

Case number: ____________

Case Closure Date [DD/MM/
YY]: ___/___/___

O High O Medium O Low

Case File Contents Checklist
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Included

Date [DD/MM/YY]

Actions
Taken

Referred for
case conferencing

Recommendations

3
4
5
6
7
8

Registration Form

O Date completed:

Initial Assessment Form

O Date completed:

Comprehensive Assessment Form

O Date completed:

Case Plan

O Date completed:

Case Review

O Date completed: O Date completed:
O Date completed: O Date completed:

Case Follow Up Form

O Date completed: O Date completed:
O Date completed: O Date completed:
O Date completed: O Date completed:
O Date completed: O Date completed:
O Date completed: O Date completed:
O Date completed: O Date completed:

Case Closure Form

O Date completed:
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APPENDIX 22: CHILD PROTECTION CASE
PLAN FORM

APPENDIX 23: CHILD PROTECTION CASE
FOLLOW-UP FORM

Case Plan

Case follow up/Monitoring and referral

APPENDIXES

Case number____________ Case worker name: ____________Date Case Plan
Agreed [DD/MM/YY]: ___/___/____
Goal/Result: _____________________________________________________________
__________________________________
Primary need targeted in the case plan: ODanger and injuries; O Physical violence
and other harmful practices; O Sexual violence;OPsychosocial distress and mental
health disorders; O Children associated with armed forces or armed groups; O
Child labour; O Unaccompanied child; O Separated childO Emotional Abuse O
Neglect

Organisation

Role

Date

Name of case manager:

Date

Type of follow up/
Monitoring/ Referral

Detail

Next
Date for next
action
action
planned

Phone call O

Home visit O

Persons Involved in Making the Plan [name, organisation, role]:
Name

Case number:

Referral O
Signature

Monitoring O

Other (state which)
Phone call O

Needed Action

Responsibility

Completion Date

Home visit O
Referral O

Monitoring O
__/__/__

Other (state which)

__/__/__

__/__/__

Agreed review dates
Approved by [supervisor]:
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APPENDIXES

APPENDIX 24: CHILD PROTECTION CASE
REVIEW FORM.

APPENDIX 25: CHILD PROTECTION CASE
CONFERENCE REPORT

Case Plan Review

CASE CONFERENCE REPORT

Case number____________ Case worker name: ____________Date Case Plan
Agreed [DD/MM/YY]: ___/___/____

SECTION 1: OVERVIEW
CASE MANAGERS NAME:

Date of case plan review meeting [DD/MM/YY]: ___/___/___
Goal/Result: _____________________________________________________________
__________________________________
Primary need targeted in the case plan: O Danger and injuries; O Physical
violence and other harmful practices; O Sexual violence; O Psychosocial distress
and mental health disorders; O Children associated with armed forces or armed
groups; O Child labour; O Unaccompanied child; O Separated child O Emotional
Abuse O Neglect
Persons Involved in Making the Plan [name, organisation, role]:
Name

Organisation

Role

Date

Signature

AGENCY OF THE CASE MANAGER:
DATE OF CASE CONFERENCE:

REASON TO REFER TO CASE CONFERENCE:

O When it is necessary to remove a child from their family without parental consent
[however in such cases no immediate harm factors that warrant immediate removal
should be present]
OWhen a child is being reunified with their family after having previously been
removed without parental consent
OWhen a child is offending against another children
OWhen a child needs life saving medical treatment and this cannot be met by local
service providers

Previous case
plan actions

Review
[achieved, not
achieved, in
progress]

New
actions

Responsibility

Completion
Date

OWhen

MoSA have been engaged with the case for an extended period and
progress towards case plan goals has not been achieved–despite the attempted
use of various strategies–and the child protection concerns remain.

O Other
__/__/__

__/__/__

CHILD’S BASIC BIO-DATA [REFER TO REGISTRATION FORM]:
FULL NAME
AGE

__/__/__

GENDER

Agreed review dates

DATE OF BIRTH

Approved by [supervisor]:

CURRENT ADDRESS
CURRENT CAREGIVER
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RELATED CASE [S]

2

LINKED CASE
CONFERENCE

3

SECTION 2: OPTIONS AND RECOMMENDATIONS:

APPENDIXES

NAME OF FATHER
NAME OF MOTHER

Part I – HISTORICAL BACKGROUND

SIBLINGS

Please briefly summarize key issues, such as previous care arrangements, information on
parents and family, previous attempts to address child protection needs.

Child protection concerns:
Part II–CURRENT SITUATION

 Dangers and injuries  Physical violence and other harmful practices

Please describe the current living situation of the child, to include:

 Sexual violence Psychosocial distress and mental disorders

Current care arrangement, living conditions, safety, relationships with parents/ siblings/care
givers/other family members;

 Children associated with armed forces or armed groups

Community networks, education and school attendance;

 Child labor  Unaccompanied and separated children

Assessment of child’s age and maturity, physical and mental health and any specific needs
assessment.

