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1 Introduction

This report forms part of the broader evaluation of Belgium’'s approach to Sexual and
Reproductive Health and Rights (SRHR), which aims to assess the relevance, coherence,
effectiveness, and sustainability of Belgian-supported SRHR interventions. The objective of
this evaluation is to provide an independent assessment of the Belgian SRHR strategy and to
formulate policy and operational recommendations for Belgian stakeholders involved in
defining and implementing the country’s commitments in this field.

As part of this strategic evaluation, four countries (Uganda, Benin, the Democratic Republic
of the Congo, and Burkina Faso) were selected for in-depth case studies (see methodological
note for case study selection and methodological approach). These case studies are
illustrative rather than comprehensive and aim to generate contextualised evidence on
relevance, coherence, effectiveness, and sustainability, while testing the hypotheses of the
Theory of Change (ToC) developed as part of this evaluation during the desk study
phase (Annex 1). Specifically, the case studies examine whether findings support or challenge
the following hypotheses: (i) strengthening the health system improves the coverage, access,
and quality of SRHR services; (ii) improved service availability leads to increased use when
accompanied by demand promotion; (iii) improved SRHR knowledge contributes to behaviour
change when combined with empowerment and norm change; (iv) an enabling normative and
legislative framework supports the realisation of SRHR; and (v) SRHR outcomes require a
multi-sectoral and multi-dimensional approach. Country-level findings are compared and
triangulated to answer the evaluation questions in the final report. The analysis of Belgian-
supported interventions in the case studies focus primarily on the period 2017-2024, with
some evidence extending into 2025 where relevant. For the broader contextual analysis of
SRHR trends and policy developments, the report considers developments from 2014 onward,
allowing the evaluation to capture the period before, during and after the launch of the
SheDecides initiative.

In Uganda, the case study focuses primarily on maternal and neonatal health, with a
secondary focus on adolescent sexual and reproductive health, reflecting both Belgian
cooperation priorities and the structure of the Enabel portfolio. Uganda was not part of the
SheDecides initiative, allowing for analysis of Belgian-supported SRHR interventions outside
that framework, and its Anglophone context provides contrast with the other case
studies. The analysis centres on the WeCare - Caring for Mothers’ Lives programme
implemented by Enabel as the main bilateral SRHR intervention, while also examining
complementarities with other Enabel programmes and selected interventions implemented
by Belgian NGOs, academic institutions, and UN agencies, allowing assessment of coherence
and system-level effects.

Data collection took place between 1 and 9 December 2025 and combined document review,
key informant interviews (Klls), focus group discussions (FGDs), and site visits (Annex 3, 4
and 5). Fieldwork was conducted in selected districts in the Rwenzori and Busoga regions
where WeCare is implemented, including both refugee-hosting and non-refugee contexts. In
total, 147 stakeholders were consulted: 35 through KlIs with Belgian actors, implementing
partners, and national and district authorities, and 112 through FGDs with health workers,
pregnant and lactating women, men and male partners, in-school adolescents (girls and boys),
and community groups and leaders. Focus groups included representatives from vulnerable
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groups, including people living with disabilities. Participatory methods, including outcome
harvesting, participatory ranking, and body mapping with adolescents, were used to capture
lived experiences and perceived changes. Field visits included project sites to assess
implementation and service delivery in general hospitals and Health Centre IVs across three
districts. In one of the districts, Kasese, the team additionally conducted a site visit at a
secondary school implementing WeLearn activities through Enabel and Humanity & Inclusion.
Findings were triangulated across data sources to strengthen analytical
robustness. Preliminary findings were presented and discussed with key stakeholders during
a debriefing meeting held at the end of the field mission with representatives of the Embassy,
Enabel and NGO partners. This exchange allowed participants to provide clarifications and
feedback, which were taken into account in the analysis.

This case study is based primarily on qualitative methods, which allow for in-depth analysis
of processes, perceptions, and contextual factors.It does not aim to evaluate SRHR
interventions in Uganda as such, but to contribute to the overall evaluation by providing
contextualised evidence from a selected country case. The selection of programmes,
geographic areas, and stakeholders was therefore purposive and does not cover the full range
of Belgian-supported SRHR interventions in Uganda. Given the presence of multiple
development and humanitarian actors, the analysis focuses on contribution rather than
attribution, assessing the plausibility of linkages between Belgian support and observed
outcomes.

With respect to impact, the Belgian-supported interventions covered by this case study are
still at an early stage of implementation, and no baselines or counterfactuals were available.
As a result, it is not possible to assess impact directly. Instead, impact is approached
indirectly, through analysis of sustainability as a form of impact. The sustainability section
therefore highlights institutional, financial and social changes that are already observable and
that signal potential for longer-term impact beyond the programme cycles. Despite these
limitations, the evidence base is considered sufficient to support robust findings within the
defined scope of this case study and to inform the comparative analysis in the final report.

The report is structured as follows: after a short overview of SRHR in Uganda, including the
evolution of the normative and legislative framework and key SRHR statistics, it presents a
description of Belgian-supported SRHR interventions, followed by the presentation of findings
and preliminary conclusions linked to the tested hypotheses. Each analytical section
(relevance, coherence, effectiveness, and sustainability) opens with a summary box
highlighting key findings, while the conclusion synthesises results in relation to the
hypotheses tested.



2 SRHR context in Uganda

2.1 Evolution of normative and legislative frameworks

Over the past decade, the legislative and normative frameworks governing SRHR in Uganda
have evolved within a context marked by competing agendas.’ On one hand, the Government
of Uganda has reaffirmed commitments to maternal health, adolescent wellbeing and family
planning through sector strategies and international agreements.? 2 On the other hand, the
policy environment has been increasingly shaped by conservative, anti-gender movements
that have constrained the scope, content and implementation of rights-based SRHR policies.
This tension has resulted in a fragmented and often stagnant policy landscape.

Before 2015, Uganda had developed a relatively progressive set of SRHR-related policies and
strategies, particularly in maternal and child health, family planning and human
immunodeficiency virus (HIV)/AIDS.* The country ratified key international and regional
instruments, including the Maputo Protocol, and adopted national frameworks such as the
Family Planning Costed Implementation Plan,® Reproductive, Maternal, Neonatal, Child and
Adolescent Health (RMNCAH) Sharpened Plan and adolescent health strategies. These
frameworks recognised high maternal mortality, teenage pregnancy and unmet need for
contraception as development priorities and promoted expanded access to services,
including for adolescents.

Since then, the SRHR policy environment included both the introduction of new frameworks
alongside the suspension, revision or non-implementation of others. A defining feature has
been the growing influence of a conservative anti-gender movement, which forms part of a
broader global backlash against gender equality and SRHR.®

One of the impacts of this conservative influence has been in the area of sexuality education.
In 2016, following intense public and religious contestation, the national Parliament issued an

T Glass D. Transnational network rivalry in a domestic environment: normative contestation over
sexual and reproductive health in Uganda - University of Otago [Internet]. University of Otago; 2024
[cited 2026 Jan 8]. Available from:
https://ourarchive.otago.ac.nz/esploro/outputs/doctoral/Transnational-network-rivalry-in-a-
domestic/9926522680201891?institution=640TAGO_INST

2 Ministry of Health. Reproductive, Maternal, Newborn, Child, Adolescent and Healthy Aging:
Sharpened Plan and Investment Case Il, 2022/23-2026/27. Government of Uganda; 2023.

3 Perehudoff K, Kibira D, Wuyts E, Pericas C, Omwoha J, van den Ham HA, et al. A comparative human
rights analysis of laws and policies for adolescent contraception in Uganda and Kenya. Reprod
Health. 2022 Feb 7;19:37.

4 Ministry of Health. Reproductive, Maternal, Newborn, Child, Adolescent and Healthy Aging:
Sharpened Plan and Investment Case Il, 2022/23-2026/27. Government of Uganda; 2023.

5 Ministry of Health. The Second National Family Planning Costed Implementation Plan 2020/2021-
2024/2025 [Internet]. 2020. Available from: https://uganda.unfpa.org/sites/default/files/pub-
pdf/national_cip_ii_signed_copy.pdf

6 Glass D. Transnational network rivalry in a domestic environment: normative contestation over
sexual and reproductive health in Uganda - University of Otago [Internet]. University of Otago; 2024
[cited 2026 Jan 8]. Available from:
https://ourarchive.otago.ac.nz/esploro/outputs/doctoral/Transnational-network-rivalry-in-a-
domestic/9926522680201891?institution=640TAGO_INST



executive ban on all forms of comprehensive sexuality education (CSE).” Religious leaders
argued that CSE promoted promiscuity, immorality and homosexuality, and public debate
became heavily polarised. In response, the government developed the National Sexuality
Education Framework (NSEF) in 2018. The NSEF deliberately rejected the term
“comprehensive” and instead adopted a “values-based approach”, grounded in religious and
cultural principles.® The framework emphasises abstinence and parental authority, while
providing limited information on contraception and sexual diversity. Despite its adoption,
implementation of the NSEF has been minimal due to continued controversy and pushback
from conservative parties, who still view it as too permissive.® Powerful religious institutions,
particularly the Uganda Joint Christian Council, rejected the framework’s content and vowed
to block its use in church-founded schools. As a result, the NSEF functions as a policy “on
paper” without operational effect. This standstill has left schools and implementing actors
without clear or consistent guidance on sexuality education.

Conservative influence has also shaped policy development on contraception and adolescent
access to SRHR services. In 2015, the Ministry of Health (MoH) guidelines aimed at reducing
maternal mortality from unsafe abortion, which included provisions for adolescent access to
contraception, were withdrawn following opposition from conservative actors.™ These groups
argued that the guidelines facilitated access to contraceptives for minors without parental
consent.

Similar dynamics affected the 2017 National Policy Guidelines and Service Standards for
SRHR, which sought to promote universal access to SRHR services, including for adolescents.
Following pressure from religious leaders and anti-gender groups, the policy launch was
suspended.’ The subsequent 2019 draft National Policy for Sexual and Reproductive Health
and Rights introduced significant qualifiers to previously rights-based language. Access to
services was framed as “age-appropriate”, and family planning was primarily restricted to
sexually active adolescents. This draft policy has never been approved, resulting in another
“zombie policy” that exists without implementation. This outcome represents a strategic
success for conservative actors seeking to stall SRHR liberalisation without explicitly
repealing existing commitments.

7 Ninsiima AB, Coene G, Michielsen K, Najjuka S, Kemigisha E, Ruzaaza GN, et al. Institutional and
contextual obstacles to sexuality education policy implementation in Uganda. Sex Educ. 2020 Jan
2;20(1):17-32.

8 Uganda | Comprehensive Sexuality Education | Education Profiles [Internet]. [cited 2026 Jan 8].
Available from: https://education-profiles.org/sub-saharan-africa/uganda/~comprehensive-sexuality-
education

° Kemigisha E, lvanova O, Ruzaaza GN, Ninsiima AB, Kaziga R, Bruce K, et al. Process evaluation of a
comprehensive sexuality education intervention in primary schools in South Western Uganda. Sex
Reprod Healthc Off J Swed Assoc Midwives. 2019 Oct;21:51-9.

0 Glass D. Transnational network rivalry in a domestic environment: normative contestation over
sexual and reproductive health in Uganda - University of Otago [Internet]. University of Otago; 2024
[cited 2026 Jan 8]. Available from:
https://ourarchive.otago.ac.nz/esploro/outputs/doctoral/Transnational-network-rivalry-in-a-
domestic/9926522680201891?institution=640TAGO_INST

11 Ministry of Health. Reproductive, Maternal, Newborn, Child, Adolescent and Healthy Aging:
Sharpened Plan and Investment Case Il, 2022/23-2026/27. Government of Uganda; 2023.



The influence of the anti-gender movement extends beyond SRHR-specific policies into
broader legal and normative frameworks. The passage of the Anti-Homosexuality Act (AHA)
2023 marked a significant escalation, legitimising discrimination and criminalising the
“promotion of homosexuality”.’> The law has had implications for SRHR service delivery,
particularly for key populations. The AHA has disrupted health service delivery by creating a
climate of fear among both providers and service users. Mandated reporting requirements
and criminal penalties have discouraged individuals from seeking healthcare, including HIV
testing and treatment, and have constrained the ability of providers to offer non-discriminatory
care.

Despite conservative pushback, Uganda has continued to develop sectoral strategies that
address SRHR priorities, particularly within the health sector. The RMNCAH Sharpened Plan
11(2022/23-2026/27) aligns with the National Development Plan Ill and emphasises reducing
maternal and newborn mortality, adolescent health and the Extended Nurturing Care
Framework covering the life course from pre-conception through adolescence. Similarly, the
Family Planning Costed Implementation Plan 11 (2020/21-2024/25) aims to increase modern
contraceptive prevalence and reduce teenage pregnancy.’® Uganda’s commitments under
FP2030 further signal recognition of persistent unmet need for family planning.’ However,
these strategies often coexist uneasily with restrictive normative frameworks and face
implementation challenges where political resistance is strong.

