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FOREWORD 
We were very pleased as Director of the UNFPA Country Support Team for Central and South Asia and as UNFPA Principal Officer Crisis Relief in Geneva to have organized and conducted jointly and successfully this workshop on Reproductive Health in crisis situations. 

For the Emergency Relief Operations Office this workshop is part of an overall training program on Reproductive Health financed by the Belgian Ministry of Cooperation. This training was the fourth and last advocacy workshop on RH in crisis situations. 

For the CST in Nepal this workshop answered adequately the need already identified for enhancing the knowledge of the UNFPA CST and field offices in the region to be better prepared to play their role in crisis and emergencies. 

We are glad to take this opportunity to thank all facilitators and participants for their active and strong support and commitment during this workshop. The workshop was a great success, and we hope that it is only the start of several activities within the region to provide programmatic support to countries which face emergency situations.

In 1995, UNFPA was the co-organizer of the first Inter Agency symposium on RH in refugee like situation and a co-founder of the newly formed Interagency Working Group (IAWG) on Reproductive Health in Crisis Situations. Five years later, UNFPA has now provided support to more than 100 projects in crisis and emergency situations world wide, of which more than twenty projects have been developed in Central and South Asia. 

Two global meetings took place during the year 1998, one in New York, and the other in Rennes on the role of UNFPA in crisis situations reinforcing training of the field office staff.

 Although there was some representation from this region at these meetings, it was felt that there had been insufficient opportunity to share information and experiences or to develop skills specifically within this region. The CST Director in consultation with the Asia and Pacific Division of UNFPA decided therefore, that it was time to address the needs of the relatively large (around seven million) populations of displaced people in Asia, and requested the assistance of the training program of UNFPA Emergency Relief Operations Office.

This workshop is the first step in what we hope, with additional external funding, will become a much more substantive and far-reaching program. The workshop has provided CST and field office staff in this region with the first opportunity to discuss together issues related to the provision of reproductive health in crisis and emergency settings. But we have moved further than just that. The workshop provided the opportunity to identify some key issues and common concern, which need further exploration and understanding. 

Lastly, the workshop contributed towards interagency partnerships and linkages, and this moves us forward towards the UN system collaboration for effective action to deal with emergency situation at the country level.

We would like to thank all partners, local implementing agencies and donors who took the time out from their busy schedules to attend all or part of this workshop. We must of course thank the Belgian Government whose funding made this workshop possible. We would like to thank all those international experts who travelled so far to share their expertise and our CST colleagues.  Our profound thanks to Ms. Imelda Henkin, the Director of the Asia and Pacific Division, and to the field office staff of UNFPA.  We look forward to continuing our collaboration with all of you in the future.


Wasim Zaman 




Dr Daniel Pierotti

Director CST for CASA



Principal Officer Crisis Relief 

	Training of reproductive health professionals dealing with emergency and crisis situations
Project INT/99/P07


Background elements
Reproductive health services for crisis situations have been introduced in June during the first inter-agency symposium on Reproductive health in refugee situations. At that time, it was agreed by more than 30 concerned UN agencies and NGOs that all women whatever is their situation and status should benefit of basic RH Services as anybody else.

As a consequence of this symposium, an inter-agency working group on RH in crisis and emergency has been created as well as specific tools such as an inter-agency field manual on RH in refugee situation and RH kits in order to implement this new activity in a comprehensive way.

The Belgian Ministry of Cooperation in 1998 has allocated to UNFPA US$ 756,000 to facilitate training of health profession by organising on a 2 years period, two types of workshops:

 
5 one-to-two days sensibilisation workshops aiming to sensitize Directors of National and International NGOs, U. N. Agencies and donor countries on reproductive health issues in crisis including emergencies. The message to deliver is simple: There are reproductive health needs in crisis situations including emergencies, which need appropriate answers. Consequently, RH activities should be part of basic regular primary health care programs and specific allocation should be provided to include them.

 
5 to 6 six days training workshops which are addressed to reproductive and  health professionals working in primary health care projects in crisis/emergencies. These workshops more technical aim to provide the necessary skills to the health Coordinators to implement RH activities in their health programs at all stages of a crisis.

Once the inter-agency training workshops will be terminated, it is understood that in each agency the training will continue internally, for health providers.

The workshops originally should have been held in 4 regions: Africa, Asia, Latin America and Europe.

An advisory group based in Geneva, comprising members of concern and willing agencies and NGOs is assisting, orienting  and reviewing  the activities (UNFPA, UNHCR, IOM, WHO, IFRC).

This project is realised by a UNFPA RH training officer. This project involve Agencies and NGOs working in this field as participants or facilitators.  This project, initially, should have started in May 1999 but it was delayed up to the end of September 1999.

 
The long range objective of this project consists of improving the provision of high quality reproductive health services to refugees and IDPs through ensuring that international and local personnel in such situations are aware of RH needs and have the appropriate skills to assess those needs, to plan interventions, to implement activities and to monitor and evaluate those activities.

 
The immediate objectives are: 

- 
The sensibilisation of the policy-makers and other representatives from governments, U.N. agencies, international NGOs on the special RH needs of  refugees and IDPs in crisis situation. 

- 
The improvement of knowledge, attitudes and practices of RH and others health professional working in primary health and referral facilities in emergency situations. 

Activities started in September 1999. A consultant was hired for the advocacy workshops. two advocacy workshops of 2 days duration were organised in Nairobi (22-23 November 1999) and in Dakar (13-14 December 1999). For these 2 workshops, more than 70 professionals attended it. 

In Dakar on request of the UNFPA Country Support Team (CST) Director, a 2 days and half internal workshop took place with 25 participants (UNFPA Representatives of the region, both their Deputies and NPOs and with all the CST specialists).

These courses were well received (see proceedings: Dr. Tailhades, Mr. Reitano, but there is still improvements needed in terms of matching the contents with the expressed needs). 

In March 2000, a workshop on Reproductive health in crisis situations has been organised in Kathmandu with the collaboration of the UNFPA CST. This three days workshop has combined advocacy and improvement of participants skills in this field. Around 40 participants attended this meeting, 2/3 being from UNFPA. The workshop was the last one organised on RH advocacy in crisis and emergency.

This report summarizes the main discussions and presentation during the workshop.

EXECUTIVE SUMMARY
F

rom 28th to 30th March 2000 approximately 40 participants from UNFPA country programmes in Central and South Asia and from other agencies within the region such as WFP, UNICEF and UNFPA global partners took part in this three day workshop in Kathmandu. The main aim of the workshop was to build the capacity of field offices and CST to respond appropriately to the reproductive health needs of refugee and internally displaced populations in emergency situations. This aim was achieved.


The workshop was jointly organised by UNFPA Emergency Relief Office, Geneva and CST for CASA and funded by the Belgian Government under the terms of their programme of assistance to UNFPA for assisting refugees and displaced population.   Facilitators for the workshop were invited from IFRC, UNHCR, RHRC, UNICEF and of course UNFPA.

On the first day the context was set and terms were defined. The complexity of modern man-made emergencies was emphasised - extreme violence against civilians and systematic rape of women are now common place weapons of war. This complexity is worsened by lack of co-ordination and even competition between agencies delivering humanitarian aid. Management of logistics can be particularly challenging. The need for preparedness, flexibility and co-ordination were emphasised.  The importance of a descriptive framework to use in all emergencies applying helpful seemed to improve the strategic planning capacity for participant.

Efficient and rapid priority setting is essential in the early, rapidly changing, phase of a crisis. Information systems need to set up early to guide decision making and planning. Whilst needs for shelter, food and safety take first priority, elements of reproductive health must be considered even, even in the early stages of an emergency. The Minimum Initial Service Package developed among all agencies and comprising of supplies, activities, co-ordination and planning has been designed to provide the minimum reproductive health requirements which are essential in the initial stage of a crisis. MISP RH activities are the prevention and management of sexual violence, reduction of HIV transmission and the prevention of excess neonatal and maternal mortality and morbidity. An RH-kit has been designed to assist with the implementation of MISP. All participants had an opportunity to develop skills in using this tool.   The importance of assessment to provide a basis for setting and changing priorities was stressed and the participants introduced to existing needs assessment tools.

As an emergency stabilises, other reproductive health interventions, as appropriate, may be introduced. These are likely to include programmes aimed at the special needs of adolescents as well as provision of contraceptive services and more comprehensive interventions for the care and prevention of HIV/AIDS and reproductive tract infections. Sensitive planning may be required to care for the needs of women and girls affected by sexual and gender based violence, further violations must be prevented. Even at this stage it is essential to plan and implement in a way that moves towards the long term goal of a durable solution for these populations. Involvement of all stakeholders in assessing, planning and implementing services improves the likelihood of appropriate, accepted and sustainable programmes. Integration with existing host country services should be considered - though they may need support to build capacity. 

Key themes that repeated throughout the workshop included the difficulty in establishing good co-ordination amongst agencies working in emergency situations; the need for preparedness and maintaining an awareness that the emergency did not occur in a vacuum. 

All participants and facilitators agreed that co-ordination is essential but very difficult to achieve.  However, successful co-ordination and collaboration has been achieved through sustained conscious effort and the development of structures which support the process e.g. regular co-ordination meetings, informal networks, flexibility, MoU’s with jointly agreed operational plans. 

Preparedness is essential - not only of logistics but of constructive working relationships with partner agencies and governments; advocacy; information (early warning systems), and staff skills.  Unfortunately, the workshop could not review strategies for disaster preparedness in much detail, and this issue would need to be pursued in depth.

Finally, although seemingly obvious, it is often forgotten in the planning of interventions that Refugees and IDP’s did have previous lives and livelihoods  – they have established RH needs, expectations and health seeking behaviour. New services and IEC campaigns are not being created in a vacuum. In addition these populations are arriving into a host country or local communities with existing policies, plans, services and cultural values which may differ from their own. Awareness and respect for existing cultures, behaviours and values of both the host and refugee population will greatly assist in programme development and management.   The workshop provided the opportunity for participants to review the sensitivity, appropriateness and efficacy of various information and materials and approaches among IDPs and reguess.

Case studies of UNFPA funded programme of emergency assistance were presented from Azerbaijan, Sri Lanka and the Islamic Republic of Iran.  The presentations provoked full discussion about the idea and capacity of UNFPA and partner agencies through their respective mandates.   Practical interventions were also shared from other settings beyond this region, including Combodia; East Timor; Albania; Kenya; Egypt;  and Zambia.   These practical illustration were valuable and much appreciated.

INTRODUCTION
T

he workshop was proposed as a direct result of two UNFPA meetings held during 1998 (New York and Rennes) on the provision of emergency assistance to IDPs and refugees. CST for CASA recognised in 1999, that CST advisers and field offices were being asked to respond appropriately and rapidly in emergency situations without any adequate preparation, neither in terms of information nor access to available tools and other resources. CST suggested that a capacity building exercise within the region would be an appropriate strategy to reduce this skill and information gap, sourcing technical expertise and guidance from ERO and financed by the Belgian Government through ERO.

