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GBV SAFETY AUDITS IN NUTRITION SITES IN SOUTH SUDAN 

1. Background 
 
In South Sudan, the cumulative effect of years of conflict, violence and destroyed livelihoods has led to a 
humanitarian emergency of high proportions. The recently revitalized peace process promises to offer new 
opportunities in the coming years for South Sudan’s women, men and children. The launch of the National 
Development Strategy 2018-2021 with the overall objective of consolidating peace and stabilizing the 
economy echoes the peace optimism.   
 
The Nutrition Cluster currently comprises 64 active partners from Government, UN agencies, Donors and 
national and international Non-Governmental Organizations (NGOs) supporting the implementation of 
nutrition responses on the ground. Detection and treatment of children and women affected by severe or 
moderate acute malnutrition is carried out through slightly over 1000 nutrition sites established across the 
country. Nearly 860,000 children under the age of five years and 600,000 pregnant and lactating women 
were expected to be affected by acute malnutrition in 2019.  
 
Violence, abuse and exploitation remain the greatest protection risks to women and girls, reflecting 
continued gender inequalities exacerbated by the prolonged crisis in South Sudan. Furthermore, widespread 
Gender Based Violence (GBV) constitutes a significant impediment to women’s participation in recovery 
and development. In the first half of 2018, some 2,300 cases of GBV were reported to service providers,71 
a 72 per cent increase in reporting of GBV compared to same period in 2017 (South Sudan Humanitarian 
Response Plan, 2019).  During the same period, 97 per cent of reported cases in South Sudan affected 
women and girls, and 21 per cent of survivors who accessed services were children, of which 79 per cent 
were adolescent girls, consistent with previous years.  

Nutrition Custer partners have made efforts over time to ensure integration of gender in nutrition 
programming and GBV mitigation. Gender analysis reports by Action Against Hunger and CARE take 
cognizance of some of the best practices by partners which include; increased focus on recruitment of 
female staff at nutrition sites,  increased understanding and staff capacity on gender issues, increased use 
of the gender marker in gauging quality of proposals, recruiting men to act as agents of change at 
community level, increased recruitment of women into Infant and Young Child Nutrition (MIYCN) 
positions within programing, changing attitudes and practices among men (e.g. men accompanying  
pregnant and lactating women to health facilities, men participating in World Breastfeeding Week 
activities), training Nutrition partners on GBV referral pathways, organizations making increasing use of 
gender/GBV specialist in their programming, and the use of mother-to-mother support groups in nutrition 
programming. 

Nutrition sites present an opportunity and platform for GBV risk mitigation. In 2019 Humanitarian 
Response Plan (HRP), the Nutrition Cluster committed to roll out Safety Audits in nutrition sites and 
strengthen partners’ capacity to facilitate referrals of GBV survivors to response services.  

The main objectives for Safety Audit rollout process were: 
  

• Understand safety and security for women and girls in and around nutrition facilities. 
• Identify availability and access to GBV and other services in facilities’ catchment areas 
• Identify GBV and security risks in order to mitigate risks and for use in future program design 

and planning 
• To provide learning on emerging GBV concerns linked to Nutrition service delivery and 

opportunities for GBV risk mitigation in nutrition programming. 

2. Approach and methods  
 
Development of the safety audit tool  
Through a consultative process, a GBV safety audit tool was designed to support Nutrition partners in South 
Sudan to identify potential GBV-related safety risks at and around Nutrition sites. The tool was developed 
by Action Against Hunger, CARE and UNICEF in 2018. Action Against Hunger piloted the tool in 2019 
that culminated into a Nutrition Cluster partners’ workshop reviewing the findings of the pilot and the tool 



ready for national adoption. The Safety Audit Tool comprises of different sets of structured and semi-
structured questions applied to various categories of respondents based on relevance, and an observation 
checklist.  
 
To purpose of the safety audit tool is to identify whether the way Nutrition services are delivered (including 
physical layout of sites) could potentially create or increase GBV-related risks.  It includes data points such 
as the overall layout, the location of water and sanitation points, and presence of actors that could potentially 
pose a threat.  
 
The tool is divided into three parts:  
 
1) Part 1: Observation Checklist (quantitative)  
2) Part 2: Community Consultation through focus group discussions (qualitative); and  
3) Part 3: Staff Consultation (qualitative) 
 
The tool was designed in such a way that the nutrition partners could self-administer individual components 
of the tool independently.  
 