 Justice for children  Emotional abuse
Part III–AVAILABLE OPTIONS & ANALYSIS

 Neglect

Please indicate all the available options and follow-up mechanisms and analysis of each.

INTERVIEWS:

Please refer to all the following factors in the option and analysis:
- Views of child
- Non-offending family and close relationships

PERSON
INTERVIEWED

Relationship to the
child

NO. OF
DATE OF
INTERVIEWS INTERVIEWS

Interview Notes attached

- Safe environment
- Development and identity needs

FINAL RECOMMENDATION
Please provide the final recommendation and reasons.
NAME

ORGANIZATION

Case manager
Supervisor

Name of the case manager:

Date:

Signature of the case manager:

DOCUMENTATION ATTACHED:
1
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Name of Supervisor:

6

Comments by Supervisor to the report:

Date:——————————

Signature of Supervisor:Date:

SECTION 3: PANEL DECISION

APPENDIXES

This section should be completed by the Case Conference Convener and signed at
the Case Conference meeting.
FOLLOW UP
Action

Time Frame

By Whom

COMMENTS

The panel

O Approves the recommendations
O Defers decision [please explain why]
O Does not approve the recommendations [please explain why and provide the panel’s
recommendation]

OReopens the case [please explain why, and who requested the reopening]
O Closes the case
SIGNATURE OF PANEL MEMBERS:
#

Name

Organization

email

Phone number

Signature

1
2
3
4
5
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APPENDIX 26: CHILD PROTECTION CASE
CLOSURE FORM

Has child been told who to contact if he/she has questions, concerns or to access support
if required?
 Yes  No*If yes, indicate below key contact points*

CASE CLOSURE FORM

APPENDIXES

SECTION 1–IDENTITY OF THE CHILD
Case Code:

SECTION 3–FORM COMPLETED BY SUPERVISOR

Case Manager:

Supervisor Name:
Child’s Full Name:

Related Case Review Date:

Designation/title:
Case Closure Date:

Signature:
SECTION 2–CLOSURE DETAILS

Tick key reason for closing the child’s file?
*If you tick other, please specify*

 Protection concerns resolved

 Transferred

 Death of
Child

 Over 18
years

 Other
[specify]:

Please give required details for closing child’s case:

Caregiver’s Full Name:
Relationship to the child:
Physical address of caregiver’s:

Caregiver’s active telephone number[s]:
Is this a permanent arrangement?  Yes  No
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APPENDIX 27: CHILD PROTECTION CASE
TRANSFER FORM

E.g. Meetings between agency caseworkers and key points emphasized during them; introduction meeting with caseworkers, child and family; final follow–up visit from transferring
agency etc.

Case file contents
transferred

APPENDIXES

CASE TRANSFER FORM
Reasons for case transfer

Reference code:

OChild/family moving to new location

OLack of organizational
capacity

OChange

ORisk 1 [24 hours]
ORisk 2 [72 hours]
ORisk 3 [7 days]

Consent was taken OYesONo

Phone call was done O Yes ONo

2.
3.
4.
5.

in risk level
of case

OOther
Timeframe for response:

[List document and whether
copy or original–continue
overleaf if needed

1.

6.
Ensure that case closure form is completed by the original case management agency on
the final follow- up meeting with child and family.
Form completed by :

[This is for risk level 1 and 2]
Caseworker Code:

Give reason for the above:

Signature :

Date [DD/MM/YY]:

Signature :

Date [DD/MM/YY]:

Authorized by:
Supervisor code:

If child/Family moving
Address:
Contact:
Agency Details
Agency receiving the case:

Agency transferring case:

Contact person at agency:

Contact person at agency:

Agency Address and contacts:

Agency Address and contacts:

Date of transfer request [DD/MM/YY]:
Date of transfer meeting [DD/MM/YY]:
Date of transfer of case management responsibility [DD/MM/YY]:
Details of arrangements made to support successful transfer of case
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APPENDIX 28: AWN LEGAL NETWORK
REFERRAL FORM

Second. Description of the Case

Third. Type of Legal Aid

Case Form

APPENDIXES

Date ……..\........\2016
Case Number:

Legal consultation
Mediation

■■
■■

Gaza
Khanyounis

Legal Clinic

Other
Legal representation
Nomination

Without nomination

Name of Lawyer

Description of Provided Legal Aid:
First. Personal Information

Case Signature ……………………………… Lawyer
signature :……………………………

Full Name…………………………………………

Internal Transfer Form

ID #: ........................................... DOB:
……………………………………………………….

Date ……..\........\201..

