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[bookmark: _Toc77854142]1.0 Introduction/Project Description

The project aims to test an innovative pilot activity, layering Social Protection and WASH interventions targeting adolescent girls who have been disproportionately affected by coping mechanisms adopted during lockdown, to support their return to school after the several waves of school closure in Zimbabwe. This pilot will directly inform the future policies and programming of the Ministry of Public Service, Labor and Social Welfare (MPSLSW) and other relevant ministries and strengthen their capacities. The pilot will be directly layered over Government’s Basic Education Assistance Module (BEAM) fee waiver program to test whether complementary social protection and WASH interventions are successful in bringing adolescent girls back to school and incentivizing them to stay in school. It will therefore test the effectiveness of complementary measures to the national BEAM program, beyond the fee waiver for vulnerable children, by focusing on gender dimensions and targeting vulnerable adolescent girls within the BEAM caseload. Specifically, the pilot will provide household and school level social protection and WASH support that aim to mitigate negative coping mechanisms that affect adolescent girls, improve access to WASH and menstrual hygiene management, and sensitize households and schools on gender dynamics, GBV, amongst others. The pilot will be overseen jointly with MPSLSW and relevant ministries and knowledge generation and policy dialogue will be undertaken on the findings and recommendations from the pilot towards strengthening government capacity. The pilot will be implemented in Buhera district by Care International Zimbabwe (CIZ), while the process evaluation will be carried out by a third party. The pilot is comprised of two components: 

Component 1: Household-level Interventions- Cash transfer, Income Generating Activities (IGA), hygiene promotion and menstrual hygiene products: This component will pilot test complementary measures to the BEAM fee waiver, and will help 1,500 households in  Buhera District, thereby discouraging negative coping strategies that impact adolescent girls and their education, such as preventing girls from returning to school.

Component 2: School-level Interventions- Sensitization, Capacity Building and WASH Promotion: This component will work closely with public secondary schools receiving BEAM support to test the promotion of positive gender norms, sexual and reproductive health messaging, good hygiene and menstrual hygiene management including raising awareness among adolescent girls.

The project is in its early design stages and the following input is sought from stakeholders, particularly MPSLSW and the community:
· A multi-stakeholder and participatory approach will be adopted to enable finetuning of the selection criteria for households. Input from MPSLSW, schools and the community will be vital to finalizing the selection criteria and process for the project. The project will target households with adolescent girls who are part of the BEAM program, but further selection criteria will need to be identified to obtain a final group of 1,500 participating households. 
· Payment system for cash transfers and IGA grants. Stakeholders will be engaged on the most effective and appropriate payment system to be employed by the project to pay cash transfers and income generating activity grants to the 1,500 participating households. Logistical and cost implications will also be considered for this decision. 
· Household-based WASH support. Component 1 of the project includes the provision of support for WASH management to the participating households based on identified needs and gaps. 
· Timing and content of the project Sensitization, hygiene promotion and Capacity Building Meetings. Once participating households and schools have been identified, the project will work closely with them to identify appropriate times and locations for the Sensitization and Capacity Building Meetings. They will also be engaged to contextualize the content of these meetings to ensure that they are useful, acceptable and speak to the context of Buhera district. 

[bookmark: _Toc77854143]1.1 Project location 
The project will be implemented in Buhera, a rural district of Manicaland Province in Zimbabwe. it is about 170 km southwest of Mutare which is the provincial capital of Manicaland. It is situated between latitude 19degres 19 South and altitude 31degrees 32 East at an altitude of 1190m. There are three designated urban centres namely Murambinda growth point, Buhera growth point and Birchenough bridge growth point. According to the 2012 census, the district is estimated to have a population of 245,878 people. (With 46,4% being males and 53,6 being females). The district’s local economy mainly depends on subsistence farming and the main crops include maize, millet, roundnuts and groundnuts. Cattle ranching is also practiced for economic reasons albeit at subsistence level. Although a majority of people rely on informal petty trading for a living, the largest employer in the district is the Dorowa Minerals, a phosphate mine, which employs 300 people. The district also boasts of a total of 143 primary schools and 73 high schools including two notable schools namely Nyashanu and Makumbe Mission high schools. The literacy rate for the district stands at 95% whilst a significant number (5%) have never attended school. Christianity and traditional practices are predominant in the district with a significant proportion of the population belonging to apostolic sects (such as Johanne Marange, African Apostolic, Zion, Jekenishini).

[bookmark: _Toc77854144]1.2 Physiography
The highest mountain in Buhera is the Maremare Mountain near Mutiusinazita service Centre in Buhera South. Buhera district has a generally flat terrain but has poor road networks mainly dusty rocky granite and under serviced gravel roads thus posing accessibility challenges amongst its populace to essential services such as health, education, and urban growth points. The district which is mainly rural in nature lies between the save valley(river) from the north to the south-east and the Devure-nyazvidzi river on the southwestern side. Most of the vegetation has been cut down for communal cultivation purposes while the hills and stream banks have retained some substantial amount of vegetation.

[bookmark: _Toc77854145]1.3 Climate -vegetation, seasonal climatic weather
The district is characterized by unreliable rainfall and is classified under agro-ecological region 3,4 and 5(dry farming regions) with an average annual rainfall precipitation rate of 780mm and average highest temperatures of 30 degrees in summer and lowest of 8 degrees in winter. Despite having fertile soils under irrigation to complement meagre farm harvests, the semi-arid agro climate and erratic rainfall results in water scarcity and has a potential of contributing to poor rural livelihoods. While Buhera District boasts of one of the largest man-made dams in Zimbabwe called the Marovanyati dam with a capacity of 50 million cubic metres, which is considered adequate to irrigate the whole district and is a potential tourist site, it is however sad to note that over the years the schemes have deteriorated to a sorry state due to neglect and the dam water flows to waste downstream without being harnessed. During the dry season (which usually extends from May to October) each year, most livelihood activities are characterized by gardening activities at nearby boreholes, vleis or wetlands. The gardens are normally watered by women who constitute most of the rural population whilst men spend their time herding cattle and rearing livestock. The major source of drinking water is from ground water, and it is mainly characterized by high turbidity levels thus always contaminated by pathogens and hence likely to cause water borne diseases like typhoid and cholera.
[bookmark: _Toc77854146]1.4 Natural hazards -vulnerability to natural disasters and adverse weather conditions
Droughts and erratic rainfall are the major climatic hazards that often affect Buhera district and over the years the district has not been spared from disasters such as Cholera, Cyclones and recently the covid 19 pandemic. In recent years (dating back to 2018), Buhera district’s resilience has declined, succumbing to one of the worst El-Nino induced droughts which impacted heavily on crop and livestock production (main livelihood sources). Buhera district’s vulnerability to climatic disasters was exacerbated in the following year (2019) where the District struggled to adequately bounce back from the direct and indirect effects of cyclone Idai which affected and collapsed households, WASH, schools and road infrastructure, saw a significant drop in crop harvests and pushed most households to deep poverty levels by destroying and washing away major sources of livelihood such as gardens, irrigation plots and small livestock. The year 2020 could not spare the district and since March 2020 when Covid 19 was declared a natural disaster ,Buhera district has been grappling with the Covid 19 pandemic and as the virus continues to evolve, the effects of the pandemic has impacted on household food security, livelihoods and has also greatly affected the education sector resulting in closure of schools and reports of one of the highest dropout rates where a total of 96 female “O” level learners and 49 boys dropped out for reasons of marriage and joining the job market. (https://www.herald.co.zw/400-drop-out-over-pregnancies-illness/)
	
[bookmark: _Toc77854147]1.5 Map 1: Wards and villages targeted by the project 
1.2. [image: ]source: https://scontent.fhre2-1.fna.fbcdn.net/v/t1.6435-9


[bookmark: _Toc77854148]1.6 Summary of Potential Social and Environmental Risks and Impacts 
Potential environmental and social impacts of the project, which may need to be paid particular attention to as part of the stakeholder engagement activities, include:
Component 1 
· Increased risk of household GBV incidents: There is a potential of GBV conflicts over prioritization and procurement of domestic food, sanitary ware including menstrual hygiene management materials. If GBV incidents occur and root causes not investigated, high risk of recurrence and unintended consequences. However, global evidence suggests that cash transfers are generally associated with a reduction in GBV within the household.
· Project misinformation: If project goals are not clearly explained there is a risk of political misconception and misinformation about the project goals.
· Fraud and Corruption: If risk control measures are not transparent, there is a likelihood of fraud from project field staff. SHEA (sexual harassment, exploitation and Abuse) of community members: Possibility of discrimination based on race, ethnicity, disability, age, sexual harassment, exploitation and abuse of female community members by their intimate partners and project workers to influence enrolment into the cash transfer intervention.
· Complaints/Grievance mechanism: lack of provision of adequate and effective  complaints and grievance mechanism and platform may increase risk of internal and external cash transfer component abuse 
· Environmental pollution: Improper disposal of IGA materials and menstrual hygiene products disposal may contaminate and pollute the environment.

[bookmark: _Toc77854149]2.0 Purpose and objectives of SEP
This pilot project is being prepared under the World Bank’s Environment and Social Framework (ESF). As per the Environmental and Social Standard ESS 10 Stakeholders Engagement and Information Disclosure, the implementing agencies should provide stakeholders with timely, relevant, understandable and accessible information, and consult with them in a culturally appropriate manner, which is free of manipulation, interference, coercion, discrimination and intimidation. 

The overall objective of this SEP is to define a program for stakeholder engagement, including public information disclosure and consultation, throughout the entire Project cycle. The SEP outlines the ways in which the Project team will communicate with stakeholders and includes a mechanism by which people can raise concerns, provide feedback, or make complaints about Project and any activities related to the Project. The involvement of the local population is essential to the success of the Project to ensure smooth collaboration between Project staff and local communities and to minimize and mitigate environmental and social risks related to the proposed Project activities. 
[bookmark: _Hlk25743274]
[bookmark: _Toc77854150]2.1 Brief Summary of Previous Stakeholder Engagement Activities
The project held consultative meetings with Buhera district social services department head (District Social development officer) confirming availability of updated data on secondary school BEAM participants. A separate meeting with Buhera district disability network organization Chairperson (Mr. Mangwiro) confirmed the organization’s active participation in selection of BEAM beneficiaries and the chairperson shared data on the number of disabled BEAM participants in the district. The project also held formal meetings with the Buhera District Remedial Tutor (DRT) where information on selection criteria, number of secondary school participants disaggregated by sex, age and disability and number of schools on BEAM was also shared. A formal meeting was also held with the District Schools inspector (DSI) where the BEAM budget for 2021 was shared indicating that the funds were insufficient compared to the requirements on the ground.
The project leveraged the existing relationships between the START for girls project and MoPSE to gather data on the vulnerability status of the learners during the covid 19 waves of closure 

[bookmark: _Toc77854151]2.2 Stakeholder identification and analysis

[bookmark: _Toc77854152]2.2.1 Project affected Parties 	
For the purposes of effective and tailored engagement, stakeholders of the proposed project can be divided into the following Three (3) categories:
· Affected Parties – persons, groups and other entities within the Project Area of Influence (PAI) that are directly influenced (actually or potentially) by the project and/or have been identified as most susceptible to change associated with the project, and who need to be closely engaged in identifying impacts and their significance, as well as in decision-making on mitigation and management measures;
· Other Interested Parties – individuals/groups/entities that may not experience direct impacts from the Project but who consider or perceive their interests as being affected by the project and/or who could affect the project and the process of its implementation in some way; and
· Vulnerable Groups[footnoteRef:2] – persons who may be disproportionately impacted or further disadvantaged by the project(s) as compared with any other groups due to their vulnerable status, and that may require special engagement efforts to ensure their equal representation in the consultation and decision-making process associated with the project. [2:  Vulnerable status may stem from an individual’s or group’s race, national, ethnic or social origin, color, gender, language, religion, political or other opinion, property, age, culture, literacy, sickness, physical or mental disability, poverty or economic disadvantage, and dependence on unique natural resources.] 

The groups are discussed in detail in the coming subsections.
[bookmark: _Toc77756060]The project identified two levels of stakeholders: national-level stakeholders and community-level stakeholders. At the national level, the key stakeholder will be MPSLSW, particularly the BEAM team, as they will provide oversight of the pilot. The pilot’s results are extremely relevant as they will provide vital experience and evidence to better inform program-level and strategic decisions on BEAM and social protection more broadly.  This will also include district and province-level BEAM and MPSLSW staff involved in day-to-day program implementation.  The following community-level stakeholders were identified: 

Table 1: Project affected Parties




[bookmark: _Hlk76437750]
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	Name of Stakeholder
	Description
	Issues
	Significance Level

	Adolescent Girls
	-Adolescent girls in the BEAM program
-Adolescent girls who are not in the BEAM program but attend BEAM schools
-Adolescent girls in Buhera district
	Adolescent girls have faced multiple waves of school closures with limited access to remote learning opportunities, which makes them increasingly vulnerable to dropping out of school. During COVID as well as previous shocks like cyclone Idai, adolescent girls have also been disproportionately affected by negative coping mechanisms such as reduced nutrition, early marriage and increased responsibilities in the household.

Though adolescent girls in the BEAM program will be the primary target of the pilot project, non- BEAM girls who attend BEAM schools will also benefit from WASH and sensitization and capacity building activities at their schools. Further, other adolescent girls may have an interest in the pilot project and may benefit from the spillover effects of activities taking place in their communities.
	High

	Adolescent Boys
	-Adolescent boys in BEAM schools
-Adolescent boys in Buhera district
	Adolescent boys have also been affected by multiple waves of school closure with limited access to remote learning opportunities, also impacting their ability to complete secondary education. Economic pressures to support their households as a result of multiple shocks will also affect the education and wellbeing of adolescent boys. The participation of adolescent boys will be essential to creating behavior change through sensitization and capacity building, particularly on issues on gender dynamics and GBV. 

