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Glossary 

Glossary 
Sexual health is a state of physical, emotional, mental and social well-being in relation to sexuality; it is 
not merely the absence of disease, dysfunction or infirmity. Sexual health requires a positive and 
respectful approach to sexuality and sexual relationships, as well as the opportunity to have pleasurable 
and safe sexual experiences, free from coercion, discrimination and violence. For sexual health to be 
achieved and maintained, the sexual rights of all people must be respected, protected and fulfilled. 

Sexual health means that everyone has access to:  

• advice and care relating to sexuality, gender identity and sexual relationships;  
• services for the prevention and management of sexually transmitted infections, including HIV 

and other diseases of the genitourinary system;  
• psychosexual counselling and treatment for sexual dysfunctions and disorders;  
• prevention and management of cancers of the reproductive system. 

Sexual rights are human rights and include the right of every person, without discrimination, coercion 
or violence, to:  

• achieve the best possible state of sexual health, including access to sexual and reproductive 
health services; 

• seek, receive and disseminate information relating to sexuality; 
• receive comprehensive, evidence-based sexuality education; 
• have their physical integrity respected; 
• choose their sexual partner; 
• decide whether or not to be sexually active; 
• have consensual sexual relations;  
• choose whether or not to marry, when and whom;  
• marry with free and full consent, and on terms of equality between spouses both during the 

marriage and at the time of its dissolution;  
• lead a satisfying, safe and enjoyable sex life, free from stigma and discrimination;  
• make free, informed and voluntary decisions regarding their sexuality, sexual orientation and 

gender identity. 

Reproductive health is a state of complete physical, mental and social well-being, and not merely the 
absence of disease or infirmity, in all matters relating to the reproductive system and its functions and 
processes. Reproductive health implies that every person is able to: 

• receive accurate information about the reproductive system and the services necessary to 
maintain reproductive health; 

• manage menstrual hygiene safely, in privacy and with dignity; 
• access multisectoral services to prevent and combat intimate partner violence and other forms 

of gender-based violence;  
• access safe, effective, affordable and acceptable methods of contraception of their choice;  
• access to appropriate and respectful healthcare services to ensure a safe and healthy 

pregnancy and childbirth, as well as the good health of infants;  
• access safe abortion services, including post-abortion care;  
• access to services for the prevention, management and treatment of infertility. 

Reproductive rights are based on the recognition of the human rights of all couples and individuals to 
decide freely and responsibly on the number, spacing and timing of their children, to have the 
information and means necessary to do so, and on the right to access the highest attainable standard 
of reproductive health. Reproductive rights also include: the right to make decisions regarding 
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reproduction free from discrimination, coercion or violence; the right to privacy, confidentiality, respect 
and informed consent; and the right to mutually respectful and equitable gender relations. 

Source: Starrs, A.M. et al (May 2018) Accelerate progress – sexual and reproductive health and rights 
for all: report of the Guttmacher-Lancet commission. The Lancet 2018; 391:2642-92 

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30293-9/fulltext

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30293-9/fulltext
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1 Introduction 
This report presents the results of the strategic evaluation of the Belgian approach to sexual and 
reproductive health and rights (SRHR), commissioned by the Special Evaluation Office of the Belgian 
Development Cooperation (SEO) (Annex A). The main objective of this evaluation is to examine the 
relevance, coherence, effectiveness and sustainability of Belgian SRHR interventions, and to provide 
strategic recommendations to guide future Belgian cooperation interventions in this field. 

For several decades, Belgium has played a central role in promoting SRHR through its development 
cooperation policy. This is based on the principles of human rights and gender equality, and on support 
for universal access to health services, particularly for vulnerable populations. The Belgian approach is 
based on the conviction that sexual and reproductive health is a key lever for improving individual well-
being, promoting equality and strengthening sustainable development.  

Belgium’s commitment has had to adapt to changing global circumstances, particularly with the 
emergence of anti-gender movements, the COVID-19 pandemic, and political setbacks regarding 
reproductive rights in certain countries. Against this backdrop, Belgium has strengthened its 
commitment to promoting reproductive rights and empowering women and girls globally. However, the 
resurgence of anti-gender movements and the sharp reduction in international funding for development 
cooperation risk undermining the progress made and raise questions about the place of SRHR 
programmes within partner countries’ priorities. 

Belgian interventions are implemented through various channels. Bilateral cooperation, mainly carried 
out by Enabel, the Belgian development cooperation agency, supports SRHR programmes in several 
partner countries, notably within the framework of the SheDecides portfolio. Belgium also funds non-
governmental actors for awareness-raising, education and access to health services. Furthermore, it 
supports multilateral organisations such as UNFPA and UNICEF, which develop global initiatives related 
to SRHR. 

This evaluation is based on a study report, which defined the analytical and methodological 
framework of the study. This initial report guided the evaluation by highlighting developments in 
international and national SRHR policies and setting out the hypotheses to be tested in the case studies 
conducted in four partner countries: Uganda, Benin, the DRC and Burkina Faso, chosen for the diversity 
of their contexts. The evaluation also draws on these case studies, which enrich the analysis and 
enable lessons to be learned for the entire cooperation portfolio. 

The report is structured as follows: Section 2 presents the evaluation methodology, detailing the 
methodological framework, methods, data sources and limitations of the analysis. Section 3 provides 
an overview of the evaluation context, including a summary of developments in the international SRHR 
landscape and a presentation of the Belgian approach, with its legal framework, instruments and 
channels of intervention. Sections 4 to 7 are devoted to analysing the relevance, coherence, 
effectiveness and sustainability of the interventions. Finally, Sections 8 and 9 present the evaluation’s 
conclusions and strategic recommendations to guide Belgium’s future priorities in the field of SRHR, 
taking into account contextual developments and lessons learned from previous evaluations. 
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2 Methodological approach 

 Methodological framework and intervention logic  
The general methodological approach of this evaluation follows the OECD DAC evaluation criteria, 
drawing on the criteria of relevance, coherence, effectiveness and sustainability.1 This approach 
combines a strategic analysis framework with a contextualised approach, tailored to the complexity of 
SRHR interventions. 

The central analytical framework is based on a reconstructed Theory of Change (ToC) (see Figure 1 
below), which sets out the assumptions underlying the Belgian approach to SRHR and the presumed 
links between the supported interventions, the intermediate outcomes and the expected changes in 
health systems, social norms and the institutional environment. The ToC served as a structuring tool 
for the analysis, enabling the identification of the main causal chains to be examined, as well as the 
conditions necessary for their operation. 

The pathways of change and the assumptions were then translated into operational terms in the 
evaluation matrix (Appendix B). This matrix is structured around four evaluation questions, each broken 
down into assessment criteria, and specifies the indicators and points of focus for data collection, 
whilst allowing for the identification of unexpected effects and unanticipated explanatory mechanisms. 

 

The literature review and in-depth documentary analysis, presented in the study report, constituted a 
key stage of the evaluation process. They provided an analytical framework for assessing the relevance 
of the Belgian strategy and the actions implemented, in light of developments in the international and 
national context, global commitments regarding SRHR, and best practices identified during the period 
in question. This review also helped to refine the ToC and identify the underlying assumptions and 
mechanisms of change in the Belgian approach, which were then examined empirically through 
portfolio analysis and case studies.  

 
1 No impact assessment was requested; indications of potential impact should have been provided. 

Evaluation questions 

QE1 – Relevance: To what extent is the Belgian approach to SRHR aligned with the needs of target 
groups, the national priorities of partner countries, and international commitments regarding 
sexual and reproductive health and rights? 

QE2 – Coherence: To what extent are the supported interventions coherent with one another and 
complementary to the actions of other actors in partner countries? 

QE3 – Effectiveness: To what extent have the supported interventions and programmes 
contributed to improving access to, and the quality and uptake of, SRHR services, as well as to 
strengthening knowledge and capacity? 

QE4 – Sustainability: To what extent do the results achieved offer prospects for institutional, 
financial and social sustainability beyond the direct support provided by Belgian cooperation?  
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A cross-cutting analysis of the portfolio, detailed in the study report (Annex C), enabled the mapping 
of interventions supported by Belgium, the identification of thematic and geographical priorities, and 
an examination of the distribution of resources across cooperation channels. This analysis provided an 
empirical basis for assessing the overall strategic coherence and guiding the selection of case studies. 

Finally, the evaluation drew on four country case studies (Uganda, Benin, the DRC and Burkina Faso), 
presented in separate reports. These case studies, which are illustrative rather than exhaustive, made 
it possible to test the ToC hypotheses in a variety of contexts, analyse the practical implementation of 
interventions and examine the dynamics of interaction between actors at national and local levels. The 
findings from the case studies were then compared and triangulated to inform the strategic 
conclusions of this report. 

The entire process was based on a systematic triangulation of sources to ensure the robustness of 
the findings. The evaluation adopts a contribution-based rather than an attribution-based analytical 
approach, given the multiplicity of actors involved in the SRHR sector and the interdependence of 
funding streams. 

The approach is also forward-looking: beyond assessing the results achieved, the evaluation aims to 
inform future strategic choices for Belgian cooperation and to identify the instruments best suited to 
the contextual changes and structural constraints observed. 

 Methods and data sources 

2.2.1 Literature review and documentary analysis 
The review covered key SRHR themes, in line with the priorities of Belgian development cooperation: 
the integration of SRHR into health systems, maternal and neonatal health, family planning (FP), 
adolescents’ access to services, the prevention and management of HIV and sexually transmitted 
infections (STIs), and the prevention of and response to gender-based violence (GBV). At the same 
time, gender and the ‘Leave No One Behind’ (LNOB) principle were treated as cross-cutting themes 
influencing all interventions. 

This review combined academic literature and ‘grey literature’, identified through targeted thematic 
searches. Sources included peer-reviewed scientific articles, reports from international organisations 
and non-governmental actors, evaluations of existing interventions, and recent strategic analyses. This 
approach helped to highlight ongoing debates, underscore recurring barriers to the implementation of 
SRHR programmes, and identify effective, evidence-based approaches. 

 

Key assumptions examined 

1. Strengthening the health system sustainably improves the availability, accessibility and quality 
of SRHR services. 

2. Improving service provision, combined with demand-side interventions (awareness-raising, 
empowerment, norm change), promotes increased use of services. 

3. A supportive regulatory and legislative framework is a key condition for the effective realisation 
of sexual and reproductive rights. 

4. A multisectoral and integrated approach is necessary to achieve lasting results in the area of 
SRHR. 
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Figure1 - Reconstructed Theory of Change 
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The literature review was structured around three complementary levels. At the international and regional 
levels, it helped to situate the Belgian approach within the evolving normative frameworks, funding 
dynamics and controversies affecting the sector. At the Belgian level, the analysis focused on policies, 
strategies, cooperation frameworks, programming documents and previous evaluations since 2007, in 
order to analyse the evolution of priorities and intervention modalities. At the level of the countries 
selected for the case studies, the analysis incorporated national legislative and strategic frameworks, 
programme documents, monitoring reports and available quantitative and qualitative data. 

A document library was compiled with the support of the SEO to ensure the traceability of the sources 
used (Annex D). To manage the large volume of documents, a synthesis support tool (Notebook LM) was 
used to generate preliminary summaries. These summaries were carefully checked manually against the 
original documents and cross-referenced with other documentary, quantitative and qualitative sources to 
ensure methodological rigour and avoid any misinterpretation. At the end of this phase, a timeline was 
drawn up (Appendix G) to illustrate the evolution of Belgian policies and strategies on SRHR between 2007 
and 2024. 

2.2.2 Analysis of the Belgian SRHR cooperation budget 
The analysis of the Belgian SRHR cooperation budget enabled the production of a structured mapping of 
Belgian funding and interventions (Enabel and non-governmental actors) in the field of SRHR over the 
period 2014–2024 (Appendix H), thereby identifying the main instruments deployed, the actors involved, 
the themes covered and the evolution of funding volumes. The analysis is based on data extracted from 
the DGD’s PRISMA database, covering interventions that began between 1 January 2014 and 31 December 
2024.  

In the absence of a specific marker to directly identify SRHR interventions in PRISMA, two 
complementary approaches were adopted and presented jointly to estimate a range of expenditure 
allocated to SRHR. The first, more restrictive approach focused on sectors directly linked to SRHR (family 
planning, reproductive health, HIV and GBV). The second, broader approach included additional sectors 
identified as contributing to SRHR on the basis of the literature review and strategic interviews.2  

Funding allocated to multilateral agencies was analysed separately, drawing on PRISMA data and 
interviews with the DGD. This made it possible to identify core and project funding for multilateral agencies 
relevant to SRHR (UNFPA, UNICEF, WHO, UN Women, UNAIDS, UNDP, UN OHCHR, GFATM, OCHA, UNRWA, 
UNHCR). 

2.2.3 Strategic interviews 
In order to clarify Belgium’s commitment to SRHR, identify strategic developments and better 
understand the coordination dynamics between the various channels of cooperation (bilateral, non-
governmental, multilateral), semi-structured interviews were conducted with key actors in Belgian 
cooperation involved in SRHR, notably the DGD, the ministerial offices, Enabel, non-governmental actors, 
and partner multilateral organisations (Annex E).  

In addition, several meetings of the Steering Committee (SC) provided an opportunity to discuss 
methodological approaches, assumptions and the initial findings of the evaluation. These exchanges 
enhanced the analytical quality of the evaluation whilst respecting its independence. A workshop to reflect 
on the recommendations was organised at the end of the process to assess their feasibility and strategic 
relevance. Discussions also took place with the Be-cause Health SRHR working group to enrich the 
analysis of sectoral dynamics and cross-cutting issues. 

 
2 The 17 sectors selected are as follows (DAC codes in brackets): Government and Civil Society – Human Rights (15160), Organisations and movements defending 
women’s rights and government institutions (15170), Elimination of violence against women and girls (15180); General Health – Health policy and administrative 
management (12110), Medical education and training (12181), Medical research (12182), Medical services (12191), Health statistics and data (12196); Primary Health 
Care – Primary health care and services (12220), Primary health care infrastructure (12230), Health education (12261), Training of health personnel (12281); 
Population/Health and Fertility Policy – Population policy/programmes and administrative management (13010), Fertility care (13020), Family planning (13030), Control 
of STIs and HIV/AIDS (13040), Training of personnel in population, health and fertility (13081). 
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2.2.4 Case studies: selection and approach 
The four selected countries present contrasting contexts in terms of institutional fragility, budget size, 
thematic priorities and stakeholder configurations, allowing for a comparative analysis of intervention 
modalities and contextual factors influencing SRHR outcomes. Three countries (Benin, Burkina Faso3 , and 
the DRC) were identified in the Terms of Reference, and Uganda was selected for the diversity it brings to 
the panel (an English-speaking context, a substantial Enabel portfolio, and absence from the SheDecides 
initiative). In each country, a targeted sample of interventions was analysed based on portfolio mapping, 
discussions with Enabel, embassies, the DGD and implementing partners, as well as criteria relating to 
thematic, geographical and institutional diversity (see Annex C for further information on the selection of 
case studies).4 

 

Each case study combined a national literature review, semi-structured interviews with key stakeholders 
(national and local authorities responsible for health, gender and/or social affairs, embassy 
representatives, Enabel teams, non-governmental actors, multilateral actors, health facility staff, as well 
as representatives from the security, justice, education and youth sectors) and focus group discussions 
with beneficiaries and target groups, in collaboration with implementing partners (Annex E). Interview 
guides tailored to the different categories of stakeholders were developed to ensure the consistency and 
comparability of the data collected (Appendix F). 

To document the changes perceived by the target groups, participatory methods were used, notably 
Outcome Harvesting5 and Participatory Ranking Methodology6 . These tools enabled the identification and 
prioritisation of observed changes in terms of knowledge, attitudes, behaviours and access to SRHR 
services, taking into account both expected and unexpected effects. With adolescents, the body mapping 
method7 was used to facilitate expression on sensitive topics and explore the psychosocial dimensions 
related to SRHR, within a safe environment. 

The missions, lasting approximately two weeks, were led by a team comprising an international 
consultant and a national consultant, to ensure a detailed and comprehensive understanding of local 

 
3 A research protocol dossier was drawn up and submitted to the INSD to obtain statistical approval, now required for all data collection in Burkina Faso. Due to the 
delay in issuing the approval, which took four months, the interviews had to be conducted remotely. 
4 The sample of interventions was selected using a reasoned approach, ensuring that, in each country, the bilateral programme implemented by Enabel was included, 
as well as an intervention led by an NGO and, where possible, an intervention by an ANG, in order to reflect the diversity of Belgian cooperation channels. Interventions 
under the multilateral channel were not included in the case studies, as Belgian contributions mainly take the form of core funding, for which the geographical and 
thematic traceability of resources and results is limited, making an in-depth analysis at country level difficult. 
5 Outcome Harvesting is a method for evaluating and documenting the outcomes of a programme by identifying, analysing, and learning from observed changes in 
behaviour, actions, or conditions. (Wilson-Grau & Britt, 2012) 
6 Participatory ranking is a mixed-methods, participatory approach in which knowledgeable group members collaboratively generate and rank responses to a set of 
questions to highlight relative priorities and insights. Ager, A., Stark, L., & Potts, A. (2010). Participative Ranking Methodology: A Brief Guide (Version 1.1). 
7 Body mapping is a participatory technique that uses visual representation on body outlines to help individuals express and reflect on their personal experiences, often 
relating to health, trauma, or identity (Harten & Shepherd, 2016). 

Selection of interventions within each country case study 

• Benin: Enabel’s P@SRIS I Programme (2018–2022), covering the four SRHR pillars; DGD Joint 
Programmes (2017–2021, 2022–2026) implemented by MSV; and collaboration between IMT and 
CERRHUD.  

• DRC: Enabel’s PLVS Programme (2017–2023, extended to 2025), focusing on gender-based 
sexual violence; Memisa’s Gender and Equity Project (2022–2024), focusing on young people’s 
access to SRHR; and two inter-university projects by ARES (2022–2026): the youth clinic at the 
University of Kinshasa and a research project on non-viral STIs in Kinshasa. 

• Uganda: Enabel’s WeCare programme and the SYNERGY project implemented by Humanity & 
Inclusion, focusing on strengthening the health system and maternal and neonatal health. 

• Burkina Faso: Enabel’s SheDecides Programme 2019–2023, MdM’s programme with its Keoogo 
initiative for the care of street children, SRHR initiatives by the Red Cross, and ARES initiatives with 
Belgian universities to promote SRHR research. 
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contexts and to draw on national expertise. Particular attention was paid to upholding the ‘Do No Harm’ 
principle and ensuring the confidentiality of discussions, with participants systematically asked to give 
their free and informed consent. Each mission began with a briefing with key stakeholders and concluded 
with a debriefing meeting to share and discuss the preliminary findings. 

The results of each mission were the subject of a separate country report, which informed the cross-cutting 
analysis presented in the final report. A specific steering committee meeting was organised for each 
country to present and discuss the preliminary results of the case studies.  

 Limitations 
Several limitations must be considered when interpreting the results of this evaluation. 

Firstly, as the field of SRHR is vast and cross-cutting, it was not possible to examine all interventions 
exhaustively, due to the time frame (2007–2024) and the diversity of Belgian cooperation channels. The 
case studies are based on a targeted sample, selected for its diversity and relevance, but do not cover the 
entirety of Belgian SRHR cooperation. 

Furthermore, the case studies rely primarily on qualitative methods, which help to understand contextual 
mechanisms and dynamics but do not measure the impact of the interventions. Some interventions were 
still ongoing and lacked comprehensive baseline data or rigorous monitoring mechanisms. The analysis 
therefore focused on the contribution of the interventions to the changes observed. 

Multilateral interventions also have specific limitations. Core funding to multilateral agencies does not 
always allow for the identification of the portion allocated to SRHR or for the tracking of outcomes in 
partner countries. These contributions were analysed primarily on the basis of public documents and 
strategic interviews (UNFPA, UNICEF, WHO),8 without dedicated case studies, thereby limiting the 
comparative analysis.  

In addition, there is no comprehensive mapping of SRHR interventions carried out by the numerous 
Belgian NGOs or funded by Belgium. The available data are often fragmented, which complicates the 
overall analysis of interventions carried out by Belgian NGOs. In the absence of such a mapping, an 
analysis was carried out for the four countries covered by the case studies, focusing on the number of 
NGOs active in the country and their areas of intervention, based on information provided by the Common 
Strategic Framework (CSF) and a review of the NGOs’ websites. 

Finally, the analysis of the Belgian cooperation budget for SRHR faced limitations linked to the available 
classification systems. The absence of a specific marker for SRHR in the PRISMA database necessitated 
the use of indirect approaches to identify interventions, which introduced a degree of uncertainty into the 
estimation of the financial volumes allocated to SRHR. 
  

 
8 UN Women has a lower profile in the field of SRHR (with the exception of gender-based violence), but thanks to its focus on gender, women’s rights and women’s 
leadership, its work complements that of UNFPA. Discussions are currently underway regarding a possible merger between UNFPA and UN Women. UN Women was 
only taken into account through the literature review. 
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3 Context  

 Evolution of the international SRHR landscape  

3.1.1 Consolidation of the international normative framework  
The international normative framework on SRHR has gradually been consolidated since the 1990s, 
recognising SRHR as an essential component of human rights and sustainable development.  