With the approval of APD, ERO and CST organised the workshop primarily for UNFPA personnel, including CST advisers and field officers. With high levels of interest from some partner agencies, it was agreed to open participation on a limited basis to other agencies from within the region. This interagency collaboration proved both useful and feasible. The general aims, specific objectives and content were agreed together by ERO and CST, demonstrating that it is feasible to jointly manage a capacity building exercise from a distance. ERO identified the international experts and resources persons, and were responsible for their recruitment, briefing, travel and DSA. CST took responsibility for local arrangements, intraregional collaboration and coordination.

Initially, a one day advocacy seminar for development partners and donors in Nepal was planned to raise awareness about reproductive health needs and priorities among displaced and refugee populations. This was subsequently changed to participation in the opening session.  The rest of the workshop took place in the conference facilities of CST Kathmandu, which is well equipped and supported to run small workshops.  Excellent resource materials were obtained in support of the workshop and pouched to CST Kathmandu. 

Based on previous experience the facilitation team wanted to ensure enough time for discussion and full participation, and the programme was specifically planned to permit this to happen. Resource persons were clearly briefed regarding their tasks and the scope for their presentations.  Sessions were chaired by participants tasked to keep both focus and time.  Meetings of resource persons and chairpersons were held prior to each session, and facilitators meetings were held each evening to adjust the following days programme. Due to local political disturbances, the programme of planning meetings for facilitators could not take place as planned and this created some minor problems in the management of the workshop programme.

OPENING
D

r. Chetri, Under Secretary of the Disaster Relief Section, Ministry of Home Affairs, His Majesty's Government of Nepal (HMGN), inaugurated the workshop in traditional Nepali manner by lighting an auspicious lamp. This opening ceremony and the remarks which followed was well attended by United Nations (UN), bi-lateral, International Non Governmental Organisation (INGO) and Non Governmental (NGO) representatives from Nepal.   A full list of participants, facilitators and other attendees can be found in Annex one attached to this report.  More than forty people participated during this meeting.

Welcome Speech by Mr. W. Zaman, Director, UNFPA Country Support Team for Central and South Asia

Mr. Zaman welcomed everyone to the workshop and thanked fellow UN colleagues and representatives from INGO’s, NGOs and other partner agencies for their attendance. He gave particular mention to UNFPA colleagues from the Country Support Team (CST) and abroad whose tireless preparation over the last months and weeks had brought this event to fruition. He remarked the pleasure of sharing the podium with Dr.  Chetri who represented the commitment of HMGN to these important issues. Specific thanks were given to the Belgian Government whose generous funding to UNFPA ensured that this workshop could happen.

Mr. Zaman drew attention to the dramatic increase in the scale of forced displacement of persons in recent years and the significance to programme planning not only for UNHCR but for all governments and agencies. In addition, as mass population movements become larger and occur over shorter time periods than before, the need for contingency planning including capacity building to ensure response is rapid, and appropriate. 

High proportions of refugee and internally displaced persons (IDP) populations are women and adolescent girls. In addition to the material, physical and psychological stress and insecurities faced by all refugees they have specific reproductive health (RH) needs. During the initial emergency situation in their home, the exodus to the host country and whilst in the camp environment they are vulnerable to sexual and gender violence, human immuno-deficiency virus/acquired immune-deficiency syndrome (HIV/AIDs) and other reproductive tract infections (RTIs). The need and indeed right to access to appropriate contraceptive services and safe motherhood increases. Mr Zaman stressed that RH should be considered at all stages of a crisis as a valuable element to reduce morbidity,  mortality and to improve the quality of life. 

Mr. Zaman concluded with a call to build partnerships to both further this aim and advocate for funding these essential services and programmes. 

Opening Remarks by Dr. D. Pierotti, Principal Officer Crisis Relief, UNFPA/Geneva

Dr. Periotti expressed his pleasure at the opportunity to take the floor at the opening of the workshop. He informed the audience of the progress which has been made in putting RH on the agenda in crisis situations since the International Conference on Population and Development (ICPD) Cairo in 1994. However, he urged that it was not time to be complacent – many refugee and IDP women still have limited or no access to RH services and not all those working in emergency and crisis have acknowledged this as an important human right. Up until 1995 the focus for women’s health in refugee and IDP situations has been on maternal and child health (MCH) – the challenge to provide comprehensive RH services has assisted programming for women as people - not only mothers. He outlined that a first step of UNFPA was to advocate for the concept of comprehensive RH in emergency situations both internally and with partners. 

During the intervening years there have been a number of achievements including the production of tools to facilitate and guide the planning and implementation of programmes. An Inter Agency Working Group (IAWG) was created to address RH in crisis situations – it had its fifth meeting only last week when over 30 participants met under the leadership of UNHCR. As a result the idea of comprehensive RH for refugees and IDPs is no longer a taboo and services are beginning to be established. UNFPA is now recognised as a full partner who complements other agency inputs into crisis situations and is developing the capacity of staff to be pro-active in these situations. 

Dr. Pierotti concluded by reminding us that the road is long and that we are all responsible for furthering the aims by continuing to advocate for funds and always remembering and prioritising appropriate level of RH input in primary health care (PHC) programming for refugees and IDPs.

Welcome Speech by Dr. M. B. P. Chetri, Under Secretary, Disaster Relief Section, Ministry of Home Affairs, HMG/N

Dr. Chetri extended a very warm welcome to all distinguished foreign guests to Nepal. He expressed his feeling of honour to address and inaugurate the workshop participants from Nepal and abroad. 

Dr. Chetri re-iterated the concern of the both Mr. Zaman and Dr Pierotti for the growing population of refugees and IDPs in Asia and re-enforced the importance of meeting their RH needs. He stressed that these challenges can only be solved through the collaboration of all agencies involved – including the UN system and host governments. 

As a HMG/N representative, Dr. Chetri assured the gathering of HMG/N’s commitment to the various UN resolutions that protect the rights, liberty and development of marginalised populations – in particular IDPs and refugees. He noted that the workshop over the next three days was one small but significant step towards achieving quality RH for these vulnerable women and girls and hoped that there would be an environment where ideas, experiences and difficulties could be openly shared.

Finally, Dr. Chetri wished for a most pleasant stay in Nepal and safe travel home to all foreign guests.

OBJECTIVES OF THE WORKSHOP
M

s. Jean Robson introduced the participants to the aims and organisation for the workshop.   It was pointed out that the idea for the workshop was generated some time ago, after UNFPA meetings in New York and reviews concluded amongst other things that further capacity building at field level was necessary. ERO have conducted some workshops in Africa to build capacity of UNFPA technical and programme staff and advocate for greater support to RH needs of refugees in that region, supported by funds of the Belgian Government.  In recognition of the extent of the problems of displacement in Central and South Asia, it was agreed between ADP and ERO that a similar workshop would be appropriate for this region.

The workshop is primarily, though not exclusively, aimed at UNFPA staff in order to increase their capacity, and through them the field offices to prepare for and co-ordinate effective emergency response programmes.

Aim of the Workshop

To increase awareness and capacity of UNFPA and partners, in responding adequately to reproductive health needs arising in emergency/crisis situations within the region.

Specific Objectives of the Workshop

By the end of the workshop,  staff will be able to:

· Recognise the special needs of refugees and displaced populations for all components of reproductive health, and identify gaps in service/information provision.

· Provide appropriate RH technical assistance to refugees and/or displaced persons.

· Identify and collaborate effectively with executing and implementing partners in emergency and transition phases of humanitarian crisis.

· Adapt usual RH monitoring and training tools to crisis and emergency situations. 

Areas of reproductive health on which the workshop will focus on are – HIV/AIDS; adolescent RH needs; sexual and gender based violence and family planning. For reason of time constraint, and not lack of importance, provision of safe abortion and motherhood services are not specifically the focus of this workshop.


The workshop was to be seen as a capacity building exercise and to strengthen existing and potential partnerships between and within organizations.   The meeting would therefore focus on promoting an open dialogue, and providing sufficient opportunity for participants and resource persons alike to share experiences.


Most sessions would take a round table format with presentation of ideas, project and programme experience followed by question and discussion.  There were to be some problem solving exercises where appropriate. 

PROCEEDINGS OF WORKSHOP
First Theme - Emergency: Initial Phase of a Crisis 

Chairperson: Mr. S. Chee – UNFPA Officer-in-Charge, Nepal

Presenters:
Mr. W. Brady, UNHCR Senior Regional Health Co-ordinator



Mr. D. R. Dhakhwa, Secretary General, Nepal Red Cross Society (NRSC)

Dr. S. Tamang, Health Co-ordinator, Bhutanese Refugee Health Project, Nepal

Mr. Chee opened the first technical session of the workshop reminding participants that effective delivery of RH interventions was only possible when there is a full understanding of the operating environment. This session aimed to give participants an overview of the refugee and IDP context in which RH would be placed in the coming days. This would be achieved by familiarising participants with definitions (see Annex 4), and introducing a management framework in which to assess the needs for preparation, setting priorities, acting on decisions and co-ordinating between agencies.  

Mr. Brady presented an overview of key concepts and issues followed by two case studies from Nepal to flesh out the theoretical framework.

Definitions, Preparation, Priority Needs and Co-ordination in the Initial Phase of a Crisis

Presenter – Mr. W. Brady

See Annex 4 for definitions. Please also see section 2.3 'The Emergency Framework'.

Mr. Brady began his presentation by explaining that the primary mandate of UNHCR is to provide international protection to refugees, IDPs and other persons of concern. A secondary mandate is, in co-ordination with others, to seek permanent solutions for their problems. In recent years the latter mandate has become a growing concern as IDP and refugee populations increase rapidly world-wide. The aim of this presentation is to draw on many years experience of working in the field in order to outline an operational framework for working within emergency situations. 

A first important starting point is to be aware that no emergency situation is static. By nature emergencies are dynamic processes in which the situation can change rapidly. This is especially true in the initial crisis phase, when decisions on what, when and how to deliver services and interventions must be flexible. To further complicate, no two emergencies are alike. For example natural disasters caused by flood (Mozambique in the last months), famine (Africa 1980's) or earthquake (as in Turkey 1999) create quite a different environment to the man-made disasters of war, civil strife and environmental crisis (e.g. toxic poisoning from gold mines in Papua New Guinea).  

In recent years the nature of man made emergencies has become more violent with personal attacks on civilian populations including systematic rape and ethnic cleansing being used as a strategy by perpetrators. This has led to the term ‘complex emergency’ which is defined as:


Complex emergencies are characterised by:

· Civilians targeted. Large numbers of civilians displaced (or besieged), immense human suffering.

· Substantial international assistance required - beyond the mandate, or capacity, of any one organisation.

· Delivery of humanitarian assistance is impeded or even prevented by the conflict.

· High security risks for, even targeting of, relief workers.

Such complex emergencies require significant technical and financial resources which to date have usually been re-allocated from existing resources. Greater political will is required to ensure that earmarked funds are available rapidly to respond to such emergencies without compromising ongoing development programmes.