Adolescent boys in BEAM schools will benefit from WASH and sensitization and capacity building activities while other adolescent boys may benefit from spillover effects of activities carried out in their community. 
	Medium

	Parents/Guardians and household members of Adolescent Girls
	-Parents of BEAM adolescent girls
	Parents and households of adolescent girls have faced multiple shocks, further exacerbating high poverty levels in Buhera. The pilot project aims at alleviating increased stresses in the households to support both the adolescent girls and their households so that education and wellbeing are prioritized. Parents will benefit from cash transfers, IGA grants, WASH supports and sensitization and capacity building activities aimed at promoting positive parenting, financial literacy and gender awareness. 
	High

	BEAM School Staff
	-BEAM school teachers
-BEAM school staff
	Schools have faced challenges as a result of school closures and COVID-19. This is coupled with a pre-existing lack of functional WASH and menstrual hygiene management infrastructure and systems that affects adolescent girls’ performance and attendance, but also poses a risk due to COVID. BEAM school staff also face challenges around capacity and resources, despite support from BEAM (which can often be in arrears). 
	High

	BEAM Community Selection Committees (CSC)
	Committee that participates in the selection of BEAM beneficiaries
	As a vital stakeholder in BEAM, the CSC may have interest in participating in the pilot’s stakeholder engagement, particularly around the selection of beneficiary households and schools. 
	Medium

	Local leadership
	Local leadership at the county or community level
	Local leadership will be interested in participating in stakeholder engagement to understand the purpose of the intervention. Securing buy-in from key local leadership may be critical to supporting dissemination of information and the successful implementation of the pilot
	Medium

	
	Non-participating households and their children
	These households may be positively impacted if the social protection and WASH interventions spillover beyond schools and households to the community. Activities such as sensitization and capacity building are particularly prone to spillover as the awareness raised among participants may spread to the rest of the community. However, it is also possible that these households may perceive a negative impact as a result of not being selected to participate in the pilot.
	Medium

	
	Non-participating school staff
	They may be positively impacted if the capacity and knowledge generated among pilot school staff spills over to other schools. However, it is also possible that they perceive a negative impact as a result of not participating in the pilot
	Medium

	
	Local-level MPSLSW and BEAM officers
	Positively impacted as their participation in this pilot will provide experience and build their capacity on social protection and WASH interventions. Findings and recommendations from the pilot will also provide lessons learned and evidence that can help guide their future work and better understand how to sustainably support BEAM beneficiaries. 
	Medium





[bookmark: _Toc77854153]2.3 Other interested parties
This section identifies relevant and influential stakeholders who may be interested in the project as community gate keepers who are influential in authorization of project rollout and may be influential in community acceptance of the interventions. The identified stakeholders may not be directly influential in its day to day implementation but by virtue of their broader mandates may be critical for social mobilization and support from government, civil society and community leadership. The table below shows a breakdown of these interested parties.

[bookmark: _Toc77756061]Table 2: Project other interested parties

	Name of Stakeholder
	Description
	 Interest in the project 
	Significance Level

	District Development Coordinator 
	DDC office is local governance and coordinating arm 
	The DDC office coordinates all community development activities and may be interested in knowing the goal, contents of the project, target beneficiaries and selection criteria.
	medium

	The Buhera Rural District Council
	The rural local authority 
	The local authority which owns most of the secondary schools and may be interested in information about BEAM activities in its schools.
	Medium 

	Ministry of health and Child Care 
	Technical Covid 19, WASH and Public health and hygiene promotion experts 
	Provision of technical guidance sensitization and public health promotion. on Covid 19, Water and Sanitation and health and hygiene promotion.
	Medium 

	Ministry of Women Affairs, Community development, Small and Medium Enterprise 
	Technical guidance in proposal business idea generation, proposal development and community business enterprise management 
	Economic empowerment of women through participation in income generating activities 
	Medium 

	Press and media 
	The local information and news dissemination platform 
	The local press and media are responsible for disseminating news to the local populace and in this case may also play an active role in influencing community perceptions about gender dynamics affecting girls learning during covid 19
	Medium

	General Public 
	This is the target group comprised of Parents ,Girls ,Boys and the disabled 
	They constitute the duty bearers as Parents and Guardians responsible for supporting readmission  of girls to school and supporting their gendered needs for learning to ensure girls schools retention and completion. Girls are the rights holders who have the right to demand support in continued education.
	Medium

	Non  governmental organization
	The civic society of education partners (Non governmental organisations)
	The civic society are working with the girl learners in and out of school and may be implementing in the same project area  thus may be interested in avoiding duplication and double enrolment of project participants.
	Medium 



[bookmark: _Toc77854154]2.4 Disadvantaged / vulnerable individuals or groups

This section seeks to describe the project impacts and how they may disproportionately affect the disadvantaged and vulnerable groups such as Adolescent girls, people with disabilities and extremely poor households in Buhera district. The section outlines the social inclusive approaches that will incorporate the voices , views of these marginalized and vulnerable groups and enable their meaningful participation The table below  summarises the potential limitations faced by vulnerable groups and the project support approaches.



[bookmark: _Toc77756062]Table 3: Limitations & project support mechanisms for disadvantaged/vulnerable individuals/group

	Vulnerable Group
	Number and Location
	Limitations to participation in/consultation with the Project
	Additional support/resources to be made available

	Girls (in and out of school)
	1500
	Access to transportation may also be a challenge. Adolescent girls may be unable to fully participate in project activities due to competing responsibilities and lack of time availability. They may also be constrained by lack of support from their household or other groups who hold influence and power over adolescent girls. It may also be unsafe for them to travel to participate in consultation activities. Further, women and girls may feel uncomfortable being open around men and the community at large.
	To ensure that vulnerable stakeholders are able to participate, consultation activities will take place at a time that is convenient for most participants with particular consideration being given to vulnerable groups. The venues for events must be easily accessible for vulnerable groups, including people with disabilities, and must allow for the observation of COVID-19 protocols. To help vulnerable groups feel more comfortable, small and focused meetings will be organized targeted specifically at key vulnerable groups and their guardians. Further, prior to these activities, awareness of the pilot and the important of participating in stakeholder consultation will be raised in the communities to encourage the participation of adolescent girls in particular the disabled. 


	Disabled girls and young women 
	
	People with disabilities may lack access to transportation and face security concerns when traveling to consultation activities.
Lack expert of communicators/interpreters may limit communication and participation of the disabled 
	Public consultation is normally conducted during day time from 9am to 4pm.The disabled need to be visited and consulted at household level as most are usually invisible in public places for a number of reasons including mobility challenges, lack of access to assistive devices like wheel chairs, hearing aids and absence of (lack of relative willing) to accompany them to events venues. CARE conducted a mapping exercise for disability representative organisations and engaged their representatives during the START4Girls inception meetings. CARE has actively involved the disability organisations representatives (Buhera Disability network & Buhera association of the disabled) in the design of Guidance and counselling learning and teaching materials. CARE has also facilitated a Youth analysis and situational assessment which sought to identify vocational and entrepreneurial needs of youths especially girls and the disabled. The assessment also unpacked barriers and enablers to youth economic participation with a specific lens on girls’ access to and participation in vocational skills training to promote equitable access of adolescent girls and young women, including those with disabilities, to relevant, diverse and accessible technical and vocational skills training opportunities. 


	Parents, Guardians and household members from poor households 
	1500
	Households may be unable to fully participate in consultation activities due to time constraints and the need to conduct other income generating activities.
Households may not be aware of the project information (goals, selection criteria, targeting)
	Information about projects and activities is normally disseminated through community voluntary workers such as village health workers ,Child protection Case care workers who conduct door to door visits .Community members are usually invited to community development meetings facilitated by government extension workers and it is during these meetings that information on various projects and activities is  shared .However, these extension information dissemination services are not so girl friendly and therefore girls will rely on the school or their peers for information about project activities. Schools (when open) also act as information centres where project information may be disseminated through in-class lessons, mass lectures and through  distribution of information broachers or leaflets to learners for further distribution at household level. The disabled are usually reached through the existing disability associations and organisations 




2.5 Summary of project stakeholder communication needs

[bookmark: _Toc77756063]The table provided below summarizes the level of interest in and potential influence over the project of the various stakeholder categories identified above. Most of the stakeholder will require regular and frequent engagement, typically face-to-face and several times month, including written and verbal information

Table 4: Analysis & prioritisation of stakeholder groups based on stakeholder's communication needs

	Community
	Stakeholder group
	Key characteristics
	Language needs
	Preferred notification means (e-mail, phone, radio, letter)
	Specific needs (accessibility, large print, child care, daytime 
meetings

	Buhera District  Community 
	Adolescent Girls 
	Approximately 1500 adolescent girls (12 to 19 years/form 4) including the disabled who are enrolled at Secondary schools in Buhera, are BEAM beneficiaries ,school attendance affected by the multiple phases of school closure due to  covid 19 and are from poor households.
	Official language (English/shona)
	Interpersonal announcement by Community extension worker ,Written information, cell phone.
	Day time meetings 

	
	Adolescent boys 
	Adolescent boys (12 to 19 years) attending the same BEAM supported Secondary schools, advocating for support of continued education of girls including the disabled.
	Official language (English/shona) 
	Mass information and education through mass awareness campaigns, written IEC materials, in class awareness sessions.
	Day time meetings,class lessons 

	
	Parents/Guardians and household members
	Are a parent, guardian or related to adolescent girls supported by BEAM, residing in the same household with the BEAM beneficiary,  are registered for cash transfer, are participants of the Income generating projects 
	Official local language (Shona)
	Monthly /fortnight physical visits or  Inter-personal meetings ,notification may be through calling on phones  or sending a learners or community extension worker with message
	Day time meetings as most have child care or household competing needs such as cattle herding and household chores.

	
	Beam School Staff 
	The School heads. school teachers and non-teaching staff participating in BEAM selection of learners. The BEAM school staff will participate in various capacity building and hygiene awareness sessions 
	Official language (English)
	Monthly feedback meetings virtual or physical, notification may be through calling on phones or emailing, awareness may be raised through IEC materials.
	Day Time meetings most preferable in the late afternoon after completion of core teaching activities.

	
	BEAM Community Selection committee (CSC) 
	Community members drawn from the School development committee and community members 
	Official language (Shona/English) 
	Monthly feedback meetings usually physical in nature, notification through calling on phones, awareness raising through interface meetings and IEC materials distribution.
	Day time meetings as most members have household work of cattle herding, household chores.

	
	Local leadership
	Local development councilor, local traditional leadership (Village heads, headman and Chief)
	Official Local language (Shona & English))
	Monthly ward meetings, notification through calling on phones and sending messages via local village extension workers such as village health workers (VHWs) and Child case care workers (CCWs),
	

	
	BEAM Officers and MPSLSW
	District level BEAM Officers and MPSLSW officers 
	Official language (English) 
	Monthly feedback meetings, Quarterly review meetings and annual review and feedback meetings conducted through virtual platforms and physical interface depending on the covid 19 situation at that time. Official communications will be relayed through emails,   calling on phones and written.
	Meetings may be scheduled on agreed upon convenient times since they can be done through virtual means.



[bookmark: _Toc77854155]3.0 Stakeholder Engagement Program

[bookmark: _Toc77854156]3.1. Purpose and timing of stakeholder engagement program
The stakeholder engagement process will be conducted in phases that are in tandem with the project implementation stages. The project stages will consist of the sensitization stage, project inception and joint planning, project implementation and rollout, monitoring, accountability and evaluation stages.
The project sensitization stage will involve informing relevant stakeholders about the project goals, target groups and outcomes, outline the project concepts and mitigatory measures, plan for joint rollout of the project, explain the project stakeholder roles. The sensitization meetings will be conducted at project inception stage targeting district technical stakeholders, progressing to community leadership and finally to household level.

[bookmark: _Toc77854157]3.2 Proposed strategy for information disclosure
This section details how the project information will be communicated to the different stakeholder groups  targeted by the project including the vulnerable groups and disabled. In order to increase effectiveness in coverage ,a variety of methods will be adopted by the project prioritizing locally existing channels of communication including media briefs, print media such as newspapers and posters, electronic media such as television including social media and official websites to reach out to the project stakeholder groups. Below is a table outlining the various methods of communication that will be used, the timelines, target groups and expected coverage and reach for each project information phase.

[bookmark: _Toc77756064]Table 5: Project information communication strategy


	Project stage
	List of information to be disclosed
	Methods proposed
	Timetable: Locations/ dates
	Target stakeholders
	Percentage reached
	Responsibilities

	[bookmark: _Hlk76702919]Sensitization
	Project goals, project outcomes, Target group, project reach, funding source (donor), project duration, Project key concepts and mitigatory areas. SHEA 
	Virtual and physical interface meetings 
	Ward centres once a month on a date scheduled by community mobilization officers
	Households , community leadership ,disability civic organisations and secondary schools 
	90% reachable 
	Field Officer 

	Project inception and joint planning 
	Project goals, project outcomes, Target group, project reach, funding source (donor), project duration, Project key concepts and mitigatory areas. Project activity plan, Activity budget y, Project monitoring and evaluation plan. SHEA
	Virtual and physical interface meetings 
	District level workshop located at central district points. The inception meetings will be held once per target group
	Disability civic society  district representatives ,District school authorities, Schools authorities (heads and teachers),District local authorities and local government.
	To reach out to 90%
	District field Supervisor 

	Project Beneficiary registration and baseline phase 
	Project goals, project outcomes, Target group, project reach, funding source (donor), project duration, Project key concepts and mitigatory areas.
	
Virtual and physical interface meetings










	Community sensitization, screening and registration meetings twice per month 
	Household heads, community leadership, school heads and teachers,
	
	District Field Supervisor 

	Project rollout phase 
	Project goals, project outcomes, Target group, project reach, funding source (donor), project duration, Project key concepts and mitigatory areas. Project activity plan, monitoring and evaluation plan. SHEA
	Virtual and physical interface meetings


	District feedback meetings once a month.
Registration and feedback meetings at community level once a month per area meetings at ward centres.
	District BEAM stakeholders.
Community beneficiaries and community leadership
	
	District field Supervisor

	[bookmark: _Hlk76494400]Project midline evaluation
	Project goals, project outcomes, Target group, project reach, funding source (donor), project duration, Project key concepts and mitigatory areas, objective of the assessment, SHEA
	Virtual and physical interface meetings


	Purposive Qualitative and quantitate interviews to be conducted at midline phase of the project
	· Cohort group of BEAM beneficiaries, especially girls.
· Households participating in IGAs.
· School authorities, community leadership and BEAM officers as Key informants.
	
	MEAL Specialist 

	End line evaluation 
	Project goals, project outcomes, Target group, project reach, funding source (donor), project duration, Project key concepts and mitigatory areas, objective of the assessment, SHEA
	Virtual and physical interface meetings


	Purposive Qualitative and quantitate interviews to be conducted at midline phase of the project
	· Cohort group of BEAM beneficiaries especially girls.
· Households participating in IGAs.
· School authorities, community leadership and BEAM officers as Key informants.
	
	MEAL Specialist 



[bookmark: _Toc77854158]3.3 Proposed strategy for consultation
The project will use a variety of participatory consultative methods for meaningful engagement of each of the stakeholder groups and incorporation of their views into the project planning, implementation to evaluation stage. Each project topic will be consulted on in order to identify information gaps, develop appropriate and culturally acceptable content including appropriate times and venues for project consultation activities. Below is a table showing the various methods that will be used for project consultation.

[bookmark: _Toc77756065]Table 6: Project consultation strategy 
	Project stage
	Topic of consultation
	Method used
	Timetable: Location and dates
	Target stakeholders
	Responsibilities

	Baseline 
	Harmful gender norms that are a barrier to education.
BEAM selection criteria.
BEAM extent of support to the girl child.
Covid 19 effects to girls education.
WASH and Hygiene gaps at household and school level.
IGAs and economic empowerment gaps 
	Focus Group Discussion with school teachers 
Public meeting with community 
KII (key informant) interviews with BEAM officers from MPSLSW, MoPSE and National level MPSLSW
Questionnaires
	August 2021
BEAM schools 
From 13:00 hrs to 16hrs 
	Parents with Children on BEAM,
BEAM learners
School Teachers 
BEAM Staff from MPSLSW
DSI and DRT 
	MEAL Team 


	Project inception and joint planning
	Project goal and project components 
Project rollout & activity plan.
Selection and registration criteria for participants 
	Planning Workshops

Participatory group work
	September 2021
Buhera School Communities 
10:00am to 1300hrs 
	Parents and guardians 
Teachers and School heads 
BEAM Staff 

	Assistant Project Manager

	Project rollout  
	Complaints handling procedures.
Code of conduct and SHEA.
BEAM support 
IGAS implemented 
WASH and Hygiene 



	Public meetings 

Participatory group selection and screening methods 
	September 2021
Buhera School Communities 
10:00am to 1300hrs 
	Parents and guardians 
Learners 
Teachers and School heads 
BEAM Staff 

	Assistant Project Manager,

	Project Midline & Endline  
	The extent of the project activities in  challenging harmful gender norms that are a barrier to education,
BEAM selection criteria and 
BEAM  support to the girl child.