The foundations of this approach date back to the International Conference on Population and 
Development (ICPD) in Cairo in 1994, which marked a turning point by affirming that reproductive rights 
are an integral part of human rights and by adopting an approach centred on individual autonomy, gender 
equality and the well-being of populations.9 This approach was reinforced by the Fourth World Conference 
on Women in Beijing in 1995, which emphasised that the realisation of reproductive rights is an essential 
condition for the empowerment of women and their full and equal participation in economic, social and 
political life.10 

In the African context, these developments have also been reflected in key regional frameworks on 
women’s rights and health. The Maputo Protocol, adopted by the African Union in 2003, is a major legal 
instrument for the promotion of women’s rights on the continent. In particular, it recognises the importance 
of access to reproductive health services and, in certain circumstances, to safe abortion. The Maputo 
Protocol’s 2016–2030 Action Plan aims to support the implementation of these commitments in national 
policies and regional health strategies.11 

During the 2000s, SRHR was gradually integrated into major international development and health 
frameworks. In 2007, the United Nations General Assembly expanded Millennium Development Goal 5 
(MDG 5) by adding a target on universal access to reproductive health, helping to broaden the approach 
beyond maternal mortality alone to include family planning, sexuality education and access to reproductive 
health information and services.12 

This momentum also led to a renewed emphasis on the primary health care approach and health systems 
strengthening (HSS). The 2008 Ouagadougou Conference, organised by the World Health Organisation 
and African Member States, resulted in the Ouagadougou Declaration on Primary Health Care and Health 
Systems in Africa. This declaration places community health and HSS at the heart of strategies aimed at 
improving the health of populations, emphasising the importance of accessible, integrated services 
centred on the needs of communities.  

The period 2010–2016 saw institutional and political consolidation of the international SRHR framework. 
The creation of UN Women in 2010 raised the profile of gender equality issues in international policy.13 In 

 
9 World Health Organisation. (2024). Extending sexual and reproductive health and rights to future generations through science and evidence; Becquet, V., Le Guen, M., 
Miani, C., Rozée, V., & Väisänen, H. (2024). Sexual and reproductive rights 30 years after the Cairo Conference on Population and Development. INED, 625; Starrs, A. M., 
Ezeh, A. C., Barker, G., Basu, A., Bertrand, J. T., Blum, R., Coll-Seck, A. M., Grover, A., Laski, L., Roa, M., Sathar, Z. A., Say, L., Serour, G. I., Singh, S., Stenberg, K., Temmerman, 
M., Biddlecom, A., Popinchalk, A., Summers, C., & Ashford, L. S. (2018). Accelerate progress—sexual and reproductive health and rights for all: report of the Guttmacher–
Lancet Commission. The Lancet, 391, 2642–2692.  ; Berro Pizzarossa, L. (2018). https://doi.org/10.1016/s0140-6736(18)30293-9 Here to Stay: The Evolution of Sexual and 
Reproductive Health and Rights in International Human Rights Law. Laws, 7(3), 29. https://doi.org/10.3390/laws7030029 ; Schwebel, F., Bayerlein, M., & Villarreal, P. A. 
(2024). The Global Struggle for Sexual and Reproductive Health and Rights. German Institute for International and Security Affairs. 
10 World Health Organisation. (2024). Extending sexual and reproductive health and rights to future generations through science and evidence; Schwebel, F., Bayerlein, 
M., & Villarreal, P. A. (2024). The Global Struggle for Sexual and Reproductive Health and Rights. German Institute for International and Security Affairs; Sedgh, G., Singh, 
S., Taqi, I., & Wittenberg, J. (2025). Sexual and Reproductive Health and Rights and Global Development. Studies in Family Planning, 56(2), 232–242. 
https://doi.org/10.1111/sifp.70016; Schwebel, F., Bayerlein, M., & Villarreal, P. A. (2024). The global struggle for sexual and reproductive health and rights: countering 
their undermining in international forums. (SWP Comment, 55/2024). Berlin: Stiftung Wissenschaft und Politik -SWP- Deutsches Institut für Internationale Politik und 
Sicherheit. https://doi.org/10.18449/2024C55 
11 Starrs, A. M., Ezeh, A. C., Barker, G., Basu, A., Bertrand, J. T., Blum, R., Coll-Seck, A. M., Grover, A., Laski, L., Roa, M., Sathar, Z. A., Say, L., Serour, G. I., Singh, S., Stenberg, 
K., Temmerman, M., Biddlecom, A., Popinchalk, A., Summers, C., & Ashford, L. S. (2018). Accelerate progress—sexual and reproductive health and rights for all: report of 
the Guttmacher–Lancet Commission. The Lancet, 391, 2642–2692. https://doi.org/10.1016/s0140-6736(18)30293-9 ; Standing, H., Hawkins, K., Mills, E., Theobald, S., & 
Undie, C.-C. (2011). Introduction: contextualising “rights” in sexual and reproductive health. BMC International Health & Human Rights; Sen, G. (n.d.). Sexual and Reproductive 
Health and Rights in the Post-2015 Development Agenda 1. 
12 Yamin, A. E. (2019). Power, Politics and Knowledge Claims: Sexual and Reproductive Health and Rights in the SDG Era. Global Policy, 10(S1), 52–60. 
https://doi.org/10.1111/1758-5899.12598; Singh, S., Darroch, J. E., Vlassoff, M., & Nadeau, J. (n.d.). ADDING IT UP: The Benefits of Investing in Sexual and Reproductive Health 
Care. UNFPA & The Alan Guttmacher Institute; Berro Pizzarossa, L. (2018). Here to Stay: The Evolution of Sexual and Reproductive Health and Rights in International 
Human Rights Law. Laws, 7(3), 29. https://doi.org/10.3390/laws7030029 
13 DSW. (2023). Donors Delivering for SRHR. 

https://doi.org/10.3390/laws7030029
https://doi.org/10.1016/s0140-6736(18)30293-9
https://doi.org/10.1111/1758-5899.12598
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2013, the Montevideo Consensus represented a significant step forward, particularly in Latin America and 
the Caribbean, by explicitly affirming that sexual and reproductive rights are essential to social justice and 
sustainable development, using language that was more ambitious than in previous international 
agreements.14 

The adoption of the Sustainable Development Goals (SDGs) in 2015 marked a decisive step in the 
institutionalisation of SRHR at the international level. SRHR is explicitly integrated into several targets, 
notably SDG 3 on health (target 3.7 on universal access to sexual and reproductive health services) and 
SDG 5 on gender equality (target 5.6 on universal access to sexual and reproductive rights).15 This 
integration reflects the growing recognition of the role of SRHR in achieving sustainable development, 
particularly in relation to gender equality, health and well-being. 

At the same time, new policy and financial instruments have been developed to support the 
implementation of these commitments. The launch of the Global Financing Facility in 2015 at the Addis 
Ababa Conference on Financing for Development has helped to further integrate priorities related to 
reproductive, maternal, neonatal and child health into national health strategies and international financing 
mechanisms.16 Furthermore, General Comment No. 22 of the Committee on Economic, Social and Cultural 
Rights, adopted in 2016, clarified States’ legal obligations regarding the right to sexual and reproductive 
health, particularly with regard to access to services, non-discrimination and reproductive autonomy.17 In 
the same year, the World Health Organisation (WHO) Regional Committee for Europe adopted an action 
plan incorporating ambitious language on SRHR within the framework of the 2030 Agenda.18 

Despite these advances, the consolidation of the international normative framework remains marked by 
persistent political tensions (see Section 3.1.3). The integration of SRHR into international agendas has 
often been contested by certain states and conservative movements, particularly regarding the use of the 
term ‘sexual rights’, comprehensive sexuality education or access to safe abortion. These tensions reflect 
a sometimes fragile international consensus, which partly explains the debates and setbacks observed in 
recent times. 

3.1.2 Impact of the COVID-19 pandemic on SRHR  
The COVID-19 pandemic had a major impact on health systems and severely disrupted access to sexual 
and reproductive health services in many countries. Lockdown measures, the reallocation of health 
resources towards pandemic management, and disruptions to supply chains have led to interruptions or 
reductions in essential services, particularly in the areas of family planning, maternal health, and the 
prevention and the prevention of and response to gender-based violence. In several contexts, SRHR 
services were temporarily classified as non-priority services, which contributed to limiting people’s access 
to care and information. The pandemic also disrupted global supply chains for reproductive health 
products, particularly contraceptives and certain essential medicines, leading to increased risks of stock-
outs in several countries. The impact was particularly severe in sub-Saharan Africa, the Middle East and 
North Africa, as well as in humanitarian crisis contexts.19 

 
14 Yamin, A. E. (2019). Power, Politics and Knowledge Claims: Sexual and Reproductive Health and Rights in the SDG Era. Global Policy, 10(S1), 52–60. 
https://doi.org/10.1111/1758-5899.12598; Economic Commission for Latin America and the Caribbean / Montevideo Consensus on Population and Development (2013) 
Adoption of the Montevideo Consensus, 1st Session of the Regional Conference on Population and Development in Latin America and the Caribbean. Montevideo: 
United Nations 
15 United Nations Population Fund (2024). Navigating Megatrends: The ICPD Programme of Action for a Sustainable Future ICPD30 Think Piece: The Future of Sexual and 
Reproductive Health and Rights; Yamin, A. E. (2019). Power, Politics and Knowledge Claims: Sexual and Reproductive Health and Rights in the SDG Era. Global Policy, 
10(S1), 52–60. https://doi.org/10.1111/1758-5899.12598 ; Starrs, A. M., Ezeh, A. C., Barker, G., Basu, A., Bertrand, J. T., Blum, R., Coll-Seck, A. M., Grover, A., Laski, L., Roa, 
M., Sathar, Z. A., Say, L., Serour, G. I., Singh, S., Stenberg, K., Temmerman, M., Biddlecom, A., Popinchalk, A., Summers, C., & Ashford, L. S. (2018). Accelerate progress—
sexual and reproductive health and rights for all: report of the Guttmacher–Lancet Commission. The Lancet, 391, 2642–2692. https://doi.org/10.1016/s0140-
6736(18)30293-9; Oas, R. (2021). Why Not SRHR? Definitions | a Monthly Look at UN Terms and Ideas, 19. 
16 Countdown 2030 Europe. (n.d.). Analysis of SRHR prioritisation in select GFF focus countries. 
17 Berro Pizzarossa, L. (2018). Here to Stay: The Evolution of Sexual and Reproductive Health and Rights in International Human Rights Law. Laws, 7(3), 29. 
https://doi.org/10.3390/laws7030029 
18 Starrs, A. M., Ezeh, A. C., Barker, G., Basu, A., Bertrand, J. T., Blum, R., Coll-Seck, A. M., Grover, A., Laski, L., Roa, M., Sathar, Z. A., Say, L., Serour, G. I., Singh, S., Stenberg, 
K., Temmerman, M., Biddlecom, A., Popinchalk, A., Summers, C., & Ashford, L. S. (2018). Accelerate progress—sexual and reproductive health and rights for all: report of 
the Guttmacher–Lancet Commission. The Lancet, 391, 2642–2692. https://doi.org/10.1016/s0140-6736(18)30293-9 
19 Singh, L., Abbas, S. M., Roberts, B., Thompson, N., & Singh, N. S. (2023). A systematic review of the indirect impacts of COVID-19 on sexual and reproductive health 
services and outcomes in humanitarian settings. BMJ Global Health, 8(11), e013477. https://doi.org/10.1136/bmjgh-2023-013477 

https://doi.org/10.1111/1758-5899.12598
https://doi.org/10.1111/1758-5899.12598
https://doi.org/10.1016/s0140-6736(18)30293-9
https://doi.org/10.1016/s0140-6736(18)30293-9
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These disruptions had particularly severe effects on women, adolescents and the most vulnerable 
populations. School closures, mobility restrictions and difficulties in accessing health facilities contributed 
to an increased risk of early pregnancy, child marriage and gender-based violence.20 Adolescents and 
young people also faced greater obstacles in accessing information and sexual and reproductive health 
services, particularly in settings where such services were already limited. Mobility restrictions also 
affected community outreach activities and sexuality education programmes, which play a key role in 
informing and supporting populations furthest from health facilities. 

The pandemic also highlighted the vulnerability of progress made in SRHR to health and economic crises. 
In many countries, financial and human resources were redirected towards the emergency response to the 
pandemic, slowing down the implementation of programmes related to reproductive health and gender 
equality. International organisations and development partners have therefore had to adapt their 
interventions to maintain the continuity of essential services and limit the negative effects of the pandemic 
on populations. 

To maintain commitment to SRHR during the pandemic, the WHO reiterated that comprehensive SRHR 
services were essential and should be ensured even in times of crisis. In response, several countries 
(including Belgium) reinforced their commitments by signing a joint diplomatic declaration aimed at 
protecting SRHR and ‘promoting a gender-sensitive approach in the response to the COVID-19 crisis’.21 
Meanwhile, in 2021, the Biden administration rescinded the ‘Global Gag Rule’, restoring funding for SRHR 
providers and UNFPA. Several countries, including the Netherlands and Finland, increased their funding or 
launched new partnerships to support SRHR during and after the pandemic. In 2021, the GFF introduced 
an SRHR Acceleration Plan, calling for a transformative approach to gender.22 

The crisis also reinforced recognition of the importance of integrating SRHR services into health system 
resilience strategies. Several international initiatives highlighted the need to ensure the continuity of 
essential services, including reproductive health services, in crisis contexts. In some contexts, the 
pandemic also accelerated the use of alternative solutions, such as telemedicine, digital information 
platforms or community-based contraceptive distribution mechanisms. This experience therefore 
reinforced the focus on integrating SRHR services into universal health coverage and health crisis 
preparedness strategies. 

3.1.3 Intensification of the anti-gender movement and backlash  
Since the mid-2010s, and even more so between 2022 and 2025, normative advances in SRHR have been 
accompanied by an intensification of conservative mobilisations opposed to these rights. So-called ‘anti-
gender’ movements have gradually taken shape in several regions of the world, centred on religious, 
political and civil society actors who challenge the sexual and reproductive rights agenda and, more 
broadly, policies promoting gender equality. These movements target, in particular, comprehensive 
sexuality education, access to safe abortion, the rights of LGBTQI+ people, and certain gender equality 
policies. 

These movements are characterised by a strong capacity for transnational mobilisation and the use of 
varied political and discursive strategies. In particular, they use arguments relating to the protection of 
the family, cultural or religious sovereignty, and the defence of traditional values to challenge public 
policies and programmes linked to SRHR. These actors also rely on transnational networks and political 
mobilisation campaigns aimed at influencing national legislative processes, public debates and 
international negotiations. 

In several national contexts, this trend has led to increased opposition to policies relating to sexual and 
reproductive health and rights (SRHR). The US Supreme Court’s overturning of Roe v. Wade in 2022 
removed constitutional protection for the right to abortion in that country, marking a major turning point in 

 
20 WHO. (2023). Investing in sexual and reproductive health and rights: essential elements of universal health coverage TECHNICAL BRIEF. 
21 JAEGER, K., & ZOE JOHNSON. (2020). DT Insights: Gender equality: Sexual and reproductive health and rights. SEEK DEVELOPMENT; DSW. (2023). Donors Delivering for SRHR. 
22 Countdown 2030 Europe. (n.d.). Analysis of SRHR prioritisation in select GFF focus countries. 
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the international governance of reproductive rights. In Europe, certain countries such as Poland and 
Hungary have also adopted or maintained restrictive abortion laws. In other contexts, debates surrounding 
comprehensive sexuality education or the rights of sexual and gender minorities have contributed to 
deadlocks in the development or implementation of public policies relating to SRHR. In several African 
countries, this trend has also resulted in a recent tightening of legal frameworks affecting LGBTQI+ people, 
with the adoption of new legislation (Uganda, 2023) and the strengthening or increased enforcement of 
existing provisions (Senegal, Burkina Faso). 

These movements have also been reflected in certain international political initiatives. The Geneva 
Consensus Declaration, supported by more than 30 countries, including many of Belgium’s cooperation 
partners, reaffirms the right to life from conception and opposes the promotion of abortion as a method 
of family planning. At the same time, within multilateral bodies, coalitions of states have stepped up 
attempts to challenge language relating to sexual and reproductive rights in international resolutions and 
declarations, contributing to a growing polarisation of international negotiations. 

This dynamic has also led to significant changes in the landscape of international SRHR funding. The 
reinstatement of the Global Gag Rule by the US administration in 2017 restricted access to funding for 
international organisations involved in abortion-related services or information on such services.23 This 
policy had significant repercussions for many sexual and reproductive health programmes in low- and 
middle-income countries, leading in some contexts to the reduction or suspension of activities related to 
family planning, maternal health and HIV prevention. It was also accompanied by the suspension of US 
funding to the United Nations Population Fund (UNFPA) in 2017 and 2018. More broadly, these 
developments illustrate the heavy reliance of certain SRHR programmes on the decisions of major 
international donors and the volatility that shifts in policy direction can cause. 

In recent years, this trend has been part of a broader shift in international aid allocated to health and 
SRHR programmes. Several donor countries have reduced their funding for family planning, maternal and 
neonatal health, and reproductive rights programmes, contributing to the weakening of certain 
international programmes and partnerships. 

The year 2025 marks a major turning point in this regard. The US administration announced the 
temporary suspension of foreign aid and a significant reduction in USAID programmes, as well as the 
reinstatement of an expanded version of the Global Gag Rule. Estimates of the human consequences are 
severe: according to Guttmacher, a 90-day pause in US-funded family planning services could deny 11.7 
million women and girls’ access to contraceptive care in 2025, resulting in 4.2 million unwanted 
pregnancies and over 8,000 preventable deaths. Projections for the full year anticipate a further 17.1 
million unplanned pregnancies and 34,000 pregnancy-related deaths.24 The suspension of funding in many 
low- and middle-income countries has led to the closure of clinics, shortages of contraceptives and 
antiretrovirals, and the interruption of HIV programmes. These cuts also undermine GBV response services 
and restrict the scope for civil society action,25 creating a health and human rights emergency that primarily 
affects the most vulnerable women and girls. 

3.1.4 International response to the backlash: the SheDecides initiative 
Against this backdrop of growing polarisation around SRHR, several states, including Belgium, and 
international organisations have sought to reaffirm their commitment to these rights and to support the 
civil society organisations that defend them. These initiatives specifically aim to preserve the gains made 
in gender equality and to ensure the continuity of political and financial support for sexual and reproductive 
health programmes. 

 
23 Schwebel, F., Bayerlein, M., & Villarreal, P. A. (2024). The global struggle for sexual and reproductive health and rights: countering their undermining in international forums. 
(SWP Comment, 55/2024). Berlin: Stiftung Wissenschaft und Politik -SWP- Deutsches Institut für Internationale Politik und Sicherheit. https://doi.org/10.18449/2024C55; 
DSW. (2020). Donors Delivering for SRHR; Rios, V. (2019). CRISIS IN CARE: Year two of Trump’s Global Gage Rule. International Women’s Health Coalition. 
24 DSW. (2025). Donors Delivering for SRHR; El Mimouni, O. (2025). Trending Budget Cuts: Impact on SRHR in LMICs. Health Action International. 
25 Rios, V. (2019). CRISIS IN CARE: Year two of Trump’s Global Gage Rule. International Women’s Health Coalition; El Mimouni, O. (2025). Trending Budget Cuts: Impact 
on SRHR in LMICs. Health Action International. 
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The SheDecides initiative is one of the most high-profile international responses to this climate of 
political and financial setbacks. It was launched in 2017 on the initiative of the Dutch government, 
following the reinstatement and expansion of the Global Gag Rule by the US administration, which led in 
several contexts to the reduction or suspension of family planning, maternal health and women’s rights 
programmes. The initiative’s aim is to mobilise global financial and political support for the rights of 
women and girls to make free decisions about their sexual and reproductive lives.26 

To mobilise this international support, a conference was organised in Brussels in March 2017, bringing 
together governments, international organisations, foundations and civil society organisations. This 
conference enabled the rapid mobilisation of financial resources to support organisations affected by the 
suspension of certain funding and to raise the political profile of issues related to sexual and reproductive 
rights. 

Beyond the mobilisation of financial resources, SheDecides has gradually established itself as a political 
platform aimed at defending SRHR at the international level. This mobilisation took place within a broader 
context of reaffirming international commitments to gender equality and women’s rights. In 2017, the New 
European Consensus on Development notably reaffirmed the European Union’s commitment to SRHR.27 
In the same vein, several countries strengthened their national policy frameworks, whilst new international 
initiatives were launched, such as the European Union and United Nations Spotlight Initiative to eliminate 
violence against women.28  

At the same time, mechanisms for monitoring commitments relating to SRHR have also been 
strengthened, notably through SDG indicator 5.6.2.29 During this period, official development assistance 
(ODA) allocated to SRHR reached a record level of USD 11.1 billion. However, although the absolute 
amounts increased, their share of overall health funding fell, from 52% in 2011 to 42% in 2016–2017, 
signalling a relative de-prioritisation of SRHR within the health sector.30 

In an international context increasingly polarised around SRHR issues, the SheDecides initiative plays a 
key role in strengthening alliances between actors committed to promoting these rights, whilst 
maintaining their visibility on global agendas. Today, SheDecides brings together a broad coalition of 
stakeholders – 15 countries, 28 international civil society organisations, 4 research institutes and 3 
philanthropic foundations – united around a common goal: to ensure the autonomy of women and girls by 
guaranteeing them equitable access to information, services and rights in the field of sexual and 
reproductive health.  

 Evolution of the Belgian approach to SRHR  

3.2.1 Legal and policy framework  
The promotion of SRHR has been an important component of Belgian development cooperation policy 
for several decades. Belgium’s commitment in this area is part of an approach based on human rights, 
gender equality and universal access to health services. This focus reflects the alignment of Belgian 
cooperation with international normative frameworks relating to human rights, health and sustainable 
development. 