From 2025 onward, Uganda’s SRHR policy implementation has been affected by a tightening
global health financing environment resulting from reductions in official development
assistance by several major donors.’ OECD projections indicate a significant decline in
overall official development assistance (ODA) and an even steeper reduction in bilateral health
aid in 2025 compared with previous years, reflecting fiscal pressures and shifting foreign
policy priorities in donor countries, including the United States and parts of Europe.’® The
United States alone has reduced funding for family planning and maternal and child health by
more than 90 percent.

Global health institutions and UN agencies have cautioned that these funding constraints
increase risks to the continuity of essential health services in aid-dependent settings,

2 Nyeko O. “They're Putting Our Lives at Risk”. Hum Rights Watch [Internet]. 2025 May 26 [cited 2026
Jan 8]; Available from: https://www.hrw.org/report/2025/05/26/theyre-putting-our-lives-risk/how-
ugandas-anti-Igbt-climate-unleashes-abuse

'3 Brittingham S, Zan T, Andoh KH, Aryal K, Chissano M, Ferguson O, et al. Defining Collective
Priorities: Research and Learning Agendas for Family Planning Across 6 Countries. Glob Health Sci
Pract [Internet]. 2023 Aug 28 [cited 2026 Jan 8];11(4). Available from:
https://www.ghspjournal.org/content/11/4/e2200469

4 Uganda [Internet]. Family Planning 2030. [cited 2026 Jan 8]. Available from:
https://www.fp2030.org/commitment-maker/uganda/

5 Margaret Pyke Trust, MSI Reproductive Choices, Population Council, Regenerate Africa. Sexual and
Reproductive Health and Rights (SRHR) in climate policies and frameworks. Clim Environ Chang
[Internet]. 2025 Jan 1; Available from: https://knowledgecommons.popcouncil.org/focus_climate-
change/43

6 Morales E. Global Impacts of Project 2025 [Internet]. Global Philanthropy Project. 2024 [cited 2026
Jan 8]. Available from: https://globalphilanthropyproject.org/2024/10/01/global-impacts-of-project-
2025/



particularly those relying on external support for maternal health, family planning, adolescent
health, HIV services, and health workforce strengthening."’

In Uganda, external resources accounted for over 40 percent of total health expenditure
(2023)."8 In addition, USAID accounted for 21 percent of total ODA in the country in 2023 with
funding primarily geared towards population and reproductive health.’ The loss of this
funding has resulted in the loss of hundreds of billions of Ugandan shillings in support for HIV,
maternal health, nutrition and health workforce financing.?’ The impact is particularly acute
for community-based, adolescent-focused and prevention-oriented SRHR interventions, which
are often funded off-budget and implemented through NGOs and multilateral partners. As a
result, the financing squeeze is widening the gap between existing policy commitments and
effective implementation, increasing risks to service continuity, equity and sustainability, and
placing additional pressure on an already under-resourced public health system.

2.2 SRHR Statistics

Uganda’s SRHR landscape is shaped by the interaction of rapid demographic growth,
entrenched sociocultural and religious norms, and a policy environment that has evolved
unevenly over time. With more than half of the population under the age of 15 and nearly 70
per cent under 25, Uganda faces sustained pressure to provide accessible, age-appropriate
SRHR information and services at scale.?" While important progress has been made in several
health and population indicators, access to comprehensive SRHR services remains
constrained, contributing to persistent challenges such as teenage pregnancy, high fertility,
HIV infection and gender-based violence.

Adolescent girls and young women continue to experience a disproportionate share of these
challenges. Nearly half of women aged 25-49 were married before the age of 18, and teenage
pregnancy remains widespread, with approximately one in four girls aged 15-19 having begun
childbearing.?? Earlier studies indicate that a substantial proportion of adolescent pregnancies
were unintended and that unsafe abortion has been a significant contributor to maternal

7 Margaret Pyke Trust, MSI Reproductive Choices, Population Council, Regenerate Africa. Sexual and
Reproductive Health and Rights (SRHR) in climate policies and frameworks. Clim Environ Chang
[Internet]. 2025 Jan 1; Available from: https://knowledgecommons.popcouncil.org/focus_climate-
change/43

8 WHO. Global Health Expenditure Database [Internet]. 2025 [cited 2026 Jan 22]. Available from:
https://apps.who.int/nha/database/

9 Mitchell I, Hughes S. Which Countries Are Most Exposed to US Aid Cuts; And What Other Providers
Can Do [Internet]. Center For Global Development. 2025 [cited 2026 Jan 22]. Available from:
https://www.cgdev.org/blog/which-countries-are-most-exposed-us-aid-cuts-and-what-other-
providers-can-do

20 Parliament Watch. US Aid Freeze Triggers UGX 604Bn Health Sector Funding Crisis [Internet]. 2025
[cited 2026 Jan 22]. Available from: https://parliamentwatch.ug/news-amp-updates/us-aid-freeze-
triggers-ugx-604bn-health-sector-funding-crisis/

21 Census 2024: Preliminary results released as Uganda remains a young population [Internet]. UNFPA
Uganda. [cited 2026 Jan 8]. Available from: https://uganda.unfpa.org/en/news/census-2024-
preliminary-results-released-uganda-remains-young-population

22 World Bank Open Data [Internet]. World Bank Open Data. [cited 2026 Jan 8]. Available from:
https://data.worldbank.org



morbidity.?® Gender disparities are also evident in HIV outcomes: young women aged 15-24
remain significantly more affected than their male peers, reflecting unequal power relations,
early sexual debut, age-disparate relationships and limited control over sexual and
reproductive decision-making.?* Although fertility levels are gradually declining, they remain
high by regional and global standards, signalling persistent unmet need for contraception and

barriers to effective family planning.?®

Table 1: Uganda SRHR Indicators?¢

Indicator
Maternal mortality ratio

2017

246 per 100000 live births

2023 (most recent year)

170 per 100000 live births

Neonatal mortality ratio

21 per 1000 live births

18.35 per 1000 live births

Under 5 mortality

50 per 1000 live births

39 per 1000 live births

Unmet need for contraception | 32% 22%
Total fertility rate 5 births per woman 4.3 births per woman
Adolescent birth rate 119 per 1000 women 107 per 1000 women
HIV prevalence 6.5% 4.9%

Between 2017 and 2023,%” Uganda recorded overall improvements across most key SRHR
indicators, although progress has been uneven and remains fragile. Maternal mortality
declined from approximately 246 to 170 deaths per 100,000 live births, reflecting gains in
access to skilled delivery, emergency obstetric care and referral services. Neonatal and under-
five mortality also continued to fall, with neonatal deaths decreasing from 21 to around 18 per
1,000 live births and under-five mortality from 50 to 39 per 1,000, indicating gradual
improvements in newborn and child survival. Despite these positive trends, maternal and
neonatal mortality remain well above sustainable development goal targets, underscoring
persistent gaps in quality of care, equity of access and continuity of services, particularly in
underserved and hard-to-reach areas.

Progress is also evident in family planning, fertility and HIV outcomes, though challenges
persist, especially for adolescents.?® Unmet need for contraception declined from 32 per cent
to 22 per cent, and the total fertility rate fell from 5.0 to 4.3 births per woman, suggesting
improved access to family planning and gradual shifts in reproductive behaviour. Adolescent
birth rates declined modestly, from 119 to 107 births per 1,000 girls aged 15-19, but remain
high, reflecting ongoing barriers to adolescent-friendly SRHR services and effective sexuality
education. HIV prevalence decreased from 6.5 per cent to 4.9 per cent, demonstrating

23 Hussain R. Unintended Pregnancy and Abortion in Uganda. 2013 Feb 1 [cited 2026 Jan 8]; Available
from: https://www.guttmacher.org/report/unintended-pregnancy-and-abortion-uganda

24 Ministry of Health. Reproductive, Maternal, Newborn, Child, Adolescent and Healthy Aging:
Sharpened Plan and Investment Case Il, 2022/23-2026/27. Government of Uganda; 2023.

25 World Bank Open Data [Internet]. World Bank Open Data. [cited 2026 Jan 8]. Available from:
https://data.worldbank.org

26 World Bank Open Data [Internet]. World Bank Open Data. [cited 2026 Jan 8]. Available from:
https://data.worldbank.org

27 World Bank Open Data [Internet]. World Bank Open Data. [cited 2026 Jan 8]. Available from:
https://data.worldbank.org

28 World Bank Open Data [Internet]. World Bank Open Data. [cited 2026 Jan 8]. Available from:
https://data.worldbank.org



continued success in prevention and treatment programmes, although adolescent girls and
young women remain disproportionately affected. Overall, these trends point to meaningful
but incomplete progress, highlighting the need for sustained investment in quality maternal
care, rights-based family planning and targeted adolescent SRHR (ASRHR) interventions
within an enabling policy environment.

3 Description of SRHR interventions supported by

Belgian cooperation

This section provides an overview of the main SRHR related interventions supported by
Belgian development cooperation in Uganda. It describes the objectives, scope and
geographic focus of bilateral programmes implemented by Enabel, as well as interventions
delivered through Belgian NGOs, inter-university collaboration and Belgian-funded multilateral
partners. The purpose of this section is to map the range of Belgian-supported interventions
that form the basis for the subsequent analysis.

Table 2: Principal SRHR interventions supported by Belgium

Actor Programme Period Budget € Zones of intervention
Enabel WeCare 2023-2027 16 M EUR Rwenzori and
WeLearn 20232027 | 47 MEUR | Buso9a
WeTrain4Health 2023-2027 141M EUR
WeWork 2023-2027 25 M EUR
Leveraging strategic financing | 2021-2024 4 M EUR West Nile and
(LSF) Rwenzori
Humanity & | SYNERGY Project 2023-2027 315,000 Rwenzori
Inclusion (HI) EUR
(Enabel
subgrant)
Plan Int'l PROACT: Promoting 2023-2025; 1,2 M EUR | Yumbe District
Resilience Of 2025-2027 (Bidibidi Refugee
Adolescents and Children in (Phase II) Settlement)
Crises Together
Red Cross | Country programme 2023-2025 2 M EUR Kikuube District
(Rode Kruis (Kyangwali Refugee
Vlaanderen) Settlement) ;
Kyegegwa District
(Kyaka Refugee
Settlement)
VLIR-UOS Inter-university collaborations | 2017-2025 59,9 Kto Various
3 MEUR
UNFPA Country programme — core 2021-2025 Unknown 40 core districts
funding
UNICEF Country programme — core 2021-2025 Unknown Gulu, Mbarara and
funding Moroto regions
Girls empowering girls 2020-2025 42 MEUR | Kampala
programme (GEG)




3.1 Enabel

In terms of bilateral interventions, the flagship programme SRHR is WeCare - Caring for
Mothers’ Lives (2023-2027, €16 million, funded by the Belgian DGD). WeCare is not Enabel’s
first intervention in the health sector in Uganda, but builds on experience gained under the
earlier Leveraging Strategic Health Financing (LSF) programme (2021-2024), which formed
part of the Bridging Programme and itself built on earlier Belgian-supported interventions that
introduced results-based financing (RBF) mechanisms in the Ugandan health sector, notably
the Strategic Purchasing of Health Services (SPHU) programme (2012-2016) and the
Institutional Capacity Building project in planning, leadership and management in the Ugandan
health sector (ICB) (2015-2020). LSF focused on health system governance and results-
based financing (RBF), with maternal and neonatal health embedded within a broader
universal health care agenda.?® 3°

Evolution from LSF to WeCare

Under LSF, results-based financing (RBF) functioned primarily as an entry point for
strengthening service delivery and management practices at district and facility level.
Building on the RBF approaches introduced through earlier Belgian-supported
programmes, the programme demonstrated that performance-linked financing could
contribute to increased service outputs, including institutional deliveries and antenatal
care attendance, improved availability of equipment and infrastructure, and strengthened
district planning and oversight capacities.

At the same time, evaluations and capitalisation exercises highlighted important
limitations. These included the creation of parallel reporting systems, incentive-related
tensions among staff, uneven integration of gender and GBV considerations, and risks to
sustainability once project-funded incentives and grants ended.

Rather than relying on RBF as the primary driver of change, WeCare places greater
emphasis on facility readiness, referral and emergency medical services, infrastructure
and utilities, and governance and accountability mechanisms. These shifts reflect efforts
to capitalise on achievements from RBF interventions while addressing the limitations.

The WeCare programme’s overarching objective is to contribute to the reduction of maternal
and neonatal mortality in Uganda by addressing multiple, interrelated constraints across the
health system. WeCare addresses demand for care, service delivery and health sector
governance, with particular attention to women, newborns and other vulnerable groups,
including adolescents and populations living in refugee-hosting areas. The programme is
explicitly informed by the “three delays” framework, which recognises that maternal and
neonatal deaths often result from delays in seeking care, reaching an appropriate facility, and
receiving timely and quality care once at the facility. While the first delay is often shaped by

2% Enabel. Enabel health projects in Uganda 2019-2023: Experiences and learnings ; 2023.

30 Coenegrachts M, Nsagabasani X. eport of the End-term Review Roll out the National Results Based
Financing Policy in Acholi Region, Uganda (USAID EHA) UGA180371T and Leveraging Strategic Health
Financing for Universal Health Coverage, Uganda (BE), UGA 2000311 ; 2023



social norms and household decision-making dynamics (including the need for spousal
approval), the second delay is primarily associated with transport and financial barriers, and
the third with facility readiness, staffing and quality of care.