The extent the project has contributed  in addressing   Covid 19 effects to girls education.
Impact of project on WASH and Hygiene status  of Households
Impact of project on IGAs participation and economic empowerment 
	Focus Group Discussion with school teachers 
Public meeting with community 
KII(key informant ) interviews with BEAM officers from MPSLSW, MoPSE and National level MPSLSW, Questionnaires


	January 2022
Buhera School communities 
From 10:00am to 1300hrs 
	Parents with Children on BEAM,
BEAM lerners
School Teachers 
BEAM Staff from MPSLSW
DSI and DRT 
	 
MEAL Team



[bookmark: _Toc77854159]3.4 Proposed strategy to incorporate the view of vulnerable groups
The project will deliberately adopt approaches that challenge existing gendered power imbalances that disadvantage and suppress the views and voices of vulnerable groups such as adolescent girls ,women including the disabled .Social Action analysis will be adopted and adapted to enable community leadership to explore  harmful gender norms that are a barrier to girls school attendance and generate transformative gender action  plans supporting continued education of girls. The project will ensure meaningful involvement of disability organisations and representatives in  phases of the project ( from sensitization ,inception and planning ,rollout to end line assessment).Mass school health education sessions will target girls and boys separately to enable creation of girl friendly spaces for discussion and consultation on girl specific ASRHR and menstrual hygiene issues including the menstrual hygiene management kits. The project will facilitate development of an adolescent led position paper as an advocacy approach for lobbying parents and stakeholders to prioritize MHM in the domestic and school budget. In order to show that the boys support girls education, the adolescent led position paper will be jointly presented by both girls and boys (including the disabled) at strategic platforms such as parents consultation days, stakeholder meetings and school assemblies. The project will also facilitate for routine home visits as part of consultation and verification process of participation. The home visits by project field officers will enable participants to  share their personal grievances and views about the project. Suggestion boxes and toll free phone lines will be shared with the project participants as a separate mechanism for reporting grievances.

[bookmark: _Toc77854160]3. 5 Future Phases of Project
At the inception phase, the project will conduct weekly meetings at community level and provide feedback about progress of the project registration, verification and distribution. A baseline report will be shared with the relevant stakeholders.
During the project implementation phase, monthly reports will be generated and shared with relevant stakeholders to keep tract of the environmental and social performance of the project, stakeholder engagement, grievances and general project performance. Quarterly reports will be compiled and shared with relevant stakeholders. A midline report will be generated and given as feedback to the community and relevant stakeholders.
During the phaseout stage, the project will compile and share an annual report including a project end line report. A sustainability plan will be consultatively drawn with relevant stakeholder groups to enable smooth exit of the project, handing over to the MPSLSW and scaling up or continuity of some of the project main components supporting return of girls to school.

[bookmark: _Toc77854161]4.0 Resources and Responsibilities for implementing stakeholder engagement activities
An adequate budget has been allocated to the stakeholder engagement plan which shall be managed by   
The Team Leader for the existing START4Girls Project-Ulilia Chamisa, Email: ulilia.chamisa@care.org |  skype: ulilia.chamisa  | Mobile: +263-772-280-329  
[bookmark: _MailAutoSig]The budget covers the following: communication materials, trainings, operational costs (travel, transport, accommodation, stipend). The project will provide funds necessary for effective stakeholder engagement activities. The table below presents an estimated budget for the planned stakeholder engagement activities. 

[bookmark: _Toc77756066]Table 7: Stakeholder Engagement Plan- Estimated Budget (12 months)

	S/N
		Stakeholder Engagement activities
	Quantity 
	Unit Cost 
	Frequency
	Total Cost (USD)
	Remarks 

	1
	District project launch meeting
	1
	310
	1
	310
	Estimated 20 stakeholders to participate

	2
	Quarterly Review Meetings
	3
	310
	1
	930
	An estimated 20 stakeholders per meeting 

	3
	Sensitisation on Baseline survey
	1
	600
	1
	600
	

	4
	Sensitisation on endline evaluation
	1
	600
	1
	600
	

	5
	Project close out meeting
	1
	3600
	1
	3600
	

	6
	Bi-weekly sensitisation and capacity building meetings
	225
	60
	1
	13500
	

	7
	Bi-Monthly Meetings for School staff
	25
	120
	1
	3000
	

	
	Total 
	
	
	
	22540
	



[bookmark: _Hlk76517436]
[bookmark: _Toc77854162]4.1 Management functions and responsibilities 

Institutional arrangement for project stakeholder engagement plan implementation will rest with the project management Unit comprised of the Team leader, Assistant Project Manager, Cash transfers officers supported by other technical specialists in the project which include the Education Specialist, Monitoring and evaluation specialist, Economic empowerment specialist and Gender specialist for the existing START4Girls project. This team largely has social sciences qualifications and they have been interacting with different stakeholders over the years supporting vulnerable communities in a variety of disciplines. 

[bookmark: _Toc77854163]4.1.1 Grievance Mechanism
CARE has an existing grievance redress mechanism in place to receive concerns, complaints and grievances from community project participants, stakeholders, learners, and care staff members. The existing grievance mechanisms will be adapted to receive complaints and grievances during project implementation.

1. Complaint’s uptake 
CARE has an existing grievance and redress mechanism (GRM) in place to receive concerns and grievances from key stakeholders affected by the project. The GRM receives stakeholder complaints and ensures that the system addresses all these complaints within a reasonable time. The Grievance Mechanism serves as a critical avenue to allow all the key project participants and stakeholders of the project to send their complaints and/or concerns on how the project is being implemented. CIZ will ensure that the GRM be extended to receive the complaints during the Lifecyle of the pilot project. 
The GRM ensures that during the project life cycle, measures are taken to inform and raise awareness amongst project participants about the feedback and complaint mechanisms, know how to submit a report, and can give feedback freely, without fear of retribution. All language, reading, visual, and psychosocial barriers will be accounted for and addressed.
CIZ ensures that at all times, project participants have at least two channels for giving feedback, depending on what communication options exist in a given location.  Options will include:
· Information stations/Desks staffed by both women and men, with separate areas for women and men at the distribution or community meeting sites.
· Suggestion/Feedback boxes at each distribution site.
· A Delloite tip of anonymous toll-free line for beneficiaries/participants and stakeholders. The information will be accessed by the Country Director for confidentiality and ensuring proper actioning. In addition a whatsapp number will also be shared for feedback.
Use of the feedback mechanisms is clearly outlined through distribution of informational materials provided before and during distribution and through pre-distribution community meetings. 
2. Complaint’s sorting, processing and resolution 
 The project will address all these complaints within a reasonable time, protect against
retaliation and allow for escalation of complaints if not resolved in time by the project this should be reported to the project management unit (PMU). Additionally, CIZ has a broad team with different job functions and roles for complaints processing:
· The Project Team leader together with the Project management unit (Education specialist, Women Economic Specialist, Gender Specialist, MEAL Specialist) are the overall Complaints management team responsible for overseeing project management and operations.
· The Meal Specialist collaborates with the communication specialist in receiving and managing complaint processing.
· The Communication Specialist: manages complaint resolution.
· Deputy director: manages operational leadership.
· The country director manages commitment and accountability.
All feedback will be collected by the MEAL and Communications Team and channeled to the CIZ Project Management Unit. The project will ensure that the MEAL and communications team is staffed by both women and men, to accommodate gender sensitivity needs. For extended cash distributions, information on feedback received and resolved will be provided to the CARE MEAL team through monthly reporting. Serious complaints (such as sexual abuse, child abuse, fraud, and/or corruption) are be shared immediately with CIZ project management unit. The project management unit led by the MEAL specialist monitors.
1. Type of complaint, feedback, and/or question received.
2. When it was received.
3. Whether the complaint, feedback or question acknowledged.
4. Status of the complaint (closed, in progress, etc.).
5. Areas for improvement
Complaints are tagged by area(site), focal team, etc., for efficient routing and processing, and are then categorized according to:
1. Outside of project scope.
2. Ideas for future consideration.
3. Request for information.
4. Programmatic complaint- Urgent.
5. SHEA / GBV harassed complaint – urgent
6. Breach of code of conduct-immediately pulled out of the system and referred to the Deputy Director who resolves according to policies.
A summary of the grievances received is included in the monthly and quarterly monitoring reports. A summary of the status of handling of the grievances received is also included in the monthly and quarterly reports to CARE’s Project management unit and to the World Bank. Confidentiality will be paramount in the treatment of complaints. The Code of Conduct expected of staff contracted to work on the project will be disclosed to the public through the stakeholder engagement plan and during the project inception meetings.

If grievances are repeated, unresolved or submitted by several people, this should be escalated to CARE country office and the government of Zimbabwe. The GRM should be broadly communicated to all stakeholders. In addition, the Government of Zimbabwe has a separate Grievance Redress Mechanism (GRM) to deal exclusively with those that involve workers employed by the government public service commission. The project Communications and accountability officer will be responsible for managing the
project GRM.

i. Handling of SHEA Cases 

 CIZ is guided by the SHEA policy to undertake safeguarding risk assessments and identify areas of safeguarding and sexual harassment, exploitation, and abuse, and child abuse risks, and document steps that are being taken to remove or reduce these risks. CIZ incorporates safeguarding measures into the project implementation cycle through collaborative program design approaches which involve partners and program participants, at all stages to produce better design, monitoring and evaluation of safeguarding. CIZ also ensures that multiple reporting mechanisms (prioritizing community based) for reporting sexual harassment, exploitation and abuse, and child abuse are accessible and sensitive to the differing needs of anyone wishing to report, including vulnerable adults and children most at risk of sexual harassment, exploitation and abuse, and child abuse, the communities we work with, our partners, and CARE Employees and Related Personnel. CIZ will always raise community awareness on the expected behaviors of CARE Employees and Related Personnel and on how to make a report and also ensure that anyone responsible for receiving reports understands how to carry out their duties and handle them in a safe and confidential manner. CIZ will always ensure transparency with survivors around any obligations or actions that may need to be taken as a result of their report, including referral to third parties. All actions will be informed by an assessment of risk to all those involved.
ii. Response and follow up to SHEA Reports.
CIZ will provide support and assistance to complainants and to anyone who has experienced sexual harassment, exploitation and abuse, or child abuse by CARE Employees and Related Personnel. This may include medical treatment, legal assistance and psycho-social support. CIZ support and assistance is informed by a survivor-centered approach, feasibility, and an assessment of risks to all those involved in the SHEA/GBV cases that would have been identified. The identity of the survivor is protected and channels to report GBV/SHEA apart from community-based channels used to complement existing platforms. The SHEA/GBV issues are highly sensitive and confidential thus the MEAL specialist and the APM will respond to these cases being assisted buy the Team leader.

4.2 Workers grievance mechanism 

CIZ has an existing workers grievance mechanism which stipulate that every employee in CARE has a right to express a grievance in relation to their employment without prejudice to their employment or fear of discrimination or victimisation and seek redress for the grievance. When an employee feels aggrieved s/he shall follow the procedures for addressing his/her grievances as set out below. 
 
[bookmark: _Toc77854164]4.2.1 Grievance Procedure

Step 1 -The aggrieved employee (the grievant) shall put in writing his grievance on a Grievance Form (available from HR) and submit it to his immediate supervisor.
Step 2 -The immediate supervisor must take prompt action to redress the grievance. He/she will discuss with the employee to find out the cause of the grievance and find a solution to the grievance. The immediate supervisor will document the proceedings including his/her suggested solution to the grievance. 
Step 3 -If the employee is satisfied with the suggested solution then there shall be no further recourse in connection with the grievance.
Step 4 -If the employee is not happy with the suggested solution or the immediate supervisor is unable to solve the problem the grievant can take it up to their direct supervisor’s manager. 
Step 5 -If the employee is unhappy with the manager’s suggested solution then the grievance will be submitted to Human Resources for resolution
Step 6 -If the grievant is still unhappy with the resolution proffered by Human Resources the grievance will be submitted to the Country Director. When the Country Director has addressed the employee’s grievance there shall be no further internal recourse in connection with the grievance.  
N:B Find attached here in an insert of the grievance policy.

[bookmark: _Toc56628998][bookmark: _Toc71294345][bookmark: _Toc77854165]4.3 Monitoring and Evaluation
The GRM will be monitored by the project   MEAL Specialist. CIZ will keep record of the number and the type of complaints received and addressed, allowing for performance management of the GRM. The MEAL Specialist will be responsible for producing regular reports (quarterly) for senior management which include:
· Number of complaints received.
· Number of GBV or SEA/SH grievances received
· Compliance with standards & policies (addressing within a certain time etc.);
· The issues raised and trends in these issues over time.
· Causes of grievance/feedback.
· Whether remedial actions were warranted.
· Redress actions actually provided.
· Recommendations to improve /prevent/limit recurrences.

CIZ will submit bi-annual reports to the WB, which shall include Section related to GRM which provides updated information on the following:
· Status of GRM implementation (procedures, training, public awareness campaigns etc.).
· Qualitative data on number of received grievances \ (applications, suggestions, complaints, requests, positive feedback), and number of resolved grievances.
· Quantitative data on the type of grievances and responses, issues provided and grievances that remain unresolved.
· Level of satisfaction by the measures (response) taken.
· Any correction measures taken.

[bookmark: _Toc71294346][bookmark: _Toc77854166]4.4 World Bank Grievance Redress System
Communities and individuals who believe that they are adversely affected by a World Bank (WB) supported project may submit complaints to existing project-level grievance redress mechanisms or the WB’s Grievance Redress Service (GRS). The GRS ensures that complaints received are promptly reviewed in order to address project-related concerns. Project affected communities and individuals may submit their complaint to the WB’s independent Inspection Panel which determines whether harm occurred, or could occur, as a result of WB noncompliance with its policies and procedures. Complaints may be submitted at any time after concerns have been brought directly to the World Bank’s attention, and Bank Management has been given an opportunity to respond. For information on how to submit complaints to the World Bank’s corporate Grievance Redress Service (GRS), please visit http://www.worldbank.org/en/projects-operations/products-and-services/grievanceredress-service. For information on how to submit complaints to the World Bank Inspection Panel, please visit www.inspectionpanel.org 

[bookmark: _Toc77854167]5. 0 Monitoring and Reporting
[bookmark: _Toc77854168]5.1 Involvement of stakeholders in monitoring activities

The project will use participatory monitoring and reporting methods. These include participatory development and review of project tools and reporting templates.  Due to COVID-19 Pandemic, the project will include community facilitators who will work with the Monitoring and Evaluation unit. Their primary role will be to collect data at community level while school authorities will assist to collect at School level. The community facilitators will be selected based on capacity to collect minimum data standards as expected and defined by project parameters. District stakeholders will also play a pivotal role in collecting and disseminating information in their various jurisdictions. The role of the project monitoring and evaluation staff will be capacity building of key stakeholders and community facilitators in data collection. Consolidated reports will be shared back to key stakeholders and communities for appreciation and knowledge improvement. Key decision points based on reports produced will be done at quarterly basis for improved programming. New knowledge will be factored and infused in workplans. Mitigation measures on identified risks will also guide and be infused in projected workplans.

