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FOREWORD
Every child should be living free from violence. However,
we have known for decades that violence is a dire and
common reality affecting children in each and every one of
our societies throughout the world. With the COVID-19
pandemic, increased migration and conflicts, as well the
climate crisis, the effects have become monumental. Both
the immediate and far-reaching consequences have had an
impact on every socio-ecological layer and generation.

Recognising the success of the model within the region, the
World Future Council (WFC) has committed to promoting this approach ever since, and in 2017 hosted an International Child Rights Conference in Zanzibar to facilitate
the exchange of further dialogue around the model and
other best practices. The outcome of this session revealed
that there are many useful lessons to be learnt from different national contexts and experiences. Since then, we have
been in contact with key official Ghanaian stakeholders,
who have shown great interest in the One-Stop Centre
model, and conducted a technical workshop in Ghana in
2018 with experts from Zanzibar.

Over the last few decades, however, we have made
quantum leaps forward to ending this reality. Our commitments have been sealed, for example, in the Sustainable
Development Goals and human rights treaties like the UN
Convention on the Rights of the Child, and have been
propelled through actions towards cohesively strengthening our child protection systems. This includes the implementation of many evidence-based prevention and intervention tools.

Yet, despite the efforts sealed through our commitments
and the establishment of tools such as OSCs and similar
mechanisms, much still needs to be done, improved,
and put into practice to address the gaps that still exist.
Although, as we have learnt from facilitating dialogue and
taking note of best practices and past mistakes, collaboration means that we can better our understanding of the
appropriate and necessary responses to combat childhood
violence, abuse, and neglect.

The semi-autonomous archipelago of Zanzibar is one
example of where policymakers and stakeholders have come
together to facilitate change and have pledged to secure a
better and safe life and environment for its children. In
2015, it was this approach that won the Future Policy
Gold Award for the creation and implementation of its
outstanding Children’s Act. The 2015 Future Policy Award
was dedicated to policies that contribute to protecting and
strengthening the rights of children, in partnership with
the Inter-Parliamentary Union (IPU) and UNICEF. By
consulting children throughout the legislative process, the
Act, amongst other elements, codifies a child rights-based
approach to providing a foundation for a coordinated
child protection system.

The aim of putting together this policy brochure, therefore, has been to decipher the essential ingredients for
an OSC to effectively synergise within a child protection
system that places the child at its heart. We hope that
these unique experiences extracted from the important
work conducted by the many researchers, evaluators, and
experts can be utilised to improve our collective efforts in
our fight. After all, as evidence clearly affirms, ending this
cycle has monumental benefits, and gives every child the
chance to develop to their full potential with fair and equal
opportunities.

What also emerged from this Act was a fascinating mechanism: the One-Stop Centre (OSC) model, which took
inspiration from the model’s implementation in its neighbouring country, Zambia. Fostering a multidisciplinary,
multisectoral, and interagency approach, these centres
have provided several necessary services to respond to cases
of child abuse, violence, maltreatment, and neglect, all
under one roof.

Our obligation to do this is one that we owe to our children,
our grandchildren, and our future generations, so that they
have the chance to live on a healthy and sustainable planet,
with just and peaceful societies.

María Fernanda Espinosa Garcés
Co-Chair of the Rights of Children and Youth Commission, World Future Council, President of the 73rd
General Assembly of the UN
Alexandra Wandel
Executive Director of the World Future Council (WFC)
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ABOUT THIS POLICY BROCHURE
The aim of creating this policy brochure has been to delve
deeper into individual country experiences to gauge at the
best practices and lessons learnt to deduce some key requirements necessary to sustain One-Stop Centres (OSCs)
responding to violence against children (VAC). Whilst utilising existing research, this policy brochure does not claim
to be an exhaustive, academic, nor scientific review or evaluation of the use of OSCs and similar mechanisms around
the world. Rather, it aims to observe and analyse the information that is readily available and has been gathered from
various evaluations and articles that analyse OSCs.
These articles are varied in their nature. For example, some
were systematic scientific reviews, some were national evaluations conducted by the independent evaluators, and
some were policy handbooks. These varied sources were
extracted from different fields engaging with OSCs, including from the health and legal spheres. The evidence
studied and assessed in these sources also varies depending
on the availability of data within the specific jurisdictions.
Some consisted of and relied on anecdotal evidence to
understand the success of OSCs within a particular area,
while some were able to test effectiveness when data was
adequately collected and available.
It should be noted that, as some assessments were unable
to determine the true impact OSCs had within some jurisdictions, this brochure does not claim to be an exhaustive
evaluation of the OSCs in those countries that have been
studied. Moreover, some assessments and articles are not
recent publications. Older evaluations have been included
in this brochure when analysing these centres as they
contain some key and important lessons learnt and recommendations used to strengthen OSC responses. Thus,
it should be noted that those challenges presented in some
country studies do not necessarily reflect the operation of
OSCs today, but rather represent the challenges they have
faced, and the necessary methods that were necessary to
address them.

The OSCs studied in this brochure were selected since they
share a similarity in responding, in one way or another,
to child survivors of violence. There are plenty of OSCs
throughout the world that have been utilised primarily as
a response to the protection of women. It should also be
noted that whilst some countries do not employ an OSC
approach, they still have active and effective child protection tools in place to respond to VAC.
Representation was also a key consideration in this
brochure. We aimed to include OSCs or mechanisms that
adopt a One-Stop Centre/Shop approach from the six inhabited continents. In Africa and Asia the model has been
integrated and adapted across many settings, and thus
we focused on the centres that had a significant level of
assessment to deduce key lessons learnt. In the Oceania
region, Papua New Guinea’s Family Support Centres
have adopted the OSC approach, and their evaluations
contained many valuable key lessons. In North America,
the USA has adopted a similar model, namely Children’s Advocacy Centers. This model has been transferred
to other countries, such as Guyana in context of South
America. In Europe, the Barnahus model has been established, which took inspiration from Children’s Advocacy
Centers. This brochure examines each experience, discusses their strengths and shortcomings, and extracts the key
lessons learnt for the minimum requirements necessary to
support OSCs.

Samia Kassid
Senior Programme Manager,
Rights of Children and Youth,
World Future Council

6

ACKNOWLEDGEMENTS
The World Future Council would like to thank the many authors,
researchers, evaluators, ministry personnel, and experts who have
assisted in providing information, guidance, feedback, and quotation
contributions for and in the preparation of this handbook.
We would particularly like to thank:

■ Dr h.c. Hafsat Abiola-Costello
Executive President of Women in Africa Initiative (WIA),
Councillor of the World Future Council

■ Liberata Gahongayire
Researcher in Genocide Studies, and PhD Candidate at the
Université libre de Bruxelles

■ María Fernanda Espinosa Garcés
President of the United Nations General Assembly for the 73rd
Session, Councillor of the World Future Council

■ Olivia Lind Haldorsson
Senior Adviser and Head of Children at Risk Unit, Council of
the Baltic Sea States

■ Prof. Benyam Dawit Mezmur
Current Member and Former Chairperson of the United Nations
Committee on the Rights of the Child, and Former Chairperson
of the African Committee of Experts on the Rights and Welfare
of the Child

■ Dr. Nkatha Murungi
Assistant Director of the Centre for Human Rights and Senior
Lecturer in the Faculty of Law at the University of Pretoria,
Councillor of the World Future Council

■ Jonathan Todres
Distinguished University Professor and Professor of Law, Georgia
State University College of Law

■ Chi-Chi Undie
Senior Associate of Reproductive Health Programme of the
Population Council

With the support of Michael Otto Foundation and Jua Foundation.

7

LIST OF ACRONYMS
A&E
ACE
ACERWC
ACHR
ACRWC
AU
AUSEWPS

AUSRVAC
CAC
CBSS
CEDAW

CIDT
CmRC
CoE
CPS
CRC
DALYS
ECHR
ECtHR
End Violence
EU
FGM
FSC(s)
GBV
GDP
HIV/AIDS
HRC
ILO
IOSC(s)
IPV
JPO

Accidents and Emergencies
Adverse Childhood Experiences
African Committee of Experts on the Rights
and Welfare of the Child
American Convention on Human Rights
African Charter on the Rights and Welfare
of the Child
African Union
African Union Special Envoy of the
Chairperson of the Commission on Women,
Peace and Security
African Union Special Rapporteur on
Violence against Children
Children’s/Child Advocacy Centers
Council of the Baltic Sea States
United Nations Committee on the
Elimination of All Forms of Discrimination
against Women
Cruel, Inhuman and Degrading Treatment
United Nations Committee on the Rights of
the Child
Council of Europe
Child Protection System
United Nations Convention on the Rights
of the Child
Disability-Adjusted Life Years
European Convention for the Protection of
Human Rights and Fundamental Freedoms
European Court of Human Rights
Global Partnership to End Violence Against
Children
European Union
Female Genital Mutilation
Family Support Centre(s)
Gender-Based Violence
Gross Domestic Product
Human Immunodeficiency Virus/Acquired
Immunodeficiency Syndrome
United Nations Human Rights Committee
International Labour Organisation
Isange One-Stop Centre(s)
Intimate Partner Violence
Judicial Police Officer

KCC(s)
LGBTQIAP+

MICS
MRI
MSF
NCA
NGO(s)
NPA
OCD
OCMC(s)
One UN
OSC(s)
OSCC(s)
OSSC(s)
PEP
PNG
PTSD
SAARC
SCAN
SDG(s)
SGBV
SRSGVAC

STI/D
TCC(s)
UK
UN
UN Women
UNDESA
UNDP
UNFPA
UNGA
UNHCR
UNICEF
UNODC
USA
VAC
VAW
WFC
WHO

Kgomotso Care Centre(s)
The Lesbian, Gay, Transgender, Queer,
Intersex, Asexual and Pansexual+
Communities
Multiple Indicator Cluster Surveys
Magnetic Resonance Imaging Scan
Medicins Sans Frontieres/Doctors Without
Borders
National Children’s Alliance
Non-Governmental Organisation(s)
National Prosecuting/Prosecution Authority
Obsessive Compulsive Disorder
One-Stop Crisis Management Centre(s)
UN Delivering as One
One-Stop Centre(s)
One-Stop Crisis Centre(s)
One-Stop Service Centre(s)
Post-Exposure Prophylaxis
Papua New Guinea
Post-Traumatic Stress Disorder
South Asian Association for Regional
Cooperation
Suspected Child Abuse and Neglect
Sustainable Development Goal(s)
Sexual and Gender-Based Violence
United Nations Special Representative of
the Secretary General for Violence against
Children
Sexually Transmitted Infection/Disease
Thuthuzela Care Centre(s)
United Kingdom
United Nations
United Nations Entity for Gender Equality
and the Empowerment of Women
United Nations Department of Economic
and Social Affairs
United Nations Development Programme
United Nations Population Fund
United Nations General Assembly
United Nations High Commissioner for
Refugees
United Nations Children’s Fund
United Natons Office on Drugs and Crime
United States of America
Violence Against Children
Violence Against Women
World Future Council
World Health Organisation

8

INTRODUCTION
The issue of violence against children (VAC) is not a
new phenomenon, but its significance, gravity, multitude,
and persistent cycle of interpersonal effects and harms,
spanning not only across the past and present, but also
for future generations, makes it arguably one of humanity’s greatest issues. Whilst children are often portrayed
in many popular narratives, they have, at the same time,
long been subjected to violence in their daily lives too.1 We
know this because VAC is an epidemic, affecting over one
billion children worldwide.2
A picture of this reality was painted in 2006, when the
United Nations General Assembly (UNGA) was presented with a study on VAC conducted by the Independent
Expert for the Secretary General: Paulo Sérgio Pinheiro.
The results offered a stark caveat of the magnitude of cases
that were seemingly manifesting in plain sight, yet with
little repercussion. According to the study, VAC exists in
every state, cutting across different boundaries, including culture, class, education, income, ethnicity, and/or
race.3

No violence perpetrated against a
child is justifiable. The UN Convention
on the Rights of the Child (CRC) urges
States Parties to take all appropriate
measures to ensure that every child is
protected against all forms of violence,
abuse, neglect, and punishment.
General Comment 13 also underlines
the importance of prevention and
the implementation of a holistic child
protection system in avoidance of
fragmented and isolated mechanisms
that have left some children behind. Over
the last few decades, many One-Stop
Centres have emerged, bringing together
key sectors from existing institutional
and protective structures to cohesively
respond to all child survivors of violence.
These centres have been a foundational
tool contributing to strengthening national
child protection systems.
Professor Benyam Dawit Mezmur, Current
Member and Former Chairperson of the United
Nations Committee on the Rights of the Child (CmRC)
and Former Chairperson of the African Committee
of Experts on the Rights and Welfare of the Child.

Children also experience violence in many forms,
whether physical, psychological, and/or sexual abuse; maltreatment or neglect; and within a care-setting or the community.4
Alarmingly, the vast majority of perpetrators are usually
part of the child’s immediate environment, as opposed
to the smaller percentage of cases perpetrated by complete
strangers.5

alence.6 This hidden nature of VAC is due to a combination of issues, such inadequate reporting systems, shame,
stigma, apathy, and potential repercussions,7 but also
simply because children, especially very young children,
may lack the capacity to report.8

Yet usually only a fraction of cases are usually ever
reported and investigated. It has also been found that
self-reported cases taken from surveys have often proved
to monumentally surpass official national reports of prev-

Cases of VAC often occur due to wide-range acceptance.
Whilst practice can differ in any community or society, it
has been demonstrated that VAC can be deeply embedded
in harmful practices, and cultural, societal, and/or religious

1
2
3
4
5
6
7
8

Jonathan Todres, ‘Violence, Exploitation, and the Rights of the Child’ in Ursula Kilkelly and Ton Liefaard (eds) The International Human Rights of Children (Springer 2019) 216.
Susan Hills and others, ‘Global Prevalence of Past-year Violence against Children: A Systematic Review and Minimum Estimates’ (2016) 137 Pediatrics 7 <https://pediatrics.aappublications.org/
content/pediatrics/137/3/e20154079.full.pdf> accessed 1 June 2021.
Paulo Sérgio Pinheiro, ‘World Report on Violence Against Children’ (United Nations 2006) 5.
Ibid. 7.
Ibid. 11; Karen Devries and others, ‘Who Perpetrates Violence against Children? A Systematic Analysis of Age-Specific and Sex-Specific Data’ (2017) 2 British Medical Journal Paediatrics Open 7-8
<https://bmjpaedsopen.bmj.com/content/bmjpo/2/1/e000180.full.pdf> accessed 31 May 2021.
James A Mercy and others, ‘Interpersonal Violence: Global Impact and Paths to Prevention’ in Charles N Mock and others (eds) Injury Prevention and Environmental Health (World Bank 2017) 74.
Audrey Pereira and others, ‘Disclosure, Reporting and Help Seeking Among Child Survivors of Violence: A Cross-Country Analysis’ (2020) 20 BMC Public Health 6 <https://bmcpublichealth.
biomedcentral.com/track/pdf/10.1186/s12889-020-09069-7.pdf> accessed 6 June 2021.
Pinheiro (n 3) 10.
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customs and traditions.9 Its acceptance, therefore, may be
more common than we might realise.
Yet, despite these attitudes of acceptance, VAC has persistently proven to be a complex issue causing devastating,
long-lasting, adverse, and multidimensional effects,
which has been backed by a plethora of evidence-based
data. VAC can have a direct detrimental impact on a child’s
health both directly, and through acute and long-term
impacts.10 Additionally, VAC affects national develop-
ment with adverse economic consequences too. More of
these effects will be discussed in Chapter 1.
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Nevertheless, it is well acknowledged by the international community that VAC must end. In 2015, Agenda
2030 was set up by the UNGA, containing 17 Sustainable
Development Goals (SDGs) that are interlinked “blueprint[s] to achieve a better and more sustainable future
for all”.11 These goals include the targets of ending abuse,
exploitation, trafficking, and all forms of violence against
and torture of children,12 together with the elimination of
all forms of violence against women and girls in the public
and private spheres, including trafficking and sexual and
other types of exploitation.13

Ibid. 6.
World Health Organisation and others, ‘INSPIRE: Seven Strategies for Ending Violence Against Children’ (World Health Organisation 2016) 11 <https://www.who.int/publications/i/item/inspireseven-strategies-for-ending-violence-against-children> accessed 5 April 2021.
United Nations General Assembly, ‘Transforming our World: the 2030 Agenda for Sustainable Development’ (21 October 2015) UN Doc A/RES/70/1; United Nations, ‘Sustainable Development
Goals’ <https://www.un.org/sustainabledevelopment/sustainable-development-goals/> accessed 10 May 2021.
United Nations Department of Economic and Social Affairs, ‘The 17 Goals’ (United Nations) SDG 16.2 <https://sdgs.un.org/goals> accessed 15 April 2021 (The Sustainable Development Goals)
(SDG).
Ibid. SDG 5.2.
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Despite these commitments, the unprecedented
COVID-19 pandemic has had a devastating impact on
this progress. School closures have affected more than
1.5 billion children worldwide, disrupting their everyday
lives.14 Movement restrictions, income loss, isolation, and
overcrowding within homes has caused significant stress
and anxiety for parents, caregivers, and children.15
The exact magnitude of the pandemic’s impact on the scale
of VAC is still largely unknown,16 but there has been a
significant spike in calls to child abuse helplines, indicate
to us the extent of its enormity.17 This list is non-exhaustive, but predictions estimate that the long-term effects are
expected to put VAC incidents up to (and even beyond)
pre-lockdown levels.18
Despite these serious warning signals, there is still time
to act and reverse these effects. Ending violence against
children must be considered a priority on the agenda.
VAC in any of its form is never justified, and as Pinheiro
rightly expresses, “all violence against children is preventable”.19
Since VAC is a multifaceted problem, an integrated,
holistic and multisectoral child protection system
(CPS) is necessary. The systems approach is required
for implementing cohesive prevention and intervention
measures that respond to VAC.

By providing multiple services under one roof, the main
goal of an OSC is to avoid further retraumatisation and
revictimisation of survivors when seeking care,21 as survivors do not need to retell their traumas at different institutions under a fragmented service system.22
As this policy brochure will show, the OSC model has been
implemented across various states globally. The aim of this
brochure is to analyse its integration across these different jurisdictions to outline an ideal recipe for achieving
an OSC in its best form. In doing so, this brochure will
assess elements of enablers and barriers to its sustainability
as well as its successes, benefits, and shortcomings, in order
to better understand the lessons we can learn from it.
Entering this decade with a tumultuous start in the face of
a global pandemic, there is no doubt that we all have collectively experienced disruption and change. These difficult times, however, do not excuse the obligations we have
to protect our children, grandchildren, and future generations. We have committed ourselves to the obligation to
end VAC once and for all. With spikes in incidents of VAC
appearing across all states due to the pandemic, now, more
than ever, is the time to act to prevent and respond to cases
of VAC rapidly, appropriately, and adequately.

A One-Stop Centre (OSC) is a good example of multisectoral and interagency collaboration responding to cases of
VAC that is incorporated into a CPS. It provides various
services under one umbrella institution to respond to both
the immediate and long-term needs of victims. These
services include four main elements: social welfare
services, psychological services, medical and medico-legal services, and criminal investigation provided by law
enforcement and legal services.20
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United Nations Children’s Fund, ‘Child Protection and COVID-19’ (January 2021) <https://data.unicef.org/topic/child-protection/covid-19/> accessed 16 May 2021.
Ibid; World Health Organisation and others, ‘Global Status Report on Preventing Violence Against Children 2020’ (World Health Organisation 2020) xi <https://www.who.int/teams/socialdeterminants-of-health/violence-prevention/global-status-report-on-violence-against-children-2020> accessed 12 April 2021.
United Nations Department of Economic and Social Affairs, The Sustainable Development Goals Report 2020 (United Nations Department of Economic and Social Affairs 2020) 57.
WHO (n 15) xi; UNICEF (n 14).
Ibid.
Pinheiro (n 3) 3.
World Future Council, ‘Technical Concept Note: Establishment of the One-Stop Centre in Ghana’ (World Future Council 2018) 2.
Rose McKeon Olson, Claudia Garcia-Moreno and Manuela Colombini, ‘The Implementation and Effectiveness of the One Stop Centre Model for Intimate Partner and Sexual Violence in Low-andMiddle-Income Countries: A Systematic Review of Barriers and Enablers’ (2020) 5 BMJ Global Health 2 <https://gh.bmj.com/content/5/3/e001883> accessed 14 March 2021.
Ibid.
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CHAPTER 1

THE GLOBAL CONTEXT
AND BURDEN OF
VIOLENCE AGAINST
CHILDREN

V

iolence against children in its various forms and components is rooted in multidimensional and complex issues
that can systematically span across generations. Importantly, VAC is not one single experience for children that are
victims to it, who are not one distinct homogenous group either. Of course, children bear different lives, and thus,
there are different elements which put certain children at greater risk of being exposed to VAC than others. For instance,
gender, economic and social status, race, sexual orientation, and age are all elements that can influence different risks, and
subsequently bear different consequences on different children. VAC can also manifest in many forms, which can interact
with together and occur simultaneously, whether targeting certain individual children or groups. However, as we have briefly
addressed in the introduction, VAC does occur in every state, and the consequences of it are monumental that branch across
multiple dimensions. These consequences can breed, reproducing other forms of violence both in present day and in future
generations.
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1.1

UNDERSTANDING
VAC: THE COMMON
MISPERCEPTIONS
OF CHILDREN AND
CHILDHOOD

It is a common misconception that children are passive
subjects, mainly subsumed within their families and
without full personhood.23 Apolitical in nature and with
their families (usually) acting as their primary social environments,24 children are often misunderstood as a single
group, and their individual personhoods with unique
wants, needs, and opinions, are therefore not always
considered. Of course, different traditional constructs,
cultures, attitudes, customs, and religious practices can
shape different perceptions of children, their childhood,
and their responsibilities within certain societies too.
Yet the different stages of development that influence their
capacity and vulnerability, in addition to their unique
characteristics of individuality and the different circumstances they may face, demonstrates that children are not
one homogenous group.25 Childhood is not one singular
nor static experience.26 For example, a seventeen-year-old’s
capacity to think and assume responsibility is not the same
as that of a younger child’s, even though both are categorised in the same group of rights holders; a girl does not
experience the same childhood as a boy (and vice versa);
and if we take social and economic background components into consideration, a child subjected to living their
life and/or working on the street does not experience the
same life as a child growing up in a safe and secure home.
Although there are many other factors that can be assessed,
it can be acknowledged that, generally, adults make decisions on behalf of children and represent them in most
positions because of their evolving capacities and circumstances. Yet, as a result, this approach often depicts
children as passive subjects, generalises their childhood,

23
24
25
26
27

and too often leaves them out of the decision-making
processes, even those concerning issues that directly affect
them. The use of public health emergency powers used in
implementing COVID-19 restrictions at the beginning of
the pandemic in 2020 accurately depicts this. Many initial
decisions were not made by consulting children (or actors
that worked directly with children) and failed to give them
a right to participate. Yet, 1.5 billion children were affected
by school closures, that have disrupted their everyday lives,
their relationships, and their routines.27
Accordingly, when addressing and deciding upon VAC
matters, it is vital to acknowledge that children are intrinsically unique and lead different lives. VAC can affect
individual children in a multitude of ways. One child’s experience is not the same as another, and some children are
at greater risk to some forms of VAC than others. This does
not mean that certain children should not be accounted
for. Responding to and preventing VAC means all children
are accounted for, but acknowledges their different wants
and needs, all whilst continuing to consult them in the
process.

Todres (n 1) 227.
Murli Desai, Child Welfare, Protection and Justice (Cambridge University Press 2021) 8.
Geraldine van Bueren, The International Law on the Rights of the Child (Martinus Nijhoff Publishers 1998) 50.
Ibid.
UNICEF (n 14).
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1.2 THE MANY FORMS
OF VIOLENCE
AGAINST CHILDREN
VAC can occur in many ways and includes all forms of
violence and harm perpetrated against any individual aged
below eighteen.28 Categorising VAC depends on different
factors. For instance, who the perpetrator might be, what
the victim experiences, or the setting it occurs in can be
used to define certain forms. However, we must be cautious
in this grouping as different forms of violence are often
not isolated29 since VAC is a heterogeneous issue.30 As the
United Nations Children’s Fund (UNICEF) has iterated,
“the boundaries between acts of [VAC] tend to become
blurred”.31 However, as the United Nations (UN) Committee on the Rights of the Child (CmRC) has outlined,32
there are certain types of VAC that can occur in all settings
and in transit between these settings.33 This includes, but
is not limited to:
Ņ Physical violence accounts for fatal and non-fatal
physical forms of VAC, which includes (but is not limited
to) physical abuse, harm, injury, and maltreatment;
corporal punishment; all forms of torture, cruel, inhuman,
or degrading treatment and punishment; physical bullying
and hazing; physical violence in the guise of treatment;
harmful acts (such as forced sterilisation and female genital
mutilation); and the deliberate infliction of disabilities.34
Ņ Sexual violence takes on many forms, and constitutes
acts including (but not limited to) non-consensual completed or attempted sexual contact;35 non-consensual acts

28
29
30
31
32
33
34
35
36
37
38
39

40
41
42

of a sexual nature not involving contact (such as voyeurism
or sexual harassment);36 inducing, forcing, or coercing a
child to engage in any unlawful or psychologically harmful
sexual activity; the use of children in commercial exploitation; child pornography; child prostitution; sexual slavery;
sexual exploitation online or in travel and tourism; trafficking; and the sale of children for sexual purposes and/
or forced marriage.37 Sexual violence is prima facie VAC;
the vulnerability of the child due to a lack of physical
strength, cognitive understanding, and experience, makes
sexual violence one of the most unsettling violations of a
child’s rights and their dignity.38 As the vast majority of
perpetrators hold positions of authority in a child’s life
(mostly those whom they know and trust), sexual violence
is fundamentally a crime of power.39 Moreover, these same
attributes of vulnerability act as a barrier to the disclosure
of information.40 This puts victims of childhood sexual
violence in a position where they are unable to seek the
required services and support they need. The psychological traumas and burden experienced from this are different
and unique to children that have experienced sexual violence.41
Ņ VAC is not limited to just physical or intentional forms
either. Emotional or psychological violence equally
exists, and includes psychological maltreatment, mental,
verbal, and emotional abuse, or neglect.42 According the
CmRC this includes (but is not limited to) all forms of
persistent harmful interactions with a child (for example,
by conveying the message that they are worthless, unloved
and unwanted); scaring, terrorising, threatening, exploiting and corrupting; favouritism, ignoring and rejecting;
denying emotional responsiveness and neglecting needs;
degrading and humiliating treatment (such as name-calling, belittling and ridiculing); exposure to witnessing

United Nations Committee on the Rights of the Child, ‘General Comment No 13: The Right of the Child to Freedom from all Forms of Violence’ (2011) UN Doc CRC/C/GC/13 para 4; WHO (n 10)
12.
United Nations Children’s Fund, ‘Hidden in Plain Sight: A Statistical Analysis of Violence against Children’ (UNICEF 2014) 8 <https://www.unicef.org/reports/hidden-plain-sight> accessed 5 June
2021. NB: This does not rule out the possibility of isolated acts of violence, which do still occur too.
Ivana Resetar Culo, ‘Violence against Children and Integrated Child Protection Systems in the European Union’ (2019) 35 Pravni Vjesnik 33, 34.
UNICEF (n 29) 8.
CmRC (n 28) paras 3-4.
Ibid. para 19.
Ibid. para 22; UNICEF (n 29) 30.
WHO (n 10) 12.
Ibid.
CmRC (n 28) para 25.
UNICEF (n 29) 60.
United Nations Children’s Fund, ‘Sexual Violence against Children’ (UNICEF 2020) <https://www.unicef.org/protection/sexual-violence-against-children> accessed 24 June 2021; Chi-Chi Undie,
Saiqa Mullick and Ian Askew, ‘The Missing ‘C’: Sexual Violence against Children in Sub-Saharan Africa’ (Population Council 23 September 2013) <https://www.unicef-irc.org/article/987-themissing-c-sexual-violence-against-children-in-sub-saharan-africa.html> accessed 14 June 2021.
Ibid; UNICEF (n 29) 61.
Ibid.
UNICEF (n 29) 4.
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violence; placement in solitary confinement, isolation or
degrading and humiliating conditions of detention; and
psychological bullying and hazing.43
Ņ Neglect or negligent treatment also qualifies as VAC.44
This is categorised as the failure to meet a child’s physical
and psychological needs, to protect them from danger,
and failure to obtain medical, birth, and other registration
services (when a caregiver has the means, knowledge, and
access to such services).45 It includes (but is not limited
to) physical neglect, psychological or emotional neglect,
neglect of a child’s physical or mental health (including the
withholding of essential medical care), educational neglect
(such as failure to comply with school attendance rules),
and abandonment.
Ņ When discussing these various manifestations, socially,
culturally, and traditionally accepted harmful practices
also form a unique category of VAC.46 These include, female
genital mutilation (FGM) and breast ironing, subject girls
to deliberate pain and disfigurement.47 Harmful practices
that include uvulectomy, scarifying, branding, and tattooing can affect both girls and boys.48 On the other hand,
harmful practices can also indirectly lead to forms of VAC.
Child marriage not only undermines the autonomy and
freedom of choice of the child,49 it also limits opportunities for formal education and may place them in social
isolation.50 In addition, in many cases, these marriages are
regarded as girls giving their consent to sexual relations
with their husbands.51 Combined with the unequal power
balance between the girl and her husband, a situation of
danger materialises and the risk of sexual violence (and
other forms of VAC) is heightened.52

43
44
45
46
47
48
49
50
51
52

53
54
55
56
57
58

These forms of VAC can interact, overlap, and co-occur
with one another. For instance, a child that faces physical
abuse at home is likely to experience emotional and psychological harm from the suspense of waiting for the next
time they will be physically hurt.
These main types of VAC can interact to shape specific
forms of violence too. For instance, intimate partner
violence (IPV) can include sexual, psychological, and
physical violence. IPV is prevalent amongst adolescent
teens, and also commonly occurs against girls subjected to
early and forced marriages.53 Bullying is another prevalent
form of VAC, which is characterised as unwanted aggressive behaviour in the form of physical or psychological and
social harm, whether in person or online.54 Moreover, the
maltreatment of a child involves all the above mentioned
different types of VAC that are enacted by parents, caregivers, and those in positions of authority in a child’s life, such
as teachers.55
It must be borne in mind that VAC does not only occur in
domestic or care settings like the home, orphanages, and
schools. It occurs in other locales not strictly limited to the
home or other care settings. Community-based violence
occurs both in and out of the work setting (whether legal
or illegal work) and across many industries and locations,
such as in agriculture, tourism, construction, domestic
service, fishing, and forced-begging operations.56 These
tend to be severe forms of VAC, such as exploiting the
child for forced labour and slavery, debt bondage and
domestic servitude, use in armed conflict, trafficking, and
sexual exploitation.57 Often away from parents and caregivers in these situations, children are “left to navigate
challenges without assistance” or guidance.58

CmRC (n 28) paras 4, 21; Todres (n 1) 217.
Ibid. para. 4.
Ibid. para 20.
Ibid. para 29.
Pinheiro (n 3) 60. NB: FGM can manifest in many forms, some of which are more severe and extreme than others.
Ibid.
Brenda Bartelink, Elisabeth le Roux and Wouter Levinga, ‘Harmful Traditional Practices in the Context of Faith: A Literature Review’ (University of Groningen 2017) 14 <https://pure.rug.nl/ws/
portalfiles/portal/56871524/Literature_Review_DFID_.pdf> accessed 29 June 2021.
Pinheiro (n 3) 57.
Ibid.
Pinheiro (n 3) 57-58; Mariam Ouattara, Purna Sen and Marilyn Thomson, ‘Forced Marriage, Forced Sex: The Perils of Childhood for Girls’ (2010) 6 Gender and Development 27, 30-31. There
are many other types of harmful practises that exist and are beyond the scope of this brochure, which deals more with the maltreatment of the child. It should be noted, however, that since harmful
practices are a unique and pressing category of VAC, there is a plethora of evidence-based handbooks and guidelines that serve to specifically address this phenomenon, which is recommended to
be consulted.
WHO (n 116) 14.
Ibid.
Ibid.
Todres (n 1) 218.
Ibid.
Ibid.
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our communities and societies, and have been enforced
by our institutions.64 Some examples include the patriarchy, apartheid regimes, caste systems, slavery, colonialism,
imperialism, poverty, and discrimination based on, for
example, race, gender, sexual orientation, religion, ethnicity, and social status.65

When we speak of VAC, the topic of structural violence is
unavoidable. Many of these forms of VAC, whether they
are dependent on the locales in which they occur and/or
the acts through or against which they are perpetrated, are
rooted in deeper structural and systemic issues common
to all societies.59 Structural violence is not the violence we
directly see and respond to. It is defined as a violence of inequality, injustice, and inequity,60 which is fixed in “ubiquitous social structures”61 and results in avoidable death,
injury, and illness.62
These constructs are organised societal arrangements
and are based on multiple indicators, such as political,
economic, cultural, legal, racial, and religious relationships and groupings, and can serve as a bias towards how
we as individuals behave in the social system.63 A regular
experience to many of us, they have been normalised in

59
60
61
62
63
64
65
66
67
68
69

70
71

It is important to highlight structural violence because
these rooted and harmful foundations replenish and reproduce all other forms of violence.66 Because they act
to specifically marginalise certain individuals, groups, and
communities, individuals become stripped off certain or
whole capabilities, rights, and agency, thus directly assaulting their dignity, and sustaining inequalities.67 The choreographed plight of unequal access to society’s resources,
including basic necessities, education, legal standing, political power, and/or opportunities in life, logically makes
individuals (although not all) resort or expose themselves
to other forms of violence.68 This cycle spans across gene
rations.
For example, poverty is proven to be a root driver of violence
as it creates instability, insecurity, and deprives individuals
of the most basic needs required for full development and
even survival.69 As a result, it heightens vulnerability and
pressures children and their families, leading directly to an
increased risk of violence.70 Individuals may either themselves or make their children pursue riskier and exploitative jobs, and/or early and forced child marriages, which
predisposes them and their children to a risk of multiple
forms of violence, whether in a domestic setting or within
the community. Not only does this marginalisation act as a
barrier against a child’s access to multiple rights, but most
of these rights are only safeguarded through the rights of
their parents, who also face the brunt of marginalisation.71

Ibid. 219.
Barbara Rylko-Bauer and Paul Farmer, ‘Structural Violence, Poverty, and Social Suffering’ in David Brady and Linda M. Burton (eds) The Oxford Handbook of the Social Science of Poverty (Oxford
University Press 2016) 47.
Deborah DuNann Winter and Dana C Leighton, ‘Structural Violence Introduction’ in Daniel J. Christie, Richard V. Wagner and Deorah DuNann Winter (eds) Peace, Conflict and Violence (Prentice
Hall 2001) 99-101.
Ibid.
Barbara Rylko-Bauer and Paul Farmer (n 60) 47.
Deborah Dunann Winter and Dana C. Leighton (n 62) 100.
Rylko-Bauer and Farmer (n 60) 47.
Ibid.
Ibid.
Winter and Leighton (n 64) 99-100.
See Todres (n 1) 219; Nicola Balvin and Daniel J. Christie, Children and Peace – From Research to Action (Springer 2020) 145; Layla Ismayilova and others, ‘Maltreatment and Mental Health
Outcomes among Ultra-Poor Children in Burkina Faso: A Latent Class Analysis’ (2020) 11 PLoS One 3 <https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0164790> accessed 18
April 2021.
Ibid.
Todres (n 1) 220.
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1.3 WHO IS AT RISK OF VAC?
VAC occurs in all settings and across all boundaries, including nationality, social class, race, ethnicity, age, wealth,
gender, and sexual orientation. However, some children
are more susceptible to certain forms of VAC than others.
As UNICEF’s 2014 ‘Hidden in Plain Sight’ report demonstrates, children are exposed to different risks of various
forms of violence during all stages of the journey of childhood; from the prenatal period and birth to adolescence.