Data Collection, Analysis and Reporting 
The Nutrition Cluster Coordination team, with support from Action Against Hunger, UNICEF and WFP 
conducted an orientation session for partners and the 10 Sub National Nutrition Clusters coordination team 
(10 states) on the Safety Audits and the tools with data collection rolled out in the second half of 2019.  To 
ensure participation by the partners in the exercise, during the orientation session, the cluster coordination 
team assured the partners that the Safety Audits were not intended to single out any individual organization 
or the results used to reward/punish partners (e.g. on funding decisions). 
 
To avoid over-burdening Nutrition Cluster partners, maximize the uptake of the safety audit methodology 
and ensure the highest quality data possible, the Nutrition Cluster applied a two-tiered approach to rolling 
out the safety audit tool.  
 
In the first approach, all the Nutrition Cluster partners’ nutrition sites were targeted and partners encouraged 
to undertake Part 1 (Observation checklist) which takes less time to administer and does not require 
extensive expertise. Analysis of the quantitative data from the observation checklist was undertaken by the 
cluster coordination team with support from Action Against Hunger and preliminary report prepared.  
 
In the second approach, a purposive selection of cluster partners with capacity to collect and analyze 
qualitative data was done.   The two main criteria that informed the selection of the partners to take part in 
part 2 and 3 (community and staff consultations respectively) were:  

- Partners with capacity for FDG and KII data collection skills, analysis and reporting.  
- Partners with 15-20 Nutrition Sites in one of 10 Sub national Cluster Nutrition Hubs (10 states), 

with two partners targeted per state.  
 

The selected Nutrition Cluster partners undertook data collection, analysis and reporting for all the Parts 
(1, 2 and 3) of the Safety Audit Tool, which gave an opportunity for triangulation of data for all the three 
Parts.  This was followed by a meeting between the Nutrition Partners, the cluster coordination team, Action 
Against Hunger, UNICEF and WFP to collectively review the preliminary analysis and draft reports in 
readiness for the Nutrition Cluster GBV Learning Workshop to be held at a later date.   
 

3. Key findings  
 

Data was collected from 632 [Therapeutic Programme (OTP) and Targeted Supplementary Feeding 
Programme (TSFP)] sites and 47 Stabilization Centres (SC) out of the total 1050 operational sites with a 
total of 34 implementing partners providing nutrition services in 49 counties (out of the 79 counties) 
participating.  The same tool was used for the OTP/TSFP sites, while in the SCs were audited using a tool 
designed to meet specific needs of the SCs.  

Staffing at nutrition sites  
 

The Safety Audits revealed that in the SCs, 42% of the staff are Nurses, 54% are Nursing Aids, and 24% 
are Medical Doctors, while 52% are in other category of staff. Analysis shows that there are no female 
nurses in 8 SCs, no female Nurse Aid in 28 SCs and no female Medical Doctors in 19 SCs (Figure 1).  



 

 

In the OTP/TSFPs, among total nutrition workforce audited 2132 Females & 2554 Males (45% and 55% 
respectively). While the total number of Community Nutrition Workers (CNWs) is 2037, only 693 (34%) 
of them are females with 249 sites having no female CNWs. Further it was established that out of the 406 
Nurse Aids, only 123 (12.8%) of them are females, with 551 sites not having any female Nurse Aid (Figure 
2).  

 

 

 
WASH and Safety at nutrition sites  
 

Water, Sanitation and Hygiene (WASH) facilities in the nutrition sites were assessed to determine 
availability and state of the facilities available at the time of the assessments.   

At the SCs, it was established that 40 out of 47 sites (85%) have functional handwashing stations with soap 
for latrine users. In terms of user-friendliness, half of the SC (24 out of 47) do not have latrines that are 
user-friendly for people with disabilities (Figure 3).  The audits further revealed that 21 out of the 45 sites 
(45%) do not have lockable showers/bathrooms for the mothers/caregivers. Similarly, half of the SCs do 
not have showers/bathrooms separated by gender. Majority of the SCS (72%) do not have systems for 
separate disposal of sanitary protection wastes for women and girls in reproductive age.  