[bookmark: _Toc77854169]5.1.1 Reporting back to stakeholder groups

The project reports will be shared with stakeholders on a quarterly basis. However, since the stakeholders will be sources of information gathered, monthly they will have access to key updates on the progress of the reports. The project will ride on stakeholders already working with START4Girls project hence the same reporting channels will be maintained as well as reporting platforms. At community level, local leadership will have access to reports and encouraged to give feedback to their communities using monthly meeting schedules. 
The SEP will be periodically revised and updated as necessary during project implementation in order to ensure that the information presented herein is consistent and is the most recent, and that the identified methods of engagement remain appropriate and effective in relation to the project context and specific phases of the development. Any major changes to the project related activities and to its schedule will be duly reflected in the SEP.

Throughout project implementation bi-annual and annual E&S compliance reports will be prepared and submitted to the World Bank. A section on stakeholder engagement will be included in these E&S compliance reports. In addition, CIZ will prepare Incident Notifications for the World Bank, if and when, required

[bookmark: _Toc77854170]Annexes

Annex 1 : CARE Staff code of conduct.
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ANNEX 2: CARE International Safeguarding Policy (Protection from Sexual Harassment, Exploitation Abuse and Child Abuse)




Annex 3: CARE international Covid 19 Guidelines 
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ANNEX 23.2.13


CARE Zimbabwe Code of Conduct 


Applicability


This policy applies to all CARE Zimbabwe Personnel and Consultants.


Policy


Every employee of CARE Zimbabwe occupies a position of trust.


In varying measure, each employee represents the organization in his or her relations with others, whether clients, suppliers, other employees, governments, or the general public.  Whatever the area of activity and whatever the degree of responsibility, the organization expects each employee to act in a manner that will enhance CARE Zimbabwe’s reputation for honesty, integrity and the faithful performance of its undertakings and obligations. 


With this in mind, the Senior Management Team has adopted the Code of Conduct from HQ, hence the following rules constituting a Code, sets forth the minimum standards of behaviour required.


Code of Conduct


The provisions of this Code, as set forth in Sections A to H, are mandatory and full compliance is expected under all circumstances.  The Code affirms the organization’s commitment to uphold high moral and ethical standards and specifies the basic norms of behaviour for those who are involved in representing it.


Failure to comply with the Code can have severe consequences for both the employee and CARE Zimbabwe.  The organization will impose appropriate discipline that may include termination for violations of the Code.  Furthermore, conduct that violates the Code may also violate laws of Zimbabwe and therefore can subject both CARE and the employee to prosecution and legal sanctions.


Every employee will receive a copy of this Code and is responsible for complying with it.  Any employee who becomes aware of a violation of the Code must report that information immediately to his or her superior or a senior officer of the organization.  It is a violation of this Code to discriminate or retaliate against an employee for reporting such information.

A. CARE Zimbabwe and its employees shall comply fully with all lawful requirements, both domestic and foreign, applicable to the work of the organization.


Note: Many of CARE Zimbabwe’s activities are subject to complex and changing laws, in Zimbabwe and in other countries.  Employees will follow the laws of Zimbabwe.  Whenever an employee is in doubt about the application or interpretation of any legal requirement, the employee should refer the matter to his or her superior who, if necessary, should seek the advice of the Legal and Compliance Coordinator.

B.  Employees shall not furnish, directly or indirectly, on behalf of CARE Zimbabwe, gifts or provide excessive entertainment or benefit to other persons.


Since the furnishing of even an inexpensive gift or a modest entertainment or benefit to a public official may be open to the interpretation that it is furnished illegally to secure the use of his or her influence as a public official, no such gift, entertainment or benefit may be furnished by an employee unless he or she is has written authorization by the Country Director.

C.  All dealings between employees of CARE Zimbabwe and public officials are to be conducted in a manner that will not compromise the integrity or reputation of CARE Zimbabwe or its affiliates.


Note:  Even the appearance of impropriety in dealing with public officials,  is improper and unacceptable.  Any participation, whether directly or indirectly, in any bribes, kickbacks, illegal gratuities, indirect contributions or similar payments is expressly forbidden.  Maintenance of a high standard of integrity is of the utmost importance to CARE Zimbabwe. 

D.  Employees shall not use their employment status to obtain personal gain from those doing or seeking to do business with CARE Zimbabwe. .


Note:  Employees should neither seek nor accept for themselves gifts, payments, services, fees, special advantage not available to other members of CARE Zimbabwe or members of the general public, from any organization or group that does, or is seeking to do business with CARE Zimbabwe.

E. Employees must avoid all situations in which their personal interests conflict or might conflict with their duties to CARE Zimbabwe.

Note:  Employees should seek to avoid acquiring any interests or participating in any activities that would tend to:


Deprive the organization of the time or attention required to perform their duties properly; or


Create an obligation or distraction that would affect their judgment or ability to act solely in the organization’s best interest.  In certain instances, ownership or other participation in a competing or complementary enterprise might create or appear to create such a conflict.  Employees are required to disclose in writing to their supervisors all business, commercial financial interests or activities that might reasonably be regarded as creating an actual or potential conflict with their duties of employment.  

Please see CARE Zimbabwe’s Guidelines on Political Activity to note where any conflict of interest may occur.

F.  CARE Zimbabwe considers certain records, reports, papers, plans or proposals as being strictly confidential in nature and employees are forbidden to reveal this information to individuals or groups apart from the organization without receiving proper authorization.


Note: CARE Zimbabwe is a publicly funded organization.  It is the practice and belief of the organization that employees, private donors and outside funding institutions should have access to normal information concerning the organization’s operations, both programmatic and financial.  As a result, it has developed comprehensive and responsible methods of disclosure.  However, the organization maintains as strictly confidential, information that may impair its ability to operate effectively in a competitive environment, or which might infringe upon the private rights of individuals, enterprises or institutions.  Employees are therefore prohibited from divulging confidential information to anyone, except as required in the performance of their duties, without receiving prior authorization.  Whenever an employee is in doubt as to whether certain information is confidential, no disclosure should be made without first consulting Management. 

G.  CARE Zimbabwe’s books and records must reflect, in an accurate, fair and timely manner, the transactions and disposition of assets of the organization.


Note:  All transactions must be authorized and executed in accordance with the instructions of Management and must be recorded so as to permit the accurate preparation of financial statements and to maintain accountability for assets.


Access to assets is permitted only in accordance with the authorization of Management.  All assets and funds are to be recorded and disclosed.  The use of the organization’s funds or assets for any unlawful or improper purpose is strictly prohibited and those responsible for the accounting and record-keeping functions are expected to be vigilant in ensuring enforcement of this prohibition.


H.  Employees must adhere to the policy of CARE Zimbabwe which is to provide a work environment free of discrimination and harassment in which individuals are accorded equality of employment opportunity based upon merit and ability.


Note:  Discriminatory practices based on race, sex, colour, national or ethnic origin, religion, marital status, family status, age, sexual orientation or disability will not be tolerated.  Employees are entitled to freedom from sexual and all other forms of personal harassment in the workplace.


It is not a discriminatory practice to make a distinction between persons based on bona fide occupational requirements.  Since bona fide occupational requirements are narrowly defined, such distinctions should not be undertaken without first obtaining express authorization from Management.


Distribution


All employees of CARE Zimbabwe will be provided or have access to a copy of this Code.  To ensure a proper understanding of the Code, any questions as to its application to the area of responsibility and jurisdiction of the employee will be explained by the employee’s superior.


At commencement of employment and at least once a year thereafter, each such employee shall sign the prescribed form of acknowledgment, which will be retained by the head of the department, who shall confirm annually to senior management that each such employee under his or her jurisdiction has completed the required form acknowledging having read or reread, as the case may be, the current version of the Code of Conduct.


In addition, in cases where, as an alternative to employment, an individual is engaged under contract to provide services to the organization and that individual has managerial or supervisory responsibilities or deals on the organization’s behalf with government officials, or has access to confidential information, such individual will be provided with a copy of this Code and shall sign the prescribed form of acknowledgment, and in connection with the provision of services to the organization, this Code shall apply to such individuals fully as if he or she were an employee of CARE Zimbabwe. 

I have read and understood the above guidelines; failure to adhere to these guidelines will result in disciplinary action being taken which may result in suspension and/ or  dismissal. 


 Employee:


Sign:







Date:

Supervisor:


Sign:







Date:

PLEASE SCAN/ FAX THIS SIGNED COPY TO HR AS SOON AS IT IS COMPLETED
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CARE International Safeguarding Policy:  


Protection from Sexual Harassment, Exploitation and Abuse, and Child Abuse  


  


 1.  Policy Statement  


  


CARE places human dignity at the centre of its relief and development work. At the heart of CARE’s efforts to 


impact poverty and social justice is its engagement with marginalised communities. In CARE, we also recognise 


the particular responsibility we have to similarly promote human dignity and social justice within our own 


organisation and maintain a safe and respectful workplace. We recognise the importance of organisational culture 


and accountability in creating a safe and supportive organisation for our staff, our partners and the communities 


with whom we work.  


  


At CARE, we believe all people have a right to live their lives free from sexual harassment, exploitation and 


abuse, and that no child should be subjected to abuse of any form. We believe that sexual harassment, exploitation 


and abuse, and child abuse, are more likely to be exerted over particular groups of people due to inequalities and 


vulnerabilities, particularly those experienced by women, vulnerable adults and children. We recognise that there 


is unequal power between CARE Employees and Related Personnel and the people we partner and work with 


throughout our programs, and also between people within our organisation. We expect that our power will not 


be used to advantage ourselves or cause harm to others.   


  


CARE recognises we have a responsibility to protect people we work with, and who work for us, and we will 


continuously strive to prevent sexual harassment, exploitation and abuse and child abuse from happening. We 


take seriously all reports of sexual harassment, exploitation and abuse, and child abuse. Our actions are informed 


by a survivor-centred approach which means that the needs and wishes of survivors guide our response, that 


survivors are treated with dignity and respect, and the rights of survivors to privacy and support are prioritised.  


  


CARE has a zero-tolerance approach toward sexual harassment, exploitation and abuse, and child abuse. We will 


carefully examine allegations and investigate, and take appropriate disciplinary action where this is needed, 


taking into consideration the rights and interests of the survivor, consistent with CARE’s survivor-centred 


approach. We make very clear that sexual harassment, exploitation and abuse, and child abuse in any form, 


perpetrated by our staff, partners or other related personnel, towards anyone, will not be tolerated.  


  


 2.  Scope of Application  


  


This policy applies to all CARE Employees and Related-Personnel:  


  


• CARE Employees include all employees of any CARE International entity, CARE Members1, CARE 


Affiliates and CARE International Country Offices;   


  


• Related Personnel includes board members, volunteers, interns, visitors and international and local 


consultants, in addition to individual and corporate contractors of these entities and related personnel. This 


includes non-CARE entities and their employees and individuals who have entered into partnership, 


subgrant or sub-recipient agreements with CARE, as well as community volunteers and incentive workers. 


2  


  


The policy applies both during, and outside, normal work hours. Actions taken by CARE Employees and Related  


Personnel outside of working hours that are seen to contradict this policy will be seen as a violation of this policy.  


  


Further definitions related to this policy are included in Annex 2.  
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1 Employees of CARE Candidates fall within the responsibilities of CARE Members  
2 Different considerations will arise regarding the enforcement of some of this policy and the principles for volunteers and incentive 


workers hired from communities with whom we work. While sexual exploitation and abuse and the misuse of humanitarian assistance 


will always be prohibited, as expressly set forth in this policy, discretion may need to be used in the application of the Safeguarding 


Code of Conduct regarding sexual relationships for this category of worker. See Annex 1 CARE’s Safeguarding Code of Conduct.  


 3.  CARE’s Safeguarding Commitments3   


  


Organisational Culture, Leadership and Accountability  


  


3.1 CARE will make every effort to promote, create and maintain a safe organisational culture for all 


people who work for and with CARE, including our partners and the communities where CARE works. At 


all times, it is expected that CARE’s leaders will promote CARE’s safeguarding values by highlighting the 


organization’s commitment to equality, diversity and respect for others. CARE will create an environment 


where it is safe to address sexual harassment, exploitation and abuse, and child abuse.   


  


3.2 CARE will develop organization-specific safeguarding strategies, with appropriate levels of dedicated 


capacity and allocated resources at all levels of the organization, to prevent and respond to sexual 


harassment, exploitation and abuse, and child abuse.  


  


3.3 CARE will ensure high-level oversight and accountability around its safeguarding efforts. We will do this 


through monitoring and reviewing our safeguarding performance and seeking feedback from CARE 


Employees and Related Personnel, partners, program participants and communities where CARE works, 


on the effectiveness of our safeguarding measures. We are committed to continuous learning and 


improvement to prevent and respond to sexual harassment, exploitation and abuse, and child abuse. We 


will be accountable and transparent in communicating our efforts and progress to various internal and 


external audiences, including CARE governance and leadership structures, staff, donors, partners, the 


wider sector and communities. All information shared will be informed by a survivor-centred approach 


and risk assessment.  


  


People Management  


  


3.4 CARE will seek to employ staff who are aligned with our vision, mission and values, and, in compliance 


with applicable laws, prevent known perpetrators of sexual harassment, exploitation and abuse and 


child abuse from being (re)hired or (re)deployed. We will incorporate appropriate job responsibilities 


in leadership, managers and other staff positions. Managers and Human Resource teams will ensure robust 


recruitment screening processes for all personnel, particularly for personnel who will have any direct or 


indirect contact with children and/or vulnerable adults. We may include in performance management/ 


feedback processes of senior managers, the adherence to create and maintain an environment which 


promotes this policy and Safeguarding Code of Conduct and to prevent sexual harassment, exploitation 


and abuse, and child abuse.   


  


3.5 CARE will ensure all personnel are aware of our Safeguarding Policy, our expected behaviours and 


conduct, and how to report wrongdoing by incorporating CARE’s expectations on the prevention of 


sexual harassment, exploitation and abuse, and child abuse in relevant codes of conduct, new employee 


orientations, awareness raising training and refresher courses, and through regular internal 


communications.  