During the initial stage of an emergency a crisis situation exists in which mortality rates exceed those of the affected population prior to the emergency – usually defined as a CMR of 1 to 2 per 10,000 population per day though often higher rates are observed. In the post emergency phase, as the situation stabilises and interventions take effect the mortality returns to the level of the surrounding host population. As the situation changes constantly it is only with the rapid collection of key data that decision makers in the field can continually assess and re-assess in order to prioritise needs and facilitate the implementation of appropriate interventions. The establishment of systematic assessment methods is an essential first step during the peak emergency phase.

The provision of shelter, food and a clean water supply are un-disputed basic needs for any refugee or IDP population. However, other basic health needs including priority RH interventions can be introduced rapidly. The prevalence of different problems (which vary by type of emergency) will dictate what, when and how interventions are introduced – a good surveillance system will guide these decisions. 

To achieve the gathering of information and to prepare for and introduce interventions is an enormous task - usually beyond the scope of any single agency. The need for effective co-ordination from the beginning cannot be over emphasised. However, it is frequently the hardest thing to achieve and its lack the greatest obstacle to stabilising the situation. Whilst the aim is to achieve harmonious and effective working together of people and organisations toward a common goal emergencies today are more often characterised by a multiplicity of organisations working independently or even in competition. This results in duplication, parallel systems and only adds to the complexity of the situation. There is a pressing need to break down institutional barriers and move toward synergy of strategies to ensure that refugee and IDP populations receive the best quality service that we can provide.

Case Study 1:  An Institutional Overview for Emergency Preparedness– Nepal Red Cross Society

Presenter – Mr. D. R. Dhakhwa

The NRCS came into being in 1993 and now has a network in all 75 districts of Nepal with a total of 664,222 members. A central executive committee overseas the varied aspects of the organisation’s work – six management committees function to ensure quality development of the NRCS’s main areas of concern. One of these has a specific focus on disaster management. Aspects of disasters in which NRCS has experience include:

· Prevention and preparedness for rescue and relief operations.

· Ware-house management

· Refugee assistance 

· Rehabilitation and reconstruction 

· Disaster relief funding

The disaster management activities of NRCS draws on (and feed into) the experience of the organisation in other areas such as community based development, health service delivery and institutional capacity building. A comprehensive system of access to safe emergency blood transfusion and ambulance transport has already been developed in over half the districts of Nepal. Experiences from participatory development projects have allowed NRCS to use these methods for emergency activities with great success. 

Of particular note is the level of preparedness that NRCS has built up at community level throughout Nepal guided and supported through its country-wide network of local chapters. Capacity building has included training in first aid, contingency planning and crisis awareness. Excellent working partnerships with government and other key agencies at all levels – central, district and village development committee (VDC) – ensure that co-operation is assured in launching emergency plans should the need arise. As nearly 50% of NRCS’s funds are now raised through cost recovery (the remainder coming from a wide variety of donors) the organisation is able to invest in long term planning – essential for preparedness programmes. 

Case Study 2:  Reproductive Health Care in Emergency Situations. Experiences from Bhutanese Refugee Camps, Eastern Nepal

Presenter – Dr. S. Tamang

This is the first of a number of presentations in the workshop which drew on the experience of the Bhutanese Refugee Programme in East Nepal. Dr Tamang focused on some of the important issues and lessons learnt in providing RH services. 

Bhutanese refugees came from Southern Bhutan in 1992. In the initial stage of the emergency under five mortality reached 4 per 10,000/day, the MMR was over 600 per 100,000 live births and 20% of refugees were suffering from acute malnutrition. Good co-ordination was achieved early under UNHCR leadership – in mid 1992 responsibility for PHC and nutrition was undertaken by Save the Children Fund UK (SCFUK). At that time the terminology of comprehensive RH was not on the agenda. However, SCF began work in safe motherhood, family planning, RTI and HIV prevention, and prevention/management of the consequences of sexual violence. 

The refugee community were slow to access RH services. This appears to have been due to a lack of awareness of what was available.  When refugees used allopathic services in the host community the standards of care differed from the higher quality care in the camp. Provision of confidentiality in the cramped conditions of the camp was difficult and a there was a lack of skilled providers available to employ. Local HMGN referral facilities were already understaffed – the extra burden of caring for obstetric (and other) emergencies from the refugee population caused resentment and resistance locally. Despite early co-ordination by UNHCR there was a lack of shared commitment amongst the agencies involved which added to the complex nature of SCFUK’s task. 

Major lessons learnt include the need to identify and use the skills of health practitioners (e.g. traditional birth attendants (TBA), community health volunteers (CHV) from the refugee community early. Links developed between the traditional practitioners and the RH services were very beneficial in increasing access. Involvement of the refugees through existing community structures and leaders in all aspects of planning and implementation was essential; including men and mothers’ in law – the key decision makers for women’s RH,  broke down barriers to care and finally the creation of links with other agencies ensured better collaboration and appropriate links between services. Dr Tamang strongly recommended that local referral hospitals should be assisted in increasing capacity to manage new influx of refugees.

Second Theme:   Reproductive Health in Emergency

Chairperson:
   Dr. S. Pahari, Health Co-ordinator, UNHCR Nepal

Presenters/facilitators:
Ms. S. Purdin, Global Technical Adviser, Reproductive Health for Refugees Consortium (RHRC)

Dr. D. Pierotti, Principal Officer Crisis Relief, UNFPA/Geneva

The Minimum Initial Service Package (MISP) – An Overview

Presenter – Ms. S. Purdin
For detailed guidance on the MISP please refer to Chapter two of ‘Reproductive health in refugee situations, an inter-agency field manual’ (RHRSIAFM), page 18 has a useful checklist. 

MISP has been designed to provide the minimum reproductive health requirements which are essential in the initial stage of a crisis without the need for site specific RH needs assessment. MISP is not a tool but a package comprising of supplies, activities, co-ordination and planning.

The first and essential step of MISP is to identify an qualified and experienced individual 

who will co-ordinate MISP RH activities the components of which are:

1. Identification of an organisation or individual to facilitate coordination and implementation of the MISP

2. Prevention and management of Sexual Violence

3. Reduction of HIV transmission

4. Prevention of excess neonatal and maternal mortality and morbidity

5. Plan for the provision of RH comprehensive services as soon as possible

The activities recommended under each component are the minimum needed in the crisis situation – for example to reduce HIV transmission there should be condom distribution, and adherence to universal precautions against infection in health care settings. Other activities will be planned and included when the initial crisis begins to subside and services are being resumed – the timing and type of service will differ from situation to situation. However, it is beneficial to plan for the provision of comprehensive RH services integrated into PHC as soon as possible.

Monitoring of MISP is important, simple indicators should be used, suggestions are:

· Incidence of sexual violence

· Availability of supplies for universal precautions 

· Estimated condom coverage

· Estimated coverage of clean delivery kits

In field situations to date MISP has been found to be useful. However, some conditions facilitate its implementation including – supportive policy makers, well prepared relief workers, co-ordination of effort and the rapid availability of human, financial and material resources.

During the discussion that followed it was stressed that MISP is a minimum package – there is a real need to prioritise during early stages of a crisis situation. The essentials of food, water and shelter must have priority. Whilst products such as feminine hygiene are important at this stage they would compete with life saving supplies by competing for space on airlifts and lorries. These and other non-essential supplies have therefore not been included in MISP. There was considerable interest in the use of emergency contraception–see page 43 RHRSIAFM for details.

The RH-Kit: Concept, Use and the CD Rom

Presenter – Dr. D. Pierotti

The RH-Kit is a tool which facilitates the implementation of the MISP. A collaborative process undertaken by a number of agencies and building on the original Marie Stopes International (MSI) RH-kit led to its design. However, UNFPA takes full responsibility for assembly, sale and dissemination of the RH-kit. This is done by virtue of a revolving fund of $500,000 so that kits can be distributed rapidly in the event of an emergency. However, logistic systems still need to be refined to increase the rapidity of response. 

The kit comprises of manuals, advocacy materials, drugs and equipment aimed at assisting with a rapid response in the early stages of an emergency. Since 1999 the RH-kit has been available on an interactive CD Rom which functions in English, French, Spanish and Portuguese (distributed to all workshop participants). Dr Pierotti guided workshop participants through the different functions of the CD-Rom. He emphasised that it is a tool – a set of instruments and not a programme. 

The equipment/supplies in the kit are highly focused for RH activities in the crisis phase. They are divided into flexible sub-kits (or ‘blocks’) so that the specific needs of differing emergencies can be met. It is designed only for the emergency phase – when the emergency stabilises less costly bulk supplies can be ordered through the regular sources. More information on the kit is available on the CD Rom and in the RHRSIAFM.

In addition, the New Emergency Health Kit 98 (NEHK) designed by an Inter-agency working group leaded by WHO now contains, following its revision in 1998; a compete midwife sub-kit, emergency contraception pills and condoms were added in addition  to supplies/equipment for basic health services.  The NEHK is used in emergencies by all partners, for implementation of primary health care activities.

Group exercises followed this session so that participants could learn to practically apply the RH-kit to plan for MISP in three different types of emergency situations. The key lesson that arose from the exercise was the need to prioritise key interventions and not be tempted to try and introduce a comprehensive package too soon – as the emergency resolves other interventions become more relevant (see Annex 5 for details of the exercise).  Participants felt that when time is constrained it would be helpful to limit the number of questions asked in the exercise - a point taken by facilitators for future workshops.


The facilitation team were concerned that the first thematic session had not created sufficient time to develop a clear conceptual framework against which to plan appropriate RH interventions strategically.  Mr. Bill Brady was asked to do a short session which could provide such a framework.   This session actually took place midway through the workshop but it is the strong recommendation of the team that this session take place as an integral part of the first thematic session.

The Emergency Framework

Presenter – Mr. W. Brady

Mr. Brady presented the ‘emergency framework’ (see figure 1) as an aid to planning and prioritisation for all RH interventions in any emergency situation. This session reinforced some of the messages of the first day of the workshop. The following points were stressed:

1. The framework is to be used as a guide, not a blueprint as every emergency is different. However, all emergencies will follow this progression though the time line will differ. 
2. Emergencies don’t occur in a vacuum and the context will vary depending on the type of emergency, the culture and health seeking behaviour of the refugees and the policies of the host government.
3. During the emergency phase only essential services can be introduced. MISP and the RH-kit have been designed to assist in planning and prioritisation at this stage.
As the post-emergency stage arrives services can be expanded. However, it must be borne in mind that the ultimate aim is for a durable solution and this should be considered during the planning of service expansion.

Figure 1

Continuum of an Emergency
Third Theme:   Reproductive Health in Crisis – Burning Issues
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This session outlined the particular vulnerability of refugee and IDP populations to HIV and AIDS. The magnitude of this daunting development issue, still haunted by an atmosphere of fear, silence and stigmatisation was stressed by Ms Rana. The presentations drew on examples where prevention and care mechanisms had failed or had never been introduced in comparison with emergency situations where early intervention had occurred with greater success. Key themes included the need for co-ordination, prioritisation of response depending on the stage of the emergency, awareness of  the host populations needs, involvement of refugees, PLWHAs, youth, parents etc. in the development of programmes from inception. It was also suggested that other groups which need to be targeted are both national and international law enforcement agencies.