Lighting on the paths and inside of the latrines was not available in nearly one-third (13 out of 47) of the 
SCs.  
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At the OTP/TSFP sites, it was established that 16% (100 out of 632 sites) sites do not have clean drinking 
water point, 176 of the sites (28%) do not have lockable latrines and more than half of the sites (360) sites 
do not have latrines separated by gender. Additionally, in 230 of the sites (36%), there are no functional 
handwashing station with soap for latrines users and a majority of the sites (64%) do not have latrines that 
are user friendly for people with disabilities (Figure 4) 

 

 

Privacy during consultations at nutrition sites  
 

Privacy during consultations at the nutrition sites was found to be lacking in more than half of the 
OTP/TSFP sites that did not have consultation or MIYCN counselling room/space for mothers/caregivers 
(Figure 5) while in the SCs, a third (15 out of 47) of them were affected.  

 

 

 
Potential safety Issues at or near nutrition sites 
 

To determine potential safety issues at the nutrition sites and on the way to the nutrition site, participants 
were asked to report if they saw any violence or potential safety concerns for women and children. The 
audits show that overcrowding was a concern in 221 (35%) of the OTP/TSFP sites while for 128 sites (20%) 
there were concerns on potential safety issues for mothers/caregivers and children outside or along the route 
to the nutrition site. The main potential safety issues reported were presence of checkpoints, followed by 
flooding, civilians carrying guns or drunk, highway robbery, presence of armed actors, and presence of 
forests and long distances (Figure 6).  
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GBV Training/ Referrals at the nutrition sites 
 

Regarding the nutrition sites’ capacity with regard to the GBV, it was established that more than half of the 
SCs did not have any staff trained on GBV.  Of the sites that had staff trained on GBV (20 out of 47), only 
half of them had assigned a focal person for GBV.  Further, the audit revealed that even in sites where staff 
had been trained on GBV, the referral pathway/hotlines were not established in those sites with only 9 sites 
having an established referral pathway/hotline displayed inside the nutrition site (Figure 7). 

 

 
 

At the OTP/TSFP sites, the audits revealed that only 40% (254 out of 632) of the sites had a staff trained 
on GBV. Of the sites with staff trained, only 99 (39%) of them had a staff assigned as a focal person on 
GBV related issues. As with the SC, the referral pathways are not established in most of the OTP/TSFP 
sites with less than half of those with staff trained on GBV having referral pathways/hotline displayed inside 
the nutrition site (Figure 8).  

 

 

Other findings from community and staff consultations  
 

During the community consultations, most of the community members consulted reported having received 
enough information about the nutrition services which are provided to them for free with no demand for 
anything to receive the services. Staff in most of the sites were reported to have a good attitude towards the 
mothers/caregivers and children and treated them with respect.  
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However, some of the community members expressed their displeasure with the long queues, overcrowding 
and long waiting time at the nutrition sites as well as lack of drinking water and sitting materials. The long 
time spent at the nutrition sties exposed some of the mothers/caregivers to GBV with their 
husbands/partners for leaving other children and household chores unattended to. The long distances from 
the nutrition sites also posed as safety concern where caregivers have to long distances through the bush 
and sometimes swampy areas. The focus group participants felt that these long walks were unsafe for young 
women and young children accompanying their siblings to the sites. Some women reported assault & theft 
by street boys, as major safety risks for women and children accessing nutrition facilities, especially in sites 
located in urban areas/adjacent to markets.  

During staff consultations, it was noted that a majority of the staff have not received training on GBV, 
Psychological First Aid (PFA) and were not aware of the referral pathways.  The community members 
expressed their willingness to report GBV related issues to a variety of persons including staff at nutrition 
sites police, traditional leaders, chiefs etc.   

4. Discussion on the findings from the Safety Audits  
 

Staffing, in terms of numbers and gender representation is key when it comes to GBV and its mitigation. 
The Safety Audits revealed considerable gender imbalance in nutrition service delivery. Female staff 
representation in the nutrition sites is still sub optimal in South Sudan with some nutrition sites having very 
little representation of the female staff. On GBV related issues, the caregivers might find it easier to share 
their experiences with female staff than with male staff. To address this issue, partners need to ensure that 
during recruitment, equity is strengthened, including measures that would give female candidates a 
competitive edge. It is even more critical for the nutrition volunteers who interact with the caregivers at the 
community level.  In the long term, promoting education of both girls and boys will ensure the women and 
girls have equal opportunities as men and boys. In terms of number of staff hired to provide nutrition 
services, the number needs to be proportional to the workload per site to reduce chances of overcrowding 
and delays with service delivery which could make mothers return to their homes late, thus increasing GBV 
risks on the way home and at home.   