  


Partners  


  


3.6 CARE will promote and require safeguarding with partners. CARE will ensure adequate safeguarding 


assessments as part of due diligence processes when considering new and existing partnerships. We will 


choose our partners based on their commitment to social justice and equality, their organisational values, 


and how they safeguard their staff and program participants, as well as on their suitability to deliver the 


work we require of them. We will ensure that when engaging in partnerships, sub-grant or sub-recipient 
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agreements, these agreements: a) incorporate this Policy as an attachment or otherwise implement 


reasonable due diligence and monitoring procedures of its sub-awards consistent with this Policy; b) 


include the appropriate language requiring such contracting entities and individuals, and their employees 


and volunteers to abide with a Code of Conduct that is pursuant to the standards of this Policy; and c)  


  
3 The commitments are based on and further extend the commitments defined within the Statement of Commitment Relating to 


Sexual Exploitation and Abuse by UN and non-UN Personnel, August 2008, which CARE endorsed.  


expressly state that the failure of those entities or individuals, as appropriate, to take preventive measures 


against sexual harassment, exploitation and abuse, and child abuse, to investigate and report allegations in 


a timely manner, or to take corrective actions when sexual harassment, exploitation or abuse, or child abuse 


has occurred, shall constitute grounds for CARE to terminate such agreements. We will work 


collaboratively to build capacity in our respective organisations to achieve our safeguarding commitments. 


We will respect our partners, sub-grantees and sub-recipients and where possible and necessary, support 


them in having the skills and capacity to fulfil their responsibilities consistent with this policy. For vendors, 


consultants, independent contractors and the like, CARE may incorporate this Policy as an attachment to 


any written agreement or otherwise develop a summary of the requirements contained in this Policy and 


the provisions noted in this section.  


  


3.7 CARE will collaborate on safeguarding within the sector, including with communities, other 


organisations, donors, governments, global civil society networks and local partners, to advance our 


practices and contribute to wider efforts to prevent and respond to sexual harassment, exploitation and 


abuse, and child abuse.  


  


Embedding Safeguarding in our Work  


  


3.8 CARE will undertake safeguarding risk assessments to identify areas of safeguarding and sexual 


harassment, exploitation, and abuse, and child abuse risks, and document steps that are being taken to 


remove or reduce these risks.  


  


3.9 CARE will incorporate safeguarding measures into programs and throughout the project cycle. We 


will do this through our collaborative program design approach, including with our partners and program 


participants, at all stages to produce better design, monitoring and evaluation of safeguarding in our 


programs. We aim to identify and mitigate, or minimise, risks arising from our programs.  


  


3.10 CARE will ensure that multiple mechanisms for reporting sexual harassment, exploitation and 


abuse, and child abuse are accessible and sensitive to the differing needs of anyone wishing to report, 


including vulnerable adults and children most at risk of sexual harassment, exploitation and abuse, and 


child abuse, the communities we work with, our partners, and CARE Employees and Related Personnel. 


We will involve program participants in the design, monitoring and evaluation of community-based 


reporting mechanisms. We will include documented reporting procedures in relevant local languages. We 


will raise community awareness on the expected behaviours of our Employees and Related Personnel and 


on how to make a report. CARE will ensure that anyone responsible for receiving reports understands how 


to carry out their duties and handle them in a safe and confidential manner. We will be transparent with 


survivors around any obligations or actions that may need to be taken as a result of their report, including 


referral to third parties. All actions will be informed by an assessment of risk to all those involved.  


  


Response and follow up to Reports  


  


3.11 CARE will provide support and assistance to complainants and to anyone who has experienced 


sexual harassment, exploitation and abuse, or child abuse by CARE Employees and Related 


Personnel. This may include medical treatment, legal assistance and psycho-social support. Our support 


and assistance will be informed by a survivor-centred approach, feasibility, and an assessment of risk to 


all those involved.  
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3.12 CARE will take appropriate actions to the best of CARE’s abilities to protect persons from 


retaliation where allegations of sexual harassment, exploitation and abuse, or child abuse involving CARE 


Employees or Related are reported in good faith.  


  


3.13 CARE will ensure that all allegations of sexual harassment, exploitation and abuse, and child abuse 


by CARE Employees and Related Personnel are thoroughly examined, risk-assessed, and where 


needed, investigated and/or referred to another agency for investigation or reported to law 


enforcement. CARE’s investigations will be conducted in a timely, safe and professional manner by those 


with appropriate training and experience in sensitive investigations and informed by gender-sensitive and 


survivor-centred approaches. Investigations will include an assessment of risk to all those involved. We 


will collaborate with our partners to have the capacity to similarly investigate allegations of sexual 


harassment, exploitation and abuse, and child abuse by their staff.  


  


3.14 CARE will take swift and appropriate action with any Employee or Related Personnel who breach 


this policy by perpetrating sexual harassment, exploitation and abuse, and child abuse. This may 


include administrative or disciplinary action, legal action, and/or referral to the relevant authorities for 


appropriate action, including criminal prosecution, in the abuser’s country of origin as well as the host 


country. All actions will be informed by a survivor-centred approach and an assessment of feasibility and 


risk to all those involved.  


  


 4.  CARE’s Safeguarding Code of Conduct4  


  


CARE’s capacity to achieve its vision and mission depends upon the individual and collaborative efforts of all 


CARE Employees and Related Personnel. To this end, all CARE Employees and Related Personnel must uphold 


and promote the highest standards of ethical and professional conduct and abide by CARE’s policies. This policy 


defines the safeguarding conduct to be followed by all CARE Employees and Related Personnel to protect 


anyone, from sexual harassment, exploitation and abuse, and child abuse by CARE Employees and Related 


Personnel.  


  


This Safeguarding Code of Conduct is intended to provide an illustrative guide for CARE Employees and Related 


Personnel to make decisions that exemplify CARE’s broader Code of Conduct and core values in their 


professional and personal lives. Any violation of this Safeguarding Code of Conduct is a serious concern and 


may result in disciplinary action, up to and including dismissal, in accordance with disciplinary procedures of 


each CARE International Member or Affiliate and applicable laws. All CARE Employees and Related Personnel 


must read and sign this Safeguarding Code of Conduct.5   


  


 5.  Responsibilities  


  


 5.1  All CARE Employees and Related Personnel  


  


All CARE Employees and Related Personnel share an obligation to prevent, report and respond to sexual 


harassment, exploitation and abuse and child abuse. It is the responsibility of all CARE Employees and 


Related Personnel to uphold CARE’s Safeguarding Policy and Safeguarding Code of Conduct. All CARE 


Employees and Related Personnel must read this policy and either sign the Safeguarding Code of Conduct 


or sign a Code of Conduct that is consistent with or references this policy and Safeguarding Code of 


Conduct.   


  


 5.2  Managers, Supervisors and Human Resource Managers  


  


Managers, Supervisors and Human Resource Managers must ensure that all CARE Employees and Related  


Personnel understand and comply with CARE’s Safeguarding Policy and either sign the Safeguarding  
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Code of Conduct or sign a Code of Conduct that is consistent with or references this policy and 


Safeguarding Code of Conduct. Human Resource Managers are also responsible for robust safe recruitment 


and induction, whilst Managers and Supervisors are responsible for ensuring staff have a thorough 


awareness and sensitization to this policy and the issues it raises. Managers must ensure that all staff with 


specialised duties towards this policy have the appropriate experience, training and support available to 


them, including staff responsible for receiving and handling sensitive reports and staff responsible for 


investigations. Managers will ensure performance management of staff, supports an accountable and safe 


organisational culture to prevent sexual harassment, exploitation and abuse, and child abuse.  


  


 5.3  Country Directors/Representatives/CARE senior leadership in any country/region  


  
4 Based on the six Core Principles from the UN Secretary-General’s Bulletin on Special Measures for Protection from Sexual 


Exploitation and Abuse (ST/SGB/2003/13).  
5 Employees and individuals that have entered into partnership, sub-grant or sub-recipient agreements with CARE may instead 


sign their employer’s code of conduct and standards if they are generally consistent with these standards.  


  


Country Directors or representatives must provide clear guidance and demonstrate how the organisation, 


across its operations, will make every effort to protect all people from sexual harassment, exploitation and 


abuse, and child abuse in the delivery of CARE projects and programs in-country. Country Directors must 


ensure that culturally appropriate, safe and accessible, community-based reporting mechanisms are 


developed, implemented, and monitored and reviewed for effectiveness. This includes awareness-raising 


with program participants and CARE Employees and Related Personnel about protection from sexual 


harassment, exploitation and abuse, and child abuse, and how to use the reporting mechanisms. Country 


Directors lead CARE’s work with local partners to ensure appropriate support, assessment, and monitoring 


of partner commitments in relation to this Policy. Country Directors will also make every effort to ensure 


that complaints handling, and investigation procedures are enacted, along with appropriate employee 


disciplinary procedures as necessary. Country Directors are responsible for ensuring that good quality and 


appropriate survivor support services are researched and made available in their location.   


  


 5.4  CARE International Members6 and Affiliates  


  


The National Directors of CARE Members and Affiliates are responsible for implementation of this policy. 


CARE Members and Affiliates will ensure this policy is reflected in their own codes of conduct. CARE 


Members and Affiliates are responsible for defining and appropriately resourcing workplans and 


procedures to uphold and operationalize this policy as well as monitoring and reporting on performance 


against this policy utilising standard key performance indicators and methodology. CARE Members and 


Affiliates must have in place reporting and investigation procedures, and employee disciplinary procedures 


for their staff which complement and support Country Office procedures.  


  


CARE Lead Members will provide the necessary support to Country Offices to ensure Country Offices 


have in place the necessary staff skills, budget guidance for putting this policy in place, reporting 


mechanisms, investigations procedures, survivor assistance support, and guidelines for reporting on 


performance against this policy.  


  


 5.5  CARE International Secretariat  


  


The CARE International Secretariat will coordinate oversight of this policy in collaboration with CARE 


Member and Affiliate focal points, and review and update the policy according to the timeframe specified 


in the policy. The CARE International Secretariat will monitor and report against this policy utilising 


standardised data for global accountability.  


  


 5.6  CARE Boards  
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The Boards of CARE Members and Affiliates, and the CARE International Supervisory Board, are 


accountable for this Safeguarding Policy and require from leadership regular reports on policy 


implementation and risks to inform their guidance for the organisation.  


  


 6.  Associated Policies  


  


This policy is complementary to the set of standards of behaviour that all CARE employees are required to adhere 


to in the:  


• CARE International Code of Conduct and Code of Ethics  


• CARE International Gender Equality Policy  


• CARE International Stories and Images Consent Policy  


• any further codes or related policies defined by the CARE International Secretariat, CARE Members, 


CARE Affiliates and CARE International Country Offices.  
  


This Policy is also a response to CARE’s accountability to the communities it works with and is 


therefore to be operationalized as part of the broader CARE International Accountability Framework.  


  
6 CARE Candidates remain under the overall responsibility of CARE Members with regard to this policy.  
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1 - CARE’s Safeguarding Code of Conduct7  


  


CARE’s capacity to achieve its vision and mission depends upon the individual and collaborative efforts of all 


CARE Employees and Related Personnel. To this end, all CARE Employees and Related Personnel must uphold 


and promote the highest standards of ethical and professional conduct and abide by CARE’s policies. The CARE 


International Safeguarding Policy, and this Safeguarding Code of Conduct, define the safeguarding conduct to 


be followed by all CARE Employees and Related Personnel to protect anyone, from sexual harassment, 


exploitation and abuse, and child abuse, by CARE Employees and Related Personnel.  


  


This Safeguarding Code of Conduct is intended to provide an illustrative guide for CARE Employees and Related 


Personnel to make decisions that exemplify CARE’s broader Code of Conduct and core values in their 


professional and personal lives. Any violation of this Safeguarding Code of Conduct is a serious concern and 


may result in disciplinary action, up to and including dismissal, in accordance with disciplinary procedures of 


each CARE International Member or Affiliate and applicable laws. All CARE Employees and Related Personnel 


must read and sign this Safeguarding Code of Conduct.8  


  


As a CARE Employee or Related Personnel, I will –   


  


1. create and maintain a safe and equitable organisational culture that prevents and opposes sexual 


harassment, exploitation and abuse, and child abuse.9   


  


2. treat everyone with dignity and respect and challenge attitudes and behaviours that contravene the CARE 


International Safeguarding Policy and Safeguarding Code of Conduct.   


  


3. immediately report any concerns I have regarding possible violations of the CARE International 


Safeguarding Policy or Safeguarding Code of Conduct, whether by a CARE Employee or by Related 


Personnel. I understand that failure to report any concerns may lead to disciplinary action. I will ensure I 


am aware of the options available to me to report and that when I report a concern or allegation, I will do 


so confidentially.10  


  


4. share sensitive information I may be aware of that relates to concerns of sexual harassment, exploitation 


and abuse or child abuse, whether involving staff, program participants or others in the communities where 


CARE works, through the reporting options available to me. I understand that for respect, dignity and 


safety of everyone involved, it is essential that I maintain confidentiality about any concerns or information 


I am aware of and only share information with staff of the appropriate function who need to know such 


information. I am aware that breach of this policy may put others at risk and will therefore result in 


disciplinary procedures.  


  


5. disclose to CARE any civil judgment or criminal conviction that relates to allegations made against me of 


sexual harassment, exploitation or abuse of anyone.  


  


6. always make sure I have another adult present when working with children.  


  


7. always ensure that for work-related purposes when I photograph or film a child, I:  


• comply with local traditions or restrictions for reproducing personal images,  


• obtain informed consent from the parent or guardian of the child, before photographing or filming a 


child, explaining how the photograph or film will be used,  


• ensure photographs, films, videos and DVDs present children in a dignified and respectful manner and 


not in a vulnerable or submissive manner,   


• ensure children are adequately clothed and not in poses that could be seen as sexually suggestive,   


  
7 Based on the six Core Principles from the UN Secretary-General’s Bulletin on Special Measures for Protection from Sexual 


Exploitation and Abuse (ST/SGB/2003/13).  







Last Updated and Approved: 19 February 2020   
Effective from: 15 April 2020 Review date: 15 April 2022  


____________________________________________________________________________________________________________  
ANNEX   


CARE International Safeguarding Policy  8  


8 Employees and individuals that have entered into partnership, sub-grant or sub-recipient agreements with CARE may instead 


sign their employer’s code of conduct and standards if they are generally consistent with these standards. 9 UN Secretary General (n 3)  
10 ibid  


• ensure images are honest representations of the context and the facts, and  


• ensure file labels do not reveal identifying information about a child, for example, name and exact 


location.  


  


8. protect, manage and utilise CARE human, financial and material resources appropriately and will never use 


CARE resources, including the use of computers, cameras, mobile phones or social media, to exploit, 


groom or harass participants of CARE programs, children or others in the communities in which CARE 


works. I am aware that this means that it is prohibited for staff to access, display or transmit offensive 


and/or pornographic material on any CARE-provided or subsidized electronic device (e.g. computer, tablet, 


phone) at any time, or on any personal electronic device on a CARE network in the workplace.  