At the demand level, WeCare has as its objective to strengthen the autonomy of rights-holders
so that women, adolescents and communities can make informed health decisions and seek
timely and equitable care. Interventions include community engagement and school-based
health promotion, with particular attention to ASRHR and gender-based violence (GBV)
prevention. A new intervention on behaviour change communication is also being developed
for roll out, which will target out-of-school youth and provide information and encourage
health-seeking behaviour around SRHR.

At the supply level, WeCare concentrates on improving access to and quality of SRHR and
maternal and neonatal services, with a strong focus on emergency obstetric and newborn
care. This includes strengthening referral and emergency medical services, improving
coordination of community-to-facility and inter-facility referrals, and supporting the
functionality of emergency units at Health Centre Vs and hospitals. Holistic investments are
made in infrastructure, equipment, utilities, maintenance systems and staff capacity, with
explicit attention to the acceptability and quality of care.

The governance dimension focuses on strengthening stewardship, leadership and
accountability within decentralised health systems. WeCare supports District Health Teams
(DHTSs), health facility management and community governance structures to improve
planning, monitoring and oversight of health services. This includes capacity building for
participatory and multisectoral planning, reinforcement of maternal and perinatal death
surveillance and response processes, support to health unit management committees
(HUMCs) and hospital boards, and the establishment of citizen feedback and accountability
mechanisms. Lessons learned at district level are intended to feed into national policy
dialogue, reinforcing the link between field implementation and health sector governance.

Under the WeCare programme, Enabel provides support to approximately 80 health facilities
across the Busoga and Rwenzori regions through joint supervision and system-strengthening
activities, with intensive technical and equipment investments concentrated in 20 core
partner facilities (14 Health Centre IVs and 6 hospitals) delivering emergency obstetric and
neonatal care.

WelLearn (2023-2028, €12.5 million, funded by DGD) is a complementary programme in the
education sector that also contributes to SRHR outcomes. The programme aims to improve
the quality and equity of teaching and learning, strengthen teacher training, and promote
inclusive, safe and supportive school environments. While WeLearn is not explicitly framed as
an SRHR programme, it addresses key determinants of adolescent sexual and reproductive
health, including a focus on prevention of gender-based violence, school retention and
empowerment of adolescent girls. Synergies with WeCare are particularly evident in school-
based interventions that support life skills development, address harmful gender norms and
health issues (including menstrual health) and reduce risks of early pregnancy and school
dropout among girls.
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Under the WeLearn programme, Enabel supports 84 secondary schools across the Busoga
and Rwenzori regions through system-level supervision, inspections and capacity building,
with more intensive infrastructure, welfare and pedagogical support concentrated in 20 high-
volume schools.

Complementing these interventions, WeTrain4Health (2023-2027), with a total budget of
€4.7 million, focuses on pre-service training for nurses and clinical health staff. The
programme aims to improve the quality and relevance of training in nursing and clinical
schools in Hoima, Jinja and Fort Portal. Interventions include the modernisation of teaching
methods, digitalisation of learning tools, and strengthening of institutional management
within training schools. Particular attention is given to the integration of maternal, neonatal
and SRHR-related competencies into curricula, ensuring that future health workers are better
equipped to provide quality, respectful and gender-sensitive care within the public health
system.

Zones of intervention for WeTrain4Health are centred on training institutions in Hoima, Jinja
and Fort Portal, with national-level effects through deployment of graduates into health
facilities across Uganda.

Finally, WeWork (2023-2027, €25 million, funded by DGD), Enabel’'s employment and
resilience programme, contributes indirectly to SRHR through its Saving for Health
component. Embedded within community-based savings structures, this mechanism
supports household financial preparedness for health expenditures, including reducing
economic barriers for accessing maternal and SRHR services and complementing WeCare's
interventions. There are also plans to further roll out the Saving for Health model to better
align with WeCare intervention areas and maximise potential for change.

Zones of intervention for WeWork (Saving for Health) overlap with WeCare implementation
in Rwenzori and Busoga, with additional activities carried out in Albertine (Hoima district).

3.2 Belgian NGOs

Belgian non-governmental organisations implement a range of interventions in Uganda that
contribute directly or indirectly to SRHR, maternal health and the prevention of sexual and GBYV,
particularly in humanitarian and refugee-hosting contexts.

Plan International implements the multi-country promoting resilience of adolescents and
children in crises together (PROACT) programme, funded by the DGD, with an allocated
budget of €1,197,500 for the 2023 to 2025 period.®' In Uganda, the programme focuses
primarily on child protection in emergency settings, while integrating specific SRHR
components for adolescents. These include structured menstrual hygiene management and
SRHR education sessions delivered through the Champions of Change approach, addressing
puberty, menstrual health, prevention of teenage pregnancy and related life skills. Adolescent
girls participating in these sessions receive menstrual hygiene kits through Child Friendly

81 Plan International. Plan Belgian-funded programmes. 2025.
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Spaces.®? The programme also supports adolescent-led and community-led sensitisation on
child protection and sexual and gender-based violence, with particular attention to child
marriage and teenage pregnancy. Engagement with cultural and religious leaders forms part
of this approach, with dialogue sessions reinforcing their role in promoting protective social
norms and community-level prevention mechanisms. Zones of intervention include Bidibidi
Refugee Settlement, Yumbe District and the West Nile sub-region in Northern Uganda.

In addition to PROACT, Plan International implements the project Building Community
Resilience for Protection of Refugees (2023-2026), with a DGD-funded budget of
€1,437,000.%® This intervention focuses on strengthening community-based protection
mechanisms in refugee settings. While the project is not explicitly framed around SRHR, its
emphasis on protection, prevention of violence and community engagement intersects with
efforts to address risks faced by adolescent girls and survivors of sexual and gender-based
violence. This project is implemented in Bidibidi Refugee Settlement in Yumbe District.

The Rode Kruis Vlaanderen implements integrated community-based health, SRHR, sexual
and gender based violence (SGBV) response and water, sanitation and hygiene activities
under Belgian-supported humanitarian programming with a total budget of €2,000,000
(2023-2025).3* While a specific budget allocation for Uganda Red Cross SRHR activities is not
disaggregated in the available data, the interventions contribute to several SRHR-related
outcomes. Maternal health is supported through the distribution of mama kits, which
encourage facility-based deliveries, alongside referrals for pregnant women to nearby health
facilities. Adolescent SRHR is addressed through the distribution of menstrual hygiene kits
and through household visits providing health and hygiene information. Volunteers identify
and refer cases of gender-based violence to specialised partner organisations and provide
psychosocial support during routine home visits, particularly to households with chronically
or terminally ill members. The programme also strengthens community health systems
through the establishment of model homes that meet MoH hygiene standards, routine
household visits that include epidemic surveillance and community dialogue sessions
focused on sanitation, hygiene practices and risk communication. Zones of intervention
include Kikuube District, including Kyangwali Refugee Settlement and surrounding villages,
and Kyegegwa District, including Kyaka Refugee Settlement and host communities, covering
eighteen villages in total.

Humanity and Inclusion implements the SYNERGY project (2023-2027) as a subgrantee of
the Enabel WeCare programme with a total budget allocation of €315,000 for activities
contributing to health and well-being outcomes.® The project aims to establish inclusive
systems for the prevention of and response to gender-based violence within school and
community settings. Interventions focus on strengthening the capacity of teachers, school
management structures, community actors, and service providers to recognise, prevent and
respond to gender-based violence, while addressing broader inclusion needs of youth and
vulnerable populations, including awareness on health issues (e.g., menstrual hygiene) and

32 child Friendly Spaces are safe, structured environments within humanitarian settings that provide children and
adolescents with protection, psychosocial support and access to basic services.

33 Plan International. Plan Belgian-funded programmes. 2025.

34 Uganda Red Cross (RKV). Belgian-funded humanitarian programmes - Uganda. 2025.

35 Humanity and Inclusion. Hl in Uganda: Synergy Project. 2025.
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youth empowerment (e.g., through life skills training). The project also supports coordination
and accountability mechanisms within education structures and promotes collaboration
between schools, communities and service providers. The project aims to improve protective
environments and response systems for children and adolescents exposed to sexual violence.
Zones of intervention include Kamuli District and Kasese District, with activities implemented
in six selected schools across the two districts.

Other Belgian-funded NGO interventions identified in the dataset, such as those implemented
by Caritas, focus primarily on humanitarian protection and violence mitigation. These
programmes do not include explicit maternal health or SRHR components based on the
available information and are therefore considered only indirectly relevant to SRHR outcomes.

3.3 Inter-university collaboration

Belgian cooperation also supports sexual and reproductive health and rights in Uganda
through VLIR-UOS-funded research projects implemented by Ugandan universities in
partnership with Flemish institutions. These initiatives contribute to SRHR primarily through
knowledge generation, policy-relevant research, curriculum development and academic
capacity strengthening, with a particular focus on SGBV and ASRHR.

One VLIR-UOS South Initiative project focuses on SGBV against protracted refugees in
Nakivale Refugee Settlement in south-western Uganda.3¢ Implemented between 2018 and
2021 by Mbarara University of Science and Technology in collaboration with Makerere
University and Vrije Universiteit Brussel, the project examined patterns, drivers and response
mechanisms related to SGBV among refugee populations. The research involved qualitative
and participatory methods and generated multiple academic outputs, including peer-reviewed
journal articles, working papers and policy briefs. Findings were disseminated through
national and local workshops, conferences and media engagement. The project also
contributed to curriculum development, with SGBV against refugees incorporated into the
Gender and Women's Health curriculum at Mbarara University. Capacity-building activities
included training for university staff and students, as well as sustained collaboration between
Ugandan and Flemish researchers.

A second VLIR-UOS TEAM project addresses ASRHR through participatory parent—child
SRHR communication interventions.®” This project has been implemented since 2019 to 2024
by Mbarara University in partnership with Ghent University, Vrije Universiteit Brussel, KU
Leuven and Makerere University. The research aimed to improve adolescents’ access to
comprehensive SRHR information by strengthening caregivers’ capacity to communicate with
young adolescents on sexuality and reproductive health in culturally sensitive ways. Activities
include formative research, participatory intervention design, community engagement through
advisory boards, and implementation and evaluation of communication tools. The project has
produced several academic outputs, including peer-reviewed publications, working papers
and policy briefs, and has supported several PhD candidates affiliated with Flemish and

36 VLIR UOS. Annual Progress Report TEAM /South Initiatives/JOINT projects. 2021.
87VLIR UOS. Year 5 Progress report: Improving Adolescent Sexual and Reproductive Health through a
Participatory Parent-Child Communication Intervention in Uganda. 2025.
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Ugandan universities. It has also contributed to curriculum review at Mbarara University and
supported the establishment of an interdisciplinary adolescent health research centre and an
adolescent health clinic at Mbarara Regional Referral Hospital.

Beyond individual research projects, these VLIR-UOS initiatives aim to contribute to broader
SRHR objectives by strengthening institutional research capacity, embedding SRHR content
within higher education curricula and fostering sustained North—South academic
collaboration. The projects engage national stakeholders, including line ministries and district
authorities, through dissemination of findings and policy-oriented dialogue. While the
interventions do not deliver SRHR services directly at scale, they aim to generate evidence that
informs programming, policy development and future interventions targeting adolescents,
refugees and survivors of sexual and gender-based violence. Zones of intervention include
Isingiro District, including Nakivale Refugee Settlement, Mbarara District and surrounding
communities in south-western Uganda

34 UN Agencies

Belgian development cooperation supports SRHR in Uganda not only through earmarked
programmes but also through core funding to multilateral partners, notably UNFPA and
UNICEF. This unearmarked core funding enables these organisations to implement multi-year
country programmes aligned with national priorities and government systems, within which
SRHR constitutes a central thematic area. In addition to core funding, Belgium has provided
targeted support to specific initiatives, including the first phase of the Girls Empowering Girls
(GEG) programme implemented with UNICEF, which complements broader multilateral
programming through a focused approach to vulnerable adolescent girls (see below).

Belgium provides core funding to UNFPA, contributing to the implementation of UNFPA's
country programme in Uganda. UNFPA's programming covers a broad range of SRHR-related
areas, including maternal health, family planning, adolescent and youth sexual and
reproductive health, and the prevention of and response to gender-based violence.*® Through
its country programme cycles, UNFPA works in close collaboration with the MoH and other
government institutions to support service delivery, health system strengthening, policy
development and coordination mechanisms related to reproductive health. Core resources
are provided to support in areas such as emergency obstetric and newborn care, obstetric
fistula prevention and treatment, reproductive health commodity security, adolescent life
skills programming and national strategies addressing teenage pregnancy and child marriage.
While Belgian core funding is not earmarked by sector or country, it forms part of the overall
financial envelope that enables UNFPA to maintain sustained SRHR programming and policy
engagement in Uganda.