Overall Perspective, Principles for Intervention and UNHCR Policy

Presenter – Dr. A. Petitgirard

Dr. Petitgirard began by reading out a short article in the same day’s Kathmandu Post – it reported on the workshop. Despite briefing, the reporting journalist had chosen to stigmatise refugee populations in Nepal by writing that they pose a threat to the host population through the spread of HIV/AIDS. She emphasised that stigmatisation, the shelving of responsibility, and coercion for testing is what we deal with every day in HIV/AIDS.   The difficulties are doubled for vulnerable refugee populations. 

By the end of 1999, 33.6 million persons were estimated to be living with HIV and AIDS (UNAIDS) – nearly 6 million of these were newly infected in 1999. The vast majority (95%) of these people live in lower income countries.

Refugee and IDP populations are particularly vulnerable to HIV/AIDS. The disintegration of family life which often occurs in emergency situations results in a loss of stable relationships and loosening of cultural and family control on behaviour. Loss of income and security increases the sale of sex as a survival strategy. In some conflict situations systematic rape is used as a weapon of war. Services are disrupted during emergencies – condoms may not be available, blood is not always screened for HIV/AIDS, control of RTIs diminishes. 

Forced migration often mean that people move from areas of low prevalence to areas of high prevalence (or the other way round). Populations previously at lower risk of infection are suddenly more vulnerable and may be unaware how to protect themselves.

UNAIDS, UNHCR and WHO have compiled an excellent set of guidelines for HIV interventions in emergency settings;  the chapter 5 of the “Reproductive Health in refugee situations – Inter-agency Field Manual” also sets out priorities. Both were distributed to participants. 

It was emphasised that HIV/AIDS does not confine itself to a camp boundary and the needs of the host population must not be forgotten. As the modes of transmission do not differ for refugee populations the familiar public health interventions are relevant. However, timing and priority setting are crucial – different intervention priorities will be made during the emergency response to when the situation stabilises.  

The essential minimum package for emergency response has five measures:

· IEC for HIV prevention

· Access to condoms

· Universal precautions in health care settings

· Assurance of a safe blood supply

· Information gathering to inform programme development (home and host country of refugees)

When the situation stabilises there is expansion and integration of HIV/AIDS prevention and care interventions into PHC programmes. The importance of refugee involvement and where possible people living with HIV/AIDS (PLWHAs) in all stages of planning, implementation and evaluation was stressed. Co-ordination is necessary to ensure a multi-sectoral approach to HIV prevention. 

Questions were raised about HIV testing. Testing in refugee situations, as elsewhere should never be mandatory; where voluntary testing and counselling is available confidentiality must be ensured. All blood for transfusion must be tested. 

It is recommended that all agencies have a policy for their response to HIV/AIDS – Doctors without borders (Medicine San Frontier's - MSF) policy was distributed as an example.

Some Answers in Front of an Emergency Continuing to Emerge – the Examples of Cambodia, Myanmar and East Timor

Presenter – Dr. R. Bennoun

Cambodia

Cambodia suffered from over 25 years of civil war and unrest resulting in major disruption of all services including health, exacerbating extreme poverty and causing mass migration with refugee camps within and outside the country. The disruption of normal life has resulted in increasing sex work – an industry fuelled by the large presence of military forces and more recently UNTAC peacekeepers. Access, particularly to youth is difficult as school systems were destroyed. 

Unfortunately, during the first five to ten years of the crisis, services for RTIs/HIV were not introduced – no prevention or care services for refugee populations nor awareness raising for military forces. Assessment of groups particularly vulnerable to HIV was ignored and although local human rights groups emerged they were not assisted to be active in peer support and referral for RH services. Collaboration between organisations such as UNHCR, UNICEF, ICRC, IFRC, and national NGOs did not occur until 1995.

Prevention and care programmes have now been introduced. However, Cambodia is now a country with the highest and fastest moving prevalence rates of HIV among pregnant women in Asia – an indication of high levels of infection in the general population.  
Myanmar

Like Cambodia, Myanmar suffered civil unrest and warfare resulting in large numbers of mainly women and children living in refugee camps along the Thai border. Health infrastructure is very poor, malaria and other infectious diseases are rampant and sex work is common. 

There is only ad-hoc support to HIV/RH services in the refugee camps with the burden of responsibility falling on just a few agencies. There has been a lack of co-ordination to advocate for and mobilise for additional resources.

The HIV epidemic is one of the fastest moving in the world. Due to the political situation there are limited global funds available for use in Myanmar, this is compounded by the government’s resistance to innovative developments for HIV and other RH services.  

East Timor

More recently in East Timor there has been extreme violence with massive forced migration of the entire population, near total destruction of the infrastructure, and departure of the majority of health professionals and other civil servants. Women were subject to systematic rape and violence; as men fled to the hills massive dislocation of the family unit has occurred. 

There is an increasing prevalence of RTIs among IDPs; increasing casual sex among adolescents is reported and the sex industry is growing rapidly to meet the needs of the peacekeeping force and international community.

However, unlike in Myanmar and Cambodia UNHCR took on the critical role of co-ordinating the early response. UNICEF and WHO co-ordinated the emergency medical response which included RH kits supplied by UNFPA. Assessments of RH needs were rapidly undertaken. Emergency services were put in place and further interventions introduced as guided by the analysis of data generated through the assessment. These have included – social marketing of condoms, support services for survivors of rape, support to the emergence of local organisations to assist in relief and re-construction of services etc. This quicker, and more co-ordinated response applied lessons learnt from Myanamar and Cambodia. However, more needs to be learnt to continue to improve the appropriateness and rapidity of response for future emergencies.

Youth and AIDS: Prevention and Peer Education

Presenter - Mr. P. Aryal

Mr. Aryal outlined the NRCS activities in prevention and peer education for HIV/AIDS. The NRCS has experience in working with youth groups in 25 districts of Nepal since 1994. He said that these methods, proven and effective, were ideal for introduction in a refugee situation. Many are more appropriate to the stabilisation period of an emergency. Adolescents are a particularly vulnerable group and particularly in a refugee situation when guidance from adults themselves traumatised may not be available and boredom often results in early initiation of sexual activity.

The NRCS has used many method to raise awareness, knowledge and life skills about HIV/AIDS – peer education and advocacy among parents and school teachers are the main arts of the programme.   However, other interventions such as essay competitions, drawing of posters etc have been found to be useful. 

Key lessons learnt are:

· Co-ordination is essential but difficult. Co-ordinate both within organisation and with others, including government,  working in the field.

· Integration of HIV/AIDS programmes within PHC services and other programmes is important.

· Youth may not relate directly to HIV/AIDS – move into this through areas which are the concern of youths themselves.

· Peer education is a strategy which works but take account of gender differences and other cultural barriers such as caste.

· It is difficult to produce effective information, education and communication (IEC) materials – involve your target group from the inception of design.

· Adults, parents, school teachers etc are protective of their youth – involve them in the design of programmes to prevent barriers later on.

A Comparison of Working Experiences with Illegal Migrant Populations in Delhi and Refugees in Nepal

Presenter – Mr. V. Rajkumar

Mr. Rajkumar focused his presentation on practical experience he has had in working with Bengali illegal migrant workers living dispersed in slums in Delhi and with Bhutanese refugees living in camps in Eastern Nepal. 

In the slums of Delhi, these Bengali residents – an illegal population go un-recognised by both the Bengali and Indian authorities. Their numbers are unknown and few of the children attend school and most work from an early age. Access to services is very limited and NGOs working in the area find it difficult to access these people. Initiation of sexual activity is early and there appears to be a higher proportion of the illegal Bengali women working in the sex industry compared to the other slum dwellers. This population is particularly vulnerable to HIV/AIDS. 

In comparison the Bhutanese living in Eastern Nepal are in a recognised setting with excellent access to quality services. Funding to address their needs is available and a variety of interventions in HIV prevention and care take place in the camps. Nearly all children attend school and peer education and child to child programmes are in place. However, it is not time for complacency – discussions Mr. Rajkumar had with boys in the camps alerted him to the possibility of difficulties.  An informal review of peer education programmes indicated that knowledge is high but there has been little change in behavior.  Mr. Rajkumar suggests that this may be because adolescents don’t see HIV as an issue and it may be better to focus on the concerns that adolescents have – child marriage, teenage pregnancy, RTIs etc. and use these as a back door to HIV education. 

Mr. Rajkumar also suggested that an overemphasis on condom distribution can cause resistance due to a perception that NGOs are encouraging sexual promiscuity. In addition he suggests that many prevention IEC messages actually stigmatise those already affected with the disease. His key message was that whilst intentions can be good unless target populations and those affected by problems such as PLWHAs are invloved from early interventions may not be appropriate nor sustainable.

Adolescents

Chairperson: Ms. S. Rana, HIV/AIDS Regional Project Manager, UNDP, India

Presenters:
Ms. L. Mutare, WAGGGS



Dr. Karki, Family Planning Association of Nepal

This session addressed the specific needs that adolescents have.  Always a challenging and potentially stressful period of life the stress for those adolescents who are refugees or IDPs are considerably increased.  Transition to adulthood is made more difficult by the disintegration of the family and community in which they lived, the absence of role models and disruption to schooling. In addition they may have been exposed to violence, abuse or witnessed the death of close family members. Whilst care for specific needs of adolescents is not an immediate priority in the emergency phase as soon as stabilisation occurs interventions which improve their access to care must be introduced. 

The Health of Adolescent Refugees Project (HARP)

Presenter – Ms. Mutare

Ms. Mutare described the World Association of Girl Guides and Girl Scouts (WAGGGS) work on the pilot HARP, a peer education project funded by UNFPA and implemented in collaboration with Family Health International (FHI). 

WAGGGS has implemented this project through its national associations in Uganda, Zambia and Egypt. The target group are young and adolescent girls living in refugee and IDP populations. The intervention aims to focus on issues which affect them and to impart leadership and life skills to enable them to reach their full potential. 

The HARP has built on the non-formal peer education methods of the girl guides and builds on existing WAGGGS networks and infrastructure. One paid post in each country co-ordinated the activities by working alongside volunteer trainers and health providers. Leaders were recruited to support groups of girls who would act as peer educators. These girls enrolled on a curriculum to gain a badge on RH by producing a flip book which they would use for peer education. The progressive curriculum was divided for three age groups and centred around the production of a flip book by the girls. The book contains information and pictures relating to the curriculum subjects and is supplemented by the creation of poems, songs, and posters – all are used for peer education. The girls also spend time at the health services to allow them to increase their knowledge and become familiar with the services available. When they receive their badge they are challenged to take messages out to their peers and bronze, silver and gold medals are awarded for their achievements.  