The WASH related gaps identified during the Safety Audits including could either present GBV related 
risks or deter the mothers/caregivers from attending the nutrition sites. The absence of drinking water in 
16% (100 of the 632) OTP/TSFP sites is a major concern, which needs to be addressed as soon as possible. 
This could potentially deter mothers from visiting the sites, and affects the efficiency of service delivery, 
for instance conducting appetite tests which should be done for all children presenting with severe acute 
malnutrition. With regard to handwashing stations, the 15% of SCs without a handwashing station is a 
major concern as children admitted in the SCs extremely vulnerable due to the fact that they are severely 
malnourished and immunocompromised. Similarly, the fact that in 230 (36%) of OTP/TSFP sites there are 
no functional handwashing station with soap and water for latrines users presents serious gaps, not only for 
nutrition service delivery but also could be avenues for transmission of infectious diseases which further 
compromise the health and nutrition status of children. Ensuring that all nutrition sites have latrines/showers 
that are segregated by gender and that the doors are lockable from inside, would go a long way in enhancing 
the safety, privacy and dignity of the mothers/caregivers, girls and children seeking services at the nutrition 
sites. While some of the gaps can addressed immediately, during staff/partner consultations, partners 
expressed challenges with construction of permanent latrines due to resource limitations, which needs to be 
facilitated through increased WASH related funding. 

The long distances to the nutrition sites especially in Upper Jonglei was identified as one of the barriers to 
GBV risk mitigation during the community consultations. Mothers reported that they felt unsafe while 
walking to the nutrition sites, especially where there were barriers erected, or where there was presence of 
armed personnel along the way.  Other challenges reported by the caregivers include difficulties in 
accessing nutrition services during the rainy seasons or where physical barriers like rivers, swamps were 
present making it expensive, difficult and unsafe for mothers and children to access the services. Bringing 
the services closer to the mothers and children (through mobile services) is seen as one of the avenues to 
addressing this gap. Community Nutrition Volunteers need to work with the mothers and advise them to 
move in groups after services to minimize the risk of attacks on the way home and loss of the nutrition 
treatment commodities and ensure mothers/caregivers have sufficient information on the distribution days.  

With regard to the physical structure of the nutrition sites, lighting inside and outside of buildings is key in 
ensuring safety of the caregivers, especially at night. The fact that 20% of the SCs are not well lit at night 
could make it easy for mothers and caregivers to be attacked or feel unsafe while at the nutrition site. 
Community and staff consultations revealed that mothers/caregivers and female staff felt safe and secure 
in the presence of security guards in the compound hence, partners need to ensure that the nutrition sites 
are fenced, well lit at night, and are manned by security personnel particularly for the SCs to deter potential 



GBV perpetrators and reassure the mothers that the nutrition sites are safe for them to visit and seek 
services.  

With regard to organization of the service flow, staff providing services at the nutrition sites need to ensure 
that long queues and overcrowding in the nutrition sites are avoided and that mothers/caregivers spend as 
little time as possible at the nutrition site to ensure that they are able to return back home during day light 
and minimize GBV related risk.  

Availability of private counselling space or room is key in ensuring that mothers feel secure in discussing 
issues affecting them and their children. More than half of the nutrition sites do not have private 
consultation/MIYCN counselling room and space for mothers and caregivers. The absence of private 
consultation space/room at some of the nutrition sites could hinder the possibility of mothers opening up 
about issues they consider private, including difficulties with MIYCN and GBV related ones. Hence 
nutrition partners need to ensure that in each nutrition site, there is room or space where the caregivers can 
have some level of privacy that would make it easier to share their experiences or report any GBV related 
issues.  