Belgium also provides core funding to UNICEF, supporting UNICEF's overall country
programme in Uganda. UNICEF’'s mandate encompasses adolescent development, child
protection, health, nutrition, education and social protection, with SRHR-relevant interventions

38 UNFPA. The United Nations Population Fund and the Government of the Republic of Uganda 9th
Country Programme 2021-2025 Evaluation report [Internet]. 2025. Available from:
https://www.unfpa.org/sites/default/files/2025-03/Final _UNFPA%20CPE%20Uganda%20Report_04-
02.2025%20%281%29.pdf
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embedded across these domains.®® Within the health and protection components of its
country programme, UNICEF addresses issues related to adolescent wellbeing, prevention of
sexual and gender-based violence, access to essential services and strengthening of national
and sub-national systems.

In addition to core funding, Belgium has provided direct support to the first phase of the Girls
Empowering Girls (GEG) initiative (2021-2025, €4.2 million funded by the Belgian DGD),
implemented by UNICEF in partnership with Kampala Capital City Authority.*° GEG is an
urban programme targeting vulnerable adolescent girls and is designed as a “cash plus”
intervention, combining regular cash transfers with structured mentoring and referral
mechanisms. Programme content addresses education retention, life skills development,
sexual and reproductive health, prevention of violence and facilitated access to services. The
first phase of GEG concluded in December 2025 and will benefit from a six-month no-cost
extension. Following initial Belgian support, the programme has mobilised additional funding
from Iceland, the Netherlands, and the European Union, enabling continuation and expansion
within additional urban and rural contexts. GEG operates as a targeted complement to
UNICEF's broader adolescent and social protection programming, allowing for piloting and
adaptation of focused approaches for vulnerable girls.

4 Findings
41 Relevance

4.1.1 Alignment of Belgian supported SRHR interventions with
government priorities and target group needs

Key findings

e Belgian-supported SRHR interventions are strongly aligned with Uganda'’s national health
priorities, particularly the RMNCAH Sharpened Plan and the government’s focus on
functionalising Health Centre Vs for emergency obstetric and newborn care.

e Programme priorities reflect district-identified needs and operational gaps, strengthening
ownership and relevance at sub-national level.

e Interventions address key barriers identified by health workers and target groups, notably
transport constraints and service readiness.

e Belgian-supported education and adolescent-focused interventions respond to persistent
needs related to teenage pregnancy, school retention and access to SRHR information,
despite a restrictive national policy environment for sexuality education.

39 UNICEF. UNICEF Uganda Country Programme Overview - 2021-2025 [Internet]. 2022 Mar [cited
2026 Jan 16). Available from: https://www.unicef.org/uganda/reports/unicef-uganda-country-
programme-overview-2021-2025

40 UNICEF. Phase I: Girls Empowering Girls Programme Targeting Adolescent Girls in Uganda. 2023.
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Belgian-supported SRHR interventions respond both to government policy priorities and to
the needs articulated by women, adolescents, frontline health workers and district
authorities. At policy level, interventions align closely with national strategies such as the
RMNCAH Sharpened Plan and the Health Sector Development Plan, which prioritise
reductions in maternal and newborn mortality and identify Health Centre I1Vs as the backbone
of comprehensive emergency obstetric and newborn care. Belgian support is particularly
relevant in that it focuses on translating these priorities into facility readiness by addressing
long-standing constraints that have limited effective implementation, including non-
functional theatres, unreliable electricity and water supply, shortages of essential equipment,
weak blood transfusion capacity and limited specialised skills at referral-level facilities.

Relevance is reinforced by the way intervention priorities are identified and implemented.
Evidence from interviews with district authorities, health facility managers and implementing
partners indicates that Belgian-supported programmes are designed through consultative
planning processes, including needs assessments and direct engagement with District Health
Teams (DHTSs) and facility staff. In practice, this involves joint prioritisation meetings with
DHTs where districts present key gaps as well as inputs from facility-level committees that
identify clinical and infrastructure needs. Respondents consistently reported that investments
reflected “known” and “most pressing” gaps rather than externally imposed priorities,
strengthening ownership and coherence with district and facility-level plans.

From the perspective of target groups, mothers in FGDs repeatedly identified financial costs,
transport challenges and poor treatment by health workers as major deterrents to facility-
based delivery. In this sense, Enabel’s interventions on reducing cost barriers, improving
referral and transport systems, and support respectful maternal care aim to address these
barriers. This indicates alignment between programme design and the practical realities
faced by women during pregnancy and childbirth. Interventions addressing delays in reaching
care are particularly relevant in geographically remote and hard-to-reach areas. Community-
based emergency transport and referral coordination schemes were developed in response
to district-identified access constraints and complement existing government ambulance
services. Health workers reported that these mechanisms play a critical role in linking
communities to functional referral facilities, especially where terrain and distance would
otherwise prevent timely access to emergency care.

Belgian-supported interventions also demonstrate relevance to ASRHR needs. School-based
and youth-focused activities respond to persistent challenges related to teenage pregnancy,
school dropout and limited access to SRHR information (See Section 2.2). Developed in
collaboration with education authorities, teachers and implementing partners, the
interventions were designed to address practical needs such as menstrual hygiene
management, stigma reduction, basic SRHR knowledge and referral pathways.

Relevance is further reinforced through direct engagement mechanisms that enable local
actors to influence programme priorities and implementation. Health Unit Management
Committees (HUMCs), which include community representatives, provide structured input on
facility needs and service delivery gaps through participation in quarterly review meetings. The
WeCare implementing partner, Babies and Mothers Alive (BAMA), reported that community
leaders and local associations were actively engaged in the design of the emergency referral
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and transport scheme, including the selection of motorcycle types appropriate to local terrain.
Client feedback tools such as surveys and exit interviews capture user perspectives, although
feedback is not always systematically shared back at facility level (See Section 4.3.1.2). In
addition, extensive community consultations were conducted with out-of-school adolescents
to inform the creation of social and behaviour change communication tools, which are
currently in development.

4.1.2 Integration and implementation of gender and inclusion in
Belgian-supported SRHR interventions

Key findings

e Gender equality and inclusion are recognised as cross-cutting priorities across the
Belgian SRHR portfolio, with particularly strong integration in ASRHR interventions.

e Enabel's Gender and Inclusion Team provides technical expertise, though integration is
not always systematically embedded across all programme pillars.

e Gender-transformative approaches are most evident in school-based and mentoring
interventions, where deliberate inclusion of boys has contributed to reduced stigma and
improved peer norms.

e Engagement of adult men in SRHR remains limited, constraining progress on key SRHR
issues, while programming for sexual minorities is restricted by the legal environment.

Across the Belgian-supported SRHR portfolio, gender equality and inclusion are recognised
as cross-cutting priorities and are reflected, to varying degrees, in programme design and
implementation across Enabel-led interventions, Belgian-funded multilateral programmes,
and NGO and academic partnerships. Overall, the portfolio demonstrates a clear commitment
to addressing gender norms, gender-based violence and the differential vulnerabilities faced
by women, adolescents and marginalised groups. However, the extent to which gender and
inclusion are systematically integrated varies across actors and intervention types, with
more consistent attention observed in targeted and community-based programmes than in
broader system-strengthening efforts.

Within Enabel’s programmes in Uganda, this commitment is underpinned by a dedicated
Gender and Inclusion (Gl) Team, which provides a relatively strong institutional foundation
compared to many programmes that rely on a single gender focal point. The Gl Team consists
of four staff members with distinct thematic responsibilities, covering gender equality, refugee
inclusion, disability inclusion and cross-cutting junior support. The team’s mandate is to
promote the integration of gender and inclusion considerations across Enabel’s programme
areas through technical guidance, capacity-building and coordination with programme teams
and partners. This structure signals a high level of organisational prioritisation and provides
specialised expertise to support gender and inclusion objectives.

That stated, while the presence of a specialised team strengthens visibility and technical
capacity, it can also lead to an implicit assumption that responsibility for gender and inclusion
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rests primarily with the Gl Team. As a result, integration is not always consistently embedded
across all programme pillars, planning processes or results frameworks.

Gender integration is most consistently observed in interventions targeting adolescents,
education and community engagement. Programmes such as WelLearn, Humanity and
Inclusion (HI)’'s SYNERGY initiative, and UNICEF's Girls Empowering Girls (GEG) initiative
demonstrate stronger attention to gender norms, respectful relationships and GBV prevention.
Key strengths include:

o deliberate inclusion of boys to reduce stigma and reshape peer norms;

e alignment of “cash plus” approaches with the gendered constraints faced by
vulnerable adolescent girls (e.g., poverty, school retention and access to SRHR
services);

e use of schools and mentoring platforms as trusted entry points for gender-
transformative work.

Belgian-funded academic partnerships through VLIR-UOS make a distinctive contribution to
gender and inclusion objectives by generating evidence that informs programme design and
adaptation. Research on intra-household relations, gender norms and parent-child
communication has highlighted limitations in adolescent-only approaches and supported
shifts towards more family-based and parent-inclusive models, complementing school-based
interventions and addressing gender dynamics that are often overlooked in SRHR
programming.

Within the WeCare programme, gender integration is primarily visible in GBV-related
capacity-building for frontline providers. Health workers receive training on GBV prevention,
identification and case management, aligned with MoH priorities and contributing to a
multisectoral response. However, gender integration remains largely confined to GBV, with
limited attention to broader gender norms, power relations and their implications for quality
of care. Implementation challenges also persist, including limited dedicated staff, inadequate
space for GBV response and weak availability of community-based support structures.

Further, limited engagement of men (particularly adult men and male partners) emerged as
a recurring gap across the portfolio. While school-based programming increasingly engages
boys, and new social and behaviour change tools are being developed for out-of-school youth,
community-level engagement with adult men remains limited. This constrains progress
towards more equitable decision-making and shared responsibility for SRHR, particularly in
relation to family planning and the prevention of GBV. As one health manager explained, “the
men are not finding health education anywhere... We are not sensitising the men to get
engaged and involved in sexual reproductive care”.

Concerning sexual minorities, Belgian-supported actors adopt a cautious and risk-aware
approach. Following the Anti-Homosexuality Act (AHA) (2023), explicit programming
targeting LGBTQ+ populations is avoided due to legal and safety concerns. Instead, actors
emphasise non-discrimination, confidentiality and respectful care for all service users. While
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this approach prioritises safety, it also limits the scope for more explicit rights-based
engagement.

41.3 Leave no one behind

Commitment to the Leave No One Behind*' principle is evident across Belgian-supported
interventions, though implementation remains uneven. In the Ugandan context, LNOB
considerations primarily relate to adolescents (particularly adolescent girls), persons with
disabilities, and populations facing structural barriers to accessing services (e.g., those in
hard-to-reach areas). At a strategic level, Enabel has sought to strengthen the integration of
inclusion considerations across its portfolio through the establishment of a dedicated Gl
Team (see Section 4.1.1), which provides technical guidance on issues such as disability
inclusion, refugee inclusion and gender equality. However, the extent to which these
considerations translate into consistent practice varies across intervention types. Disability
inclusion is more consistently addressed in school-based and community-level
interventions, particularly those supported by Humanity & Inclusion, where adaptations have
been actively prioritised. Health facility-level inclusion remains constrained by structural
barriers such as inaccessible infrastructure, lack of adapted equipment and limited provider
capacity. These constraints were acknowledged by implementers and health workers and
reflect broader system limitations rather than lack of awareness or intent. Enabel has initiated
facility-level assessments to identify accessibility gaps and is working with infrastructure
teams to develop more inclusive solutions.

Beyond disability inclusion, reaching geographically remote and hard-to-reach communities
remains a challenge. In some areas, weak community—facility linkages continue to limit
access to services for populations living in remote locations. Efforts to strengthen community
referral mechanisms (see Section 4.3.2) are intended to improve these linkages and facilitate
access to care.

4.2 Coherence and complementarity

Key findings

e At strategic level, Belgian-supported SRHR interventions demonstrate overall coherence,
supported by collaboration between Enabel, NGOs, academic institutions and multilateral
partners.

e Within Enabel, strong complementarities exist between WeCare and WelLearn, particularly
in linking ASRHR and maternal health, while linkages with WeWork remain
underdeveloped.

e Atdistrict level, coherence is uneven and often dependent on individual relationships
rather than institutionalised coordination mechanisms.

41 'Leave no one behind' (LNOB) is a commitment made by United Nations (UN) Member States to eradicate
poverty, reduce inequalities and end discrimination. It prioritises the most vulnerable and marginalised members
of society, and is at the heart of the Sustainable Development Goals (SDGs).
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421 Coherence and complementarity between Belgian actors

At national level, a coordination mechanism among Belgian actors exists through the Joint
Strategic Framework (JSF) Uganda. While key informants reported that the JSF provides a
useful platform for joint planning and information exchange, it is not SRHR-specific and
therefore does not consistently enable in-depth thematic coordination on SRHR priorities.
Outside the JSF, Belgian humanitarian actors were perceived to collaborate proactively on
SRHR-related issues, albeit often through informal arrangements. Such proactive
collaboration was reported to be less common within development cooperation
programming.