The HARP has been a learning process – not all has gone smoothly, logistics have been difficult, evaluation a challenge, co-ordination was frequently fraught and in Egypt the very mobile nature of the target population meant that the programme had to be adapted to suit their needs. However, overall great success was achieved – health services have become more accessible to adolescent girls, the girls are more confident and able to care for their RH needs. In addition, community pride in the girls activities has grown.   Like other presenters Ms. Mutare stressed the need for good co-ordination with all involved including parents, guardians and health services.  She felt that it was the use of an already existing network and infrastructure that assisted the success of HARP. Another important factor for success what that materials were designed by the girls addressing issues that were of concern to them. She found that boys were starting to ask for a similar programme and suggested that this need would be best met by organisations that typically work with boys.  

Educational Materials for Adolescents 

Presenter – Dr. Karki

Dr. Karki drew on the Family Planning Association of Nepal’s (FPAN) long experience in working with adolescents to give an overview of situation of adolescents in Nepal. He demonstrated how regular gathering of key information can assist in focusing programme priorities. He outlined the policies and programmes currently operational in Nepal which specifically address the RH needs of adolescents. Whilst the policy environment is now more open to addressing their needs he stressed that operationally there was still a long way to go. 

In 1995 FPAN began working in IEC on RH for adolescents with funding from IPPF. Advocacy has been achieved through workshops, seminars and press meetings. Several booklets and brochures on family life have been produced. Following a radio serial on sexual and reproductive health “Be Wise About Sex” (joint initiative of IPPF, DFID and BBC) FPAN received over 3000 letters from adolescents looking for further information. In 1996 a new project began and has had success using method of youth group formation, peer education and through using the school system for information on RH. Other key activities have included –

· Photograph contests for adolescents on RH
· Group discussions with adolescents to identify priority RH and sexual needs
· Engaging the private sector to re-produce IEC materials in Nepali
Mr.  Karki outlined key lessons learnt:

· It is vital to involve adults and community leaders in programmes for adolescents

· Adolescents programmes should be integrated with other services

· Conventional health centres need to be modified to attract adolescents – particularly the unmarried adolescent.

· Advocacy for adults about the need for adolescents access to RH information is required

· Particular efforts may be needed to reach girls in societies such as Nepal where the status of women is low

Sexual and Gender Based Violence

Chairperson: Dr.  Munire Bassir, NPO, UNFPA, Iran

Presenters: 
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Mr. R.  F. Weill, Protection Officer, UNHCR



Ms. S. Purdin, RHRC

Ms. M. Acharya, SAHAVAGI, Nepal

Violence Against Women – the South Asian Perspective

Presenter – Dr. S. Ara

Dr. Ara gave a powerful presentation outlining the pervasive nature of violence against women (VAW) in Asia. Despite the fact that the major religions of the region – Hinduism and Muslim – write of respect for mothers, wives and daughters the opposite is common. Violence takes place in all societies – both inside the home and in the public sphere. It has no respect for education, class, income and ethnic boundaries. Dr. Ara stressed that it is so deeply embedded in cultures that it is almost invisible; indeed society has mechanisms to legitimise this VAW; women usually suffer in silence.  These issues are further exacerbated in the stressful environment of refugee and IDP women's and girl's lives; they are further compounded by the systematic rape now common in conflict situations from which these women may have fled. 

The many forms which violence against women takes, throughout her life cycle, were outlined:

· Wife beating. Considered acceptable in many societies.

· Genital mutilation – 6,000 girls every day. 

· Forced prostitution.

· Son preference, sex selection through abortion of female foetus.

· Rape as a weapon of war – over 20,000 Muslim women raped in Bosnia.

· Dowry deaths – 5,000 in India every year.

· Acid throwing in Bangladesh.

· Honour killing – in Pakistan 888 women were killed in 1998. Society exonerates the man who does it.

· Child marriage.

· Sexual harassment and abuse.

The physical and psychological effects of VAW have a significant impact on the individual and the need for health services. In addition, these crimes, recognised or not by society, have a negative impact on women’s and therefore societies socio-economic development.

Dr. Ara called for a concerted effort as individuals and organisations to challenge the status quo. VAW is, she said, a construct of unequal power relations – of male domination and women’s subjugation. Only by changing this underlying cause will women be safer and be able to reach their full potential without the fear of violence. This must be taken more seriously as a public health issue with a wide multi-sectoral approach. 

Addressing Sexual Violence in Emergency Situations – NGO Examples 

Presenter – Ms. S. Purdin, RHR. 

Ms. Purdin began her presentation with the above comments. Perpetrators of rape can now be tried as war criminals.  Advocacy campaigns try to raise awareness of the pervasive nature of VAW. However, how do we care for individual women, the survivors of rape, to meet their needs and to prevent further violence in refugee and IDP situations? In 1995 UNHCR published ‘Sexual violence against refugees: guidelines on prevention and response’ – this was distributed to participants for reference.

In Tanzania, Sydia Nduma’s work with Burundian refugees shaped the interventions now in use. A step wise approach was taken to addressing the needs of survivors of VAW:

· Step One – assessment of the prevalence of VAW through in-depth interviews with women and a survey conducted by the women themselves.

· Step Two – compilation of the assessment findings and dissemination of these results to the refugee/IDP population by the same women who gathered the data. Dissemination meetings were used as a catalyst to discuss the roles of men and women in pre and post displacement environments and to find community suggestions to addressing (and preventing) problems.

· Step three was the establishment of a 24 hour drop in centre staffed by refugee women and in a place where women regularly visit to prevent identification and stigmatisation of users. The centre ensured safe, confidential environment to discuss violence. The centres service included counselling, medical assistance, emergency contraception, legal advice and protection. 

· Subsequent process – women and men joined forces to develop a community team to support survivors and punish perpetrators of violence. This culminated in an International 16 days of activism against gender violence. During this event communities, individuals and organisations made commitments to practically fight to combat sexual and gender based violence.


Further examples from Congo Brazzaville, Thailand, Pakistan and Lebanon were given. The work of committed individuals, NGOs and in the case of Congo Brazzaville good UN co-ordination was highlighted. Innovative interventions have included: 

· Community awareness raising in prevention and care

· Training for health workers in care of survivors

· Development of a cadre of social workers skilled in psycho-social skills

· Training for legal professionals in the application of national and international laws regarding sexual violence.

· Sensitisation of the police and military. 
· Reaching women with information in factories, at child care services – anywhere that women gather or work. 
· Gender based training for decision makers

Ms. Purdin concluded by outlining some guiding principals for programmes which address sexual violence:

· Cross-sectoral approaches are essential. It is important to involve men as well as women.
· Community owned and run programmes founded on participatory methods can be sustained. They are more likely to be appropriate to the needs of the women and ensure essential trust and confidentiality is built and maintained. 
· Programme staff need a means of managing their own stress.
· Programmes which empower women often have a broader impact.
Sexual and Gender Based Violence – the role of UNHCR in Nepal

Presenter – Mr. R. F. Weill


UNHCR was created in 1951 taking over from the International Refugee Organisation. UNHCR has a mandate to provide international protection for and seek permanent solutions for the difficulties of refugees.  Of the 25 million refugees that UNHCR currently protects, nearly 75% are women and children, though in some situations this is as high as 90%. In addition to the 100,000 Bhutanese refugees in Nepal, nearly 2,400 Tibetans require UNHCR’s assistance in safe entry to and passage through Nepal each year. A very small, mainly male, group of urban refugees from various places is settled in Kathmandu. 


In the early 1990’s there were many stories of VAW among Bhutanese Refugees. However, today thanks to carefully developed prevention and care strategies the problems are much less.  Factors which led to this successful outcome include:

· The involvement of women in decisions about all camp activities. They are formally members of camp committees.

· Ensuring safe layout of camps to increase security for women. Allowing community groups from the country of origin settle in camps together ensuring community safety mechanisms remained in place.

· Inviting NGOs with a mandate to care for women who had survived violence to operate early in the refugee crisis.


The UNHCR also ensures that all Tibetan women refugees passing through Nepal have an opportunity to talk with a trained welfare officer and that services are in place to assist them medically and psychologically if needed.


UNHCR has taken the issue of sexual and gender based violence seriously for over a decade. Initially, UNHCR staff were mostly men and had not been sensitised to these issues. The organisation launched policies to ensure female recruitment, the employment of female interpreters and gender training for male staff. In addition UNHCR produced the manual mentioned by Ms. Purdin earlier which was distributed to all workshop participants. 

Sharing Experiences Between Colleagues 

Presenter – Ms. M. Acharya


Ms. Acharya brought us back to the beginning of the Bhutanese refugee emergency situation and through case studies grounded in real names and stories the full horror of sexual and gender based violence. She was pleased that programmes had been undertaken to address the needs of these women in the camps as outlined by the previous speaker.

Family Planning in Crisis and Emergencies

Chairperson:
Ms.  E. Heines, World Food Programme

Panel:

Ms. S. Purdin, RHR



Dr. D. Pierotti, ERO



Mr. W. Brady, UNHCR



Dr. N. Bano, UNHCR, Pakistan

Ms. Heines, the chairwoman, led the group through a series of questions which used the example of programming for contraceptive services in which to look at how this could be programmed in the emergency situation. Using the emergency framework presented by Mr. W. Brady each of the following questions were discussed by the participants drawing on the panels expertise as required:

1. When do we start?

· Services should be available immediately. The type of service needs to be appropriate to the point in the emergency. Condoms for safe sex and emergency contraception are first priorities (though this may differ in some emergency situations).

· The introduction of future interventions should be guided by assessment and information gathered about the contraception prevalence rate (CPR) and use of contraception in the home country as well as policies and programmes in the host country. Preparation of an inventory of skilled persons and a vulnerability register should be an early step.

· Preparation should begin in advance of the emergency – stocks of condoms, building of good relationships with counterparts who may assist (or block) interventions, collaboration with organisations who may assist with logistics.

· Arrival of the RH-kit may be delayed – be prepared to find other solutions like borrowing from the host country for a while! 

2. What should we do?
· Be aware that the populations needs may change – pro-natal feelings may exist if there has been large loss of life. Take into account how other camp policies affect family planning – in one situation a new-born was eligible for a full ration from birth date and this was encouraging pregnancy.
· All stakeholders, at all levels, are potential audiences for advocacy, IEC etc. This includes the host government, UN community, NGOs, service providers and the refugee population. Pre-planning and advocacy for preparedness for government, NGO and service providers is useful. The media and international community may need to be guided in what type of relief to send so that it is appropriate to needs in the camps.
· Interventions chosen should be guided by the assessment and knowledge of the expectations and needs of the population. 
· Condoms and emergency contraceptive access are first priorities. However, provision of a more comprehensive method mix should be the ultimate aim. In doing this sustainability should be considered early. 
· Training should be a part of the solution and not for its own sake! Assess skills first – and train to fill the gaps and needs. Draw on skills within the refugee population and build on these. Training may not be appropriate during the initial crisis and should be introduced as the situation stabilises. 
· At all points plan for sustainability and self reliance.
3. How do we do it?