Inasmuch as poverty is a root cause of violence, violence is
simultaneously identified as a root cause of poverty because
of the harmful structures it upholds and the social suffering it creates.72 The bystander effect can also be observed
throughout this entire cycle. As violence terrorises bystanders, they are less inclined and are “unwilling or unable
to confront social injustice”.73 Thus, because violence reproduces and reinforces a climate of greater structural inequalities and inequities, the cycle is intergenerationally
upheld.74
There are many more forms of structural violence and
VAC that can be discussed from multiple perspectives, and
there is a plethora of studies that analyse each one of these.
Yet, it is beyond the scope of this brochure to discuss and
analyse them all. However, it is necessary to address the
certain risk factors and vulnerabilities which predisposes
some children and groups to some forms of violence more
often than others, which can also be dependent on pre
existing structural inequities.
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Even before birth, a foetus or unborn child can be exposed
to a risk of VAC. In the prenatal phase, if a pregnant
woman is exposed to violence and abuse, this may increase
cortisol levels. The stress of violence on a pregnant mother
can lead to other consequences such as failure to obtain
adequate nutritional intake, which can affect foetal development and growth,75 and can even continue in later life as
it is linked to the subsequent development of adult diseases.76 Other potential consequences resulting from the stress
of violence and/or abuse include low birth weight, miscarriage, stillbirth and complications during childbirth.77
During early childhood, infants and young children are
more at risk of VAC perpetrated by parents and caregivers. This is usually correlated to their dependency on their
parents and caregivers, and because their social interactions are primarily limited to the home space.78 Thus, the
risk of domestic violence during this stage is heightened.
Children do not have to be direct victims either; they
are particularly sensitive to their surroundings and can
suffer as a result of witnessing (domestic) violence, thus
becoming inadvertently hurt.79 Research demonstrates
that prolonged exposure to violence in early childhood can
increase toxic stress levels, causing cognitive developmental issues and delay. This can also increase the potential of
developing stress-related health issues in later life, such as
heart disease, substance abuse, and depression.80

United Nations Special Representative for the Secretary General on Violence against Children and others, Why Children’s Protection from Violence Must be at the Heart of the Post-2015 Development
Agenda (United Nations 2015) 6-7 <https://violenceagainstchildren.un.org/sites/violenceagainstchildren.un.org/files/documents/publications/4._why_childrens_protection_post_2015_
development.pdf> accessed 7 May 2021.
Winter and Leighton (n 61) 100.
UNSRSGVAC (n 72) 7; Todres (n 1) 219-220; Rylko-Bauer and Farmer (n 60) 47-48.
UNICEF (n 29) 12; Megan R Gunnar and Ronald G Barr, ‘Stress, Early Brain Development, and Behaviour’ (1998) 11 Infants and Young Children 1, 5-6.
Ibid.
Ibid.
Ibid.
Ibid.
Ibid.
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THE LIFECYCLE OF VIOLENCE
Sources: See page 117

INTERGENERATION,
INTERPERSONAL AND
SELF-DIRECTED IMPACT
IN ADULT LIFE

PRENATAL STAGE

z Adults who experienced
four or more forms of
VAC are 7-8 times more
likely to be involved in
interpersonal violence
and 30 times more likely
to attempt suicide

z May also increase the likelihood of poor nutritional intake,
which may lead to low birth weight, miscarriage, and stillbirth

Violence against a pregnant mother:
z May increase cortisol levels, which may lead to poor foetal
development and adult diseases in later life

EARLY CHILDHOOD

z Adolescent survivors of
sexual VAC are 3-5 times
more likely to become
revictimised
z Mothers who were
exposed to physical
abuse as children and
IPV, have a significant
greater risk of maltreating
their own children

z Most at risk of VAC
perpetrated by parents/
caregivers.
Prolonged exposure can:

LIFECYCLE OF
VIOLENCE

z Increase toxic stress and
disrupt the development
of the brain
z Increase the risk of
later health problems
in adulthood such as
heart disease, substance
abuse and depression

ADOLESCENCE

MIDDLE CHILDHOOD

z Most at risk of VAC stemming from gender
identity, sexuality and sexual orientation factors

z Most at risk of exposure
to interpersonal violence

z Girls at greater risk of sexual violence and
forced/early marriage

z Most likely to experience
violent and corporal
punishment

z More likely to adopt risk behaviours, which
may increase risk of VAC
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In middle childhood, which includes children between
the ages of six and twelve years old, the risk of interpersonal violence is heightened. Violent and corporal punishment are more common amongst this age-group, which
is likely linked to new-found independence and influence
from peers.81 Moreover, more interactions between peers,
links to a risk of new forms of violence in a child’s life, such
as (sexual) harassment and bullying.82
In the adolescence period of childhood marked by the
important transitional period of puberty, teenage boys
and girls are most at risk of violence that relates to gender,
sexual orientation, and identity.83 As an example, girls
are most at risk of experiencing sexual violence and victimisation, whether in an intimate partner relationship or
not. Furthermore, attention must be given to the issue of
early and forced marriages, which makes girls susceptible
to contracting sexually-transmitted infections or diseases
(STI/D), and as well as sexual violence, a greater exposure
to emotional and physical violence.84 In this stage, adolescents that are LGBTQIAP+85 and/or that do not identify
as their assigned at birth gender, are disproportionally vulnerable and at greater risk of becoming targets of violence
based on their sexuality and/or gender.86 Moreover, youth
violence is concentrated amongst this age group and
beyond it into early adulthood.87 Adopting high-risk behaviours, such as alcohol and drug abuse and unsafe and
unprotected sex is also linked to the transition of puberty.
This may increase the risk and vulnerability of becoming
both victim to and/or perpetrator of violence.88
It is also important to address, however, that whilst certain
age groups within childhood are indeed more at risk to
certain forms of violence than others, socioecological, situational, and individual contexts must always be accounted
for as we cannot view risk factors in isolation. Structural
violence, which is reinforced and aided by our formal
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institutions at the societal level, are definitive drivers
of VAC. However, there are even more complex and ever-changing risks at the community, interpersonal, and
individual socio-ecological levels that can be motivated
by and feed these same structural drivers.89
In the most simplified of examples, when taking a closer
inspection again at the issue of poverty, certain risk factors
on each level can be interconnected. At the societal level,
poverty is a structural violence that can be reinforced institutionally, for instance, via austerity measures and absence
of poverty alleviation in legislation, policies, and social
norms. This also translates directly to how impoverished
children can be treated and/or affected on a community,
interpersonal, and individual level. With inequal access to
society’s resources, riskier factors and behaviour are heightened, which not only, for example, exposes a child to an
age-group based risk of VAC, but also vulnerable to other
(potentially extreme) forms of VAC unique to that child or
group of children.90
The situation of children living or working on the street
is just one example of where we can observe polyvictimisation of VAC stemming from an accumulation of interconnected risk factors. These are rooted in the same social
issues and have evidently engaged at all four levels: societal,
community, interpersonal and individual. Surviving on
the streets usually without the love, companionship, and
care of family, and without necessities such as access to
food, water, education, and medical services, means these
children are often abused and become victims of daily
VAC .91
One study that assessed the vulnerabilities and risk factors
of children living on the streets of the city of Rajshahi in
Bangladesh, found that extreme poverty and starvation in
the community drove children between the ages of seven

Ibid. 13; Tracy L Dietz, ‘Disciplining Children: Characteristics Associated with the Use of Corporal Punishment’ (2000) 24 Child Abuse and Neglect 1529, 1535-1536.
Ibid.
Ibid.
Ibid; Minh Thi Hong Le and Others, ‘Early Marriage and Intimate Partner Violence Among Adolescents and Young Adults in Viet Nam’ (2014) 29 Journal of Interpersonal Violence 889, 896-887.
The lesbian, gay, bisexual, transgender, queer, questioning, intersex, asexual/aromantic, and pansexual communities.
UNICEF (n 29) 13; United Nation's Children's Fund, 'Research on the Sexual Exploitation of Boys: Findings, Ethical Considerations and Methodological Challenges' (UNICEF 2020) 7 <https://data.
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Mental Health Impact of Sexual Orientation Victimisation of Lesbian, Gay, and Bisexual Youths in High School' (2002) 17 School Psychology Quarterly 148, 149-150, 155-156; See also Karen
Blondeel and Others, 'Violence Motivated by Perception of Sexual Orientation and Gender Identity: A Systematic Review' (2018) 96 Bulletin of the World Health Organisation 29.
WHO (n 10) 14.
UNICEF (n 29) 13.
M Catherine Maternowska and Deborah Fry, ‘The Multi-Country Study on the Drivers of Violence Affecting Children: An Overview’ (2018) 13 Vulnerable Children and Youth Studies 12, 15; M Catherine
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Maternowska and Fry (n 89) 15.
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THE SOCIO-ECOGLOCIAL MODEL

SOCIETAL

COMMUNITY

Rapid social change
Economic inequality
Gender inequality
Policies that increase
inequalities
Poverty
Weak economic safety nets
Legal and cultural norms
that support violence
Inappropriate access
to firearms
Fragility due to
conflict/post-conflict
or natural disaster

Concentrated poverty
High crime levels
High residential mobility
High unemployment
Local illicit drug trade
Weak institutional policies
Inadequate victim care
services
Physical environment
situational factors

RELATIONSHIP

Poor parenting practices
Marital discord
Violent parental conflict
Early and forced marriage
Low socio-economic
household status
Friends that engage
in violence

Reproduced from “INSPIRE: Seven Strategies for Ending Violence Against Children.
Geneva, Switzerland: World Health Organisation; 2016. Licence CC BY-NC-SA 3.0 IGO”

INDIVIDUAL

Sex
Age
Income
Education
Disability
Victim of child maltreatment
History of violent behaviour
Alcohol/substance abuse
Psychological/personality
disorder
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and fourteen to leave home for the streets.92 In many instances, these children were also exposed to fractured lives
at home with many complexities, such as low societal
values and norms.93
At the interpersonal and individual levels, family conflicts (including violence and neglect), changes in family
structure (including the death of a parent and/or remarriage resulting in abandonment or discrimination), and
being a victim to physical abuse, punishment, harassment,
and rebuke by parents, were reported by some children
as reasons that drove them to leave home and onto the
streets.94
For their survival, their vulnerabilities and risk of VAC
were heightened even further, as some sought risky and
informal jobs. These varied between the sexes, but the most
common work for both included domestic help, factory
labour, luggage bearing, garbage scavenging, and restaurant work.95 Maltreatment, harassment, and beating were
observed at these jobs. Girls faced the common issue of
maltreatment at work due to unequal societal rules. Girls
working in domestic work suffered the most from this,
where they commonly experienced sexual harassment and
fondling by the male persons of the household.96 Sex work
was also prominent amongst girls, leading to direct VAC in
the form of sexual violence.97
This is just one example of how risk factors engage with
one another at all levels. Even here, however, we can
already observe that not all these children’s lives carry the
same vulnerabilities and risks of VAC, even though, categorically, they are all vulnerable by virtue of their situation.
It is also important to remember that VAC and its risk
factors occur in all settings and not just in its most extreme
forms. This includes in high-income and industrialised
states. These consequences of VAC are monumental and
have been observed on a global scale.
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100
101
102
103

1.4 THE CONSEQUENCES
OF VAC

The many forms of VAC, the risk factors, and its intergene
rational effects rooted in deep structural problems, have
many consequences that uphold and aid the vicious cycle
of violence. VAC has persistently proven to result in devas
tating, complex, long-lasting, adverse, and multidimensional consequences, and this is backed by a plethora of
evidence-based studies. However, it is important to keep
in mind that not all cases of VAC and its many different
forms, result in the same consequences. Again, there are
many subjective factors and variables that need to be considered, such as age, sex, gender, socio-economic background, and frequency of abuse. This section highlights
only a small and general fraction of these consequences.
In cases involving physical maltreatment, abuse, and
violence, VAC has a direct detrimental impact on a
child’s physical health. These physical effects can range
from non-fatal injuries, fractures, broken bones, lacerations, and disability.98 In the most harrowing of instances,
VAC can even threaten or cost children’s lives.99
Unsurprisingly, sexual violence committed against children
bears a multitude of far-reaching consequences that can
hinder all aspects of a child’s development.100 As well as the
psychological trauma that results in an array mental health
issues101 (see next paragraph below), there are reproductive health consequences especially associated in particular with sexual violence. For instance, there is an increased
risk of contracting human immunodeficiency virus (HIV/
AIDS), other STDS and STIs, unwanted and early pregnancies, and various physical traumas and injuries to the
underdeveloped reproductive organs.102 Prolonged labour
and stillbirth are common in women with FGM too.103

Ibid. 282.
Ibid.
Ibid. 283.
Ibid.
Ibid. 284.
Ibid.
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Ibid. 62.
Elizabeth Oddone Paolucci, Mark L Genius and Claudio Violato, ‘A Meta-Analysis of the Published Research on the Effects of Child Sexual Abuse’ (2001) 135 The Journal of Psychology 17, 31.
Todres (n 1) 220; Pinheiro (n 3) 15-16.
Pinheiro (n 3) 60.
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This direct or indirect exposure to VAC (whether in a
physical, sexual, mental, or negligent form) can also lead to
an array of short-term and long-term psychological consequences. For instance, one study found that children with
both experience of being witness and victim to physical
violence have a four times greater risk of having mental
health problems than those children who have not experienced VAC.104 Moreover, children that have experienced
some form of recurring emotional violence often grow up
to feel deficient in some way.105 In children who have experienced sexual violence, studies have found that its links
to mental disorders, such as obsessive compulsive disorders, eating disorders, and personality disorders.106
Other psychological consequences resulting from VAC
can range anywhere from post-traumatic stress disorder,
anxiety, depression, dissociation low self-esteem, insecurity, isolation, internalisation, long-term psychiatric
and personality disorders that extend to adulthood, and
self-directed suicidal behaviour and self-harm.107
Educational consequences also stem from VAC. For
instance, a study from 2018 demonstrates that children
who had experienced some form of childhood violence,
abuse, and/or neglect, were 13% more likely to not
graduate from school.108 Those who experienced frequent
bullying by peers, were twice as likely to skip school
than their non-bullied peers.109 Moreover, girls who had
experienced sexual violence were approximately three
times more at risk of being absent from school.110
Maltreatment against a child has also been shown to
impair cognitive brain development and can lead to
delayed development caused by numerous factors,
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such as from toxic stress due to higher cortisol levels.111
Many studies have consistently found this can result
in lower school achievements at school than their
non-maltreated peers from the same socio-economic background.112 Often, it is also observed that maltreated and neglected children are referred to special
education or retention at school.113 Moreover, psychosocial and educational performance consequences correlate with the level of victimisation a child experiences.
In one study, youth that had become polyvictimised
from multiple VAC experiences, emerged as those with
the most significant psychological and social difficulties
at school and academic performance problems.114
Evidence also demonstrates that the impacts of VAC can
also extend to and appear decades later, into adult life.115
Acute and long-term health consequences are caused by
both direct and indirect communicable and non-communicable diseases, with some correlated with adopting
high-risk behaviour as a coping mechanism.116 For instance,
violence is strongly associated with adopting risky behaviour, such as alcohol and drug abuse, and smoking,
which in turn causes several key-risk noncommunicable
diseases. These include (inter alia) cancer, chronic lung
disease, heart disease, liver disease, stroke, and diabetes.117
National development is also gravely affected by the
economic consequences of VAC. For instance, in South
Africa in the year 2015, the estimated economic value of
‘disability-adjusted life years’ (DALYs),118 or otherwise
years lost in life due to non-fatal VAC incidents or incidents that have resulted in long-term consequences, such
as poor health, disability or premature death,119 was esti-
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WHO (n 15) 17; Deborah Fry and others, ‘The Relationships between Violence in Childhood and Educational Outcomes: A Global Systematic Review and Meta-Analysis’ (2018) 75 Child Abuse and
Neglect 6, 21.
WHO (n 15) 17.
Ibid; United Nations Educational, Scientific and Cultural Organisation, ‘Behind the Numbers: Ending School Violence and Bullying’ (UNESCO 2019) 31-33 <https://www.unicef.org/media/66496/
file/Behind-the-Numbers.pdf> accessed 16 June 2021.
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Information (Early Childhood and Parenting Collaborative 2002) 367.
Ibid. 368.
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(ACE) Study’ (1998) 14 American Journal of Preventative Medicine 245, 249-250; Ellonen and others (n 104) 9.
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PSYCHOLOGICAL CONSEQUENCES
OF CHILDHOOD VIOLENCE
Sources: See page 117
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mated at 4.3% of the country’s gross domestic product
(GDP).120 In one study from 2014, it was estimated that
the costs of physical, psychological and sexual VAC could
even be as high as 8% of the global GDP.121
Zooming out even further from the cycle, it is important
to understand the interpersonal, intergenerational, and
self-directed nature of VAC that can increase the likelihood of violence being perpetrated again, and thus
subsequently upholding the vicious cycle. For instance,
and to name just a few findings, individuals who have
experienced maltreatment or neglect during childhood
are more likely to perpetrate it in adulthood than those
who have not; adults who were exposed to four or more
adverse childhood experiences (ACEs) (including physical,
emotional and sexual abuse) are seven to eight times more
likely to be involved in interpersonal violence both as
victims or perpetrators, and thirty times more likely to
attempt suicide in adulthood.122 Some studies have found
that female victims of sexual VAC are between three and
five times more likely to suffer further sexual assault than
those who have not.123 Other studies have found that men
who faced physical or sexual violence as children and men
who faced multiple types of child maltreatment were more
likely to perpetrate violence in adult life. 124 Moreover, one
study found that women who experienced both IPV and
childhood physical abuse were significantly more at risk of
maltreating their own children.125
When discussing these consequences, the COVID-19
pandemic and its pathway of repercussions that link to
VAC is unavoidable. Lockdown measures and other restrictions imposed during the pandemic have significantly

heightened VAC cases, which also has direct consequences
not only for now, but also for future generations. With the
closure of schools affecting over 1.5 billion children worldwide,126 children have been disrupted in their everyday
lives, their routines, their relationships, and their everyday
environments.127 As a result, we have seen the number of
calls to helplines spike on a global scale. Yet, at the same
time, restrictions have disrupted ordinary referral and reporting systems to child protection networks.128
Furthermore, as demonstrated by a study led by Save the
Children, there is a direct correlation between cases of
VAC and income loss, stress and anxiety generated from
the pandemic and restriction measures. Results demonstrate that in households that have suffered more income
loss, there is a higher reporting of violence in the home
by both children and parents.129 In fact, nearly one-third
(32%) of the households with children monitored in this
study reported that violence had occurred in their home,
whether in a physical or mental form.130 The pandemic
may also worsen existing mental health problems and
increase cases amongst children, adolescents, and their
parents. This may lead to tensions within the family and
thus increase the risk of VAC. 131
Lockdown measures have also increased the online presence
of and internet use by children for learning activities and
socialisation. This has increased the potential or actual
online harms, such as cyberbullying and (sexual) exploitation, leading to an array of many different consequences,
including self-directed harm and exposure to many other
forms of (exploitative) violence.132

120 WHO (n 15) 9, 18; Xiangming Fang and others, ‘The Economic Burden of Violence against Children in South Africa’ (2017) 14 International Journal of Environmental Research and Public Health’
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e362-363.
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COVID-19 AND ITS LOCKDOWN MEASURES
CLOSURE OF
SCHOOLS
affecting over 1.5 billion
children worldwide

INCOME LOSS,
STRESS & ANXIETY
generated from the
pandemic
MENTAL HEALTH PROBLEMS
exacerbated by the pandemic, increasing tension within the
household amongst children and parents/caregivers

Number of
CALLS TO HELPLINES
spike on a global scale

Higher reporting of
VIOLENCE IN THE HOME

The exact magnitude of the COVID-19 pandemic is still,
for many reasons, largely unknown.133 There are many
more concerns of well-being that are associated with the
pandemic, such as disability status and violent parenting
and disrupted child-parent relationships that are linked
to VAC.134 Generally, however, it has been predicted that
the consequences of the pandemic, both in direct cases,
and for future incidents driven by COVID-exacerbated
economic inequalities and structural issues, may take years
to overcome and are expected to put VAC incidents up to
(and even beyond) pre-lockdown levels.135
It should be noted that what has been discussed depicts
only a general and small fraction of the results yielded
over multiple studies that have, for decades, analysed the
impacts of VAC. However, from this information alone, it

133 UNDESA (n 16) 57.
134 O’Hare, Ritz and Burgess (n 129) 8.
135 WHO (n 15) xi.

can be easily gauged that, at all levels, VAC is an epidemic
that reproduces and causes continuing detrimental consequences, negatively impacting individuals, interpersonal relationships, the community, society, and even entire
states. Even so, and despite these persistent findings, there
is still a wide-scale acceptance of VAC in many of its forms.
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1.5 SOCIAL JUSTIFICATION,
ACCEPTANCE &
TOLERANCE OF
VAC & ASSOCIATED
STIGMATISATIONS
Despite the monumental consequences of VAC, in many of
our societies the maltreatment of the child is still supported and even encouraged by cultural and/or social acceptance and by fostering attitudes of tolerance.136 Alarmingly,
not only is this a social practice, but in many jurisdictions
VAC also remains legal in some of its forms.137
Corporal punishment is a prime example of this. For
instance, in the UK, VAC as a form of discipline by parents
in the home settings (subject to certain limitations) is still
embedded in cultural norms and this is reflected in its
common law too.138 In the USA, corporal punishment also
remains legal in public school settings across nineteen of its
states,139 and legal in private school settings across all but
two of its states.140
In fact, as of 2021, currently only sixty-two countries
worldwide have absolutely prohibited corporal punishment in all settings.141 Whilst this does reflect progress in
the efforts that have been made over the last forty years to
commit to a full prohibition, in reality, only 13% of the
world’s population of children live in countries where the
law recognises their right to equal protection from assault
– as it does for adults.142
This acceptance may be due to the public and private
divide that has resulted in enduring cultural views that
are accepting of VAC,143 meaning that, for many children,
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the home is not the safe place it should be.144 Of course,
the right to a private life is deeply embedded in our societies, and whilst this right should not be interfered with
by states, this often acts to disadvantage children who are
exposed to VAC at home, heightening their vulnerability
and limiting access to remedies.145
Other harmful acts, such as forced and early child marriages, also relay this message of acceptance and are based on
numerous social justifications. Mostly affecting girls, early
marriage may be arranged and/or forced for reasons such
as honouring the family, religious motivations, and salvaging sexual purity, or for economic reasons, such as security,
dowry costs and wealth gains for families.146
Beyond practices, harmful beliefs also tolerate or exacerbate trauma caused by VAC. The virgin cleansing myth
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derived from ethnomedical practice, where child rape is
performed in the belief that it will cure HIV/AIDs, alarmingly and dangerously exists in some societies too and is
prima facie VAC.147
Harmful stigmatisation in highly traditional societies can
result in exacerbated trauma for victims, which is particularly prominent in cases of sexual violence. This stigma
shifts blame onto the victim for reasons such as wearing inappropriate clothing according to cultural standards; for a
girl being out of the house alone at night; or in the instance
a boy having been sexually abused, a stigma associated with
homosexuality that exists in some societies.148
By accepting this stigmatisation, society fails to outright
condone the actual act of sexual violence by the perpetrator. As victims are perceived as immoral,149 not only is
stigmatisation directly damaging to their dignity, causing
internalised trauma and further victimisation, it also encourages a culture of silence where they may be deterred
from reporting their abuse because of the reputation they
fear they may face.150
Lastly, it is worth mentioning that this tolerance of VAC
can even extend to after these acts have been perpetrated, which can be extremely damaging to the welfare of the
child, preventing an appropriate response to their needs as
victims, and failing to condone perpetrated acts of VAC.
In some societies, the preferred way of settling an incident
and seeking justice from a case of VAC is through informal
private arrangements. Observed grounds include salvaging the family dynamic, particularly when the perpetrator is the breadwinner of the family.151 In such instances,
lengthy prison sentences can affect the economic survival
of poor families when the perpetrator is prosecuted and
incarcerated.152 Informal mechanisms may also be used
where the perpetrator has close relations with the family
of the victim. This may manifest in financial payments as
a means of resolving conflict, and, in some extreme in-

The commitment to women and girls
who suffer from discrimination, harmful
practices and violence and to girls and
adolescents who demand equal access
to quality education, protection and
healthcare remains paramount. Gender
equality is a critical aspect of each of the
17 SDGs. Target 5.2 calls to eliminate all
forms of violence against all women and
girls in the public and private spheres,
including trafficking and sexual and
other types of exploitation. Not only is
the One-Stop Centre model an essential
part of a well-functioning child protection
system but they have proven to
serve an important point of contact
for especially young and vulnerable
female survivors of violence.
María Fernanda Espinosa Garcés, President of
the United Nations General Assembly for the 73rd
Session, Councillor of the World Future Council

stances, marriage between the perpetrator and victim has
been documented. This has usually been conducted on the
grounds of avoiding shame and the associated (harmful)
stigma associated with the victim.153
These examples are evidence of just a few ways VAC transpires through accepted social norms. Whilst some forms
are more extreme than others, there is no doubt that, even
with the efforts that have been made in our recent decades,
widespread tolerance still exists on a global scale through
entrenched practices and beliefs that encroach on the
respect for the child’s dignity. 154

147 Suzanne Leclerc-Madlala, ‘On the Virgin Cleansing Myth: Gendered Bodies, AIDs and Ethnomedicine’ (2002) 1 African Journal of AIDS Research 87, 89-90, 92; Jill Keesbury and Ian Askew,
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ő CHAPTER CONCLUSION
VAC is a common occurrence for many children. It penetrates all levels of our societies, targeting children of
all socio-economic backgrounds, ethnicity, race, religion, sexual orientation, gender, and sex. However, when
we speak of VAC it is important to acknowledge that children are not one homogenous group. A common
misperception is that children are merely a categorisation of passing beings. This incorrect perception fails
to consider that their experiences as individuals, in childhood and the personhood they possess, makes them
unique subjects with inherent human dignity. For these exact reasons, not one experience a child victim of
VAC endures, is the same experience as another victim, which also explains why the risk factors of VAC are
influenced by multiple and continually shaping elements. Certain children are more at risk to certain forms
of VAC than others. These are not only determined by individual risk factors, but can be driven by deeply
embedded systemic and structural root drivers that are present in all our societies. These existing structures of
inequities and inequalities create the perfect environment for fostering the reproduction of VAC, not only in
present time, but also across future generations. With both short-term and long-term physical, mental, health,
educational, and economical consequences, the burden of this vicious cycle carries a monumental cost at all
levels. Yet, despite these consequences, social acceptance and entrenched practices tolerating some forms of
VAC continue to take place. Nevertheless, the international community has not been silent upon the matter.
Whilst there is recognition that not enough has been done to respond adequately to VAC, the existing legal
framework and the goals we have committed ourselves to are important steps in the right direction.
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CHAPTER 2

THE LEGAL FRAMEWORK
FOR THE PROHIBITION
OF VIOLENCE
AGAINST CHILDREN

T

he various forms, consequences, and the burdens resulting directly from VAC are monumental and affect us at every
level of our societies. Nevertheless, the legal frameworks at the international, regional, and national levels are not
silent on the matter. As previously mentioned, by the year 2030, in their commitments to the SDGs, states have
agreed to ending all forms of VAC including the abuse, (sexual) exploitation, trafficking, and torture committed against any
child, in both the public and private domains.155 In addition to these promising commitments, however, exists a body of
human rights law exists that addresses legal obligations for protecting children from VAC based on a respect for their inherent
human dignity.

155 UNDESA (n 12) SDG 5.2, 16.2.
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2.1 MAPPING OUT THE
LAW: THE PROHIBITION
OF VAC AND THE
OBLIGATIONS TO
PREVENT AND RESPOND
The United Nations Convention on the Rights of the
Child (CRC)156 is clear and outright in its prohibition of
VAC, in whichever form it may manifest.157 This is arti
culated in Art. 19 CRC,158 which provides the following
general prohibition that:

1. States Parties shall take all appropriate legislative, administrative, social and educational
measures to protect the child from all forms of
physical or mental violence, injury or abuse, neglect or
negligent treatment, maltreatment or exploitation, including sexual abuse, while in the care of parent(s),
legal guardian(s) or any other person who has the
care of the child.
2. Such protective measures should, as appropriate, include effective procedures for the establishment of social programmes to provide necessary support for the child and for those who have
the care of the child, as well as for other forms
of prevention and for identification, reporting,
referral, investigation, treatment and follow-up
of instances of child maltreatment described heretofore, and, as appropriate, for judicial involvement.159

Not only are states required to adopt all appropriate and
effective legislative measures and policies that prohibit
VAC, but the prohibition requires the implementation of
administrative, social, and educational measures for the
protection of children against all forms of violence. In
doing so, these measures must contribute to and implement an integrated, cohesive, interdisciplinary, and coordinated system.160
Adopting legislation and policy plays an important
and decisive role in shaping prevention and response to
VAC,161 yet, this is not merely enough to fulfil the right to
be free from VAC.162 Paragraph two further outlines the
protective interventions that must be implemented to fulfil
this prohibition and incorporated into an integrated and
holistic system.163 Such interventions include establishing
programmes that aim to advance the social conditions for
children, their parents, and their caregivers, as well as other
prevention mechanisms. Prevention is at the forefront of
this prohibition, as “prevention of children’s rights violations is the ultimate goal of children’s rights law”.164
Notwithstanding this goal, states are positively obligated to
respond appropriately to VAC by identifying and acting
upon a case, referring the child to necessary support and
treatment services that include follow-up support and
the involvement of the judiciary when necessary so as to
ensure that VAC does not reoccur.165 This aspect is supported by Art. 39 CRC,166 which compels states to take
every necessary “appropriate measure to promote physical
recovery[,]…psychological recovery and social reintegration of
a child victim” 167 after VAC and other forms of exploitation, including torture and cruel, inhuman, or degrading
treatment (CIDT).168
Importantly, these mechanisms need to be cohesive. In its
General Comment on the right of the child to be free from

156 Convention on the Rights of the Child (adopted 20 November 1989, entered into force 2 September 1990) 1577 UNTS 3 (CRC).
157 Todres (n 1) 221; Susan H Bitensky, ‘The Mother of All Human Rights: The Child’s Right to be Free of Corporate Punishment as Hard International Law’ (2010) 36 Ohio Nothern University Law Review
701, 715.
158 Ibid. art 19.
159 Ibid.
160 CmRC (n 28) para 39.
161 Jaap E Doek, ‘Child Abuse and Negelect: Article 19 CRC’ (1994) 2 International Journal of Children’s Rights 88, 91.
162 Todres (n 1) 222.
163 CmRC (n 28) para 39; See also Child Rights International Network, ‘Article 19: Protection from Abuse and Neglect’ (Child Rights International Network, 2018) <https://archive.crin.org/en/home/
rights/convention/articles/article-19-protection-abuse-and-neglect.html> accessed 19 June 2021.
164 Todres (n 1) 222.
165 Ibid; CmRC (n 28) para 37; CRC (n 156) art 19(2).
166 Ibid. 222-223; CRC (n 156) art 39.
167 Ibid.
168 Ibid.
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all forms of violence, the CmRC expresses that isolated
mechanisms that are not or insufficiently integrated into
a holistic system will have a limited and unsustainable
effect.169 It is a violation of the rights of the child when
institutional systems on any level in the domestic jurisdiction “lack effective means of implementation of [the]
obligations”170 that may cause direct or indirect harm to
the child. This includes the insufficient provision of the
resources necessary for the capacity to identify, prevent,
and react to VAC, including the means to monitor and
evaluate these national mechanisms in order to improve
on any observed shortcomings.171

169
170
171
172
173

Further, there is no leeway for discretion in safeguarding
this prohibition.172 The prohibition of VAC and the right
of a child to be protected from it, is interpreted as a civil
right, thus imposing immediate and unqualified obligations on states akin to the prohibition of CIDT.173 Taking
into consideration the best interests of the child, the prohibition thus leaves no room for justifying any practice
of violence, whether in a legally or socially accepted
manner.174
Not only is this right embedded at the international level,
it has also been echoed across the regional levels. The
Council of Europe’s (CoE) European Court of Human
Rights (ECtHR) has interpreted acts of VAC under its pro-

CmRC (n 28) para 39.
Ibid. para 32.
Ibid.
Ibid. para 37.
Ibid. para 65; Todres (n 1) 222; Joan E Durrant, Ashley Stewart-Tufescu and Tracie O Afifi, ‘Recognising the Child’s Rights to Protection from Physical Violence: An Update on Progress and a Call to
Action’ (2020) 110 Child Abuse and Neglect 2 <https://www.sciencedirect.com/science/article/abs/pii/S0145213419304739?via%3Dihub> accessed 30 June 2021.
174 CmRC (n 28) para 61; United Nations Committee on the Rights of the Child, ‘General Comment No 8: The Right of the Child to Protection from Corporal Punishment and Other Cruel or Degrading
Forms of Punishment’ (2006) UN Doc CRC/C/GC/8 para 18; Gerrison Lansdown, ‘Children’s Rights and Domestic Violence’ (2000) 9 Child Abuse Review 416, 421.
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hibition of CIDT (Art. 3 ECHR)175 on several occasions,176
making it clear that, as a fundamental value intrinsic to
any democratic society, the prohibition of torture and
CIDT is absolute and requires extra “effective protection
[and deterrence], in particular, [for] children…[which] include[s] reasonable steps to prevent ill treatment of which
the authorities had or ought to have had knowledge”.177
The African Union’s (AU) African Charter on the Rights
and Welfare of the Child (ACRWC)178 also expressly prohibits all forms of child abuse and torture against the child
enshrined in Art. 16 ACRWC,179 which follows a similar
prohibition to the CRC.180 In the Inter-American system,

Art. 19 ACHR181 on the rights of the child explicitly safeguards the child’s right to measures of protection. This
includes the positive obligation to protect the child from
mistreatment, reinforced in the Inter-American Court on
Human Rights’ Advisory Opinion on the Juridical Condition and Human Rights of the Child.182 Moreover, in
Asia, regional developments have also incorporated protections. For instance, the South Asian Association for
Regional Cooperation (SAARC) has adopted the SAARC
Social Charter, which includes recognition of a respect for
the human dignity of the child and affords legal protection
against violence.183

175 Convention for the Protection of Human Rights and Fundamental Freedoms (European Convention on Human Rights, as amended) (ECHR) 3 September 1953 005 art 3.
176 See for example
Z and Others v The United Kingdom [GC] ECHR 2001-V 1; E and Others v The United Kingdom App no 33218/96 (ECtHR, 26 November 2002); Talpis v Italy App no
41237/14 (ECtHR, 2 March 2017); D.M.D. v Romania App no 23022/13 (ECtHR, 3 October 2017); Association Innocence en Danger and Association Enfance et Partage v France App nos
15343/15 and 16806/15 (ECtHR, 4 June 2020); Tyrer v United Kingdom (1978) Series A no 26; O’Keefe v Ireland [GC] ECHR 2014-I 155; M.G.C. v Romania App no 61495/11 (ECtHR, 15
March 2016).
177 See above Z and Others v UK para 73.
178 African Charter on the Rights and Welfare of the Child (adopted 11 July 1990, entered into force 29 November 1999) OAU Doc CAB/LEG/24.9/49 (ACRWC).
179 Ibid. art 16 ; See also African Committee of Experts on the Rights and Welfare of the Child, ‘General Comment No 5 on State Party Obligations under the African Charter on the Rights and Welfare
of the Child (Article 1) and Systems Strengthening for Child Protection’ (2018) <https://violenceagainstchildren.un.org/sites/violenceagainstchildren.un.org/files/regions/acerwc_general_comment_
no._5_-2018.pdf> accessed 27 April 2021.
180 CRC (n 156) art 19; Todres (n 1) 222.
181 American Convention on Human Rights (adopted 22 November 1969, entered into force 18 July 2978) 1144 UNTS 123 (ACHR) art 19.
182 Judicial Condition and Human Rights of the Child, Advisory Opinion OC-17 Inter-American Court of Human Rights Series A (28 August 2003) para 87.
183 Michael D A Freeman, ‘Upholding the Dignity and Best Interest of Children: International Law and the Corporal Punishment of Children’ (2010) 73 Law and Contemporary Problems 211, 250; South
Asian Association for Regional Cooperation Social Charter (signed 4 January 2004) <https://www.saarc-sec.org/SAARC-Charter/5/> accessed 31 July 2021.
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Whilst it is beyond the scope of this brochure to analyse
every issue-specific legal prohibition and the obligations
stemming from them, it is worth mentioning that this
body of human rights law stretches beyond a general prohibition. Specific topics and forms of violence have been
codified across various legally binding treaties. As well as the
CRC’s Optional Protocols on the Involvement of Children
in Armed Conflict,184 and on the Sale of Children, Child
Prostitution, and Child Pornography,185 other forms of
exploitative VAC have been covered. For instance, child
labour has been addressed specifically in the International Labour Organisation’s (ILO) Convention No. 182 on
the Worst Forms of Child Labour.186 Additionally, structural violence issues such as poverty and discrimination,
have been frequent and vital topics in the discourse of the
various human rights institutions and bodies, which have
continually urged states to seek alleviation and reduction
strategies.187

indivisibility of rights, and transparency and accountability.191
Grounding prevention and responses to VAC by utilising a
rights-based approach, allows for these principles, all other
human rights norms, social justice, and equity, to be transferred to the relevant domains, systems, public policies,
and programmes within a CPS.192As a consequence, duty
bearers (such as the government, and even caregivers,
parents, and community members) need to acknowledge
that children’s rights are holistic, and thus a holistic perspective is necessary to safeguarding the prohibition of
VAC.193 Safeguarding the right to be free from violence
cannot be realised without fulfilling, respecting, and
furthering these core principles and all other rights
of the child, of which the fulfilment of such rights are
threatened by VAC.194

One vital point that cannot be ignored when discussing the
prohibition of VAC, is the need to adopt a rights-based
approach to child protection. This means that within a
CPS, “a paradigm shift towards respecting and promoting the human dignity and the physical and psychological integrity of children as rights-bearing individuals
rather than perceiving them primarily as “victims”’188 is
required of states.189 As rights holders, children need to be
recognised, respected, and protected as individuals with
valuable and unique characteristics, – just as individual
adults are perceived.190 This approach is guided by a respect
for the core principles of dignity, the best interests of
the child, non-discrimination, life, survival, well-being
and development, participation, interdependence and

184 Optional Protocol to the Convention on the Rights of the Child on the Involvement of Children in Armed Conflict (adopted 25 May 2000, entered into force 12 February 2002) 2173 UNTS 222 (OPAC).
185 Optional Protocol to the Convention on the Rights of the Child on the Sale of Children, Child Prostitution and Child pornography (adopted 25 May 2000, entered into force 18 January 2002) 2173
UNTS 227 (OP-SC).
186 International Labour Organisation Convention (No 182) Concerning the Prohibition and Immediate Action for the Elimination of the Worst Forms of Child Labour (adopted 17 June 1999, entered into
force 19 November 2000) (ILO C182); See also other issue-specific treaties such as Convention on the Protection of Children again Sexual Exploitation and Sexual Abuse (Lanzarote Convention) 25
October 2007 ETS 201; Protocol to Prevent, Suppress and Punish Trafficking in Persons Especially Women and Children (adopted 14 November 2000, entered into force 25 December 2003) 2237
UNTS 319.
187 Todres (n 1) 224; CmRC (n 28) 12, 46; See for example United Nations Committee on the Elimination of Discrimination against Women, ‘Joint General Recommendation No 31 on the Elimination of
Discrimination against Women’ and United Nations Committee on the Rights of the Child ‘General Comment No 18 on Harmful Practices’ (2014) UN Doc CEDAW/C/GC/31-CRC/C/GC/18 paras
9, 17; United Nations Committee on the Rights of the Child, ‘General Comment No 7: Implementing Child Rights in Early Childhood’ (2005) UN Doc CRC/C/GC/7/Rev.1 paras 8, 26, 36.
188 CmRC (n 28) para 3(b).
189 Jaap E Doek and Kimberly Svevo-Cianci, ‘The Child’s Right to Freedom from Violence: The UN Convention on the Rights of the child and UNCRC General Comment 13’ in John R Conte (ed) Child
Abuse and Neglect Worldwide, vol 1 (Praeger 2014) 218-219
190 CmRC (n 28) para 3(c).
191 United Nations Children’s Fund UK, ‘Child Rights Partners: Putting Children’s Rights at the Heart of Public Service’ (UNICEF 2014) 6 <https://www.unicef.org.uk/child-rights-partners/wp-content/
uploads/sites/3/2016/11/Unicef-UK_CRP-information-booklet_14.11.16.pdf> accessed 16 July 2021.
192 Charles Oberg and others, ‘Violence Against Children: Recognition, Rights, Responses’ (2021) 68 Paediatric Clinics of North America 357, 358.
193 Doek and Svevo-Cianci (n 189) 219.
194 CmRC (n 28) paras 11(d), 59; Oberg and others (n 192) 359.