Enhancing the nutrition staff awareness on GBV, risk mitigations, PFA and referral pathways would go a 
long way in ensuring that they are able to pick GBV related issues and provide the necessary support and 
linkage with GBV services to clients attending the nutrition sites. The low number of staff trained on GBV 
in SCS and OTPS/TSFPs highlights the urgent need for partners to have frontline nutrition staff trained on 
GBV. Follow up actions after trainings should be taken by the partners, for instance it was established that 
even in nutrition sites where staff have been trained on GBV, a good proportion of them still lacked a 
GBV/Protection focal person. Having a focal person on Protection from Sexual Exploitation and Abuse 
(PSEA) and GBV will further strengthen this component within organizations. The linkage with the referral 
pathways and the hotlines for GBV referral needs to be instituted in all nutrition sites. Related to this is 
similar initiatives to sensitize the community members and mothers/caregivers visiting nutrition sites on 
GBV. During the community consultations it was established that mothers/caregivers are willing to report 
on GBV issues but they did not know where to report. Efforts to improve community awareness on GBV 
and mitigation measures should therefore be accompanied with information on where to report GBV related 
concerns and where to receive PFA and other GBV related services. 

During the Safety Audits, issues with child protection were also identified, where in some cases children 
acting as caregivers to their young siblings. This could expose them to the risks already highlighted 
including risk of attack on their way home, hence it needs to be discouraged through sensitizing the 
mothers/adult caregivers and the community members in general. There is need to work closely with the 
child protection cluster/actors to address this issue.  

5. Recommendations  
 

Following the Safety Audits, and data analysis, the nutrition cluster coordination team organized for a 
meeting that brought the nutrition partners who participated in the Safety Audits and protection experts 
from UNICEF, WFP, Action Against Hunger.   The meeting’s objective was to jointly review the findings 
and come up with recommendations to improve on GBV risk mitigation in the nutrition response.  

a) Staffing in nutrition Sites-Staff consulted felt the need to hire sufficient and competent number 
of service providers to reduce the time women and care givers spend at the nutrition sites. The 
number of staff per site should be proportional to the workload/number of beneficiaries per site. In 
addition, deliberate efforts need to be made to ensure availability of female staff in all nutrition 
sites. In addition, ensuring protection staff are incorporated during nutrition activities should be a 
priority.  
 

b) Capacity building on GBV and risk mitigation-capacity building of nutrition staff including on 
GBV, PFA, PSEA and referral pathways should be enhanced in nutrition service delivery. There is 
need to initiate Trainer of Trainers (ToT) trainings on GBV, GBV risk mitigation, and PFA in all 
states to help with GBV risk mitigation in all states.  Community systems also need to be supported 
with awareness, including creation and strengthening of community feedback mechanisms. 
Linkages with pre-existing community nutrition structures, for instance, the mother to mother 
support groups could help strengthen these linkages.  
 

c) Strengthen Coordination and advocacy-the need to collaborate with the GBV sub cluster by 
engaging with the focal persons at national and sub national level throughout the project cycle from 
planning, implementation and monitoring was emphasized. Collaboration with other 
clusters/sectors to address WASH, public health and other gaps should be a priority for the nutrition 



cluster and service providers.  With support from the GBV sub cluster, the nutrition cluster needs 
to undertake a service mapping to ensure referral pathways for GBV services are established and 
utilized. Lobbying and advocacy with donors to increase GBV risk mitigation budgeted within the 
nutrition programming should also be consistently be done at all levels.  
 

d) Modification and adaptation of nutrition services to prevent GBV- the nutrition services need 
to adapt to GBV risk mitigation measures and ensure they do not expose mothers/caregivers to 
GBV related risks.  Examples include: organizing services at the nutrition site to reduce 
overcrowding, ensuring that mothers/caregivers spend as little time as possible at the nutrition site, 
addressing distance and seasonal related challenges by bringing the nutrition services closer to the 
people who need them through mobile nutrition services.  
 

e) Strengthen the nutrition-GBV referral pathways- the nutrition service providers should ensure 
that every nutrition site has a GBV/protection focal person, and ensure that referral 
pathways/hotlines are established and visibly displayed for community members visiting the 
nutrition sites.  
 

f) Strengthen Knowledge management on GBV risk mitigation- feedback and dissemination 
mechanisms should be established to ensure that beneficiaries and community members receive 
regular and timely feedback on GBV related issues including on the Safety Audits.  
 