· Normal planning cycles can be used – the key cycle is preparation, co-ordination, assessment, prioritisation, planning, implementation, assessment. These cycles will occur more rapidly in the early stage of the crisis. 

· Who is there (the actors) is situation dependent. However, co-ordination is essential to prevent duplication and developing parallel services.

· Logistics are frequently fraught with difficulty. Prepare and think through all points – from ordering, pick up at ports and customs, transport to the storage site, type of storage required, distribution.  

· Funding is often the biggest barrier to implementing good programmes. UNFPA whose role in humanitarian situations is not understood has difficulty raising funds. Pre-preparation is required for direct lobby and to look for local funds. 

Fourth Theme:  Co-ordination, Place and Role of UNFPA

The transitional phase from emergency to stabilisation

The case of Azerbaijan

Chairperson:
Ms. S. Mukherjee, UNFPA Representative, Sri Lanka

Presenters:
Mr. W. Brady 



Mr. R.  Alekperov, UNFPA, Azerbaijan

UNHCR/UNFPA Co-operation Programme. From Humanitarian Assistance to Development: Search for Durable Solutions

Presenters Mr. W. Brady and Mr. R. Alexperov

This case study was presented as an example of good co-ordination in the RH care of refugees in Azerbaijan where nearly 1 out of every eight persons is a refugee or IDP. They are 620,000 IDPs fleeing military occupations (1991 – 4), 198,000 ethnic Azeris who fled Armenia (1988 – 91) and nearly 45,000 Meskhetian Turks who fled Uzbekistan following communal violence in 1988. 

Since 1996 the morbidity amongst IDPs and refugees had stabilised to that of the host communities. At this time UNHCR made RH a health priority for these populations. Four NGOs were identified to implement RH activities. Activities, mainly increasing access to family planning and RTI control were provided by both static and mobile clinics. With the emergency phase long over UNHCR was seeking integration to assist in the transition to a durable solution for RH and to reduce their involvement.  

UNFPA has had a presence in Azerbijan since 1995. Major programme interventions up to 1998 has been in contraceptive supply, training of service providers and building the government’s ability to manage RH programmes. In addition, IEC programmes mainly about family planning were undertaken and co-ordination activities were ongoing. 

In 1997 UNFPA and UNHCR together with other implementing partners began quarterly meetings for exchange of information about the parallel programmes for refugees and the remainder of the population. Shortly after these meetings were initiated, UNFPA co-ordinated with the Ministry of Health to provide contraceptive supplies and give training to the implementing agency providers for refugees. This assisted in ensuring a standardisation of quality of service. Following a government request during a visit of Dr Nafis Sadik to Azerbaijan in 1998 UNFPA pledged support for refugees RH care. The UN team began to harmonise the various organisations planning cycles – UNDP, UNHCR, UNFPA, UNICEF and WFP. The programme is now well on its way from humanitarian assistance towards a more sustainable development situation.

Key factors in successful co-ordination:

· Monthly meetings were established between agencies involved to build relationships and share information. A well known person with good local knowledge was chosen as facilitator.

· Technical issues concerning policies, services and standard protocols were jointly negotiated as was a joint programme monitoring standard.

· A clear MoU was drawn up. In addition to this clear delegation of responsibility and joint work plans were outlined. The importance of this clear framework for co-operation and division of responsibilities cannot be under-estimated.

· Strong support from the dynamic UN agency co-ordinator in post was vital in facilitating the collaboration process and ensuring the participation of all actors involved.

In summary it was felt that this co-ordination was achieved primarily by widespread participation, intensive collaboration and by the presence of a strong UN agency co-ordinator. 

SHARING EXPERIENCES
Reproductive Health for IDPs in Sri Lanka

Presenter: Ms. S. Mukherjee, UNFPA Representative, Sri Lanka

F

ollowing conflict there are 687,307 IDPs living with friends and relatives or in camps (172,722) in Sri Lanka. Although Sri Lanka boasts significantly improved health indicators than most of South Asia, geographical variation and other issues are concealed by standard data collection. 

The RH of IDPs has not been comprehensively addressed to date. Key RH interventions for these populations have been identified as safe motherhood including access to post abortion care, access to contraceptive services, treatment and prevention of HIV/AIDS and RTIs, prevention and care for sexual violence and adolescent RH. To date a variety of interventions have been established in different areas for example – mobile clinics in Vavuniya; support to an NGO (PSL) in Mannar to provide services; and support to Ministry of Health Workers to provide quality care to IDPs in Jaffna. In addition re-construction of vital health infrastructure is being undertaken with community participation. 

UNFPA is attempting to improve co-ordination between government, UN agencies and others such as NGOs, service providers etc. Co-ordination is being encouraged at different levels but is challenging to achieve. Emphasis is being placed on seeking durable solutions through ensuring culturally sensitive planning, involving the community for all steps of programmes and recruiting health workers from the IDP community. 

RH is now part of the agenda for IDPs, co-ordination is beginning but large challenges in keeping this moving forward are still to be met.  

Reproductive Services to Afgan Refugees in Iran

Dr. M. Bassir, UNFPA Tehran

Over 1.6 million Afgan refugees have been resident in Iran for the last 20 years – only 1% are living in camps. From the beginning of the emergency situation the Iranian government allowed free access by Afgan refugees to public services including health services. However, Afgans have not accessed the services to the same levels as the local population – reports suggest that this is due to the insensitivity of the providers to their cultural needs and feeling of vulnerability as refugees. Survey data often excludes the Afgans but anecdotal data suggests very high fertility and maternal mortality rates.

UNFPA works with the government of Iran to improve the provision or and access to RH. The Ministry of Health is open to provision of services for Afgan refugees.  However, the Ministry of Interior, UNHCR’s counterpart is pressing for refugee repatriation. UNHCR have been able to divert some funds to UNFPA for disbursement through their more sympathetic counterpart.

A KAP survey was undertaken to gain more understanding into health seeking behaviour of the refugee population. Although younger generations had a high level of awareness about modern RH services it was found that older generations still hold great influence and traditional health care practice predominates. The survey resulted in a much better understanding of the needs and wishes of the refugee population and has led to some concrete recommendations for intervention. There has subsequently been an attempt to recruit Afgans as service providers though this is difficult as Afgan doctors cannot be employed; however, Afgans are now consulted and involved in decisions about their services. 

Funds were approved for a project which will implement the survey’s recommendations and activities began in 1999.

Reproductive Health Service in Crisis – The Role of UNFPA

Chairperson: Mr. P. M. Brandt, CST Adviser, UNFPA, Nepal

It had been planned to review the functional role and tasks in three different groups of stakeholders:  UNFPA field offices, CST and other partners.   This recognise that there are complementing roles but often similar tasks to be carried out by stakeholders in emergency situation.   There was not sufficient time to break out into small groups of specific stakeholders to discuss these roles and tasks.   In the plenary session, there was a collective brainstroming  session to generate an initial list of these tasks and function which will need subsequent receive.   The list however provoked useful discussion and classified expectation. 

Role of UNFPA in Emergency

Field Office

· Advocacy to all (government bodies, other local UN representatives, NGOs,  other local / national actors, etc) concerning the inclusion of appropriate RH interventions in any crisis/emergency response

· Assist / support logistics of crisis/emergency RH response (including  preparation in anticipation of emergencies with stockpiling of RH supplies in  anticipation of needs)

· Participate in task force responding to any local crisis/emergency

· Adjust existing country program, as possible, to free up resources (personnel, commodities, funds) in response to crisis/emergency

· Within routine programme, move beyond family planning to encompass comprehensive reproductive health

· Contribute, with reproductive health needs and capacity, to the joint assessment of a crisis/emergency 

· Participate in broad-based country preparedness (government, bilaterals, international and national NGOs, UN agencies, etc)

Country Support Team

· Participate in  joint assessment of crisis/emergency to include RH needs and capacity

· Assist in developing standard RH protocols, assist in programme co-ordination, assist in developing standard Information, Education and Communication (IEC) programmes

· Train trainers, service providers and others in contraceptive technology, IEC, gender issues

· Assess and monitor RH programmes, delivery of RH services

· Assist in plans for transition to stabilisation phase and in durable solutions for sustainable RH services

Partners  [e.g., WHO, UNICEF, WFP, UNAIDS, INGOs, Government, World Bank, USAID, Civil Society,  Media, Red Cross]

· Work co-operatively, using mechanisms such as Memoranda of Understanding (MoU), Letters of Agreement, Project Agreements, Contracts, etc. (This could be facilitated by having a blank "model" MoU to adapt as needed.)

· UNFPA units should determine how much and what kind of support they can offer to partners in a crisis / emergency

· It is useful to dialogue with partners in advance of the crisis/emergency event to agree on roles and responsibilities, qualifications for support

· NGO partners could work with security forces to sensitise them to RH issues (how to prevent sexual violence, how to respond to SV, how forces should behave to respect human rights in conflict, how troops can use condoms to prevent transmission of STD/HIV, how troops can behave responsibly to reduce sexual exploitation of women)

· International NGOs coming to respond to crisis/emergency should bring money and technical expertise, should partner with local actors (e.g., government and local NGOs), should be transparent in their programs, should co-ordinate with others working in the field

UNFPA Headquarters

· Inform UN Representatives around the world of need to include reproductive health in crisis / emergency response and disaster preparedness

· Describe Headquarters' perspective of field office roles and responsibilities in crisis / emergency

· Assist with financial auditing, programme evaluation

· Deploy personnel, such as CST, for initial phase of crisis/emergency (up to 6 months)

· Decentralise the ability to decide on spending money

· Consider allowing flexibility in spending country programme funds (e.g., to speed the response in a crisis/emergency, allow expenditure without government signature)

CONSCLUSION OF THE WORKSHOP
Summary of Main Points/ Key Themes Emerging

B

y the end of the final session on March 30th some key themes had emerged. These were rapidly put together and Ms Robson presented them to the facilitators and participants. It was agreed that the objectives of the workshop had been achieved. The key themes and learning points which emerged were summarised as follows:

· Every emergency differs in nature.  They are usually complex, dynamic situations. 

· The continuum framework demonstrates the progressive time line of an emergency. It requires local adaptation but can aid planning from the initial crisis to the ultimate aim of a durable solution.

· It is essential to put assessment systems in place rapidly and use key information gathered to guide decision making.

· Reproductive health is an early priority – which areas and which intervention need to be guided by the situation and assessment. It is challenging  to put RH on the agenda on the beginning of an emergency.  MISP exists for the initial phase of the emergency. Advocacy for RH is essential at all levels and stages. 

· Tools and resources exist – the RH kit; NEHK, RHRSIAFM.

· Co-ordination is essential but very difficult to achieve. Lack of co-ordination and competition between agencies increases the complexity of the emergency. Successful co-ordination and collaboration has been achieved – this requires conscious effort and the development of structures which support the process e.g. regular co-ordination meetings, informal networks, flexibility, MoU’s with jointly agreed operational plans. 