34

2.2 DESIGNING A SOCIETY
INTOLERANT OF VAC
AND ELEVATING A
RESPECT FOR THE
DIGNITY OF THE CHILD
Despite the existence of the SDGs195 and the vast legal

framework that not only protects the child from violence
but requires the recognition of their inherent dignity, the
ever-present existence of VAC is still a harrowing issue. As
protection mechanisms have inadequately addressed VAC,
children are still waiting for their “full recognition of respect
for their human dignity and physical integrity”.196 As mentioned in the previous chapter, we know this because VAC
not only remains tolerated and socially accepted in certain
societies but is legal in some forms too.197
Instead of perceiving children as equals, when we allow
for and tolerate the perpetration of VAC, there is an underlying assumption that children are viewed as inferior to
adults simply due to a lack of experience, maturity, and capacity.198 This notion that dignity is an attribute that must
be earned, as opposed to being inherent to every individual simply by virtue of being human, is a common and
major obstacle reflected across many of our societies.199
Such acts are not only transcribed through law but also
exists in social and community structures.200 The legality
of corporal punishment in many jurisdictions encapsulates
this perfectly,201 as do many other harmful practices (see
section 1.5).
These reinforcements naturally act as a major barrier to the
holistic realisation of children’s rights, which is why many
children around the world struggle to or do not benefit from
their protected human rights,202 and vice versa. However,
it is impossible to define any human being, including a
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To confront and, eventually, eliminate
VAC requires more than good law. Law is
critical, but we also must address the root
causes of VAC. That means addressing
with cultural humility adult attitudes and
behaviors that contribute to, or foster
tolerance of, VAC in every country. More
broadly, it means creating genuine
partnerships with young people, their
families, and their communities to build
rights-respecting societies in which the
dignity of every child is recognized, and
the rights and well-being of all children
are secured.
Jonathan Todres,
Distinguished University Professor & Professor
of Law, Georgia State University

child, without recourse to their dignity – the special worth
imbued within them through being human.203
Because the CmRC obliges states to shift this paradigm
so that full recognition of a child’s personhood is the new
norm,204 there are two important considerations requisite
to fulfilling respect for the child and elevating their dignity,
that are necessary in order to improve responses to VAC.
Firstly, the political will that prioritises eliminating
VAC and reshapes society’s attitudes to and tolerance of childhood violence, must change to one that
instead respects children.205 As we know, the way in
which VAC transpires, right down to the interpersonal
relationships and individual levels, is often swayed by the
decisions and structures embedded in the community,
societal, and institutional levels (and vice versa). States and
those that represent them must lead by example by ceasing
themselves to participate in acts that, directly or indirect-

SDGs (n 12).
Pinheiro (n 3) 5.
Todres (n 1) 228.
K A Polonko and L X Lombardo, ‘Human Dignity and Children: Operationalising a Human Rights Concept’ (2014) 18 Global Bioethics 17, 20.
Ibid. 21.
Ibid.
Todres (n 1) 229.
Doek and Svevo-Cianci (n 189) 224.
Freeman (n 183) 215.
CmRC (n 28) para 3(b).
Doek and Svevo-Vianci (n 189) 224-225.
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ly, constitute or tolerate VAC.206 Implementing a national
strategy to combat VAC is a sensible starting point. This
includes improving the overall understanding (on all socio-ecological levels) of childhood violence, its complexities unique to each individual child, and its (major) consequences.207
Second, ensuring the right to a child’s participation is
necessary to acknowledging their full personhood. In
the past, children have often been considered “the passive
recipients of culture, rather than active participants in
it”.208 Yet, this perception is faulty. As the CmRC has expressed, there is no age limitation for a child to be able to
express themselves: evidence stemming from research has
demonstrated that a child is capable of forming their own
views from the youngest of ages, even though they may not
be able to express these verbally.209
Age discrimination is the main factor that inhibits this
very right to expression and participation. Yet, this is only
an issue because it presents a challenge to the already established attitudes and ideals popular culture has shaped
of children over generations as dependent beings.210 Yet, the
right to participate does not imply that the family of
the child is any less important. Rather, it is an acknowledgment of the child as a person with individual and
inherent dignity, and equal and inalienable rights.211
Every child who is capable of forming their own views,
has the right to express themselves by participating in any
decision-making process that affects them.212
In a CPS, participation yields major benefits for individuals and society.213 In cases of VAC, participation gives the
child the opportunity to communicate their own understandings and convey their unique, complex, and differing

needs. This pathway to participation must be provided in a
considerate practice and manner that promotes the best interests of the child.214 This is crucial because participation
assists agents of child protection to improve responses.215
A better understanding of the wants, needs, thoughts,
and feelings of the child will place them at the centre of
protection and assist adults in making better-informed
decisions.216
Participation in cases of protection, however, should not
be construed as language that overrides all other rights and
must be interpreted with caution,217 as an over-emphasis
of a protectionist approach can lead to an adult’s use of
a child’s rights for their own self-interest and agenda.218
By example, in some instances, it has been observed that
children themselves have agreed to their own marriages
for the purpose of improving their own and their family's
social and economic living situations. By relying on the
right to participation and protection, parents can strategically make use of their child’s marriage as a protective
measure for their own lives and security.219 Child participation in this instance does not work to improve responses for protection, and nor does it value the dignity of the
child.220
Accordingly, whilst participation is crucial to recognising
the child’s dignity in VAC responses, safeguarding this
right needs to be interpreted with comprehensive and
contextualised research and understanding of the targeted
community.221 When this is done appropriately, combined
with the political will and commitment to shifting attitudes away from an acceptance of VAC, these two imperatives will react to elevate a respect for the human dignity
of the child to improve responses to and eliminate VAC.

206 Todres (n 1) 226.
207 Ibid.
208 Nicola Taylor, Pauline Tap and Mark Henaghan, ‘Respecting Children’s Participation in Family Law Proceedings’ (2007) 15 International Journal of Children’s Rights 61, 62; Allison James and Alan
Prout, ‘Constructing and Reconstructing Childhood: Contemporary Issues in the Sociological Study of Childhood’ in Julia Brannen and Margaret O’Brien (eds) Children in Families: Research and Policy
(2nd edn, Routledge 1996) 41.
209 United Nations Committee on the Rights of the Child, ‘General Comment No 12: The Rights of the Child to be Head’ (2009) UN Doc CRC/C/GC/12 para 21.
210 Tara M Collins, ‘A Child’s Right to Participate: Implications for International Protection’ (2016) 21 The International Journal of Human Rights 14, 7.
211 Todres (n 1) 227.
212 CRC (n 156) art 12.
213 Polonko and Lombardo (n 198) 21.
214 CmRC (n 209) para 21.
215 Collins (n 210) 20.
216 Thoko Kaime, ‘Children’s Rights and the Environment’ in Ursula Kilkelly and Ton Liefaard (eds) The International Human Rights of Children (Springer 2019) 580.
217 Collins (n 210) 17-18.
218 Ibid; Kristin Chenney, ‘Malik and his Three Mothers: AIDS Orphans’ Survival Strategies and How Children’s Rights Translations Hinder Them’ in Karl Hanson (ed) Reconceptualising Children’s Rights in
International Development (Cambridge University Press 2012) 163.
219 Ibid. 17.
220 Ibid. 18.
221 Ibid.
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ő CHAPTER CONCLUSION
The international law dealing with VAC is a vast and detailed framework that not only addresses the general
and absolute prohibition of VAC in all its forms, but also contains legally binding issue-specific prohibitions.
States are not only required to implement legislative, administrative, social, and educational measures, but
also implement protective interventions. Importantly, a CPS must contain integrated, multisectoral, interdisciplinary, and interagency responses and prevention that adopt a child’s rights-based approach to VAC.
Instead of perceiving children as dependent and passing objects that need the assistance of adults,222 they are
recognised as individuals with full personhood. By nature they are entitled to the full realisation of all their
non-negotiable rights inherent to them because they are rights bearing individuals.223 In every aspect of a CPS
protecting children from VAC, this approach is imperative and should act to holistically realise all children’s
rights. Duty-bearers are responsible for protecting, respecting and fulfilling their obligations so that children
can claim these rights.224 Yet, despite these comprehensive obligations encumbered upon states, it is indisputable that child protection responses have been inadequate. Girls and boys are still being subjected to many
forms of VAC in their everyday lives, and this is tolerated on different levels. To fulfil the prohibition of VAC,
elevating respect for the dignity of the child is a prerequisite necessity, and there are two main factors that need
to be met. First, political will that prioritises eliminating VAC in all its forms placed on the national agenda is
a sensible starting point, as institutional decisions will determine the way in which children are perceived and
treated at all other levels. Second, child participation is crucial. Children have the right to participate in any
issue that affects them, meaning that agents in all sectors can make better informed decisions that meet the
exact needs of child victims of violence in a holistic manner and in line with their best interests.

222 CmRC (n 28) para 59.
223 Ibid.
224 Ibid.
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CHAPTER 3

A HOLISTIC CHILD
PROTECTION SYSTEM & THE
ONE-STOP CENTRE MODEL

A

child’s rights-based approach to VAC, requires states to incorporate protective and preventative mechanisms and
interventions into their national jurisdictions.225 To do so, the implementation of a holistic CPS is necessary. This
requires the provision of measures to be “comprehensive and integrated … across the full range of stages…”226 of
support, prevention, identification, reporting, referral, investigation, and (where necessary) judicial action.227 Accordingly,
collaboration that is cohesive, multidisciplinary, multisectoral and interagency is requisite for a holistic CPS that requires
whole systems strengthening.

225 CmRC (n 28) paras 11(d), 59. The CRC’s holistic approach to securing a prohibition of VAC is based on the Convention’s overall perspective to securing children’s rights to survival, development,
dignity, well-being, health, development, participation, and non-discrimination. The fulfilment of these rights are all threatened by VAC.
226 Ibid. para 45.
227 CRC (n 156) art 19(2).
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3.1 SHIFTING FROM
THEMATIC RESPONSES
TO A SYSTEMS
STRENGTHENED CPS

In acknowledging that our systems require far more
comprehensive efforts to ensure that the legal obligation for the prohibition of VAC and the SDG targets are
met, CPSs that follow a systems approach have been
endorsed by many international stakeholders.228 In his
recommendation to the international community in the
2006 World Report on Violence Against Children,229 Paulo
Sérgio Pinheiro recommended that “…all States develop
a multi-faceted and systematic framework to respond
to violence against children which is integrated into
national planning processes.”230 This approach has been
promoted by NGOs, such as Save the Children, and some
UN agencies and bodies such as UNICEF and the High
Commissioner for Refugees (UNHCR).231
Our past efforts in protection have often focused on
thematic and issue-specific groups, such as children
living and working on the street, trafficking, child labour,
children in armed conflict and other man-made or naturally occurring emergencies.232 Whilst this approach has undoubtedly contributed to our understanding of how CPSs
can work and how we can further our systems, they have
resulted in the fragmentation of services.233
As we know, children face multiple issues at the same time.
They are complex, have individual needs, and their situations can uniquely differ based on multiple factors that
occur in their individual lives. Factors such as gender,
economic and wealth class, family life, race, ethnic group,
and sexual orientation are amongst just some of these
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There is an urgent need for leadership to
push back on the culture of (sexualized)
violence in the home and in public spaces,
especially against girls and boys Although
over the last years, there is growing
recognition about violence against girls
and boys being wrong, there is still a wall
of silence that needs to be torn down We
need to strengthen our child protection
systems and include intervention tools,
like the One-Stop Centre model, to
offer immediate support and to ease
prosecution Besides changing mindsets;
the adoption of legislation to criminalize
violence against girls, boys and young
women; and strong commitment to
building strong child protection systems
are key.
Dr. Hafsat Abiola-Costello
Executive President of Women in Africa Initiative
(WIA), Councillor at the World Future Council

general traits affecting children in different ways and at
different levels.
When we consider again the context of children living
and working on the street, certainly they do not all these
children face the same experiences. There are multiple
issues that may simultaneously and uniquely occur in each
and every one of their lives. Fragmented services and child
protection responses that only resolve one of their issues
may leave their other problems untouched.234 This may be
the case when a girl, for instance, has been subjected to
abuse by her family, lives on the streets, has sought work
in a domestic help setting, and faces sexual harassment at
her workplace.235 When services merely target the issue of
street living in her life, they fail to address all the other

Desai (n 24) 44.
Pinheiro (n 3).
Ibid. 18.
Fred Wulczyn and others, ‘Adapting a Systems Approach to Child Protection: Key Concepts and Considerations’ (UNICEF 2010) 1 <https://resourcecentre.savethechildren.net/node/2778/
pdf/2778.pdf> accessed 31 May 2021
Ibid. 1, 6.
Gabriella Oloffson and others, ‘Child Protection Initiative – Building Rights-Based National Child Protection Systems: A Concept Paper to Support Save the Children’s Work’ (Save the Children 2010)
5 <https://resourcecentre.savethechildren.net/node/3250/pdf/3250.pdf> accessed 5 May 2021.
Ibid.
Ibid.
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issues she faces, such as child labour, domestic abuse, and
sexual violence.
This fragmentation of services will fail to provide an
effective, comprehensive, and sustainable long-term
solution.236 Nor does it guarantee that all children with
unique and complex issues who experience or are at risk
of different forms of VAC, are protected.237
Specific responses, however, are not meaningless. In times
of emergency, prompt and short-term protection services
are necessary to hastily address the immediate needs of
the vulnerable groups of children affected.238 As Save the
Children stipulates, “the detection of high-risk groups of
children, or patterns of grave violations, in combination
with limited time, access and resources, may require shortterm narrow focus on specific children or issues…”.239
However, this may be at the expense of strengthening protection systems for all vulnerable children.240
However, existing emergency response mechanisms need
not be eliminated.241 Whilst utilising these existing frameworks and structures, it is important that steps are taken
to build and reinforce components of a greater and overarching CPS at the same time.242 To do this, adopting a
systems approach becomes necessary.
As children are unique and have different experiences,
responding to every child requires synchronising every
element of a CPS in order to avoid gaps that are often
felt in isolated responses.243 Rather than viewing individual
issues separately, a systems approach is one that “strengthen[s] the protective nature of the environment around
children and [places them at the heart of it],… in order
to ensure their well-being and fulfil their rights to protection from abuse, neglect, exploitation and other
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forms of violence.”244 The systems approach thus seeks to
address the lack of coherent multisectoral policy and programming agenda for child protection, any weak national
and subnational coordination, unclear responsibilities and
accountabilities for all actors and agents involved, and under-resourcing in child protection.245
This approach views a CPS holistically. It captures all
categories of children, guaranteeing equal access to the
services they require.246 This is due to its flexible, robust,
and cohesive nature, as it implements measures, mechanisms, and interventions at a wide range. These are implemented to meet all different contexts and situations a child
may face, whilst simultaneously addressing, promoting,
and advocating for the interests of the particularly marginalised groups of children.247
Importantly, a successful systems approach to a CPS
is one that adopts a broad social welfare perspective.
It seeks to address and recognise the impact of not only
the deeply embedded root causes of VAC, and the other
stigmas and hidden issues, but also violations that are
deemed socially accepted, such as corporal punishment.248
Achieving this system requires collaboration amongst
stakeholders. A systems approach is a multisectoral, interdisciplinary, and interagency coordination of cohesive
interventions and mechanisms, placed across all layers
of protection to mitigate the harms of VAC.249 It should
begin with prevention but also incorporate adequate
response services.250
Thus, this approach does not only involve specialist child
protection competencies and disciplinaries within the child
protection sector. A holistic approach requires coordination with the social welfare, education, judiciary, health,

Ibid; Wulczynn and others (n 231) 6; CmRC (n 28) para 39.
Ibid. 6.
Ibid.
Ibid.
Ibid.
Bill Forbes and others, ‘A Systems Approach to Child Protection’ (World Vision International 2011) 2 <https://www.wvi.org/sites/default/files/Systems_Approach_to_Child_Protection.pdf> accessed
28 July 2021.
Oloffson and others (n 233) 6.
Desai (n 24) 44.
Forbes and others (n 241) 2; Wulczynn and others (n 231) 6; Terre des Hommes, ‘Enhancing Child Protection Systems’ (Terre des Hommes 2011) 8 <https://www.tdh.ch/sites/default/files/1511bcf6f0e5-495d-ada6-74261c45b798_tdh_renforcement_syteme_protection_enfance_en_light_original_0.pdf> accessed 31 May 2021.
WFC (n 20) 3.
Forbes and others (n 241) 2.
Ibid. For example,
children living and working on the street, children who have be trafficked, children in armed conflict, the sale of children etc.
Oloffson and others (n 233) 6.
Ibid. 5; Forbes and others (n 241) 2; Oberg and others (n 192) 364-365.
Ibid. Oloffson and others. 8.

40

and law enforcement sectors.251 Thus, there are many
actors involved in this CPS, including the government
(and its various bodies), civil society, parents, families, caregivers, and other community structures.252

These structures are not only made more efficient through
the coordination of sectors, but also maximises scarce resources and strive to eliminate the possibility of duplication in overlapping mechanisms.257

This highly interactive environment contains sets of both
formal and informal structures.253 The incorporation of
legislation, policies, norms, and values are sensible starting
points. Equally important is the inclusion of mechanisms
that target community engagement, education, and parent
and caregiver support.254

By bolstering existing structures, the system harmoniously and continuously works to identify new issues and
addresses gaps in an ongoing fashion.258 Thus, at every
step, it affirms the role of parents and caregivers who are
first responsible for the care and protection of children; it
affirms the state’s responsibilities to respect, protect, and
fulfil their human rights obligations towards children; and
it aims to strengthen the protective environment around
children.259

Needless to say, not all societies function in the same way.
For instance, in some places formal mechanisms may not
be as pertinent as the informal structures in place at the
community or family level that already have organically served to protect children.255 The systems approach
analyses these functions and bolsters their mechanisms,
as opposed to being prescriptive of new functions.256

251
252
253
254
255
256
257

Yet, to have a successfully functioning systems approach
requires meticulous and thoughtful planning, and this
comprises of several components.
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3.2 WHAT CONSTITUTES A
SYSTEMS APPROACH
& HOLISTIC CPS?
Although there is no such universal consensus as to what
constitutes a CPS,260 according to Save the Children,
CPSs are best “characterised by specific sets of functions,
structures and capacities, and their local characteristics are
determined by their socio-cultural, historical, and political context[s].” 261 These structures are both formal and
informal, and are implemented at different levels. They
address risk factors, prevent occurrences, and reduce vulnerabilities, whilst strengthening interlinked mechanisms
to improve the resilience of children, their families, and
even the communities and the government.262
Accordingly, a systems approach to a CPS requires several
key components to effectively respond to VAC.263 This
system begins with a comprehensive regulatory framework consisting of legislation (and the policies, standards, and norms that may emanate from this).264 This
determines the system’s structures, its mandate, and its
functions serving to prohibit, prevent, and mitigate the
effects of all forms of VAC in all settings.265 This framework establishes a basis for accountability. The state is responsible for ensuring these rules and that the structures
that emanate from them, are effectively implemented and
monitored.266 Even as a fixed component, the way in which
these rules are enforced depends on the decisions and
choices affecting their implementation, which are further
dependent on specific contexts of the national jurisdiction.
From this perspective, they capture both structure and

flexibility, which is vital to securing a systems approach
and its diversities.267
A national strategy or plan of action should accompany
this regulatory framework. This sets out collective goals
and strategies of action towards ending VAC.268 This is
crucial so that “actors within the system are joined together
through sense of a common purpose.”269 They are accompanied by legitimate and realistic targets to be met within
a time frame and should include goals engaging all sectors
that impact the protection of children.270
Cooperation, coordination, and collaboration at all levels
amongst different disciplinaries, sectors, and actors should
be realised by a central national coordinating agency
that serves to implement the national strategy.271 In doing
so, it brings together different governmental departments
at all levels as well as civil society.272 This mechanism can
also be supported by informal multistakeholder networks
designed to interlink initiatives, strategies and the various
actors that are involved.273
A committed workforce, which is strengthened to
provide adequate, skilled, and stable services is equally
necessary.274 This workforce, consisting not only of professionals specialised in working with children, but also other
professionals that engage directly with children, must be
trained to work with children and adhere to a respect for
their dignity and their rights. Professionals should work
under a clear mandate that highlights their competencies.
Moreover, the training of informal actors, such as community figures and groups, is equally pertinent for enhancing
protection.275

260 Ibid.
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Inspired by Save the Children’s guide on "Strengthening Child Protection Systems: Guidance for Country Offices,"
available at <https://resourcecentre.savethechildren.net/pdf/strengthening_child_protection_system>
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A range of child-friendly preventative and response
services is required. This must target all levels, all disciplines, and all sectors that are involved in the protection
of children.276 Furthermore, this includes supporting and
strengthening informal mechanisms.
Existing prevention and response mechanisms must be
supported and strengthened. A holistic CPS takes every
level of protection into consideration, including informal
structures that may exist in the community or family life.
As these structures usually act as first respondents to protecting children, recognising issues, and immediately responding, they are paramount to their well-being. Thus, it
is crucial they are supported. Responsibility should also be
afforded to the local government for ensuring accessible,
child-friendly, and preventative and support services.277
Changing attitudes and practices that foster a climate
for VAC is a fundamental requisite to respecting the
dignity of children that forms a vital component of a functioning CPS. Governments should undertake all possible
efforts to raise awareness of the prohibition of VAC in its
entirety and change any attitudes that tolerate violence
perpetrated against any child, – both against girls and
boys. An aware public will be more involved in the efforts
to prevent violence and respond to child protection issues
in communities and the wider society.278
The adequate allocation of resources is another integral
ingredient in a systems CPS. This should be at all levels,
including within the child’s community.279 Thus, resource
allocation requires collaboration with and advocacy from
the respective national ministry of finance and external
donors to increase budgets for VAC.280
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Lastly, a CPS requires a data collection system that is centralised, ensures the regulation of information on the prevalence of VAC, as well as the effectiveness of strategies by
identifying potential shortcomings.281 This system moni
toring all prevention and response mechanisms at every
level will serve to identify, analyse, and evaluate lessons
learnt and any gaps that need to be addressed for future
prevention and response.282
Together, these components, guided by the core principles
of the rights of the child (including their right to partici
pation – see previous chapter), will synergise to form a
functioning and strengthened CPS. These elements do not
function independently or stand alone.283 Rather, they are
integral segments that synergise to form a whole.
An in-depth discussion on best practice methods that may
be implemented to contribute to this systems approach is
outside the scope of this brochure. However, for further
guidance, the Global Partnership to End Violence Against
Children (End Violence)284 has adopted the World Health
Organisation’s (WHO) INSPIRE Seven Strategies. This
framework identifies evidence-based strategies that have
proven successful in reducing VAC, and includes the implementation and enforcement of laws, norms and values, safe
environments, parent and caregiver support, income and
economic strengthening, response and support services,
and education and life skills.285 Detailed approaches and
programmes within these strategies and global best practices have been highlighted.286 It is recommended that
policymakers and other stakeholders look to INSPIRE
and its handbook for implementation for the best available
methods that support systems strengthening CPS.287
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3.3 THE ONE-STOP
CENTRE MODEL AS A
CHILD PROTECTION
INTERVENTION TOOL

When it comes to One-Stop Centres, if
you ‘build them’, survivors will be more
likely to come when they have warm,
accompanied referrals to ensure they are
efficiently connected to care.
Chi-Chi Undie, Senior Associate of the Population
Council’s Reproductive Health Programme.

The One-Stop Centre (OSC) model is a global best
practice intervention tool that utilises multisectoral, interagency, and interdisciplinary coordination in the provision of comprehensive and cohesive services for survivors
of VAC. The model first emerged in Malaysia in 1994 as
a government-led response to GBV, primarily targeted at
abused women seeking immediate help.288 These centres
were designed based on a Canadian model.289 Shortly after,
many other states within the region begun to replicate
their own OSCs based on the Malaysian model. Today
OSCs and similar mechanisms have been adopted on a
global scale290 and are not only used to respond to violence
against women (VAW) but also to VAC.
The concept of an OSC is rather simple. An OSC is an
umbrella institution for services required to respond
to the immediate and long-term needs of survivors of
VAC. With services physically located under one roof, an
OSC provides easy and speedy access to the most essential
services required.291 They are a central contact point for
both children and their families affected by violence.
Too often, response services have been sporadically
spaced across multiple and different institutions. In
these scenarios, survivors of violence have had to travel
to different departments and buildings to receive all the
appropriate and necessary services they require.292 Already
faced with the unfair burden of trauma, survivors must
retell their distressing experiences at every contact point

of service they receive, which can cause or increase the
likelihood of retraumatisation and revictimisation. This
is only exacerbated when the services are not provided
in a child-friendly and sensitive manner by trained professionals competent in dealing with cases of child abuse,
violence, and neglect.
With all services located in one department, it is the main
goal of an OSC to prevent the retraumatisation and
revictimisation of survivors of VAC.293 In low and middle-income resource settings, OSCs are usually best integrated into existing healthcare centres that already have
existing infrastructure and capacity. In higher resource
settings, stand-alone OSCs are more possible if resources
for infrastructure and capacity are adequately provided
for. Nonetheless, in whichever way OSCs may be integrated and institutionalised into national systems, it is
requisite that all centres offer a safe, secure, comfortable,
and child-friendly environment, with services provided by
trained professionals capable of dealing with children and
cases of VAC.294 These services should operate based on
mandated protocols dictating the procedures and responsibilities of each actor and agency at the centre. Ideally, four
essential pillars of service should be provided at OSCs.295

288 McKeon, Garcia-Moreno and Colombini (n 21) 2; Keng Sheng Chew, Noredelina M Noor and Ida Zarina Zaini, ‘Knowledge, Attitude and Practice Among Healthcare Staffs in the Emergency
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Opportunities’(2008) 86 Bulletin of the World Health Organisation 635, 637.
290 ‘Ending Violence against Women: Study of the Secretary-General’ (United Nations 2006) 116 <https://www.unwomen.org/en/digital-library/publications/2006/1/ending-violence-against-womenfrom-words-to-action-study-of-the-secretary-general> accessed 15 July 2021.
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item/4-effectiveness-of-interventions-to-prevent-violence-against-women-and-girls> accessed 9 April 2021
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THE IDEAL
ONE STOP CENTRE
MODEL
Fast and easy support for Survivors of Child Violence
– all under one roof

"One-Stop Centre"
at a local hospital
Survivors report case
in a secure, comfortable
and confidentioal
environment

Legal Personell

Social Welfare

gathers and secures all evidence
needed to aid prosecution

personell offers psycho-social
emergency help

Police
provides medical exams form,
gathers information, prepares
arrest and prosecution

Medical Team
makes medical examinations
and gathers evidence
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Ņ Social and psychological Services: 
A social worker is usually the initial contact point for a
child survivor of VAC and their non-offending family,
though this can vary from country to country depending on the domestic systems in place. Social workers are
tasked with the initial exploratory assessment of the child
and determining if VAC has been perpetrated. If VAC has
been determined, the social worker will initiate a referral
to the services next required for the child. Highly competent mental health staff that are professionally trained in
dealing with children are equally important in the provision of psychosocial services. They are tasked with both
the immediate screening of the child, including for crisis
support and long-term therapeutic services to improve the
resilience of the child survivor. Importantly, the accounts
collected by the social worker should serve as the main
document detailing the experiences of the survivor. A child
should not be required to repeat their experiences to other
services at the OSC after this initial contact point. Repetition of experiences would defy the purpose of an OSC for
preventing retraumatisation. It should be the duty of the
initial screening team to transfer the account of the child’s
experience(s) to the rest of the team, whether through
documentation, recordings, or through live hearings from
another room within the centre.

Ņ Medical services: 
A medical team, which should consist of an in-house
doctor, nurses, and other medical assistants, evaluates the
child’s health. Where necessary, they may administer and
prescribe tests, treatment, and medicine such as post-exposure prophylaxes (PEP) and anti-contraceptives. In the
case of a medical emergency, referrals are immediately
made to emergency services. Another vital component
of the medical service pillar is to carry out medico-legal
reports and collect the forensic evidence necessary for filing
a police report against an accused perpetrator, which is indispensable in instances of sexual violence.
Ņ Law enforcement services:
Police officers also form an integral part of an OSC. It
is their duty to provide an accessible reporting service to
survivors and their families. The law enforcement agent
should be well equipped and trained in dealing with cases
in a child-sensitive, warm, and friendly manner. Where
necessary, the agent initiates a criminal investigation,
gathers any forensic evidence through a forensic interview,
and, where required, prepares for the arrest and prosecution of the perpetrator.
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Ņ Legal aid services: 
The legal system is often an overtly complex mechanism
to navigate. Thus, the legal team at the OSC guide the
child and their non-offending family in the appropriate
legal direction that may be pursued. These services may
be provided by legal counsel, advocates, advisers, and
aids that assist in determining the child’s legal position
and rights (including for civil compensation). A qualified
advocate may also represent the child survivor in a court
of law should a case be prosecuted. The legal team also
gathers the necessary evidence to assist in the prosecution
of the perpetrator.

based approach. These centres must be designed within
a cohesive and all-embracing system that challenges VAC
and its perhaps tolerated status quo in the first place.

Importantly, it should be noted that OSCs make up just
one element of a national CPS. Although these centres
can be designed to respond to the needs of survivors of
VAC appropriately and effectively, they cannot exist as
isolated intervention tool. Without the other key compo
nents within a CPS, the relevance of OSCs is diminished.
If there are no prevention mechanisms designed to hinder
the prevalence of VAC, then the implementation of
OSCs serves little purpose and can inadequately pursue
the legal obligations that emanate from a child’s rights-

These considerations only give a brief insight into the ideal
components of an OSC. However, there are many ways
these centres can and have been incorporated into national
jurisdictions. This model is not a one-size-fits-all mechanism and may function differently in different societies.

296 WFC (n 294).

The operation of OSCs would not be possible without
actors from multiple disciplinaries, different sectors of
our societies, and the agencies involved that coordinate to
provide the very best services for child survivors. To ensure
this synergised response, the government, its relevant
child protection coordinating agency, and ministries may
be involved in the accountability for the coordination of
centres and the provision of agencies and employees.296
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ő CHAPTER CONCLUSION
The CPS is both an intricate and intrinsic system required by the legal obligations for protecting the rights of
the child. In the past, thematic and issue-specific forms of VAC were the focal point for responses. Although
these assisted in achieving a greater understanding of specific issues in children’s lives, these isolated measures
are unsustainable, often leading to gaps in the provision of child protection services that address all the challenges in children’s lives. Within the last decade, however, there have been calls to reform our CPSs by adopting
a systems approach designed to strengthen and support formal and informal mechanisms of child protection.
Targeting both prevention and response, a systems approach opts to provide a child with a safe and secure
environment, viewing all components of a CPS holistically and adopting a broad child welfare perspective.
It synergises all components to form a greater and overarching system. Rather than viewing individual issues,
a systems CPS continually captures every issue that arises. Fostering this approach is rooted in multisectoral,
interdisciplinary, and interagency collaboration that target every socio-ecological level of society. Over the
last few decades and across many states, the OSC model has emerged as a best practice intervention tool for
responding to VAC within a greater CPS. Grounded upon multisectoral, multidisciplinary, and interagency
collaborations, these centres usually provide four coordinated and essential services of psychosocial, medical,
legal, and law enforcement care, which occur under one roof. By preventing child survivors from seeking
services under fragmented and different institutions, the goal of the OSC is to prevent retraumatisation and
revictimisation and improve the resilience of child survivors.
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CHAPTER 4

COUNTRY CASE STUDIES OF
ONE-STOP CENTRES
AROUND THE WORLD

T

hroughout the world, OSCs have been implemented across many different national contexts. As there have been no
uniform nor harmonised global standards, these centres have manifested in different ways and bear unique characteristics. There is no one-size-fits-all OSC, as the approach caters to fit unique and different contexts. For instance,
some centres focus on issue-specific forms of VAC, such as GBV or sexual violence, other are family-oriented and provide
services not only for the children but also the whole family too, and some centres are targeted predominantly at women but
also provide access to child survivors of VAC. Importantly, whilst the term ‘OSC’ can be considered an umbrella concept, all
centres studied in this brochure have envisioned a multidisciplinary response to VAC. As such, with the aim of preventing
retraumatisation and revictimisation, they have engaged in coordinated services from sectors such as social welfare, child
protection, medicine, psychological therapy, law enforcement, and the judiciary. It is worth noting that beyond this context
of country studies, many other OSCs exist that respond to violence. However, the OSCs in this brochure have been selected
as they explicitly target child survivors of VAC in their mandates and have been evaluated to some degree. As this model has
been commonly implemented across many African and Asian countries, the majority of the studies in this chapter stem from
these two continents, although, similar approaches have also been identified in other regions, and these are also highlighted.
Additionally, it is worth bearing in mind that countries that have not implemented OSCs do have other child protection
interventions in place.