 
26 Schäferhoff, M., van Hoog, S., Martinez, S., Fewer, S., & Yamey, G. (n.d.). Funding for sexual and reproductive health and rights in low- and middle-income countries: 
threats, outlook and opportunities. The Partnership for Maternal? Newborn & Child Health & Open Consultants & The Center for Policy Impact in Global Health; JAEGER, 
K., & ZOE JOHNSON. (2020). DT Insights: Gender equality: Sexual and reproductive health and rights. SEEK DEVELOPMENT. 
27 DSW. (2020). Donors Delivering for SRHR. 
DSW. (n.d.). SEXUAL & REPRODUCTIVE HEALTH & RIGHTS (SRHR) – A REFRESHER. 
28 DSW. (2020). Donors Delivering for SRHR. 
29 Yamin, A. E. (2019). Power, Politics and Knowledge Claims: Sexual and Reproductive Health and Rights in the SDG Era. Global Policy, 10(S1), 52–60. 
https://doi.org/10.1111/1758-5899.12598 
30 JAEGER, K., & ZOE JOHNSON. (2020). DT Insights: Gender equality: Sexual and reproductive health and rights. SEEK DEVELOPMENT; Schäferhoff, M., van Hoog, S., Martinez, 
S., Fewer, S., & Yamey, G. (n.d.). Funding for sexual and reproductive health and rights in low- and middle-income countries: threats, outlook and opportunities. The Partnership 
for Maternal, Newborn & Child Health; Open Consultants; and The Center for Policy Impact in Global Health. 
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At the legal level, Belgian development cooperation policy is governed by the Development Cooperation 
Act adopted in 2013.31 This Act sets out the guiding principles of Belgian cooperation, notably respect for 
human rights, the promotion of gender equality and the contribution to sustainable human development. 
Within this framework, SRHR has been progressively integrated into operational policy documents relating 
to health and gender equality, reflecting the shift from a general political commitment to a structured 
framework for action.32 

Over time, SRHR has been progressively integrated into the strategic guidelines of Belgian cooperation. 
In particular, SRHR was recognised as a priority in the Belgian Strategy for Humanitarian Aid (2014), which 
commits Belgian humanitarian aid to systematically integrating sexual and reproductive health services 
into humanitarian and peacebuilding programmes.33 In 2016, Belgium confirmed SRHR as one of its four 
priorities in the ‘Strategic Note on Gender’ and the ‘Action Plan on Gender Mainstreaming’.34 

The Belgian approach is based on the principle that sexual and reproductive rights are a prerequisite for 
the effective exercise of all human rights. It emphasises the strengthening of integrated health systems, 
going beyond medical services alone to include health promotion, prevention, treatment and follow-up. 
This approach also highlights the importance of multidisciplinary approaches, comprehensive sexuality 
education, the promotion of transformative masculinities and the engagement of men and boys, as well 
as the existence of a legal framework guaranteeing access to information and the ability to make free and 
informed decisions regarding sexuality and family planning. 

In this context, Belgium is focusing particularly on four priority areas: 
1. Information, prevention and care, particularly in relation to gender-based violence, female genital 

mutilation and maternal and reproductive health; 
2. Universal access to SRHR services, with a specific focus on adolescents, unmarried people, 

LGBTQI+ people and other marginalised groups, using an approach based on human rights and 
intersectionality; 

3. The availability of modern, high-quality, acceptable and affordable contraception; 
4. The integration of SRHR into universal health coverage and social protection systems. 

Belgium’s approach to SRHR is also part of an active commitment to international initiatives and debates 
on these issues. In March 2017, Belgium co-launched the SheDecides initiative with the Netherlands, 
Denmark and Sweden, and hosted the corresponding international conference in Brussels, bringing 
together more than fifty countries, international organisations and civil society organisations. In the wake 
of this initiative, Belgium decided to increase funding for SRHR, with a particular focus on UNFPA. This 
increased funding was subsequently extended to Enabel, which was asked to systematically integrate 
SRHR into new country programmes with a health component.35 In the same year, a factsheet on SRHR 
for young people was published, highlighting in particular the role of relationship, emotional and sexuality 
education as a lever for social transformation.36  

Belgium has also reaffirmed its political commitment in several international forums. On the occasion of 
the 25th anniversary of the Cairo Programme of Action, it aligned itself at the 2019 Nairobi Summit with 
the so-called ‘three zeros’ objectives: zero unmet need for family planning, zero preventable maternal 
deaths and zero gender-based violence. This commitment has helped to strengthen the integration of 
SRHR programmes into bilateral cooperation, particularly in line with UNFPA’s priorities.37  

Belgium has also maintained this commitment in the context of recent crises. During the COVID-19 
pandemic, it supported several diplomatic initiatives aimed at promoting a gender-sensitive global 
response and ensuring the continuity of SRHR services. It also provided financial support for programmes 

 
31 DSW. (2020). Donors Delivering for SRHR; DSW. (2023). Donors Delivering for SRHR; DSW. (2025). Donors Delivering for SRHR. 
32 DSW. (2020). Donors Delivering for SRHR; DSW. (2023). Donors Delivering for SRHR; DSW. (2025). Donors Delivering for SRHR. 
33 Belgian Development Cooperation. (2 July 2014). The Belgian Strategy for Humanitarian Aid. 
34 DSW. (2020). Donors Delivering for SRHR; DSW. (2025). Donors Delivering for SRHR; Sensoa. (n.d.). Sexually Healthy? Review of Belgian spending on sexual and reproductive 
health in international cooperation in 2023. 
35 DSW. (2020). Donors Delivering for SRHR. 
36 Federal Public Service Foreign Affairs, Foreign Trade and Development Cooperation, Directorate-General for Development Cooperation and Humanitarian Aid. (2017). 
Sexual and Reproductive Health and Rights of Young People. 
37 Sensoa. (n.d.). Sexually healthy? Review of Belgian expenditure on sexual and reproductive health in international cooperation in 2023. 
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addressing gender-based violence, notably in Ukraine, in collaboration with international partners such as 
UNFPA and the Global Survivors Fund.38 

This commitment is also aligned with the European Union’s policy frameworks, notably the Gender Action 
Plan (GAP III) 2021–2027. Belgium also remains active in multilateral forums on gender equality and 
women’s rights, notably within the United Nations Commission on the Status of Women.39  

More recently, the Belgian authorities have reaffirmed their political commitment to SRHR. In March 
2023, the Minister for Development Cooperation, Gennez, confirmed the political commitment to SRHR in 
all its dimensions.40 In 2023, the Federal Parliament reaffirmed its support for SRHR on the international 
stage, calling on the government to further integrate SRHR into its policies, emphasising their inclusion – 
including HIV prevention and treatment – as essential services within primary healthcare and health 
insurance in partner countries.41 

The year 2025 marks an important milestone in the evolution of Belgium’s SRHR policy framework, with 
the scheduled end of certain multi-year financial commitments and the adoption of a resolution by the 
Chamber of Representatives on the promotion of sexual and reproductive rights in development 
cooperation. This resolution highlights the central role of SRHR in the fight against poverty and inequality, 
and sets out several recommendations for the Belgian government. These include strengthening 
international advocacy for reproductive rights, integrating sexual and reproductive health services into the 
health policies of partner countries, maintaining financial support for multilateral organisations and civil 
society organisations active in this field, and improving transparency and monitoring of funding allocated 
to SRHR. 

3.2.2 Instruments, channels and methods of intervention 
The implementation of Belgium’s development cooperation policy on SRHR is based on a diverse 
institutional and operational framework. Belgium utilises a range of instruments and channels of 
intervention, combining bilateral cooperation, partnerships with civil society, contributions to multilateral 
organisations, humanitarian aid and diplomatic initiatives. This approach enables intervention at different 
levels of the health system and supports public policies, HSS and direct access to services. The regions 
(Flanders, Wallonia and Brussels-Capital) also fund SRHR interventions through direct and non-
governmental cooperation programmes, but these interventions are not included within the scope of this 
study. 

The DGD 

Belgian development cooperation policy is steered by the Directorate-General for Development 
Cooperation and Humanitarian Aid (DGD) within the Federal Public Service Foreign Affairs, Foreign Trade 
and Development Cooperation. The DGD is responsible for drawing up strategic guidelines, planning 
cooperation and monitoring funding.  

Within the DGD, the thematic directorate D2 oversees the health sector and, more specifically, SRHR. 
Among D2’s departments, Department D2.5 (Societal Consolidation and Social Development) functions as 
a sectoral and thematic knowledge centre. It develops sectoral and thematic strategies, including the one 
on SRHR, and oversees their implementation. A ‘gender’ focal point within this unit is specifically 
responsible for SRHR. Other units within the directorate, such as D2.1 (Multilateral Cooperation) and D2.3 
(European Partnerships), are responsible for monitoring funding allocated to multilateral agencies and 
European initiatives.  

The geographical directorates (DGEO) play a central role in the programming and monitoring of bilateral 
cooperation with partner countries and the monitoring of Belgian non-governmental actors’ cooperation 
programmes. They work in close collaboration with Belgian embassies in partner countries, which 

 
38 Global Survivors Fund. (2022). Global Survivors Fund. Globalsurvivorsfund.org. https://www.globalsurvivorsfund.org/our-work/ukraine/? 
39 DSW. (2025). Donors Delivering for SRHR. 
40 DSW. (2020). Donors Delivering for SRHR. 
41 Sensoa. (n.d.). Sexually Healthy? Review of Belgian spending on sexual and reproductive health in international cooperation in 2023. 
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contribute to the identification of priorities, political dialogue with national authorities and the monitoring 
of programmes on the ground. They also help to ensure coherence between the various instruments of 
Belgian cooperation. 

International diplomacy 

The promotion of SRHR is also part of Belgium’s diplomatic action on the international stage. Within the 
FPS Foreign Affairs, Foreign Trade and Development Cooperation, the Directorate-General for Multilateral 
Affairs and Globalisation (DGM) is responsible for representing and defending Belgium’s positions in 
multilateral forums, notably within the United Nations and the European Union. 

Within this directorate, the Human Rights Directorate (M3) monitors issues related to WPS at the 
international level and contributes to the formulation of Belgium’s positions within various multilateral 
institutions. The M3 Directorate thus participates in the preparation of Belgium’s reports under the 
National Action Plans (NAPs) relating to the Women, Peace and Security agenda and prevention of and 
response to gender-based violence. It also drafts Belgium’s recommendations for the Universal Periodic 
Review (UPR) of the United Nations Human Rights Council, drawing in particular on contributions from the 
embassies. These recommendations regularly include references to women’s rights, SRHR and prevention 
of and response to gender-based violence. Directorate M3 also contributes to preparing Belgium’s 
participation in the United Nations Commission on the Status of Women (CSW) and to the processes for 
monitoring international commitments on gender equality, particularly within the framework of the Beijing 
Platform for Action. 

At the bilateral level, Belgian embassies and diplomatic missions in development cooperation partner 
countries also play an important role in promoting SRHR. More specifically, they contribute to political 
dialogue with national authorities and to the organisation of awareness-raising initiatives or thematic 
events related to women’s rights, SRHR and the prevention of and response to gender-based violence. 

Bilateral cooperation and the role of Enabel 

Bilateral cooperation is one of the main instruments for implementing Belgium’s SRHR priorities. It is 
primarily implemented by Enabel, the Belgian international cooperation agency. Enabel is active in 18 
countries, in addition to Belgium, including the 14 official partner countries of Belgian cooperation. 

Until 2018, SRHR interventions were mainly integrated into Enabel’s health programmes, with a particular 
focus on maternal and neonatal health. Under the influence of the international SheDecides initiative and 
the instructions from the Minister’s Office, Belgian bilateral cooperation launched, through Enabel, new 
SheDecides-focused bilateral programmes specifically dedicated to SRHR in five partner countries (Benin, 
Burkina Faso, Senegal, Guinea and Rwanda) for the period 2018–2024. These programmes complement 
the Programme to Combat Sexual Violence (PLVS), which has been implemented in the DRC since 2016.42 
Enabel also incorporates SRHR components into several other cooperation programmes, notably in Niger, 
Burundi, Palestine, Uganda, Mauritania, Tunisia, Tanzania and Morocco. 

The SheDecides programmes implemented by Enabel aim to improve access to SRHR services and the 
quality of associated care for women and young people throughout the life cycle, using a multisectoral and 
holistic approach. These programmes are structured around four pillars: 

1. Maternal and neonatal health (MNH): Interventions focus in particular on training healthcare staff, 
strengthening gynaecology and obstetrics services, investing in medical infrastructure and equipment, 
and improving emergency obstetric and newborn care. They also include initiatives aimed at 
strengthening the integration of SRHR services into health insurance systems. 

2. Adolescent and Young People’s Sexual and Reproductive Health (AYSRH): This pillar comprises 
awareness-raising and communication activities targeting young people in both school and non-
school settings, as well as the development of innovative information and support tools (digital 

 
42 Enabel. Programme to Combat Sexual Violence – Justice Policy Note and Typology Policy Note  
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platforms, mobile apps, helplines, social media campaigns, educational tools, and the establishment 
of youth drop-in centres).  

3. Family planning (FP): Interventions aim to improve access to FP through awareness-raising activities 
targeting young people, parents and communities, the strengthening of FP services, and the 
improvement of the availability of modern, accessible and high-quality contraceptive methods. 

4. Sexual and gender-based violence (GBV): Taking a holistic approach, the programmes support, 
among other things, the establishment of integrated care centres for survivors, awareness-raising 
campaigns, community-based approaches to identifying and supporting survivors, as well as 
initiatives aimed at strengthening judicial and institutional responses to sexual violence.  

NGOs 

Cooperation with civil society organisations is another key channel for Belgian cooperation in the field 
of SRHR. Belgium supports several non-governmental cooperation actors active in this field through non-
governmental cooperation programmes and civil society funding mechanisms. The non-governmental 
actors are funded by the DGD and implement multi-year programmes.43 NGOs often work with particularly 
vulnerable or marginalised groups, including adolescents and young people, women living in rural areas, 
sexual and gender minorities, and people exposed to GBV. The programmes implemented by these 
organisations help to improve access to and the quality of maternal health services, access to information 
and family planning services, promote sexuality education, and strengthen advocacy for the rights of 
women and girls. 

For the period 2017–2024, eight Belgian NGOs active in the health sector are carrying out interventions 
focused on SRHR, with a focus on, but not limited to, maternal and neonatal health. In addition, some 
NGOs incorporate SRHR into their programmes without necessarily labelling them as such, such as FOS, 
Plan International Belgium, UCOS, Le Monde Selon les Femmes, the CNCD, and NGOs investing in the 
strengthening of health mutuals such as WSM (We Social Movement) and Louvain Coopération. Sensoa 
International also focuses on policy analysis, advocacy and consultancy regarding SRHR and HIV/AIDS, 
and, with funding from the IPPF (International Planned Parenthood Federation), coordinates an inter-
parliamentary group on SRHR. The NGOs are members of the 11.11.11 and/or CNCD/11.11.11 umbrella 
organisations, which facilitate exchanges through working groups, including a ‘gender’ working group 
where SRHR issues can be discussed.  

The DGD also supports a number of institutional stakeholders in the fields of research and capacity-
building, notably through inter-university collaboration programmes coordinated by ARES (Academy for 
Research and Higher Education) and VLIR-UOS (Vlaamse Interuniversitaire Raad – Universitaire 
Ontwikkelingssamenwerking), as well as funding for framework contracts with the Institute of Tropical 
Medicine in Antwerp (ITM) and projects run by the International Centre for Reproductive Health – University 
of Ghent (ICRH). These initiatives contribute to the development of academic research on topics related 
to SRHR. The ITM operates in certain partner countries to strengthen health systems and the capacities 
of health institutions. Within its Department of Public Health, the Maternal and Reproductive Health 
Research Unit implements programmes covering all pillars of SRHR. The ICRH carries out research and 
intervention projects in all areas of reproductive health. It implements capacity-building programmes, 
provides community education, HIV prevention and screening services, and advocates for SRHR. As a 
WHO collaborating institution for SRHR research, the ICRH also hosts the ANSER network (Academic 
Network for Sexual and Reproductive Health and Rights Policy), a global, multidisciplinary network of 54 
institutions working to promote evidence-based policies on SRHR. 

Multilateral cooperation 

Contributions to multilateral organisations constitute another instrument of Belgian cooperation in the 
field of SRHR. Belgium supports, in particular, the United Nations Population Fund (UNFPA), the World 

 
43 For the period covered by the evaluation, three programme cycles are concerned: 2014–2016, 2017–2021, and 2022–2026. 
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Health Organisation (WHO), UNAIDS, UN Women, UNICEF, and the Global Fund to Fight AIDS, Tuberculosis 
and Malaria. 

Multilateral cooperation combines two types of funding: core funding, allocated on a structural basis to 
certain agencies and organisations, and earmarked funding, intended for specific projects or programmes. 
These contributions are mainly managed by Directorate D2.2 (Unit UN Development Systems) of the 
Directorate-General for Development Cooperation and Humanitarian Aid (DGD), which plays a key role in 
defining funding priorities and in strategic dialogue with multilateral partners involved in SRHR. 

Through these multilateral partnerships, Belgium supports programmes relating to family planning, 
maternal and reproductive health, HIV prevention and treatment, and the prevention of and response to 
gender-based violence. Multilateral cooperation also helps to contribute to the development of 
international standards, coordination between sector stakeholders and the implementation of large-scale 
initiatives in low- and middle-income countries. 

Coordination and expertise platforms 

Several platforms contribute to coordination, policy dialogue and the sharing of expertise among the 
various Belgian stakeholders involved in SRHR. 

Be-cause Health (Belgian Platform for Global Health), established in 2004, is a pluralistic platform aimed 
at enhancing Belgium’s contribution to global health policies and the international debate in this field. 
Hosted by the IMT, it brings together a wide range of stakeholders, including universities and research 
institutes, the DGD, Enabel, NGOs, diaspora organisations, youth associations, companies active in global 
health goods, and individual experts. The platform has set up a working group dedicated to SRHR and HIV, 
co-chaired by the DGD and Sensoa. This group aims to support the implementation of Belgium’s strategic 
guidelines on SRHR by developing tools and approaches that can be used at different stages of the 
programme cycle.  

Another forum for dialogue is the Gender and Development Advisory Council (CCGD/ARGO), whose 
mission is to strengthen the integration of the gender dimension into Belgian development cooperation 
policy. The Council brings together representatives from academia, civil society organisations and the 
Institute for the Equality of Women and Men. It is coordinated by the umbrella organisations 11.11.11 and 
CNCD-11.11.11 and operates with a core group of members and a wider network of experts, within the 
BeGender network. Although there is no working group specifically dedicated to SRHR, these issues are 
regularly addressed in the Council’s opinions, particularly in discussions relating to the Women, Peace and 
Security agenda, gender-based violence or international gender equality policies. 

3.2.3 Trends in funding  
Between 2014 and 2024, Belgian cooperation expenditure related to SRHR gradually increased (Figure 
2). Depending on the methodological approach used, total expenditure ranges from EUR 213 million 
(narrow approach, covering only reproductive healthcare, GBV, FP and HIV) to EUR 818.7 million (broad 
approach).  



 

   18 

Figure 2 - Evolution of the total budget for Belgian cooperation on SRHR, 2014–2024 

 

When analysing the distribution of funding between the narrow and broad analyses, a marked difference 
can be observed between the non-governmental actors and bilateral cooperation. Indeed, more than half 
of the SRHR-related funding in the restricted analysis is allocated to Enabel (bilateral cooperation), whilst 
funding for non-governmental actors is mainly directed towards broader health interventions, with a 
smaller share allocated specifically to SRHR (Figure 3). 

Figure 3 - Breakdown of expenditure by type of implementing actor 

 

The structure of funding channels has also evolved over time. Prior to 2017, interventions related to SRHR 
were relatively limited and were mainly implemented by NGOs, with the exception of maternal health, family 
planning and HIV/AIDS. Following the launch of SheDecides in 2017, the share of bilateral cooperation 
increased significantly (Figure 4). 
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Figure 4 - Evolution of the distribution of the total Belgian SRHR cooperation budget by type of actor 

 

In sectoral terms, the broader analysis shows that Belgian SRHR cooperation is primarily focused on 
basic healthcare and reproductive healthcare (Figure 5). To a lesser extent, Belgian cooperation is active 
in the sectors of medical education and training, health policy and administrative management, the 
promotion of human rights, and the prevention of and response to GBV. In the narrow analysis, 
reproductive healthcare and GBV prevention and response alone account for 93.5% of expenditure (€56.5 
million), whilst €13 million is allocated to family planning and €0.8 million to HIV prevention and response, 
which is also supported through multilateral and humanitarian contributions.  

Figure 5 - Breakdown of expenditure by sector of intervention 

 

Geographically, the majority of funding for Belgian cooperation is concentrated in the DRC, Rwanda44 and 
Burundi. A significant proportion of interventions is also implemented in fragile states and least developed 
countries, reflecting the focus of Belgian cooperation on these contexts (Annex H). 

Finally, in addition to direct interventions, Belgium also contributes to the core funding of several UN 
agencies active in the field of SRHR, notably UNFPA, UNICEF, UN Women, UNAIDS and the WHO, as well 
as the Global Fund to Fight AIDS, Tuberculosis and Malaria (Annex H).  

  
 

44 Since 2025, bilateral cooperation between Belgium and Rwanda has been suspended. This development, which occurred after the period covered by this evaluation 
(2014–2024), does not affect the findings and analyses presented in this report. 
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4 Relevance 

 

 Strategic relevance of the choice of instruments and 
funding channels 
Each instrument and funding channel brings its own added value, depending on the objectives and 
contexts of the interventions. The bilateral cooperation model, based on cooperation agreements, 
ensures a strong political commitment at partner country level and promotes a long-term approach 
conducive to sustainable impact. Furthermore, Enabel benefits from widely recognised expertise in the 
field of health, enabling it to play a key role in partner countries’ political and strategic forums on SRHR, 
with the support of embassies. Enabel thus addresses complex issues, such as policy formulation, 
changing social norms, and improving health system infrastructure and capacity. This expertise and 
legitimacy strengthen its influence and facilitate the integration of important issues, which are often given 
lower priority in partner countries, such as the prevention of and response to GBV, comprehensive sexuality 
education (CSE), and young people’s access to SRHR. 