  


As a CARE Employee or Related Personnel, I will not -   


  


1. sexually harass, exploit or abuse anyone and understand that these behaviours constitute acts of gross 


misconduct and are therefore grounds for disciplinary action, up to and including dismissal.11  


  


2. engage in any form of sexual activity or develop physical/sexual relationships with children (persons under 


the age of 18) regardless of the age of consent locally. I understand that ignorance or mistaken belief in the 


age of a child is not a defence.12  


  


3. exchange money, employment, goods, or services for sex, including sexual favours or other forms of 


humiliating, degrading or exploitative behaviour. I understand this means I must not buy sex from anyone 


at any time, or exchange assistance that is due to programme participants / beneficiaries for sex.13 14  


  


4. engage in any sexual activity or sexual relationship with program participants/ beneficiaries. I am aware 


that such relationships are prohibited. I understand that such relationships are based on an improper use of 


my position and inherently unequal power dynamics and may undermine the credibility and integrity of 


CARE’s work. I understand I must declare any previously existing relationships with programme 


participants/ beneficiaries to my line manager or HR manager. I will seek guidance on this prohibition from 


appropriate management.15 16  


  


5. request any service or sexual favour from participants of CARE programs, children or others in the 


communities in which CARE works, and will not engage in sexually harassing, exploitative or abusive 


relationships.   


  


6. support or take part in any form of sexually exploitative or abusive activities, including, for example, child 


pornography, trafficking of human beings or child marriage.  


  


7. hire children for domestic or other labour, which is inappropriate given their age or developmental stage, 


which interferes with their time available for education and recreational activities or which places them at 


significant risk of injury or exploitation.  


  


8. use language or behaviour towards children that is inappropriate, harassing, abusive, sexually provocative, 


demeaning or culturally inappropriate.  


  
11 ibid   
12 ibid  
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13 ibid 14 CARE does not make judgment against individuals who sell sex in exchange for money, gifts or material support 


(‘transactional sex’). However, CARE prohibits its Employees or Related Personnel from buying sex in order to prevent sexual 


exploitation and abuse from occurring.  
15 UN Secretary General (n 3)  
16 CARE sometimes engages community volunteers and incentive workers and recognises that in these circumstances there may be 


existing sexual relationships between such volunteers and incentive workers with other community members and program 


participants, including child marriages that would violate this policy. Information and disclosure of existing sexual 


relationships/marriages must be made prior to appointment of community volunteers and incentive workers and if/when considering 


entering into a sexual relationship/marriage once already engaged with CARE. Confidential records must be retained by management.  


2 


  


Definitions  


  


A Child  


A child is any individual under the age of 18, irrespective of local country definitions of when a child reaches 


adulthood.17   


  


Adults experiencing vulnerability Anyone 


18 years or over who -    


• is unable to take care of themselves/ protect themselves from harm or exploitation; or  


• due to their gender, mental or physical health, disability, ethnicity, religious identity, sexual orientation, 


economic or social status, or as a result of disasters and conflicts, are deemed to be at risk.  


• is in a situation of subordination and therefore experiencing a power differential putting them at risk    


  


Sexual Harassment18  


Sexual harassment is any unwelcome sexual advance, request for sexual favour, verbal or physical conduct or 


gesture of a sexual nature, or any other behavior of a sexual nature that might reasonably be expected or be 


perceived to cause offence or humiliation to another, when such conduct interferes with work, is made a condition 


of employment or creates an intimidating, hostile or offensive work environment. While typically involving a 


pattern of behavior, it can take the form of a single incident.   


  


Sexual Exploitation19  


Sexual exploitation means any actual or attempted abuse of a position of vulnerability, differential power, or trust, 


for sexual purposes, including, but not limited to, profiting monetarily, socially or politically from the sexual 


exploitation of another.  


  


Sexual Abuse  


Sexual abuse means the actual or threatened physical intrusion of a sexual nature, whether by force or under 


unequal or coercive conditions.   


  


Child Exploitation and Abuse (involves one or more of the following) a. 


Physical abuse  


Physical abuse occurs when a person purposefully injures or threatens to injure a child. This may for instance, 


take the form of slapping, hitting, punching, shaking, kicking, beating, burning, shoving or grabbing. Physical 


abuse can be a single or repeated act. It doesn’t always leave visible marks or injuries.  


  


b. Emotional abuse  


Emotional abuse is inappropriate verbal or symbolic acts toward a child or a pattern of failure over time to 


provide a child with adequate non-physical nurture and emotional availability. Such acts have a high 


probability of damaging a child’s self-esteem or social competence.   


  


c. Neglect  


Neglect is the failure to provide a child (where they are in a position to do so) with the conditions that are 


culturally accepted as being essential for their physical and emotional development and well-being.   
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d. Sexual Misconduct with a Child   


Sexual Misconduct with a Child is any form of sexual activity with a child. It is evidenced by an activity 


between a child and an adult or another child who by age or development is in a relationship of responsibility, 


trust or power, the activity being intended to gratify or satisfy the needs of the other person. It may include,  


  
17 Definition of child from the Inter-Agency Standing Committee (IASC) Guidelines to implement Minimum Operating 


Standards for Protection from Sexual Exploitation and Abuse by UN and non-UN Personnel, March 2013.  
18 Definition of “sexual harassment” from the United Nations Secretary-General’s bulletin: Prohibition of discrimination, 


harassment, including sexual harassment, and abuse of authority (ST/SGB/2008/5).  
19 Definitions of “sexual exploitation” and “sexual abuse” from the United Nations Secretary General’s Bulletin: Special 


measures for protection from sexual exploitation and sexual abuse (ST/SGB/2003/13).  


but is not limited to, contact or non-contact activities, the inducement or coercion of a child to engage in any 


sexual activity, the use of a child in prostitution or other sexual practices, or exposing a child to online sexual 


exploitation material, the use of children in pornographic performances and materials, or taking sexual 


exploitative images of children.  


  


Grooming  


Grooming generally refers to behaviour that makes it easier for an offender to procure a child or vulnerable adult 


for sexual activity. It often involves the act of building the trust of children and/or their carers or a vulnerable 


adult, to gain access to them in order to sexually abuse them. For example, grooming includes the provision of, 


or attention paid to a specific child or adult, providing gifts, money, drugs or alcohol to them, encouraging 


romantic feelings or exposing them to sexual concepts through conversation or exposure to pornography.  


  


Online grooming is the act of sending an electronic message, series of messages or engaging over an online 


platform with content that may be of an indecent nature, with the intention of procuring the recipient to engage 


in or submit to sexual activity with another person, including but not necessarily the sender.   


  


Both children and vulnerable adults can be victims of grooming and online grooming, with children being 


particularly targeted by online groomers.  


  


Safeguarding  


The measures we take to prevent, report and respond to harm or abuse and to protect the health, well-being and 


human rights of anyone that comes into contact with CARE, whether it is CARE Employees and Related 


Personnel, partners, program participants and communities.  


  


Community Volunteer  


Persons from the local community where CARE is working and who undertake tasks for CARE on a voluntary 


nature.  


  


Incentive Worker  


A person who is provided an incentive to do tasks for CARE that have a temporary and voluntary character. 


Incentive workers may, for example, be people with refugee status, internally displaced peoples, returnees, or 


members of the host community, who are working for CARE by doing tasks in return for incentives.  


  


Visitors  


Refers to a range of persons who are visiting CARE offices or programs, including donor representatives, 


journalists, media, researchers, celebrities, family members.  


  


  


    


3 
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Background  


  


In December 2006, CARE International endorsed “The Statement of Commitment on Eliminating Sexual 


Exploitation and Abuse by UN and Non-UN personnel”, including Standards to support progress made towards 


eliminating sexual exploitation and abuse by personnel. On the same occasion, CARE International reaffirmed 


its goal of achieving full implementation of the six Core Principles adopted in 2002 by the Inter-Agency Standing 


Committee (IASC) Working Group on Prevention and Response to Sexual Exploitation and Abuse.   


  


In 2009, CARE International developed its first core policy on protection from sexual exploitation and abuse, 


based on the Core Principles and Commitments.   


  


In March 2017, CARE International expanded its policy on protection from sexual exploitation and abuse to 


specifically incorporate the broader concerns on child abuse. These affirmations demonstrate the determination 


by CARE to prevent and respond to acts of sexual exploitation and abuse and child abuse by CARE Employees 


and Related-Personnel.  


  


In October 2019, CARE International reviewed and expanded its policy into this broader CARE International 


Safeguarding Policy (effective 15 April 2020) to include:  


  


• protection from sexual harassment into the core of the policy;  


• a strict prohibition on sex between CARE Employees and Related Personnel and program participants;  • 


clarity that child marriage is prohibited;  


• visitors, community volunteers and incentive workers within the scope of application;   


• clarity that the policy applies during and outside of work hours;  


• our survivor-centred approach with a focus on confidentiality for the survivor and all concerned;  


• a safety and risk mitigation approach to our safeguarding work;  


• a recognition of our collaboration and support with partners;  


• clarity on the organisational commitments by CARE and inclusion of a Safeguarding Code of Conduct for 


staff; and,  


• structural changes by placing the Safeguarding Code of Conduct, definitions and policy background as 


annexes.  
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Minimizing COVID-19 Transmission-Operational Guidelines 
COVID-19 Transmission: 


The purpose of this document is to provide guidance to CI member leadership and staff 


operating in a COVID-19 environment as to how to practically incorporate elements into their 


operations that are currently known to reduce transmission of COVID 19: 


1) Limiting the possibility of breathing in respiratory droplets expelled by other people 


who are transmitting the virus. (e.g. physical distancing, use of medical masks) 


2) Avoiding coming into contact with the virus on surfaces, and then touching your face, 


where the virus can enter your respiratory system. (e.g. frequent hand washing, cleaning 


and disinfecting) 


3) Preventing transmission of the virus to others (e.g. use of non-medical masks) 


These are guidelines that should be adapted to the local context and consist of 7 Protocols and 9 


Annexes: 


Protocols: 


• PROTOCOL 1: Routines for CARE offices 


• PROTOCOL 2: CARE Vehicles 


• PROTOCOL 3: Physical distancing programming: 


• PROTOCOL 4: Hygiene and Cleaning Procedures at an activity site 


• PROTOCOL 5: When physical distancing cannot be maintained (This includes 


information about non-medical masks and PPE use) 


• PROTOCOL 6: Putting on and taking off PPE: 


• PROTOCOL 7: When Staff Display Symptoms 


Appendices: 


A. Non-medical (e.g. fabric) masks do and don’ts 


B. Medical masks do’s and don’t 


C. How to remove gloves 


D. Putting on and removing PPE (Full) 


E. How to make your own face mask 


F. How to mix hand wash 


G. How to mix strong disinfectant for cleaning 


H. Potential seating arrangements in vehicles to maintain physical distancing 


I. Quick reference guide for decision making in the field 


All final decisions rest with the Country Director, in consultation with the Lead Member, or with 


the National Directors of Southern Members. 


Oversight and Accountability 


It is the responsibility of the Country Director (with support from the relevant lead member), or 


the National Director in the case of a global south member, candidate or affiliate, to ensure that 


these guidelines are adapted to local use, incorporate local government requirements, and are 


implemented in full throughout CARE’s areas of operations. It is strongly recommended that the 


Country Director form a multidisciplinary team of staff to carry out this work. This team should 


comprise representatives from programming (Health team if relevant), human resources, 


logistics, procurement, and safety and security. The positions on this committee can be flexible 


based on the structure and functions of the Country Office/implementing entity.   


These protocols are designed to create an enabling environment whereby staff are protecting 


themselves and each other. Gaps in implementation should be addressed immediately, through 


the normal HR performance management processes.  
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PROTOCOLS 


COVID 19 – PROTOCOL 1: Routines for CARE offices (see CI COVID-19 Office Checklist and 


SOP template): 


All CARE sites and offices must carry out precautions and have the ability to deal with potential 


contingencies. This requires that a well-managed stock is kept of cleaning and hygiene 


materials, personal protective equipment (e.g. medical masks, gloves) and non-medical masks 


(e.g. fabric) to support reduced transmission. Field logs are to be especially proactive to ensure 


that the stock is maintained correctly in good condition and replaced when used. Warehouse 


security procedures and infrastructure must be sound as PPE is in short supply worldwide and 


may be an ideal target for theft. 


• If an individual is showing the symptoms of COVID-19 then that individual is not cleared 


to enter the office, and they must be encouraged to seek medical assistance according to 


local health authority directives.  This procedure is not to be abused by any staff 


member no matter what their position.  


• Every entrance from outside the building must have soap and water, at least60% alcohol 


hand sanitizer, or chlorine 0.05% mixture (if no soap or sanitizer is available) for hand 


washing in a hand washing station. Responsibility for mixing and maintaining the hand 


wash station falls to the logistics department; the task may be delegated to the local 


guards or cleaners as required after training and safety measures for this task are in 


place (see Appendices E &F). 


• A regular cleaning schedule must be set up and maintained, and place special priority on 


high touch surfaces such as printers, appliances in kitchens, door handles, bathrooms, 


etc. 


Protocols around internal meetings to ensure physical distancing must be in place; and external 


meetings should be done remotely wherever possible. 


 


Equipment for offices (amounts depends on size of office and how many staff present): 


• Personal hand wash for each desk (dispenser, alcohol ideally at least 60% alcohol) 


or hand wash stations between offices. 


• Hand wash stations for each entry/contact point with an ample supply of soap and 


clean water or alcohol-based hand sanitizer (<60%). 


• If soap or hand sanitizer is not available, a premixed supply of chlorine bleach mixed 


to 0.05% can be used if there are no alternatives (see Appendix E).  


• Materials to regularly wipe down any touch surfaces e.g. paper towels, cloths, 


disinfectant safe for human contact - a premixed supply of chlorine bleach mixed to 


0.05% can be used as a final option (see Appendix E). 


• Household cleaner to disinfect non-contact surfaces and areas, or a 0.5% mix of 


chlorine bleach where household disinfectant is not available.   


• An ample supply of paper towels, absorbent pads/wipes – towels if there is a facility 


to remove them safely and launder them. 


• A stock of medical & non-medical (e.g. fabric) masks for contingency, if required. 


(See Protocol 5) 


• A no contact thermometer can be employed, at entry as an additional measure, 


however local procedures should be clear for those assigned to conduct this check to 


reduce risk. It should be recognised that those capable of transmission of COVID-19 


may not have a high temperature. 


 


Ventilation in the Office 
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The risk of the spread of the virus is higher in crowded and poorly ventilated spaces where 
people spend long periods of time together in close proximity. Improving indoor ventilation can 


reduce the risk of the virus spreading indoors.  


Ventilation is not a standalone measure, and it should be implemented as a part of existing 


measures, such as physical distancing, wearing a mask, frequent hand cleaning, and coughing or 
sneezing into a bent elbow. Each of these is important to protect you against COVID-19 


infection.1  


Risk in any office environment can be reduced by: 


• Making sure infected staff (or any visitors with coronavirus symptoms) do not come into 
the workplace. 


• Limiting the number of people in an area. 


• Thinking about activities that increase deeper breathing (e.g., physical exertion, 
shouting). 


• Staff spending less time in occupied areas. 


Maximise fresh air and avoid recirculating air. 


Adequate ventilation can look different in different workplaces or settings: 


• Natural ventilation relies on passive air flow through windows, doors and vents that 
can be fully or partially opened. 


• Mechanical ventilation uses fans and ducts to bring in fresh air from outside but might 


use an element of recirculation when it is typically used for temperature control. 


• A combination of natural and mechanical ventilation, e.g., where fans or air 


conditioners are used to increase the natural air flow from or to open windows or doors. 