50

4.1 OSCs IN AFRICA

In Africa, there are initiatives that are working
in dealing and responding to violence against
children such as the One-Stop Centre model,
which have been successfully implemented in
countries such as Zanzibar and are also being
attempted in other countries. It is an initiative
we really need in African countries, even
the ones that would be considered to have
relatively good facilities, such as in South
Africa where the model already exists. The
problem [for victims] is that in most African
countries, we have police stations in one
place and the next available hospital that has
the capacity to do assessments necessary to
provide the essential services responding to
a child that is a victim of violence, that is too
far away. This OSC model is the only way of
ensuring a child-friendly response to VAC,
because it has all the medical, psychological,
legal and law enforcement services under one
roof, thereby easing access for victims, and
preventing retraumatisation as they do not
have to go to different institutions just to seek
these necessary services.
Dr. Nkatha Murungi, Assistant Director of the
Centre for Human Rights and Senior Lecturer at
the Faculty of Law at the University of Pretoria,
Councillor of the World Future Council
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THE CASE OF
KENYA

CHARACTERISTICS OF ONE-STOP
CENTRES IN KENYA
A System of Different Types of OSCs Managed by
Different Stakeholders:

BACKGROUND
Exposure to VAC in Kenya is exceedingly high over a
lifetime exposure.297 As a 2019 survey recorded, 15.6% of
females and 6.4% of males aged between eighteen and
twenty-four disclosed that they had experienced some
form of sexual violence prior to turning eighteen.298 In
the last twelve months of this survey being conducted,
as high as 13.5% of females and 2.4% of males aged
between thirteen and seventeen reported to having experienced sexual violence.299 Instances of physical violence
are even higher, with more than one in three females
(36.8%) and two in five males (40.5%) aged between
thirteen and seventeen, disclosing that they had experienced some form of physical violence within the last
twelve months.300
Nevertheless, Kenya has not remained silent on this
epidemic against children. Through establishing OSCs, it
is among the countries identified at the forefront of responding to VAC and GBV.301 The first ever OSC model
was established in 2001 in Nairobi’s Women’s Hospital,
a private for-profit healthcare facility.302 Since then, over
twenty more OSCs have been implemented within the
country. Most of these centres were established in the wake
of the 2007-2008 post-election period, which erupted in
violence and sparked a major humanitarian crisis.303 Today,
with the support of various stakeholders, OSCs have been
incorporated into several other healthcare facilities and independent centres.304

In Kenya, OSCs have been implemented in different ways.
Health facility-based centres may be managed by public
healthcare (and are therefore government owned), private
healthcare initiatives, and/or run by/supported by nonstate agencies. Stand-alone centres also exist, and are mostly
NGO-run.305 There is some degree of ministry oversight by
the Ministry of Health, along with its partners (including NGOs), which have implemented standard operating
guidelines on the provision of services for survivors of VAC
and (S)GBV.306
The provision of OSC services rather refers to a system
with referral networks rather than a single physical
entity or mechanism.307 For instance, clinical health and
psychological needs may be addressed under one roof in
healthcare systems, and judicial and legal services may be
incorporated later. In stand-alone OSCs, one will often
find that legal and psychological services may be provided,
but referrals may be made for medical care.308 As these
OSCs target responses to survivors of VAC and GBV, they
are designed for both children and women and men.
Even within hospital-based facilities, OSCs bear differen
ces from centre to centre. For instance, Kenyatta National
Hospital’s OSC, the Gender-Based Violence Recovery
Centre, only operates weekdays from 8a.m. to 5p.m.
Situated in the Mental Health Department, it offers a full
range of psychosocial services (including trauma counselling, safe house referral, and survivors’ groups).309 For
medical services, survivors are referred within the hospital.
On the other hand, the OSC in the Moi Teaching and

297 Jill Keesbury and Others, ‘A Review and Evaluation of Multi-Sectoral Response Services (“One-Stop Centers”) For Gender-Based Violence in Kenya and Zambia’ (The Population Council 2012) vi
<https://knowledgecommons.popcouncil.org/departments_sbsr-rh/9/> accessed 15 May 2021.
298 Ministry of Labour and Social Protection, ‘Violence Against Children Survey Report’ (Republic of Kenya 2019) 31 <https://www.unicef.org/kenya/media/1516/file/2019%20Violence%20
Against%20Children%20Survey%20(VACS)%20.pdf> accessed 3 September 2021.
299 Ibid. 35.
300 Ibid. 39.
301 Keesbury and others (n 297) vii.
302 Ibid. 11.
303 Ibid.
304 Ibid.
305 Kizzie Shako and Myrna Kalsi, ‘Forensic Observations and Recommendations on Sexual and Gender Based Violence in Kenya’ (2019) 1 Forensic Scient International: Synergy 185, 189.
306 Ibid.
307 Keesbury and Others (n 297) 1.
308 Ibid.
309 Ibid. 7-8.
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Referral Hospital (MTRH), namely the Centre for Assault
Recovery Eldoret, operates twenty-four hours a day and
seven-days a week, offering a full range of medical and
psychosocial services. For police and legal assistance,
both centres refer their clients to legal aid NGOs and the
police.310 Whilst both centres are managed by the hospitals, they are supported by national and international
partners (such as Liverpool VCT, Coalition on Violence
against Women, USAID, and the German Development
Corporation).311

forensic evidence and issued medical report forms. The
medico-legal services combined with coordinated links
to the criminal justice sector plausibly enhances the likelihood of prosecuting court cases.313 Additionally, some
OSC forensic doctors also give statements in Court.314
Ņ Written protocols containing specialised guidelines
for examining and treating infants and children exist at
the facility level in some OSCs.315
Ņ Guidelines exist at the national level. For instance,
the Reproductive and Maternal Health Services Unit and
development partners at the Ministry of Health have developed procedures such as the National Standard Operating Procedures for the Management of Sexual Violence
against Children.316

Stand-alone OSCs also exist in Kenya. These include
Medicins Sans Frontieres (MSF)’s SGBV Clinic, which
has been operating in eastern Nairobi since 2008. Since
2011, the clinic has offered care seven-days a week and
twenty-four hours a day. The centre provides services to
all victims of sexual and GBV and has a specialised paediatric room for children. All survivors undergo clinical
and psychological assessment, HIV and pregnancy testing
(if required), testing for other infections and diseases, and
forensic evidence collection.312

Ņ Healthcare facility set-ups of OSCs were found to
not be administratively heavy because of their integration within existing institutional and operational set-ups
of hospitals.317

SUCCESSES & SHORTCOMINGS
OF KENYA’S OSCS

Despite these successes, some notable challenges, shortcomings, and weaknesses identified include:

In a country that has experienced a major humanitarian
crisis and where VAC (and other forms of violence) is
endemic, the implementation of OSCs has proven to be
beneficial. Over the years, there have been some vital lessons
learnt from the successes and shortcomings observed that
are useful inputs in understanding what contributes to a
well-functioning OSC. It should be duly noted that these
factors do not necessarily represent OSCs in Kenya today,
but rather are crucial observations that have occurred since
their implementation and have contributed to better understanding of OSCs. The successes identified include:

Ņ The reliance on and sustainability of funding mechanisms for OSCs is a major challenge. Because a signi
ficant proportion of the services provided are funded by
donors,318 this has been unsustainable due to the sporadic
nature of donations.

Ņ There has been a successful prosecution of cases due
to the effective link with the criminal justice system
present in some OSCs. These centres collected and stored
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Ņ Several human resource capacity shortcomings have
previously been identified. For instance, legal services
had been provided pro bono or by NGOs and funded by
donors. Additionally, medical staff at public healthcare facilities had previously struggled with workload and multitasking roles due to staff shortages. Moreover, of those
that were available to provide services for OSCs, some had
insufficient technical and cross-cutting knowledge for pro-
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53

vision of services.319 Additionally, training of services providers had been hampered due to lack of funding.320
Ņ Not all OSCs have had strong links to the criminal
justice system. In a review of Kenyatta National Hospital’s
OSC, of the 194 cases referred within the time frame of the
review, not one case resulted in the perpetrator ever being
arrested and nor had any perpetrator been prosecuted.321
This may be because well-managed forensic evidence
collection has been problematic in Kenya. A bulk of laws
(both domestic and international) and policies guiding
service providers in the administration of justice do exist.
Even so, there have been gaps in police, medical, and laboratory science agencies in their practice of evidence collection.322
Ņ Previous evaluations have identified that at some
OSCs, only survivors of sexual violence received free
services, leaving survivors of other forms of violence to
settle their own fees.323

made to resolve cases through community leaders. This has
been especially apparent when the perpetrator has been a
family member.327
Ņ Poor follow-up services for medical interventions that
required repeated visits (such as vaccination plans) have
previously been another observed barrier at some OSCs.328
Ņ Whilst some OSCs in Kenya have child-specialised
rooms to assess children, in one review, a major gap
identified was a lack of integrated child-focused social
welfare and child protection services. These aspects are
an integral part of any OSC model that deals with VAC,
not only for short-term protection assessment, but also
for the prevention of the reoccurrence of VAC in the long
run.329
Ņ Limited opening hour times in some OSCs, has been
a major weakness in the access to services. This is particularly concerning as some forms of violence (especially
GBV) are more likely to be perpetrated at night.

Ņ According to one article from 2019, some centres had
not provided a full range of services under one roof, which
may be an indication of a holistic and multidisciplinary
approach lacking.324 For instance, some have offered a full
range of psychological services yet lacked the provision of
comprehensive clinical services (such as the provision of
paediatric PEP and medico-legal forensic examinations).325
On the other hand, some OSCs provided a full range of
clinical services, yet lacked psychological services and staff
to provide them.326
Ņ An external factor that has challenged OSCs is the
culture of silence. In Kenya, not only has this practice
been extremely detrimental to the survivor’s needs, but has
played a significant role in further weakening the chances
of perpetrator prosecution. Survivors have often been
silenced by societal pressures and sometimes have been
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320 Ibid. 37-38.
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THE CASE OF
MALAWI

BACKGROUND
In 2005, the results of a study interviewing 4412 school
children revealed the harrowing public health crisis of
child sexual abuse in Malawi. Almost a quarter (23.8 %)
of these students had been forced to have sex against their
own will.330 A further study conducted in 2013 on violence
against children and young women found that 37.7% of
girls and 9.8% of boys aged between eighteen and twenty-four, said their first sexual experience before the age
of eighteen was unwanted.331 The results were just as
alarming for physical violence. 64.5% of boys and 42.4%
of girls reported to having experienced physical abuse
prior to the age of eighteen.332
In the past, there was a serious lack of coordinated and
multisectoral services responding to cases of VAC. For
instance, it was found in one report regarding sexual
assault survivors, that of those that had formally reported
their cases, only 10% received any form of professional assistance and service.333 Additionally, when parents brought
their children to the police, they would often be subject to
forensic interviews by untrained professionals. One study
even found that at hospitals, as little as 24% of the doctors
could correctly interpret genital findings.334 The required
services were generally spread across different institutional
bodies and there were different departments for different
checks, even for services provided by the same institutions.
These poor links between each sector resulted in poor case
management and were often lost at the follow-up servi
ces.335

In response to this absence of coordinated services, in
2010, Queen Elizabeth Central Hospital in Blantyre
became home to the first ever OSC in Malawi. The centre
was tasked with holistically responding to sexual and
physical violence perpetrated against children, as well as
women and men,336 although the focus of the centres is
primarily on children affected by violence.337
Known locally as ‘Chikwanekane’ meaning ‘everything
under one roof ’, since its implementation in Blantyre,
the model has been scaled up and rolled out throughout
Malawi. Today, OSCs have been implemented not only in
other tertiary hospitals but also in secondary district hospitals.338 According to a 2018 article, Malawi is now home
to twenty-eight Chikwanekane OSCs.339
CHARACTERISTICS OF CHIKWANEKANE
ONE-STOP CENTRES IN MALAWI
A Multidisciplinary Team Providing Holistic Services
in Accordance with National Guidelines:
Based in healthcare centres, the Chikwanekane OSC
multidisciplinary team comprises paediatricians, nurses,
social workers, police victim support officers and volunteer counsellors. The team’s aim for collaboration is to
respond and provide the best support for child survivors of
VAC.340 Procedures, referrals, reporting, and evaluation by
the team are conducted in accordance with the Guidelines
for the Provision of Comprehensive Services for Survivors of
Physical and Sexual Violence implemented by the Ministry
of Health in 2012. Children and women are the target of
these guidelines, although the definition of victim/survivor
acknowledges that men (and boys) can also become victims
to physical and sexual violence.341
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Children are usually referred to the centres via Victim
Support Units, which fall under the direction of the
national police. They may also access the centres via paediatric referrals within healthcare centres.342 However,
self-referral is allowed, promoted, and welcomed.343
Within the OSCs, a medical examination for the child is
administered by experienced doctors, who also have the
capacity to file forensic medico-legal reports for investigation and prosecution.344 Medical professionals provide
PEP within seventy-two hours, with follow-up support
at months three and six after the incident and screening
for HIV is performed too. STI/D management is offered
when necessary.345
Social workers and counsellors provide safety and support
for victims, respectively. Counsellors offer the longest
period of support and may arrange to see survivors and
their non-offending families weekly, as required.346 The
social welfare workers focus on (protection) assessment,
case planning, and case management.347 The welfare and
protection of the child is assessed both at the centres and at
a three-month follow-up support at the child’s home. The
police victim support officers, jointly carry out an investigation. They also focus on other matters such as referrals
and safety planning.348
Whilst legal services do not appear to be a direct service
provided within the OSC, professionals in the court system
collaborate directly with the police and social welfare
services of the OSC. They coordinate for the further development of safety plans and the prosecution of cases.349
With the aim of achieving justice and increasing prosecution, the coordination of comprehensive services at the
OSCs allows evidence to be collected expediently for this
investigation.350
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COORDINATION AND EXTERNAL SUPPORT
In addition to the government, establishing the OSC
model was supported and funded by international stakeholders, including UNICEF and the United Nation’s Population Fund (UNFPA), as well as with assistance from the
UK’s Department for International Development.351 At
the government level, the Ministry of Health, in recog
nition of its duty of care to children and women, has
assumed responsibility of the OSC mandate.352 Additio
nally, the Ministries of Gender, Children, Disabilities and
Social Welfare, of Home Affairs and Internal Security, and
of Justice and Constitutional Affairs are consulted for their
sectoral support.353
SUCCESSES & SHORTCOMINGS OF
THE CHIKWANEKANE OSCS
The Chikwanekane OSC model has proven itself to be
a fundamental step in overcoming the crisis of VAC in
Malawi. For instance, establishing the OSC at the Queen
Elizabeth Central Hospital has been associated with nearly
tripling the number of child survivors of sexual abuse receiving services each year.354 Over the years, there have
been some vital successes and shortcomings that are useful
inputs in understanding what contributes to a well-functioning OSC. It should be noted that these factors do not
necessarily represent the climate of OSCs in Malawi today,
but rather are observations that have occurred since the
implementation of OSCs. Some successes and strengths
identified include:
Ņ HIV testing and PEP at the OSCs has been deemed
central in the effective prevention of the virus. In a
country with a high prevalence of HIV (10%), this could
save healthcare costs, prevent the uncertainty of stigma,
and, most importantly, save lives.355 The fear of HIV was
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also cited as the strongest motivator for seeking OSC
services (76%) in one study. As a result, high amounts of
cases arrive in time for HIV testing and PEP, which is also
encouraging for the overall awareness of OSCs.356
Ņ The OSC mandate supported by the Ministry of
Health demonstrates strong political will and commitment from the top level in duty of care. This acts as a fundamental enabler for fostering and developing a cultural
attitude towards an intolerance of VAC.
Ņ OSCs have significantly accelerated the handling of
VAC and GBV cases, including increased arrests, investigations, and the prosecution of suspected perpetrators.357
Whilst OSCs in Malawi have significant benefits, there are
some weaknesses and barriers that have been identified.
These include:
Ņ In one review, it was identified that many of those that
sought help from OSCs received the immediate services
they needed at presentation. However, follow-up support
by social welfare was hindered because of a lack of
funding.358
Ņ A culture of mistrust in the police has been observed
as a barrier to OSCs. There are concerns about the level of
corruption and negligence in the police, which has affected
client satisfaction with OSC services.359
Ņ Implementation of OSCs as a comprehensive and
holistic response to VAC requires capacity and duly trained
professionals and personnel. In Malawi, this has been identified as a challenge due to significant gaps in knowledge
and in the provision of care.360 Additionally, a lack of
proper infrastructure has previously been identified as
problematic for the scale-up of OSCs, as service providers
are geographically distant from each other.361
Ņ One review identified a lower societal prioritisation
and understanding of social work in comparison to legal
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work, clinical response services, and/or policing impacts
the work of social workers and their important functions
at the OSCs. In Malawi, the case management process is
a significant role specifically carried out by social workers.
Yet, because their roles are perceived as having lower value,
the early identification of VAC, referral to OSCs, and after-care have been poorly implemented and understood as
a result.362
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Ņ Some accounts have identified negative attitudes in
service providers due to a combination of lack of awareness on the implications of violence and cultural perceptions. This has been further fostered by an overall culture
of placing physical issues above psychological/emotional/
social responses within the healthcare system.363

THE CASE OF
RWANDA

BACKGROUND
Ņ The social stigma attached to sexual violence that is
prominent in Malawi has posed a major external barrier
to OSCs. Often, sexual abuse is misinterpreted as consensual, particularly if the child involved is older. The adolescent child (usually a girl) is perceived to society as being
immoral rather than a victim, which has encouraged a
culture of silence. Consequently, this stigma deters survivors of sexual VAC and/or their non-offending parents or
caregivers from seeking support at the OSCs.364 Moreover,
in a country where homosexuality remains illegal too,
boys have also been affected by this stigma, thus limiting
their willingness to disclose their experiences. This may
explain why, even with high rates of sexual violence found
to be perpetrated against boys, a high proportion of OSC
users have been girls.365
Ņ Potential disruption of family relationships has previously been identified as another external barrier deterring individuals from seeking OSC services. Some parents
reported that they chose to neglect the welfare of the child
and refrain from seeking assistance in order to save their
marriage, which is particularly the case when the perpetrator is the breadwinner.366
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Rwanda is a prime example of an African state where
OSCs have been implemented, evaluated, and scaled up
on a national basis. This process began in 2008. In taking
a crucial step to reconstruct the country and in striving to
overcome its legacy, Rwanda volunteered to become one of
the first of eight pilot states for the UN’s Delivering as One
initiative (One UN). The purpose of this project was to
develop approaches to enhance coherence, efficiency, and
effectiveness of the UN system at the country level.367
As part of this initiative, the Rwandan National Police and
the government set up a joint intervention with the One
UN Rwanda agencies including UNICEF, UNWomen
and the United Nations Population Fund (UNFPA),368
for the prevention of and response to VAC and GBV. In
addition to this partnership, and policies to progressively
eradicate VAC and GBV, the government has implemented, strengthened, and revised legislation relating to protecting children from violence.369
Whilst there is strong political commitment to protecting
children from violence, VAC remains a persistent problem
in Rwanda. In the latest survey on VAC conducted by
the government between 2015-2016, the prevalence of
physical violence inflicted upon boys before the age of
eighteen was as high as 59.5%, with 37.2% in girls.370
Moreover, 23.9% of girls surveyed reported to have experienced being sexually abuse before the age of eighteen,
with 9.6% for boys reported. Additionally, 12% of girls
and 5% of boys aged between thirteen and seventeen
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reported to having been sexually abused within the last
twelve months of taking the survey.371

CHARACTERISTICS OF THE ISANGE
ONE-STOP CENTRES IN RWANDA

Nevertheless, the government-backed responses to VAC
have proven vital to addressing this epidemic. In May 2009,
the partnership between One UN and the government
designed an interdisciplinary programme that created the
first ever holistic hub – an integral part of the response.372
The Isange One-Stop Centre (IOSC), located inside
the Kicyiru Police Hospital in Kigali, was established.373
“Isange” meaning “to feel at home” in Kinyarwanda, and
bears an important message. The name was specifically
chosen to help victims of VAC and GBV realise that they
are welcome to seek refuge and support at the centres.374

A Multidisciplinary Provision of Services in
Accordance with Protocol:

The centres utilise a multisectoral team approach to
respond to and provide follow-up support for children
and women and men who are survivors of physical, sexual,
and/or emotional VAC and/or GBV, whether occurring in
the family or the community at large.375 The team involves
the coordination of the medical, psychosocial, law enforcement, and judicial sectors.376
Today, the IOSC has scaled up to include a total of
forty-four centres that are located in every district of
Rwanda.377 As part of its development agenda to transform
Rwanda into a middle-income country, this number is
expected to increase to an estimated total of 500 centres
through the decentralisation of healthcare centres.378

The IOSCs utilise a multidisciplinary investigative and intervention team approach, which “adapts evidence-based,
international best practice protocols for working with
victims of GBV and child abuse”.379 In 2015, the Ministry
of Health also implemented its own Protocol for Multidisciplinary Treatment of Victims of Gender-Based Violence and
Child Abuse, which determines the roles and responsibilities of the members of the IOSC team.380
A Multidisciplinary Team:
Based in healthcare centres, IOSCs provide free-of-charge
holistic services under one roof, twenty-four hours a day
and seven days a week. In the provision of services, the
team aims to prevent retraumatisation and revictimisation, and improve the resilience of child survivors of
abuse.381 Each IOSC multidisciplinary team consists of
social workers, psychologists, medical doctors (including gynaecologists), investigators and a Judicial Police
Officer (JPO). Together, the team provides an array of
services. Medical services, including collecting forensic
evidence, health evaluations and treatment, and the provision of emergency contraceptives, PEP and STI/D care.
Psychosocial counselling, legal care, temporary safe shelter,
social reintegration, and follow-up support services are also
provided.382
Working with Children and a Children’s Room:
IOSCs offer services not only to children but also to
women and men survivors of violence. However, children
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have access to services provided by individuals that are
specifically trained to work with them.383 There is a desig
nated room for children with cartooned-painted walls
and toys to play with. The aim is to create a comfortable
and safe environment for children.384 Social workers and
psychologists work first with children first at the centres,
often interacting with them through play to make them
feel comfortable and encourage them to open up. They are
then referred on to the next services at the centre, usually
the JPO who files a police report.385
Management, Support and Coordination:
The Ministry of Gender and Family Promotion is the
overall national coordinator.386 The Ministry of Health
and the police jointly coordinate the implementation of
IOSCs,387 and the Ministry of Justice is consulted in the
coordination of legal sector services. A Steering Committee,
consisting of the implementing partners and donors, meets
four times per year for management oversight.388 A Technical Committee consists of the coordinator of the IOCS, the
GBV coordinator of the Ministry of Health, and the technical gender, child, and human rights staff of UNICEF,
UNWomen, and UNFPA. The Technical Committee
meets on a regular basis for meetings concerning the IOSC
programme. Every six months, it submits a progress and
financial report to the Steering Committee.389
Strong Links to the Police and Community Policing
Structures:

In response to GBV and child abuse,
Isange OSCs have had a positive impact:
cases of women and children who are
victims of violence have been reported.
The assembly of the 4 services (legal,
medical, psychological, and safe room)
has been beneficial in preserving the
safety and health of the victims with
the necessary discretion [and] without
hindering the possibilities of going to work
when one is employed especially. The
good thing is that the community policing
volunteers in the communities, [first] give
advice to the families that manifest conflict
behaviours. In case of a lack of positive
change, these volunteers can denounce
the violence in the neighbourhood by
calling for help to the police hotline that is
created for this purpose…
Liberata Gahongayire, Researcher in
Genocide Studies and PhD Candidate
at the Université libre de Bruxelles

structure between the JPO and the police puts the IOSCs
at a distinctive advantage when compared to other interventions.392
Funding:

Although the IOSC is embedded within the health system,
the police play a central and leading role. As every victim
that seeks services at the centre is seen by the Judicial
Police Officer, their cases are immediately investigated
and referred to the National Public Prosecution Authority if required.390 The JPO is linked to the police’s Gender
Desk, and a high proportion of cases are referred from the
Gender Desk in instances of GBV.391 This strong policing
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Initially, funding was heavily reliant on the One UN partnership agencies. In the initial year of IOSC implementation, UNICEF in particular provided the most funding
and training for the centre’s operations.393 However, the
government has attempted to phase out international aid
and with an increased allocation of its own budget for the
IOSCs and responses to VAC. Today, whilst there is still
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financial support from foreign donors, the Ministry of
Health predominantly funds the centres.394

IOSCs in Rwanda today, and are rather crucial observations that have occurred since implementation. Some
strengths and enablers identified include:

Data Collection:
Each member of the multidisciplinary team at the IOSC is
involved in the data collection process. This begins when
the child enters the centre. The social worker, who sees the
child first, collects their basic information, and then escorts
the child to the other service providers who obtain further
information.395 Data management has improved over the
last decade, with policies and data capturing processes in
place. Since 2013, there has been active work on streamlining the quality of the data collected and management
through a database.396 Today, the IOSCs utilise the Health
Management Information System to collect and manage
information.397
Awareness-Raising:
Awareness-raising forms another component of the IOSC
programme too. Across the country, there have been campaigns on television and radio platforms and through
existing community structures, to disseminate the message
of the centres. A toll-free line is also available at all times
for individuals who require help.398
SUCCESSES & SHORTCOMINGS OF THE IOSCS
The implementation and scale-up of the IOSCs has
resulted in some major progress towards Rwanda’s goals
of eliminating VAC and GBV. The centres have become
a recognised international model, with some other states
looking into how it can be replicated into their own jurisdictions.399 Since implementation over the years, there
have been some crucial successes and shortcomings that
are useful inputs in understanding what contributes to a
well-functioning OSC. Although it should be noted that
these factors do not necessarily represent the climate of

Ņ There has been an increase in the number of survivors accessing IOSC services per cases of VAC, and there
has been an increase in the number of cases prosecuted
in the courts.400
Ņ A free-of-charge provision of services has enabled the
accessibility to the OSC.
Ņ Medico-legal forensic capacity has been identified to
exceed any other intervention within the country. For the
National Public Prosecution Authority, a medical report
is the most important document that provides evidence
in successfully prosecuting a case. As the most professional and timely reports are reported to have come from the
IOSC, the authority has expressed support for the centres
and often refers survivors there.401
Ņ Strong links with policing structures has placed
the centres at a comparative advantage in the likelihood
of preserving the chain of evidence. This begins from the
time the survivor visits the IOSC since there is an immediate investigation by the JPO.402 The centres also benefit
greatly from awareness-raising carried out by community policing structures.403
Ņ Strong political commitment to eliminating VAC
has been recognised through law and policy and recognises that the IOSC fills the role of good practice in
VAC responses. This attitude is further reflected in centres
being prioritised for improvement, scale-up, and capacity
strengthening based on evaluations.404
Ņ Implementing the Protocol for Multidisciplinary
Treatment of Victims of Gender-Based Violence and
Child Abuse has delineated clearer responsibilities and

394 Shegufta Shefa Sikder and Others, “Mapping the Health Systems Response to Violence against Women” (2021) 4, 7 <https://www.researchgate.net/publication/349579262_Mapping_the_
health_systems_response_to_violence_against_women> accessed 7 June 2021.
395 Bernath and Gahongayire (n 373) 36-37.
396 Sikder and Others (n 394) 4-5, 7.
397 RAD Consult (n 368) 28.
398 Cousins (n 372) e12.
399 Ibid.
400 RAD Consult (n 368) 24, 26.
401 Bernath and Gahongayire (n 373) 8, 23-24.
402 Ibid. 22.
403 Ibid.
404 Ibid. 42; RAD Consult (n 368) 40.
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who is at significant risk is linked to the existing social
services and the wider CPS. Thus, follow-up procedures
that seek to find a long-term solution are indispensable for
protecting children from (further) violence.407 It should be
noted, however, since this evaluation Rwanda has actively
enhanced awareness and knowledge of VAC and GBV.
For instance, a two-month countrywide campaign was
utilised to address how community members can participate in preventing, detecting and responding to incidents
of VAC.408
Ņ Victims not returning for follow-up support has previously been identified as a shortcoming, and the result of
an array of factors. This has included a lack of economic
means to travel to the IOSCs, pressures from an existing
culture of silence, and cultural custom that does not prioritise mental health assistance.409

competencies of service providers at the centres for treating
victims. This has enabled a smooth professional coordination between sectors.405
Although the implementation of IOSCs has been para
mount in the progress towards eliminating VAC, there are
some shortcomings, weaknesses, and barriers identified.
These include:
Ņ Poor follow-up services were previously identified as
a weakness of the IOSCs and had particular implications
for children who had faced an on-going risk in their
communities. The lack of follow-up support was reportedly due to insufficient time and/or limited resources. This
led to a reliance on inadequate and untrained community
child protection, GBV committees, and other community policing structures for follow-up. In some cases, this
resulted in putting child survivors at even further risk of
violence and/or stigmatisation in their own homes and
communities.406 In cases of VAC, it is critical that a child
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Ņ Despite awareness-raising efforts, some evaluations
have identified them as inconsistent and not adequately sustained.410 Although there have been successful and
active campaigns to increase awareness and understanding of the grave individual, interpersonal, communal,
and societal consequences of VAC and GBV, 84% of the
respondents in one survey did not even know about the
existence of the IOSCs.411
Ņ Despite the provision of the legal aid component envisioned in the design of the IOSC programme, access to
legal services has been challenging. According to some
evaluations, legal aid is unavailable on a consistent basis.412
However, it is worth noting that external stakeholders,
such as the International Justice Mission, have supported
this missing component. Cases have been referred to the
NGO from the IOSC.413
Ņ The Protocol for Multidisciplinary Treatment of
Victims of Gender-Based Violence and Child Abuse
requires that every effort should be made to limit the
number of interviews a survivor experiences. However, in
practice, evidence has suggested that victims have under-
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gone multiple different interviews with each different
service provider, posing the risk of retraumatisation and
revictimisation.414
Ņ Weak and incoherent coordination management has
previously been identified another weakness of the IOSC
programme. For instance, Coordinated Steering Committee meetings are supposed to occur four times per year.
Despite this, one evaluation revealed that no reporting
links between the IOSCs and the relevant ministries had
been made. This issue is heightened at the decentralised
level.415 A lack of coordination can hinder evaluation prospects and cause tensions in professionalism and departments.
Ņ The combination of a strong culture of stigma associated with sexual violence that further encourages
a culture of silence, has previously been recognised as a
serious external inhibitor to the IOSC programme, which
discouraged some survivors from seeking services at the
centres. Adolescent girls have been particularly and disproportionately affected by this stigma. Furthermore, there
has been concern about the underreporting of sexual abuse
perpetrated against children.416 There have been several
reasons that have deterred survivors from seeking services
including: the desire to avoid the dislocation of family relationships (particularly when the perpetrator is family)
and avoid a perceived embarrassments and/or awkwardness between family and society, and/or when there is an
economic dependence linked to the perpetrator.417
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THE CASE OF
SOUTH AFRICA

BACKGROUND
The situation of violence perpetrated against children in
South Africa is dire. According to the 2015 Optimus Study
on Child Abuse, Violence and Neglect in South Africa,
by the time they reach the ages of between fifteen and
seventeen, many young South Africans have already
experienced some form of VAC.418 Compared to global
statistics, South African children are disproportionately
affected by violence.419 For instance, one in five (19.8%)
children have reported to experiencing some form of
sexual abuse during their lifetimes,420 compared to the
global average of 12.7%.421 Girls in particular, are more
likely to experience forced sexual abuse.422 The statistics
for physical abuse were even higher at 34.4%.423 In cases
of emotional violence, 19.6% of girls reported to having
experienced some form of emotional abuse compared to
12.6% for boys.424
As South Africa has been a pathfinding country in the End
Violence Partnership since 2017, it has made a formal commitment towards ending VAC.425 However, because child
abuse is often interlinked with other forms of violence,
some responses have been incorporated into the many laws
and policies targeting GBV, IPV and VAC. This includes
provisions across its criminal law, the Children’s Act 38 of
2005, the Domestic Violence Act 116 of 1998, and the
Service Charter for Victims of Crime in South Africa of
2004.426 Additionally, the National Strategic Plan on Gender-Based Violence and Femicide (2020) has been imple-
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mented.427 This aims to strengthen several government and
civil society approaches within a multisectoral strategic
framework to realise a South Africa that is free from VAC
and GBV.428
Over the last two decades, several government-led OSC
responses have been implemented stemming from these
various laws, policies, and programmes. The Thuthuzela
Care Centre (TCC) model was specifically introduced in
1999 as a critical response to the government’s anti-rape
strategy. Led by the National Prosecuting Authority
(NPA), these centres offer a One-Stop Centre approach
for survivors (including children) of GBV and sexual violence.429 Today, a total of fifty-five centres have been established across nine provinces throughout South Africa.430
Similarly, in 2011, the Department of Social Development supported by the United Nations Office on Drugs
and Crime (UNODC) and the European Union (EU),
established Khuseleka OSCs.431 These centres are designed
to treat survivors of a wide range of forms of violence and
crime. This includes sexual assault; domestic violence, rape,
human trafficking, child abuse, and violence against the
elderly and disabled.432 In 2015, the North West Department of Health in collaboration with Medicins Sans Frontieres/Doctors Without Borders (MSF), also launched the
one-stop Kgomotso Care Centre (KCC) model in response
to GBV.433
CHARACTERISTICS OF ONE-STOP
CENTRES IN SOUTH AFRICA
Multidisciplinary Provision of Services and
Multisectoral & Interagency Collaboration:
In South Africa, because there are various OSCs under the
authority of different government departments, their pro-

vision of multidisciplinary services varies according to the
OSC.
The TCCs under the direction of the NPA have three main
aims: to reduce revictimisation, to increase conviction rates
of perpetrators, and to reduce the lengths of time required
to finalise criminal cases of GBV and sexual violence.434
Thus, they function in two areas: immediate services are
provided in a centre located in a public healthcare facility,
and the legal component is dealt with within the sexual
offences court.435 Staff on site include a case manager,
victim assistance officer, and site coordinator; counsellors
(provided by NGOs or the Department of Social Development); trained detectives and professionally competent
officers to take statements, as well as the South African
Police Service or emergency medical personnel for victim
transportation.436
Upon entering a TCC, survivors are welcomed and comforted by a site coordinator or a nurse. A chain of several
services are then provided. Medical examinations are
conducted, both for health assessment and for forensic
evidence collection. An investigative officer conducts an interview to enquire about the survivor’s experience and take
their statement. A social worker or nurse provides counselling. Treatment, follow-up support, and medication to
prevent STI/Ds and HIV is provided by a nurse. Shelter
arrangements may also be made where necessary. Before a
case goes to court, consultations with a prosecutor may be
made, and court preparation is provided by a victim assistant officer. Throughout the judicial phase, updates of the
trial process are provided by a case manager.437
The Department of Social Development’s Khusuleka OSCs are described as a “twenty-four-hour place of
refuge” for survivors of violence and crime (including children).438 The operation of the centres builds upon mul-
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tisectoral collaboration between numerous state agencies
and departments, supported by international agencies,
NGOs, and civil society organisations. Each sector offers
different services. The Department of Social Development
provides shelter, social workers, and care workers. Volunteers provide psychosocial counselling, support, care, and
empowerment. The Department of Health is responsible
for supporting technical medico-legal services, and examinations, treatment, and forensic documentation. The NPA
is also involved in this collaboration, and as is tasked with
case preparation for the court process and prosecution. The
SAPS registers cases, administers the arrests of perpetrators, and investigates cases for court preparation. Additionally, NGOs and foreign donors support the services, and
the technical and financial aspects.439
At the North West Department of Health and MSF’s
KCCs, emergency medical care and psychosocial support
is offered to survivors of GBV. These free services are administered by a team of forensic nurses, registered counsellors, and social workers. The package of care provided
by the team includes medical first aid, medical assessment,
forensic examination, the administration of PEP and