Changes in funding patterns confirm Belgium’s commitment to achieving a lasting impact in these areas, 
particularly within the framework of the SheDecides initiative. Indeed, as outlined in Section 3.2.3, the 
share of Belgium’s bilateral cooperation funding allocated to promoting SRHR has increased significantly, 
reflecting this long-term strategy.  

The non-governmental actors contribute to the promotion of SRHR in a distinct way, operating on a 
smaller scale than Enabel but broadening the reach of Belgian programmes, particularly among 
vulnerable and marginalised populations. They operate in remote areas or conflict zones, addressing 
groups and issues often overlooked in bilateral cooperation agreements. Their programmes aim to 
improve access to maternal health services, information on sexual and reproductive health, and integrated 
services for the prevention of and response to GBV, as well as to strengthen advocacy for the rights of 
women and girls. Their collaboration with local partners enables them to establish a firm foothold within 
local NGO networks, thereby strengthening their impact in defending beneficiaries’ rights and advocating 
for better access to services. As the portfolio analysis shows, non-governmental actor SRHR interventions 
are often integrated into broader thematic programmes, reflecting a complementary approach compared 
to the more targeted bilateral approach under the SheDecides programmes. 

Non-governmental actors also play a vital role in research and innovation, implementing pilot projects 
such as the digitisation of services, mobile health centres and community schools. Through studies and 
innovative projects, they contribute to a better understanding of local needs and the implementation of 
tailored solutions. For example, the IMT’s contribution, through its research projects and the advocacy 
work of the ANSER network, has been fundamental in advancing evidence-based policies in the field of 
SRHR. As shown in the case study in Benin, CERRHUD (Centre for Research on Human Reproduction and 
Demography), a partner of the IMT, is recognised as a key player by the Ministry of Health and the National 
Social Protection Agency. 

Trends in funding confirm the continued importance of non-governmental actors in Belgian cooperation 
on SRHR, with stable and sustained funding over time.  

Finally, funding through multilateral cooperation – and more specifically through UNFPA’s core funding 
– is a sound choice in an international context marked by the anti-gender movement and shrinking 
budgets for development cooperation. This choice also enhances Belgium’s visibility and credibility in 

QE1 – Relevance: To what extent is the Belgian approach to SRHR aligned with the needs of target 
groups, the national priorities of partner countries and international commitments regarding sexual 
and reproductive health and rights? 
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promoting SRHR globally. Nevertheless, criticism has been levelled on several occasions regarding the 
lack of evaluations of the effectiveness of UNFPA programmes, including in the countries visited.  

Analysis of funding shows that the share allocated to multilateral agencies has remained relatively stable 
over time (8%–12% of Belgian SRHR cooperation), reflecting Belgium’s ongoing commitment to 
supporting these agencies in their global missions. 

Although Belgium has several channels for promoting SRHR, the choice of funding channels is not based 
on an in-depth analysis of their effectiveness and efficiency. At times, decisions are influenced more by 
the mandates and objectives of the actors involved than by strategic thinking at the decision-maker level. 
An example illustrating this lack of strategy occurred in 2017, when additional funding was allocated to 
the promotion of SRHR within the framework of SheDecides. According to the stakeholders interviewed, 
the initial idea was to increase funding for UNFPA, but Enabel quickly put forward its arguments 
(highlighting in particular its specific approach and the effectiveness of its interventions in the health 
sector), thereby redirecting a portion of the funds initially intended for UNFPA to Enabel. Furthermore, 
NGOs were not directly involved in the SheDecides initiative and did not receive additional funding, as their 
five-year programmes funded by the DGD had already been launched. This example illustrates that 
decisions are based more on informal discussions than on an in-depth strategic analysis of the respective 
strengths of the different actors in achieving the objectives.  

 Alignment with national priorities and the needs of target 
groups 
Belgian cooperation in the field of SRHR is characterised by close strategic alignment with the policy and 
programme frameworks of partner countries, thereby ensuring the relevance of interventions. These 
interventions are aligned with existing national priorities, such as reducing maternal and neonatal 
mortality, improving access to quality services (including emergency obstetric and neonatal care 
(EmONC), family planning, and adolescent-friendly services), and preventing and responding to gender-
based violence. Belgian cooperation prioritises the effective implementation of existing public policies 
rather than the introduction of new priorities, thereby enhancing the relevance and suitability of 
programmes to local needs.  

The relevance of interventions also depends on their alignment with well-documented needs. Health 
data, sectoral analyses and evaluations conducted by governments, technical and financial partners 
(TFPs) and implementing agencies, including Enabel and the non-governmental actors, confirm the 
persistence of major challenges, such as the inadequate quality of obstetric and neonatal care, financial 
and geographical barriers to accessing services, the prevalence of early pregnancies, limited access for 
adolescents to appropriate services, and insufficient capacity for the prevention of and response to GBV. 
The interventions supported by Belgium specifically target these recurring issues, which reinforces their 
relevance within the intervention contexts. 

In the four countries visited for the case studies, the involvement of state stakeholders in the formulation 
and direction of interventions is a key factor in ensuring alignment. Belgian programmes are developed 
through consultative processes involving ministries, technical directorates and decentralised authorities, 
which ensures that interventions remain in line with government priorities. 

Belgian embassies play a crucial role in mediation and political dialogue, helping to manage potential 
discrepancies between certain Belgian priorities (particularly regarding rights, gender or sensitive issues) 
and the limits of political or cultural acceptability in partner countries. In some cases, this alignment 
requires explicit negotiations. For example, in Benin, as part of SheDecides, discussions with the national 
authorities made it possible to align Belgian priorities in the area of SRHR with national expectations, thus 
illustrating the capacity of Belgian cooperation to reconcile sometimes divergent ambitions whilst 
preserving the national ownership of programmes.  
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In diverse political and cultural contexts, Belgian cooperation also adapts its language and intervention 
methods to ensure consistency with national frameworks, particularly where certain aspects of SRHR are 
sensitive, such as access to sexual and reproductive health services or the rights of sexual and gender 
minorities. For example, in Uganda, certain interventions targeting school-age youth address SRHR through 
more consensual entry points such as menstrual health or the prevention of GBV.  

Beyond this policy alignment, the formulation and implementation of interventions have also taken 
socio-cultural factors into account through local consultations, KAP and socio-anthropological studies 
and, in some cases, action research approaches. These approaches have enabled messages, entry points 
and certain operational methods to be adapted to local norms and practices, thereby enhancing the 
acceptability of the interventions.  

For Enabel, the programmatic framework sets out a general direction, whilst the fine-tuning of 
interventions is shaped by engagement with local contexts. In SheDecides countries, the influence of 
beneficiaries is most evident in the continuous adjustment of implementation, often—though not 
exclusively—through the action research approach.  

 The role of SheDecides 
The SheDecides initiative has raised the political profile of SRHR within Belgian development 
cooperation since 2017. Although Belgium’s SRHR policy has been in place since 2007, SheDecides has 
brought these issues back to the forefront of the international and national political agenda.  

This momentum led Enabel to develop programmes with an explicit focus on SRHR, particularly during 
the formulation and reformulation phases between 2017 and 2018. In Benin, the formulation of Enabel’s 
health programme was directly influenced by SheDecides, with a strategic refocusing on SRHR, particularly 
on family planning, adolescent/youth health and the prevention of GBV. In the DRC, although some GBV 
programmes had been designed prior to SheDecides, adjustments made after 2017 incorporated SRHR 
dimensions more explicitly (adolescent access, positive masculinity, FP), in line with the political 
momentum generated by the initiative. In contrast, Uganda, which is not part of the SheDecides group of 
countries, is following a different trajectory, focused primarily on public health, with an emphasis on 
reducing maternal and neonatal mortality, and a more gradual transition towards an approach based on 
sexual and reproductive rights. This contrast suggests that SheDecides has strengthened the coherence 
and visibility of Belgium’s commitment to SRHR, whilst allowing programmes to retain the flexibility 
needed to adapt to local political and cultural contexts. The choice of SheDecides countries was not the 
result of a deliberate strategy, but rather depended on the dynamics of the moment, such as the launch of 
new phases of health programmes or cooperation with new partner countries, such as Burkina Faso and 
Guinea. 

SheDecides has also coincided with a shift in budgetary priorities, particularly at the multilateral level, 
by strengthening support for key actors in the fields of reproductive health, adolescent health and gender 
equality. In particular, UNFPA benefited from a significant increase in contributions from several donor 
countries associated with the SheDecides initiative, including Belgium. However, this funding was not 
specifically allocated to SheDecides countries, and Belgian contributions to multilateral organisations, 

Example: The formulation of the P@SRIS I programme in Benin 

When formulating the new programme in 2017–2018, Benin’s Ministry of Health initially wished to pursue a 
collaborative partnership focusing on improving health infrastructure, training health personnel and addressing 
non-communicable diseases. However, thanks to several factors, the Enabel team succeeded in placing SRHR at 
the centre of the programme: (i) Enabel’s expertise and knowledge of the health sector and policy, (ii) the advocacy 
of the former Belgian Minister for Development Cooperation, Alexander De Croo, during his visit to Benin, (iii) the 
fact that non-communicable diseases such as cervical cancer and hypertension in pregnant women, etc. are also 
included in the  programme, (iv) and the fact that non-communicable diseases are also covered by the ‘health 
data’ component and included in the Equity programme funded by AFD. 
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such as UNFPA and UNICEF, mainly took the form of core funding, with a few exceptions for specific 
projects. The available information does not allow for a determination of the geographical distribution of 
these contributions, thereby limiting the ability to assess the influence of Belgian funding on the direct 
impact of SheDecides on the target countries. 

The SheDecides initiative appears to have strengthened the political visibility and legitimacy of SRHR 
within the discourse of Belgian cooperation, without, however, fundamentally transforming the strategic 
orientations or operational approaches of the non-governmental actors. Only a few organisations are 
directly involved in one or more pillars of SRHR. The analysis identified around 16 NGOs active in the health 
sector (out of 61 Belgian NGOs), around half of which focus primarily on strengthening hospitals and health 
centres, including in the areas of maternal health and family planning. The other organisations are mainly 
engaged in rights-based approaches or work primarily on GBV, without covering the full scope of SRHR. 
Among these Belgian NGOs, several had already been engaged for a long time in interventions related to 
maternal health, family planning, GBV or reproductive rights, which shows that SheDecides has not 
significantly altered their strategic or programmatic orientations. Furthermore, the SheDecides initiative 
has not encouraged other NGOs to pay greater attention to SRHR. 

SRHR remains a relatively low-priority issue within the coordination frameworks of the non-
governmental actors; the SheDecides initiative has not led to any changes in the coordination 
mechanisms for this aspect within health programmes. For example, within the Health Hub in the DRC, 
which brings together a significant number of Belgian non-governmental actors, SRHR has not been a 
priority issue. Similarly, at the level of the CCGD/ARGO in Belgium (the non-governmental actors’ 
consultative body), there is no working group dedicated to SRHR, although ad hoc meetings have 
occasionally been organised to formulate opinions on this subject. The umbrella organisations do not have 
specific working groups either. Finally, the main platform for dialogue between Enabel and non-
governmental actors remains Be-Cause Health, which includes an SRHR working group coordinated by 
Sensoa. However, this platform already existed before the launch of SheDecides and reflects an earlier 
advocacy effort in favour of increased public funding for SRHR. 

 Gender mainstreaming and inclusivity 

4.4.1 Gender 
Gender mainstreaming is a cross-cutting principle of Belgian cooperation in the field of SRHR. This 
approach is strategic, as it ensures that interventions take gender inequalities into account and aim to 
transform discriminatory social norms. However, the way in which this priority is implemented varies 
depending on the actors and contexts. 

Within Enabel, cross-cutting gender mainstreaming relies primarily on gender focal points, integrated 
within each pillar or programme. These focal points are responsible for ensuring that gender is taken into 
account in the design, implementation and monitoring of interventions. This model facilitates the 
embedding of gender in operational activities, but commitment may vary depending on sectoral priorities 
and team capacities. Where gender experts or strategic teams are present, their role becomes key to 
structuring the approach, notably through the development of specific indicators or coordination between 
focal points, which enhances the institutional anchoring and visibility of gender issues. Gender 
mainstreaming is also ensured at an early stage, notably through training and the gender expertise 
mobilised by Enabel’s headquarters. Furthermore, gender is taken into account in KAP (Knowledge, 
Attitudes, Practices) studies and socio-anthropological studies, which help to identify gender-related 
inequalities and address these socio-cultural barriers in the field of SRHR.  These findings suggest that the 
effective integration of gender depends not only on strategic priorities, but also on the organisational and 
coordination mechanisms put in place to translate them into programme practices. 

For the non-governmental actors, the gender dimension has long been integrated into their programmes 
and organisational structures, and most adopt a transformative approach to gender, ensuring that men 
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and young people are involved and that women’s autonomy is strengthened. Some NGOs, such as Le 
Monde Selon Les Femmes, ICRH, ULB Coopération and their local partners, adopt a gender perspective 
firmly rooted in the fundamental transformation of gender relations, and their expertise is sought by other 
NGOs as well as by Enabel. For most of the CSOs interviewed, SRHR is primarily integrated into gender 
programmes, as an example of interventions that explicitly target the interests of women and girls. This 
explains why the SRHR needs of men and boys receives less attention. The integration of SRHR into other 
thematic programmes of CSOs is rather limited. 

4.4.2 Leave No One Behind (LNOB) 
The ‘Leave No One Behind’ principle is explicitly recognised in Belgian development cooperation and 
enables resources to be directed towards the most disadvantaged regions, but its implementation 
remains variable. Attention is mainly focused on socio-economically vulnerable groups and geographical 
areas with high rates of maternal mortality or GBV, as demonstrated in particular by the case studies in 
the DRC and Benin.  

Certain specific groups receive particular attention, notably people living with disabilities, mainly through 
the work of certain Belgian NGOs specialising in this field, such as Humanity & Inclusion, or via 
infrastructure adaptations aimed at improving the accessibility of services. However, these initiatives are 
sometimes ad hoc or limited to specific projects, rather than being systematically integrated into all 
Belgian interventions in the field of SRHR. 

Intersectionality is rarely explicitly taken into account in analyses and strategies. The differentiated 
needs arising from the intersection of gender, poverty, disability, migration status or age are seldom 
addressed in an integrated manner. Similarly, SRHR for men, older people or other specific groups is 
underdeveloped. In certain sensitive political contexts, the approach towards sexual and gender minorities 
is cautious (e.g. Burkina Faso, Senegal, Uganda). Interventions prioritise the principles of non-
discrimination and confidentiality in access to services, but often avoid explicit targeting due to legal and 
security constraints. 

In these contexts, the LNOB approach does not rely solely on targeting specific groups. Indeed, Enabel’s 
strategies and programmes also seek to tackle the mechanisms of exclusion that limit access to SRHR 
services and rights. These include, in particular, financial barriers (such as the costs of services or 
transport), social and gender norms, as well as geographical constraints linked to remoteness or 
inadequate health infrastructure. By addressing these structural barriers, the interventions aim to improve 
access to services for the entire population, whilst indirectly promoting the inclusion of groups that cannot 
always be explicitly targeted in certain political or social contexts. 
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5 Coherence  

 

 Coherence and complementarity among Belgian actors 
Coherence between the various thematic programmes (health, education, entrepreneurship, security, 
etc.) of Belgian actors is not actively sought. Given that the SRHR requires a multisectoral approach, 
actions are needed not only within the framework of health programmes, but also in other programmes 
that contribute, in one way or another, to women’s empowerment (for example, education or 
entrepreneurship). These programmes will only reinforce one another if they form part of a common 
approach, aim for both geographical and thematic coordination, and target the same groups. 

Belgian stakeholders meet regularly in forums such as the CSC for non-governmental actors, as well as 
at meetings organised by embassies. This fosters mutual understanding of programmes and strategies, 
but these forums are often limited to the exchange of information without a genuine strategy for 
capitalising on good practices. 

In practice, several obstacles limit coordination and complementarity, notably: (i) the centralised 
management of non-governmental actors by their head offices can hinder local collaboration, with some 
organisations encouraging partnerships, whilst others, due to their structure, become obstacles to smooth 
cooperation; (ii) the identification and implementation of complementary interventions require greater 
coordination, which sometimes calls for additional resources that are not always available; (iii) 
competition between non-governmental actors and/or between Enabel and non-governmental actors; (iv) 
the lack of a shared database and stakeholder mapping prevents the identification of potential synergies; 
(v) not all Belgian non-governmental actors are represented locally and their partners generally do not 
attend CSC meetings; (vi) discrepancies between the programming cycles of each actor;  (vii) the mistaken 
perception among NGOs that Enabel is a donor; (viii) and finally, the fact that Enabel is not officially 
involved in the CSC. 

In several countries, alternative approaches have been put in place to strengthen coherence and 
cooperation between Belgian actors, with embassies playing an important role in this regard. In the DRC, 
the embassy regularly organises a specific consultation forum for all Belgian actors working in the health 
sector (Forum des Acteurs Belges Actifs – FABAC-Santé). This forum is not limited to the exchange of 
information, but also provides a space to meet with Congolese government bodies, thereby facilitating 
coordinated advocacy. However, SRHR has not yet been placed on the FABAC agenda. In Burkina Faso, 
Belgium has adopted an integrated territorial approach since 2024 to align its various instruments (Enabel, 
NGOs, universities) within a single territorial framework. This helps to strengthen synergies between 
interventions (health, security, entrepreneurship). Also in Burkina Faso, the Team Belgium Gender, bringing 
together the embassy, Enabel and the non-governmental actors, was created to harmonise approaches to 
gender and GBV. Nevertheless, even in these two countries, coordination between the various Belgian 
actors remains insufficient, particularly because these coordination forums lack an operational framework 
for cooperation based on shared responsibilities, in addition to the reasons described above. 

Despite these challenges, concrete synergies do exist, mainly at the operational level (sharing of offices 
and resources) and the thematic level (for example, in the health sector). These synergies are facilitated 
by the fact that certain non-governmental actors operate in the same geographical areas, or through joint 
programmes, grant relationships, or academic research.  

QE2 – Coherence  
To what extent are the supported interventions consistent with one another and complementary to 
the actions of other actors in partner countries? 
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 Coherence and complementarity with other TFPs 
The various TFPs active in the SRHR sector are implementing programmes consistent with UNFPA’s 
approach, which focuses on the three zeros: zero preventable maternal deaths, zero unmet need for family 
planning and zero GBV, whilst being aligned with national SRHR policies and priorities.  

At the national level, inter-donor thematic groups and sub-groups exist, coordinated by officials from the 
relevant ministries, in close collaboration with the WHO or UNFPA. Belgium’s active role and relevant 
contribution within these inter-donor health groups, whether through the embassy and/or Enabel, were 
highlighted by the various stakeholders interviewed.  

Nevertheless, the dynamics of these groups vary. In the three countries visited, there is a lack of strong 
leadership within the government to steer these groups and foster better coordination and 
complementarity. National authorities are unable to map all TFP interventions or harmonise activities, 
leading to duplication on the ground. The lack of temporal and geographical synchronisation limits the 
overall impact of the various TFPs’ interventions on the ground. In Uganda and the DRC, several 
stakeholders interviewed also highlighted UNFPA’s lack of capacity to coordinate these groups at a 
strategic level. Generally speaking, according to stakeholder accounts, discussions focus more on 
operational issues than on strategic and policy matters. Another major obstacle is competition between 
the TFPs, including Enabel, which can complicate collaboration and limit the effectiveness of interventions. 

As a result, each TFP implements its projects in isolation, with little strategic thinking and little or no 
exchange of knowledge and experience, nor systematic capitalisation on good practices. A few examples 
of operational cooperation and alignment of TFP programmes have been identified, but these initiatives 
appear to depend mainly on the dynamics of local teams and the personalities involved, rather than on a 
developed and coordinated strategy. 

In this context, during the planning process, Enabel maps all the TFPs operating in specific sectors and 
within its areas of operation, in order to identify opportunities for collaboration, but also to avoid 
duplication. Consequently, Enabel sometimes deliberately chooses to operate in areas that are less well 
covered by other TFPs in order to better meet local needs. Although this approach is relevant, this decision 
does not promote synergies and complementarity between TFPs.  

At the decentralised level, several Belgian actors participate in thematic operational groups and sub-
groups, coordinated by decentralised state services. Several stakeholders have confirmed that Enabel has 
played a decisive role in revitalising these thematic sub-groups. However, the dynamics of these groups 
remain variable, due to the factors mentioned above, sometimes leading to gaps or duplication. 

Example: DRC Health Hub 

Under the previous DGD programme (2017–2021), four Belgian NGOs (Memisa, MdM, MSV and VIVA Salud) 
initiated the creation of the Health Hub within the CSC, a group of Belgian NGOs working in the health sector, 
which now comprises 17 organisations and their partners. The Health Hub has three objectives: (1) to map out 
intervention areas to facilitate information sharing, (2) to build members’ capacities, capitalise on experiences 
and disseminate good practices, and (3) to strengthen complementarity and synergies. Several joint activities 
have already been carried out, such as training sessions and the start of the mapping process. However, several 
challenges remain, notably the lack of regular meetings of the thematic working groups and the absence of SRHR 
as a specific theme or on the Health Hub’s agenda.     
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6 Effectiveness 

 

 

 Health Systems Strengthening (HSS) 

The literature review reveals a paradigm shift in development cooperation: the transition from a 
population-based approach focused on population control to a human rights-centred approach, which 
has been affirmed since the Cairo Conference in 1994. This transition requires an HSS is not limited to 
service delivery, but aims to ensure the AAAQ criteria (Availability, Accessibility, Acceptability, Quality).  