At the bilateral level, coherence within Enabel’s SRHR-related programming is uneven. Key
informants attributed this to organisational ways of working and siloed planning processes.
The strongest linkages are observed between WelLearn and WeCare, where synergies exist
between ASRHR, maternal and newborn health, referral systems and quality of care. Key
informants reported generally effective coordination between these two programmes,
particularly in the integration of SRHR priorities into school-based interventions. This includes
both outreach from health facilities to schools and the incorporation of SRHR components
directly within school programming. By contrast, coherence between WeCare and WeWork
remains limited. The main area of potential collaboration lies in Saving for Health, which is
implemented under WeWork and has some practical linkages with WeCare in allowing women
to save for transport and costs associated with childbirth. There are plans to strengthen this
integration by expanding Saving for Health into WeCare intervention areas and by establishing
clearer connections between financial protection mechanisms and community-based referral
and transport systems for safe deliveries.

Enabel works with both Belgian and non-Belgian actors as sub-grantees and implementing
partners, an approach that supports complementarity across its programmes. For example,
Enabel collaborates directly with HI as a sub-grantee under the WeLearn programme. This
partnership was consistently described by key informants as positive. Respondents
highlighted HI's added value in areas such as disability inclusion and demand creation, which
complement Enabel’s school-based SRHR interventions. This complementarity allows Enabel
to combine its system-level programming with HI's specialised expertise in disability inclusion
and community engagement, thereby enhancing the inclusiveness and reach of school-based
SRHR activities.

4.2.2 Coherence and complementarity with other development
partners

At national level, sector-wide coordination is supported through the Health Development
Partner platform, where donors (including Belgian donors) and multilateral partners actively
participate. While an SRHR donor sub thematic group exists, stakeholders reported that it
does not always function efficiently as a space for strategic alignment or resolution of
overlaps.

Complementarity between Belgian and multilateral partners is generally strong at national
level and, in some regions, at sub-national level. According to key informants, UNICEF and
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Enabel demonstrate particularly effective complementarity, with joint planning, technical
delineation and coordinated facility-level engagement. For example, it was mentioned that in
some regions Enabel focuses on maternal health components while UNICEF concentrates on
newborn care, allowing joint action and shared equipment planning. Coordination between
Enabel and UNFPA is more indirect and is characterised by complementarity of scope, with
limited proactive joint planning at district level.

At district level, coherence and complementarity are more variable. Coordination often
depends on specific individuals or relationships rather than institutionalised mechanisms.
DHTs do not consistently map or harmonise partner activities, which can lead to overlaps or
gaps in service delivery. Where district leadership is strong and coordination meetings are
well facilitated, complementarity improves. In refugee-hosting districts, coordination tends to
be more structured, with regular meetings and clear allocation of geographic zones and
service mandates. In these contexts, partners reported high levels of coherence and minimal
duplication.

4.3 Effectiveness

431 Health systems strengthening

Key findings

e Belgian support has contributed to strengthened district-level governance, accountability
and planning for SRHR services.

e Regularised maternal death surveillance and response processes and quarterly
performance review meetings have improved oversight and collective ownership of
performance.

¢ Investments in data quality, data use and learning have strengthened the role of routine
information systems in decision-making, although progress varies across districts.

e Capacity-building through training, mentorship and supportive supervision has increased
health worker confidence and competence, but gains remain vulnerable to staff turnover
and workload pressures.

4.3.1.1 DISTRICT-LEVEL GOVERNANCE, PLANNING AND ACCOUNTABILITY

Strengthening district-level governance and accountability mechanisms has been one of the
most consistent contributions of Belgian-supported SRHR interventions. This is significant
given the central role of districts as the operational interface between national policy and
frontline service delivery. Evidence from document review, interviews and FGDs indicates that
Enabel-supported interventions have contributed to more regularised coordination, improved
oversight of SRHR services and greater collective ownership of performance at district level,
although the depth and sustainability of these improvements can vary.

A key area of progress relates to maternal and perinatal death surveillance and response
(MPDSR). Belgian support has contributed to the regularisation of maternal death review
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meetings, improving the timeliness and consistency with which cases are discussed. District
stakeholders reported that these forums have strengthened accountability by providing
structured opportunities to analyse causes of maternal deaths, identify system failures and
agree on corrective actions at facility and district levels. While the quality of reviews varies
between districts, respondents consistently noted increased attention to follow-up and
learning compared to earlier periods.

Enabel helped establish quarterly performance review meetings, which have further
strengthened district governance and planning processes. These meetings, typically involving
DHTs, facility managers, HUMCs*? and political leadership, enable joint analysis of
performance data, comparison of facility-level results and prioritisation of actions. Facility
managers reported that the visibility of performance data in these forums increased pressure
to improve service delivery and facilitated more constructive dialogue between technical and
political actors. However, effectiveness depends on leadership and continuity; in districts
with high staff turnover or weaker leadership, agreed actions are not always systematically
tracked or implemented.

Support to facility-level governance structures has complemented district coordination
efforts. Strengthening HUMCs and hospital boards has contributed to more regular meetings
and clearer roles in overseeing service delivery, financial management and community
relations. Facility managers noted improved capacity among HUMCs to raise community
concerns and monitor performance, although their influence remains uneven and dependent
on member capacity and engagement.

4.3.1.2 DATA QUALITY, USE AND LEARNING

At district level, Enabel-supported review, coordination and learning platforms have
strengthened the integration of service performance data, community feedback and
management decision-making. These platforms provide formal entry points for discussing
community-level barriers to SRHR service delivery, including transport constraints, costs,
stigma, provider attitudes and perceptions of care quality. Where effectively used, they enable
DHTSs to triangulate routine health information with qualitative insights from communities and
implementing partners, supporting more context-sensitive planning, supervision and follow-

up.

Client feedback mechanisms supported by the WeCare programme further contribute to this
learning and accountability function. Specifically, Enabel is supporting the roll out of
innovative tools such as the MoH digital client satisfaction surveys accessed via QR codes,
which have expanded opportunities for service users to provide feedback on their care
experience. Mechanisms such as these generate useful information on issues such as waiting
times, staff behaviour, privacy and informal payments, and have the potential to strengthen
downward accountability by amplifying client voices within district oversight processes.
However, their effectiveness has been uneven. Several facilities reported limited access to

42 HUMCs typically comprise a chairperson of high integrity drawn from the community, who is non-political and
does not hold another official position; representatives of vulnerable groups, including persons with disabilities
and a female representative to reflect the interests of women and children; parish-level representatives to ensure
geographic coverage of the facility catchment area; and local government or division-level representatives (such
as a town clerk) to facilitate linkage with administrative structures.

22



analysed feedback or delays in receiving results, which reduced their ability to act on findings.
In such cases, feedback mechanisms function more as data collection tools than as drivers
of service improvement, underscoring the importance of timely feedback loops and structured
follow-up at facility and district level.

Enabel has also contributed to improvements in data quality and use at district level,
strengthening the role of routine health information as a management and decision-making
tool rather than solely a reporting requirement. Evidence from interviews and FGDs indicates
that Enabel-supported data quality assessments (DQAs), data cleaning exercises and
supportive supervision have increased district confidence in health management information
system (HMIS) data and promoted more systematic use of data for planning, monitoring and
performance management for maternal and neonatal health.

A key feature of these interventions is the collaborative approach to data quality
improvement. DQAs and data review exercises are conducted with active involvement of
district health teams (DHT) members and facility staff, with responsibilities rotated across
participants. This approach has helped build institutional knowledge and reduced reliance on
a small number of data specialists. District stakeholders reported that this has strengthened
internal capacity to identify inconsistencies, interpret trends and use data to inform
supervision and corrective actions. In addition, district officials noted that improved data use
has enhanced the quality of planning discussions during quarterly review meetings and
supported more evidence-informed prioritisation of resources.

Despite these gains, challenges remain. Data quality and use are uneven across districts and
facilities, with progress influenced by staffing levels, leadership commitment and competing
reporting demands. According to key informants, high staff turnover and workload pressures
limit continuity, and, in some settings, data use remains driven by external reporting
requirements rather than embedded management practices. Sustaining improvements in data
quality and use will therefore depend on continued mentorship, integration of data review into
routine supervision, and alignment of with national systems.

4.3.1.3 HUMAN RESOURCES AND CAPACITY DEVELOPMENT

Enabel has worked to strengthen human resource capacity at district and facility levels
through a combination of training, mentorship, supportive supervision and targeted support
to recruitment processes. These efforts address an important constraint to SRHR service
delivery, particularly for maternal and newborn health and GBV response, where shortages of
skilled staff and limited opportunities for continuous professional development remain
persistent challenges.

Capacity-building activities supported by Enabel target both clinical and managerial
competencies. Clinical training focuses on areas such as emergency obstetric and neonatal
care, use of specialised equipment, infection prevention and control, and GBV identification
and case management. Managerial and system-related competencies include data use,
leadership, supervision and coordination. Health workers consistently reported that
mentorship and on-the-job coaching were more effective than one-off trainings, particularly in
building confidence to manage complications, apply new skills in practice and adapt to
evolving service demands.
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Capacity building as a catalyst for system change

An Enabel-supported training in neonatology enabled a nurse at Rukoki Hospital to
strengthen both her technical skills and her confidence. Following the training, she
advocated for the establishment of a neonatal intensive care unit (NICU), proposing the
use of an unused building within the hospital compound.

With management approval, she mobilised support, recruited two volunteers and, with
Enabel's assistance, sourced essential equipment. Rukoki Hospital now operates a
functional NICU with warmers, phototherapy machines and incubators, providing 24/7 care
for vulnerable newborns.

This example illustrates that targeted capacity-building, when combined with motivated
individuals and supportive institutions, can translate into improved service availability
and quality.

Supportive supervision has reinforced these gains by linking capacity development to routine
performance management. DHTs reported that supervision visits increasingly focus on
problem-solving and skills reinforcement rather than compliance alone. This approach has
helped identify service delivery gaps early and tailor follow-up support to facility needs,
contributing to gradual improvements in service readiness and quality. This is also translated
to staff at facility level, where supervision and follow ups ensure uptake of information. As
one staff member at Budondo Health Centre IV explained, “When they train a staff member on
a particular skill, they make follow up calls and onsite support supervision to ensure that what
they trained on is being implemented.”

At district level, Belgian support has also facilitated recruitment processes, including support
to District Service Commission sittings, enabling districts to fill critical positions when fiscal
space allows. Enabel has proactively supported districts to map resources against human
resource gaps in target facilities. Enabel, in collaboration with the Embassy, then supports
advocacy opportunities for district leaders to raise staffing and resource gaps with national
authorities. These efforts were noted by key informants to be particularly successful, with the
collaboration between the Embassy and Enabel cited as a key facilitating factor. It was noted,
for example, that when working with national authorities, the Embassy’s support has been
critical. Despite these efforts, structural constraints related to the national wage bill and
recruitment ceilings persist and remain largely beyond district control. In addition, Enabel staff
reported cases where newly recruited staff were transferred to other facilities after only a
short period, undermining continuity. Such transfers reduce the effectiveness of capacity-
building investments, as skills and institutional knowledge are lost to the programme and
training processes must be repeated. While Enabel sometimes has memorandums of
understanding with districts and staff are able to advocate with district authorities for
temporary retention of trained personnel, their influence over transfer decisions remains
limited.
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In line with this, staffing shortages continue to be one of the most significant external
constraints on effectiveness. Several districts reported that expanded service availability and
improved facility functionality increased workload without a corresponding increase in staff
numbers. Reductions in donor-funded contract staff in some settings (such as refugee
settlements) further exacerbated gaps, particularly for specialised roles such as GBV focal
points and adolescent friendly services. These shortages affect not only service quality and
continuity but also staff morale, retention and the sustainability of improvements achieved
through training and mentorship. Otherwise stated, the effectiveness of Belgian-supported
efforts remains closely linked to broader human resource constraints, underscoring the need
for continued attention to staffing levels, workload management and institutionalisation of
mentorship within routine health system functions.

4.3.2 Maternal and neonatal health

Key findings
e Effectiveness is most evident on the supply side for maternal and neonatal health, driven
by health system strengthening and improved referral and emergency response systems.

e Investments in facility readiness, equipment, utilities and skills have expanded the
availability of life-saving services and reduced reliance on distant referrals.

e Community-based referral and transport mechanisms show promise in reducing delays in
reaching care, particularly in remote areas.

e Increased service utilisation has placed new pressure on staffing, infrastructure and
patient experience, with uneven improvements in acceptability and respectful care.

Maternal and neonatal health is the area in which the effectiveness of Belgian-supported
SRHR interventions is most evident, particularly at district and referral-facility level. Overall,
effectiveness has been driven primarily by supply-side health systems strengthening, with a
strong focus on reducing delays in reaching care and receiving quality services (the second
and third delays). Enabel-supported investments in district governance, facility readiness,
referral systems and health worker capacity have significantly expanded the availability and
quality of maternal and neonatal services, particularly comprehensive emergency obstetric
and newborn care at Health Centre IVs and district hospitals.