439 Ibid; Gender Links (n 431) 4-5.
440 Ibid; MSF (n 433).

emergency contraception, vaccinations, and counselling.
Linkages and referrals are made for further care if necessary, such as for acute mental health needs, placement at
shelters, and access to legal services and counsel.440
SUCCESSES & SHORTCOMINGS
OF OSCS IN SOUTH AFRICA
OSCs have made a significant impact over the last two
decades of their existence in South Africa. Various assessments have been made and evaluations have identified
some key successes and shortcomings. that are useful inputs
into understanding what contributes to a well-functioning
OSC. However, it should be noted that these factors do
not necessarily represent the climate of OSCs in South
Africa today. Rather, they are crucial observations that
have occurred since their implementation. The successes,
strengths, and enablers include the following:
Ņ Regular coordination meetings in some OSCs have
built good relationships amongst the different disciplines
and staff, which has been a key enabler to the functioning
of OSCs. These sessions discussed case management and
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the roles and responsibilities of each member of staff and
the agency. This not only enables the operations of OSCs,
it also improves the quality of services provided to survivors.441
Ņ As TCCs are under the direction of the NPA as the
lead agency, more cases have been prosecuted through
these centres, resulting in a high conviction rate of perpetrators.442
Ņ To avoid patients not returning for follow up support
and transportation costs incurred by survivors travelling
back to the centres, some OSCs have administered a full
course of treatment upon the survivor’s first visit. This
has enabled a more effective way of following through with
medical treatment.443
On the other hand, several shortcomings, weaknesses, and
barriers have been observed in OSCs throughout South
Africa. These include:
Ņ Despite children making up 60% of cases at TCCs, one
assessment found that not all centres were child-friendly. According to an evaluation from 2016, of the fifty-four TCCs surveyed, only twenty-six were considered
to be adequately child-friendly. Specifically, there were no
child-friendly rooms to wait in, no toys for children to play
with, and the interior of some centres were not considered
conducive to creating a child-friendly setting and neutral
environment.444
Ņ A major barrier to the sustainability of OSCs in South
Africa has been the heavy reliance on donors for funds.
In some instances, the financial situation had deteriorated to the point that salaries of staff had to be cut, some

services were discontinued, and some centres had to
approach donors for emergency funds.445
Ņ One evaluation identified that at some OSCs, children
who presented after hours or children that lived in informal
settlements, were significantly less likely to receive psychosocial counselling. These findings were suggestive of insufficient professional engagement with children and
weaknesses in the referral mechanisms for psychosocial
support.446
Ņ Poor working relationships have been identified as
another shortcoming throughout the OSCs. For instance,
at TCCs, the combination of an NPA-led yet healthcare-based setting provoked inherent tensions in the
absence of professional coordination and management.
Furthermore, the poor transition from an NGO service to a
TCC had only further amplified this strain at some centres,
which led to the NPA dominating responses, unclear roles,
and strained relationships.447 However, these tensions have
not only been observed in TCCs. For instance, at some
Khuseleka OSCs, despite a Memorandum of Understanding in place, inadequate uniformity in communication had
hindered the teamwork spirit of staff.448
Ņ A shortcoming of having different OSC models responding to VAC has meant that that some services may
dominate the focus or there may be a lack of some
services. Different centres may have different arrangements with agencies too. For instance, at some centres,
psychosocial services lacked due to the unavailability of
social workers.449 On the other hand, some centres lacked
on-site legal and psychological services.450
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THE CASE OF
ZAMBIA

BACKGROUND
Incidents of VAC in Zambia paints a harrowing picture
of reality. The results of a government-led survey from
2014 on VAC confirms the severity of the problem. Of
those that were surveyed between the ages of eighteen
and twenty-four, females were twice as likely (20.3%) as
males (10%) to have experienced childhood sexual abuse.
Moreover, of those that had reported experiencing at least
one incident of sexual VAC, 66% of females and 78.8%
of males reported experiencing it in multiple forms.451 Additionally, one in four and one in five females and males
aged between fifteen and seventeen reported to experiencing some form of physical violence and emotional violence
respectively, within the last twelve months.452
Responding to this epidemic, the government has implemented several mechanisms in a bid to eliminate VAC.
In general, efforts made towards the elimination of VAC
in Zambia have been formally secured in legislation and
policy. For instance, in 2015, the government implemented the National Child Policy along with its implementation document, the National Plan of Action for Children.
The topic of VAC comes under the chapter of child protection, one of its key pillars. In December of 2020, Zambia
also became the thiry-first pathfinding country of the End
Violence Partnership.453
In 2006, the first ever OSC in Zambia was also established
in the paediatric unit of Lusaka’s University Teaching Hospital.454 The facility was set up in the department due to

widespread concern about the levels of child sexual abuse
cases since these required specialised services.455 This OSC
was modelled based on similar emerging centres in South
Africa.456 Although responding to cases of VAC, this OSC
was established as part of a wider GBV programme supported by the Centers for Disease Control and Prevention
of Zambia. Between 2005-2007, CARE Zambia and its
partners also worked on a pilot project geared towards
establishing two stand-alone, NGO-driven one-stop Coordinated Response Centres in both Lusaka and Chipata.
The project was later expanded under the ‘A Safer Zambia’
project supported by USAID, and from 2007 eight other
OSCs were established under this umbrella.457
In government-led responses, although there are several
policies for child protection and VAC, OSCs have also been
incorporated into efforts to specifically combat GBV. The
collaboration between the Government of the Republic
of Zambia and the United Nations’ Joint Programme on
GBV, was a four-year multisectoral programme increased
the number of hospital-based OSCs too. One further important innovation of the GBV Joint Programme was the
introduction of village-based OSCs, which were created
in the realisation that it would be too costly to develop
and support the target of seventy-two hospital based OSCs
within each district.458 These centres provide services to
survivors of GBV given by trained members of the community.459
The various forms of OSCs represent the overall climate
of the centres in Zambia responding to GBV. Some were
initially established as government, foreign aid, and/or
NGO initiatives, or a combination of these, and some are
located in health facilities, some are stand-alone, and some
are based in community settings. However, in recent years,
the government has taken the initiative to integrating all
centres into its health system and has assumed ownership.

451 Ministry of Youth, Sport and Child Development and Others, ‘Report: Violence Against Children in Zambia Findings from a National Survey, 2014’ (Republic of Zambia 2018) 17–18 <https://www.
unicef.org/zambia/sites/unicef.org.zambia/files/2018-11/Binder%20EMAIL%20thursday%20NEW.pdf> accessed 10 June 2021.
452 Ibid. 28, 41.
453 ‘Zambia’ (End Violence Against Children) <https://www.end-violence.org/impact/countries/zambia#collaboration> accessed 10 June 2021.
454 Keesbury and Others (n 297) 11.
455 Elwyn Chomba and Others, ‘Review Article: Integration of Services for Victims of Child Sexual Abuse at the University Teaching Hospital One-Stop Centre’ (2010) Journal of Tropical Medicine 4
<https://pubmed.ncbi.nlm.nih.gov/20706671/> accessed 10 June 2021.
456 Gender in Development Division, ‘National Action Plan on Gender-Based Violence 2008-2013) (Government of the Republic of Zambia 2008) 12 <https://endvaw.ca/wp-content/
uploads/2015/12/gbv-nap_2008-2013_final.pdf> accessed 11 June 2021.
457 Keesbury and Others (n 297) 11; USAID, ‘Gender-Based Violence Programming Evaluation’ (USAID 2010) 1 <https://www.betterevaluation.org/sites/default/files/evaluation_services_integrees_
vs_care_en_zambia_en.pdf> accessed 9 June 2021.
458 Georgie Zimbizi, Nalukui Milapo and Sara Holsbrink, ‘Independent Evaluation of the Government of the Republic of Zambia/United Nations (GRZ/UN) Joint Programme on Gender Based Violence:
Final Evaluation Report’ (Government of the Republic of Zambia and the United Nations Development Programme 2017) 60 <http://web.undp/evaluation/evaluations/adr/zambia.shtml> accessed
10 June 2021
459 Ibid.

67

In 2018, the former US ambassador to Zambia officially transferred all sixteen USAID-led and funded OSCs to
Zambia’s Minister of Health.460 Moreover, Phase II of the
Joint Programme on GBV officially commenced in 2019,
which supports the Ministries of Health and of Gender
in their implementation and strengthening of hospital and
village-based OSCs.461

National Guideline for the Multidisciplinary Management
of Survivors of GBV, which was revised to include extensive provisions for the management of child survivors.462
Thus, a typical OSC in Zambia may provide the following
services under one roof:

Provision of Multidisciplinary Services:

Ņ Police services: A permanent victim support unit
police officer is stationed at the OSC, tasked with filing all
cases of violence reported at the OSC. The police officer
also collects all necessary evidence, including a forensic
medical report, for the preparation of a case submission
to the courts.463

OSCs were established to bring all the critical services for
survivors of GBV (including child survivors) under one
roof in a timely and efficient manner. As centres operate
from different facilities, they also may also have different
features. For example, some do not operate round the
clock. Importantly, however, all OSCs in Zambia follow a

Ņ Health services: Nurses provide services including
rapid HIV testing, PEP, emergency contraceptives, and
treatment for physical wounds. Doctors at the OSC are
tasked with compiling a medical report and taking forensic
specimens that are sent to a laboratory for testing.464
However, some stand-alone facilities are not equipped to

CHARACTERISTICS OF ONE-STOP
CENTRES IN ZAMBIA
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provide clinical services, and thus, referrals may be made to
hospitals. This is the case for village OSCs.465
Ņ Counselling services: Trained counsellors provide psychosocial support and counselling to survivors, with the
aim of improving survivor resilience. Counselling is given
to survivors in accordance with their specific needs (and
stage of development).466
Ņ Paralegal services: Trained paralegals at the OSCs are
tasked with providing legal advice to survivors and/or their
parents/caregivers on how to pursue their cases.467
Ņ Safe shelter referrals: As OSCs do not provide temporary shelter, where necessary, OSCs are tasked with
ensuring referrals to safe houses, where necessary.468
Coordination and Support for OSCs:
The Ministry of Health is accountable for the coordination
of OSCs in Zambia,469 together with the support of several
other stakeholders. The Ministry of Gender is involved
in the creation of OSCs at the district and community
levels.470 Additionally, there are various international and
foreign-aid stakeholders still involved in the support of the
OSCs. This includes UNICEF, UNFPA, ILO, the United
Nations Development Programme (UNDP), and the International Organisation for Migration. Foreign aid and
support through GBV programmes are also received from
countries including the USA, Sweden, Ireland, the UK,
and also the EU.471
SUCCESSES AND SHORTCOMINGS
OF ZAMBIA’S OSCS
Overall, OSCs in Zambia have been an effective and efficient way to offer integrated services to survivors of
violence (including for children). Since implementation,
some vital successes and shortcomings have been identified
over the years, which are useful inputs in understanding
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what contributes to a well-functioning OSC. It should be
duly noted, however, that these factors do not necessarily
represent the climate of OSCs in Zambia today. Rather,
they are crucial observations that have occurred since the
implementation. Some important successes, strengths, and
enablers of the OSC implementation include:
Ņ Hospital-based OSCs have been able to provide a full
range of efficient and comprehensive health, paralegal, and
counselling services under one roof.472
Ņ Village-based OSCs have provided an alternative,
cost-effective, and first-line of assistance for delivering
services to survivors, utilising existing community structures for counselling, paralegal advice, referrals to specialist
services, and awareness raising. As they are located within
communities, they are easily accessible for child survivors
and their families.473
Ņ The legitimacy and credibility of village-based OSCs
has been secured through a high level of support from
community chiefs and traditional leaders. This has
proven to be immensely beneficial to their success and
sustainability. As community leaders are custodians of
customs and traditions, they command great respect
within the community. Their commitments and dedications to supporting anti-GBV efforts are a prime example
of how strong links to community structures can enhance
both the prevention of violence and response interventions
through OSCs.474
Ņ Stand-alone and NGO-led OSCs have been beneficial
for providing services in a more private environment and
have been more flexible in the accommodation of emergency transits.475
Conversely, some challenges and barriers have been identified in OSCs in Zambia. These include:
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Ņ There have previously been concerns over the sustainability of OSCs in the phasing out of donor driven financing. For instance, whilst the government has planned to
incorporate the centres into mainstream case and support
services, at the time of evaluation of one assessment in
2017, this had not yet been actualised. In some cases,
neither the Ministry of Health nor the hospitals had allocated adequate finance for the centres in their budgets.
Thus, without the aid of international and foreign donors,
it may be challenging for centres to operate. In the past,
the reliance on donations for operations led to some failed
or collapsed centres once their projects had elapsed too.476

have meant that OSCs have faced constraints in transporting sensitive cases to and from facilities, 480 and have also
hindered provision of some services such as prophylaxis
treatment.481
Ņ The absence of a national OSC policy framework
providing covenant support for OSCs, has previously led
to concern over the future accountability and national financial committments to the OSCs.482

Ņ An undersupply of documents related to post-rape
care was another identified barrier to the provision of
OSC services. For instance, in some cases the unavailability of forms meant that child survivors and their parents/
caregivers had to be directed to other departments within
the hospital just to open their files to seek services. This
hinders the very concept of the ‘one-stop’ approach, which
seeks to prevent retraumatisation.477
Ņ Although village-based OSCs have proven to be
cost-effective and accessible, they have not provided
health services on site. In addition, some centres have
been resource-constrained and have, therefore, only
provided limited services.478
Ņ As village OSC services are provided by community
members, there have been concerns about professionalism in adequately detecting, inspecting, and dealing with
instances of VAC. Some accounts have found attitudes of
harmful cultural stigma amongst staff. Persons with disabilities have been particularly affected by stigma. In some
instances, this had detrimentally induced retraumatisation
rather than aiding recovery.479
Ņ Limited resources have been identified as another
shortcoming of OSCs in Zambia. As reliance on foreign
and international aid is being phased out, budget cuts

476 Zimbizi, Milapo and Holsbrink (n 458) xii, 80-81.
477 Nachela Chelwa and Others, ‘Enhancing Access to Post-Rape Care for Child Survivors in the Context of Police and Health Services in Zambia: A Feasibility Assessment of a Police Response Model’
(Population Council 2017) 13 <https://www.popcouncil.org/uploads/pdfs/2017RH_PoliceResponseSGBV-Zambia.pdf> accessed 9 June 2021.
478 Georgie Zimbizi, Nalukui Milapo and Sara Holsbrink, ‘Independent Evaluation of the Government of the Republic of Zambia/United Nations (GRZ/UN) Joint Programme on Gender Based Violence:
Final Evaluation Report’ (Government of Zambia and the United Nations Development Programme 2017) xii-xiii <http://web.undp/evaluation/evaluations/adr/zambia.shtml> accessed 10 June 2021
479 Ibid. 74. For instance, in the village-based OSCs, there were accounts detailing that children and women with mental disabilities were physically and verbally abused by village OSC staff during
evaluations. When asked about such incidents during a focus group, they appeared to be unaware that their own actions amounted to inflicting violence themselves. This attitude towards persons with
disabilities is a greater reflection of the cultural stigmatisation surrounded by disability that puts persons with disability at a greater risk of abuse.
480 Ministry of Community Development and Social Service (n 469) 29.
481 Chomba and Others (n 455) 6.
482 Zimbizi, Milapo and Holsbrink (n 458) 79; Ministry of Community Development and Social Services (n 469) 29.
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THE CASE OF
ZANZIBAR

BACKGROUND
Over the last decade, the semi-autonomous island region
of Zanzibar has made a paradigm shift in response to
cases of VAC. In 2009, Tanzania conducted a national
household survey on VAC, the first of its kind in Africa.
The results disclosed a shocking revelation: children were
enduring serious levels of sexual, physical, and emotional
abuse. This signalled a powerful call for action.483
Of those surveyed aged between thirteen and twenty-four,
almost one in ten males (9.3%) and 6% of females
reported to having experienced at least one form of
sexual violence prior to turning the age of eighteen.484
Alarmingly, less than half of both females and males that
had been sexually violated reported telling someone
about their experience. Family, community, and fear of
abandonment were amongst the reasons cited as to why
children often withheld their experiences.485 The percen
tage of those who sought services for being sexual abused
was even lower. Just 18% of females and 11.4% of males
actively sought services, and of those who did attempt to
seek help, only six in eleven females and males received
services.486 The statistics for physical violence were even
more disturbing. Two out of three males (71.1%) and
six out of ten females (61.8%) reported having experienced physical violence in their childhood.487 The lack of
response from family members, community leaders, and
state agencies meant that many of these cases went unreported.488

Acting upon these harrowing numbers, in 2011, the Revolutionary Government of Zanzibar adopted the Children’s
Act. The Act is a Future Policy Award winning, pioneering, and comprehensive piece of children’s rights
law. Prior to its implementation, child-relevant law and
the protection of children had been haphazard, with provisions scattered across various pieces of traditional and
Islamic legislation that did not necessarily conform to the
international and regional legal standards of the rights of
the child. The objective of the Children’s Act was not only
to effectively outlaw and respond to cases of VAC, but
it has laid down the foundation for a coordinated CPS,
established a child-friendly court, promoted the rights
of children, including for those in conflict with the law,
streamlined child-relevant law, and conformed to the
obligations under international and regional laws on
the rights of the child.489
In the past, protection and response services available to child abuse survivors were also fragmented and
uncoordinated.490 As many complaints were reported by
members of the community regarding the various challenges they faced in responding and reporting to cases of
VAC, representatives of the government embarked upon
a study visit to Zambia where a functioning OSC model
had already existed.491 Taking inspiration from this model,
OSCs were established in Zanzibar in 2011. These
centres were a paramount aspect of operationalising the
Children’s Act and of formed part of the national action
plan policy to ending VAC.492
The first ever centre was based in Mnazi Mmoja Hospital
in the capital of Stone Town, which opened as part of a
joint collaboration between Save the Children and
the Child Protection Unit (an agency operating under
the Ministry of Empowerment, Social Welfare, Youth,
Women and Children).493 Encouraged by the promising
results of the first centre, and in particular, the impact it

483 The Revolutionary Government of Zanzibar and UNICEF, ‘T-Watoto Survey Report on Violence against Children in Zanzibar’ (2017) 3 <https://www.togetherforgirls.org/wp-content/uploads/
REPORT_ON_VIOLENCE_AGAINST_CHILDREN_IN_ZANZIBAR.pdf> accessed 1 April 2021.
484 UNICEF Tanzania and Others, ‘Violence Against Children in Tanzania: Findings from a National Survey 2009’ (United Republic of Tanzania, August 2011) 91 <https://www.togetherforgirls.org/wpcontent/uploads/2017/09/2009_Tanzania_Findings-from-a-Violence-Against-Children-Survey.pdf> accessed 1 April 2021.
485 Ibid. 92.
486 Ibid. 95-96.
487 Ibid. 98. Please refer to the report for more information on VAC statistics in Zanzibar.
488 Save the Children Tanzania, ‘Child Protection’ (Save the Children) <https://tanzania.savethechildren.net/what-we-do/child-protection> accessed 15 March 2021
489 For more information see ‘Zanzibar’s Children’s Act’ (Future Policy 2015) <https://www.futurepolicy.org/rightsofchildren/zanzibars-childrens-act/> accessed 16 April 2021.
490 Phil Wilkinson, ‘Assessment Report: Zanzibar’s One Stop Centres’ (Save the Children 2014) 6-7.
491 The Ministry of Health, ‘The One Stop Center Model in Zanzibar’ (Presentation, Revolutionary Government of Zanzibar 2018).
492 Ministry of Labour, Empowerment, Elders, Youth, Women and Children, ‘National Plan of Action to End Violence Against Women and Children 2017-2022’ (Revolutionary Government of Zanzibar
2017) 29 <https://www.togetherforgirls.org/wp-content/uploads/Zanzibar_National_Plan_of_Action_on_VAWC.pdf> accessed 18 April 2021.
493 Save the Children Tanzania (n 488).
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had for child survivors of VAC, the government decided
to scale-up the OSC initiative with the assistance of Save
the Children.494 Known locally as ‘Mkono kwa Mkono’
centres,495 five new OSCs were subsequently established
within the island region. Today, the six OSCs operate in
six of the ten district hospitals, and they play an integral
role in responding to cases of VAC as part of a broader,
systems-strengthened, and multi-stakeholder CPS.496
CHARACTERISTICS OF ZANZIBAR’S
ONE-STOP CENTRES
A Multidisciplinary Provision of Services:
Based in district hospitals, OSCs in Zanzibar are operational twenty-four hours a day and seven days a week,
with the aim of providing collective, quick, and easy
services to victims of abuse.497 These services are offered
by a multidisciplinary team at the OSC, comprising of
social workers, police without uniform, medical personnel, and psychosocial counsellors.498 Each OSC aims
to offer the following services under one roof to all survivors of all forms of abuse:
Ņ Medical services: 
Examinations, assessments, provision of tests for HIV and
STI/Ds, and treatments including the administration of
PEP and emergency contraceptives are provided by health
professionals (including a medical doctor).
Ņ Legal and law enforcement services: 
A designated police officer at the OSC assists survivors
in properly reporting and filing incidents of VAC to
ensure prosecution. The OSC police officer is not dressed
in uniform and is professionally trained in dealing with
children, which is a requirement for making the survivor
feel as comfortable as possible. Paralegal services are also
provided to survivors under this pillar.
Ņ Psychosocial services: 
OSCs are equipped with providing counselling via a social
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workers, who are also tasked with following up with each
patient who comes to the centre.499
Coordination, Support and Accountability of OSCs:
The centres’ operation is not only based on multidisciplinary roles within a team, but also relies on inter-ministerial and interagency collaboration. There are three essential
government pillars – health, justice, and social welfare
– directly involved in the administration of services and
management. This involves coordination between the
Ministry of Health, the police, legal services, the Directorate of Public Prosecution, the Ministry of Justice, as
well the Ministry of Empowerment, Social Welfare, Youth,
Women and Children Development.500 Save the Children
has been highly involved in supporting this collaboration
of agencies and ministries too since the OSC establishment
in 2011. In addition, there has been support from several

Ministry of Health (n 491) 2.
Ministry of Labour, Empowerment, Elders, Youth, Women and Children (n 492) 29.
Save the Children Tanzania (n 488).
Ministry of Health (n 491) 5; Together for Girls, ‘Visit the Mnazi Mmoja One Stop Centre’ (Together for Girls) <https://www.togetherforgirls.org/visit-mnazi-mmoja/> accessed 17 April 2021.
Save the Children Tanzania, ‘Ensuring Every Child is Protected in Zanzibar’ (Save the Children 2020) <https://tanzania.savethechildren.net/news/ensuring-every-child-protected-zanzibar> accessed
17 April 2021.
499 Ibid; Save the Children Tanzania (n 488).
500 Wilkinson (n 490) 6; Ministry of Health (n 491) 4.
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other key international stakeholders, including UNICEF,
UNFPA, and the Swedish International Development Cooperation Agency.501
SUCCESSES & SHORTCOMINGS
OF ZANZIBAR’S OSCS
In a region with limited resources, expertise, and previously fragmented responses to VAC, the implementation of OSCs in Zanzibar has been highly successful.
These centres have also been welcomed by the CmRC in
their provision of immediate support to child victims of
abuse.502 Since implementation, over the years there have
been some vital successes and shortcomings that are useful
inputs in understanding what contributes a well-functioning OSC. It should be duly noted that not all factors necessarily represent the climate of OSCs in Zanzibar today, but
rather have been crucial observations that have contributed
to the development of OSCs over time. Some successes,
strengths, and enablers of OSCs include:
Ņ Generally, the number of survivors receiving comprehensive, free-of-charge, and necessary services for
their abuse has increased, which has been difficult to
receive in the past.503
Ņ Cases have been reviewed and reported through the
OSC facilities, and have been successfully prosecuted,
which has increased the level of convictions per perpetration.504
Ņ A strong legislative and policy framework, inclu
ding a national action plan that vouches to end all forms
of VAC, is demonstrative of an institutional backbone for
prevention and for the OSC response tool. Additionally,
it has established a baseline for ministerial accountability
for VAC.

Ņ Increased general awareness of VAC and of OSCs
as an intervention tool has been fostered by a National
Campaign on Violence against Women and Children
jointly supported by both the government and NGOs.
The campaign targets all levels of society, from the levels of
government and other respective stakeholders, community groups and members, as well as youth and adolescents,
and within both the public and private domains. Messages
and jingles throughout the mainstream and social media,
posters, and face-to-face community dialogues have all
been utilised to spread awareness of VAC and the availability of OSCs. Through consultation with a youth group,
awareness activities have also been incorporated into the
school curriculum.505 Prevention campaigns such as the
government’s positive discipline project addressing the
alarmingly common use of corporal punishment in the
school settings, have been another external enabler for
fostering a change in attitude towards an intolerance of
VAC.506
However, whilst OSCs in Zanzibar have been beneficial,
barriers to and shortcomings and weaknesses in the functioning of the centres have also been identified. These
include:
Ņ In the past, when OSCs were initially established,
a lack of financial resources had been a limitation for
OSCs in their operational and technical capacities.507 For
instance, a digitalised data management and coordination
system was absent due to these constraints.508 By learning
from these lessons, however, financial and budgetary
commitments are now central to achieving an enabling
environment in ensuring the protection and empowerment
of children within the current National Plan of Action to
End Violence Against Women and Children. This includes
establishing a comprehensive information management
system to track trends in VAC and monitor response tools
such as the OSCs.509

501 Wilkinson (n 490) 7.
502 United Nations Committee on the Rights of the Child, ‘Concluding Observations on the Combined Third to Fifth Periodic Reports of the United Republic of Tanzania*’ (2015) CRC/C/TZA/CO/3-5
para 46
503 Wilkinson (n 490) 9.
504 Ibid.
505 ‘Consulted by the Government: to Develop Material for the National Campaign on Violence against Women and Children in Zanzibar’ (SEMA Tanzania 2020) <https://www.sematanzania.org/
stories/consulted-by-the-government-to-develop-materials-for-the-national-campaign-on-violence-against-women-and-children-in-zanzibar> accessed 17 September 2021.
506 Annual Joint Education Sector Review Technical Working Group, ‘Annual Joint Education Sector Review Report 2019’ (The Revolutionary Government of Zanzibar 2019) 37-38 <https://www.
globalpartnership.org/sites/default/files/document/file/2020-05-Tanzania-Zanzibar-ESP-IR-JSR-AM.pdf> accessed 18 September 2021. The project developed a teacher’s manual that outlined the
best positive disciplining practices, and since 2017, has been implemented in the training curriculum of staff at schools.
507 Wilkinson (n 490) 10.
508 Ibid. 9. This meant that sometimes contact details of the child and their parent/caregivers were not recorded for follow-up treatment; and nor were records of the services provided to each child
survivor.
509 Ministry of Labour, Empowerment, Elders, Youth, Women and Children (n 492) 29, 35-36.
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Ņ In Zanzibar, resolving cases of VAC through informal
mechanisms, such as through financial compensation and
agreements made with the perpetrator, has been prevalent.510 This has been accompanied by a strong culture
of silence, which has deterred parents/caregivers from
reporting their child’s case to the relevant authorities and
OSCs.511
Ņ Preference for using ‘sheha’ (local administrative
leaders) as a means of mediating a situation of VAC, rather
than the services of the police and justice system, has been
common due to some scepticism and mistrust of some services.512 However, action has been taken to improve this
trust. For instance, Police Gender and Children’s Desks
have been implemented, which are professionally specialised in the sensitised handling of VAC and GBV cases.513
Ņ There has been concern about the absence of the effective punishment of religious ‘madrasa’ teachers in
Zanzibar. Madrasa schools are an essential part of religious
education for children throughout the archipelago. Yet,
they are also known locations where VAC is perpetrated
(especially sexual violence and abuse), and some accounts
have expressed concerns about insufficient investigations
into such cases.514 However, it should be duly noted that
the several partnerships between the government, stakeholders such as UNFPA, and community/religious leaders,
have, for years, conducted critical extensive outreach to
communities on the harms of VAC in a bid to change
minds and attitudes that foster tolerance.515
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Lees and Devries (n 5) 107-108.
Save the Children Tanzania (n 498).
Wilkinson (n 490) 13.
Rebecca Grant, ‘How to Get Women to Trust the Police? ‘Gender’ Desks’ (NPR 2018) <https://www.npr.org/sections/goatsandsoda/2018/08/15/638872938/how-to-get-women-to-trust-thepolice-gender-desks> accessed 17 October 2021.
514 Lees and Devries (n 5) 108.
515 ‘Faith Leaders Fight Child Marriage in Zanzibar’ (UNFPA 2021) <https://www.unfpa.org/news/faith-leaders-fight-child-marriage-zanzibar> accessed 18 October 2021;
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4.2 OSCs IN ASIA

THE CASE OF
BANGLADESH

BACKGROUND
VAC in Bangladesh is a persistent problem and is not locally
limited, occurring in the home, school, the workplace, on
the street, and/or in prisons.516 In a 2019 Multiple Indicator Cluster Survey (MICS), the overall national trend
revealed alarming numbers. For instance, the percentage
of children aged between one and fourteen who experienced any violent discipline within the last one month
at the time the survey was conducted, was 88.8%.517 The
COVID-19 pandemic has only exacerbated the situation,
with a 40% increase in calls made to the child helpline.
Additionally, it is estimated that a total of 45 million
children live in homes where violent discipline is employed.518
Child marriage is also an extremely harrowing, proble
matic, and common practice. Results of the 2019 MICS
detailed that as high as 60% of women aged between
twenty and forty-nine, were first married before their
eighteenth birthdays, and 19.8% of girls and women
between the ages of fifteen and forty-nine were first
married prior to turning fifteen.519 Additionally, 47% of
married girls aged between fifteen and nineteen who have
experienced physical or sexual violence, did so through
their partners or husbands.520

516 Farzana Islam and Gulshan Ara Akhter, ‘Child Abuse in Bangladesh’ (2015) 9 Ibrahim
Medical College Journal 18, 18.
517 Bangladesh Bureau of Statistics and UNICEF Bangladesh, Multiple Indicator Cluster
Survey (UNICEF 2019) 286.
518 The Needs Assessment Working Group, ‘COVID-19: Bangladesh Multi-Sectoral
Anticipatory Impact and Needs Analysis’ (Government of the People’s Republic of
Bangladesh 2020) 8 <https://reliefweb.int/sites/reliefweb.int/files/resources/COVID_
NAWG%20Anticipatory%20Impacts%20and%20Needs%20Analysis.pdf> accessed 1
September 2021.
519 BBS and UNICEF Bangladesh (n 517) 301.
520 United Nations Children’s Fund, ‘Violence Against Children’ (UNICEF) <https://www.
unicef.org/rosa/what-we-do/child-protection/violence-against-children> accessed 13
June 2021.
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In response to these alarming numbers, the government has
implemented several policies and laws aimed to align with
the provisions and principles of the CRC. This includes the
2013 Children Act, the National Plan to Prevent Violence
against Women and Children 2013-2025, the amended
Prevention of Women and Children Repression Act of
2000, and the Child Marriage Restraint Act of 2017.521
As the prevalence of VAC and VAW are interlinked,
response and interventions have targeted both children
and women. This includes the establishment of the
One-Stop Crisis Centres (OSCC) based upon Malaysia’s
OSC model.522 With the support of various stakeholders,
including local and international initiatives, as well as the
Royal Danish Embassy, the centres have been operating
since August 2001.523
Although the OSCCs were created primarily with the
aim of responding to women, they do include the provision of services for child survivors of violence. The Multisectoral Programme on Violence against Women, a project
implemented by the governments of Bangladesh and
Denmark524 was instrumental in establishing and scaling
up the OSCCs at tertiary-level medical college hospitals.
In addition to this, One-Stop Crisis Cells (hereinafter:
Cells) at the district and upazilla525 hospitals and healthcare complexes were established by the programme.526
Today, a total of nine OSCCs exist, which are located in
each division527 and sixty Cells have been implemented
across the country.528

CHARACTERISTICS OF THE ONE-STOP
CRISIS CENTRES IN BANGLADESH
Multidisciplinary Provision of Services:
OSCCs provide a free-of-charge package of integrated
and coordinated support by a multisectoral and interagency team operating round the clock, seven days a week.529
The team provides medical treatment (including both
evalu
ation and forensic examination), multi-level crisis
intervention, police assistance and legal support, psychosocial counselling, social welfare services, further rehabilitation, and, if necessary, safe shelter.530
Admission to OSCCs is conducted via a referral within
the relevant medical college hospital. Only non-critical
survivors are referred immediately to the OSCC.531 Upon
entering the OSCC, individuals receive a general examination by a doctor who makes diagnoses, administers treatment, and documents any physical evidence of violence.
Following this, and if required, the survivors will receive
specialist medical services, such as forensic evidence collection, paediatrics, or other specialists. Counselling, social
welfare services, legal aid, follow-up support, and provision
of shelter is provided following the medical services.532
The Cells, located in district and upazilla health facilities,
are considered a set of referral and information clinics. They
are purposed with familiarising survivors on the various
available services that can be sought and may refer them to
the relevant organisations, including the OSCCs.533

521 Asif Amrin Khan, ‘Status Report: Violence against Children in Bangladesh’ (Save the Children 2020) 5 <https://bdplatform4sdgs.net/wp-content/uploads/2020/03/Presentation-on-violenceagainst-children-by-Save-the-Children-in-Bangladesh.pdf> accessed 8 September 2021; The Children Act (20 June 2013) (English version available at <https://www.unicef.org/bangladesh/
sites/unicef.org.bangladesh/files/2018-07/Children%20Act%202013%20English.pdf>); Ministry of Women and Child Affairs, SRO No 344-Law/2017 The Child Marriage and Restraint Act (10
December 2017) (Government of the People’s Republic of Bangladesh, English version available at <https://www.unicef.org/bangladesh/sites/unicef.org.bangladesh/files/2018-10/Child%20
Marriage%20Restraint%20Act%202017%20English.pdf>); Ministry of Women and Child Affairs, ‘National Action Plan to Prevent Violence against Women and Children 2013-2015’ (Government
of the People’s Republic of Bangladesh) <https://mowca.portal.gov.bd/sites/default/files/files/mowca.portal.gov.bd/page/bcf75e01_95e3_48ba_bfe4_3d88ea5f593c/English-National-ActionPlan-to-Prevent-Violence-Against-Women-and-Children-2013-20251.pdf> accessed 15 July 2021.
522 Gouranga Bairagi and others, ‘One Stop Crisis Centre: A Model of Hospital-Based Service for Domestic Violence, Burn and Sexual Assault Survivors in Bangladesh’ (2006) 25 The ORION Medical
Journal 407, 407.
523 Ibid.
524 ‘Background: Multi-Sectoral Programme on Violence against Women’ (Government of the People’s Republic of Bangladesh) <http://mspvaw.gov.bd/contain/3> accessed 20 June 2021.
525 In Bangladesh, administrative regions are called upazila.
526 Rohini Prabha Pande and Others, ‘Addressing Intimate Partner Violence in South Asia’ (International Center for Research on Women 2017) 20-21 <https://www.icrw.org/wp-content/
uploads/2017/07/Partner-Violence-in-South-ASIA-Report-Final-file-17-04-2017.pdf> accessed 27 April 2021.
527 Human Rights Watch, ‘I Sleep in My Own Beathbed: Violence against Women and Girls in Bangladesh: Barriers to Legal Recourse and Support’ (Human Rights Watch 2020) <https://www.hrw.org/
report/2020/10/29/i-sleep-my-own-deathbed/violence-against-women-and-girls-bangladesh-barriers> 19 June 2021.
528 Pande and Others (n 526) 20-21.
529 Implementation Monitoring and Evaluation Division, ‘Impact Evaluation Study of Multi-Sectoral Programme on Violence against Women (2nd Phase)’ (Ministry of Planning Government of the People’s
Republic of Bangladesh 2014) iii <https://imed.portal.gov.bd/sites/default/files/files/imed.portal.gov.bd/page/e773d5bf_182e_4fc5_a856_dfd3c8d05ced/women.pdf> accessed 3 May 2021.
530 Bairagi and Others (n 522) 408-409; Md Abdur Rahim Mia, ‘Role of One Stop Crisis Centre (OSCC) in Protecting Women’s Rights: An Analysis with Special Reference to Rajshashi District’ (2011)
11 Bangladesh Journal of Law 1, 3.
531 Semi-critical and critical survivors will receive emergency services first.
532 Bairagi and Others (n 522) 408-409.
533 Implementation Monitoring and Evaluation Division (n 529) 21.
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Ministerial Accountability & Coordination of OSCCs:
Five ministries are involved in the coordination of
OSCCs, which are: the Ministries of Health and Family
Welfare, Social Welfare, Information, Home Affairs, and
Children and Women Affairs, which is the lead ministry.534
These ministries, in collaboration with the relevant NGOs
that support the centres, coordinate with an interagency
Working Committee. The committee conducts monthly
case management meetings and meets up once every two
months to discuss team and agency strengthening, and
to correct weaknesses identified.535 Overall management
of the centres is under the control of the director of the
relevant medical college hospital, although ministries are
responsible for appointing the necessary staff.536