· Refugees and IDP’s did have previous lives – they have established RH needs, expectations and health seeking behaviour. New services and IEC campaigns are not being created in a vacuum. In addition these populations are arriving into a host country with existing policies, plans, services and cultural values which may differ from their own. Refugees don’t come from or arrive to nowhere.

· In all assessment, planning and delivery of services involvement of ALL stakeholders ensures appropriate interventions and is more likely to result in sustainable solutions – process is important.   The involvement of refugees and IDPs themselves directly and significantly contributes towards more durable solutions. 

· Services for adolescents; services for HIV/AIDS/RTI’s should be integrated with other services taking into account specific needs. Involving ‘gate-keepers’ early can break down barriers.

· The prevalence of sexual and gender based violence can escalate rapidly during emergencies. Rape is being used as a  weapon of war against civilians – the resulting trauma is profound. These issues must be addressed at every level. Care, support and prevention of VAW is essential in all refugee and IDP populations.

· Access to appropriate contraceptive services is a right. There can be considerable logistical difficulties and complex partnership issues to overcome. 

· Prepare in advance as far as possible – partnerships, advocacy, information (early warning systems), logistic supplies and staff skills.

Concluding Remarks

Dr. Pierotti remarked that the goal of stimulating thinking and discussion about individual and organisations roles had been most productive. Although time was constrained he felt that a perception of RH in conflict situations that goes beyond safe motherhood had been generated. Many experiences were shared and he hopes contacts will be maintained and that this workshop will act as a catalyst to further capacity building in managing RH in emergency situations. He concluded by thanking Dr Zaman and the CST team, in particular Ms. Robson, for their excellent management of the event.

Dr. Zaman expressed his hope that this regional workshop was only the beginning of a process in building capacity to provide a co-ordinated response for RH in emergency situations. He thanked all those involved in organising and facilitating the event and again, especially Jean Robson for her tireless efforts.  He concluded by hoping that all present would take this knowledge and skills and use it to address challenges in their respective countries to improve RH for IDPs and refugees. 

Ms Mukherjee poetically and beautifully rendered thanks to the organisers of the workshop on behalf of the participants. She said that all had been grateful for this opportunity to stop, reflect and share – something that there is rarely time for in the busyness of day to day activity. She felt that what had been learnt was a promise to women of refugee population in the region – one that they would all go forth to fulfil. She also gave special thanks to Ms. Jean Robson.

EVALUATION OF WORKSHOP
The Number of Completed Questionnaires was 18.

Understanding of Role in Crisis/Emergencies


The vast majority of respondents (17) felt that their understanding of their own role in crises/emergencies had been substantially improved through the workshop, recording responses at the positive end of the scale. Only one respondent felt that they had achieved only a moderate understanding of their role. Additional response included :

· It is still not clear under what circumstances & conditions that CST advisers and services would be requested.

Where is more time needed ?

Ranked in order of frequency of response (from high to low)

· MISP

· Emergency Framework

· Role of UN and partners/collaboration

· To work in small groups on issues

· Adolescents

· HIV/gender/VAW/FP

Which were the most useful topics ?

Ranked in order of frequency of response ( from high to low)

· Burning issues

· MISP / Emergency framework

· Sharing actual country experiences

· Co-ordination and role of UNFPA

· Everything was equally useful

What should be omitted from future workshops ?

Ranked in order of frequency of response ( from high to low)

· Nothing ( 11 respondents)

· Presentations from local NGOs ( a common observations was these lacked focus and relevance)

· Unrealistic exercises (1 only)

There was an additional request to add abortion care management ( 2 respondents)

How well was the material presented ?

Very well (7)   Well (9)  OK (1)  mixed (1)

Overall the participants were content with the quality of the presentations.

Was the length of the workshop sufficient ?

The majority of respondents (14) felt that the duration of the workshop was just right. Only four felt that more time was needed, and no-one felt that it was too long !

Level of satisfaction with workshop materials/methods

Most respondents (12) considered the materials/methods quite adequate, while six were very satisfied . An additional comment was made to make the handouts available on diskette. Generally a happy lot!

Level of satisfaction with the administration of the workshop

Half the respondents considered the administration extremely good. Most others (8) rated it as good and only one person ranked it as not so good. There were however many recommendations for future workshops, including 

· Go into more details

· Designate an overall facilitator who keeps time (!)

· Better preparation/rehearsal of local facilitators

· Better liaison with participants prior to workshop 

· Avoid too much local detail

· Book a facility with more space

· Keep the same catering arrangements

· Extend period for workshop

· Repeat this at country level

· More attention to strategic planning

Overall it is fair to summarise the evaluation of the workshop as being most positive. The participants have provided extremely valuable feedback with regard to specific aspects of the workshop and these recommendations should be taken into account when considering expanding the coverage for this kind of activity. It is probably worth commenting that the objectives of the workshop were in general achieved, and that there is scope and need to expand this kind of capacity building exercise, including at country level.
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ANNEX 2:  Agenda of Workshop 

UNFPA Workshop on Reproductive Health Services

In Crisis and Emergencies

28 to 30 March 2000

Kathmandu (Nepal) 

Tuesday March 28, 2000

9:00-10:00

Registration of participants at the Yak and Yeti Hotel

10:00-10:45

Official Opening: welcome speeches 

Mr. Wasim Zaman - Director, UNFPA Country Support Team for Central and South Asia

Dr. Daniel Pierotti - Principal Officer Crisis Relief, UNFPA/Geneva

Dr. M. B. P. Chetri - Under Secretary, Disaster Relief Section, Ministry of Home Affairs

10:45-11:00

Pause Café

11:00-11:15
Workshop Objectives and Agenda : Ms. Jean Robson, UNFPA/CST

11:15–12:30
FIRST THEME: EMERGENCY: INITIAL PHASE OF A CRISIS
Round Table on: Definitions, Preparation, Priority needs, Actions, and Co-ordination between Agencies.

Chairperson: Mr. Stephen Chee - UNFPA OiC, Nepal

Mr. William Brady - UNHCR Senior Regional Health Co-ordinator

Mr.  Umesh Prasad Dhakal, Project Chief, Nepal Red Cross Society

Dr. Santa Tamang – Bhutanese Refugee Health Project, Save the Children UK

12:30–13:30

Lunch at the Yak and Yeti Hotel

13:30
Transport provided to UNFPA Country Support Team Office, Jhamsikhel

14:00-16.00 
SECOND THEME: REPRODUCTIVE HEALTH IN EMERGENCY
(1) Implementation of the Minimum Initial Service Package (MISP) in the early phase of an emergency. 

Presentation: Ms. Susan Purdin, Global Technical Adviser- Reproductive Health for Refugees Consortium (RHR)

The RH Kit: concept, use, the CD-ROM, presentation by Dr. Daniel Pierotti. 

Chairperson: Dr. Sabitri Pahari – Health Coordinator, UNHCR

16:00-16:20

Pause café

16:20-17:40
Simulation exercises on the implementation of the MISP and ordering the RH Kit, results and discussion.


Facilitators: Ms. Susan Purdin /Dr. Daniel Pierotti

19:00-20:00

Reception at Patan Museum Cafe

Wednesday 29 March, 2000

THIRD THEME: REPRODUCTIVE HEALTH IN CRISIS: BURNING ISSUES

9:00-10:45
(1) HIV-AIDS in conflicts and disasters: The silent emergency, specificities and responses” (Round table)


Overall perspective, principles for intervention and UNHCR Policy,

Dr. Anne Petitgirard - UNFPA Consultant;

Some answers in front of an emergency continuing to emerge: the examples of Cambodia, Myanmar, East Timor: Dr. Robert Bennoun – UNICEF HIV/AIDS adviser;

Youth and AIDS: prevention and peer education: Mr. Pitambar Aryal, Nepal Red Cross Society

Mr.Vijay Rajkumar – SCF HIV/AIDS coordinator

Chairperson: Ms. Sonam Rana, HIV/AIDS Regional Project Manager, UNDP India

10:45-11:00

Pause café

11:00-12:45

(2) The adolescents

Presentation by Ms. Lydia Mutare – World Association of Girls Guide and Girls Scout: The HARP project 

Presentation of educational material for adolescents – Mr. Karki, Family Planning Association, Nepal

Sharing experiences between colleagues: Dr. Robert Bennoun

Group discussion on the specific RH needs of adolescents and appropriate answers

Chairperson: Ms. Sonam Rana, HIV/AIDS Regional Project Manager, UNDP India

12:45-14:00

Lunch

14:00-15:00
Results and presentation of the discussion on the needs of adolescent

15:00-16:15
(3) Sexual and gender based violence

Round Table:  Dr. Sareer Ara - UNICEF Pakistan

The role of UNHCR by Mr Roland Francois Weill, Protection Officer - UNHCR

The experiences of the RHR Consortium, Ms Susan Purdin - RHR

Sharing experiences between colleagues: Ms. Meena Acharya – SAHAVAGI

Chairperson: Dr. Monire Bassir – NPO, UNFPA Iran

16:15-16:30

Pause café

16:30-18:00
“Calling the Ghosts” video on systematic rape as a war weapon (optional)




Moderator: Dr. Sareer Ara, UNICEF

Thursday 30 March, 2000

9:00-10:00
(4) “How to deal with Family Planning in crisis and emergencies”

Round table, sharing experiences between colleagues

Ms.Susan Purdin, Dr. Daniel Pierotti, Mr. William Brady, Dr. Naveena Bano - UNHCR Pakistan




Chairperson: Ms. Edith Heines, World Food Program

FOURTH THEME: CO-ORDINATION, PLACE AND ROLE OF UNFPA

10:00-11:00

(1) The transitional phase: from Emergency to Stabilisation

The case of Azerbaijan

Mr. William Brady and Mr. R.Alekperov, UNFPA/Azerbaijan

Sharing country experiences between colleagues from Islamic Republic of Iran, and Sri Lanka

11:00-11:15

Pause Café

11:15-12:30
(2) “Reproductive Health Services in crisis and emergencies”.  What can UNFPA (CST and Representatives) do in both emergency and stabilisation phase, needs assessments, training, monitoring and implementing activities with partners. 


Chairperson: Mr. Philip M. Brandt, CST Adviser 

Group discussions.

12:30-14:00

Lunch

14:00-15:00

Results of discussions in plenary.

15:00-15:45

Summary of main points by General rapporteur

General conclusion

Closure of workshop

19:00-21:00

Farewell Dinner hosted by CST Director (Radison Hotel)
ANNEX  3:
Materials used during workshop, other useful references 

Key resources

The New Emergency Health Kit,  List of Drugs and Medical Supplies for 10,000 People for Approximately Three Months; Second edition,  WHO/DAP/98.10,  WHO,1998

A complete emergency kit contains two separate sets of drugs and supplies.  The first set consists of 10 identical packages of basic drugs and supplies intended for use by community health workers located in remote areas.   Each package weighs approximately 45 kg and it calculated to serve 10,000 persons for approximately three months.  The second, or supplementary kit, which weighs around 410 kg, contains drugs, renewable supplies, and equipment needed by doctors working in first-or second-referral health facilities.