Marital Status: ….. Single …… Married …… Widow …… Divorced
Sex: …… Male …… Female
Address: …… City …… Village …… Camp …… Other
Educational level: … Primary stage … Prep stage … Secondary stage …University
… Other
Referral point: …Charity Association …Orphanage …Syndicate …Sport club …
Children club
Medical source: … Doctor …Nurse …Physiotherapist …X-ray technician …
Psychologist

…… Al-Azhar University

The referral point

…… Aaysha association
…… Justice Coalition centre
…… AlAtaa charity association
…… Culture and free thinking association
…… Woman affairs centre
…… Nationality center for democracy and law
…… Woman programs centre – Rafah
…… Woman programs centre – Nusirat
…… Woman programs centre – Beach camp
…… Other associations

Educational institution: ……Teacher ……Other sources
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Gaza
Khanyounis

Legal Clinic to which the
referral is being made

…… Charity association ……Orphanage ……Syndicate

The referral point

…… Sport club
…… Childrens club
Medical source:

Name of Lawyer
referring

…… Doctor …… Nurse

APPENDIXES

…… Physiotherapist …… Xray technician …… Psychologist
Educational institution:

First. Personal Information

……Teacher

Full Name……………………………………………

…… Other

ID #: ........................................... DOB:
…………………………………………………………….

Gaza
Khanyounis

Marital Status: ….. Single …… Married …… Widow …… Divorced

Legal clinic to which
the referral is being
made
Name of person
referring

Sex: …… Male …… Female
Place of residency: …… City …… Village …… Camp …… Other

First. Personal Information

Educational level: …… Primary stage …… Prep stage …… Secondary stage ……
University …… Other
Second. Description of the Case

Full Name…………………………………………………………………………………
………
ID #: ........................................... DOB: ………………………………………………
Marital Status: ….. Single …… Married …… Widow …… Divorced

Third. Type of Legal Aid

Sex: …… Male …… Female

Legal consultation…………….. Legal representation ………..

Place of residency: …… City …… Village …… Camp …… Other
Educational level: …Primary stage …Prep stage …Secondary stage …University
…Other

Description of provided legal aid:
Referred Case signature
signature:
External Transfer Form
Date ……..\........\2011

Lawyer
Second. Description of the Case

Signature Stamp:
Date ……..\........\2016
Personal information

The prosecutor ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
ـــــــــــــــــــ
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The prosecutor address
ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
ــــــــــــــــEducational level:
Age:

Minister of Labour and decision No. [1] for the year 2004

APPENDIXES

Full Name……………………………………
ID #: ........................................... DOB: …………………………………………………

Acts of dangerous or harmful to health and the industries which are prohibited for
minors

Marital Status: ….. Single …… Married …… Widow …… Divorced

Minister of Labour ,,,,

Sex: …… Male …… Female
Contact means: …… Telephone …… Mobile

After reviewing the Labour Law No. [7] for the year 2000, particularly Article 95,
paragraph [1] thereof, and based on the requirements of the public interest, decided
as follows: -

Job: ……….

Article [1]

Defendant:
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
ـــــــــــــــــــــــــــــــــــ

Minors may not be work of the following industries: -

Defendant address
ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
ـــــــــــــــــ
Job
ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
ـــــــــــــــــ
Requirement 1-

2-

3Second: Details
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APPENDIX 29: LIST OF HAZARDOUS
OCCUPATIONS IN PALESTINE

1.
2.

Work performed under the earth’s surface.

3.

Working in the furnaces used for melting metal materials, glass or refining or
production.

Work in mines and quarries and all other work related to the extraction of any
substance.

4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

Explosives and explosive materials and related works industry.

21.
22.
23.

Doko painting.

Cement industry.
Industry and processing of asphalt.
Industry and the use of pesticides.
Work where employees are exposed to ionizing radiation.
Tobacco industry.
Work in slaughterhouses and butcheries.
Alcoholic beverage industry and its purchasing or selling places.
All kinds of welding which emits rays and harmful gases.
Rubber industry.
Oil and natural gas industry and oil refining and petrochemical plants extract.
Work in the mobilization of compressed gas cylinders.
Work at filling stations.
Fertilizers industry.
Electric battery industry and maintenance.
Leather tanning.
Management or controlling or repairing or cleaning the moving machinery during
rotation.
Installation and maintenance of asbestos.
Acts where material lead or organic compounds that contain more than 10% of lead
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material enters into circulation.
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24.
25.
26.
27.
28.
29.
30.

Work in public toilets.

31.

Heavy work that requires physical, exhausting effort, as acts of porters and carrying
or dragging weights of more than 10 kg and above, and construction work, and
similar work.

32.
33.

Work in domestic and industrial waste collection and perfusion cesspits.

Work in ports and docks, sidewalks.

APPENDIX 30: CHILD LABOUR LAWS IN
PALESTINE

Work in snow and cooling plants.
Silvering mirrors by mercury.
Work in bleaching and dyeing textiles.
Work in medical labouratories and chemical analysis.

The below table summarizes relevant laws and regulations related to child labour
within Gaza

Industries in which the interference-causing occupational cancer material is used
[attached to a table in the law].

Work in forests and cutting quarrels and nature reserves.