Ņ OSCCs located in tertiary hospitals have been bene
ficial for specialised referrals and immediate crisis interventions (such as treating burns in the instance of acid
attacks, a commonly perpetrated gender crime in Bangladesh affecting girls and women).538
On the other hand, some shortcomings, challenges, weaknesses, and barriers that have been identified, include:
Ņ Psychosocial support has been limited. According
to one evaluation from 2016, support has been spread
between the OSCCs and other facilities, such as women
support centres, most likely due to a lack of providers. This
has reflected some inadequacy in service, and particularly for children and adolescent survivors of sexual violence
that require continuous psychosocial support.539

SUCCESSES AND SHORTCOMINGS OF THE OSCCS
In a country where VAC is both a persistent and pertinent issue, OSCCs have been both beneficial, yet have
also faced many challenges. Since implementation, over
the years these identified successes and shortcomings have
been useful inputs to understanding what contributes a
well-functioning OSC. It should be noted, however, that
these factors do not necessarily represent the climate of
OSCCs in Bangladesh today, but rather represent crucial
observations that have occurred since implementation and
that have contributed to their development. Some identified strengths include:
Ņ One evaluation has identified strong intra-hospital
team coordination between specialists and experts at
the hospitals and the OSCCs. Moreover, inter-sectoral
coordination between OSCCs and the Department of
Social Welfare is well organised.537
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Ņ Poor communication and coordination amongst
the ministries as well between governmental and non-
governmental stakeholders has previously been a challenge. This has at times hampered efforts to convene
meetings and linking survivors to NGOs for the relevant
services and rehabilitation.540
Ņ Some infrastructure and capacity issues have been
identified at OSCCs. Some hospitals have not been
equipped fully with, for instance, proper DNA lab facilities, special accommodation, and counselling services, and
some have lacked adequate project funds necessary for the
provision of medication and medical checks.541 The issue
of confidentiality has also arisen due to inadequate infrastructure. Even with safeguards in place, centres have
faced constraints due to lack of space, unsuitable infrastructure, and overcrowding, which has presented a challenge for providers in securing confidentiality.542
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asiapacific.unfpa.org/sites/default/files/pub-pdf/Assessment.pdf> accessed 16 May 2021

77

Ņ Some specialised medical services and examinations
(such as MRI scans and DNA tests) have not always been
covered by hospital budgets. Thus, they have at times
been unaffordable for some survivors.543
Ņ According to one evaluation from 2020, the overall
accountability of perpetrators had been weak, which
was demonstrated by a low number of successful conviction rates.544
Ņ The culture of silence related to stigma associated
with violence, which affects mostly girls and women, has
been an external barrier to OSCCs. Often, cases have not
been filed because of the fear of embarrassment in the
family and the community, or out of fear of retaliation by
the perpetrator.545
Ņ Another external and major weakness that poses a
threat to the OSCCs as part of a greater vision towards
eliminating VAC concerns the Child Marriage Restraint
Act 2017. OSCs should make up just one element of a
system of prevention and response mechanisms striving to
eliminate VAC. This requires and begins with legislation
and policy that outright prohibits VAC. Although the Act
does prohibit child marriage, Section 19 allows it under
special circumstances when it is considered in the best interests of the child.546 The existence of this provision leaves
room for legal loopholes for misuse and misinterpretation,
which can, therefore, directly place girls at a higher risk of
(sexual and domestic) violence.547 In addition, the existence of Section 19 contradicts a commitment to eliminating VAC. The OSCCs cannot, to their maximum extent,
effectively serve their purpose of contributing to a holistic
child protection system that seeks to prevent and respond
to VAC, it there are laws in place that allow for the perpetration of VAC in the first place.
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THE CASE OF
MALAYSIA

BACKGROUND
Malaysia has led the way in the creation of OSCs since
establishing the first-ever known centres, namely the
One-Stop Crisis Centres (OSCC). The first centre was
established in 1994 in the Accidents and Emergency Department of the General Hospital in Kuala Lumpur. Two
years later, under the mandate of the Ministry of Health,
all state hospitals were required to have OSCCs in their
emergency departments.548 Since then, this model has
been replicated in several other countries, including Bangladesh, and today, they are located in more than 95% of
Malaysian State hospitals.549
Several key elements supported the establishment of
OSCCs. This includes the adoption of a national law
on IPV that provides a basic legal framework, a strong
women’s rights movement lobbying for the centres, as
well as commitment from many key individuals, including those that held senior positions within the Ministry of
Health.550 However, the centres were not just established in
response to IPV and domestic violence for women, child
victims of VAC are also offered comprehensive response
services at the centres, emanating from the provisions of
the Child Act of 2001.551
In Malaysia, recorded numbers of child abuse are relatively low when compared to some other countries. However,
considering the presence of stigmas and attitudes fostered
by the public centred around child abuse, there is concern
that cases may be going unreported.552 Statistics from the
Malaysian police documented an increase in child abuse,

Ibid. 61.
Human Rights Watch (n 527). For instance, of over 11,000 women who filed legal cases through one OSSC, only 160 of them saw successful convictions.
Ibid.
Child Marriage Restraint Act (n 521) section 19.
CARE Bangladesh, ‘The Tipping Point Project: A Policy Brief on the Child Marriage Restrain Act’ (CARE 2017) 7 <https://www.care.org/wp-content/uploads/2020/11/Policy-Brief-final.pdf>
accessed 13 June 2021.
Manuela Colombini and Others, ‘An Integrated Health Sector Response to Violence against Women in Malaysia: Lessons for Supporting Scale Up’ (2012) 12 BMC Public Health 2 <https://www.
researchgate.net/publication/230564572_An_Integrated_Health_Sector_Response_to_Violence_Against_Women_in_Malaysia_Lessons_for_Supporting_Scale_Up> accessed 3 July 2021.
Ibid; UNFPA (n 542) 38.
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Child Act 2011, Government of Malaysia; Irene Guat Sim Cheah, ‘A Review of Research on Child Abuse in Malaysia’ (2016) 71 Medical Journal of Malaysia 87, 87-88.
Bala Raju Nikku and Azlinda Azman, ‘Breaking the Cycle of Child Abuse in Malaysia: Linking Mandatory Reporting, Service Delivery Monitoring and Review Capacity Mechanism’ (2014) 10 The
Malaysian Journal of Social Administration 64, 67; Irene Cheah Guat Sim and Choo Wan Yuen, ‘Child Maltreatment Prevention Readiness Assessment in Malaysia: Country Report’ (University of
Malaya 2011) 19 <https://www.who.int/violence_injury_prevention/violence/child/malaysia_rap_cm.pdf?ua=1> accessed 16 July 2021.
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molestation and rape from 2,236 to 5,744 cases between
the years 2005-2008.553 In the first six months of 2009
alone, a total of 2,193 cases were reported, with an average
of 313 cases per month. This increase in instances is also
alarming considering that, as international experience
suggests, reported cases represent only 10% of total cases
perpetrated.554 Nevertheless, Malaysia has implemented
a series of services, programmes, and initiatives to fulfil
both its CRC and national child protection obligations.
Currently, there are five government sectors that address
VAC, of which all have coordinating functions, including
the health sector and the Ministry of Health, through the
provision of OSCCs.555
CHARACTERISTICS OF MALAYSIA’S
ONE-STOP CRISIS CENTRES
A Multidisciplinary Team Providing Comprehensive
Services:
The aim of the OSCCs is to provide children and women
survivors of IPV, domestic violence and VAC with round
the clock, seven days a week, patient-centred services.
These are delivered in one site by an interagency team,
with the benefits of geographical proximity to all services,
reduced delays, and eased referrals to both specialised and
non-health services. The agencies come together to provide
medical care, counselling, police aid and social support.
Services are managed at three levels: the first level involves
initial hospital management, the second level is follow-up,
and the third level involves rehabilitation.556 Located
inside hospital emergency departments, internal referral
pathways within the hospital for OSCC patients have also
been created for specialised on-site services.557
With cases specifically concerning children, OSCCs work
in collaboration with the hospital’s Suspected Child
Abuse and Neglect (SCAN) team, which assesses all cases
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of child abuse and neglect within a hospital. This is a centralised, multidisciplinary, and multiagency team of
hospital staff comprising of paediatricians, gynaecologists,
mental health professionals, accidents and emergency staff,
forensic pathologists, nurses, police officers and medical
social workers, all who are trained to manage cases of child
abuse.558
Services are provided in accordance with the Ministry of
Health’s One Stop Crisis Center Policy and Guidelines
for Hospitals, which delineates the tasks and roles of each
agency and stakeholder involved, as well as the Guidelines
for Hospital Management of Child Abuse and Neglect.559
The Ministry of Health also provides training for the staff
of agencies at the OSCCs.560 Special guideline provisions
to administer services for child victims of violence have
been included in both documents, including for detection,
treatment, evaluation, protection, counselling of, and investigation into VAC.561
Responsibility, Coordination, Funding and
Management of OSCCs:
Integrated into the healthcare system, OSCCs fall under
direction of the Ministry of Health with support from
women’s rights NGOS, the police, and the Department
of Social Welfare.562 The Ministry of Health also funds the
centres.
SUCCESSES & SHORTCOMINGS
OF OSCCS IN MALAYSIA
As the first in Asia country to implement OSCs over twenty-five years ago and successfully integrate them into the
healthcare system, there are some fundamental lessons
have been learnt from the Malaysian model in response to
both VAC and VAW over the years. These factors represent
some useful inputs to understanding what contributes to

Ibid; Tengku Fatimah Muliana and Engku Ahmad Zaki Alwi, ‘Care and Protection against Child Abuse: With Special Reference to Malaysia Child Act 2001’ (2012) 8 Asian Social Science 202, 203.
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Medical Development Division, Guidelines for the Hospital Management of Child Abuse and Neglect (Government of Malaysia 2009) (available at <https://www.moh.gov.my/index.php/file_
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Ņ Due to its status as a middle-upper income country
with a strong mainstreamed health system, the pre
existing human resources and capacity were advantageous
to a scale-up.567
Ņ Intra-hospital collaboration for referrals to specialist services has proven to work well in the public tertiary
hospitals of OSCCs due to the availability of specialists
on site.568
Ņ There is a clear delineation of roles, provision of
services, and (ethical) standards, which are set out in
guidelines as implemented by the Ministry of Health.569
Ņ OSCCs strategically located in the accidents and
emergencies department have proven to be beneficial,
since they operate round the clock.570
a well functioning OSC. It should be noted, however, that
these factors do not necessarily represent the climate of
OSCCs in Malaysia today, but rather are crucial observations that have occurred since implementation, which have
contributed to their development over the years. Some successes, strengths, and enablers of the OSCCs include:
Ņ The scale-up process of the OSCCs has been successful due to strong government leadership and policy directives given by the Ministry of Health.563 Without the
Ministry of Health’s buy-in of the OSCC proposal put
forward by lobbyist groups and the necessary allocated
resources, a national scale-up would not have been possible.564
Ņ A strong advocacy and lobbyist movement (mostly
of women’s NGOs), spearheading the entire movement
and pushing for the creation of centres has been indispensable to the subsequent institutionalisation and scale-up.565
This achievement was further strengthened by a partnership between the NGOs and frontline health workers.566

Even with some recognisable successes and strengths in
the OSCC implementation, operation, and scale-up in
Malaysia, several shortcomings, weaknesses, and barriers
have also been identified. These include:
Ņ A lack of community awareness linked to a low
demand in OSCC services has previously been observed
despite a high level of availability of the centres throughout
Malaysia. Referrals have been the main source of awareness-raising, although they have proven to be insufficient
for the purpose.571
Ņ There have been several barriers in the development
of SCAN teams. SCAN teams, which are supposed to be
responsible for the management of all child abuse cases,
have previously only been available at large government
hopsitals. Additionally, some private hospitals have lacked
SCAN teams altogether.572
Ņ Whilst initial leadership from the government was
strong, some assessments have identified a lack of long-

563 Ibid. 45.
564 Manuela Colombini and Others, ‘One Stop Crisis Centres: A Policy Analysis of the Malaysian Response to Intimate Partner Violence’ (2011) 9 Health Research Policy and Systems 7 <https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC3141786/> accessed 11 June 2021.
565 Ibid. 5; UNFPA (n 542) 82.
566 Ibid. 5, 7.
567 UNFPA (n 542) 45.
568 Colombini and Others (n 548) 6.
569 Ministry of Health (n 556); Medical Development Division (n 558).
570 Chew, Zaini and Noor (n 288) 162.
571 UNFPA (n 542) 44.
572 Yarina Ahmad and Others, ‘Supected Child Abuse and Neglect Team (SCAN Team): Early Establishment, Success Stories, Challenged and the Way Forward’ (2015) 12 Journal of Administrative
Science 60, 69.
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term commitment that may have consequences for the
financial sustainability of the centres.573
Ņ Additionally, there have been concerns over the sustainability of the model due to lack of resources that have
led to problems with organisation and infrastructure. For
instance, one study revealed that some staff had limited
training in OSCC management and service.574
Ņ Harmful attitudes towards survivors and victim
blaming (in particular, towards women and adolescent girls in sexual violence cases) have previously been
observed. Harmful attitudes include believing it is the
responsibility of the survivor to prevent sexual violence
from happening by dressing appropriately and not walking
alone at night.575
Ņ A low priority at the health policy level has previously been observed, which led to multiple knock-on effects
at OSCCs. Low priority had transpired into an absence of
monitoring violence at OSCCs in some cases, resulting in
poor collaboration between agencies and a lack of overall
knowledge about violence.576
Ņ Although intra-hospital referrals have proven to be
less challenging with the availability of specialists, at tertiary-level hospitals OSSCs, the link to external agencies
has been difficult due to insufficient inter-agency referrals.577
Ņ On the other hand, it has been identified that referrals
for OSCCs at the district level have been challenging due
to the unavailability of specialists. Some professionals have
revealed that the collaboration between district hospitals
and the relevant agencies are not functioning properly.578
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THE CASE OF
MONGOLIA

BACKGROUND
VAC is an intergenerational challenge in Mongolia and
is interconnected with other forms of violence, including
GBV and domestic violence. In one survey conducted by
UNICEF and the National Statistic Office in 2014, it was
reported that as high as 46% of children aged between
one and fourteen had experienced some form of physical
violence.579 This was a stark indicator of the common use
of corporal punishment disguised as child discipline.580
Recognising the magnitude of this issue, Mongolia has
committed itself to fight against VAC and, over the years,
all levels of society have engaged in efforts towards its elimi
nation.581 This includes implementing a national plan of
action, revising The Law on the Rights of the Child, and
introducing The Child Protection Law in 2016, which
included the total prohibition of corporal punishment in
all settings.582 Today, Mongolia is a pathfinding country in
the End Violence Against Children Global Partnership. As
a pathfinding country, it utilises the seven INSPIRE stra
tegies583 to galvanise action for response, awareness raising,
leadership commitment, and for establishing a standard of
national violence prevention.584
As part of its campaign to respond to VAC (and other
forms of violence), One-Stop Service Centres (OSSCs)
were established and integrated into the healthcare sector
in 2009 by a Joint Order from the Ministry of Health and
the Ministry for Social Welfare,585 with support from the
UNFPA, UNICEF, UNDP, and the WHO. The aim of
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these centres has been to provide integrated social welfare,
health, psychological, and legal support for physically and
sexually abused children and adults.586 In addition to the
six centres that existed previously, the government has
since established fifteen more OSSCs.587
CHARACTERISTICS OF MONGOLIA’S
ONE-STOP SERVICE CENTRES
Multidisciplinary Provision of Services in Accordance
with the Law:
The revised Law on Combatting Domestic Violence, rather
than The Law on Child Protection, sets out the service
requirements of the OSSCs. According to Art. 33.1, an
OSSC should provide (child) survivors with the following
free-of-charge essential services: child protection, security,
medical care, social welfare services, legal assistance, psychological services, and mediation services.588
The centres operate in a Joint Team. Social workers and
psychologists are permanently staffed. Medical professionals, including paediatricians, traumatologists, and laboratory doctors work accordingly to the order of the healthcare centres the OSSC is located in. Clients who come to
the centre are provided with legal and psychological advice
as well as information too, although it is unclear how the
legal element is coordinated with the relevant sectors.
Moreover, the number of staff varies according to each
specific centre.589
In addition to the Law on Combatting Domestic Violence,
it is important that OSSCs meet the standards encapsulated within the United Nations Joint Global Programme
on Essential Services for Women and Girls Subject to
Violence. This interagency guideline provides an essential

service package required for survivors of violence, containing seven key modules.590
SUCCESSES & SHORTCOMINGS OF THE OSSCS
The OSSCs have yielded some crucial successes within
Mongolia’s efforts to eliminate VAC. In the first eight
months of 2017, a 19.7% decrease in domestic violence
occurrences was reported, of which the OSSCs had, in
part, directly contributed to.591 Since implementation,
there have been some other vital successes and shortcomings that have been useful inputs in understanding what
contributes to a well-functioning OSC. However, it should
be noted that these factors do not necessarily represent the
climate of OSSCs in Mongolia today. Rather, they represent observations that have occurred and have contributed
to their development. Some key successes, strengths and
enablers contributing to the OSSCs include:
Ņ Good coordination with international agents, such
as UNICEF and UNFPA, have enabled OSSCs. Both
agencies have assisted centres in Mongolia, including
during the pandemic. The agencies have developed two
guidelines aimed at strengthening prevention and essential services response to VAC/GBV and how to address
specific challenges. These guidelines were successfully
applied to fifteen different OSSCs that provided services
and safe housing to 1,036 survivors, of which 555 were
children.592
Ņ The procedures and roles are well-governed by legislation implemented individually or jointly by the relevant
ministries. This includes the Ministry of Justice and Home
Affairs’ order regulating procedures for privacy and confidentiality in data, and on procedures on legal assistance
for children affected by violence. The Ministry of Health

586 D Baigalmaa and Others, ‘Evaluation Made on the Conditions of Policy Documents Related to a Hospital Based “One-Stop Service Center” To Provide Assistance and Care For Domestic Violence
Victims’ (Government of Mongolia 2019) 7 <https://gemtel.mn/uploads/Unelgee%20nom%20angli%20hel%20(1).pdf> accessed 16 June 2021.
587 Kara Apland and Others, ‘Evaluation Report: Evaluation of the Implementation of the Law on Child Protection (LCP) in Mongolia’ (Coram International 2021) 25 <https://coraminternational.org/
evaluation-of-the-implementation-of-the-law-on-child-protection-lcp-in-mongolia/> accessed 31 August 2021. NB: It has been reported that new OSSCs were implemented as a result of an increase
in the number of individuals seeking assistance from living in unsafe environments during the COVID-19 pandemic. However, it is unknown if those OSSCs are included in this number or if they are
additional to this number.
588 Ibid. 25.
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590 UN Women and Others, Essential Services Package for Women and Girls Subject to Violence: Core Elements and Quality Guidelines (United Nations 2016).
591 Bolormaa Tsogtsaikhan, ‘Mongolia: Comprehensive National-Level Review: Responses to Questionnaire on Implementation of the Beijing Declaration and Platform for Action’ (Ministry of Labour and
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592 United Nations Children’s Fund, ‘Mongolia Novel Coronavirus Situational Report No. 2’ (UNICEF 2020) 4 <https://www.unicef.org/media/81356/file/Mongolia-COVID19-SitRep-5-June-2020.
pdf> accessed 13 June 2021.

82

has also implemented orders on the provision of medical,
psychological, and counselling services.593
Ņ One external contribution to enabling OSSC services
has been in the strengthening of referral pathways. In
2020, classroom-based and virtual trainings were conducted on prevention, violence detection and referral. Previously, surveys indicated that many professionals working
directly with children (such as teachers and social workers)
did not know how to identify victims of VAC and who to
refer them to, should a case be detected. Around 12,000
people have undergone this training.594
Although OSSCs in Mongolia bear some recognisable
strengths, there are certain areas which are barriers and
weaknesses to their performance. These include:
Ņ In one evaluation from early 2021, no gender-disaggregated information in child protection reporting,
assessment, or service provision was found to have been
recorded, even whilst evidence demonstrated that stakeholders clearly understood that boys and girls face different
protection risks (as recognised above in the issue of sexual
violence against boys). This lack of data makes it challen
ging to understand the different harms faced by boys
and girls and how to target and respond to their different
needs in the correct context.595
Ņ According to a jointly approved order, children and
especially children with disabilities, are to be considered a
priority for OSSC services.596 In reality, however, OSSCs
have not at times been properly suited for children with
disabilities and have not been able to properly meet their
needs. For instance, social workers and other members
of the multidisciplinary team have been found to have
limited training on disability issues and, as a consequence,
lacked the skills necessary to support disabled children.597

Ņ Different operating hours have been recorded at diffe
rent centres. For example, the Sukhbaatar District Health
Centre OSSC is only open for eight hours on working
days. This is a barrier to those that seek services outside of
operating hours, which may include those who may need
immediate assistance. 598
Ņ OSSCs are supposed to be equipped with special
rooms for children, although this had not always been
the case (and may vary across different centres). According
to one evaluation from 2019, the National Trauma and
Orthopaedic Research Centre OSSC did not have any specialised rooms, and children who were affected by violence
ended up being placed in the same room as both women
and men.599
Ņ According to procedure, in the case of medium or
high-risk cases, the affected child is to be temporarily
sheltered, regardless of the proposals made by the parents
or caregivers. Measures must also be taken to isolate the
child from the perpetrator. However, in some instances
it had been reported that abusive parents or caregivers
remained at the hospital where the OSSC services were
given and made it difficult for social workers to accurately
assess the situation.600
Ņ On some occasions, it has previously been reported
that OSSCs have been overpopulated, with perpetrators
following survivors to the centres. This reflects a serious
breach of the safety, security, and privacy of survivors at
a centre that is supposed to be neutral, responsive, and free
from trauma.601
Ņ Despite a legislated procedure for provision of legal
counselling, in practice, it has been identified that getting
legal aid has been difficult. For instance, free legal aid is
often limited by a quota. Thus, when a survivor seeks legal
help, this quota has often already been met, rendering the
services unavailable.602
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THE CASE OF
NEPAL

BACKGROUND
In 2011, fifteen One-Stop Crisis Management Centres
(OCMCs) were introduced to Nepal by the Ministry of
Health and Population. These centres were designed to accommodate a multisectoral and holistic response, mainly
to combat Nepal’s exceedingly high rate of GBV, affecting both children (in particular girls) and women in
society.603 For instance, roughly 10% of adolescent girls/
women between the ages of fifteen and nineteen have experienced physical violence since turning fifteen, and this
number increases with age.604
This high rate of GBV is fostered by a social tolerance for
and normalisation of violence committed against children
and women. For example, not only is the perpetration
of some forms of GBV widely deemed justifiable,605 but
violent discipline is also accepted and commonly occurs. In
a government and UNICEF-led MICS from 2014, 82% of
children between the ages of one and fourteen were found
to have experienced at least one form of psychological or
physical punishment by household members.606
In order to successfully respond to GBV, the OCMCs
have been scaled up. It is reported that all seventy-seven
districts in Nepal now have OCMCs integrated within
healthcare.607 However, the impact of the COVID-19
pandemic in Nepal has also raised increasing concern
over VAC occurrences. As risks have increased during

the pandemic, there is growing national prioritisation for
children and adolescents who may be exposed to violence,
whether as survivors of VAC and/or GBV, or witnesses/
dependents on survivors of GBV.608
Alarmingly, children on average make up 40% of the survivors accessing OCMCs.609 Of the GBV cases reported
to the police between the period of mid-2016 to mid2020, 62% of the survivors were children.610 However,
although prevention and response services for GBV have a
robust infrastructure in the OCMCs, the services provided
are planned with women in mind rather than children.611
In a recent review of the OCMC services, the government
has recognised that care for child survivors remains a major
challenge at the centres.612
Since uncovering this reality, the pandemic context has instilled a strong sense of urgency in the government’s efforts
to curb VAC. It now has plans to integrate a specifically
child-dedicated OCMC in Nepal’s only Children’s Hospital.613 Because these child-specialised OCMCs will incorporate the avenues of the current OCMCs (which also
already provide services to children), evaluations of them
have been consulted for this country study on Nepal.
CHARACTERISTICS OF THE ONE-STOP
CRISIS MANAGEMENT CENTRES
Multidisciplinary Provision of Services in Accordance
with Operational Guidelines:
OCMCs are charged with providing six different services,
twenty-four hours a day through a multifaceted and interagency team. This includes:

603 Population Division, ‘Assessment of the Performance of Hospital-Based One Stop Crisis Management Centres’ (Ministry of Health and Population 2013) ii, 1 <https://un.info.np/Net/NeoDocs/
View/3431> accessed 23 June 2021.
604 Ministry of Health and Population, ‘Nepal: Demographic and Health Survey’ (New ERA and ICF International 2012) 236-237 <https://dhsprogram.com/pubs/pdf/FR257/FR257[13April2012].
pdf> accessed 5 September 2021.
605 Central Bureau of Statistics, ‘Nepal Multiple Indicator Cluster Survey 2014 Final Report’ (Central Bureau of Statistics and UNICEF Nepal 2015) 196 <https://www.unicef.org/nepal/media/486/file/
MICS%202014.pdf> accessed 24 August 2021. The attitude of acceptance towards some forms of GBV is reflected in roughly 43% of women deeming that their husband’s beating and hitting was
justified. See the cited survey for more information.
606 Ibid. 186, 188.
607 Sikder and Others (n 394) 11.
608 Deborah Fry and Others, ‘Appendix B9. The Inclusion of Services for Children in the One-Stop Crisis Management Centres (OCMCs) for Gender-Based Violence: The Case of Nepal’ in Fry and
Others (eds) A Gendered Analysis of Child Protection (CP) Systems Responses in COVID-19 Programming in South Asia (UNICEF 2021) 73 <https://www.unicef.org/rosa/media/14081/file/
Main%20Report.pdf> accessed 18 June 2021.
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610 Ibid.
611 Ibid.
612 Ibid; Ministry of Health and Population, ‘Review of the Scale-Up, Functionality and Utilisation, Including Barriers to Access, of One Stop Crisis Management Centres’ (Government of Nepal 2020) 47
<https://www.nhssp.org.np/Resources/GESI/Scaling%20Up%20OCMCs%20%20-%20April%202020.pdf> accessed 28 August 2021.
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Ņ Free health services treating both the immediate
physical and mental health needs of survivors and provision of medicine. Medico-legal forensic assessments are
also conducted.
Ņ Psycho-legal counselling for both the survivor and the
perpetrator.
Ņ Legal advice, counselling, and support through district
attorneys, paralegals, and legal counsellors.
Ņ Safe shelter at designated homes.
Ņ Security through collaboration with the police and
district administration offices.
Ņ Rehabilitation by providing follow-up treatment after
the initial treatment at the OCMC, including counselling,
to survivors and those that have been affected.614
These services are provided in accordance with the Hospital-Based OCMC Operational Manual. This manual
contains the core guiding principles, protocols and responsibilities per service, the responsibilities of each authority
and agency, the infrastructure requirements, monitoring
and evaluation guidelines, and other operational and organisational management guidelines.615 In an attempt
to address staffing gaps, this revised 2016 version of the
manual has also appointed a minimum of one medical
doctor and two to three staff nurses at the OSC for the
provision of twenty-four hour services.616

SUCCESSES & SHORTCOMINGS OF THE OCMCS
The implementation of OCMCs since 2011 and the subsequent programme scale-up, has increased multisectoral
and locally coordinated responses to survivors of GBV,
whilst recognising their complex and multifaceted needs.620
Nepal, through evaluations, has constantly strived to build
upon lessons learnt, which has improved the functionality
of the OCMCs on different levels. The identified successes
and shortcomings have been useful inputs contributing to
an understanding of what constitutes a well-functioning
OSC. It should be noted, however, that these factors do
not necessarily represent the climate of OCMCs in Nepal
today. Rather, they have been crucial identified observations that have contributed to the continual development
of OCMCs over the years. Some of these key successes,
strengths, and enablers include:
Ņ There is strong governance including through the
direct involvement of the Prime Minister’s office in the
documentation of data and monitoring of GBV prevalence.621 Provincial leadership has also helped in forging
agreements between the federal, provincial and municipal
levels of government to prioritise GBV/VAC.622
Ņ Commitment by hospital leadership to OCMCs has
been another key enabling factor. This commitment has
ensured that space, funding, and equipment has been adequately provided for the centres. The appointment of a
dedicated OCMC coordinator, reinforced by local support
from mayors, has also further created an environment fostering strong and positive foundations for response.623

Coordination of the OCMCs:
The OCMC programme falls under the responsibility of
the Ministry of Health and Population,617 and a central
Coordination Committee administers the project.618 The
Ministry of Health and Population also allocates funds for
establishing and running the OCMCs.619
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Ņ Staffing gaps have been improved and addressed in
the newly revised protocol. This has specified the responsibilities of each actor involved in the OCMC team, and
has implemented the minimum number of staff members
required to be on-call so that a twenty-four hour provision
of services at centres is available.624
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Ministry of Health and Population (n 612) 13.
Sidker and Others (n 394) 4-5.
Ministry of Health and Population (n 612) 50.
Ibid. 40.
Sidker and Others (n 394) 4.

85

Ņ Community awareness has been high, reflected in
the referral patterns, with some survivors contacting the
centres directly.625 The strong links to community and volunteer health workers, civil society partners, NGOs, and
international organisations such as UNICEF, also assist in
referral and generate awareness raising of the centres.626
Ņ In a country where social norms and gender roles are
rigid, and there is a tolerance of GBV/VAC, the government has prioritised training to improve staff attitudes
in compassion, confidentiality, and client-centredness
to address judgment and negative attitudes.627 Staff have
noted that they have gained a new sense of responsibility
and have become more sensitised and respectful of survivors.628 Survivors have also noted this supportive behaviour.629
Ņ As previous evaluations have identified a weakness in
the quality of medical reports and documentation admissible for prosecution,630 the need to strengthen forensics
and medical investigation has been prioritised by the government. Basic medical education in the past has failed to
address forensic training. As such, medico-legal training of
doctors has been implemented. There has been a key shift
in attitude towards survivors, with some doctors noting
they now felt a strong sense of responsibility to support
them in achieving justice.631

OCMC staff were previously only hired for a contractual
period, which resulted in the fluidity of staff.633
Ņ Although the transition to federalism has opened
avenues for new collaboration opportunities, it has also
increased the complexity of the multisectoral approach,
impacting budget allocations. Provincial-level government
roles have been revised and defined in the new OCMC
Operational Guidelines (2020), which includes their role
in allocating grants to the centres and capacity development. However, reports have mentioned that provinces
have not consistently taken on these roles.634
Ņ Coordination and collaboration amongst the multisectoral actors at the operational level have at times been
uneven and have varied. Additionally, because safe homes
and rehabilitation had been left out of the revised system,
OCMC staf had not had the means to coordinate referrals for such services. This increased the vulnerability of
children and added to the stress of OCMC staff who seek
to support them.635

In the same way successes, strengths, and enablers to
OCMCs were identified, there have been some shortcomings, weaknesses, and barriers too. These include:
Ņ Despite the prioritisation and roll out of training,
OCMCs have previously still suffered from gaps in operational capacity, infrastructure, and human resources.
Poor operating conditions, work practices, and high staff
turnover have been reported. For instance, some doctors
have previously not been covered for during their regular
duty while attending court hearings.632 Moreover, some

625 Ibid. 5.
626 Ibid; Fry and Others (n 608) 74-75; NHSSP, ‘Innovative Good Practices in Nepal’s Health Sector’ (Government of Nepal 2016) 3 <http://www.nhssp.org.np/NHSSP_Archives/pulse/Pulse_
OCMC_good_practices_february2016.pdf> accessed 14 August 2021.
627 Ministry of Health and Population (n 604) 19, 42-43.
628 Ibid. 44.
629 Population Division (n 603) 27.
630 Pande and Others (n 528) 22.
631 Ministry of Health and Population (n 612) 42.
632 Ibid. 5, 41-42, 44.
633 Ibid. 40.
634 Ibid. 5-6, 46.
635 Ibid. 47; Population Division (n 603) 10.
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4.3 FAMILY SUPPORT
CENTRES IN PAPUA
NEW GUINEA
In the Oceania region, centres that offer services under an
OSC model do exist to a certain degree and act to respond
to many forms of violence, including VAC. An example of
this is Papua New Guinea, which has implemented Family
Support Centres (FSC) since the early 21st century as a
response to family and sexual violence against children and
women. These centres have been comprehensively evaluated, there are some key lessons to be learnt from the Papua
New Guinea experience. 
BACKGROUND
VAC in Papua New Guinea (PNG) is commonly discussed, however, no national prevalence studies have
been recently conducted to concretely understand it in
the country.636 The study on family and sexual violence
from 1982 still remains a key source of baseline data in
PNG.637 Beyond this, there is a large gap in available statistical information. However, it is reported that incident
levels of VAC are likely to be higher than two in three,638
and smaller studies conducted in some locales throughout country allude to this prevalence. For example, in a
small study conducted in Bougainville, it was found that
85.6% of fathers surveyed reported to beating their own
children, and 75% reported that their wife or partner had
beat their children.639 This issue also appears to be an intergenerational occurrence, with 86% of men and 58% of

women also reported to having experienced physical abuse
in childhood.640
The issue of VAC has also been observed at service provider
centres responding to violence too. According to Dame
Carol Kidu, a former PNG parliamentarian, children
below the age of sixteen comprise half of those who
seek medical assistance after being raped. One in four
of these cases is younger than twelve years old, and one
in ten is under eight years old.641 Some studies analysing
sexual violence incidents have discovered an alarming frequency of perpetration against children. For instance, in
some areas, 55% of children have reported to have experienced sexual VAC.642 VAC occurrences are also observed
in connection to VAW. For instance, at one women’s
shelter, it was reported that, on average, 60% of children
who seek refuge with their abused mothers have also
endured physical abuse.643 Further, reports from Family
Support Centres (FSCs) have documented that between
49-79% of the cases of violence that are presented to FSCs
involve children.644
As a joint initiative between Port Moresby General
Hospital (under the National Department of Health) and
the Family and Sexual Violence Action Committee,645 and
supported by UNICEF, FSCs were introduced to PNG in
2003 as an intervention tool to respond to the persistent
and pertinent issue of family violence (including both VAC
and VAW).646 These centres emerged from a key recommendation in a 2001 report, commissioned by the Family
and Sexual Violence Action Committee that analysed the
prevalence of family and sexual violence in PNG.647 It was
recommended that the centres adopt an OSC model
approach, delivering comprehensive and multidisciplinary

636 UNICEF East Asia and the Pacific Regional Office, UNFPA Asia and Pacific Regional Office, and UN Women Asia and Pacific Regional Office, ‘Ending Violence against Women and Children in
Papua New Guinea: Opportunities and Challenges for Collaborative and Integrative Approaches’ (UNICEF 2020) 8 <https://www.unicef.org/eap/media/8636/file/Ending%20Violence%20
against%20Women%20and%20Children%20in%20Papua%20New%20Guinea.pdf> accessed 2 June 2021.
637 Kate Butcher and Others, ‘Independent Formative Evaluation of Family Support Centres in Papua New Guinea’ (IOD PARC Australasia 2016) 4 <https://www.unicef.org/png/media/1241/file/
PNG-Reports-ChildProtection-FormativeEvaluation.pdf> accessed 1 June 2021.
638 Ibid; Child Fund, ‘Stop Violence against Women and Children in Papua New Guinea’ (Child Fund 2013) 5 <https://reliefweb.int/sites/reliefweb.int/files/resources/Stop%20Violence%20
Against%20Women%20and%20Children%20in%20PNG%202013.pdf> accessed 3 June 2021.
639 UNICEF, UNFPA and UN Women (n 636) 8; See also a summary report of the study Rachel Jewkes, Emma Fulu and Yandisa Sikweyiya, ‘Family, Health and Safety Study: Autonomous Region of
Bougainville, Papua New Guinea’ (UNDP 2015) <https://www.undp.org/content/dam/papua_new_guinea/docs/Publications/FHSS%20Bougainville%20Summary.pdf> accessed 2 June 2021.
640 Ibid. 15.
641 Child Fund (n 638) 5.
642 Butcher and Others (n 637) 4; See also Carol Lynn Jenkins, National Study of Sexual and Reproductive Knowledge and Behaviour in Papua New Guinea (Papua New Guinea Institute of Medical
Research 1994).
643 Child Fund (n 638) 5.
644 Butcher and Others (n 637) 4.
645 The Family and Sexual Violence Action Committee is a sectorial committee of the private non-profit Consultative and Implementation Monitoring Committee.
646 Butcher and Others (n 637) 6-7; UNFPA (n 542) 39.
647 Ibid. 6.
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services on the premise that victims of violence usually
seek health assistance as a first priority.648
Due to previous attrition in referral systems, with survivors usually opting out of filing police reports due to
factors such as fear of retaliation and/or a cultural stigma,
FSCs were introduced to address these referral gaps. Based
in the health system, the centres are dedicated safe spaces
for both children and women survivors seeking treatment,
counselling, and legal advice.649
In 2006, the Secretary for Health issued a circular that
required all provincial level hospitals to integrate FSCs
into their operations. Shortly after this, all hospital
boards were obliged to allocate sufficient budgetary funds
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649
650
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Ibid.
Ibid. 6-7.
Ibid. 7.
Ibid. 10.