Recirculation or transfer of air from one room to another should be avoided unless this is the 


only way of providing adequate ventilation rates to all occupied rooms.  


Recirculation units (including air conditioning) can mask poor ventilation as they are used to 


make a space comfortable. 


Desk or ceiling fans should not be used in poorly ventilated areas unless to create a flow of air 


out of a door or window. 


You can also consider: 


• Extending the operating times of mechanical ventilation systems to before and after 
people use work areas.  


• Purging spaces by opening windows, vents and external doors (e.g., at suitable intervals 
if a space is occupied for long periods at a time). 


Talking to staff about improving ventilation 


Staff that manage the day-to-day operations of workplace ventilation systems should: 


• Make sure fresh air is being supplied into an area. 


• Understand how any mechanical systems operate. 


• Make sure any mechanical systems are maintained in line with manufacturers’ 


instructions. 


Assessing ventilation in your workplace: 


Your workplace may have different means of providing ventilation for different areas. It may be 
helpful to carry out an assessment beginning with walking around, or consulting floorplans, to 


make a list of areas in your workplace and how they are ventilated.  


                                                             
1 Coronavirus disease (COVID-19): Ventilation and air conditioning (who.int) 
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Questions to ask when conducting the assessment: 


• How many people use or occupy the area? 


• How much time do people spend in the area? 


• How large is the area? 


• What tasks or activities take place in the area? 


• Are there any features in the workplace that affect ventilation? 


• How can staff comfort be accommodated?  


Do not lower mechanical ventilation rates if the number of people is reduced in an area 
temporarily, maintain usage for the maximum ‘normal’ number of people in that area. 


Balancing staff comfort against the risk: 


Recirculation units for heating and cooling that do not draw in a supply of fresh air can remain 


in operation provided there is a good supply of outdoor air e.g.  by keeping windows and doors 


open. 


Options to improve comfort include: 


• Adjusting indoor heating systems to compensate for cold or hot air flow from outside 


(e.g., higher system settings, increased duration). 


• Work locations could be relocated to avoid drafts and maintain social distancing.  


• Encourage staff to dress appropriately for the indoor temperature.  


• Open high-level windows in preference to low level to reduce drafts. 


Air cleaning and filtration units 


These units are not a substitute for ventilation. You should prioritise any areas identified as 


poorly ventilated for improvement in other ways before you think about using an air cleaning 


device. 


If you decide to use an air cleaning unit, the most suitable types to use are: 


• high-efficiency filters 


• ultraviolet-based devices. 


Any unit should be appropriate for the size of the area they are used in to ensure they work in 


the way they are intended to. Expert advice will be required for any installation and use of such 


equipment. 
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COVID 19 – PROTOCOL 2: CARE Vehicles: 


CARE vehicles are not be used as ambulances or to transport patients, symptomatic or 


otherwise unless they have been designated and prepared specifically for this purpose. Anyone 


asking to be transported is to be advised of the correct procedures in the locality. You should be 


aware what the correct procedures are in your locality.  


Decide if travel in vehicles is needed for the operations to continue and ensure those who are 


travelling are necessary for the work to be carried out. Keep any journey as short as possible. 


Before and after traveling it is the drivers’ responsibility to wipe down (e.g. seats, seat belts, 


door handles, dashboard etc.) after every journey with household disinfectant or 0.05% 


Chlorine mix. Hand sanitizer should be carried in the vehicles or ample hand wash stations 


made available to wash hands before entering a vehicle. 


Every vehicle should have the following items: hand sanitizer, non-medical (e.g. fabric) masks 


and medical masks if available (See protocol 5). If not, leadership must make an appreciation as 


to whether it is safe to deploy and use the vehicle. 


• Drivers and all passengers must wash their hands for at least 20 seconds with soap and 


water or use hand sanitizer prior to entering the vehicle. 


• Drivers and passengers are recommended to wear a non-medical (e.g. fabric) mask as a 


minimum to protect each other from virus transmission. 


• Vehicles interior surfaces should be cleaned and disinfected before and after every trip.  


• Keep vehicle windows open enough to safely keep the vehicle well ventilated. If it is hot or 


cold, leave the heating or air conditioning on to keep the vehicle comfortable. 


• Open all vehicle doors between passengers boarding, or before anyone gets in. The local 


safety and security context must be considered when carrying out these measures. 


• Passengers preferably to be transported in the back seat away from driver. 


• Preferably one passenger only per vehicle to maintain physical distancing. Cultural and 


gender norms may render this inappropriate in cases where the two-traveling staff are of 


opposite sexes. Teams should be consulted on how to address this issue. 


• Consider multiple vehicles for visiting field to support physical distancing within the 


vehicles and limit number of staff traveling to essential only to maximum of four per vehicle 


(including the driver and adjusted per vehicle size, see Appendix H for Potential Seating 


Arrangements). In certain countries there may be local government restrictions. 


• Consider using physical screening, as long as this does not compromise safety, by reducing 


visibility.  


• Where more than one person is travelling and they need an overnight stop, plan to ensure 


there is suitable accommodation secured to ensure social distancing. 


In all cases, equipment must be checked before departure. This is in addition to all other 


normally required safety items. 


• Hand sanitizer for cabin 


• Skin safe disinfectant or pre-mixed 0.05% Chlorine mixture to wipe down any 


surfaces if no other option (See Annex F). 


• Rubbish bags minimum of 2 for waste disposal/contingency (add more as required) 


• Non-medical (e.g. fabric) masks / face covers (See protocol 5) 


• Medical masks for contingency, if required (See protocol 5). 


• Disposable gloves, 20 pairs (if available and required) 


• A no contact thermometer can be employed, to check the temperature of passengers 


before they enter the vehicle as an additional measure, however local procedures 


should be clear for those assigned to conduct this check to reduce risk. And it should 
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be recognised that those capable of transmission of COVID-19 may not have a 


temperature. 
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Cleaning and disinfecting CARE vehicles: 


Vehicles used by CARE must be cleaned thoroughly at the end of each day, this is the drivers’ 


responsibility. 


All commonly touched surfaces within the vehicle to be wiped with household cleaner or 0.05% 


Cl mixture. 


This can include, but is not limited to; dashboards, consoles, seats, seatbelts, steering wheels, 


gear stick, head rests, rear view mirrors, windscreen interior, door handles interior/exterior, 


interior door panels and any other touch areas in the vehicle.  Footwells and any cargo areas can 


be wiped down using a mop with household cleaner or 0.5% Cl mix.  


To disinfect a vehicle that has carried a COVID-19 patient or person showing symptoms, the 


driver must wear at minimum a non-medical (e.g. fabric) mask and gloves when cleaning the 


vehicle and use strong household disinfectant or 0.5% Cl mix. 
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COVID 19 – PROTOCOL 3: Physical distancing programming (See COVID-19 Risk 


assessment guidance & COVID-19 Distribution Checklist): 


Essential parts of effective physical distance programming: 


• Good planning: all staff are briefed about how the activity will be carried out and a 


contingency plan is in place in general terms but also COVID-19 specific.  


• Good communication, before the activity through messaging and community mobilisers, 


to ensure that the community is aware of the needs for physical distancing procedures. 


There are many solutions to maintaining good distance control throughout any planned 


activities, these are just some examples: 


• The activity can run without the need for any physical presence to begin with through 


alternate, remote means. 


• The size of the activity is limited in terms of numbers of participants; these are generally 


easier to plan for and control. 


• Good site selection for the activity; ideally a large clearly marked, well ventilated area 


that can be managed in terms of controlling entry, maintaining physical distance 


between people, and is a safe area to conduct activities. 


• Hygiene and decontamination measures are planned for and monitored throughout the 


activities, including a plan to dispose of/disinfect items. 


• During the activity use speakers or loud hailers to reinforce physical distancing 


procedures and to manage the group. Keep in mind that respiratory droplets, and 


therefore the virus, can be transferred easily onto a loudspeaker or microphone, and for 


this reason only one person should use the device, and it should be thoroughly cleaned 


before and after each use. 
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COVID 19 – PROTOCOL 4: Hygiene and Cleaning Procedures at an activity site: 
 


COVID-19 equipment required (contextualize): 


• Hand wash stations – enough for each entry/contact point. 


• An ample supply of soap and clean water, alcohol-based hand sanitizer (<60%) for the 


hand wash stations. 


• If soap or hand sanitizer is not available for handwashing, a premixed supply of chlorine 


bleach mixed to 0.05%, and to regularly wipe down any touch surfaces. 


• Household detergent or Cl 0.5% mix for disinfecting non-touch surfaces. 


• If required; materials for a chlorine bleach mixing station with correct measuring cup, 


measuring guide, apron, thick rubber cleaning gloves, eye protection (if chlorine mix is 


being prepared at site/ being used – See Annex F&G) 


• Consider using spray bottles for bleach mixtures – the contents should be clearly 


labelled. 


• An ample supply of paper towels, absorbent pads/wipes to wipe down surfaces. 


• Rubbish bags for disposal that are pre-placed before activities begin – realistically 


assess how many might be required. 


• Laundry bags (if required) that are pre-placed before activities begin – realistically 


assess how many might be required. Label them and keep them separate from other 


waste receptacles. These are only required if laundry will be done by CARE. This is not 


mandatory. 


• Receptacle for items that require disinfecting. 


• Cleaning gloves, & coveralls for person managing the rubbish bags/receptacles. 


• Waste must be either incinerated or disposed of in a safe manner (medical waste 


procedures ideally) – no potentially contaminated waste must be transported to any 


offices or warehouses. 


• A supply of spare PPE (e.g. medical masks and gloves) and non-medical masks as 


indicated by CARE guidance for contingency if this is available.  
 


General procedures - Team leader to brief before activities begin and walk everyone through 


the process – including hygiene requirements.): 


• Hand wash stations should be pre-mixed/pre-placed, and a person assigned to monitor 


their use. 


• A hand wash station should be placed at each entry and exit, and at each static point in 


the activity process i.e. registration desk, distribution point, rubbish/decontamination 


points. 


• Handwashing must take place on entry, before and after touching a surface, and before 


exiting. 


• A person is assigned to wipe down any touch/contact surfaces regularly (ideally after 


each contact). 


• A person is assigned to ensure physical distancing is being respected and maintained 


and reports back to the team leader if there are any issues. 


• A person is assigned to maintain decontamination materials and a safe disposal process. 


• A decontamination process is in place for any equipment to be disinfected. 


• All rubbish bags are pre-sited, and all team members are aware of where to dispose of 


waste. 


• Any distributed non-food items (NFIs) should be wiped down with household cleaner or 


Cl bleach 0.05% beforehand if this can be done without damaging the materials – ideally 


in front of the community if this is feasible/accepted by the community. 
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• Distributed items should be placed on the ground/on a surface, rather than passed hand 


to hand. Recipients should be instructed to clean items upon arrival at their homes. 


 


Decontamination/disposal procedures: 


• The system for decontamination and disposal must be planned in advance and must be 


part of the initial set-up process. 


• The person responsible for this process must be carefully briefed and monitored by the 


team leader – this role may require a buddy system. 


• Any items lying around any of the rubbish containers must only be placed in the 


receptacle using cleaning gloves – this is the job of the assigned person. 


• No rubbish containers will be moved without at least a non-medical (e.g. fabric) mask, 


cleaning gloves and coveralls. 


• Placing waste into CARE or partner vehicles is to be avoided. If this must occur, the 


outside of the bag must be sprayed down with household disinfectant or 0.5% Cl mix. 


Similar procedures for removing the waste must be observed. The vehicle must then be 


cleaned with 0.5.% Cl mix or household disinfectant – this process must be checked by 


the fleet manager. 


• Potentially contaminated waste is not to be transported to CARE offices, the correct way 


to dispose of waste and material must be determined in each location. 
 


Step by step procedures for disposal – this must be planned in advance and carried out in a 


suitable area: 
 


1. Ensure that gloves are worn. 


2. Have a destination to take the waste and dispose of it safely. 


3. Have a hand wash station/someone to spray hands close by before you start. 


4. Close bag. 


5. Wash gloved hands/spray gloved hands. 
 


This procedure must be repeated each time the rubbish bag is moved/touched. 
 


Step by step procedure for removing decontamination equipment: 
  


1. Have a plan and process in place to disinfect the equipment. 


2. Have a hand wash station/someone to spray hands close by before you start. 


3. Remove gloves by not touching the outside, and place into a suitable receptacle to be 


disposed of/disinfected. Be careful not to shake off as this may throw spray into the 


air (see Annex C). 


4. Wash hands with soap or use hand sanitizer.  


Laundry: 


Non-medical (e.g. fabric) masks & coveralls (or any other cleaning uniform used by cleaners) 


must be laundered and should not be reused without washing first.  


As a precaution CARE recommends that following a work shift where physical distancing of 2 


metres has not been maintained, staff immediately, upon their return home, take off their 


clothes before interacting with other members of their household. They should launder their 


clothing using hot water and laundry soap and ensure that they wash their hands after touching 


the dirty laundry. 


If someone else is doing the laundry, this person must be aware that the items have been worn 


by individuals that have been in close contact with members of the public and that they should 


their wash hands immediately after handling the dirty clothing. 
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COVID 19 PROTOCOL 5: Non-medical masks and PPE - When physical distancing cannot 


be maintained: 


Aligned with CARE’s recommendations and based on global guidance, when CARE staff are 


unable to main physical distancing, the need for non-medical masks or personal protective 


equipment (PPE) becomes a consideration as staff may be in contact with potentially infected 


members of the community that may or may not be showing symptoms. Likewise our staff may 


potentially infect members of the community or each other, if they are not showing symptoms. 


PPE alone does not protect you. A system of awareness, personal precaution, 


decontamination and disposal must be used, alongside strong hygiene measures and physical 


distancing. If PPE is deemed an appropriate part of a team’s IPC strategy, then CARE will 


provide the relevant PPE required for the staff to carry out their work. Staff must be trained on 


the use of PPE that they are expected to use in the course of their work. If activities require use 


of PPE, then training must be provided on proper use and safe management. If you have not 


been trained to use the level of PPE you think is required for your work then seek advice from 


your team leader.  


See descriptions of non-medical masks and PPE below.  


Non-Medical Face Masks: These should be worn by the general public (including CARE staff 


who are not working in medical settings). These are not a substitute for medical masks as it is 


still possible for respiratory droplets to be breathed in through them as they may have various 


unregulated standards of design and manufacture. However, non-medical masks may help 


reduce disease transmission by protecting those around the person wearing the mask if the 


wearer is infected with the virus. Non-medical masks can be made from a variety of materials 


with varying quality of filtration or weave and as such are not considered PPE by WHO and are 


not regulated. Most commonly they take the form of cloth masks or face coverings that cover the 


nose and mouth.  