ILO Standards

Palestinian
legislation
Yes/No

Age

Related Palestinian Legislation

Minimum Age for Work

Yes

15

Article 93 of the Labour Law for
the West Bank and Gaza (39);
Article 14 of the Palestinian
Child Law for the West Bank
and Gaza (40)

Minimum Age for
Hazardous Work

Yes

18

Article 95 of the Labour Law for
the West Bank and Gaza (39)

Prohibition of Hazardous
Occupations or Activities
for Children

Yes

Prohibition of Forced
Labour

No

Prohibition of Child
Trafficking

No

Prohibition of Commercial
Sexual Exploitation of
Children

Yes

Article 36 of the Palestinian
Child Law for the West Bank
and Gaza (40); Articles 306,
310, 311, 315, and 319 of the
Jordanian Penal Code for the
West Bank (42); Articles 159
and 165 of the Palestinian
Penal Code for Gaza (43)

Prohibition of Using
Children in Illicit Activities

Yes

Articles 27 and 44 of the
Palestinian Child Law for the
West Bank and Gaza (44)

Minimum Age for
Compulsory Military
Recruitment

N/A*

Article 1 of Minister of Labour
Decision on hazardous work
for the West Bank and Gaza
(41)

247

APPENDIX

APPENDIXES

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

ILO Standards

Palestinian
legislation
Yes/No

Age

Related Palestinian Legislation

Minimum Age for Voluntary
Military Service

Yes

18

Article 46 of the Palestinian
Child Law for the West Bank
and Gaza (40)

Compulsory Education Age

Yes†

Free Public Education

Yes

*No conscription in the West Bank and Gaza.(9)
† No standing military in the West Bank.(9)
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APPENDIX 31: COMMUNICATION
RECOMMENDATIONS
The list below provides guidance for communication, specifically
during an acute emergency.
■■

Articles 3, 15, and 18 of the
Palestinian Education Act for
the West Bank and Gaza (45)

Share GBV and messages with communities, families, children, and authorities
in collective centres, schools, mosques, etc.;

■■

Promote gender equity, giving full consideration to local social norms and cultural
restrictions (i.e. equal access to distributions, segregated WASH facilities,
medical services, escorts to latrines at night, etc.);

Article 37 of the Palestinian
Child Law for the West Bank
and Gaza (40)

■■
■■

Use language that is as simple as possible, and translate into relevant language;

■■

Ensure survivors, children and caregivers have been properly informed and have
signed an informed consent form before using any image, recording or quote of
them;

■■
■■

Ensure that the stories and images used are accurate and sensitive;

■■

Avoid exposing children to further harm, for example by maintaining stereotypes
(i.e. girls are weak);

■■

Avoid using the real name of the survivor/child unless they have asked for this
and the caregiver has agreed (considering best interest and do no harm);

■■

Avoid revealing the identity of current of survivors of physical or sexual abuse,
perpetrators of abuse;

■■

Provide survivors and children with access to media so that they can to express
their own opinions;

■■

Do not pay survivors, children or caregivers for the information or materials that
will be used;

■■

Ensure that survivors/children who testify or who give evidence to media are in
no way at risk;

■■

Consider broadcasting of child protection messages through Jawwal, and radio
(i.e. Prevention of family separation, prevention of injuries resulting from UXOS,
access to PSS, taking care of children showing signs of distress).

Consider whether a publication (i.e. advocacy message, media) is in the best
interests of the individual survivor or child shown (i.e. does it show the survivor/
child in a dignified manner? Does it expose the survivor/child to harm?);

Avoid labelling survivors and children, exaggerating situations or depicting
children or survivors as powerless;
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APPENDIX 32: CHILD PROTECTION CASE
MANAGEMENT WAITLIST

APPENDIX 33: EMERGENCY REFERRALS
If unsure about where to refer, contact the Governorate Protection
Focal Points

APPENDIXES

WAIT LIST

Name of
person in
need
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Contact
details

Key
concern

Age
Date at
Actions
and
which
taken so
gender concerns far
were
identified

Follow
up required

Name of
organisation to be
referred to

Role

Name

Email

Area of
responsibility

Contact

Team
Leader

Wasfi
Abuzanoona

wasfi_tawfiq@hotmail.
com

Entire Gaza
Strip

059-55507444

Focal
Point

Rapee
Hammiok

r.hamooda@hotmail.
com

North Gaza

059-5190110

Focal
Point

Dina Elanker

dinaelanker@gmail.com

Gaza

059-8941418

Focal
Point

Ramez Jaber

rtjaber@hotmail.com

Middle Area

059-9993304

Focal
Point

Mohammed
Abu Hadof

Rahal.1987@hotmail.
com

Khan Yunis

059-2145535

Focal
Point

Abed El Qader
Edeher

abad2005@outlook.sa

Rafah

059-2190110
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Available mental health services during an acute emergency:

Name

Location

Services

Available
during
ceasefire

Available
during war
time

Ministry f Health
(Psychiatric and
community rehabilitation hospitals)

Gaza –
Nasser
street

Mental health services, overnight
observation

Y

Y

GCMHP

Mobile

Mental health
services

N

Y

Shifa hospital

Gaza

Mental health through
community rehabilitation hospital team

Y

Y

Abu Yousif Al Najaar

Rafah

Mental health through
community rehabilitation hospital team

Y

Y

Shuhada, Al Aqsa

Deir el
Balah

Mental health through
community rehabilitation hospital team

Y

Y

Available health services during an acute emergency:

Name
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Location

Services

Available
during
ceasefire

Available
during
acute
emergency

UNRWA

Collective
centres in
schools

Medical services and health
education

Y

Y

Deir Balah
Shelter

Reproductive
heath

Reproductive health/Midwife

Y

Y

Tuffah
shelter

Gaza

Reproductive health

Y

Y

UHWC

Gaza

PHC & reproductive health

Y

Y

Jabilya

PHC & reproductive health

Y

N
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Beit Hanoun

PHC & reproductive health

Y

N

Nisyrait

PHC & reproductive health

Y

N

Owda
Hospital

Minor surgery, reproductive
health and PHC

Y

Y

Palestinian
Red
Crescent
SocietyGAZA

Jabilya

PCH & reproductive health

Y

N

Palestinian
Red
Crescent
society

Gaza

Minor surgery, PHC & reproductive health

Y

Y

CFTA Burej

Burej

PHC & reproductive health

Y

N

Shifa
Hospital

Gaza

Medical services and
treatment

Y

Y

Shuhada Al
Aqsa

Dair el Balah

Medical services and
treatment

Y

Y

Abu Yousif
Al Najar

Rafah

Medical services and
treatment

Y

Y

APPENDIX 34: INTER-CLUSTER REFERRAL
FORM
Date of Report

Governorate

Reported by

Locality

Contact
number
of person
reporting

Organization/
agency

Describe the specific needs you observed. Why you are referring this particular
case? Specify if the person involved has given consent to refer?

Criteria for shelters for children in emergencies:

Al Amal

■■
■■

Dependent on security situation, stays open during an
emergency and continues to provide services to children
already in the centre;
Will accept children during an emergency if referred by
MoSA.

SOS

■■
■■

Stays open for
children in the
centre;
Does not receive
any
additional
children.

Tick

Relevant Clus- Main Needs
ter
PROTECTION

GBV, Child protection, legal aid needs, Psychosocial/Mental
health, ERW removal, persons with disabilities, elderly with
special needs

SHELTER

UNRWA Rental assistance, MoSA rental assistance, winterization assistance, NFIs, etc.

WASH
HEALTH

254

255

APPENDIX

INTER-AGENCY STANDARD OPERATING PROCEDURES FOR PREVENTION OF
ANDRESPONSE TO GENDER-BASED VIOLENCE AND CHILD PROTECTION IN GAZA

APPENDIX 35: TERMS OF REFERENCEGOVERNORATE FOCAL POINTS

FOOD
SECURITY
EDUCATION
OTHER?

Child ProtectioN Working Group

APPENDIXES

Terms of Reference (TOR) – Governorate Focal Points
Name

PROTECTION
SHELTER
WASH
HEALTH
FOOD SECURITY
EDUCATION
OTHER CONTACT
OCHA: [Hamada?]

Said Almadhoun

Organization

OHCHR

Email

salmadhoun@
ohchr.org

Mobile
Number
0597
444158

Background
The establishment of Governorate Coordination Focal Points was decided upon
with members of the Child Protection Working Group [CPWG] who participated
in the contingency planning meeting in April 2014, integrated into the emergency
preparedness work-plan which was endorsed by the wider CPWG membership.
The purpose of Governorate Focal Points is to support the CPWG initiatives at
the field level with a particular emphasis on enhancing situation monitoring,
actively participating in coordinating needs assessments, and coordinating the
child protection response at the Governorate field level with technical support and
leadership from the Gaza CPWG coordinator.
Scope
The role of the governorate NGO protection focal points is to: [i] support the
Government Emergency Response Committee focal points in each governorate
with situation monitoring, needs assessments and coordination of the response at
the field level; [ii] establish and maintain systematic linkages with child protection
and protection stakeholders including community child protection committees
and other community groups as appropriate, and the protection teams in each
government collective centre during times of acute emergencies; [iii] and work in
partnership and close collaboration with the CPWG coordinator to ensure that all
response activities are coordinated and agreed at the sub-national – Gaza CPWG
level
Structure
The Focal Points Team leader actively participated in all CPWG meetings and
initiatives, is responsible for coordinating and supervising the CPWG agreed
activities of all 5 Governorate Focal Points with technical support from the CPWG
coordinator. The team leader collates and analyses all field level information and
shares regular reports with the CPWG coordinator to inform the response.
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Governorate

MoSA Emergency Response Focal
Point

PCDCREmergency Response
Focal Point

Lead FP

To Be Advised: name/phone number

To Be Advised: name/phone
number
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North Gaza