to enable the establishment and operation of FSCs in all
main health centres.650 Today, there are at least fifteen
FSCs throughout the thirteen provinces of PNG. Some
FSCs are integrated into hospitals, and some are standalone clinics usually run and/or supported by international
stakeholders such as MSF.651
CHARACTERISTICS OF THE FAMILY SUPPORT
CENTRES IN PAPUA NEW GUINEA
Multidisciplinary Provision of Services in Accordance
with Guidelines:
In 2013, the National Department of Health adopted the
Guidelines for Public Health Authorities/Hospital Manage-
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ment Establishing Hospital-Based Family Support Centres.652
This stipulated that the purpose of FSCs is to provide
client centred care for the medical and psychosocial needs
of survivors, to create strong linkages and improve access to
justice, and to assist in the prevention of violence through
advocacy and community education. This guideline also
specifies a checklist for establishing an FSC, the roles and
responsibilities of every agency and staff member involved
in the provision of services, and the key requirements for
client-centred care and operational management.653
Integrated into the health system, FSCs are intended
to be free of charge and operational twenty-four hours
a day, seven days a week.654 They adopt an interagency
approach to delivering multidisciplinary services at one
site that ware specific to the medical and psycho-social
needs of its target population.655 The safety and security of
centres is usually safeguarded by a female security officer,
who is also tasked with escorting clients to different referral
departments when necessary. Physical health intervention
services include the administration of health assessments,
treatment, referral, and follow-up support.656 Psycho-social
services offer first aid emotional support, counselling, and
referral and follow-up support. The medico-legal component of the centres supports legal advice services, medical
reports, and witness representation in court proceedings.
Lastly, follow-up services provide emotional support,
counselling, clinical management of physical injuries, and
specialist services such as paediatrics and psychiatry.657
FSC staff also work in close collaboration with the staff of
the nearest police station/Sexual Offences squad as well as
the provincial Office of the Public Prosecutor.658
Coordination and Management of FSCs:
Since 2013, the National Department of Health has
assumed ownership of the FSC approach, although in-

ternational stakeholders such as MSF and UNICEF have
been of paramount support in the development and establishment of the centres.659 FSCs may be governed by
Provincial Health Authorities or the Provincial Health Administration.660 At the operational level, hospital FSCs are
managed under the direction of the hospital board and an
FSC coordinator.661
Funding:
At all but one centre, funding for FSC operations falls
under government budgets.662 This includes funds for
staffing, equipment, supplies and overheads. Exceptions
are made in one-off donor inputs, which have usually been
provided for the purpose of meeting the requirements necessary to deliver services efficiently.663
SUCCESSES & SHORTCOMINGS OF THE FSCS
Since the implementation of FSCs in PNG, there have
been both positives and negatives drawn from experience,
which are useful inputs in understanding what contributes
to a well-functioning OSC. It should be noted, however,
that these factors do not necessarily represent the climate
of FSCs in PNG today. Rather, they are crucial observations that have occurred since implementation and have
contributed to the development of FSCs. Some successes,
strengths and enablers that have been identified include:
Ņ There has been high political commitment at the
national level. The National Department of Health’s
Gender and Men’s Health Desk, a body established in
2014, has been particularly supportive in assuming a
positive and proactive role in FSCs. The unit has been instrumental in training and human resource development
opportunities for FSC staff, in addition to improving the
information and monitoring systems at centres. Regional

652 Butcher and Others (n 642) 10; National Department of Health, Guidelines for PHA/Hospital Management Establishing Hospital-Based Family Support Centres (Government of Papua New Guinea
2013) 13, 18 (available at <https://docplayer.net/9914862-Guidelines-for-pha-hospital-management-establishing-hospital-based-family-support-centres.html>).
653 Ibid.
654 National Department of Health (n 652)
655 Butcher and Others (n 637) 12.
656 Treatment included provision of first aid; HIV and STI/D prevention; tetanus prophylaxis and hepatitis B immunisation.
657 National Department of Health (n 652) 19-20.
658 Butcher and Others (n 637) 11.
659 Ibid. 1.
660 Ibid. 9. This depends on whether there is a functioning authority, and if they are a provincial or district FSC.
661 National Department of Health (n 652) 14-15.
662 The specific allocation of budget, however, is dependent on whether the centre falls under Provincial Health Authority or Administration.
663 Buther and Others (n 637) 37.
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mayors and boards have also allocated more funds and
grants to FSCs in some regions.664

This has been a key enabler for the sustainability of the
centres.669

Ņ Provincially-based FSCs have appropriate, welcoming, calming, and pleasant environments for clients to
be attended to.665

Whilst some successes and enablers have been identified in
the FSCs, some fundamental shortcomings have also been
addressed in the lessons learnt. These include:

Ņ Client-centred services are an important aspect of
FSC service delivery, and the guidelines highlight the
need to consider client profiles for identifying the needs
of survivors and for appropriate responses in the delivery
of services. This has proven to be particularly important
for cases involving accusations of sorcery, which are
common in some PNG regions. At times, some survivors
and even whole families and clans have been the target of
such accusations, which has resulted in serious assaults and
individuals displaced from their homes. In these instances,
FSCs have provided asylum to the targeted individuals
by offering a place of shelter. The safety and security at
FSCs had been paramount in these operations, and has
been assured at all sites with a security guard and with an
effective working relationship with the police.666

Ņ On average, children have made up over half of the percentage of those seeking FSC services. However, a number
of staff have previously expressed that they did not feel
adequately equipped to meet the needs of children in
order to competently and fully deliver services.670

Ņ Hospital-based FSCs have been better equipped to
respond to children (and women) survivors of violence
than facilities without the same level of dedicated resources.667
Ņ Referral pathways have functioned effectively due to
strong and good relationships between FSCs and referral
partners. The A&E department and obstetrics and gynaecology departments have been pivotal in intra-sectoral
pathways to centres within the healthcare system. Inter-sectoral referrals have been supported by the Family
and sexual violence unit of the police and community development officers.668
Ņ Staff of provincial-level FSCs have been supported
by the central government on the government payroll.
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Ņ Child-oriented services have been another identified
issue at FSCs. For instance, some service providers have
previously mentioned they had adopted a child-friendly
approach, although this apparently only meant having toys
available. Additionally, only some FSCs have had a dedicated room for children and/or a social worker professionally trained in child psychology and counselling. As well
as a need to develop skills in working alongside children,
there has been concern surrounding the need to increase
an awareness of child protection, children’s rights, and
their right to justice.671 Overall, the capacity and expertise
directed at the protection of children has been limited due
to resource constraints. Generally, there have been very
few social workers in PNG due to resources constraints.
Thus, social workers do not always have the specialised and
professional training to address children and women separately.672
Ņ FSCs have been designed to respond to family and
sexual violence, integrating responses for both children
and women. However, one evaluation identified that there
had been no specific service plan. Integration had only
been evident insofar as services had responded to whoever
had sought help, and thus, actions have been decided from
case to case. In addition, it has been generally recognised
that children and women are connected, without analysing
the implications it may have on the work in VAC, VAW

Ibid. 1, 23.
Ibid. 24.
Ibid. 25-26. Overall, there is a good relationship and effective coordination with the police, the Family Sexual Violence Desk and the Sexual Offences Squad.
Ibid. 26.
Ibid. 32.
Ibid. 42.
Ibid. 25, 28.
Ibid. 29.
UNICEF, UNFPA and UN Women (n 636) 19; WHO (n 594) 18.
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and both children’s and women’s rights.673 Whilst there are
many benefits to aligning responses for both children and
women, this alignment can reduce the specificity of the
care provided to both children and women.674
Ņ Services have been hard to access as transport is expensive, and thus, not all survivors have been able to afford
the travel costs to seek medical attention.675 This is especially challenging for individuals that live in rural areas.
Moreover, the COVID-19 pandemic has only exacerbated
this situation due to the closure and/or disruption of services.676

Ņ One evaluation identified that access to justice had
been hindered by multiple factors. For instance, at some
FSCs, legal services have been charged to clients. On the
other hand, some FSCs had reported their frustration with
the low number of convictions, which had been due to a
serious shortage of judges to hear cases.681
Ņ At some FSCs a systematic feedback system that
allows for anonymous suggestions for improvement had
been absent.682 Feedback is always essential for the evaluation of any shortcomings that are needed to be addressed.

Ņ A distrust of the police has been an issue in PNG.
For instance, even with access to medical reports intended
to be used to file a police report, many have opted not to
follow through and visit police stations for fear of an unsympathetic responses.677

Ņ Constraints in data collection and management has
previously been another identified shortcoming. As different sites have applied have applied different interpretations of the types of violence, indicators, and different
age ranges, this had made it exceedingly difficult to draw
comparisons across centres and evaluate data to gauge the
effectiveness of the FSCs.683

Ņ There have been concerns about the appropriateness of hospital based FSCs falling under Medical and
Curative Services, thus appearing as if VAC is predominantly a health issue. Response and health intervention
tools are only the end point of VAC and calls for prioritising prevention as a primary focus have been echoed by
Provincial Health Authorities and medical officers.678

Ņ The government-led and NGO support combination
has previously led to tensions in the partnership. For
instance, in one FSC, MSF staff supporting a hospital
based centre were often seen as outsiders infringing on the
authority and administration of the hospital.684

Ņ District-level FSCs have lacked the political support
necessary to sustain themselves. This has at times resulted
in confusion over who carries the responsibility of governance of the FSCs.679 This is has largely been due to decentralisation.
Ņ FSCs were designed to follow an OSC model, with all
services located at one site and under one roof. However,
this has not always been the case, as some FSCs have
served mainly as a hub for referrals from where relevant
services (such as medical, psychosocial, and/or legal/justice-related services) could be accessed.680
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4.4 AN EXCURSUS OF MODELS SIMILAR TO THE OSC
Across the world, similar models to the OSC have emerged that offer holistic, integrated, interagency, and multidisciplinary
services whilst utilising a one-stop shop/centre approach. In the USA, Children’s Advocacy Centers (CAC) have been in operation since the mid-1980s. Today, these centres have expanded to include over 1,000 centres within the country and have
been implemented within thirty-four other countries across the globe, including Guyana. Taking inspiration from the CAC
model, the Barnahus model was established in the mid-1990s, which today is a leading and best practice model, that has
rapidly diffused throughout and beyond Europe.

THE BARNAHUS MODEL
IN EUROPE

boration with multiple partner agencies, the CAC concept
was adapted and integrated to fit the Icelandic welfare
system, and in 1998 the first Barnahus was established as
a pilot project.690

In the mid-1990s, following the impact of the first World
Congress Against Sexual Exploitation, Iceland carried out
a study on the prevalence of sexual violence committed
against children. The results were shocking, and confronted the denial felt by much of Iceland’s society.685 In the
debate following the results of this study, demands were
made for reforms seeking greater protection for children.686
Bragi Guðbrandsson, who at the time was the director for
the Government Child Protection Agency (an agency that
was already working on reforms for coordination and competence building in the child welfare system)687 embarked
upon a mission to find a model to address child sexual
abuse that was both multiagency and child-friendly.688

Today, the Barnahus model is a leading and well-developed European multidisciplinary and interagency centre
for children. Similar to the OSC, it offers a one-stopshop approach691 by providing several services that jointly
engage in carrying out assessments and investigations
and in deciding on the necessary follow-up services and/
or interventions in an integrated manner. The collaboration involves multidisciplinary services from law enforcement, criminal justice, child protection, and medical and
mental health in a ‘four room’ structure.692 One key role of
Barnahus is to assist in producing valid evidence for judicial
proceedings by eliciting the child’s disclosure so that they
do not have to appear in court in the case of prosecution.693
This multidisciplinary approach balances facilitating a safe
path to recovery and access to child-friendly justice without
causing retraumatisation and secondary revictimisation.

After intensive research and a trip to the USA, Guðbrandsson found what he was looking for in the USA’s Children’s
Advocacy Centers (CAC) (see next section). Upon returning to Iceland, his vision of a Barnahus (meaning
‘a house for children’ in Icelandic)689 was born. In colla

The implementation and functioning of Barnahus varies
according to the national context, which can be achieved
through different institutional arrangements.694 For
example, in the Nordic Barnahus’, the centres are institutionally embedded within the national authorities, such

WHAT IS A BARNAHUS?
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692 ‘About Barnahus’ (Promise Barnahus Network) <https://www.barnahus.eu/en/about-barnahus> accessed 16 July 2021.
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The Barnahus’ Four Rooms &
the Barnahus Quality Standards
Adapted from Promise Barnahus Network <www.barnahus.eu>

Key Common Criteria
of Barnahus

■

The forensic interview is carried out
according to an evidence-based protocol;

■

The evidentiary validity of the child’s
statement respects the due process,
whilst avoiding a need for the child to
repeat her/his statement during court
proceedings if an indictment is made;

■

A medical evaluation is carried out for
forensic investigative purposes and to
ensure the child’s physical well-being and
recovery;

■

Psychological support is available,
including short and long-term therapeutic
services addressing the trauma of the
child and non-offending family members
and caregivers;

■

An assessment of the protection needs is
carried out and followed up concerning
the child victim and siblings in the family.

as social services, health, child protection, as well as the
judicial system.695 However, there are many other countries
that have also embedded Barnahus into their systems. For
instance, Estonia’s Barnahus is embedded within its CPS,
Slovenia’s is embedded within the justice system, and in
both the UK and Germany, the Barnahus model has been
embedded in the health system. However, it should also be
noted that there are several other centres which embrace
multidisciplinary and interagency collaboration in one
child-friendly premise and provide a balanced intervention,
adapted to the needs of the child as required by Barna-
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Ibid; Promise Barnahus Network (n 692).
Ibid. 18-19.
Ibid. 10.

Coordinates effective,
child-friendly, multidisciplinary
interventions for child victims/witnesses
of violence (Standards: 2, 5, 9, and 10)

CRIMINAL
INVESTIGATION

PHYSICAL
HEALTH

Forensic interview
Court hearings

Examination (forensic)
Treatment, Referral

Standards:
1, 2, 3, 4, 5, 6, 9

Standards:
1, 2, 3, 4, 7, 9
Multidisciplinary
and Interagency
collaboration
competence

PROTECTION

MENTAL HEALTH

Individual assessment
Exploratory interviews

Assessment
Treatment, Referral

Standards:
1, 2, 3, 4, 5, 8, 9

Standards:
1, 2, 3, 4, 5, 8, 9

hus.696 For instance, in Croatia, the Child and Youth Protection Centre model embedded in the healthcare system
and located in Zagreb, has been in operation since 2002.
In the Netherlands, the MDCK model was established
in 2015, which is rather a network of organisations that
includes safe at home, youth protection medical, judicial/
law enforcement, health, and youth care organisations.697
Whilst both centres operate based on their own models,
their team of experts have contributed to the development
of the Barnahus Quality Standards (see below).698
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THE COMPONENTS OF BARNAHUS
At Barnahus, professionals from different disciplines work
together to collaborate and coordinate a balanced and integrated response, respecting the needs of the child and
ensuring no further trauma is inflicted.699 The (recorded)
forensic interview conducted solely by one specialised interviewer forms an integral part of this collaboration. It
informs all the services and joint case planning and management.700 The ‘four rooms’ of Barnahus include the different agencies, authorities, and professionals of the different disciplines that work together.701 These include:
Ņ Child protection:
Barnahus contributes to the assessment of the protection
needs and supports follow-up services concerning the child
victim and siblings within the family. Individual assessment
and exploratory interviews form part of this process.702
Ņ Criminal justice investigation & proceedings: 
Criminal investigation, involving actors such as the police,
prosecution, and lawyers, respects the procedural safeguards and due process of both the child and the accused.
Child-friendly interviews are conducted in accordance
with an evidence-based protocol by a trained and specialised forensic interviewer in private. This interview is
recorded and observed by the multidisciplinary team in a
separate room. The goal of the interview is to protect the
child from retraumatisation and to secure the best possible
evidence. As evidence is taken in due process, it is admissible evidence in a court of law should the case be prosecu
ted. Thus, the child does not have to be appear in court.703
Ņ Medical examination and treatment:
A child-friendly medical examination and evaluation forms
an integral component of Barnahus. This is carried out by
specialised and highly competent staff both for forensic
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purposes and to ensure the child’s physical well-being, and
to ensure the appropriate remedy for recovery.704
Ņ Mental Health Examination and Treatment:
Children are offered a mental health assessment and appropriate support, which is provided by specialised and
highly competent staff. This includes crisis-support, and
short and long-term therapeutic services, which address
the trauma of the child and for the non-offending family
members and/or caregivers.705
THE ICELANDIC BARNAHUS & THE
EUROPEAN DIFFUSION (& BEYOND)

Barnahus Iceland took inspiration from the CAC,
but it was adapted to possess several key differences.
First, unlike the privately-run CAC model,706 Barnahus
Iceland was integrated into the system, giving a voice to
children in their right to give testimony and participate.
Second, Barnahus was structured to form “an integral
part of the institutional landscape of the child welfare
system that is operated by the central and local authorities”.707 Lastly, since there was formal recognition of the
judicial system within the centre, it could produce valid
evidence for court proceedings without the child having to
appear in court themselves to provide testimony. This was
an integral aspect to both avoiding retraumatisation of the
child and effective investigation.708
After its successful implementation, interest in the model
came to light in the early 2000s. This began with the other
Nordic countries: colleagues who had frequently shared
their knowledge and experiences of child welfare with
Iceland.709 Further international recognition was enhanced
when Save the Children published their report on Child
Abuse and Adult Justice710 in 2002, which endorsed the
Barnahus as best practice.711 To stakeholders this was appealing: whilst Barnahus benefitted children and their

‘The Promise Vision’ (Promise Barnahus Network) <https://www.barnahus.eu/en/vision/> accessed 17 July 2021.
Shawna von Blixen, ‘Barnahus, What, Why and First Steps’ (29 October 2020) <https://www.youtube.com/watch?v=VM_r7paDnA0&t=1006s> accessed 7 June 2021.
Haldorsson (n 691) 12.
Promise Barnahus Network (n 699).
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Ibid.
Promise Barnahus Network (n 692).
Guðbrandsson (n 685) vi.
Haldorsson (n 691) 12-13; Promise Barnahus Network (n 692).
Guðbrandsson (n 685) vii.
Christian Diesen, Child Abuse and Adult Justice: A Comparative Study of Different European Criminal Justice Systems Handling of Cases Concerning Child Sexual Abuse (Save the Children 2002) 4344, 65.
711 Ibid. 44; Guðbrandsson (n 685) vii.
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Counselling room at Childhood-Haus Heidelberg, Germany.

Broadcast room at Childhood-Haus Duesseldorf, Germany.

welfare, at the same time, it was, at the same time, concrete,
tangible, and inexpensive.712 In 2006, recognition of the
Icelandic Barnahus was achieved by its nomination for The
International Society for the Prevention of Child Abuse
and Neglect’s (ISPCAN) multidisciplinary award.713

THE BARNAHUS QUALITY STANDARDS

Sweden, Norway, and Denmark respectively, were next to
follow suit in implementing and integrating Barnahus.714
This action was bolstered by a governmental collaboration
facilitated by the Council of the Baltic Sea States (CBSS)
expert group on Children at Risk.715
Today, the Children at Risk Unit at the CBSS secretariat
hosts the PROMISE Barnahus Network.716 PROMISE
was initiated in the year the year 2015 as a project co-funded by the EU, with the aim of promoting the implementation of the Barnahus model and similar multidisciplinary
initiatives across Europe that supports implementation
of international and national laws on child-friendly procedural safeguards and assistance to child victims of violence.717 In total, it engages with forty national contexts
by benefiting on existing child protection expertise and/
or is influencing national progress on Barnahus.718 Many
organisations are directly involved with the diffusion of the
model both within and beyond Europe too. For instance,
the World Childhood Foundation founded by Queen
Silvia of Sweden in 1999, has been actively involved in
introducing and supporting centres. This includes in
Sweden, Belarus, Germany, Moldova, and even beyond the
European context in Brazil.719
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714
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716
717
718
719
720
721
722
723

One key goal that is supported by PROMISE is to “establish Barnahus or similar models that work to progressively
achieve international obligations, professional guidelines
and the Barnahus Quality Standards.”720 The network
adopts a child’s rights-based approach and embraces international standards, such as the CRC, and regional legal
frameworks from the European Union and the Council
of Europe. The Quality Standards draw upon these instruments and provide a common organisational framework to
ensure minimum standards are upheld through the integrated and coordinated collaboration amongst professions,
the promotion of practice to prevent retraumatisation, the
securing of testimonies for court, and to comply with children’s rights to protection, assistance, and child-friendly
justice.721 These quality standards are summarised on the
next page.722
DISCUSSION
Barnahus is a well-developed and leading model moulded
upon evidence-based practice with standards and requirements utilising a one-stop-shop multidisciplinary and
interagency approach. Through its recognition, it has
rapidly diffused not only across the Nordic context, but
also throughout multiple European states. Evaluations
and surveys containing first-hand accounts from children
depict a positive experience and an appreciation for an atmosphere of ease.723 It has been concluded that Barnahus,

Ibid. vii-viii.
Ibid. ix-x.
Ibid. vii-viii.
Ibid. The Council of the Baltic Sea States consists of 11 members (Denmark, Estonia, Finland, Germany, Iceland, Latvia, Lithuania, Norway, Poland, Russia and Sweden). CAR is managed by the CBSS
Expert Group that represents all the Member States. The CAR collaboration is a flagship priority under the CBSS’s long-term priority area of a safe and secure region.
Ibid.
‘About PROMISE’ (Promise Barnahus Network) <https://www.barnahus.eu/en/about-us/> accessed 18 August 2021.
‘PROMISE Barnahus Greater Network’ (Promise Barnahus Network) <https://www.barnahus.eu/en/about-us/> accessed 18 August 2021.
‘Barnahus Child Advocacy Centers’ (World Childhood Foundation) <https://childhood.org/project/barnahus-child-advocacy-centers/> accessed 18 October 2021.
Promise Barnahus Network (n 699).
Haldorsson (n 691) 8.
Please refer to the official document of the Barnahus Quality Standards for in-depth explanation on each standard. See Haldorsson (n 691).
Kari Stefansen, ‘Staging a Caring Atmosphere: Child-Friendliness in Barnahus as a Multidimensional Phenomenon’ in Susanna Johansson and Others (eds) Collaborating Against Child Abuse:
Exploring the Nordic Barnahus Model (Palgrave Macmillan 2018) 46-49; See also Gisli Gudjonsson and Others, ‘The Ability of Suspected Victims of Childhood Sexual Abuse (CSA) to Give
Evidence. Findings from the Children’s House in Iceland’ (2010) 21 The Journal of Forensic Psychiatry and Psychology 569, 581-583.
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STANDARD 1

Key Principles and Cross-Cutting
Activities
Three principles inform the multidisciplinary practice and decision making in Barnahus are. Firstly,
the best interests of the child are a primary consideration at the heart of all decisions and actions
made in matters that affect the child. Secondly, children have the right to be heard; meaning they have
the right to express their views must be respected
and fulfilled. Lastly, all necessary measures must
be taken to avoid undue delay, by ensuring that forensic interviews, child protection assessments and
mental/medical health examinations are fulfilled
within a stipulated time frame.

A Summary on the
10 Barnahus Quality
Standards
Promise Barnahus Network,
<www.barnahus.eu>

STANDARD 2

STANDARD 5

Multidisciplinary and Interagency
Collaboration

Interagency Case Management

The Barnahus is embedded in the national or local
system, such as the social or child protection services, law enforcement/the judiciary, or the health
system. The Barnahus may also operate independently if it enjoys a statutory role, is recognised
by the authorities, and is mandated to collaborate
with the national agencies. Within the Barnahus,
the multidisciplinary and interagency collaboration functions upon transparent, clearly established
roles, mandates, mechanisms, monitoring and
evaluation to ensure the continuity and stability of
services. The process of collaboration begins with
an initial report and is guided by processes of interventions throughout the case.

The multidisciplinary and interagency team case
review and planning is formalised by mutually
agreed upon procedures and routines. Planning
and review is continuous via regular meetings involving the relevant agencies. Cases are continuously tracked through documentation and ensuring
that the interagency team members have access to
information until the case is closed. A designated,
trained individual or member of the Barnahus team
should be made the support person monitoring
the multidisciplinary response to ensure continuity of support and follow-up with the child and the
non-offending family and/or caregiver(s).
STANDARD 6

Forensic Interview
STANDARD 3

Inclusive Target Group
At Barnahus, all children are children who are victims and/or witnesses to VAC are the target group.
Non-offending family is the secondary target
group. In respect of the principle of non-discrimination, special effort must be made to reach all child
victims and witnesses of VAC, regardless of whichever form it may manifest.
STANDARD 4

Child-Friendly Environment
Barnahus are preferably situated in a detached
building and located in an area familiar to children. It should be accessible by public transport
and accessible to all children, including for children with disabilities and special needs. The interior of Barnahus should be furnished with safe,
child and family-friendly, age and developmental
stage-appropriate furnishings, including for children with disabilities and special needs. The privacy of premises must be upheld at all given times;
ensuring that separated, soundproof and private
areas are available. Moreover, Barnahus should
be set up to prevent contact of the victim with the
suspected perpetrator at all given times. Barnahus
must have an interview room, and a separate observation room for the interagency team to watch
live interviews.

Forensic interviews are carried out in accordance
with evidence-based practice and protocols, which
ensures the quality and quantity of the evidence obtained. The main aim of the interview is to avoid retraumatisation and to elicit the child’s free narrative
in as much detail as possible whilst complying with
the rules of evidence and the rights of the defence.
Interviews are carried out by specialised staff who
receive regular training in conducting interviews.
The interview(s) are carried out by one interviewer (even in the case of multiple interviews) in the
Barnahus and are audio-visually recorded to avoid
repeated interviewing by different professionals
who require access to the child’s disclosure. All
multidisciplinary and interagency members should
be able to observe the forensic interview in either
an adjacent room or through recordings and can
interact with the interviewer so that questions can
be posed to the child from the team. Arrangements
should be in place that respect the rights of the defence and allow them to pose questions to the child
victim/witnesses via the forensic interviewer. Moreover, the interview is adapted to the child’s age,
development, and cultural background, considering special needs including interpretations. This
may include minimising the length of interviews,
allowing breaks, and potentially conducting the
interview over more than one session. The number
of interviews is limited to the minimum necessary for
criminal investigation.

STANDARD 7

Medical Examination
Medical and/or forensic medical evaluations are
routinely carried out in the Barnahus by specialised
staff. These staff are trained to recognise the indicators of physical, sexual and emotional abuse as
well as neglect. Medical treatment is carried out in
the Barnahus premises (unless in the event of urgent
or complicated cases which require special interventions at a hospital setting). Specialised medical
staff carry out medical examinations. Case review
and planning meetings are conducted with medical staff present as appropriate. In the process of
evaluating, children and family/caregivers receive
adequate information regarding the available and
necessary treatments, and the child’s right to participation is ensured in their capacity to influence the
timing, location and set up of medical interventions.
STANDARD 8

Therapeutic Services
Mental health assessment and treatment is routinely
made available for child victims and witnesses, by
professionals with specialised training and expertise. Children and family/caregivers that the right to
receive adequate information regarding the available and necessary treatments, and the right of the
child to participate is ensured at all times in their
capacity to influence the timing, location and set
up of interventions. Staff also routinely offer crisis
support intervention for the child and non-offending family members/caregivers if needed.
STANDARD 9

Capacity Building
Members of the Barnahus team and the involved
agencies are provided with regular training in their
specific areas of expertise and are offered joint
training in cross-cutting issues. Members also have
access to regular guidance, supervision, counselling, and peer review both in relation to individual
cases and in addressing processional and personal strain, challenges and ethical dilemmas working
with child victims of VAC.
STANDARD 10

Prevention: Information Sharing,
Awareness Raising and External
Competence Building
Aggregated and disaggregated data/statistics
is collected, and the information is shared with
relevant stakeholders including decision-makers,
academia, child protection professionals, and the
broader public to create awareness about VAC
and the role of multidisciplinary and interagency
responses, to facilitate research and to support evi
dence-based legislation, policy, and procedures.
Barnahus also offers targeted action to increase
competence and knowledge among professionals
working for and with children by, for example, organising study visits, information meetings and producing written materials.
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in many respects, is a promising model that meets the
needs of victimised children and safeguards their rights.724
The Barnahus Quality Standards demonstrate how different disciplinaries are organised, recognised, and have
significant yet coordinated roles. These are grounded
upon evidence-based research and require child-friendly
provision of services necessary to secure the child’s rights.
The process of Barnahus, even when assessments produce
no evidence, are structured to offer reassurance to every
child in the manner that is best suited to them.725 The
child-friendly facilities are accompanied by professional,
specialised, and regularly trained staff. This environment
has helped lessen the distress felt by children and offers a
comfortable space for children to disclose their stories.726
It is worth noting that the success of (in particular) the
Nordic Barnahus models, is not only attributable to the
cohesive, concrete, multidisciplinary and interagency components of the centres, but the institutional setting has
also played a significant role. Barnahus was integrated and
adapted to fit a well-developed landscape: welfare systems
had already existed not only in child protection, but also
in education, social security, and health services. The child
welfare system, characterised by family service orientation
together with the existing structures for detecting children
at risk was a common pre-existing aspect within these
countries.727
The Nordic countries had also experienced a radical shift
and cultural change to the zero legal and social tolerance
towards child abuse, including in acts of discipline.728 This
shift occurred in as early as the 1970s and 1980s, when
Sweden, Finland, and Norway, respectively, outlawed
corporal punishment. Since then, additional amendments
have also set a very low bar on what constitutes violence
too.729

The Barnahus model was originally moulded to fit this
landscape, both institutionally and culturally. However, its
recent rapid diffusion in many other European contexts
reflects the model’s flexibility and ability to expand beyond
this setting. For instance, the landscape of the CPS in
England adopts a mainly interventionist and curative
approach. As opposed to focusing on delivering family
support services through self-referral and voluntary participation (as seen particularly in Sweden and the other Scandinavian countries), it focuses on child protection in cases
of crisis intervention.730 Even so, since October 2018, the
Barnahus model has been integrated and institutionalised
to fit into the health system under the National Health
Service. These so-called Lighthouses are currently based in
London hospitals and focus on responding to child survivors of sexual abuse and exploitation.731
The variations and steering mechanisms that crystalised
differently within the European settings should not be seen
as being separate from an existing framework supported
by developed infrastructure and institutions.732 Existing
premises in European settings might be better than those
outside Europe, especially compared to lower resource
settings or settings where the awareness of VAC is not as
prioritised.733 However, emphasis should be drawn to the
progressive development of the Barnahus Quality Standards.
Whilst they exist to serve core guidance for the implementation of and operative standards in the model, they can be
progressively developed over the different stages of establishment. Even when Barnahus is implemented in landscapes where VAC is not yet high enough on the agenda or
where existing frameworks ought to be strengthened, the
implementation may nevertheless serve be a critical step in
shifting responses to and attitudes towards an intolerance
of VAC.734

724 Kari Stefansen and Others, ‘Epilogue: The Barnahus Model: Potentials and Challenges in the Nordic Context and Beyond’ in Susanna Johansson and Others (eds) Collaborating Against Child Abuse:
Exploring the Nordic Barnahus Model (Palgrave Macmillan 2018) 332-333.
725 Shawna von Blixen (n 700).
726 Gunn Astrid Baugerud and Miriam Sinkerus Johnson, ‘The NICHD Protocol: Guide to Follow Recommended Investigative Interview Practices at the Barnahus?’ in Susanna Johansson and Others (eds)
Collaborating Against Child Abuse: Exploring the Nordic Barnahus Model (Palgrave Macmillan 2018) 134.
727 Stefansen and Others (n 724) 332-333.
728 Ibid 333; Susanna Johansson and others, ‘Implementing the Nordic Barnahus Model: Characteristics and Local Adaptations’ in Susanna Johansson and Others (eds) Collaborating Against Child
Abuse: Exploring the Nordic Barnahus Model (Palgrave Macmillan 2018) 2-3
729 Ibid. 3.
730 Mary Daly, ‘England’ in Mary Daly and Others (eds) Family and Parenting Support: Policy and Provision in a Global Context Innocenti Insight (UNICEF Office of Research 2015) 70.
731 ‘The Lighthouse’ (National Society for the Prevention of Cruelty to Children 2021) <https://learning.nspcc.org.uk/services-children-families/the-lighthouse#heading-top> accessed 24 August 2021.
732 Johansson and Others (n 728) 13; Stefansen and Others (n 724) 334, 336.
733 Guðbrandsson (n 685) ix.
734 Anna Kaldal, ‘Joint EU DG Reform – Council of Europe Project to Support the Implementation of Barnahus in Slovenia (phase II): Comparative Review of Legislation Related to Barnahus in Nordic
Countries’ (European Union and the Council of Europe 2020) 15-16 <https://rm.coe.int/barnahus-comparative-review-anna-kaldal-14092020/1680a0437f#:~:text=The%20Barnahus%20
model%2C%20which%20was,thereafter%20in%20Norway%20and%20Denmark.> accessed 22 August 2021.
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The balance of professions played out between criminal investigations, on the one hand, and child welfare and treatment of the child, on the other, is another point of discussion. This balance, seen as an idea rather than an in-built
feature of Barnahus,735 can naturally suffer from tensions
experienced when shifts in the balance of power between
both professional areas are influenced.736 In Norway, for
instance, a mandatory use of Barnahus for child investigative interviews was implemented as a result of children
being less distressed and upset when these were carried out
in Barnahus.737 This has led to an increased concern that
staff may prioritise the coordination of tasks related to the
investigative interviews over the provision of treatment
and support.738 However, these tensions can be reduced
through adopting a child’s rights-based approach and the
Barnahus Quality Standards. Tensions can be alleviated
through constant comparative and critical analysis, striking
a balance between both logics. Professionalism is a critical
aspect of the interdisciplinary and agency teamwork,
which can be implemented through capacity building and
joint training incentives.739
Despite these considerations and potential tensions,
Barnahus is a consistently adapting model working at the
“core of an emerging institutional field…interlink[ing]
child welfare and child justice”.740 Evaluations, new studies
and research are supported by a continually expanding
PROMISE network. Through education and training, the
identification of potentials and challenges are constantly
seeking to better strengthen the professionalism in multidisciplinary teamwork. These factors, combined with
positive reflections made by children, undoubtedly have
meant a step in the right direction to eliminating VAC.741