The HSS is thus seen as a systemic and multisectoral approach, aimed at improving health, particularly 
in the field of SRHR, by acting simultaneously on several levers such as governance, financing, human 
resources, infrastructure, medicines and technologies, health information systems, as well as the 
promotion of rights through the strengthening of accountability systems and collaboration with 
community-based organisations. All Belgian stakeholders, to varying degrees, have contributed to HSS, 
with Enabel playing a leading role by integrating a systemic approach into all its health programmes. 

Enabel has actively contributed to strengthening the governance of health systems, in particular through 
the development or strengthening of human resources management systems, supply chain 
management, and the improvement of health information systems. For example, the digitalisation of the 
supply chain, with initiatives such as NetSIGL 2.0 in Burkina Faso and e-SIGL in Benin, has helped to reduce 
stock-outs of essential products, particularly contraceptives, thereby contributing to improved service 
continuity. Several evaluation reports on Enabel’s health programmes have highlighted Enabel’s effective 
contribution to improving the management of pharmaceutical supply chains. 

The introduction of systems to monitor maternal and perinatal deaths has contributed to a systematic 
improvement in the care of pregnant women and newborns. In Uganda, as part of Enabel’s ‘We Care’ 
programme, the monitoring of maternal and perinatal deaths has made it possible to identify recurring 
causes of these deaths and to turn these failures into opportunities for collective learning. Thanks to 
quarterly performance reviews, healthcare teams have been able to analyse systemic failures and make 
adjustments, leading to a reduction in obstetric complications and an improvement in survival rates. In 
Benin, CERRHUD, a partner of IMT, has developed a model approach to audit the causes of maternal deaths 
and identify improvement measures (e-Capitalize). This tool has recently been made available to 
healthcare stakeholders, and its scaling up is being considered through collaboration with partners such 
as the Ministry of Health, Memisa and Enabel. 

Strengthening clinical and managerial skills has been a key driver in ensuring the sustainable quality of 
SRHR services. In Uganda and Benin, on-the-job mentoring and coaching approaches have been prioritised 

QE3 – Effectiveness   
To what extent have the supported interventions and programmes contributed to improving access 
to, and the quality and use of, SRHR services, as well as to strengthening knowledge and capacity? 

Methodological note  

The analysis of the effectiveness of Belgian interventions is based on the reconstructed ToC, which 
identifies the lines of action to improve the use of SRHR services and guarantee the associated 
rights. The evaluation focuses on outcomes within the direct and indirect spheres of influence. To 
complement the case studies, we have incorporated the results of the literature review to address 
the lack of measurable data. In the absence of specific indicators, the literature serves as a 
reference tool for assessing programme effectiveness, providing comparisons and analyses of 
similar practices internationally. This approach allows us to situate Belgian interventions in relation 
to global best practices and to assess their effectiveness in comparable contexts. 
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over traditional one-off training sessions. These methods have helped to boost providers’ confidence in 
managing obstetric complications and improve their practical skills through innovative tools, such as 
simulation centres. In Benin, the BEmONC centre in Allada has enabled midwives to practise on anatomical 
models before treating real patients, an approach now fully integrated by the Ministry of Health.  

In addition to clinical training, the recognition of professional status tailored to the needs of the 
population is essential for strengthening the health system. In the DRC, Enabel is campaigning to grant 
psychologists the status of healthcare professionals, a step deemed essential to ensure holistic care for 
survivors of violence. Furthermore, several Belgian stakeholders have contributed to enhancing the status 
of community health workers and peer educators. These initiatives are crucial for overcoming the 
geographical and cultural barriers that still hinder access to care for many communities. 

Investments in physical assets, particularly in equipment and infrastructure, are essential to make 
healthcare facilities fully operational, especially for the provision of emergency care. These investments 
have been incorporated on a large scale into Enabel’s programmes, and on a smaller scale into those of 
partner NGOs. In Burkina Faso, the integration of a surgical unit within the Tenkodogo Mother and Child 
Centre has helped relieve pressure on regional hospitals, thereby facilitating the care pathway. In Uganda, 
efforts are being made to upgrade Level IV health centres, notably through the fitting out of operating 
theatres and the installation of water supply and solar energy systems. 

Belgian interventions in the field of SRHR have also helped to improve access, quality and utilisation of 
services by establishing accountability mechanisms and strengthening performance monitoring. These 
approaches have placed beneficiaries at the centre of service improvement, creating a virtuous circle of 
continuous quality. For example, in Benin, the strengthening of the National Platform for Health Service 
Users, supported by Enabel and Memisa, and the introduction of feedback booths have enabled citizens 
to voice their concerns directly and see their complaints addressed through digitalised management. This 
mechanism has enabled a rapid response to system failures and the adjustment of practices in real time, 
thereby creating an environment conducive to the continuous improvement of services. 

Finally, access to care remains a major challenge, particularly for women and young people, due to the 
cost of healthcare. To address this issue, several financing and pricing strategies have been 
implemented to ease the financial burden on patients. In the DRC, the introduction of Subsidised Flat-Rate 
Pricing (SFR) has transformed the payment system by replacing fee-for-service charging with an 
affordable flat rate, which has led to increased attendance at healthcare facilities. In Uganda, the “Saving 
for Health” scheme encourages community savings to cover unexpected healthcare costs and emergency 
transport fees. Furthermore, advocacy efforts focus on the introduction of targeted free access to certain 
essential services. The aim is to integrate key services, such as family planning or the prevention of and 
response to gender-based violence, directly into the care packages of Universal Health Coverage (UHC) 
systems. 

At a structural level, HSS relies on strategic budget advocacy and major legislative reforms. In the DRC, 
in-depth budget analyses are used to influence policy dialogue and advocate for better mobilisation of 
domestic resources, with the ambitious goal of allocating 15% of the national budget to health, in line with 
the Abuja target. These financial efforts are underpinned by changes to the legislative framework, such as 
the 2021 law in Benin expanding access to safe abortion or the ratification of the Maputo Protocol in the 
DRC, which embed health reforms in sustainable legal standards. 

 Maternal and neonatal health  
Despite significant progress, maternal and neonatal mortality remains one of the major public health 
challenges in sub-Saharan Africa.45 Strictly biomedical approaches are showing their limitations, hence 
the growing call for multisectoral strategies that tackle the social determinants of health that directly 

 
45 In 2023, the maternal mortality ratio in the region is estimated at around 442 deaths per 100,000 live births, well above the global average of 197.   Neonatal mortality 
also remains high, although it has decreased from approximately 32 deaths per 1,000 live births in 2014 to 26 in 2023 (UNICEF, 2025). 
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influence risks and healthcare-seeking behaviour.46 The framework of the three delays (the decision to 
seek care, access to services, and appropriate care) remains relevant for explaining the causes of maternal 
deaths. Strategies recognised as effective47 include strengthening comprehensive emergency obstetric 
and newborn care (CEmONC), the establishment of institutionalised systems for monitoring and 
responding to maternal deaths, improving the continuity of antenatal and postnatal care, and expanding 
access to family planning, particularly in the postpartum period.48 Community engagement and financial 
risk-sharing mechanisms also help to improve access to care. Finally, the availability of reliable and 
comprehensive data on mortality remains essential for guiding public policy and strengthening 
accountability.49 

6.2.1 Supply 
The interventions supported by Belgium in maternal and neonatal health rely on complementary 
contributions from bilateral, non-governmental and multilateral actors, which work together to improve the 
management of obstetric and neonatal complications. 

Bilateral cooperation, mainly through Enabel, has helped to improve the operational capacity of facilities 
to prevent and manage maternal and neonatal complications, notably by increasing coverage rates for 
ANC 4 (fourth antenatal care visit), enhancing the effectiveness and quality of emergency obstetric and 
newborn care, and continuously improving clinical quality and the organisation of referrals. Particular 
emphasis is placed on these high-impact, value-added interventions for the detection and management of 
high-risk pregnancies (HRP) and very high-risk pregnancies (VHRP), which are major contributors to 
maternal deaths in low- and middle-income countries. Furthermore, the neonatal component, which is 
often under-resourced, has also been strengthened, even though the period surrounding childbirth and the 
postpartum period accounts for a significant proportion of risks to the mother, whilst the neonatal period 
accounts for nearly half of deaths among children under five.50 The strategy of the Belgian approach has 
been to consider the mother-child dyad across the entire continuum of care. The Belgian non-governmental 
actors focus their support on providing close technical support to targeted facilities, strengthening daily 
clinical practices and the quality of care. Multilateral agencies, such as UNICEF and UNFPA, contribute to 
creating a favourable normative and logistical environment by supporting national policies, mortality 
surveillance systems and the supply of essential inputs. 

Belgian cooperation contributes to improving maternal and neonatal health through three complementary 
areas of intervention: 

1. Strengthening clinical infrastructure and capacity in EmONC  
2. Improving community-based referral systems  
3. Developing integrated service delivery models 

Capacity building and investment in infrastructure 

Investments made as part of Belgium’s interventions have led to a significant strengthening of the 
capacity of maternal and neonatal healthcare facilities. Enabel and a number of Belgian NGOs have 
supported the construction, rehabilitation and/or modernisation of maternity and neonatal units, improved 
access to water and electricity, and strengthened capacities in BEmONC at the peripheral level and in 
CEmONC at the zonal and decentralised levels. For example, in Benin, 22 health facilities (18 supported by 

 
46 Kitoko, E. W et al. (2025). Perceptions and barriers to the use of modern contraceptive methods among multiparous women in Kisangani, DRC. African Journal of 
Science https://doi.org/10.4314/rasp.v7i1.23 ; RIMTEBAYE Rihorngar Djasna. Journal of Multidisciplinary Research. (2025). Vol. 1, No. 1;46 WATTARA, M. (2023). Maternal 
health and institutional complementarities in sub-Saharan African countries: An analysis of the social determinants of maternal health in Côte d’Ivoire. Thesis by Mariame 
WATTARA, Lille. https://theses.hal.science/tel-04592706v1 
47 See the study report for further details. 
48 Schmitt, S. A. Analysis of referral links between SONU maternity units following national network prioritisation in ten sub-Saharan African countries. Internship report. 
(2023); Kouame, S. et al. (2025). Pregnancy management and neonatal physical characteristics among young pregnant women in Anyama, an Ivorian peri-urban area. 
African Journal of Social Sciences and Healthhttps://doi.org/10.4314/rasp.v7i1.17; Russell, N., Tappis, H., Mwanga, J. P., Black, B., Thapa, K., Handzel, E., Scudder, E., 
Amsalu, R., Reddi, J., Palestra, F., & Moran, A. C. (2022). Implementation of maternal and perinatal death surveillance and response (MPDSR) in humanitarian settings: 
insights and experiences of humanitarian health practitioners and global technical expert meeting attendees. Conflict and Health, 16(1), 23. 
https://doi.org/10.1186/s13031-022-00440-6 
49 Bataliack Serge, Ebongue Mbondji, Karamagi Humphrey, Leon Janauschek. Digitalisation of health data in Africa. World Health Organisation, Regional Office for Africa, 
2024. 
50 WHO (2024). Newborn mortality. https://www.who.int/news-room/fact-sheets/detail/newborn-mortality?utm_source=chatgpt.com 
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Enabel and 4 by MSV) received support aimed at improving their capacity to manage obstetric 
emergencies. In Uganda, Enabel’s support for upgrading health centres to CEmONC standards has reduced 
reliance on distant referral hospitals. In both countries, this upgrading was accompanied by simulation-
based training, clinical mentoring and the strengthening of protocols. 

The results of these interventions are promising. In Uganda, monitoring data indicate a 22.7% decrease 
in institutional maternal mortality in the supported facilities between the baseline (2022/23) and 2024/25. 
In Benin, the P@SRIS I programme reports a downward trend in maternal mortality in the intervention 
areas. Furthermore, a significant increase in assisted deliveries has been observed: in Benin, +53% in the 
Atlantique region and +112% in the Couffo region between 2018 and 2022; and in Senegal, around 90% of 
women in the targeted areas now give birth with the assistance of skilled personnel.51 These results are 
consistent with international data showing that the effective availability of BEmONC and CEmONC 
(including surgery, blood transfusion and qualified personnel) is crucial for preventing deaths related to 
haemorrhage, hypertensive disorders and dystocia.52 

Strengthening referral systems 

Belgian cooperation has helped improve timely access to emergency obstetric care by strengthening 
referral systems, an essential condition for investments in health facilities to be fully effective.  With this 
in mind, programmes supported by Belgium (Enabel and several non-governmental actors such as MSV, 
Memisa and MdM) have invested in strengthening referral systems, notably by improving ambulance 
coordination and trialling community-based transport solutions. These interventions have produced 
concrete results in several contexts. For example, in the Couffo region of Benin, a pilot project involving 
motorcycle ambulances reduced the average emergency transport time from two hours to one hour within 
eight months. In Uganda, the BAMA / Mama Rescue initiative contributed to an increase in facility 
deliveries from 75% to 94.4% between 2020 and 2022.53 These results confirm that reducing the ‘second 
delay’ is essential for translating the technical capabilities of healthcare facilities into an effective 
reduction in mortality.54  

Nevertheless, geographical coverage remains uneven, and sustainability depends on maintenance, 
ongoing funding and the integration of these facilities into national systems.  

Integration of services 

Initiatives aimed at integrating services are beginning to emerge. The ‘one-stop’ Mother and Child Centre 
model in Burkina Faso illustrates an integrated approach combining maternal care, neonatal services and 
support for survivors of gender-based violence. For its part, UNICEF has integrated maternal health into 
broader Early Childhood Development platforms in Rwanda and Uganda, combining health education, 
nutritional screening and vaccination.55 These models are consistent with international evidence 
advocating for comprehensive, patient-centred approaches rather than siloed biomedical interventions.56  

Nevertheless, the evaluation notes that the multisectoral integration of Belgium-supported interventions 
in the field of maternal and neonatal health remains incomplete. The literature highlights that addressing 
social determinants (notably poverty, food insecurity and women’s bargaining power) is essential to 
achieving a sustainable reduction in mortality.57 Within Enabel’s portfolios, programmes targeting 
entrepreneurship, women’s economic empowerment or livelihoods are often part of the supported 
interventions. Similarly, several non-governmental actors are implementing initiatives aimed at women’s 

 
51 Enabel. (2024). Final report on the implementation of the SENEGAL country portfolio (15 July 2019 – 14 July 2024). Enabel. 
52 Schmitt, S. A. Analysis of referral links between SONU maternity hospitals following prioritisation of the national network in ten sub-Saharan African countries. (2023)  
53 Wehubit Knowledge Exchange Network. (February 2023). Learning from the Mama Rescue project: Transport that saves the lives of mothers and babies. BAMA 
Foundation; Royal Tropical Institute (KIT). 
54 Barnes-Josiah, D., Myntti, C., & Augustin, A. (1998). The "three delays" as a framework for examining maternal mortality in Haiti. Social Science & Medicine (1982), 46(8), 
981–993. https://doi.org/10.1016/s0277-9536 (97) 10018-1 
55 UNICEF. (2024). Evaluation of the Government of Rwanda and UNICEF Country Programme of Cooperation 2018–2024: Final Report. UNICEF ESARO.; UNICEF. (2020). 
Evaluation of the UNICEF Uganda Country Programme 2016–2020: Final Report. UNICEF Evaluation Office. 
56 Kitoko, E. W et al. (2025). Perceptions and barriers to the use of modern contraceptive methods among multiparous women in Kisangani, DRC. African Journal of 
Science https://doi.org/10.4314/rasp.v7i1.23 ; RIMTEBAYE Rihorngar Djasna. Journal of Multidisciplinary Research. (2025). Vol. 1, No. 1;56 WATTARA, M. (2023). Maternal 
health and institutional complementarities in sub-Saharan African countries: An analysis of the social determinants of maternal health in Côte d’Ivoire. Thesis by Mariame 
WATTARA, Lille. https://theses.hal.science/tel-04592706v1 
57 Souza, J. P., et al. (2024). A global analysis of the determinants of maternal health and transitions in maternal mortality. The Lancet Global Health, 12(2), e306–e316. 
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economic empowerment. However, operational linkages between these interventions and health 
programmes often remain limited. In the absence of stronger cross-sectoral alignment, the progress 
achieved through strengthening service provision risks remaining vulnerable to contextual and economic 
shocks. 

6.2.2 Demand 
Interventions aimed at addressing demand for maternal and neonatal health services do not follow a 
single model, but take the form of complementary approaches, driven by different types of actors and 
operating at various levels. 

The effectiveness of community mobilisation and behaviour change communication interventions in 
maternal and neonatal health appears mixed and highly context-dependent. When these interventions are 
firmly rooted in local dynamics, linked to health facilities and led by credible local advocates, they appear 
to contribute to positive changes in attitudes, social norms and the uptake of healthcare. Their 
effectiveness stems less from the application of a single model than from the complementarity of 
approaches, the stakeholders involved and the levels of intervention. 

Bilateral cooperation (Enabel) generally places community engagement within a broader framework of 
strengthening health systems at the district or health zone level. From this perspective, the mobilisation 
of the Badiénou Gox or ‘neighbourhood community mentors’ in Senegal, women’s associations and health 
committees is explicitly linked to referral pathways and health planning processes at the local level. This 
integration aims to link community awareness-raising to the formal mechanisms of the health system. In 
Burkina Faso, this approach has taken the form of radio awareness campaigns and support for mutual 
health organisations, with the aim of strengthening both households’ awareness of risks and their financial 
preparedness. In Benin, alongside the awareness-raising work of community health relays, members of 
motorbike ambulance management committees carry out home visits to influence decision-making at the 
household level. 

Programmes supported by the non-governmental actors, for their part, place greater emphasis on 
continuous and close support for community structures. Organisations such as Memisa in the DRC work 
closely with community health workers to identify pregnant women at an early stage, encourage 
attendance at antenatal consultations and facilitate referrals to health facilities. This regular, on-the-
ground presence tends to strengthen the daily commitment of community actors and consolidate the 
relationship of trust between communities and health facilities. 

Multilateral agencies, for their part, operate on a larger scale, supporting national community health 
platforms. Their work is primarily aimed at structuring and standardising mechanisms for raising 
awareness and the early identification of risks. UNICEF, for example, supports governments in 
implementing their community health policies with a view to achieving universal health coverage, as seen 
in Benin and Uganda. In Uganda, UNICEF has trained more than 13,200 members of Village Health Teams 
to conduct structured home visits and promote essential family practices.  

In several contexts, these approaches have been linked to positive shifts in attitudes and social norms. In 
Benin, for example, men’s engagement initiatives supported by Enabel, such as the ‘Model Men’s Clubs’ 
and community management of motorbike ambulances, are said to have helped shift perceptions of 
facility-based childbirth from a choice within the private sphere of the household to an expectation upheld 
by the community. This shift in social norms has been accompanied by an increase in assisted births in 
the supported districts. Similar approaches are observed in other contexts. In Burkina Faso, for example, 
the ‘Husbands’ Schools’ initiative aims to promote positive masculinity and encourage men’s involvement 
in maternal health, notably by supporting demand for maternal, neonatal and child healthcare. 

To encourage demand for and use of maternal and neonatal health services, Belgian stakeholders have 
introduced several mechanisms aimed at improving financial access. These initiatives include flat-rate 
pricing (e.g. Enabel in the DRC), the roll-out of UHC schemes and the strengthening of mutual health 
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organisations. According to reports and interviews, these measures have had a positive impact on the use 
of health services. 

 Adolescent Sexual and Reproductive Health and Rights 
(ASRHR)  
In many countries, adolescents and young people lack adequate knowledge, skills and access to quality 
SRHR services, leaving them more vulnerable to unintended pregnancies, unsafe abortions, early 
marriage and pregnancy, as well as STIs and HIV. Despite decades of international commitments, 
adolescents and young people in low-income countries continue to experience disproportionately poor 
health outcomes, due to structural inequalities, social norms and systemic barriers that limit their access 
to essential services.58  

Multidimensional barriers require multisectoral and multi-component approaches that tackle the 
structural determinants of adolescents’ and young people’s health (gender inequalities, power imbalances, 
restrictive norms), in order to improve service uptake, reduce harmful practices and strengthen young 
people’s sexual autonomy. The active involvement of adolescents themselves is a key driver of 
effectiveness.59  

6.3.1 The provision 
In UNFPA and UNICEF programmes, particular attention is paid to improving SRHR services for 
adolescents and young people through the implementation of national policies promoting the 
establishment of adolescent and youth friendly centres (YFCs) within health facilities, the development of 
comprehensive sexuality education (CSE) programmes, and the creation of digital platforms to improve 
access to reliable information on SRHR.  

The approaches taken by Belgian stakeholders to improve access to and the quality of SRHR services 
for adolescents and young people are fully in line with this multisectoral approach. In four of Enabel’s 
partner countries (Benin, Burkina Faso, DRC, Senegal), adolescents and young people have also been 
involved as co-creators of approaches aimed at improving access to and the quality of SRHR services, 
tailored to the needs of adolescents and young people.   

With regard to the contribution of Belgian cooperation to improving access to SRHR services for 
adolescents and young people, three complementary areas of intervention have been identified. These 
approaches align with the programmes of governments and UN agencies, although collaboration, or the 
pursuit of complementarity with UNFPA or UNICEF, remains rare. 