To Be Advised: name/phone number

APPENDIXES

Gaza City

To Be Advised: name/phone number

To Be Advised: name/phone
number
To Be Advised: name/phone
number

Middle Area

To Be Advised: name/phone number

To Be Advised: name/phone
number

Khanyounis

To Be Advised: name/phone number

To Be Advised: name/phone
number

Rafah

To Be Advised: name/phone number

To Be Advised: name/phone
number

Key Roles and Responsibilities
During acute emergencies
Support Government Collective Centres
In close coordination with the CPWG coordinator and the Government Emergency
Response Committee Focal Points in each Governorate, and Collective Centre
Manager, support the activation of Government Collective Centre Protection Teams

Undertake community consultations
Undertake community focus group discussions and analysis of results on a variety
of protection-related topics in consultation and coordination with the CPWG
Undertake situation monitoring
Situation monitoring consists in observing, collecting information and reporting on
issues that are relevant to protection. Situation monitoring reports provide real time
information on risks, threats and changes that could or will impact safety and wellbeing of children and adolescents, to inform accurate and responsive emergency
programming. Focal Points are expected to undertake the following:
Step 1: Each Focal Point will complete at least two, and up to five monitoring forms
[Annex 1] per week. Each worker will meet with:
■■
■■
■■
■■
■■

1 key informant adult female
1 key informant adult male
1 key informant adolescent female
1 key informant adolescent male
1 key informant community leader or focal point

Step 2: Provide the completed forms to the Team leader.
Step 3: The Team Leader interviews two community leaders or focal points each
week, one female, one male, using the same monitoring form.

■■

Identify Protection Team members [following Government Collective Centre
Protection Teams SOPs]

■■

Collect the situation monitoring consolidated forms from Collective Centre
Protection Team Leaders each week, enter data in the data-base and produce a
weekly report on trends.

Step 4: Each week the Team leader collates all information collected on nonidentifying specific protection trends and prepared a consolidated report [see
annex 2]

■■

Share a situation report analysis with the CPWG coordinator each week [showing
trends and needs for collective centres as well as host communities in each
Governorate].

Step 5: The Team Leader then enters the data in a data-base together with the
consolidated data from the Collective Centres and prepares a weekly report.

■■

Attend the CPWG weekly meetings where the report findings will be discussed
will be used and appropriate response agreed upon.

Step 6: Thereport is then shared with

■■

Coordinate agreed response actions at the field level

Support coordination of assessments
■■

Support the coordination of the MIRA, the CP Rapid Assessment, and small scale
locality specific assessments as needed

■■
■■
■■

Protection team leaders in each collective centre
Collective Centre Managers
CPWG, GBV WG and Protection Cluster Coordinators

The Governorate Focal Point Governorate Focal points will discuss and organise
the required response with Collective Centre Protection team
Identifying appropriate key informants
Key informants should be selected based on their ability to provide information about vulnerable groups and
protection concerns in the collective centre. Is isnot necessarily a person in position of power; and it should
:not be a child. In choosing the key informants, consider whether
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■■

There is reason to believe that they have significant knowledge of the situation
of the population

■■

They will be able to understand the questions;
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■■

They have dominant views that may result in biased answers.

When selecting key informants, protection team members should ensure that there
is a good age and gender balance
Coordinate the response

APPENDIXES

The CPWG coordinator will call for a coordination meeting weekly to provide a
situation and response update, and discuss and agree on the response required to
address the child protection concerns arising from the unfolding situation; at this
time, the outcomes of the consolidated situation monitoring report will be presented
and discussed to inform the response. The team leader will attend the meetings
[remotely if the situation does not allow attendance in person] and coordinate the
response in the field with relevant partners as identified and agreed.
The team leader will organise field level coordination meetings immediately following
the CPWG meetings and mobilise and coordinate resources for the response inside
the Government Collective Centres as well as in the community.
The team leader will also collate information on the types of services available
at any one time during the emergency and update the referral pathways 1 pager
accordingly

PART 2 : Key Informants
Name

Role in community

Place of origin

Mobile

PART 3: Site information
Governorate

Municipality

Neighborhood/collective centre

Estimated number
of individuals

Estimated number of
families

Site description

During the protracted emergency
The same duties apply as for acute emergencies, with the following exceptions:
■■
■■

No response in Government Collective Centres once closed
Situation monitoring is reduced to ten forms per Governorate Focal Point and
one report per month [by the 18th of each month]

1. Broad protection concerns outside collective centre

■■
■■

Coordination meetings will coincide with the CPWG meeting frequency [monthly]

Are you aware of any family groups who are living with host families?

Update the referral pathways service directory and support the referral of cases
on the waitlist

Yes No Unsure

■■

Support emergency preparedness initiatives and trainings organised by the
CPWG

■■
■■

Support identifying the most vulnerable communities within each governorate.
Supporting familiarisation with the CP & GBV referral and case management
SOPs.

If yes, how many family groups are residing with host families?
<10 10-50 50-100 Over 100

What are the key concerns of those families?