Access to services has improved through better functioning referral pathways and targeted
measures to reduce geographic and financial barriers. A key contribution in this area is the
community-based referral system implemented by BAMA as an implementing partner of
Enabel. BAMA's intervention is explicitly structured around the three delays framework, with a
primary focus on reducing the second delay in reaching care, while also contributing indirectly
to the first delay through incentives for antenatal care attendance and information
dissemination. Village Health Teams (VHTs) identify and register pregnant women on the
government-owned Family Connect platform, which provides stage-appropriate health
messages and appointment reminders. Transport vouchers linked to completion of at least
four antenatal care (ANC) visits incentivise early and continued contact with health services.
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When labour begins or a danger sign occurs, women can call in transport themselves using a
simple USSD code on a basic mobile phone, which connects them to the nearest registered
boda-boda rider. For complications requiring higher-level care, midwives initiate facility-to-
facility referrals through the Mama Rescue platform, drawing on a network of government
ambulances, private ambulances and verified taxis to ensure timely transfer to comprehensive
emergency obstetrics and newborn care (CEmONC) facilities. Evidence from interviews
indicates that this system shows promising in reducing travel time from home to facility,
particularly in hard-to-reach areas, with the potential to increase ANC attendance and facility-
based delivery rates. This was confirmed by one health worker in Rukoki, who explained, “Daily
these bodas bodas carry at least a good number of mothers from the mountain regions to
Rukoki... each brings at least 3-4 mothers a day”. Comparable referral and transport
mechanisms are also highlighted in the UNFPA Country Programme Evaluation as
contributing to improved timeliness of care in supported districts, although the evaluation
notes that logistical and geographic constraints continue to limit coverage in remote areas.*®

Improvements in service availability and quality are closely linked to Enabel’s holistic
approach to facility functionalisation, combining:

e infrastructure upgrades and reliable electricity and water supply;

e provision of equipment and biomedical maintenance systems;

e training and mentorship in emergency obstetric and neonatal care;
o strengthened facility and district-level governance.

These investments have enabled districts to offer a broader range of life-saving interventions,
including caesarean sections, neonatal care and blood transfusions, and have reduced
reliance on referrals to distant regional hospitals. Training and mentorship in emergency
obstetric and neonatal care have increased staff confidence and reduced delays in clinical
decision-making. During FGDs, staff consistently ranked their skills as the most positive
change they have observed since the start of the programme. That stated, quality gains remain
vulnerable to staffing shortages, power instability and maintenance constraints, which affect
service continuity in some facilities.

According to annual WeCare results reports, institutional maternal mortality declined across
all districts, suggesting improvements in the management of obstetric complications. In
contrast, institutional neonatal mortality increased, particularly in Busoga, highlighting
persistent challenges in newborn survival. Coverage and utilisation indicators also weakened
overall, with declines in institutional deliveries, ANC4 coverage and IPT3 coverage in most
districts, although modest reductions in teenage pregnancy were observed. These trends
indicate that while gains in maternal outcomes are emerging, broader system-wide
improvements in service utilisation and neonatal outcomes have not yet been realised.

43 UNFPA. The United Nations Population Fund and the Government of the Republic of Uganda 9th
Country Programme 2021-2025 Evaluation report [Internet]. 2025. Available from:
https://www.unfpa.org/sites/default/files/2025-03/Final _UNFPA%20CPE%20Uganda%20Report_04-
02.2025%20%281%29.pdf
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Table 3: Progress on key outcome indicators at district level#

Indicator Districts Baseline Value Progress (%)
2024/2025
Institutional All 138.1 106.8 22.7%
maternal Busoga 177.1 129.2 27%
mortality rate Rwenzori 114.3 92.5 19.1%
Institutional All 5.2 7.9 -51.9%
Neonatal Busoga 5.5 10.4 -89.1%
Mortality Rate Rwenzori 5.1 6.3 -23.5%
Teenage All 19.2% 18.3% 4.7%
pregnancy rate Busoga 18.5% 17.2% 7%
Rwenzori 19.7% 19.1% 3%
% Institutional All 78.8% 65.0% -17.5%
deliveries in Busoga 75.3% 65.2% -13.4%
districts of focus | Rwenzori 81.1% 65.0% -19.9%
ANC4 care All 55.6% 49.3% -11.3%
coverage (%) Busoga 57.1% 51.2% -10.3%
Rwenzori 54.5% 48.1% -11.7%
IPT3 coverage All 52.5% 50.7% -3.4%
Busoga 46.8% 56.8% 21.4%
Rwenzori 56.2% 46.9% -16.6%

These aggregate district-level trends mask variation across at facility level, however.
According to facility level monitoring data, delivery volumes increased across many supported
facilities, particularly Health Centre IVs, indicating improved functionality and utilisation
Between 2023 and 2024. Importantly, these increases were not accompanied by proportional
rises in maternal deaths, suggesting that strengthened facilities were able to absorb higher
caseloads. In contrast, neonatal and perinatal outcomes remain mixed, with persistently high
mortality at referral hospitals reflecting the concentration of high-risk cases and ongoing
constraints in capacity. As implementation is still at an early stage, continued monitoring will
be required to assess whether these facility-level gains translate into sustained
improvements.

Acceptability of maternal and neonatal services shows a mixed pattern across facilities.
Some facilities, such as Kyegegwa General Hospital, were consistently cited as demonstrating
improvements in respectful care, communication and responsiveness by patients in FGDs.
Although attribution is not possible directly to the Enabel programme, staff noted linkages
between quality of services and staff training, ongoing mentorship and strengthened
accountability mechanisms. In contrast, other facilities, including Rukoki Health Centre 1V,
were reported to face ongoing challenges related to informal payments, poor patient
experiences and inconsistent provider attitudes. These issues were particularly pronounced
for persons with disabilities, who reported experiences of mistreatment, discrimination and
lack of appropriate support during care.

44 Enabel. Results report 2025. (WeCare Project). Kampala: Belgian Development Agency; 2025.
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Acceptability challenges are further compounded by

systemic pressures. Overcrowding in maternity wards, “The health facility is at 30%
limited privacy and high workloads affect patient staffing level and this leads to
satisfaction in several facilities, particularly where burn out... you find one staff
service utilisation has increased rapidly without working in several units: the
corresponding expansion of infrastructure or staffing. antenatal ward with about 100
As one midwife explained, “Our space is congested in mothers a day, post-natal ward
the wards with people sleeping on the veranda or and the labour ward.”
pathways”. In such contexts, gains in access and

availability risk being undermined if service qualityand | Health worker at Budondo HCIV

user experience are not adequately protected.

Demand creation and community-level engagement for maternal health remain
comparatively weaker than supply-side investments. While Enabel’s maternal health support
has prioritised facility readiness, workforce capacity, referral systems and district governance
(effectively addressing the second and third delays) less systematic attention has been given
to the first delay: decision-making to seek care. Although the BAMA referral system represents
an important contribution in this area (i.e. linkage of transport vouchers to ANC attendance),
its primary function remains reducing the second delay rather than addressing broader
knowledge, attitudes and household decision-making related to maternal health.

Community-based demand creation related to maternal health is largely implemented by NGO
and multilateral partners, notably:

e UNFPA-supported community outreach activities, which contribute to awareness-
raising, behaviour change communication and linkage to maternal and neonatal health
services;*®

e UNICEF-supported community engagement and communication for development
activities, which promote awareness of antenatal care, facility delivery and newborn
care practices, particularly in high-vulnerability and refugee-hosting districts;* and

e Humanity & Inclusion, which supports inclusive community engagement approaches
addressing barriers faced by vulnerable groups, including persons with disabilities.

However, limited coordination at district level means that Belgian-supported health centres
and hospitals do not consistently benefit from these efforts, as community-based activities
are not always implemented within the catchment areas of strengthened facilities. This is
particularly important given that gaps in knowledge and awareness of key maternal and
neonatal health issues, together with the limited involvement of men in maternal health

45 UNICEF. Evaluation of UNICEF Uganda Country Programme of Cooperation for 2016-2020
[Internet]. 2021 [cited 2026 Jan 16]. Available from:
https://unevaluation.org/member_publications/evaluation-unicef-uganda-country-programme-
cooperation-2016-2020

46 UNFPA. The United Nations Population Fund and the Government of the Republic of Uganda 9th
Country Programme 2021-2025 Evaluation report [Internet]. 2025. Available from:
https://www.unfpa.org/sites/default/files/2025-03/Final _UNFPA%20CPE%20Uganda%20Report_04-
02.2025%20%281%29.pdf
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decision-making, were identified as major barriers to progress, affecting household-level
support for ANC attendance, facility delivery and timely emergency care-seeking. Indeed,
facility level staff and members of community groups observed an increase in gaps in
knowledge and awareness at community level on the importance of ANC and postnatal care
and of facility deliveries. This is reflected in both UNFPA and UNICEF evaluations, which
highlight persistent challenges related to social norms, gender dynamics, and community
resistance.*” # As a result, improvements in service readiness are not always matched by
corresponding gains in awareness, preparedness and supportive norms at community level,
constraining progress on the first delay and on the “rights” dimension of SRHR for maternal
health.

4.3.3 Adolescent SRHR

Key findings

e School-based and mentoring interventions have improved adolescents’ access to SRHR
information, confidence and life skills, with particularly strong results among in-school
adolescents.

e Deliberate inclusion of boys has contributed to positive shifts in gender norms and
reduced stigma around menstruation and adolescent health.

e Out-of-school adolescents benefit from targeted programmes such as GEG, though
coverage remains limited relative to need.

e Availability and quality of adolescent-friendly services at health facilities remain weak,
limiting effective referral and continuity of care.

Belgian-supported interventions demonstrate mixed but generally positive effectiveness in
addressing adolescent sexual and reproductive health, with stronger and more consistent
results in school-based and community settings than in health facilities.

Access to ASRHR information has improved primarily through school-based programming
and targeted community outreach from facility-based nurses. Teachers, NGO partners and
Enabel staff consistently reported that structured life skills and SRHR curricula delivered under
the WelLearn programme have increased the consistency and coverage of SRHR information
for in-school adolescents in selected schools. Implemented by Enabel in partnership with
Humanity & Inclusion (as a sub-grantee), these interventions combine teacher-led sessions
and peer education and were widely perceived as appropriate and accessible entry points for
adolescents. Through these interventions, WelLearn is estimated to benefit at least 40,000

47 UNFPA. The United Nations Population Fund and the Government of the Republic of Uganda 9th
Country Programme 2021-2025 Evaluation report [Internet]. 2025. Available from:
https://www.unfpa.org/sites/default/files/2025-03/Final _UNFPA%20CPE%20Uganda%20Report_04-
02.2025%20%281%29.pdf

48 UNICEF. Evaluation of UNICEF Uganda Country Programme of Cooperation for 2016—-2020
[Internet]. 2021 [cited 2026 Jan 16]. Available from:
https://unevaluation.org/member_publications/evaluation-unicef-uganda-country-programme-
cooperation-2016-2020
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lower secondary school students annually and to reach more than 2,000 headteachers and
teachers through capacity-building and supervisory activities.*°

A notable strength of this approach is the deliberate inclusion of boys. This was repeatedly
cited as contributing to improved understanding of consent, respect and shared responsibility,
as well as reduced stigma around menstruation. Teachers and students reported a decline in
gendered teasing and bullying related to menstruation, which they attributed directly to boys’
participation in sessions. As one male student explained, “I also have a mother and sisters. |
should also know about menstrual health so | can support others.” Girls consistently
emphasised increased confidence alongside improved knowledge. One girl noted, “I would
not have been able to stand in front of you all and talk about my period before. | now have
confidence and knowledge, and | am no longer ashamed.” Other areas of increased awareness
included menstrual health management, life skills, gender-based violence prevention and
sexual harassment.

At the same time, stakeholders noted that SRHR content remains constrained by national
restrictions on CSE as well as social and religious norms, resulting in a strong emphasis on
abstinence-only messaging within schools. Rather than promoting SRHR explicitly,
interventions are framed around health promotion, menstrual health management and
prevention of GBV. These entry points allow key SRHR-related information to be addressed
while remaining consistent with national education policies and the prevailing political and
social environment.

Complementary social and economic support interventions further strengthen ASRHR
outcomes by addressing underlying vulnerabilities. Linkages to skills training, livelihood
activities and support for re-entry into education for adolescent mothers were reported to
reduce economic pressures that contribute to early pregnancy and school dropout.

The GEG programme provides an alternative pathway for improving adolescent girls’ access
to SRHR information and services, particularly for vulnerable out-of-school girls in urban
settings. Implemented by Kampala Capital City Authority in partnership with UNICEF and with
funding from the DGD (Phase 1), GEG uses a “mentoring plus” model that combines one-on-
one and group mentoring with cash transfers and referral to services. Assessment evidence
indicates that mentoring is the most impactful component for SRHR, significantly increasing
girls’ confidence, openness and knowledge related to reproductive health, decision-making
and future planning.® Pre- and post-surveys conducted by UNICEF demonstrate measurable
improvements in SRHR knowledge following mentoring sessions. The programme also
indirectly addresses SRHR barriers through cash transfers, which enable girls to meet basic
needs, including menstrual hygiene products, and through referrals to health and protection
services. While referral pathways were not fully systematised in early cohorts, the programme
nonetheless fills a gap for adolescents who are not reached through school-based
interventions.