1. The establishment of spaces for adolescents and young people outside and within health facilities 
2. Training of staff (health, social and legal professionals) in the appropriate care of adolescents and 

young people 
3. Improving access to reliable information via ECS and digital platforms 

 
The establishment of spaces for adolescents and young people both outside and within health facilities 

In several countries, national policies promote the model of spaces for adolescents and young people 
integrated into hospitals or health centres. Enabel, along with a number of NGOs such as Memisa, has 
contributed to the implementation of this policy by setting up and equipping spaces for adolescents and 

 
58 Raghuraman, Neha & Haddadi, Mohammad & Liles, Elizabeth & Wijamuni, Nimesha & Sivakumar, Abirame & Pathiraja, Vindya & Phiri, Peter & Eleje, George & Al 
Riyami, Nihal & Elneil, Sohier & Halabi, Sam & Delanerolle, Gayathri. (2025). Adolescents and Young Women in Global Women’s Health Policies: A Systematic Review. 
10.20944/preprints202509.0901.v1 
59 Kruk ME, Lewis TP, Arsenault C, Bhutta ZA, Irimu G, Jeong J, et al. Improving health and social systems for all children in LMICs: structural innovations to deliver high-
quality services. The Lancet. 2022;399(10337) ; Leite, L., Yates, R., Strigelli, G. C., Han, J. Y., Chen-Charles, J., Rotaru, M., & Toska, E. (2025). Scoping review of social norms 
interventions to reduce violence and improve SRHR outcomes among adolescents and young people in sub-Saharan Africa. Frontiers in reproductive health, 7, 1592696. 
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young people in hospitals or health centres, and by training teams of youth workers (Benin, Rwanda, 
Senegal, Burkina Faso, and planned for the DRC).  

The results did not always live up to expectations, as shown by Enabel’s action research in Benin and the 
evaluation of the Dutch-funded project led by UNFPA, because health centres are not spaces dedicated 
exclusively to adolescents and young people and do not offer them the confidentiality needed to express 
their needs.60  

Enabel has trialled alternative approaches to improve access to SRHR services for adolescents and 
young people by setting up youth centres in welcoming spaces where they can meet outside the school 
setting (Benin, Rwanda, Senegal). Action research initiatives in Benin and Senegal have enabled the design 
and documentation of these service models specifically tailored to adolescents and young people, which 
national ministries are now seeking to roll out more widely. 

These centres offer a combination of services including leisure activities, games, sport, access to 
computers/the internet and/or entrepreneurship training, all under the supervision of youth workers. 
Enabel has enhanced this provision by adding a health dimension: youth workers have been trained to 
provide appropriate information on SRHR, and a nurse or doctor has been made available. Access to 
services is free of charge. Enabel’s pilot approach in Benin shows that the choice of location and service 
model is a key factor in their uptake. By using spaces already designed to attract young people, there is a 
strong likelihood of maximising usage by teenagers and young people.  To improve access for young 
people, it is generally necessary for parents to be involved, whether for youth-friendly centres or YFCs 
integrated into hospitals or health centres (see the ‘demand’ section). 

Compared to YFCs, youth centres, integrated into youth-friendly spaces, have both advantages and 
disadvantages. In particular, this model offers more socio-educational, cultural and information services, 
and the involvement of multi-sectoral stakeholders contributes to its promotion. It also helps to build a 
relationship of trust between teenagers and young people and the youth workers. The disadvantages relate 
to clinical services, which are sometimes irregular due to the unavailability of healthcare staff. In contrast, 
the disadvantages of YFCs are more numerous: they are less welcoming, and it is difficult to carry out 
socio-educational and cultural activities there due to the limited space available. It is more difficult to build 
a relationship of trust, and there is a lack of privacy and confidentiality due to the presence of adults from 
the community. 

In some countries, such as Uganda and Burkina Faso, Enabel has strengthened the medical centres in 
the schools involved in its programmes by providing training, refurbishing the centres and making nurses 
available. A project funded by ARES (from the Faculty of Psychology) piloted the establishment of a clinical 
centre for students at the University of Kinshasa. The evaluation of school-based interventions and 
mentoring programmes in Uganda shows that adolescents’ access to information on SRHR has improved, 
as have their self-confidence and life skills.  

There are no reliable data on the actual use of SRHR services by adolescents and young people, which 
are provided through various models; the data mainly track the reach of the interventions. Enabel’s 
monitoring data show that youth-friendly centres, located outside hospitals, effectively reach adolescents 
and young people, both girls and boys. There are little data on the number of adolescents and young people 
attending youth-friendly clinics (YFCs) in hospitals or health centres. Case studies show that the 
availability of healthcare staff (including the availability of contraception and condoms) in youth-friendly 
centres is a key factor. The use of SRHR services in hospitals (through YFCs) is hindered by the 
judgemental attitude of some staff.  In the absence of reliable data on the cost-effectiveness of different 
models, it is difficult to determine the most effective strategy for improving adolescents’ and young 
people’s access to SRHR services. The choice of a particular model also depends on the local context. 
Furthermore, the diversity of models allows for the varied preferences of young people to be met and 
ensures that no one is excluded. 

 
60 Enabel (n.d.) Capitalisation note. Promoting sexual and reproductive health rights among adolescents and young people in the Atlantic department. 
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Training of health workers 

The literature shows that comprehensive training for service providers, including reducing prejudice, 
respecting confidentiality and adopting an approach tailored to adolescents’ needs, has positive effects 
on the use of services by adolescents and young people.61 This training has been incorporated into the 
programmes of Enabel and a number of Belgian NGOs.  

Anecdotal evidence from case studies suggests that young people are satisfied with the care they 
receive in youth-friendly centres, but opinions are mixed regarding the quality of healthcare staff in 
hospitals and health centres. Staff training efforts by Enabel and NGOs are undermined by the lack of a 
sound staff management policy and high staff turnover, which compromises the consistent quality of 
services in the health facilities concerned. 

Digital platforms and the ESC 

In the SheDecides countries (with the exception of Rwanda) and in the DRC, Enabel has developed digital 
tools and platforms to improve young people’s access to reliable information on SRHR. In some cases, 
young people have been involved in the development of these platforms (DRC, Burkina Faso, Guinea). In 
Burkina Faso, this platform has been integrated into the school network and functions as an intranet 
providing information on SRHR. In Senegal, young people can call a helpline. The digital tools used in 
Guinea also include a geolocation feature for health, legal and social services. In Burkina Faso and Guinea, 
additional measures have also been taken to make the information widely accessible, including for people 
with low literacy, such as the use of songs and videos in Burkina Faso, or audio messages in Guinea. 

Monitoring and evaluation data show that these tools and platforms are being used effectively and are 
well received. The use of local languages and language tailored to young people’s needs contributes to 
their uptake. Digital platforms are being set up as part of projects led by various TFPs (including UNFPA), 
but there is little or no coordination between these initiatives. 

In the education sector, Enabel (Burkina Faso, Rwanda, the DRC) and a number of non-governmental 
actors have collaborated on the development of comprehensive sexuality education (CSE) modules, the 
provision of teaching materials, and teacher training. In the countries visited, the evaluation found that 
this information is fairly comprehensive. Given the sensitivity of the subject and under pressure from 
religious and conservative movements, most countries prefer to refer to ‘life skills education’ rather than 
‘sexuality education’. Enabel has nevertheless managed to incorporate sensitive topics related to sexuality, 
gender and GBV into its modules, alongside a rights-based approach.  

The new curricula were initially implemented in schools involved in Enabel’s programmes, but thanks to 
collaboration between Enabel and the Ministries of Education, these modules are now being rolled out 
nationwide. Evaluations show that teachers who have undergone training feel comfortable with the 
teaching materials, which is essential to ensure the effective use of resources and teaching tools. 

The approaches of Belgian stakeholders to CSE are aligned with findings from the literature showing that 
age-appropriate, culturally relevant and rights-based CSE programmes significantly improve knowledge, 
attitudes and behaviours.62 When combined with accessible services, CSE helps to increase contraceptive 
use and reduce unintended pregnancies and STIs.63 Effective programmes incorporate critical thinking 
about gender and encourage respect for diversity, thereby strengthening the ability of adolescents and 
young people to make informed decisions. 64 
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62 Sinha, C., Ingabire, M. G., & Schryer-Roy, A. M. (2025). Bridging the know-do gap: improved adolescent sexual and reproductive health and health information systems 
in West Africa and the Middle East. Reproductive health, 22(Suppl 1), 70. https://doi.org/10.1186/s12978-025-01987-2; Boonstra HD. Advancing sexuality education in 
developing countries: evidence and implications. In: Evidence-based approaches to sexuality education: Routledge. London; 2015. 
63 The Lancet, 2016, The Lancet Commission on adolescent health and wellbeing, The Lancet, Vol. 387, No. 10036, pp. 2423–2478; Montgomery, P., Knerr, W., 2018 
UNESCO, 2016. Review of the evidence on sexuality education. Report to inform the update of the UNESCO International Technical Guidance on Sexuality Education, 
University of Oxford Centre for Evidence-Based Intervention. University of Oxford. UNESCO publication. 
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In some countries, Enabel has played a significant role in the legislative sphere. Enabel Benin has notably 
contributed to the development of the legislative framework for comprehensive sexuality education (via a 
grant to Social Watch Benin) and to the analysis of the regulatory framework concerning pregnancies in 
schools. 

6.3.2 The demand 
Community participation is a key factor in improving adolescents’ and young people’s access to and use 
of SRHR services.  The literature65 shows that programmes involving parents, religious and traditional 
leaders, as well as community actors, are generally more effective than those targeting only adolescents 
and young people. Belgian stakeholders are promoting demand for and use of SRHR services by 
implementing a multi-level community strategy: 

• Parental dialogue: In Benin, the DRC and Rwanda, Enabel has piloted the establishment of parenting 
schools where parents were educated on various SRHR-related topics, including family planning, GBV 
and parent-child dialogue, with a view to transforming gender norms. Testimonials indicate that these 
initiatives have had a particularly positive impact on harmony within the home and on the quality of 
parental dialogue. Furthermore, Enabel and certain NGOs, including Memisa, have involved parents, 
local and religious leaders in SRHR interventions for adolescents and young people, which has 
contributed to a sense of ownership of the initiatives and secured their consent for adolescents and 
young people to participate in these activities. Evaluations of Enabel’s programmes and the Memisa 
project have confirmed the importance of this approach. These parents’ schools are also expected to 
have a multiplier effect: parents would inform their peers within their respective communities, or even 
set up parents’ schools themselves. No data are yet available regarding this effect. This initiative 
appears to depend on the personality and dynamism of the parents involved (hence the importance of 
a rigorous selection of participants), as well as the resources available (teaching materials, transport, 
etc.). 

• Peer education: Enabel and several Belgian NGOs have trained young people to become peer 
educators, often, though not exclusively, as part of the youth-friendly centres approach (Benin, the DRC, 
Rwanda, Senegal). To complement this strategy, young people come together in clubs such as youth 
clubs (the DRC), girls’ clubs (Senegal) or school clubs (Uganda, the DRC), whose explicit mission is to 
raise awareness among their peers.   The evaluation shows that these young people are highly 
committed, but that their information and awareness-raising activities depend heavily on the support 
provided by the projects (availability of educational materials, coverage of travel expenses, visibility, 
etc.), support that is not always guaranteed in the long term. In this respect, school clubs appear to be 
more sustainable. 

• Awareness-raising campaigns: Enabel and several Belgian NGOs have invested in awareness-raising 
and community mobilisation to promote lasting normative change. To this end, they have run 
communication campaigns on television channels, local radio stations and social media (e.g. Enabel-
Senegal), as well as films, songs and music videos (Enabel-Senegal and Burkina Faso) and theatre 
(Enabel-Benin). Artistic interventions, such as theatre for development, have proven effective in 
conservative contexts.66 Belgian stakeholders have also collaborated with community health worker 
networks to organise educational talks in communities, combined with home visits. The evaluation of 
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the Memisa project in DRC-Kivu highlights the importance of these campaigns in improving 
adolescents’ and young people’s access to SRHR information and services. 

In general, monitoring and data collection pose a challenge in all countries, not so much in terms of 
process data or indicators (number of peer educators or teachers trained, number of young people 
reached by campaigns, number of visits to digital platforms), but rather in terms of the number of young 
people who actually use SRHR services. Rwanda is an exception: ICAP (Information – Knowledge – 
Adherence – Participation) monitoring tools were used, and adolescents’ and young people’s access to 
SRH services was a key component of strengthening the DHIS2 system67 . The effects of different models 
and approaches on the use of SRHR services by adolescents and young people are therefore unknown. 

 Family planning and STI/HIV prevention 
Family planning (FP) is a major public health issue in Africa, playing a vital role in improving maternal 
health, reducing infant mortality and achieving the SDGs. It is also crucial in enabling partner countries to 
reap the demographic dividend. However, despite the progress made, the CIASSSR symposium in Cotonou 
in October 2025 confirmed that Africa still has the highest rates of unmet need for contraception in the 
world, with significant disparities between sub-regions and countries.  

FP provokes significant debate, often due to its links with deeply rooted cultural and social values. A 
major challenge is the low level of male involvement in FP use,68  combined with frequent disapproval of 
women’s decisions and a lack of dialogue within couples, which limits shared decision-making regarding 
family planning. 

Barriers to the uptake of family planning are also exacerbated by misconceptions and myths surrounding 
the use of contraceptive methods.69 Fear of side effects, coupled with a lack of accurate information, 
further limits the use of services. In addition to geographical and economic barriers, the quality of care 
remains inadequate, resulting in poor patient reception, poorly informed advice on side effects and a 
shortage of qualified staff.  

Integrating FP and STI prevention into complementary health services, such as those relating to HIV, 
antenatal care, postpartum follow-up, vaccination and nutrition, represents a key strategic approach.70 

This not only optimises resources but also reaches a larger proportion of the population. Another effective 
strategy is to expand initiatives to delegate tasks to community health workers and to promote community-
based distribution of contraceptive methods, particularly in rural and peri-urban areas. 71 

Interventions funded by Belgium have contributed significantly to improving people’s access to FP and 
STI/HIV/AIDS prevention services. They have acted simultaneously on the supply of care (availability, free 
access, quality) and on community demand (awareness-raising, male engagement, youth education). 

6.4.1 Supply 
Improving the availability, accessibility and quality of family planning services is an integral part of Enabel’s 
health programmes and those of NGOs funded by Belgium. Belgian cooperation has improved access to 
family planning and STI/HIV prevention services, focusing on three key areas: 

• Improving the quality of FP services 
• Improving the availability of FP products 
• Improving stock management 

The quality of family planning services 

 
67 Enabel (n.d.) Capitalisation note. Promotion of sexual and reproductive health rights among adolescents and young people in the Atlantic Department. 
68 HAL Id Kokou Romaric Sedouh. (2025). The role of men in family planning in sub-Saharan Africa. https://theses.hal.science/tel-05006222v1; 
69 Goita et al. (2025). CAP study of Malian breastfeeding women on family planning. Vol 26; pp 23–27. 
70 https://tciurbanhealth.org/wp-content/uploads/2018/05/Integrating-Family-Planning-FR.pdf 
71 Kavugho et al. (2025). Reproductive health of adolescent girls in the Democratic Republic of the Congo: Family perceptions and analysis of educational interventions. 
http://creativecommons.org/licenses/by/4.0. 
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According to the stakeholders interviewed, one of the major obstacles to the quality of services is the 
prevalence of negative prejudices among healthcare providers. These prejudices often manifest 
themselves in moralising attitudes, a refusal to provide certain contraceptive methods to unmarried young 
women, or a lack of confidentiality. The lack of specific training for providers, particularly regarding the 
needs of adolescents, exacerbates the situation. This is of particular concern in rural areas where 
healthcare staff are in short supply and overburdened, leading to resistance to providing additional 
services.  

To overcome these challenges, Belgian stakeholders have promoted the integration of services (FP, 
HIV/STIs, maternal health), thereby optimising every contact with the patient. This integrated approach 
to services is a key lever for improving access to services. FP is a key component of Enabel’s health 
programmes, facilitated by national policies and clear guidelines that enable the simultaneous provision 
of FP/STI/HIV/AIDS services (information, testing, products). Each interaction with the beneficiary thus 
becomes an opportunity to reinforce contraceptive continuity, in a non-stigmatising environment.  

Furthermore, FP, STIs and HIV/AIDS are integrated into training for health workers, and into training 
modules on the care of survivors of sexual violence, systematically including post-exposure prophylaxis 
to prevent HIV infection and the treatment of STIs, as illustrated by the case studies conducted in Burkina 
Faso and the DRC. Several Belgian NGOs have also expanded access to these services in remote areas 
and among underserved populations, notably through mobile clinics. 

However, despite the training provided, Enabel’s policy brief based on action research in Benin revealed 
that shortcomings remain in terms of health workers’ ability to provide high-quality contraceptive 
services.72 To address this challenge, Enabel has set up a network for discussion and support for service 
providers (in the form of coaching) to strengthen their expertise, particularly in the provision of modern 
contraceptive methods and the management of side effects.  

Furthermore, several academic research projects conducted as part of international collaborations (VLIR, 
ARES, IMT and ICRH) focus on preventing the transmission of STIs, HIV and cervical cancer. The results 
of these studies have helped to refine screening and prevention techniques. In the DRC, for example, 
research funded by ARES (a partnership between ULiège and UNIKIN) has led to the development of new 
diagnostic techniques for non-viral STIs, targeting marginalised groups such as sex workers and LGBTQI+ 
people. These innovations have attracted the interest of the Congolese government and the WHO, which 
are considering rolling out these new screening tests on a wider scale. 

Availability of FP products 

UNFPA is a key partner for governments in procuring a wide range of contraceptives, supported by co-
financing from its donors, including Belgium. It is essential to ensure the availability of a variety of 
contraceptive methods, including long-acting reversible methods, in order to guarantee free and informed 
choice.73 Membership of the IPPF network enables member organisations to benefit from global expertise 
in supply chain management, quality assurance systems and group purchasing mechanisms.  Case 
studies have revealed that the health facilities visited generally had sufficient stocks of contraceptives, 
thus offering a varied range and allowing genuine choice for service users. 

However, USAID’s withdrawal has led to a shortage of FP products in many countries. Whilst some 
national governments have attempted to remedy this situation, the commitment to maintaining supplies 
is not always guaranteed. In the DRC, for example, a major purchase of contraceptives by UNFPA was 
blocked in 2025 due to the Congolese government’s failure to meet its own financial contribution. Faced 
with this situation, Enabel and certain Belgian NGOs, such as Memisa, took the initiative to replenish FP 
stocks, but this replenishment was not always maintained after the projects came to an end. 

 
72 Enabel (n.d.) Policy brief: Full provision of free family planning (FP) services in Benin: what is the return on investment? 
73 Bado, A. R. (2025). Fertility intentions among high-parity women in West Africa. Futurity of Social Sciences, https://doi.org/10.57125/FS.2025.09.20.03. ; WHO. 
Emergency contraception: key facts. https://www.who.int/fr/news-room/fact-sheets/detail/emergency-contraception; WHO. Postpartum Family Planning Compendium. 
http://srhr.org/postpartumfp. 
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To remove barriers to accessing family planning (FP) services, discussions are currently underway 
regarding the provision of free FP products, including the management of side effects. Research by 
CERRHUD, a partner of IMT and Memisa, has demonstrated the importance of free FP for its sustained 
use. Focus group discussions with target groups (Benin, the DRC) also highlighted the importance of 
managing these side effects to ensure continued use of FP. In the DRC and Benin, Belgian stakeholders 
(the embassy, Enabel and several NGOs) are advocating for the integration of FP into universal health 
coverage systems, although this advocacy has not yet borne fruit. However, free provision alone is not 
sufficient to promote the use of FP, as documented in Enabel’s research study74 and the studies 
presented at the International Symposium on Scientific Advances in Sexual and Reproductive Health 
(CIASSSR – October 2025, Benin).  

Enabel’s approach in Benin is an excellent example of the holistic approach applied in most partner 
countries to boost the use of FP services. This three-pillar, three-target approach is based on three types 
of intervention: removing financial barriers, improving the quality of service provision and reducing socio-
cultural barriers. It specifically targets three groups: young people, women and men.  

Furthermore, Belgian stakeholders have expanded access to contraception in remote areas and among 
hard-to-reach target groups through mobile clinics (e.g. Médecins du Monde), collaboration with 
community health workers, and the integration of contraception into services for young people. In Uganda, 
the Flemish Red Cross deploys volunteers in refugee camps to identify and refer cases of rape and other 
sexual abuse, whilst disseminating information on prevention at the household level. However, despite 
these efforts, according to accounts from interviewees in Uganda and the DRC, the continued availability 
of contraception remains uncertain at times. Delivering FP products to the ‘last mile’ continues to pose 
logistical and financial challenges. 

Stock management 

Enabel is investing in strengthening health systems, specifically by improving the management of supply 
chains for medicines and family planning products. The digitisation of stock management, which has 
been integrated into Enabel’s programmes in Benin, the DRC and Burkina Faso, has helped to streamline 
this process and reduce stock-outs of contraceptives in hospitals and health centres.  

6.4.2 Demand 
Belgian stakeholders have combined mass awareness-raising strategies, such as information 
campaigns broadcast on local radio, television and digital platforms, with community mobilisation 
initiatives. The promotion of modern contraception is integrated into collaboration with community relays 
and into Enabel’s pilot approaches, such as motorbike ambulance management committees, GBV 
monitoring committees or groups, and parent schools. Peer education is also a key lever in these 
strategies. 