Situation Monitoring Form

Family/community disputes Not enough food Not enough privacy Not enough drinking water
Unsafe housing Overcrowding Insufficient bedding Not enough water [other than drinking]

[Can also be used as a Site Specific Assessment Form]

Not enough humanitarian assistance for people in need [state which humanitarian assistance is
lacking]

Date:

No access to essential services [state which]
Other [state which]
PART 1 : Emergency Monitoring/ AssessmentTeam Information

Name
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Organization

Email

Mobile
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What are the key concerns of other people in your communityother than people residing with
host families?
Family/community disputes Not enough food Not drinking enough water Unsafe housing
Overcrowding Not enough water [other than drinking]

3.1 Are there children
separated frombothof their
parents or usual care-givers
but not necessarily from
extended family?

 Yes  No Unknown If YES, Est. Number:

3.2 Are any children separated from both of their
parents or usual caregivers who are eitheralone
or without anappropriate
caregiver?

 Yes  No Unknown If YES, Est. Number:

3.3 Are there children with
physical injuries in need of
assistance?

 Yes  No Unknown If YES, Est. Number:

3.4 Are there adults with
physical injuries in need of
assistance?

 Yes  No Unknown If YES, Est. Number:

3.5 Are there children who
have been harmed as a result of family or community
violence?

 Yes  No Unknown If YES, Est. Number:

3.6 Are there adults who
have been harmed as a result of family or community
violence?

 Yes  No Unknown If YES, Est. Number:

Other [state which]

3.7 Are there severely distressed children?

 Yes  No Unknown If YES, Est. Number:

Do people feel unsafe in the collective centre?

3.8 Are there severely distressed adults?

 Yes  No Unknown If YES, Est. Number:

3.9 Are there children
involved in begging or
exploitativeforms of child
labour?

 Yes  No Unknown If YES, Est. Number:

3.10 Are there children with
disabilities who need special assistance?

 Yes  No Unknown If YES, Est. Number:

Not enough humanitarian assistance for people in need [state which humanitarian assistance is
lacking]
No access to essential services [state which]
Other [state which]

APPENDIXES

3. Specific protcetion concerns [reminder children are persons under 18
years]

Do people in your neighbourhood know where to seek assistance and/or information?
Yes No Unsure
If yes, where do people seek assistance, and/or information?

2. Broad protection concerns inside collective centres
What are the key concerns you are aware of inside the collective centre?
Family/community disputes Not enough food Not enough privacy Not drinking enough water
Unsafe housing Overcrowding Insufficient bedding Not enough water [other than drinking]
Not enough humanitarian assistance for people in need [state which humanitarian assistance is
lacking]
No access to essential services [state which]
Distribution of assistance excludes child-headed families Distribution of assistance excludes
women-headed families
Lack of safe spaces for women and girls to gather Lack of safe spaces for children to play Lack
of adequate lighting for toilets Lack of gender segregated toilets
Lack of gender segregated bathing facilitites

Yes No Unsure
If yes, in what way? [explain]

Do people in the collective centre know where to seek assistance and/or information?
Yes No Unsure
2.3.1 If yes, where do people seek assistance, and/or information?
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Is it more: boys  girls same  don’t know 

Is it more: boys  girls same  don’t know 

Is it more: boys  girls same  don’t know 

Is it more: men  women same  don’t know 

Is it more: boys  girls same  don’t know 

Is it more: men  women same  don’t know 

Is it more: boys  girls same  don’t know 

Is it more: men  women same  don’t know 

Is it more: boys  girls same  don’t know 

Is it more: boys  girls same  don’t know 
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3.11Are there adults with
disabilities who need special assistance?

 Yes  No Unknown If YES, Est. Number:

3.12 Are there incidents of
domestic violence?

 Yes  No Unknown If YES, Est. Number:

3.13 Are there elderly persons needing assistance?

 Yes  No Unknown If YES, Est. Number:

3.14 Are there affected
people in need of legal
assistance?

 Yes  No Unknown If YES, Est. Number:

3.15 Are there any known
incidents of sexual
violence?

 Yes  No Unknown

NOTE: If the KI reponds
YES, do not collect ANY
identifying information;
take the KI’s details and,
seek the KI’s consent, to
be referred to a GBV or CP
specialized service provider
for the next steps

Is it more: men  women same  don’t know 
Name of
person in
need

Contact
details

Key
concern

Gender
and age

Actions taken
so far

Follow up
required

Is it more: men  women same  don’t know 

Is it more: men  women same  don’t know 

Was the violence reported to have been perpetrated against a child/children [under 18]?
 Yes  No Unknown If YES, Est. Number:
Was the violence perpetrated against women?
 Yes  No Unknown If YES, Est. Number:
Was the violence reported to have been perpetrated against men?

Consolidated Situation Monitoring Form

 Yes  No Unknown If YES, Est. Number:

Date–From______________ To ___________
Governorate: ___________ Location:____________ Collective Centre ____________

3.16 Other protection
concerns

 Yes  No Unknown If YES, Est. Number:

4Who provides assistance
and support to people in
need[select as many answers as apply]

MOSA


Community
Leaders

INGOs

Religious
Leaders

referral is needed, note the details below and discuss follow up steps with team
leader

Please secribe the protection concerns identified

 Police

NGOs


Community
members

Data compiled by: Name______________ Phone# ________________ Organization
_____________
PART 1 : Key Informants Information
Number of key informants interviewed
Gender ratio

.Nobody

 Other
[which?]