THE USA’S CHILDREN’S
ADVOCACY CENTERS

WHAT ARE CHILDREN’S ADVOCACY
CENTERS (CAC)?
History and Development:
In the USA, the Children’s Advocacy Center (CAC) model
was implemented in response to criticism that investigations into cases concerning child sexual abuse lacked sensitivity and caused retraumatisation. In addition to low
conviction rates, child survivors were often repeatedly interviewed in multiple locations by multiple different professionals and were taken to court to give testimony.742 It
was former Congressman Robert Cramar of Alabama that
pioneered this model, revolutionising the USA’s response
to child sexual abuse. Realising that the social services and
justice systems were failing to effectively work together, the
first ever CAC was established in Huntsville, Alabama in
1985.743
Utilising a multidisciplinary team approach, Cramar and
a group of key individuals brought together professionals
from various agencies including law enforcement, criminal
justice, child protection services, and the medical and
mental health sectors under one dynamic team.744 The
stand-alone centres serve as a focal point for this multidisciplinary and multiagency team collaborating on investigation.745
After developing its innovative approach to child sexual
abuse cases in Alabama, the centres earned themselves a
reputation nationally. Through its influence, training
began throughout other communities in the country,746
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Stefansen and Others (n 724) 336.
Ibid.
Baugerud and Johnson (n 726) 133.
Stefansen and Others (n 724) 336; Kaldal (n 734) 15-16.
Ibid; Haldorsson (n 691) 102.
Stefansen and Others (n 724) 344, 348.
Kaldal (n 734) 15.
Maureen C Keeny and Others, ‘Implementation and Program Evaluation of Trauma-Informed Care Training Across State Child Advocacy Centers: An Exploratory Study’ (2017) 73 Children and Youth
Services Review 15, 15.
‘History’ (National Children’s Advocacy Center 2021) <https://www.nationalcac.org/history/> accessed 18 September 2021.
Ibid.
James Leslie Herbert and Leah Bromfield, ‘Evidence for the Efficacy of the Child Advocacy Center Model: A Systematic Review’ (2015) 17 Trauma, Violence and Abuse 341, 341.
National Children’s Advocacy Center (n 743).
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and today the model has expanded nation-wide to include
over 1,000 CACs which now focus on all forms of child
abuse in general. These centres form part of a network
within an accredited organisation namely, the National
Children’s Alliance (NCA).747 However, the model has not
only spread and expanded across the USA. In addition
to forming the basis for the creation of the European
Barnahus model, there are more than thirty-four countries
worldwide that have integrated the CAC model into their
jurisdictions.748
Key Requirements of CACs:
The NCA offers four different levels of membership to
centres that are designed to meet the specific individual
needs of the centres and communities. The accredited level
CACs must meet their ten standards in delivering services:749
Ņ A child-focused setting: 
The facilities for CACs are required to be neutral,
child-oriented, and provide safety, comfort, and privacy
for children and their families where forensic interviews
and other services can be appropriately provided. This
means that they are maintained in a manner that is physically and psychologically safe, that provides for observation

or supervision, that is convenient and accessible, and that
is childproofed.750
Ņ A multidisciplinary team: 
The team must include law enforcement, child protective services, mental health, medical, prosecution, victim
advocacy professionals, and CAC representation.751 These
members formally collaborate under a written interagency
agreement, which is signed by authorised representatives
of all the disciplines and agency components. This agreement is vital, not only for formalising cooperation but
also to ensure continuity of practice. The team also regularly exchanges information and operates in accordance
with a written protocol and/or guideline that addresses the
function of the team, the roles and responsibilities of each
member, and their interaction with the centre. To ensure
that the unique needs of children are recognised and met
at all stages, all members are routinely involved in investigations and interventions.752
Ņ Organisational capacity: 
The CAC must have a designated legal entity that is responsible for the governance of the centre and its operations. Overseeing the work of the CAC, the entity ensures
the correct setting and implementation of law and administrative policies, hiring and managing staff, obtaining

747 Gail Honor, ‘Child Advocacy Centers: Providing Support to Primary Care Providers’ (2008) 22 Journal of Pediatric Health Care 35, 37.
748 National Children’s Advocacy Center (n 743).
749 Honor (n 747) 37; National Children’s Alliance, ‘Standards for Accredited Members’ (National Children’s Alliance 2017) 12-14 <https://www.nationalchildrensalliance.org/wp-content/
uploads/2015/06/NCA-Standards-for-Accredited-Members-2017.pdf> accessed 19 July 2021.
750 Ibid. 52.
751 Honor (n 747) 37.
752 . Ibid.
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funding, supervising the programme and fiscal operations,
and long-term planning. A CAC itself may be structured and operated depending on the unique needs of its
community. Thus, CACs may be independent non-profit agencies, integrated in state systems (such as prosecution, healthcare, social services and/or law enforcement),
or may be affiliated with an umbrella organisation such
as a hospital. All options have strengths and limitations
for collaboration, governance, planning, and partnerships.
For a successful CAC, regardless of where the programme
is housed or under whichever legal auspices, all agencies
involved must bear ownership and equal investment in the
programme.753
Ņ Cultural competence and diversity:
All children have the right to accessible services, and
thus, special consideration must be made to ensure that
non-English speaking and deaf or hard of hearing children
and their family members are accommodated throughout
the process of investigation and intervention. Services
must also be tailored to meet the individualised needs of
children regarding their culture and developmental stages
too. Importantly, staff must also represent the demographics of the community.754
Ņ Forensic interviews:
Forensic interviews must be conducted in a neutral and
unbiased manner with open-ended fact-finding questions
and must be coordinated with other professionals of the
team representing their agencies. This is crucial to avoid
multiple interviews. A forensic interviewer must have successfully completed training.755
Ņ Victim support and advocacy: 
Parent and caregiver support is essential in reducing trauma
and improving outcomes for children. Thus, client access
to, and participation in, investigation, prosecution, treatment, and support services are a necessary component of
the team’s response. In a time of crisis, child survivors and

their families require assistance in navigating the multiple
systems involved within the CAC’s response. Advocates
must be duly trained to provide this.756 It is their responsibility to ensure that there is active outreach and follow-up
support available.757
Ņ Medical evaluation: 
Medical assessments and examinations are on site and conducted by healthcare providers with specific (and specialised) professional training in child abuse and in accordance
with training qualifications, certification, and eligibility standards. The medical worker must be familiar with
up-to-date published research studies on the findings of
abused and non-abused children, as well as transmission
of infections, current medical guidelines, and recommendations. Findings must be documented and submitted for
expert review, preferably by a child abuse paediatrician.758
Ņ Mental health:
The CAC’s mission is to protect children, provide justice,
and promote healing. Without therapeutic intervention,
many traumatised children may suffer with ongoing and
long-term adverse effects (for example, in health, social,
developmental, and cognitive aspects). Thus, specialised mental health services must be available to the child
survivor and their non-offending family. Healing must be
fostered by minimising potential trauma. These services
must be provided by qualified and trained professionals,
who participate in ongoing clinical supervision and consultation that delivers trauma-focused and evidence-supported mental health treatment.759
Ņ Case review:
This is a formal process that allows the team to assess and
monitor its collective effectiveness to ensure the safety and
well-being of children and their families. These reviews
foster a number of elements including experience, expertise sharing, and discussions.760

753 Ibid. 48.
754 Ibid. 18.
755 Ibid. 21; Honor (n 747) 37. This includes that they can assure accurate information is obtained during the interview; have had a minimum of 32 hours of instruction and practice; evidence-supported
interview protocol; pre- and post-testing that reflect understand of the principles of legally sound interviewing; content that includes child development, cultural competency, implementation of protocol,
question design and suggestibility.
756 Ibid. 27. Advocates are specifically trained in dynamics of abuse; trauma-informed services; crisis assessment and intervention; risk assessment and safety planning; multidisciplinary response;
assistance in accessing/obtaining victims’ rights; court education, support and accompaniment; assistance with access to treatment and other services.
757 Ibid. 28.
758 Ibid. 31-34.
759 Ibid. 36-39; Honor (n 747) 37.
760 Ibid. 41. Discussions can concern collaboration efforts; formal and informal communications; mutual support; protocols, agreements and guidelines needed to be reviewed; and collective decisionmaking in cases.
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Ņ Case tracking:
Demographic, statistical, and case information, as well as
investigation and intervention outcomes are vital in programme evaluation and generating reports. This tracking
system enables team members to accurately inform
children and families about the current status and disposition of their cases.761
The NCA also offers other forms of membership. Associate-
level centres are CACs that are developing their implementation of the ten standards but have not yet achieved them
all. Affiliate membership is offered to multidisciplinary
teams that work in providing services to survivors of VAC.
Lastly, support and individual membership is given to individuals or organisations wishing to make a difference in
children’s lives by supporting the work of the NCA.762
DISCUSSION
With its diffusion across the country and global influence
for other models responding to VAC, the CAC has undoubtedly achieved both national and international prominence. It has been the cornerstone for the development
of holistic, multidisciplinary, and interagency responses to
VAC, which has attracted various community leaders and
energised child advocates.763
Nevertheless, there are some valuable assessments made
over the years of the CAC that may be useful considerations when adopting the OSC approach too. Of these
lessons learnt, the unique and vital component of child
and family victim support and advocates, who are specifically trained to detect symptoms and liaise with children
and their families through the navigation of their case, are
a valuable feature of the centres.

tervention, the dynamics of child abuse, the interaction
between the services, and the child welfare and criminal
justice systems.764 These serve as the gateway to outreach
and connect children and their families to services that are
required to ameliorate the adverse effects of VAC.765
Despite their crucial role, some studies have revealed how
insufficient training can negatively impact the outcome for
some children’s cases and the services received. For instance,
at some centres, mixed perceptions in the importance of
administering specific types of services to young children
under the age of six have been observed. One of the most
concerning qualitative results was that young children were
less likely to receive or be referred for treatment services in
the case of VAC. In this study, reasons commonly cited
were that the parent/caregiver did not report the child’s
symptoms as justifying intervention.766 However, younger
children manifest trauma symptoms differently to older
children. For example, they may present post-traumatic
stress and restrictive play symptoms. When parents are
not aware of these symptoms, and an advocate has not
received proper and up-to-date training to inquire about
these symptoms, younger children may be perceived as
asymptomatic.767 A lack of accurate knowledge can adversely impact how advocates interact with children and
their families, thereby influencing parents/caregivers in
their decision to seek services for their children (or not).768
These lessons learnt showed that there was a need to
expand the system of service delivery for the youngest and
most vulnerable child survivors of VAC,769 starting with
consistent, available, and accessible training.770 Educating
advocates and parents, especially about trauma, developmental stages, and mental health in younger children, has
proven to be vital.771

The diverse nature of this role requires advocates to be
knowledgeable in factors such as crisis assessment, in-

761 Ibid. 45.
762 National Children’s Alliance, ‘Accreditation Guidelines for Children’s Advocacy Centers’ (National Children’s Alliance 2013) 4 <https://cyfd.org/docs/2013_Accreditation_Guidelines_for_Centers.
pdf> accessed 19 July 2021.
763 J Robert Flores, ‘Evaluating Children’s Advocacy Centers’ Response to Child Sexual Abuse’ (Office of Juvenile Justice and Delinquency Prevention 2008) 8 <https://www.ojp.gov/pdffiles1/
ojjdp/218530.pdf> accessed 19 July 2021.
764 Teresa L Young and Others, ‘A Qualitative Data Analysis: Family Victims Advocates in Child Advocacy Centres’ (2019) Journal of Family Social Work 1, 4.
765 Karin Vanderzee and Others, ‘Who is Advocating for Children Under Six? Uncovering Unmet Needs in Child Advocacy Centres’ (2016) 61 Children and Youth Services Review 303, 304.
766 Ibid. 308.
767 Ibid.
768 Ibid.
769 Ibid.
770 Young and Others (n 764) 13.
771 Vanderzee and Others (n 765) 308.
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CHILD ADVOCACY CENTRES
IN GUYANA

THE DEVELOPMENT OF GUYANA’S
CHILD ADVOCACY CENTRES
Guyana is an example of a South American country that
has incorporated the USA’s Children’s Advocacy Center
(CAC) model into its jurisdiction as a response to child
sexual abuse. The first ever CAC was established in Guyana
in 2014 as a joint government, NGO, and international
agency coordinated response.772
This partnership consists of multiple stakeholders. At the
government’s level, the Ministry of Human Services and
Social Security, along with its Child Care and Protection
Agency and the Guyana Police Force, are all involved in
supporting the CACs. International stakeholders such
as UNICEF and UNFPA support local NGOs, such as
Blossom Inc. and Child Link, in their provision of services,
training, and infrastructure.773
Blossom Inc.’s work has been pertinent in expanding the
centres since their establishment. In fact, the NGO itself
was established in 2014 as a response to a call for collaboration from the child protection agency. Of the CACs
that exist in Guyana, Blossom Inc. manages the centres
based in four of the country’s ten administrative regions.
Warned about children being at increased risk of VAC
driven by the pandemic, the NGO recently launched
CACs in Kwakwani and Mabarumba, in collaboration
with UNICEF and the governmental bodies.774

time a report is made by the police or the child protection authority, these CACs are second respondents in the
line of service. Once contact is made with the CACs, the
child is brought to the safe and secure, agency-neutral, and
child-friendly centre to proceed with the required services.776
Blossom Inc. centres are designed to provide a safe, comfortable, and neutral space for forensic interviews to be
conducted, and other services to be provided as appropriately. Representatives from disciplinaries such as law enforcement, child protection, prosecution, mental health,
and medical and victim advocacy, comprise of the multidisciplinary team delivering services at these CACs. The
team comes together to conduct joint investigations, interviews, make decisions, provide treatment, manage, and
facilitate prosecution in child abuse cases.777
Together, they follow three fundamental objectives in provision of services:
Ņ To provide a safe space where children will be required
only once to tell professionals of the sexual abuse they have
experienced, thus preventing the retraumatisation.
Ņ To provide evidence-based trauma-informed mental
health therapy to the child survivor and their non-offending family members to begin with the healing process.
Ņ To increase successful prosecutions of the perpetrators of sexual VAC.778
Multidisciplinary Provision of Services:

CHARACTERISTICS OF GUYANA’S CACS

At Blossom Inc. managed CACs, the following
services are provided, which integrate some of the ten
standards of the USA’s model:

Utilising a one-stop shop/centre approach, CACs in
Guyana offer a range of child-focused and facility-based
programme responses to child sexual abuse.775 From the

Ņ Forensic interviews: 
To avoid duplicating interviews, forensic interviews are
recorded. They are conducted in a manner that are de-

772 Ayana George, ‘Criminalise Sexual Violence – CPA Director’ (Government of Guyana 2019) <https://dpi.gov.gy/criminalise-sexual-violence-cpa-director/> accessed 20 July 2021.
773 ‘Launch of Children’s Advocacy Centre in Region 7’ (Government of Guyana 2018) <https://dpi.gov.gy/launch-of-childrens-advocacy-centre-in-region-7/> accessed 21 July 2021; ‘One-stop Child
Advocacy Centre Opened in Kwakwani’ (UNICEF 2020) <https://www.unicef.org/guyanasuriname/press-releases/one-stop-child-advocacy-centre-opened-kwakwani> accessed 17 August 2021.
774 Ibid; ‘Child Advocacy Centre Services’ (UNICEF 2020) <https://www.unicef.org/guyanasuriname/stories/child-advocacy-centre-services> accessed 17 August 2021.
775 Government of Guyana (n 773).
776 UNICEF (n 774); Government of Guyana (n 773).
777 ‘Child Advocacy Centre: Child-Focused, Facility-Based Programme’ (Blossoms Incorporated 2021) <https://blossominc.org/child-advocacy-centre/> accessed 17 August 2021.
778 Ibid.
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velopmentally and culturally appropriate to the child
survivor of sexual abuse; sensitive; unbiased; fact-finding;
and legally sound in the method of gathering information
regarding allegations of sexual abuse. These interviews are
conducted by trained forensic interviewer professionals,
who have received training by the USA’s National Child
Advocacy Center. Forensic interviews are also observed by
representatives of the multidisciplinary team, including
members from the Guyana Police Force, the Childcare and
Protection Agency, Mental Health, and Victim Advocate
Services. Together the team provides guidance based on
the information collected in the interview and decides on
whether a case can be brought against the perpetrator.779

Ņ Case review and case tracking: 
As part of CAC management, the multidisciplinary team
conducts quarterly Case Reviews. This is a formal process
enabling the team to monitor and assess its accountability
and independent and collective effectiveness to ensure the
safety and well-being of children and their non-offending
families. Case tracking is conducted via a system that
monitors cases to provide essential demographic and case
information and investigation/intervention outcomes to
generate statistical reports. Both case review and tracking
are paramount to programme evaluation, where the team
can identify and assess any shortcomings and/or areas for
continuous quality improvement.783

Ņ Medical evaluations: 
Children who are suspected survivors of child sexual abuse
are entitled to a medical evaluation provided by a professional with specialised training in dealing with children.
Not only do they provide treatment, but they also collect
and document any possible forensically significant
findings. However, some CACs do not have facilities for
sexual abuse examinations, thus, specialised cases of sexual
abuse are referred to the public health facilities for medical
examinations.780

Ņ Cultural competence and diversity: 
It is a core principle that the provision of services at
Blossom Inc. CACs are provided in a manner that is culturally competent. This means that services are provided
with “the capacity to function in more than one culture,
requiring the ability to appreciate, understand and interact
with members of diverse populations within the local
community.”784 As developmental considerations influence
much of a child’s life and capacity, cultural norms also influence almost every aspect of their lives, and thus this is
a crucial consideration when working with children and
their families.

Ņ Mental health services: 
To promote healing and adverse long-term emotional,
developmental and health outcomes, evidence-based trauma-focused cognitive behavioural therapy and integrated play therapy are provided to the child survivor. This
is fostered in a way that minimises any potential further
trauma for the child.781
Ņ Victim support and advocacy services:
Improving outcomes for children and (non-offending)
family members is crucial, and up-to-date information
and ongoing access to comprehensive care and services are
necessary for this. Thus, family support, and client access
to participation in, investigation, possible prosecution
and treatment services are a core element of the multidisciplinary response, as encouraged by coordinated victim
advocacy services. This support is provided before and
during the judicial process (if there is one).782

779
780
781
782
783
784

Ibid.
Ibid.
Ibid.
Ibid.
Ibid.
Ibid.
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CHAPTER 5

LESSONS LEARNT &
RECOMMENDATIONS

O

f the fourteen jurisdictions and regions studied in this brochure, there are some key and valuable lessons to be
learnt from the best practices and shortcomings based on these experiences. Undoubtedly, when striving towards
strengthening a CPS and responding to VAC, OSCs deliver a range of holistic and integrated services to all
children, which our past thematic-focused efforts failed to capture. Their services located under one roof have been critical
in preventing retraumatisation and revictimisation. However, these comparisons and differences across the centres studied
within each country demonstrate that an OSC is not a one-size-fits-all concept. For instance, utilising community structures for referrals may be more feasible in collectivist societies as opposed to societies that are more individualistic. Thus, by
considering the various lessons learnt from all the centres studied, the following recommendations should be considered for
policymakers and other stakeholders looking to implement or improve their approaches to OSCs.
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Critical and Minimum Standards
for the Implementation and Operation
of OSCs Responding to VAC

1

A children rights-based approach that recognises every child as
a unique, respected, and protected rights-bearing individual with
dignity and integrity, is paramount to the functioning of OSCs
responding to VAC. Many OSCs are still centred around general
or broader responses to violence, targeted not only at children
but also women and men. As VAC and VAW are interlinked in
many aspects, there certainly are benefits of aligning responses.
However, alignment can easily overlook the importance of responses to both forms of violence. Children’s rights to protection may become secondary, and, among other challenges, may
reduce the specificity of care provided, especially when considering that children are different and many factors such as gender,
race, ethnic group, age, and/or disability can be unique to each
child’s life. In resource-constrained countries that are affected
by multiple forms of violence too, alignment may be the most
economically viable option, however, the rights and needs of
children may be left neglected without the proper consideration
and safeguards in place.785
RECOMMENDATION: In implementing and operating
OSCs, states must adopt all necessary approaches and measures
that uphold and respect the rights of children. This should be
provided with due consideration to their different needs and
the factors that may render some children more vulnerable than
others. Thus with due consideration for the child’s developmental stage and cultural background, the best interests of the child,
non-discrimination, and the rights to privacy and confidentiality
in the assessment and management of a case must be upheld at
all times. Additionally, securing a rights-based approach requires
that the child’s right to participate in any step of the response,
assessment, and investigation into their experience, is indispensable. This means they have the right to be heard, informed,
consulted, and empowered so that they can convey their own
unique, complex, and differing needs in any decision that affects
them and throughout all stages of the process.786

785 WHO Regional Office for the Western Pacific (n 594) 4; CmRC (n 28) para 59.
786 Ibid. para 21.
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2

The functioning of an OSC is dependent on implemented protocols and/or guidelines that delineate procedures,
clear roles, and responsibilities of all service providers and
agents involved in the multidisciplinary team.
RECOMMENDATION: States should adopt a protocol on
the minimum standards required in the multidisciplinary
and interagency provision of services at OSCs. This should
include (but is not limited to) safeguarding core principles
in accordance with children’s rights standards; the delineation of clear roles and responsibilities of each member of
staff and agency; professional and child-friendly procedures
in provision of services, operational and technical procedures; case management and coordination of OSCs including regular meetings for information sharing at staff and
agency level; ethical standards for conducting forensic interviews; and regular training. Protocols should also ensure
that agencies and cooperation with partner stakeholders
have equal responsibility in their roles. This is requisite to
ensure that the response is not dominated by one sector and
the coordination between partners does not break down.787
If necessary, an interagency agreement within the OSC can
also be concluded to ensure commitments are carried out.

3

In safeguarding the principle of non-discrimination, OSC
services must be accessible to all child survivors of VAC
within their jurisdictions. This is irrespective of the violence
they have witnessed and/or experienced, their age, nationality, and socio-economic backgrounds. As many cases in
this brochure have demonstrated, increasing the number of
survivors receiving response services requires the provision
of services to be free of charge.
RECOMMENDATION: States must ensure that OSCs
cater to all child survivors of all forms of violence, of all
demographics, and have the capacity to include the provision of services for children with disabilities. Additionally,
measures should be in place that ensure services are operative round the clock and free of charge, including for
specialised examinations and treatment.

787 See Vetten (n 436) 31-32, 39-40.
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4

Safe-guarding a child’s rights-based approach requires a child-focused and friendly
environment. Many centres assessed fell short of this aspect, which may be easily
overlooked if OSCs are not specifically oriented around VAC.
RECOMMENDATION: To reduce anxiety and retraumatisation, it is fundamental
that OSCs provide an environment for children to feel and be safe and secure. This
environment should be neutral, where children feel they are able to disclose their
experiences. The facilities should accommodate the needs of children in accordance
with their developmental stages, with cultural sensitivity, and an understanding
of their experiences and needs. For instance, toys for younger children should be
provided and interior should include child-friendly furniture.788 It is an absolute
requirement that centres are completely secured from perpetrators, even when that
person is a parent/caregiver. Moreover, the location of the OSC plays an important
role in ensuring a child-friendly environment. Hospital-based centres may be the
most economically feasible in constrained resource settings since they can be easily
budgeted into hospital costs. However, this setting may be intimidating for children
and may impede on their privacy if they are located in busy departments such as the
accidents and emergency department. Therefore, it is recommended that they are
based in their own separate department with secured confidentiality when integrated into health facilities (as is the case in Zanzibar).

5

Provision of services by OSC staff that are professionally trained in responding
to child survivors of VAC is fundamental and indispensable. This aspect has been
challenging for centres that are not specifically child focused. Yet, the provision of
services by untrained nor professional staff may jeopardise a child’s rights-based
approach, the understanding of the unique needs of each child, and may cause
retraumatisation.
RECOMMENDATION: States must ensure that the provision of services are carried
out by trained professionals in their respective disciplines. Professionals must be
trained to recognise indicators of VAC and trauma in children of all stages of development and with cultural sensitivity, in detecting the specific needs of children,
and duly responding to child survivors of VAC according to these needs. Training
must be regularly and professionally administered and up to date in accordance
with the current guidelines and studies of each profession. It is understandable
that in lower resource settings, this may be difficult to achieve and there may not
be enough expertise available in the various disciplines. Thus, it is recommended
that states plan to prioritise long-term incentives that aim to increase the amount of
expertise per profession available within the country. Strong links with NGOs and
other international stakeholders have proven to be effective for providing technical
expertise and training. As we have also seen from the case of Zambia, village OSC
services have been successfully provided by community members who have been
trained by external partners.789

788 See for example Haldorsson (n 691) 58; CmRC (n 28) para 52.
789 Ibid. para 50.
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6

An effectively functioning OSC requires continual capacity strengthening and guidance for staff, both in their provision of services, and
for technical roles such as for documentation and data management.
Without such training, services may be insufficiently provided and gaps
in performance may be inadequately addressed.790 Many centres have
demonstrated that without support provided to staff, burnout, decreased motivation, high turnover, and harmful attitudes may affect the
level of professionalism in service delivery to child survivors.
RECOMMENDATION: Services must not only be provided by professionals in the relevant fields, but training must be regularly administered in accordance with up-to-date standards, curricula, and protocols.
This must include training within each respective discipline, training
in joint multidisciplinary and interagency team collaboration and case
management, and training that targets any wrong, misconceived and
stigma-fuelled harmful attitudes towards specific forms of violence and/
or survivors.791 To address turnover, it should be ensured that staff rights
to reimbursement for work and fair working conditions are provided
at all times. Moreover, to prevent burnout, interventions must always
be in place to ensure employee well-being. Staff must have access to
guidance and counselling to address any potential emotional or other
strains from working in a multidisciplinary response to VAC.792

7

Multiple interviews conducted by untrained professionals have the
potential to inflict retraumatisation and secondary victimisation especially if child appropriate safeguards are not in place.
RECOMMENDATION: To avoid retraumatisation and subjecting the
child to further harm, the number of forensic interviews carried out
should be limited to an absolute minimum. Interviews ideally should
only be conducted by one forensically trained professional capable of
producing valid evidence to be used in court. Interviews should be
both child’s rights-based, sensitive, and conducted in accordance with
protocol and evidence-based standards.793 It is paramount that children
(of all ages) should not have to repeat their experiences at each point
of service within the OSC. Thus, it is vital that representatives of each
agency coordinate with the interviewer for the observation of the interview. This may be done either through live hearings in another room,
or recorded footage.794

790
791
792
793

Haldorsson (n 691) 102; Bernath and Gahongayire (n 373) 49; Chelwa and Others (n 477) 16.
Ibid.
Ibid.
Ibid. 76; CmRC (n 28) para 51; See also National Children’s Advocacy Center, ‘National Children’s Advocacy Center’s
Child Forensic Interview Structure’ (National Children’s Advocacy Center 2019) <https://www.nationalcac.org/wp-content/
uploads/2019/02/NCAC_CFIS_Feb-2019.pdf> accessed 14 September 2021. The NCAC resource offers extensive guidance
on child-friendly and professional methods and standard in appropriately interviewing a child survivor of VAC.
794 Ibid.
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8

To ensure that the safety and well-being of the
child survivor and their (non-offending) family
is regarded at all times, the management of
cases is dependent on formally coordinated
processes of the interagency case review.
RECOMMENDATION: It should be ensured
that case review and tracking mechanisms are
in place and in accordance with formal procedures written in protocols and allow for the
assessment of the effectiveness of services. For
coordination to be successful in case management, agencies should have a mutual understanding and trust of the common procedures
in place. This requires that regular coordinating meetings should be held to discuss cases,
so as to ensure investigations occur holistically
and without overlap.

9

As we have seen from many centres in this
brochure, without a data collection system in
place or processes that capture accurate data,
the evaluation of any documented shortcomings is limited.
RECOMMENDATION: OSCs must be
equipped with a centralised and digitalised
data management system. Data collection
should be made by staff members in accordance with protocol, which should delineate
clear interpretations of the necessary collected information. Information collected should
include elements such as gender, demographics, type of case, investigation, and treatment/
intervention. This information should not
only be used to evaluate the effectiveness of the
response, but also to understand the needs of
different children and assess the prevalence of
cases of VAC.795

795 CmRC (n 28) para 42(a)(v).
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10

Many elements in the provision of services are disrupted when an OSC
lacks adequate infrastructure to provide them, even if there are protocols in place that list the necessary elements of an OSC. For instance,
the chain of prosecution can be disrupted when there are no facilities
to store forensic DNA samples with refrigeration, and sexual violence
assessments that cannot be carried out without the availability of rape
kits. This may not only hinder the chances of prosecution but may also
interrupt services for even the most basic needs of child survivors.
RECOMMENDATION: It is the responsibility of the state to ensure
that there is adequate infrastructure to support response services by a
multidisciplinary team. In lower resource settings, this may be challenging. Thus, linking partnerships with external stakeholders to temporarily assist in aid to provide infrastructure should be made whilst being
cautious of dependency.

11

Links to local child protection services are fundamental for detecting
and assessing child abuse and neglect, and are vital for initiating proceedings and accordingly responding to VAC. In some studies, child protection links were a totally missing element for OSCs.
RECOMMENDATION: It is crucial that child protection authorities are
allocated a function as part of the OSC responding to cases of VAC.
How this is institutionally arranged depends on the OSC as an entity
(i.e., whether it is a stand-alone and/or a private entity, embedded into
a national system, or as a function of an authority, which could also be
the child protection agency itself ). In whichever way this is arranged,
child protection agents are responsible for conducting child protection
risk assessments, which may occur within the centre itself or through
an authority that makes referrals to an OSC for intervention. This is
fundamental, as the assessment determines the severity of the case, the
appropriate steps needed to be taken in the intervention and on-going
safety assessments that can prevent future occurrences of VAC.

12

Links to the police and prosecution authorities are foundational for initiating criminal proceedings. Unfortunately, not all OSCs in the country
studies had this function at the centres, which directly impacted the potential for the prosecution and the conviction rates of perpetrators.
RECOMMENDATION: It is recommended that dedicated police
officers, who are professionally trained in dealing with child survivors of
violence, are stationed at OSCs. If this is not the case, then formal links
to the police must be established. Links to the prosecuting authorities
should also be made through law enforcement.
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13

A legal component is a necessary element of OSCs, as they provide both representation for and legal information to child survivors and their parents/caregivers
and play a vital role in the investigation and prosecution of cases. As seen from the
country studies, many centres lack this component, which has affected the prosecution and conviction of perpetrators.
RECOMMENDATION: Whilst legal counsel and representatives do not necessarily
have to be in-house members of the OSCs, it should be ensured that in every case
that involves child protection and/or criminal proceedings, a legal representative for
the child survivor is appointed when necessary. Thus, it is recommended that legal
staff are appointed, or links with the proper agencies are secured. Child survivors
and their non-offending parents/caregivers should also have access to legal counselling to inform them of their rights and of the directions that may be pursed in
prosecution, as well as the right to receive compensation.796

14

A major challenge across many OSCs was a lack of follow-up services due to several
reasons such as transportation costs, inadequate distribution of funds to provide
such services, and/or a cultural lack of priority, mainly towards psychosocial care.
RECOMMENDATION: Follow-up service is a necessary intervention in respon
ding to VAC. They can be a useful tool in providing mentorship to families that
have experienced violence and are utilised to assess long-term elements such as
continual child protection assessment, and other treatments, including therapy and
social services. It is recommended that sufficient funds are allocated to provide follow-up services, and/or that incentives are deployed so that survivors do not have
to constantly travel back and forth to facilities that may be too far for them and
thus, costly. For instance, setting up links between community partners that could
be trained in providing some of these services may be a solution.797

15

Continual awareness-raising incentives are an important element of OSCs. Unfortunately, despite their existence, a lack of knowledge in the centres in some studies
has led to a low demand for their services. Often, the promotion of centres is only
done at the very beginning of the project and is not continually pursued.
RECOMMENDATION: It is recommended that the promotion of OSCs is continuous through any necessary and appropriate platform. For instance, campaigns
through television and radio adverts have been utilised in Rwanda. Education on
OSCs at schools is another means of promotion. Strong links to community leader
ship in Zambia have also proven to be an effective way of campaigning to eliminate child abuse and promoting the centres. Awareness-raising incentives could also
include information such as how to spot indicators of VAC, which can be utilised
by the public to inform OSCs, police, and child protection services.

796 Ibid. para 52, 56.
797 Ibid. para 53.
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General Recommendations
Institutional Accountability of OSCs
■ The implementation of laws that establish a formal role of government-level
institutions in response to VAC through multidisciplinary and interagency
approaches (such as implementation of OSCs) is recommended. This is a key
criterion for holding national institutions account and is one step towards
stimulating top-level leadership, support, and commitment to the project.

■ However, laws do not exist in vacuum. Thus, the implementation of a national
policy framework establishing OSCs, supporting programmes that strengthen
their operations and integrating centres into the national system is recommended. This sets strategic targets and goals to be achieved and further establishes
accountability and commitments. A national policy will also demonstrate that
eliminating VAC is a prioritised item on the agenda.

■ As VAC is a multifaceted problem, coordination and cooperation must
also be safeguarded at the institutional level between ministries. A systems-strengthened approach requires multisectoral, interagency, and interdisciplinary coordination to holistically realise, at all socio-ecological layers,
the protection of children against VAC and mitigate its consequences. Thus,
inter-ministerial cooperation and coordination is contingent to such an
approach to ensure coherence in the holistic prevention of and response to
VAC. Thus, it is vitally recommended that all relevant ministries, bound by
law, their policies, and who are direct stakeholders in the greater child protection system, together directly cooperate for the coordination and oversight of
OSCs, to ensure all sectors, agencies, and disciplinaries involved are continually synergised in the prevention of and response to VAC.

Sustainability of OSCs
■ A significant problem that has emerged in several OSCs across different regions
is the reliance on donors for funding. In low resource settings this certainly
may be the only feasible option for establishing OSCs. However, this practice
is not sustainable as financial support from donors may be inconsistent and
only in place for a temporary period. Therefore, in the implementation of
OSCs, there is a need to ensure proper financing is safeguarded within its own
resources. For established centres, there is a need to develop a phasing-out
or exit-strategy and sustainability plan. This plan should not only include financial considerations, but also human resource capacity. Thus, incentives to
increase expertise and training amongst the population in responding to VAC
should also be included.798

798 Zimbizi, Milapo and Holsbrink (n 458) 81, 83.
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Recommendations for External Factors
■ It is urgently recommended and is utterly paramount that all forms of violence
against children in all settings are prohibited by law. This fundamentally includes
outlawing violent discipline and harmful and occult practices, such as child marriage,
virgin cleansing, and child sacrifice. It is an incomplete commitment by states that
implement OSCs as a response tool to VAC if there are laws in place that threaten
the very life and dignity of the child, and their right to be free from violence in all its
forms. Prevention is and always should be at the forefront of ending VAC once
and for all, and this starts with the legislation in place that sets the tone.

■ Even where practices are illegal, incentives for prevention should be put in place
that promotes a mentality intolerant of VAC, and fosters change in perception to
one where children are perceived as individual beings with inherent dignity.799 This
includes awareness-raising initiatives and programmes regarding the multifaceted consequences of VAC, which target all levels of our societies. For instance, evidence-based positive parenting campaigns have been designed to increase parents’
awareness of VAC, and enhance practices and skills in non-violent discipline, that
have been proven to effectively reduce the risk of incidents.800

■ At the societal level, many forms of harmful attitudes and stigmatisation exists.
This includes stigma directed at persons with disabilities and towards some forms of
VAC such as sexual violence, which further encourage a culture of silence. Additionally some studies have revealed that some cultural customs and attitudes can fail
to prioritise mental health, which has deterred individuals from seeking follow-up
support. Thus, it is recommended that incentives are provided to raise awareness of
all kinds of stigmatisation and highlight their devastating consequences. Education
could be a useful tool for this.

■ Utilising existing community structures in the fight against VAC has proven beneficial in regions where these roles strongly exist. Because community leaders often
command great respect from society, they have the capacity to play an influential role
in disseminating prevention and awareness centred around VAC. In addition, these
structures can also be used to detect any indicators of VAC to either make referrals
to OSCs or inform the OSCs of cases. The involvement of leaders can also stimulate
greater community engagement. Therefore, it is recommended that states expand
their links to these structures to improve responses to VAC through OSCs.

■ In some studies, distrust and corruption amongst institutions posed a major barrier.
This deterred individuals from seeking services at government-led OSCs. Thus, incentives that establish trust in existing institutions to demonstrate integrity, fairness,
and openness are fundamental and crucial. This is necessary not only for strengthening the perception of OSCs, but also of the greater national systems in place.

799 Todres (n 1) 226.
800 Wendy Knerr, Francis Gardner and Lucie Cluver, ‘Improving Positive Parenting Skills and Reducing Harsh and Abusive Parenting in
Low-and Middle-Income Countries: A Systematic Review’ (2013) 14 Prevention Science 352, 353.
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Investing in children, their health, protection and wellbeing is about securing the
future and sustainability of our societies. A strong child protection system with
intervention tools like the One-Stop Centre model contributes the children’s rights
to grew up free of violence – which we, at the IPU, support.
Martin Chungong, Secretary General of the Inter-Parliamentary Union

Every child has the right to grow up without violence and to develop to their full
potential. I would like to see every country with strong child protection systems
acting to prevent and respond to cases of child abuse, neglect, and harm.
The One-Stop Centres as an intervention tool providing holistic multidisciplinary
services under one roof, are desperately needed to support and respond to young
survivors of violence. With this brochure we hope to inspire key stakeholders to
further enhancing their child protection systems.
Janina Özen-Otto, Founder of the Ana Kwa Ana Foundation
and Ambassador of the World Future Council
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