The literature review highlights that multi-channel awareness campaigns, utilising mass media, 
information and communication technologies, and interpersonal communication, are necessary to 
strengthen demand for family planning. Furthermore, the package of interventions approach has proven 
effective.75 Its impact is reinforced by the accessibility of health services, including the availability of 
contraceptive products and screening services for STIs, HIV and cervical cancer. The involvement of 
community and religious leaders is also essential to change attitudes and demonstrate that FP is not a 
rebellion against faith, but rather a matter of individual and collective responsibility.  

Targeted strategies, particularly the involvement of men in promoting family planning, are also essential. 
Enabel and several Belgian NGOs have launched initiatives to educate men about the socio-economic 
and health benefits of family planning, whilst promoting ‘positive masculinity’. Community-based 
approaches, such as ‘model men’s clubs’ and transformative conversations, have been piloted. In Burkina 

 
74 Enabel (n.d.) Policy brief. Policy brief: Fully free family planning (FP) services in Benin: what is the return on investment? 
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Faso, the ‘Husband Schools’ strategy, and in Benin and the DRC the ‘model men’s clubs’, have contributed 
to greater acceptance of contraception among couples. The ‘Parents’ Schools’ in Benin have facilitated 
intergenerational dialogue on sexuality, thereby reducing the taboos that hinder young people’s access to 
services. Members of the model men’s clubs and husbands’ schools whom we met confirmed that this 
approach has contributed to greater acceptance and promotion of modern contraception.  

Multi-component strategies targeting different population groups have had positive effects in the areas 
where Belgian actors are active. Annual project reports show an increase in the use of family planning 
services and a decrease in unmet contraceptive needs. These results far exceed the averages in the 
countries visited, highlighting the importance of targeted interventions. However, challenges remain, 
particularly due to pro-natalist socio-cultural norms and the stigmatisation of young people’s sexuality. 
Furthermore, dependence on external funding and the lack of sustainable investment from several partner 
countries threaten the continuity, and indeed the free provision, of FP services. 

 Prevention and management of GBV 
In 2023, nearly one in three women worldwide had experienced physical or sexual violence, which is often 
underreported.76 Although less common, boys and men are also survivors of GBV. Most low-income 
countries have adopted laws against GBV, but their implementation remains weak due to a lack of capacity, 
resources and cultural, religious or traditional resistance. According to the literature, effective strategies 
include survivor-centred care, multisectoral and multidimensional approaches (notably psychosocial care, 
socio-economic reintegration, and access to justice), coordinated through one-stop centres, a 
transformative approach to gender, the involvement of men, as well as awareness-raising and behaviour 
change interventions at multiple levels. However, the fragmentation of services remains a major obstacle, 
forcing survivors to navigate between various uncoordinated institutions, which leads to secondary trauma 
and delays in accessing care or justice. Finally, the WHO (2024) highlights the need to improve the 
availability of reliable data to better guide prevention policies and actions. 

6.5.1 Service provision: multidisciplinary care for survivors of GBV 
The Belgian response to GBV fully embraces a holistic and multisectoral approach, which is reflected in 
bilateral and multilateral programmes. In terms of provision, Belgian contributions are structured around 
three main approaches: 

1. Establishing and strengthening integrated multisectoral services, 

2. Addressing GBV in schools, 

3. Improving the management of data relating to GBV 

Concrete actions include: strengthening policies, protocols and standards; upgrading clinic infrastructure 
to ensure confidentiality and adequate supplies; training medical staff, including managers, to respond 
appropriately to sexual and gender-based violence (SGBV); establishing referral and support networks; and 
training judicial and police staff, as well as community workers, to enable them to interview women about 
the violence they have suffered, provide emotional support, deliver emergency medical care, assess the 
level of danger they face, intervene in crisis situations, document cases and refer them to the appropriate 
services. 

Many Belgian NGOs implement programmes with a GBV component, often as part of their gender policy. 
The focus is primarily on community-based responses, women’s empowerment and transformative gender 
approaches. A few NGOs are also investing in strengthening holistic care provision, such as MdM 
(focusing on street children in Benin and Burkina Faso, and mobile clinics in DRC-Kivu) and Memisa (which 
integrates medical and psychosocial care into primary healthcare). 

 
76 WHO 2024 – Violence against women, 2023 estimates. 
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The effectiveness of programmes varies from country to country, but evaluations show promising results 
in the multidisciplinary management of GBV. Nevertheless, the results often still have limited reach and 
the scaling up of good practices is not yet guaranteed. 

Establishment and strengthening of integrated, multisectoral service provision  

Known as CISM (Integrated Multisectoral Service Centre) in the DRC, Senegal and Benin, and as a ‘one-
stop centre‘77 or ‘guichet unique’ in Burkina Faso, Guinea and Rwanda, Enabel carried out, between 2017 
and 2024, the construction or refurbishment of 12 ‘one-stop centres’ integrated into hospitals and 13 
secure rooms in health centres (Rwanda) in these six countries, adapted to local contexts. These centres, 
which have been refurbished, equipped and provided with the necessary materials, are able – with varying 
degrees of effectiveness – to offer a range of integrated services, including medical, psychosocial, legal 
and judicial guidance, accommodation, as well as educational, economic and social reintegration services. 
The location of the one-stop centre in Guinea is unique, as it is implemented outside a hospital setting, in 
a centre for women’s empowerment and entrepreneurship. UNFPA and UNICEF are also implementing 
projects aimed at promoting the ‘one-stop centre’ strategy. Furthermore, in several countries, UNICEF 
supports the judicial system to ensure children’s rights are upheld, notably through legal assistance and 
care provided by children’s courts, protection units, mediation committees and transitional foster families. 
A multisectoral approach is also applied by certain NGOs, such as MdM and Memisa, but on a smaller 
scale. 

In the six countries where the SheDecides and PLVS programmes are being rolled out, Enabel has 
invested in training the various stakeholders involved in centres offering integrated multisectoral 
services, including the police and judicial staff. The literature shows that training health care providers, 
police officers and judicial actors in dignity, confidentiality and respect for autonomy builds survivors’ trust 
and reduces re-victimisation. Evaluation data confirm that trained staff feel more competent to provide 
appropriate care. Training is particularly effective when accompanied by harmonised protocols and 
systemic reforms. 

In the DRC and Senegal, Enabel funded socio-anthropological studies to better understand the different 
forms of sexual violence, which served as the basis for developing protocols for the integrated care of 
survivors of sexual and gender-based violence (SVSBG), better suited to the needs of survivors. 
Furthermore, Enabel contributed to the development of guidelines for holistic care as part of the Rwanda 
programme. However, at the time of the evaluation, these improved protocols were only being applied in 
centres and hospitals supported by Enabel. Enabel’s experience shows that the effective implementation 
of these protocols faces numerous practical, financial and institutional obstacles. 

In the three countries where one-stop centres/CISMs are currently operational (Burkina Faso, the DRC 
and Rwanda), the results show an increase in the number of survivors of sexual and gender-based 
violence (SGBV) receiving support, the number of survivors who have filed complaints, and the number of 
survivors reintegrated into their communities. Data from the evaluation in the DRC show that when 
protocols are fully implemented and adhered to, with appropriate infrastructure and full availability of the 
various human resource profiles, the one-stop centre approach is particularly effective. 

However, these centres are mainly located in capital cities and major towns, making them less accessible 
to semi-urban and rural populations, with the exception of Rwanda, where a decentralised approach has 
been implemented. This approach involves the creation of safe rooms within health centres, supplemented 
by a consolidated referral system. 

The total number of one-stop centres (funded by Belgium or other TFPs) remains limited in each country 
(for example, 14 in the DRC and 4 in Benin) and not all are fully functional. According to Enabel’s 
SheDecides capitalisation note (2024), the one-stop centres in Guinea and Senegal were not yet 
operational. The evaluation in the DRC revealed that the targeted hospitals are unable to provide all 
services in an integrated manner. In practice, the one-stop-shop approach faces several obstacles, 

 
77 In the Equity programme, funded by AFD. 
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including: slow institutional and bureaucratic procedures, inadequate infrastructure, a shortage of certain 
qualified professionals (psychologists and/or social workers), limited availability of lawyers and/or an 
underperforming legal system, and poor inter-institutional coordination.  

Enabel has made considerable efforts to overcome these challenges, often supported by action research 
and/or policy briefs aimed at persuading public authorities to adopt certain approaches. For example, to 
address the shortage of staff in hospitals, collaborations with NGOs have been encouraged. In the DRC, 
partnerships were established with law firms to improve access to justice, and in Burkina Faso, with the 
Burkinabé Movement for Human and Peoples’ Rights. It should be noted that both Enabel and UNFPA have 
invested in improving inter-institutional coordination, particularly through the revitalisation of GBV 
thematic groups.  

Furthermore, to address the challenges associated with the one-stop-shop approach and bring services 
closer to citizens, Enabel Benin has implemented an alternative approach through the creation of zero 
GBV village committees (CVZVBG) and the networking of institutions involved in the multisectoral 
management of GBV cases. Similar community-based approaches have been implemented in Burkina 
Faso (village monitoring units and early warning networks) and in the DRC (alert teams). This community-
based approach has had a significant impact on the number of cases identified and referred to the 
appropriate services. Elsewhere, the use of messaging platforms between professionals has enabled 
faster case management and better collaboration between health, police and justice sector actors.  

The response to GBV in schools 

The literature shows that the education sector often lags behind the health sector when it comes to 
policies addressing GBV, even though evidence of sexual harassment and other forms of GBV in schools 
is well documented. In this context, the SheDecides and PLVS programmes, as well as other Enabel health 
programmes, pay particular attention to GBV in schools. This issue has been integrated into life skills 
education modules and school clubs involving pupils. In the DRC, Enabel has contributed to the roll-out of 
the national policy on establishing complaint mechanisms in 24 schools involved in Enabel’s programmes. 
At the same time, UNFPA is implementing similar programmes, such as the project to strengthen 
complaint mechanisms in the DRC, funded in part by the World Bank. 

Preliminary results from these interventions show that young people have gained a better understanding 
of the different forms of GBV and are informing their peers about it. Anecdotal examples in the DRC and 
Uganda of identified and referred cases of sexual violence show that students have used the complaint 
mechanisms put in place. Comprehensive data on the effectiveness of this approach is not yet available. 

Digitisation and management of GBV data 

Enabel and UNFPA have invested in the digitisation of GBV databases and in training users to improve 
data management (Benin, Burkina Faso and the DRC). These initiatives are in line with international 
recommendations aimed at strengthening monitoring and integrating GBV into health information systems 
(see also the section on strengthening health systems). In countries such as the DRC, Benin and Burkina 
Faso, encouraging results are being observed. 

6.5.2 Demand – the community response 
Community mobilisation and women’s empowerment are essential complements to the provision of 
GBV-related services. Substantial evidence suggests that the prevention of violence requires community-
level interventions (WHO, 2002). The literature highlights that participatory approaches involving 
communities and opinion leaders help to reduce tolerance of violence and increase demand for GBV and 
SRHR services. These interventions aim to promote non-violent behaviour, challenge the underlying beliefs 
that justify the subordination of women and the use of violence to resolve conflicts, and encourage women 
and men to provide greater support to their loved ones who are survivors of violence. The literature shows 
that effective programmes are not limited to a single-entry point, but combine activities such as community 
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dialogue, peer education, media campaigns and individual follow-up to reinforce key messages on multiple 
fronts.78  

All Belgian stakeholders are implementing programmes that closely involve communities in the 
prevention of and response to GBV. The community-based approach features prominently in the 
programmes of Belgian NGOs, as well as in Enabel’s SheDecides programmes and the PLVS in the DRC. 
These strategies can be divided into three main groups: 

• Community awareness-raising 
• The creation and strengthening of community-based prevention, early warning and referral structures 
• Women’s empowerment 

Community awareness-raising 

Both Enabel and Belgian NGOs have implemented awareness-raising strategies, including peer 
education, through initiatives such as schools for husbands in Burkina Faso, schools for parents in Benin, 
youth clubs in the DRC, and dialogue and group discussion sessions in Rwanda. Furthermore, Enabel and 
several Belgian NGOs have invested in mass campaigns (television, local radio, the international 16 Days 
of Activism campaign), as well as educational talks and home visits, in collaboration with the authorities, 
religious and traditional leaders, local NGOs and existing community outreach networks. The literature 
highlights the effectiveness of approaches such as ‘edutainment’, which uses radio and television to 
promote health and social change.  

Although the monitoring data focus on indicators such as the number of peer educators trained or the 
number of awareness-raising sessions held, the direct impact of these initiatives on reducing GBV 
remains difficult to assess and will only become apparent in the longer term. That said, positive changes 
in attitudes and behaviours have been observed among the various target groups encountered. Based on 
effective practices described in the literature, we can assume that, provided there are sustained efforts (by 
Belgian actors, TFPs and/or governments), the long-term effects of Belgian interventions can be achieved. 
The evaluation was able to validate the effects on the peer educators trained (for example, increased 
knowledge, better understanding and greater commitment), but it did not allow for an assessment of the 
effects of their own peer education initiatives.  

Criticisms raised by the stakeholders interviewed relate to the lack of coordination and harmonisation 
between the various awareness-raising campaigns, a fragmented approach with initiatives scattered 
across different communities, and the lack of ongoing support for peer educators.  

The literature also highlights that gender-transformative approaches are at the heart of effective 
programmes. By involving men as allies in normative change, these initiatives avoid tokenism and foster 
broader community buy-in. Enabel and Belgian NGOs collaborate with partners explicitly promoting 
positive masculinity, such as Le Monde selon les femmes (Guinea and the DRC), MdM (Burkina Faso, Benin 
and the DRC) and ULB Coopération (the DRC). In Guinea, Enabel piloted an approach known as 
‘transformative conversation’, which was subsequently adopted in the DRC. These initiatives have shown 
promise, leading to lasting changes in participants’ attitudes and behaviours. However, they remain 
limited in scope, require a consolidation phase lasting several months and have not yet been widely 
adopted by national governments. 

Community structures 

As mentioned previously, Enabel has demonstrated that multisectoral cooperation to address GBV can 
also be organised at the community level. A key factor in these approaches is the creation of a community 
structure, such as the ‘zero GBV’ village committees in Benin, the village monitoring units and the early 
warning network in Burkina Faso, or the early warning groups in the DRC. The approach adopted in Benin 

 
78 Gottert, A., Pulerwitz, J., Weiner, R., Okondo, C., Werner, J., Magni, S., & Mathur, S. (2025). Systematic review of reviews on interventions to engage men and boys as 
clients, partners and agents of change for improved sexual and reproductive health and rights. BMJ Open, 15(1), e083950. https://doi.org/10.1136/bmjopen-2024-
083950; Greene, M. C., Bencomo, C., Rees, S., Ventevogel, P., Likindikoki, S., Nemiro, A., Bonz, A., Mbwambo, J. K. K., Tol, W. A., & McGovern, T. M. (2021). Multilevel 
Determinants of Integrated Service Delivery for Intimate Partner Violence and Mental Health in Humanitarian Settings. International Journal of Environmental Research 
and Public Health, 18(23), 12484.  

https://doi.org/10.1136/bmjopen-2024-083950
https://doi.org/10.1136/bmjopen-2024-083950
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was supported by participatory and inclusive action research; the initiative was strongly embraced by the 
communities, and the committees are functioning well. 

The case studies have shown that, in addition to their role in identifying and referring cases of GBV, these 
community structures play an important role in raising community awareness, supporting social 
reintegration (a process which also raises awareness) and facilitating social mediation (with the 
exception of serious cases). The PLVS programme in the DRC demonstrates that the promotion of social 
mediation must be carefully adapted to the local context to avoid an overly hasty recourse to amicable 
mediation, which could lead to the normalisation of certain harmful behaviours relating to sexual violence. 

Women’s empowerment 

At the International Conference on Scientific Advances in Sexual and Reproductive Health held in Benin in 
October 2025, several studies highlighted the importance of women’s level of education and financial 
independence in asserting their sexual and reproductive rights and improving access to SRHR.  

In this context, several NGOs and certain Enabel programmes are implementing initiatives aimed at 
improving women’s access to education, the labour market and entrepreneurship. For example, the 
Enabel programme in Burkina Faso includes a women’s empowerment project, which is geographically 
aligned with interventions addressing GBV. In Guinea, the one-stop centre is located within the women’s 
empowerment and entrepreneurship centre, thereby facilitating collaboration between the various services 
operating on the ground. In Rwanda and Uganda, savings groups have been strengthened to promote 
women’s financial independence. 

However, although most Belgian actors carry out interventions in support of women’s entrepreneurship, 
these actions are not always implemented in the same geographical areas, nor among the same target 
groups as SRHR interventions. It is therefore difficult to determine to what extent these two types of 
interventions reinforce one another. 
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7 Sustainability 

 

Interventions funded by Belgium have contributed significantly to strengthening the sustainability of 
SRHR services in partner countries, notably through HSS, the improvement of the quality of care and the 
stimulation of community demand. However, the sustainability of these results continues to face 
significant structural challenges, particularly in financial and regulatory terms. 

 Institutional sustainability and national ownership 
Institutional sustainability appears generally robust, owing to close alignment with national policies and 
the embedding of interventions at various levels of the health system. Three main drivers underpin this 
dynamic: (i) integration into national systems, (ii) the development and ownership of pilot models, and (iii) 
capacity building for stakeholders. 

Firstly, the integration of interventions into national health systems has fostered their ownership by 
public institutions. In Benin, for example, the ‘triple anchoring’ (national, departmental and peripheral) has 
helped to strengthen public sector ownership of SRHR interventions.  

Secondly, the use of pilot projects has enabled innovative approaches to be tested and formalised before 
scaling up. In Burkina Faso, the digitalised system for collecting data on GBV, initially trialled with Enabel’s 
support, has been officially adopted by the national authorities with a view to rolling it out nationwide. This 
modelling process is a key driver of institutional sustainability, facilitating the gradual adoption of 
innovations by public authorities. Similarly, in Uganda, certain innovations, such as the Family Connect 
digital platform, have been integrated into government systems, contributing to their long-term viability. 

Thirdly, capacity building is a major cross-cutting lever for sustainability. Investments in continuing 
professional development (such as the integration of modules into existing training programmes and e-
learning modules), mentoring and the improvement of professional practices help to consolidate skills 
within national institutions and health facilities. These achievements, observed in particular in the fields of 
obstetric care in Uganda and medicines management in Burkina Faso, tend to endure beyond the duration 
of external funding. Similarly, in the DRC, training modules on sexual violence have been structurally 
integrated into the basic training of new magistrates by the High Council of the Judiciary. 

However, despite these advances, institutional sustainability remains dependent on structural factors, 
notably the availability of sufficient financial resources, the stability of human resources, and the 
capacity of institutions to scale up and maintain the innovations introduced. 

 Social sustainability and community engagement 
Belgian interventions have helped to strengthen the social sustainability of SRHR services by fostering 
strong community roots, based on participatory approaches that position beneficiaries as agents of 
change. These approaches can be grouped around three complementary dynamics: (i) the transformation 
of social norms, (ii) the strengthening of community-based mechanisms for accessing services, and (iii) 
the development of local monitoring and protection mechanisms. 

Firstly, the interventions have helped to change social norms and behaviours relating to SRHR. In the 
DRC, the ‘transformative conversation’ approach has helped to change the attitudes of certain groups in 
the intervention areas, particularly men and young people (including ‘Kuluna’ groups), towards gender 
equality and violence. In Benin, ‘parent schools’ have fostered intergenerational dialogue on issues of 
sexuality, helping to reduce the influence of taboos and improve the acceptability of services. 

QE4 – Sustainability: To what extent do the results achieved offer prospects for institutional, financial 
and social sustainability beyond the direct support of Belgian cooperation? 
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Secondly, the interventions have strengthened communities’ capacity to organise and fund access to 
health services. In Benin, community management of motorbike ambulances has significantly reduced 
transport times in obstetric emergencies. In Uganda, community savings schemes (‘Saving for Health’) 
have facilitated the mobilisation of local resources to cover healthcare costs, thereby strengthening 
household autonomy. 

Thirdly, innovative community-based mechanisms have been established to prevent and respond to 
gender-based violence. In Burkina Faso, Benin and the DRC, early warning systems, based on community 
networks and village monitoring groups, have improved the identification and referral of GBV cases at the 
grassroots level. 

However, these impacts are largely confined to the intervention areas and do not represent a profound 
change in social norms. Furthermore, the sustainability of these gains remains dependent on the 
continuity of support, the institutional formalisation of these mechanisms and their integration with public 
services, in contexts where social norms can still be highly restrictive. 

 Funding challenges in the health sector 
Despite the progress observed, the sustainability of SRHR interventions remains severely constrained by 
structural funding challenges. Persistent reliance on external funding, combined with low mobilisation of 
domestic resources, undermines the sustainability of services. 

In several countries, health systems remain largely dependent on international aid. In the DRC, nearly 
two-thirds of health sector funding comes from technical and financial partners, whilst the state’s 
budgetary commitments are not fully met, resulting in instability in the remuneration of key staff, such as 
psychologists or social workers. In Burkina Faso, although significant investments have been made in 
infrastructure, the inclusion of operating costs, particularly for Mother and Child Centres, in public budgets 
remains insufficient, limiting their long-term viability. In Uganda, the reduction in funding from certain 
donors has already led to the elimination of essential posts, such as GBV focal points, illustrating the 
vulnerability of these systems to fluctuations in international aid. In Benin, the policy of providing free 
family planning services is placing pressure on the funding mechanisms of health facilities, in the absence 
of adequate budgetary compensation from the state, which may affect the quality of services in the 
medium term. 
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8 Conclusions  
C1 Between 2017 and 2024, Belgian cooperation actors contributed significantly to improving access 

to, and the quality, availability and utilisation of, SRHR services, as well as to the progressive 
realisation of related rights in the intervention areas.  