 Don’t
Know

Please identify any other concerns. While we may not have the ability or resources
to respond directly, we can at least communicate the issue to MoSA and relevant
humanitarian actors:

PART 3: Site information
Governorate

Municipality

Collective centre

Estimated number of individuals
overall

Estimated number of
families overall

Site description

For particularly vulnerable individuals identified in section 3 immediate action and
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1. Broad protection concerns
Broad concerns identified
1.1 Family/community disputes [rating]

2. Do people feel unsafe in the collective centre?
Yes [rating ] No [rating ] Unsure [rating]
If yes, list the reasons given

APPENDIXES

1.2 Not enough food [rating]
1.3 Not enough privacy [rating]

3. Do people in the collective centre know where to seek assistance and/or information?

1.4 Not drinking enough water [rating]

Yes [rating] No [rating] Unsure [rating]

1.5 Unsafe housing [rating]

If yes, where do people seek assistance, and/or information?

1.6 Overcrowding [rating]
1.7 Insufficient bedding [rating]
1.8 Not enough water [other than drinking] [rating]
1.9 Not enough humanitarian assistance for people in need [state which humanitarian assistance is lacking] [rating]
1.10 No access to essential services [state which] [rating]
1.11 Distribution of assistance excludes child-headed families [rating]

4. Specific protection concerns identified
4.1 Childrcn separated from both parents or usual care-givers but not necessarily from extended family [rating]
4.2 Children separated from both parents or usual caregivers–alone or without an appropriate
caregiver [rating]

1.12 Distribution of assistance excludes women-headed families [rating]

4.3 Children with physical injuries in need of assistance [rating]

1.13 Lack of safe spaces for women and girls to gather [rating]

4.4 Adults with physical injuries in need of assistance [rating ]

1.14 Lack of safe spaces for children to play [rating]
1.15 Lack of adequate lighting for toilets [rating]

4.5 Children who have been harmed as a result of family or community violence [rating]

1.16 Lack of gender segregated toilets [rating]

4.6 Adults who have been harmed as a result of family or community violence [rating]

1.17 Lack of gender segregated bathing facilitites [rating]

4.7 Severely distressed children [rating]

1.18 Other [state which] [rating]

4.8 Severely distressed adults [rating]
4.9 Children involved in begging or exploitative forms of child labour [rating]
4.10 Children with disabilities who need special assistance [rating]
4.11 Adults with disabilities who need special assistance [rating]
4.12 Incidents of domestic violence [rating]
4.13 Elderly persons needing assistance [rating]
4.14 Affected people in need of legal assistance [rating]
4.15 Incidents of sexual violence against women [rating]; against children under 18 years [rating]; against men [rating];
4.15 Other protection concerns [state which] [rating];
5. Who provides assistance and support to people in need?
5.1
MOSA[rating]
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5.2 Police [rating]

5.3 NGOs [rating]

5.4 Community members [rating]
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5.5 Community
leaders [rating ]
5.9 Other [state
which][rating]

5.6 Religious leaders [rating]

5.7 INGOs [rating]

Nobody[rating]

Children who
have been
harmed as
a result of
family or
community
violence

5.10 Don’t know[rating]

Individual Protection Cases

APPENDIXES

Type of Protection Case

Children separated fromboth parents
or usual
care-givers
but not necessarily from
extended
family
Children
separated
fromboth
parents or
usual caregivers–alone
or without an
appropriate
caregiver
Children with
physical injuries in need
of assistance
Adults with
physical injuries in need
of assistance

No. of new cases identified
this reporting period

Total
identified

No. of cases assisted
within the collective
centre this reporting
period

Girls

Boys

Women

Men

Girls

Boys

Women

Men

0-17
yrs

0-17
yrs

18 +

18 +

0-17

0-17

18 +

18 +

Total
assisted

Severely
distressed
children
Severely
distressed
adults
Children
involved in
begging or
exploitative
forms of child
labour
Children with
disabilitiesin need of
assistance
Adults with
disabilities
in need of
assistance
Incidents of
domestic
violence
Elderly persons in need
of assistance
Affected
people in
need of legal
assistance
Incidents
of sexual
violence
Other protection concerns
[state which
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ANNEX 8
Agenda/Minutes Template
Governorate: Location:

APPENDIXES

Name

Chair: Chair’s Mobile #:
Organization

Agenda Item

Minutes

Mobile #

Email

Action Needed/Follow up
By who and when

1

Updates on Actions
and Follow up from last
meeting

2

Updates on trends and issues impacting protection
prevention and response
> Community Focal Points
provide updates as well
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3

Coordination Processes:
Updates on issues in carrying out roles and needed
support to carry out role of
protection work

4

Updates from Chair on the
weekly plan for carrying
out activities

5

Any Other Business &
confirm next meeting date,
time, and location
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