6. GBV risk mitigation measures undertaken by nutrition partners  
 

Following the Safety Audits, partners took it upon themselves to begin addressing some of the gaps that 
were identified during the exercise.  The following are some of the measures taken: 

v Staffing – some nutrition partners are making deliberate efforts to ensure recruitment of more 
female staff- this including reaching out to and encouraging female candidates to apply when 
positions are advertised. Other initiatives include recruitment of GBV focal persons and child 
protection staff.  

v Capacity building- some partners have already initiated trainings on GBV to staff providing 
frontline nutrition services. Where resources have been identified as a gap, partners have integrated 
training of staff on GBV risk mitigation in upcoming proposals for funding considerations.   

v Nutrition site structures- enhancing fencing especially in the SCs, repair of latrine structures, and 
improving lighting in the SC are some of the initiatives by partners undertaken. Additionally, 
partners have since repaired latrines and door locks where this was identified as a gap.   

v Nutrition services-where beneficiaries are too far from the sites, partners have considered mobile 
teams to bring the services closer to the people who need them.  

v Strengthening GBV related Policies- this includes development of PSEA guidelines. Partners are 
also scaling up efforts to ensure that all staff sign the Code of Conduct that outlines safeguarding 
issues and binds the staff to abide by.  

v Strengthening feedback mechanisms-some nutrition partners have since installed suggestion 
boxes at the nutrition sites to receive GBV related feedback from community members.  

7. Lessons learnt  
 

v Assuring the partners that the results are not intended to single out any individual organization and 
the results would not be used to reward/punish partners (e.g. funding decisions) ensured partners 
freely participated and contributed in the process  

v Ensuring clear guidance on how to analyze and present findings from the qualitative part of the 
questionnaire is useful to ensure standardization and reduce the turnaround time by partners.  

v Translation of the safety audit tool to local language is necessary to ensure harmonization across 
locations  

8. Next steps 
 

i. Nutrition GBV learning workshop     
 



Following the Safety Audits, a Learning Workshop is planned for whose purpose is to share the findings 
and recommendations of the Safety Audits and to develop a time bound action plan on implementation of 
the recommendations in 2020 and beyond. Facilitation of the workshop will be led by the Nutrition Cluster 
with support from UNICEF, ACTION AGAINST HUNGER, WFP and GBV sub cluster.  
 
The key objectives of the workshop include:  
 

a) To review of the GBV Safety Audit tools and their suitability  
b) To review findings of the Safety Audits, refine the recommendations and lessons learnt.  
c) To map GBV Sub cluster technical support and referral pathways in the states to support nutrition 

cluster partners 
d) To orient Nutrition partners on key GBV guidance documents including a checklist on GBV risk 

mitigation in nutrition response.  
e) Support nutrition partners to develop micro plans on GBV risk mitigation in nutrition response.  

The participants for the workshop are expected to be by nutrition cluster partners, Government Line 
Ministries (Nutrition Department in the Ministry of Health, and Gender, Child and Social Welfare??), WFP 
and UNICEF. Other participants expected include: GBV sub cluster partners, Protection cluster 
representatives and representation from other clusters.  
 

ii. GBV Safety Audits in nutrition sites-in the context of COVID-19 
 

The COVID-19 outbreak in South Sudan has struck an already vulnerable country with pre-existing 
differences and has further exacerbated these differences between women, men, girls and boys (UN 
Women, 2020).  
 
Due to the outbreak of COVID-19, Ministry of Gender, Ministry of Humanitarian Affairs, Community 
Empowerment for Progress (CEPO) and Rural Women for Development South Sudan (RWDSS) recently 
conducted a rapid gender analysis to find out how COVID-19 affects Women, Men, Girls and Boys and to 
identify their different needs which seek out a more informed gender response1.  

Some of the key findings show that that Women and girls literacy levels are very low and this places them 
at a disadvantage to receive written texts pertaining to their safety and that women preferred megaphones 
as a preferable mode for disseminating key messages about the disease. Further, the report shows that 
Gender Based violence is rarely reported because most respondents did not believe in the justice system-
they expressed a lack of trust with law enforcers who they said were violators of rights. Other respondents 
including male and female were unaware of any laws that dealt with gender based violence, early/forced 
marriages, elderly abuse and property rights.  
 
The findings underscore the need to ensure that even in the context of COVID-19, nutrition services do not 
create avenues for GBV at the nutrition site, on the way home or at home, and that mitigation measure are 
strengthened, hence a second round of the Safety Audits is therefore proposed in (XXX) …… 
 

Annexes  

                                                      
i Examples of violence could include but not limited to shouting, pushing, fighting, insults  

 

                                                             
1 A Rapid Gender Analysis on COVID-19-South Sudan-UN Women et al, 2020 
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