The results observed in the case studies indicate positive contributions to reducing maternal mortality and 
decreasing unmet needs in family planning, in line with the SDGs. Furthermore, changes are evident in 
social norms and behaviour within the targeted communities, particularly regarding the use of SRHR 
services, including by adolescents and young people. With regard to GBV, the interventions have 
contributed to a better understanding of the phenomenon, an increase in the number of cases identified, 
and a strengthening of multisectoral support mechanisms for survivors. 

The evaluation, and particularly the case studies, provide sufficient evidence to confirm the ToC 
hypotheses, thereby validating the results obtained. These results are based on several converging 
explanatory factors. Firstly, the interventions form part of multisectoral, multi-component approaches 
implemented at various levels (community, services, governance), enabling simultaneous action on supply, 
demand and the normative environment. Secondly, participatory and inclusive approaches have fostered 
ownership by communities and target groups, thereby contributing to behavioural changes. Thirdly, 
integrated mechanisms combining capacity building, structured training, simulation exercises, on-site 
mentoring and improvements to clinical protocols have led to tangible improvements in the quality of care.  

The holistic approach adopted by most Belgian stakeholders, and in particular by Enabel, appears to be a 
key factor in these results. By linking the strengthening of service provision (including support for 
equipment and infrastructure) with demand-side interventions, it has simultaneously removed several 
barriers to access to SRHR services. In this context, the strengthening of health systems – particularly in 
terms of governance, human resources management, information systems, supply chains, digitalisation 
and financing – has been a key driver of sustainable improvements in access to and the quality of services.  

Finally, aligning interventions with national priorities and the needs of partner countries has enhanced their 
relevance and effectiveness and is a key driver of institutional sustainability. In several contexts, Belgian 
cooperation has not only supported the implementation of national SRHR policies but has also contributed 
to the operationalisation of regulatory frameworks and protocols, thereby strengthening the institutional 
environment conducive to the realisation of SRHR.  

C2 Enabel and most of the non-governmental actors have aligned themselves with national community 
health policies and have collaborated closely with community representatives, local leaders, and 
religious and traditional authorities. This collaboration has helped to strengthen demand for SRHR, 
open up spaces for dialogue on gender roles and socio-cultural norms, and thus change attitudes 
and behaviours in favour of SRHR.  

Enabel and a number of NGOs have piloted new community-based approaches aimed at improving access 
to and use of SRHR services, as well as raising awareness to change behaviours, particularly regarding 
maternal health, young people’s access to SRHR, family planning, and the prevention of and response to 
GBV.  

Most Belgian actors also adopt a transformative approach to gender, involving men and young people and 
empowering women. However, the organisational arrangements put in place to operationalise this 
approach vary depending on the actors and the implementation contexts of the projects. The most 
significant effects are observable in trajectories of gradual and long-term change. 

Traditional and conservative forces in many partner countries, as well as the anti-gender movement, have 
not directly affected the implementation of interventions, except in cases involving actions targeting 
certain sexual and gender minorities. Where necessary, Belgian actors have adapted their language and 
approaches to the sensitivities of the contexts. Nevertheless, despite examples of behavioural change, 
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taboos and rumours relating to SRHR persist within communities. These limitations highlight that current 
approaches, whilst relevant, remain insufficiently systematic and nuanced to sustainably dismantle 
mechanisms of exclusion and profoundly transform social norms. 

Finally, cross-cutting limitations remain. Intersectionality is rarely explicitly taken into account in the 
analyses and strategies of Belgian actors. Similarly, the specific needs of certain groups, such as men, 
older people or people living with disabilities, remain under-addressed. In certain sensitive political 
contexts, the approach towards sexual and gender minorities is cautious. Interventions prioritise the 
principles of non-discrimination and confidentiality in access to services but often avoid explicit targeting 
due to legal and security constraints. 

C3 Belgium has invested in promoting SRHR through a variety of channels, each offering comparative 
advantages. However, the choice of these channels is based more on the mandates and objectives 
of the actors involved than on a systematic analysis of their effectiveness and efficiency in 
improving access to and the quality of SRHR services. This limits the ability to optimise resource 
allocation and maximise the overall impact of the Belgian approach to SRHR. 

Enabel’s added value, compared to other TFPs, lies in its positioning at both institutional and political levels 
(national and regional), as well as in its capacity for operational implementation, notably through the testing 
of innovative approaches and models (‘triple anchoring’), and in the fact that it is an agency supporting 
multiple sectors, which facilitates a multisectoral approach.  

Thanks to its long-standing presence in several partner countries and the recognition of its expertise, 
Enabel enjoys the legitimacy to engage in dialogue on sensitive SRHR-related issues, such as abortion, 
young people’s access to SRH, comprehensive sexuality education and sexual violence, as well as the 
rights-based approach. Even in contexts marked by anti-gender or anti-SRHR rhetoric, Belgium has helped 
to maintain or strengthen the presence of SRHR on the political agenda.  

Belgium also supports research on SRHR-related topics, notably through Flemish and Walloon inter-
university cooperation, funding for IMT and ICRH programmes, and collaboration with local research 
institutes. This work has helped to inform national policy-making processes, support the implementation 
of interventions by Belgian actors, and develop innovative tools aimed at improving the quality of SRHR 
services. 

The interventions of non-governmental actors (particularly NGOs) are broadly similar to those of Enabel, 
but implemented on a smaller scale. They nevertheless offer specific added value by working with 
particularly vulnerable or marginalised populations and by strengthening the capacities of local 
organisations, which play a key role in defending the rights of health service users and in political advocacy. 
This added value is particularly evident in fragile or conflict contexts, where their local presence facilitates 
access and the continuity of interventions.   

Finally, core funding from multilateral agencies, such as UNFPA and UNICEF, remains a key lever for 
supporting governments in developing policies and strategies relating to SRHR (UNFPA) and community 
health (UNICEF). The supported interventions form part of UNFPA’s three transformative results, structured 
around the ‘three zeros’: zero unmet need for family planning, zero preventable maternal deaths and zero 
gender-based violence.  

C4 The effectiveness and efficiency of the interventions by the various actors are undermined by 
limited coordination and complementarity between Belgian NGOs, between Belgian NGOs and 
Enabel, and between Belgian actors and other TFPs, including UNFPA. 

Several factors explain the lack of coherence and complementarity among Belgian actors, such as a lack 
of will, resources and leadership, competition between Belgian actors and discrepancies in their 
programming cycles, thereby limiting the implementation of more structured collaborative dynamics. 
Despite these challenges, concrete synergies do exist, facilitated by the fact that certain NGOs operate in 
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the same geographical areas, run joint programmes, receive joint grants or carry out academic research 
projects in partnership.  

The lack of coherence and complementarity between the TFPs in partner countries is due to the absence 
of strategic coordination frameworks and insufficient leadership within partner governments. This 
prevents effective coordination at the strategic, policy and programmatic levels, leading to a risk of 
duplication of interventions and reducing the capacity of stakeholders to adopt a common, effective and 
efficient approach to the complex challenges related to SRHR in partner countries. However, Belgium has 
played a key role in establishing coordination and strategic reflection platforms, as observed in Benin and 
the DRC. 

C5 The SheDecides initiative has helped to strengthen the political visibility and legitimacy of SRHR in 
the discourse of Belgian cooperation, as well as leading to increased funding, particularly for 
multilateral cooperation (notably UNFPA) and bilateral cooperation (via Enabel’s SheDecides 
programmes), without, however, fundamentally transforming the strategic orientations or 
operational modalities of non-governmental actors. 

The selection of SheDecides countries was not the result of a deliberate strategy, but was instead 
influenced by opportunistic dynamics, such as the timing of the formulation of a new phase of Enabel’s 
health programme or the launch of cooperation with new partner countries.  

In contrast, countries not covered by the SheDecides initiative followed different trajectories, more focused 
on a public health approach, with an emphasis on reducing maternal and neonatal mortality and family 
planning. Other pillars of SRHR have been integrated across the board into Enabel’s health, education, 
security and entrepreneurship programmes, whilst allowing for a degree of flexibility to adapt to the 
specific political acceptability of each context. However, coordination between these programmes remains 
limited and the approaches are not always explicitly grounded in sexual and reproductive rights (less 
attention is paid to raising awareness of rights or to collaboration with civil society organisations that 
defend patients’ rights). This results in a fragmented approach, where the integration of SRHR depends 
heavily on contexts and programmes, to the detriment of a coherent strategic vision. 

Finally, the number of Belgian non-governmental actors implementing interventions specifically dedicated 
to SRHR remains limited (notably outside the IMT and ICRH). For most NGOs, SRHR is mainly integrated 
into gender programmes, as a component of interventions more broadly targeting the interests of women 
and girls. 

C6 The institutional sustainability of the results of Belgian interventions is, to a certain extent, assured, 
insofar as these are aligned with public policies and support the government’s efforts to scale up 
innovative practices. However, this scaling up and the consolidation of results remain limited by a 
lack of funding, leadership and political will, amongst other factors.  

Several factors undermine the sustainability of the results of interventions carried out by Belgian actors. 
Underfunding of health systems and the low mobilisation of domestic resources in most partner countries 
constitute major constraints. Added to this is the absence of multisectoral strategies by national 
governments and weak inter-ministerial collaboration.  

Other limiting factors relate to the anchoring of SRHR programmes in ministries other than the Ministry of 
Health, which often have limited budgets, as well as the weakness of government management of human 
resources in the health sector. Furthermore, the reduction in development cooperation funding 
exacerbates existing constraints.  

Finally, socio-cultural and traditional norms, which are often conservative and not conducive to a rights-
based approach, continue to hinder ownership and the sustainability of achievements.  

These various factors are the focus of advocacy efforts by Belgian stakeholders and multilateral agencies, 
with results varying according to context.  
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9 Recommendations 

 

R1 Continue and strengthen investment in SRHR, both through specific programmes and via their cross-
cutting integration, by mobilising the various funding channels in a complementary manner. 
Based on: C1, C2, C3 
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The evaluation results show that Belgian interventions have contributed significantly to improving 
access to, the quality of, and the use of SRHR services, particularly through integrated approaches 
combining supply-side strengthening, demand stimulation and actions on social norms (C1, C2). The 
diversity of the channels mobilised is an asset, with each actor bringing specific added value (C3). 
However, needs remain significant and the dynamics of change, particularly regarding social norms and 
a rights-based approach, require sustained and long-term investment. Against a backdrop of increasing 
pressure on funding, the rise of anti-gender movements and socio-political resistance, maintaining and 
strengthening Belgium’s commitment appears essential to consolidate achievements and continue 
progress in SRHR. 
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Office of the Minister for Development Cooperation (short term):  
• Clearly position Belgium internationally as a leader in SRHR, reaffirming their importance as a lever 

for development, and highlighting their key role in achieving the SDGs and their cross-cutting 
impact on other priorities of Belgian cooperation. 

• Clearly define the priority of SRHR relative to other development cooperation priorities. 
• Support long-term financial commitments, moving beyond a project-based approach, to promote 

sustainable changes in social norms and behaviours, and consolidate the achievements of Belgian 
programmes, whilst highlighting Belgium’s legitimacy and expertise in this field.  

The recommendations set out in this report are based on the findings and conclusions of this evaluation. 
They should be read in the light of the following points: 

• They are addressed to different types of stakeholders and are categorised according to their 
implementation timeframe, distinguishing between:  

o short term: actions that can be undertaken rapidly, within the framework of existing 
mechanisms (1–2 years);  

o medium term: actions requiring programmatic or organisational adjustments (3–5 years);  
o long term: structural transformations involving more profound strategic or institutional 

changes (5 years or more).  
• They have been the subject of several discussions and validation meetings with the various 

stakeholders concerned, including at different management levels, to ensure their relevance, 
feasibility and ownership.  

• They are not intended to be implemented simultaneously and require prioritisation by stakeholders, 
based on their mandates, available resources and a context marked by increasing budgetary 
constraints.  

• Some recommendations specifically target the SRHR sector (R1 and R4), whilst others have a more 
cross-cutting scope (R2 and R3) and may be shared with other sectors or integrated into broader 
strategic considerations.  

• The practical arrangements for implementation will depend on the scenarios adopted by 
stakeholders and the objectives pursued, implying different pathways.  

The recommendations set out in this report aim to guide stakeholders’ strategic and programmatic 
choices. They do not prescribe detailed operational procedures, as these must be defined by 
stakeholders in accordance with their mandates and the contexts in which they operate. 
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• Explore innovative financing mechanisms for use at international level, in Belgium and/or partner 
countries, for example Social Impact Bonds or Volume Guarantees in collaboration with the private 
sector, Debt-2-Health Swaps, new crowdfunding initiatives such as SheDecides, regional trust 
funds, etc.79    

FPS Foreign Affairs / Embassies (medium term):  
• Strengthen the internal capacity of embassies in the area of SRHR by organising dedicated training 

courses, drawing on technical expertise where possible (health/SRHR experts), and systematically 
integrating SRHR into training programmes for diplomats.  

DGD (short term):  
• Develop, in collaboration with all Belgian stakeholders, a strategic narrative, potentially supported 

by a Theory of Change, clarifying why and how Belgium invests in SRHR, whilst also specifying 
differentiated approaches tailored to the specific contexts of partner countries. This narrative 
should specify how Belgium positions itself within the SRHR ecosystem, and how the various 
funding channels (bilateral, multilateral, and non-governmental actors) can be mobilised in a 
complementary manner to maximise impact, whilst clarifying the added value of each. The 
importance of collaboration with community representatives, local leaders, and religious and 
traditional authorities must be emphasised.  

Enabel (short & medium term):  
• Continue to develop specific SRHR programmes and projects, adopting a multisectoral and rights-

based approach, whilst building on existing experiences and innovations.  
• Ensure that all pillars of SRHR are preserved when integrated into a territorial approach, with a 

focus on strengthening the health system and dual anchoring. 

Non-governmental actors (medium term):  
• Strengthen the explicit integration of SRHR into programmes, on both the supply and demand sides, 

in particular, but not exclusively, for NGOs active in the health sector.  
• Enhance their positioning within international networks and intensify advocacy for SRHR in existing 

forums. 

R2 Better document and promote the results of Belgium’s contribution to the promotion of SRHR, in 
order to enhance the visibility of its work and contribute to the generation of knowledge on what 
works, for whom, and in which contexts. 
Based on: C1, C2, C3 

Ju
st

ifi
ca

tio
n 

The evaluation results show significant progress in terms of access to, quality of, and use of SRHR 
services, as well as changes in social norms and behaviours (C1, C2). However, these results remain 
insufficiently documented and promoted, particularly regarding the mechanisms of change and the 
medium- and long-term effects. Against a backdrop of budgetary constraints and growing debates 
surrounding SRHR, improved production and dissemination of evidence is essential to strengthen the 
legitimacy of Belgium’s action, inform strategic choices and inform international advocacy (C3). 
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Cabinet – DGD (medium term):  
• Invest in a specific study on the contribution of multilateral agencies (such as UNFPA, UNICEF and 

UN Women) to SRHR, to complement this assessment and address existing gaps in the 
documentation of these actors’ impacts and contributions.  

• Highlight the impact of Belgian diplomacy on SRHR and Belgium’s stance on anti-gender and anti-
sexual and reproductive rights movements.  

DGD (short term):  

 
79 See also Countdown 2030 European Consortium (2025) Unlocking the future for SHRH. 
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• Incorporate an SRHR marker into the PRISMA database (and/or raise this proposal in ODA 
discussions within the OECD/DAC) to improve the monitoring of funding and enhance the visibility 
of SRHR in communication strategies and tools.  

Enabel (short term):  
• Continue investing in action research and further integrate the realistic evaluation approach (what 

works, for whom, how and in what context).  
• Analyse the impact at the level of final beneficiaries (access to and use of SRHR services), and 

carry out cost-benefit analyses to inform internal and international discussions on the relevance, 
effectiveness and efficiency of certain approaches.  

Non-governmental actors (medium term):  
• Strengthen collaboration between NGOs, universities and research centres involved in 

development cooperation, in order to produce relevant studies, including action research or 
realistic evaluations, to better document achievements and improve the effectiveness of 
interventions. 

R3 Strengthen coherence and complementarity among Belgian actors, as well as with other donors, in 
order to increase and consolidate the effectiveness and sustainability of interventions promoting 
SRHR from a multisectoral perspective.  
Based on: C4, C5 

Ju
st

ifi
ca

tio
n 

The evaluation highlights that the lack of coordination and complementarity between Belgian actors and 
with other donors limits the effectiveness and efficiency of interventions (C4). Despite a willingness to 
collaborate, this is hampered by practical constraints (limited resources, time, competitive dynamics 
between actors) and the absence of suitable frameworks to facilitate strategic and programmatic 
coordination. Existing mechanisms, such as the Common Strategic Frameworks, do not always ensure 
effective and operational complementarity between Belgian actors. Furthermore, certain arrangements, 
notably procurement procedures, encourage competitive dynamics that can hinder the development of 
sustainable partnerships based on shared strategic visions. In this context, strengthening coordination 
mechanisms and adapting existing instruments appear necessary to promote more integrated, coherent 
and effective approaches to SRHR (C5). 
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Office of the Minister for Development Cooperation and DGD (short term):  
• Engage in discussions with all stakeholders in the sector to improve existing coordination 

mechanisms, in particular the Common Strategic Framework, and explore alternative approaches 
to strengthen thematic, territorial and cross-sectoral cooperation.  

• Allocate, where necessary, dedicated resources to these coordination functions.  

FPS Foreign Affairs / Embassies (medium term):  
• Strengthen their unifying role by promoting complementarity and synergies between Belgian 

stakeholders, going beyond mere information sharing, by involving national authorities (and, where 
relevant, local authorities) more closely in these processes (drawing inspiration from examples in 
the DRC and Burkina Faso).  

• Support strategic donor coordination, in particular by collaborating with UNFPA, to strengthen 
government leadership in the management of SRHR interventions.  

Enabel (medium term):  
• Examine the terms of strategic partnerships with civil society actors to strengthen and complement 

Enabel’s interventions with a view to greater effectiveness and sustainability.   

Non-governmental actors (medium term):  
• Integrate SRHR more explicitly into consultation forums between non-governmental actors in 

partner countries. 
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• Allocate dedicated resources for coordination and collaboration, both among Belgian actors and 
with other TFPs, to maximise the impact of interventions. 

• In Belgium, the SRHR working group of the Be-cause Health platform (which includes the non-
governmental actors, Enabel and the DGD, coordinated by Sensoa) could facilitate discussions on 
the obstacles and solutions related to the complementarity of Belgian interventions in the field of 
SRHR. 

R4 Promote long-term collaborations and strengthen an approach focused on health system 
strengthening, in order to consolidate the institutional and financial sustainability of SRHR 
intervention outcomes.  
Based on: C6 
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The sustainability of results remains undermined by the structural underfunding of health systems and 
heavy reliance on external aid, against a backdrop of declining international funding. Approaches that are 
still largely organised in the form of projects limit the institutional anchoring of achievements. 
Furthermore, the low mobilisation of domestic resources, institutional fragmentation and the weight of 
socio-cultural norms that are not conducive to rights hinder the sustainability of results. In this context, 
a systemic approach and long-term partnerships appear essential. A structured review of 
complementarity with the private sector may also help to diversify funding sources, whilst ensuring 
adherence to a rights-based approach. 
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Office of the Minister for Development Cooperation and DGD (short term):  
• Clarify the implications of the ‘mutually beneficial partnerships’ approach for social sectors such 

as health and SRHR.  
• Support partner countries in increasing the mobilisation of domestic resources for health, and 

explore, in a structured manner, possible synergies with the private sector.  

Embassies and Enabel (medium term):  
• Ensure that SRHR interventions are institutionally embedded within ministries that wield the 

greatest influence in financial, technical and political terms.  
• Help partner countries secure significant, long-term investment in SRHR from donors, development 

banks, pharmaceutical companies and others.  

Enabel (medium term):  
• Continue to implement health programmes focused on strengthening health systems.  
• Strengthen strategic capacities at country level (e.g. through health/SRHR experts or ‘stratex’).  

Non-governmental actors (short term):  
• Strengthen the integration of SRHR into multi-year programmes and limit ad hoc project-based 

approaches.  
• Further strengthen the capacities of local organisations active in advocating for SRHR. 
• Improve alignment with Enabel’s interventions, where relevant. 

R5 Develop a clear ‘Leave No One Behind’ strategy, aimed at better analysing and reducing mechanisms 
of exclusion, and implementing approaches tailored to the needs of specific groups. 
Based on: C2 
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Whilst Belgian actors generally adopt a rights-based and gender-sensitive approach, intersectionality is 
rarely explicitly integrated into strategies and interventions, and certain groups are insufficiently taken 
into account, notably people living with disabilities, men, older people or, in certain contexts, sexual and 
gender minorities. Approaches often prioritise mainstreaming, without always being accompanied by 
targeted strategies tailored to the specific barriers faced by these groups. In this context, a more explicit 
LNOB strategy appears necessary to strengthen equity and the effectiveness of access to SRHR services. 
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Enabel and non-governmental actors:  
• Systematise the analysis of exclusion mechanisms when formulating programmes, incorporating 

an intersectional perspective, and provide appropriate responses, both through mainstreaming 
(e.g. in the training of health workers) and through targeted interventions (e.g. for people living with 
disabilities). Strengthen staff capacity on these issues. (medium term) 

• Continue to promote the inclusion of SRHR in universal health coverage, ensuring the effective 
inclusion of the most vulnerable groups. (short term) 

• Continue to adopt approaches that take SRHR into account throughout the life cycle, including for 
older people, and pay explicit attention to the needs of boys and men. (long term) 
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