49 Enabel. Annual report on cooperation programme implementation - Uganda. 2025. Report No.: DGD
code: CP UGA 2023-2027-4638.
50 UNICEF. Phase I: Girls Empowering Girls Programme Targeting Adolescent Girls in Uganda. 2023.
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As mentioned previously, Enabel is also in the process of developing social behaviour change
(SBC) materials targeting out-of-school youth on key SRHR issues, including family planning.
This participatory process is intended to strengthen demand for SRHR services and improve
adolescents’ autonomy in health-seeking behaviour. However, its effectiveness will depend on
the availability and responsiveness of adolescent-friendly services at facility level.

Availability and quality of ASRHR services remain weakest at health facilities. While youth-
friendly services and designated youth corners exist in some facilities, they are often under-
resourced, intermittently staffed or repurposed during periods of service pressure, limiting
their functionality. Stakeholders consistently identified adolescent-friendly services as a gap,
citing lack of dedicated space, limited privacy and insufficient staff capacity. For adolescent
mothers, special clinic days or high-risk ANC clinics had improved continuity of care in several
districts, but these services were reported to have been reduced following recent external
budget cuts.

Enabel facilitates training in adolescent-friendly service provision, which has improved
provider awareness and technical competence. However, translation into consistent practice
remains variable, and follow-up is not always ensured. High workloads, privacy constraints
and limited infrastructure continue to affect the ability of facilities to offer confidential and
youth-appropriate services. As a result, adolescents often rely on schools and community-
based platforms as their primary entry points for SRHR information and support. NGO partners
noted that referrals from community or school programmes to Belgian-supported higher-level
facilities can be challenging, as adolescents may encounter stigma or lack of appropriate
services upon arrival. At Rukoki, a particular need for these services was identified, as FGDs
highlighted mental health concerns related to SRHR as an emerging issue.

4.3.4 GBV, FP and HIV /STIs

Key findings

e Effectiveness of GBV response is constrained by staffing gaps, limited specialised
services and weak community-facility linkages.

e Family planning (FP) and HIV/STl interventions are addressed mainly through awareness
and training, with persistent demand-side barriers, stigma and male resistance limiting
uptake.

e Recent and anticipated donor funding cuts pose a significant risk to continuity of GBV, FP
and HIV-related services.

Belgian-supported interventions have had more limited strategic prioritisation and scale of
investment in other SRHR issues, including GBV, FP and HIV/STIs. GBV is the thematic area
where Belgian-supported interventions demonstrate the clearest efforts. According to
stakeholders, Enabel-supported programmes have supported strengthening baseline
knowledge and awareness among health workers through training on GBV prevention,
identification, first-line response and case management. Multisectoral trainings involving
health workers, police and other relevant actors have contributed to improved understanding
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of roles and referral pathways. In addition, GBV prevention and sexual harassment prevention
are integrated into Enabel and Humanity & Inclusion-supported school programmes, where
they are viewed as relevant and having strong potential to influence norms among
adolescents.

However, effectiveness in GBV response is constrained by structural and external factors.
Stakeholders reported that GBV focal points at health facilities have been made redundant in
some districts due to external budget cuts, weakening continuity of case management.
Functional GBV service centres are limited, and linkages between facilities and community-
based actors are often weak or ad hoc. As a result, while provider awareness has improved,
access to comprehensive and sustained GBV support for the target population (including
psychosocial and legal services) remains uneven.

Family planning is not a core focus of Belgian-supported interventions and is addressed
mainly through training and capacity-building for health workers and through inclusion of FP
topics in broader SRHR and adolescent programming. While these efforts have improved
provider knowledge to some extent, stakeholders consistently noted that the most significant
unmet needs lie on the demand side. Myths, misconceptions and social norms continue to
shape attitudes towards contraception across age groups. It was noted, in particular, that men
are resistant to FP. As a community member from Kyegegwa explained, “‘most men did not
even allow their wives to use contraception, because they had only heard bad stories”. Such
dynamics can limit women's autonomy in reproductive decision-making and discourage them
from accessing FP services even where these are available.

School-based programmes address some of these issues, but their scope is constrained by
government policies on sexuality education and religious and social norms, resulting in limited
depth of FP content. As a result, adolescents often receive only partial information about
contraception, which can affect their understanding of available services. Stakeholders
highlighted the potential to engage out-of-school youth more effectively, where demand-side
needs are particularly pronounced.

HIV and STI services receive limited direct support within the Belgian portfolio, but concerns
around HIV prevention and treatment feature prominently in stakeholder discussions,
particularly in light of recent and anticipated external budget cuts. These cuts were widely
perceived as a risk to service continuity, outreach and treatment adherence. Within the scope
of Belgian-supported interventions, HIV awareness among in-school adolescents was
reported by key informants to be increasing through WelLearn-supported school programmes.
Enabel is also developing future SBC interventions targeting out-of-school youth, which are
expected to include both FP and HIV-related messaging. However, beyond awareness-raising,
limited support is provided for HIV/STI service delivery, and—according to community
groups—stigma, fear of disclosure and confidentiality concerns continue to constrain
acceptability, particularly for adolescents and other marginalised groups. These issues were
reported to discourage individuals from seeking testing or treatment at local facilities where
they fear being recognised, thereby affecting access and use of services.
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Across FP, GBV and HIV/STI services, acceptability remains a constraint, especially at
facility level. Fear of judgement, lack of privacy and persistent stigma affect adolescents,
unmarried women and survivors of violence, discouraging utilisation even where services are
nominally available. These challenges are exacerbated by staffing shortages, high workloads
and the reduction of specialised roles following external funding cuts.

Finally, stakeholders noted missed opportunities for stronger integration across Enabel
programmes. Under the WeWork programme, para-social workers are engaged in livelihoods
and social support activities, yet there is limited evidence of systematic integration of FP, GBV
or HIV/STI messaging into their work. Stronger linkages between economic empowerment,
social support and SRHR objectives could enhance coherence and effectiveness, particularly
in addressing demand-side barriers among community members.

44 Sustainability

Key findings

e Institutional sustainability is relatively strong, supported by alignment with government
systems, capacity-building of public sector staff and integration into district governance
structures.

e Community-managed mechanisms such as Saving for Health demonstrate strong local
ownership and financial sustainability potential.

e Financial sustainability of service delivery and referral systems remains fragile due to
limited recurrent budgets, equipment maintenance costs and wage bill constraints.

e Social sustainability is uneven, with clearer mindset change observed among adolescents
than among adult community members, where normative barriers persist.

e Interms of impact, institutionalised capacities, infrastructure and community-managed
mechanisms have the potential to generate durable changes in how SRHR services are
delivered and accessed.

441 Institutional and financial sustainability

Institutional sustainability is one of the strongest dimensions of Belgian-supported SRHR
interventions. Across programmes, deliberate efforts have been made to align interventions
with government mandates and embed them within existing public structures. This approach
builds on experience from the LSF programme, which demonstrated that investments
anchored in public systems (e.g., in district management capacity) were more likely to endure
than time-bound financial incentives. A core feature of the current Belgian approach,
particularly through Enabel, is its alignment with the Ministry of Health’'s priority to
functionalise Health Centre IVs and hospitals as CEmONC sites. By addressing long-standing
gaps in infrastructure, utilities, equipment and skills, these investments have the potential to
remain within the public health system beyond project cycles with the potential to contribute
to short-term impacts on health outcomes.
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Capacity building and skills transfer further reinforce institutional sustainability. Training
and mentorship focus on existing Ministry of Health staff, including midwives, doctors, nurses
and DHTs. Skills in emergency obstetric and neonatal care, GBV case management, data use
and leadership are widely regarded by stakeholders as contributing to sustainability, as they
remain with individuals and institutions even if external funding is reduced. However, this
sustainability is partially undermined by frequent staff transfers, which dilute institutional
memory and require repeated investment in training. In addition, these capacity building
initiatives have not been more broadly institutionalised and continue to rely on Enabel support.

Belgian-supported interventions are also integrated

"We see sustainability growing into government systems and procedures. Digital
through mindset changes, platforms such as Family Connect are government-
planning, sharing schedules and owned, supporting continuity and scalability. As these
documentation. Enabel has platforms are embedded within national health
helped us adopt these practices information systems and managed by government
so they become standard" institutions, they are more likely to be maintained

beyond the duration of external support. Enabel’s
Representative from the District | sypport to district-led processes, including maternal

Health Office in Kasese death reviews and quarterly performance review
meetings, aims to institutionalise accountability and

performance management as routine practices rather than project-specific activities. While
uptake varies by district, these processes are increasingly recognised as standard elements
of district governance. Their routinisation represents an early impact on how the health
system functions, with potential implications for sustained learning, accountability and
service improvement. However, the extent to which these practices can be maintained over
time will depend on the availability of government resources and continued leadership at
district level.

Academic partnerships supported through VLIR-UOS contribute to institutional
sustainability by strengthening local research capacity and generating context-specific
evidence. Research on gender relations, parenting and family-based SRHR approaches has
informed programme adaptation and has enabled Ugandan researchers to engage in policy
dialogue. Although influence on national policy remains gradual, this research-to-policy
pathway constitutes a long-term investment in national knowledge systems, representing
impact through strengthened institutional capacity and evidence-informed decision-making.

Infrastructure investments represent another durable contribution. Upgrades to electricity
systems, provision of generators, construction of incinerators and maternity waiting homes
and improvements in water supply constitute long-term assets that continue to support
service delivery for a few years, provided maintenance is ensured.

Regarding financial sustainability, the most robust example is the Saving for Health
mechanism implemented under Enabel’'s WeWork programme. Embedded within existing
Village Savings and Loan Associations, this mechanism is fully managed by community
members, reinvests funds continuously and provides interest-free loans for health
expenditures. The initiative operates through over 770 Village Savings and Loan
Associations, which have collectively mobilised approximately UGX 1.3 billion to support
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household financial preparedness for health emergencies, primarily in the Rwenzori region.®
The scale of savings mobilised demonstrates strong local ownership and suggests that this
mechanism can continue independently of external funding, although it is dependent on
motivation and investment of the group as a whole.

By contrast, sustainability of more complex logistical and service delivery systems is
weaker. Health facility managers consistently highlighted the absence of dedicated budgets
for equipment maintenance. While Enabel supports training of biomedical technicians and
regional maintenance systems, facilities rely on limited operational funds, and replacement of
major equipment remains dependent on national-level procurement processes.

Similarly, emergency transport and referral systems that rely on vouchers or digital
platforms face sustainability challenges. These systems depend on compensating transport
providers and maintaining technical infrastructure, costs that cannot be absorbed within
current district or facility budgets. Without continued external financing or alternative cost-
sharing models, coverage and reliability may decline.

A persistent inhibiting factor to financial sustainability is the government wage bill. While
Belgian support strengthens service readiness and expands service availability, government
funding has not kept pace with staffing needs, particularly for specialised cadres such as
anaesthetists, NICU nurses and laboratory staff. The withdrawal of externally funded support
staff in some districts has exposed the fragility of service delivery gains when human resource
financing is not secured.

Multilateral initiatives illustrate both opportunities and limitations. The Belgian-funded GEG
programme demonstrated the effectiveness of a cash plus model for vulnerable adolescent
girls and was subsequently adopted by other donors and integrated into national social
protection strategies. However, long-term domestic financing for cash transfers remains
uncertain, limiting full institutionalisation.

44.2 Social sustainability

Overall, social sustainability remains a comparatively weak dimension of Belgian-supported
SRHR interventions in Uganda. While some changes in health-seeking behaviour are
observable, there is limited evidence of sustained mindset change or broader shifts in social
norms related to SRHR within facility catchment areas. Progress has been uneven across
thematic areas and population groups, with clearer and more durable changes observed
among adolescents (particularly those reached through school-based and mentoring
programmes) than among adult community members.

At community level, observed changes are largely behavioural. Interventions linked to Saving
for Health and transport incentives have contributed to practical shifts, such as increased
prioritisation of saving for health-related expenses and earlier initiation of antenatal care.
However, as was noted during one FGD, these mechanisms have been constrained in refugee-
hosting communities, where households reported having less disposable income to save for

51 Enabel. Annual report on cooperation programme implementation - Uganda. 2025. Report No.: DGD
code: CP UGA 2023-2027-4638.
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health due to recent external budget cuts and reductions in humanitarian assistance. As a
result, the sustainability of these initiatives is at risk, as financial pressure limits continued
participation. More broadly, these behaviour changes appear primarily incentive-driven and do
not consistently reflect deeper transformations in attitudes, gender norms or decision-making
dynamics related to SRHR.

To some extent, improved service availability and quality were reported to contribute to
increased trust in public health facilities, which supports continued utilisation and represents
an important element of social sustainability. The provision of caesarean sections, blood
transfusions and essential commodities, combined with improvements in staff attitudes in
some facilities, has strengthened confidence in facility-based care. This trust-building effect
can be interpreted as an impact that reinforces continued service use and underpins longer-
term outcomes.