 


Aligned with WHO guidance, use of non-medical masks may be encouraged by the general 


population in settings with known or suspected widespread COVID-19 transmission and when 


physical distancing cannot be maintained. Risks associated with the use of non-medical masks 


include self-contamination and a false sense of security. It is important that staff continue to 


prioritize the practice of other IPC measures (e.g. physical distancing, frequent handwashing, 


respiratory hygiene) as well as practice proper mask management.  (See Annex E How to make 


your own mask) 


 


Medical Masks: Due to global shortages these must be prioritized for medical staff. These help 


to protect the wearer from breathing in the virus from the air, and there are two categories: 


1) Filtering facepiece respirators (FFR), or respirators: Respirators similarly offer a 


balance of filtration and breathability. However, whereas medical masks filter 3 


micrometre droplets, respirators must filter more challenging 0.075 micrometre solid 


particles and achieve this by forming a seal along the outer edges of the FFR around the 


wearer’s face. To be effective they must meet the following specifications: European 


FFRs, according to standard EN 149, and US N95 FFRs, according to NIOSH 42 CFR 


Part 84, or equivalent. 


 


Aligned with WHO guidance, these masks should be prioritized for healthcare workers 


responsible for treating patients with suspected or confirmed cases of COVID-19, 
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specifically healthcare workers performing aerosol generating procedures (AGP) or 


providing care in settings where AGPs take place. 


 


2) Surgical Masks (also known as procedure masks) are masks that are flat or pleated; they 


are affixed to the head with straps that go around the ears or head or both. Their 


performance characteristics are tested according to a set of standardized test methods 


that aim to balance high filtration, adequate breathability and optionally, fluid 


penetration resistance. To be effective, they must meet the following specifications: 


ASTM F2100, EN 14683, or equivalent. 


Aligned with WHO guidance, these masks should be prioritized for healthcare workers, 


people with symptoms suggestive of COVID-19, caregivers as well as vulnerable 


populations (people aged 60+ or with underlying health conditions) in settings where 


physical distancing cannot be maintained. See reference table for details. 


Gloves: Gloves should be worn when providing direct care for a COVID 19 case and then 


removed, followed by hand hygiene between patients. Using the same gloves for a group of 


COVID-19 cases (extended use) must not be done. Outside of medical settings or roles, gloves 


are only recommended for staff that have cuts or open wounds on their hands that make 


it difficult to carry out hand hygiene. 


 


Community Acceptance and PPE 


Non-medical masks, PPE or COVID-19 awareness material may aggravate or alarm the local 


community and either the wearing of PPE must be explained by a community representative 


beforehand and accepted by the community or staff must re-evaluate whether it is safe to 


conduct activities. On the other hand, communities may welcome it, and see it as CARE’s way of 


minimizing the risk that staff may transmit the virus to their community members. Some 


communities may require that our staff wear medical or non-medical (e.g. fabric) masks, while 


in other communities it may foster fear. Transparent engagement with communities on a team’s 


use of face coverings is critical. If conducting activities in the community, the team must stop 


just before reaching the community area to test the atmosphere of the local community, 


contacting community mobilisers, community leaders etc. and evaluate their potential reaction 


to the CARE team’s activities. CARE staff must never enter an area to conduct activities without 


consent from the community.  


Determining when PPE is Required 


The need and/or level of Personal Protective Equipment (PPE) is to be evaluated by the team 


leader for each activity before departing the CARE office and is to be included on any travel 


request form.  


 


COVID 19 Operational exposure (see COVID-19 Risk assessment guidance): 


A key element to be determined when planning any operations or activity within an area of 


suspected or active transmission is whether a minimum distance of 2 meters between 


individuals can be maintained. This applies between ourselves and the community, and also 


between members of the community.  


The clear exception to this is CARE staff that are working in medical facilities, who should follow 


the guidance & practises of those facilities & raise any issues via their management structures. 


Conducting safe operations within a COVID-19 context requires an infection prevention and 


control approach that combines physical distancing, enhanced cleaning and hygiene, and the 
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correct use of Non-medical mask and Personal Protective Equipment (PPE) where it is required 


(See table on next page).  


Recommended measures in for CARE Staff in the context of COVID-19 (see 


COVID-19 Safety and Security Guidance on Safe Working Practices) 


Risk Group Infection 


Prevention & 


Control (IPC) 


CI PPE Recommendations* 


(local authorities may have more specific 


requirements) 
Staff who can maintain a minimum 


physical distancing of 2 metres from 


others throughout the activity or 


operations that are being conducted. 


Observe all CARE 


COVID-19 


recommended IPC 


measures, 


procedures and 


protocols. 


Non-medical (e.g. fabric) masks are optional. 


 


If there are good IPC measures & procedures 


encouraging physical distancing in place there is 


no need for PPE, unless mandated by a local 


authority, lead member or national director.  


Staff who cannot maintain a minimum 


physical distancing of 2 metres, 


especially in settings with known or 


suspected community transmission of 


COVID-19 (General Population)  


 


(First ask yourself if this activity, or part 


of this activity, can be done in any other 


way, and why you are doing it)  


Observe all CARE 


COVID-19 


recommended IPC 


measures, 


procedures and 


protocols. 


Non-medical (e.g. fabric) masks are 


recommended for all staff. * 


 


Gloves for staff that have cuts or open wounds 


on their hands that makes it difficult to carry out 


hand hygiene.  


Staff who cannot maintain a minimum 


physical distancing of 2 metres, 


especially in settings with known or 


suspected community transmission of 


COVID-19 (Healthcare workers and high-


risk groups)  


 


Staff who develop symptoms suggestive 


of COVID-19* 


 


(First ask yourself if this activity, or part 


of this activity, can be done in any other 


way, and why you are doing it) 


Observe all CARE 


COVID-19 


recommended IPC 


measures, 


procedures and 


protocols. 


 


Under health facility 


and MOH guidance, 


IPC practices must 


stringent and follow 


WHO guidelines 


Medical masks are recommended for staff who 


provide healthcare services.   


 


Medical masks are recommended for staff that 


are over 60 years old or with existing health 


conditions such as cardiovascular disease or 


diabetes mellitus, chronic lung disease, cancer, 


cerebrovascular disease, immunosuppression. 


 


Gloves for staff that have cuts or open wounds 


on their hands that makes it difficult to carry out 


hand hygiene. 


Staff responsible for treating patients 


with suspected or confirmed COVID-19  


Under health facility 


and MOH guidance, 


IPC practices must 


stringent and follow 


WHO guidelines 


Under health facility and MOH guidance medical 


PPE, including respirators, for frontline care 


should be calculated and stocked at the health 


facility as per WHO guidelines. 


*Staff who develop symptoms suggestive of COVID-19 while working are advised to put on a medical mask and go 


home. 


Key reference documents for more detailed information:  


• WHO Rational use of personal protective equipment for coronavirus disease (COVID-19) and 


considerations during severe shortages 


• WHO Advice on the use of masks in the context of COVID-19 


Key reference websites: 


• WHO: https://www.who.int/emergencies/diseases/novel-coronavirus-2019/advice-for-


public/when-and-how-to-use-masks 


• CDC: https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/index.html 
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COVID 19 – PROTOCOL 6: Putting on and taking off PPE: (See annex A, B, C& D) 


Putting on and taking off any PPE is a set procedure and must be done in the correct order and 


manner for its use to be effective. PPE should be put on and taken off with a buddy system in 
place. Ideally a checklist will also be hung in the location where all staff don PPE, and this 


checklist will be consulted each time PPE is put on to ensure no steps are missed. 
 


1. Check equipment-make sure you have everything you need. 


2. Wash hands. 


3. Put on gown – try to tie it at the back with a bow that is secure yet can be removed with 


one hand. (If worn – some contexts may require a higher level of PPE recommended by 


CI – See Annex D). 


4. Put on mask – test that it is secure and covers the mouth and nose. (If wearing a 


respirator there should be no gaps). 


5. Put on eye protection. (If worn – some contexts may require a higher level of PPE 


recommended by CI – See Annex D). 


6. Put on gloves (if worn). 
 


Taking off PPE: 


This is a set procedure and must be done in the correct order so that it is safe for the wearer and 
those around them. A buddy system must be in place for this procedure. A checklist should be 


posted in the locations where staff take off PPE and will be consulted each time PPE is removed.  
 


Prepare 


1. Have a plan and process in place to dispose of the PPE and do it in a suitable place. 


2. Have a hand wash station/buddy to spray hands close by before you start. 


Gloves (If worn – see Annex C) 


3. Remove gloves without touching the outside with bare skin by pinching one above the 


wrist and pulling the glove down towards the fingers so that it comes off inside out in 


the opposite hand. Ball the removed glove in your palm, then slip your bare fingers 


down the inside the wrist of the still gloved hand and pull the glove off down towards 


your fingers, around the balled-up glove. Place into rubbish bag. Refer to this video. 


4. Wash hands with soap or use hand sanitizer.  


Eye Protection (If worn – some contexts may require a higher level of PPE recommended by CI – 


See Annex D) 


5. Remove eye protection by touching the back and sides of elastic or plastic eye wear and 


place safely in a receptacle designated for PPE disposal only. 


6. Wash hands with soap or use hand sanitizer.  


Gown (If worn – some contexts may require a higher level of PPE recommended by CI – See 


Annex D) 


7. If you are wearing a gown, remove it by undoing back tie, pull away from neck and 


shoulders touching only the inside and ball it up with the exterior surface inside the ball 


and place safely in a receptacle designated for PPE disposal only. 


8. Wash hands with soap or use hand sanitizer.  


Masks (If this is the only PPE you are wearing, begin by washing hands with soap or use hand 


sanitizer) 


9. Remove the mask by pulling back the elastic or untying the ties at the back of the mask 


without touching any other part of the mask and place safely in the relevant receptacle 


designated for PPE disposal or to be laundered later. Make sure you do not touch your 


face while you are removing your mask. 


10. Wash hands with soap or use hand sanitizer.  
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COVID 19-PROTOCOL 7: When Staff Display Symptoms   


If you begin to feel the symptoms of COVID-19, or you think you have been exposed to COVID-


19, seek medical advice as soon as you can while also avoiding potentially exposing others.  


Take all illnesses seriously it may not be COVID-19 however you should take precaution for 


your own safety and those around you. (refer to COVID-19 contingency plans for your CO) If you 


have not yet left home, do not travel to work. If you are at work, leave as soon as you can while 


distancing yourself from others. 


1) Immediately isolate yourself: 


• Put on a medical mask, or if there are non-available, a non-medical mask (e.g. cloth face 


covering)  


• Keep others at least 2 meters away, if at home inform and warn those around you and 


do not come to work.  


• If you are at work, make plans to leave immediately, informing those around you, and 


do not come within 2 metres of anyone else 


2) Contact supervisor/focal point: 


• They will assist you in getting home if you need this. 


• They will ensure that someone else will be covering your workload if you need to be off 


to recover. 


• They will ensure that your office space is cleaned after your departure. 


3) Seek medical attention: 


• Follow the guidance given to you by your local health ministry. 
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Appendices: 


A. Non-medical (e.g. fabric) masks do and don’ts 


B. Medical masks do’s and don’t 


C. How to remove gloves 


D. Putting on and removing PPE (full) 


E. How to make your own face mask 


F. How to mix hand wash 


G. How to mix strong disinfectant for cleaning 


H. Potential seating arrangements in vehicles to maintain physical distancing 


I. Quick reference guide for decision making in the field 
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A. Non-medical (e.g. fabric) masks do and don’ts NOTE: CI Policy is to practise 2-meter 


distancing from others 
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B. Medical masks do’s and don’ts NOTE: CI Policy is to practise 2-meter distancing from 


others 
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C. How to remove gloves: Video Instruction
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D. Putting on and removing PPE (full) 
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E. How to make your own face mask  
 


To make a face mask without sewing: Watch this video  


To Sew A Facemask 


Materials for sewing a face mask 


• 10”x6” rectangles of cotton fabric 


• Two 6” pieces of elastic (or rubber bands, string, cloth strips, or hair ties) 


• Needle and thread (or bobby pin) 


• Scissors 


• Sewing machine 


1. Cut out two 10-by-6-inch rectangles of cotton fabric. 


Use tightly woven cotton, such as quilting fabric or cotton 


sheets. T-shirt fabric will work in a pinch. Stack the two 


rectangles; you will sew the mask as if it was a single 


piece of fabric. 


 


 


2. Fold over the long sides ¼ inch and hem. Then fold the 


double layer of fabric over ½ inch along the short sides and 


stitch down. 


 


 


 


 


 


3. Run a 6-inch length of 1/8-inch wide elastic through the 


wider hem on each side of the mask. These will be the ear 


loops. Use a large needle or a bobby pin to thread it 


through. Tie the ends tight.  Don’t have elastic? Use hair ties 


or elastic head bands. If you only have string, you can make 


the ties longer and tie the mask behind your head. 


 


4. Gently pull on the elastic so that the knots are tucked inside 


the hem. Gather the sides of the mask on the elastic and adjust 


so the mask fits your face. Then securely stitch the elastic in 


place to keep it from slipping.  
 


Additional Remarks 


• Face masks should never be used on children 2 years and under, on people with respiratory 


illnesses, or people who are not fully awake and conscious.  


• They also need to be changed when they get moist, and should never be reused without first 


being laundered. Do not reverse a face mask. 
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F. How to mix hand wash2 


 


 


 


 


                                                             
2 This should be used only in situations where soap or hand sanitizer isn’t available 
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G. How to mix strong disinfectant for cleaning 
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H. Potential seating arrangements in vehicles to maintain physical distancing 
 


 


 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


  


 


Landcruiser type vehicle Sedan type vehicle 


Landcruiser with bench 


seats 
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I. Quick reference guide for decision making in the field (Recommended protective measures and PPE: In medical 


settings, local facility/MOH protocols should be followed.) 


Task and role  
Physical 


Distancing 


2M 


Handwashing 


& Hygiene 


Protocols 


Non-


medical 


mask (e.g. 


fabric) * 


Medical 


mask 


(Surgical) 


Medical 


mask (N95/ 


Respirator) 


Gloves 


** 


Face 


shield 


Cleaned 


workspace  
Decontamination  


Office Based  YES YES Optional NO NO NO NO YES NO 


Field Activities – No/limited 


contact with community  
YES YES Optional NO NO NO NO YES NO 


Driving with CARE staff & 


passengers  
YES (as able) YES YES NO NO NO NO YES NO 


Distribution (S) YES YES YES NO NO NO NO YES YES 


Community Groups & Meetings 


(> 6 people) 
YES YES YES NO NO NO NO YES YES 


Community Groups and 


Meetings (< 6 people) 
YES YES YES NO NO NO NO YES YES 


Home visits  YES YES YES* NO NO NO NO YES NO 


Vulnerable staff *** YES YES NO YES NO NO NO YES N/A 


Healthcare worker (not treating 


COVID-19 patients) 
N/A YES YES YES NO YES YES**** YES NO 


Healthcare worker responsible 


for treating COVID-19 patients 


using aerosol generating 


procedures (AGP)  


N/A YES NO NO YES YES NO YES YES 


* If physical distancing cannot be maintained, wearing a face mask is recommended. Local mandates and cultural acceptance should inform this decision as well. 


**Outside of medical settings, gloves are recommended if a staff member is responsible for cleaning or taking care of someone who is sick. In medical settings, 


align with standard protocols.  


***Staff who are over the age 60 or have a pre-existing medical condition (e.g. cardiovascular disease or diabetes mellitus, chronic lung disease, cancer, 


cerebrovascular disease) 


**** In the context of severe medical mask shortage, face shields may be considered as an alternative  