The book includes background information on the development of the kit, a detailed description of its contents, comments on the selection of items, treatment guidelines for prescribers, and some useful checklists for suppliers and prescribers.

Reproductive Health in refugee situations. An interagency field manual. UNHCR 1999.

(includes the MISP checklist on page 18)

Reproductive health in crisis situations. Report of Technical Meeting , Rennes, France 1998. UNFPA

The Reproductive Health Kit. CD Rom in English, Francais, Espanol and Portugues. (also hard copy distributed in English). UNFPA 1999. 

The RHRC web site from which a needs assessment pack can be downloaded.

 www.rhrc.org
UNFPA Projects in Crisis, including Emergencies 1994-2000. UNFPA/ERO

A list of projects supported by UNFPA world wide.

General reference

UNHCR Statistics, 1998 Overview. Table 1.1 Indicative number of Refugees and Others of Concern to UNHCR.  www.unhcr.ch/statist/98oview/tabl_1.htm

Prioritising Reproductive Health for Refugees, K Otsea, in Initiatives in Reproductive Health Policy, Sept. 1999, pp 1-3

Working with Refugee Women: A Practical Guide. ( Report of an international consultation on Refugee Women, Geneva, November, 1988) NGO Working Group on Refugee Women,  Geneva, 1989

The State of the World’s Refugees 1997-98- A Humanitarian Agenda, UNHCR, 1998

Reproductive Health Resource List

Family Planning

Family Planning rarely available for refugees. B Barnett, in Network, Family Health International, vol. 15,  number 3, March 1995, pp 4-8

Emergency Contraception – a guide for service delivery. WHO, 1998. WHO/FRH/FPP/98.119

Adolescence

Untapped potential: adolescents affected by armed conflict. A review of programs and policies. Women’s Commission for refugee women and children, New York, 2000.

 http://www.intrescom.org/wcrwc.html 

email: wcrwc@intrescom.org
An Introduction to Sexual Health . IFRCS

The Health of Adolescent Refugees Project-HARP.  UNFPA/WAGGGS/FHI
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ANNEX  4 :
Glossary of definitions and frequently used terms 

Coordination 

Defined as the harmonious and effective working together of people and organizations towards a common goal/purpose.

Good Coordination can be characterised as, and measured, as:   Maximum impact for a given level of resources; Elimination of gaps and overlaps in services; appropriate division of responsibility; uniform treatment and standards for all beneficiaries.

Coordination also has multiple Levels of Interaction: Donors Governments International NGOs; Local Government authorities; communities; individual refugees or displaced people

There are many Mechanisms for coordination in emergencies, including:  International or Regional instruments and agreements (Convention 51); MoU; exchange letters of agreements etc;  A coordinating body; Sectoral meetings; Reporting/info sharing; joint services; codes of conduct.

Complex Emergency

A humanitarian crisis in a country, region or society where there is a total or considerable breakdown of authority resulting from internal or external conflict, and which requires an international response that goes beyond the mandate or capacity of any single agency and/or the ongoing UN country programme.

Characteristics of a Complex Emergency

A large number of civilian victims, populations besieged or displaced; human suffering is immense; Civilians are the targeted population;

Substantial international assistance is needed – response goes beyond the mandate or capacity of any one agency; Delivery of humanitarian assistance is impeded or prevented by parties of the conflict;  High security risks for relief workers; Relief workers targeted by parties to the conflict.

Emergencies 

Perturbation in a community environment which exceeds its capacity for adjustment and impossible to have any recourse other than exterior assistance (IFRC) 

Any situation in which the life or well-being of refugees will be threaened unless immediate and appropriate action is taken and demands an extraordinary response and exceptional measures (UNHCR)  

Sudden occurrence demanding immediate action, that may be due to epidemics, to natural or technological catastrophes, to strife, or to other man-made causes (WHO)

The emergency – the period during which mortality rates are higher than that prior to the emergency.  CMR 1/10,000/day.  

The Post-Emergency- mortality returns to the level of the surrounding population.

Emergency Indicators

Indicator

Mortality

Nutritional Status of Child

Food

Water Quantity

Water Quality

Site space

Shelter space

Emergency Levels

>2 per 10,000 per day

>10% with less than

80% weight for height

<2,100 calories/person/day

<10 litre/person/day

>25% if people with diarrhoea

<30 sq. meters/person

<3.5 sq. meters/person

Emergency Preparedness

It includes strategies such as – disaster/emergency preparedness is an emergency priority for international and national agencies.   Prevention , early warning, contingency planning, develop emergency response , systems, generation of support from donors, provision of standby resources, pre-positioning supplies, training

Emergency Response

This include problem, needs and resource assessment, resource mobilization, donor relations, operations planning, Implementation and coordination, monitoring and evaluation, transition to the post emergency operation

Internally Displaced Persons (IDP)

Persons, who, as a result of armed conflict, internal strife, systematic violations of human rights or natural or man-made disasters have been forced to flee their homes, suddenly or unexpectedly, and in large numbers, and who have not crossed any international borders.

(As defined by Secretary General United Nations)

Refugee

A 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 the country of his nationality and is unable to, or owing to such fear, is unwilling to avail himself of the protection of that country.

(As defined by the 1951 UN Convention relating to the status of refugees)

Refugee Emergency

Any situation in which the life or well-being of refugees will be threatened unless immediate and appropriate action is taken, and which demands an extraordinary response and exceptional measures.

(As defined by UNHCR)

Reproductive Health

Reproductive health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes. Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide if, when and how often to do so. It also includes sexual health, the purpose of which is the enhancement of life and personal relations. 

(As defined by Cairo, ICPD Programme of Action, Chapter V11, A, paragraph 7.2)

Stages of Emergency

Exodus – early stage of emergency, Loss of essential services, Restoration of essential services, Relative Stability, Return to normality

 Violence against women

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 deprivations of liberty, whether occurring in public or private life.

(As defined by the UN, Sept. 1992).

ANNEX  6 :
Summary data on IDP/refugees in Central and South Asia 

A.
Countries hosting Refugee population Central and South Asia

India
The Indian government has not acceded to the major international refugee laws, nor does it give UNHCR access to some of the refugees on its territory.   Even so, it continues to accommodate a large and varied refugee population: 100,000 Sri Lankans, a similar number of Tibetans, around 50,000 Bangladeshi Chakmas and a substantial number of Afghans, many of whom have settled in New Delhi.

Iran and Pakistan
For many years, Iran and Pakistan have hosted the largest refugee population in the world:  the Afghans.    At the beginning of 1997,  Iran was providing asylum to around two million Afghans, as well as over half a million Iraqi refugees.  Most of the Afghans live in urban areas.  In Pakistan, however, around 1.2 million Afghan refugees live in camps, villages and settlements.

Nepal
Around 90,000 refugees from Bhutan were accommodated in seven camps in the Jhapa and Morang districts of eastern Nepal in mid-1997, where they were assisted by UNHCR.  Nepal also has a longstanding Tibetan population of around 20,000.  An average of 2,000 Tibetans transit through the country each year, making their way to India.

B.
Countries with significant IDP Population Central and South Asia

Sri Lanka
The longstanding war between the Sri Lankan armed forces and Tamil separatists has created one of the largest and most protracted situations of internal displacement anywhere in the world.   Many of Sri Lanka’s internally displaced people – up to a million in total – enjoy little freedom of movement, particularly those living in the northern Jaffna peninsula.

Azerbaijan
In Azerbaijan, schools, hospitals, unused factories and railway coaches have all been used to accommodate the country’s half a million internally displaced people.  Only a small proportion are accommodated in camps.   The displacement is a result of the longstanding armed conflict over Nagorno- Karabakh, a largely Armenia-populated enclave within Azerbaijan.

Afghanistan
Throughout 1996 and the first half of 1997, continued fighting between Taliban forces and other political factions continued to displace large numbers of people within Afghanistan.   Many villagers were also forced out of their homes and herded into Kabul.   The total number of internally displaced Afghans stood in the region of 1.2 million by mid-1997.

D.
Indicative number of refugees and others of concern to UNHCR, 1998
	
	
	
	

	
	
	
	
	
	
	
	

	Regional and Country/territory of asylum/residence
	Refugees (1)
	Asylum- Seekers (2)
	Returned refugees (3)
	Internally displaced
	Returned IDPs
	Various
	Totol Population of countries

	
	
	
	
	
	
	
	

	Afghanistan
	
	
	   193,700.00 
	      315,800.00 
	    27,900.00 
	
	      537,400.00 

	Bangladesh
	       22,300.00 
	         20.00 
	     29,900.00 
	
	
	
	        52,220.00 

	India
	     185,500.00 
	         10.00 
	
	
	
	
	      185,510.00 

	Islamic Rep. Of Iran
	  1,931,300.00 
	
	
	
	
	
	   1,931,300.00 

	Kazakhstan
	         8,300.00 
	       430.00 
	     25,500.00 
	
	
	
	        34,230.00 

	Kyrgyzstan
	       14,600.00 
	       260.00 
	       1,200.00 
	
	
	
	        16,060.00 

	Nepal
	     126,100.00 
	         50.00 
	
	
	
	
	      126,150.00 

	Pakistan
	  1,202,500.00 
	       170.00 
	
	
	
	
	   1,202,670.00 

	Sri Lanka
	              30.00 
	         20.00 
	          110.00 
	        60,300.00 
	  114,600.00 
	
	      175,060.00 

	Tajikistan
	         3,600.00 
	    1,800.00 
	     16,100.00 
	
	
	
	        21,500.00 

	Turkmenistan
	       14,600.00 
	       200.00 
	
	
	
	           20.00 
	        14,820.00 

	Uzbekistan
	         1,100.00 
	    2,700.00 
	            20.00 
	
	
	
	          3,820.00 

	South-Central Asia
	
	    5,660.00 
	   266,530.00 
	      918,800.00 
	  142,500.00 
	           20.00 
	   1,333,510.00 

	Azerbaijan
	     221,600.00 
	       290.00 
	
	      576,300.00 
	
	
	      798,190.00 

	Asia
	  4,744,730.00 
	  27,610.00 
	   317,180.00 
	   2,037,100.00 
	  180,400.00 
	  167,720.00 
	   7,474,740.00 
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‘ a humanitarian crisis in a country, region or society where there is a total or considerable breakdown of authority resulting from internal or external conflict, and which requires an international response that goes beyond the mandate or capacity of any single agency and/or the ongoing UN country programme’








South Asian Women,


conceived in violence


unwanted from birth


discriminated against throughout life


they must struggle for their existence.


They are stripped of their rights and treated as property.


They work, they serve, they please.


Yet they are raped, they are abused, they are even burned.�


Dr. M  Arole, UNICEF, ROSA 1995.





‘The stories of women fleeing conflict tell of lives forever changed by appalling horrors. One would like to say that the horrors are inhumane but it is humans that perpetrate them, or that the horrors are unimaginable but someone did imagine them and worse – carry them out. One would like to say they are unspeakable, but they must be spoken of in the hope that we find a way to end such horrors’
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