Clearer evidence of mindset change is observed among adolescents reached through
structured education and mentoring platforms. In schools supported under Welearn,
including those where Humanity & Inclusion implements the SYNERGY project, stakeholders
consistently reported shifts in attitudes related to menstruation, gender norms, disability
inclusion and adolescent health. The deliberate inclusion of boys was highlighted as
particularly important in reducing stigma, strengthening peer support and fostering more
respectful attitudes. Teachers reported that including boys in sexual health discussions
changed the school environment: "Before Enabel, when teaching menstruation, we used to
meet with only girls. But after training, we understood that boys must also be included". These
changes were widely perceived as meaningful and likely to be sustained, given their
integration into educational structures and ongoing delivery by trained teachers and peer
educators.

An additional exception is observed within the GEG programme, where evidence of mindset
change and social sustainability is more pronounced among participating adolescent girls and
their families. Assessment findings indicate that GEG’s mentorship component has
contributed to shifts in aspirations and values, with girls increasingly prioritising education,
independence and delayed marriage and childbearing.®? Caretakers also reported changes in
attitudes toward girls’ education and future pathways. These trends signal early
intergenerational change, with potential long-term impacts on education, fertility and
economic participation.

By contrast, normative barriers remain largely unaddressed among adult populations.
Cultural resistance to family planning, continued influence of traditional birth attendants,
limited male engagement in SRHR decision-making and persistent stigma around adolescent
sexuality continue to constrain social sustainability. Community engagement efforts are
fragmented and not systematically aligned with facility catchment areas, limiting their
potential to reinforce and sustain changes beyond the lifespan of specific projects.

52 UNICEF. Phase I: Girls Empowering Girls Programme Targeting Adolescent Girls in Uganda. 2023.
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Summary: Enablers, inhibitors, and unexpected results

Enabling factors

Inhibiting factors

Unexpected results

Strong alignment with national health priorities and district-led planning enhances
ownership and relevance.

Continuous mentorship and use of government systems (HMIS, MPDSR, digital
platforms) supports institutionalisation.

Complementarity between Belgian, multilateral, NGO and academic actors strengthens
coverage, particularly for ASRHR and system learning.

Community-managed mechanisms (e.g. Saving for Health) enables local ownership
and sustainability potential.

Restrictive political and normative environment limits rights-based SRHR approaches,
especially for adolescents and sexual minorities.

Chronic human resource shortages, staff turnover and wage bill constraints undermine
service quality and sustainability.

Financial and operational sustainability risks due to limited recurrent budgets, donor
funding cuts and fragile referral systems.

Uneven district-level coordination reduces coherence between community and facility-
level interventions.

Limited involvement of men and boys constrains effectiveness and social
sustainability of interventions.

In the WeCare programme, improved healthcare access has led to an increase in
workloads at facilities, creating new pressure on staffing and infrastructure.

In the BAMA transport programme, it was discovered that some mothers struggled to
use the USSD phone system. This led to an unplanned adaptation where VHTs and
boda-boda riders were authorised to initiate requests on behalf of the women, which
increased system usage.

In the WelLearn programme, specific measures to support girls, such as providing them
with bicycles to get to school, were found to create resentment from boys when not
communicated properly.

In the GEG programme, girls experienced increased intra-household pressure and
responsibility over household expenditures, which reduced the intended focus on
personal wellbeing and education.
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5 Conclusions

Overall findings indicate that Belgian-supported SRHR interventions in Uganda are well aligned
with national priorities and have delivered their strongest results through sustained
investment in health system strengthening. Overall, the ToC remains relevant, but its
implementation has been uneven. In practice, progress has been strongest on the supply side,
while demand creation, social norm change and the broader realisation of SRHR have received
less consistent attention.

Evidence from the evaluation supports the hypothesis that strengthening the health system
improves the coverage, access and quality of SRHR services, particularly when these
services are integrated into routine health delivery. Belgian support has contributed to
improved district governance, facility functionality, referral systems, data use and health
worker capacity, with the most visible results in maternal and neonatal health. These
investments have increased the availability and reliability of services and strengthened
institutional ownership by district level counterparts. However, the sustainability of these
gains remains fragile, given persistent constraints related to staffing, infrastructure pressures
and financing that lie largely outside the control of Belgian-supported actors.

The evaluation also finds partial support for the hypothesis that improving the coverage,
access and quality of SRHR services encourages their use by target groups, provided that it
is accompanied by a strategy to promote services and strengthen demand. Where
improvements in service readiness were combined with measures to reduce financial and
geographic barriers (such as referral and transport mechanisms) service utilisation increased.
However, in the absence of more systematic demand-side interventions, increased supply has
not consistently translated into sustained changes in care-seeking behaviour, particularly
among adult populations. Progress in addressing the first delay in care-seeking remains
limited, highlighting the importance of pairing service delivery with stronger community
engagement.

Stronger evidence emerges in relation to the hypothesis that improving target groups’
knowledge of SRHR supports changes in attitudes and behaviours, provided that
interventions also address social norms and individual empowerment. This is particularly
evident among adolescents reached through school-based programmes and mentoring
initiatives. Stakeholders consistently reported increased knowledge, confidence and shifts in
attitudes related to menstruation, gender norms and adolescent health, especially where
interventions were delivered through trusted platforms and deliberately included boys. These
changes were widely perceived as meaningful and more likely to endure. By contrast, evidence
of similar mindset change among adult community members remains limited, underscoring a
key gap in the current portfolio.

The evaluation finds limited confirmation of the hypothesis that a normative and legislative
framework favourable to SRHR contributes to the realisation of SRHR by target groups,
largely due to contextual constraints. While Uganda’s sector strategies formally recognise
SRHR priorities, the broader normative and legislative environment has become increasingly
restrictive. This has narrowed the space for rights-based approaches, particularly in relation
to adolescent sexuality and sexual minorities, and has constrained the influence of policy
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dialogue. Belgian-supported actors have adapted pragmatically by focusing on technical
service delivery and principles of non-discrimination, but an enabling policy environment
cannot be assumed.

Finally, the evaluation supports the hypothesis that the promotion of SRHR requires a multi-
sectoral and multi-dimensional approach, while noting that this approach has not yet been
fully operationalised. Belgian cooperation in Uganda brings together a wide range of actors
across health, education, social protection and research, and strategic coherence is generally
strong. However, coordination across programmes, sectors and geographic catchment areas
remains uneven in practice. Missed opportunities for stronger integration, particularly
between service delivery, livelihoods and community engagement, limit the ability to address
key SRHR issues in a comprehensive way.
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6.2 Evaluation matrix

Table 4: evaluation matrix

EQ 1 - Relevance: To what extent are the instruments, financing modalities, and

channels used by Belgian cooperation relevant, and what explains the choices made?
(e.g. SheDecides)

This evaluation question relates to the specific question and sub-questions of the terms
of reference concerning the analysis of the relevance of Belgian interventions. We will
analyze the added value of the different intervention channels and approaches, and their
relevance for achieving the expected effects on target populations. The analysis of effects
will be addressed in EQ3. The relevance of the instruments used—particularly bilateral,
multilateral, and indirect funding—will be assessed in terms of their alignment with the
priorities defined by Belgian cooperation policy. The evaluation will seek to determine to
what extent the financing modalities (direct grants, multilateral partnerships) and the
channels chosen (Enabel, local NGOs, international agencies) are the most effective for
achieving strategic objectives and addressing SRHR challenges in different contexts.

This question will evaluate the relevance of Belgian cooperation’s choices in SRHR,
explaining how these choices respond to Belgium'’s strategic priorities and the needs of
local populations and priority countries in the area of SRHR. It will also look at the
measures taken to ensure that the needs of local populations are considered. Finally, the
question will address the design of interventions to understand how gender and SRHR
issues are integrated into programs and interventions where intersectionality is present.

Special attention will be paid to the SheDecides movement, to understand how it has
contributed to strengthening Belgian SRHR policy as well as in partner countries.

Judgement criteria and proposed indicators

JC 1.1: The added value of each instrument, financing modality, and channel is clear
within the framework of Belgian SRHR policy and its relative contribution to achieving
SRHR.

Indicators / Points of Attention:

- The evolution of the choice of instruments, financing modalities, and channels for
implementing Belgian SRHR policy and strategy since 2014

- Whether the choices of instruments, modalities, and channels are based on sound
justifications and assumptions concerning the added value and respective role of each
instrument/modality/channel in contributing to the achievement of Belgian SRHR
policy

- Therelevance of Belgian policy/actors’ responses to international developments in
SRHR (e.g. Global Gag Rule, 2017; anti-gender movement; impact of COVID-19, etc.)

- Influence of the SheDecides movement on Belgian policy choices and on the programs
of Belgian cooperation actors (strategic orientations, financing, collaboration,
networking, etc.)

- Integration of SRHR into instruments, modalities, and financing channels to address
situations of conflict and humanitarian crises

- Explanatory factors

- Lessons learned (list) for future programming
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JC 1.2: SRHR programs funded by Belgian cooperation (direct, indirect, multilateral) are

aligned with the national priorities of the selected countries, taking into account the

contexts, needs, and specificities related to the SRHR theme.

Indicators / Points of Attention:

Degree of alignment of interventions funded by Belgian cooperation with national and
regional SRHR priorities

Degree of flexibility of Belgian instruments and programs to adapt to evolving national
needs and changing contexts (examples)

Degree of participation and satisfaction of national actors regarding the alignment of
strategic priorities and Belgium's “comparative advantages” and/or “added value”
Relevance of the choice of SheDecides countries in light of country-specific SRHR
realities

Relevance of interventions in relation to the needs of target groups

Degree of participation of target groups in defining needs, implementing, and
monitoring and evaluating SRHR programs

Belgium’s contribution (technical or financial) to studies and needs assessments of
populations, carried out by national and/or international bodies in the area of SRHR
Explanatory factors

Lessons learned (list) for future funding

JC 1.3: Gender-related issues are effectively integrated into SRHR programs and
interventions, including an intersectionality perspective.

Indicators / Points of Attention:

Degree of attention given to a gender and intersectional approach in SRHR
interventions

Relative added value of SRHR-specific programs versus programs with integrated
SRHR elements (mainstreaming)

Degree of internal coherence between SRHR programs and other gender-related
programs of Belgian actors

Strategies adapted and diversified according to the needs and characteristics of target
groups, with specific attention to vulnerable and marginalized groups, based on a
gender approach and an intersectionality perspective

Explanatory factors

Lessons learned (list) for future programming, particularly regarding the effectiveness
of implementing stand-alone projects versus integrating them into other fields of
activity (health, education, etc.)

Sources of Information:

Literature review: evolution of policies and good practices in SRHR

Participation in the Benin conference and interviews with various participants
Document study: relevant Royal Decrees, Belgian SRHR strategy, intervention
programs of the different Belgian actors, other framework documents related to
partner organizations, other available reports

Belgian portfolio analysis: financial commitments for SRHR during the evaluation
period, budget allocations, and mapping of SRHR interventions funded by Belgian
cooperation

Needs studies and evaluations (co-)financed by Belgium

Interviews and focus group discussions with stakeholders in Belgium and in the
partner countries visited
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QE 2 - Coherence: To what extent are the interventions of Belgian actors (direct and
indirect), multilateral actors, the EU, and other donors involved in SRHR coherent and

complementary—both at the strategic level and in their implementation—in order to meet
common SRHR objectives?

This evaluation question relates to the specific requirement in the terms of reference
concerning coherence and complementarity. It aims to analyze the interaction and
alignment between the different interventions and approaches of actors involved in the
field of SRHR, particularly those funded by Belgian cooperation and other international
partners, such as multilateral organizations (UNFPA, UN Women, UNICEF, UNAIDS), the
EU, and other donors who are members of the SheDecides movement. The main objective
is to verify the strategic coherence among interventions, ensuring that the priorities of the
various actors are convergent and support the same overall SRHR objectives, while
avoiding duplication of efforts or resources and ensuring that interventions complement
each other to maximize impact on SRHR (e.g. improving geographic coverage and SRHR
services according to countries’ needs). Interventions must be coherent not only at the
strategic level but also in their implementation on the ground. Such cooperation helps
strengthen the capacities of local partners and adopt solutions tailored to the specific
contexts of each country or region. Synergies among actors can also reinforce the
sustainability and lasting impact of interventions.

Judgement criteria and proposed indicators

JC 2.1: Coherence and complementarity of the interventions and approaches of the
different actors funded by Belgian cooperation (including local partner organizations).

Indicators / Points of Attention:

- Degree of coherence and complementarity of the interventions and approaches of
Belgian actors in the selected countries

- Existence and effectiveness of structures or mechanisms to strengthen the coherence
and complementarity of Belgian actors’ interventions

- List of factors that promote or limit the level of coherence and complementarity (e.g.
differences in approaches, whether more conservative or progressive, etc.)

- Assessment by ministries and SRHR service providers (state and non-state) of the
coherence and complementarity of interventions funded by Belgian cooperation

- Explanatory factors

- Lessons learned (list) for future programming

JC 2.2: Coherence and complementarity of the interventions of Belgian actors (bilateral
and non-governmental) with those of multilateral actors (such as UNFPA, UN Women,
UNICEF, UNAIDS), the EU, and other donors (for example, those involved in the
international SheDecides movement).

Indicators / Points of Attention:

- Degree of coherence and complementarity of Belgian interventions and approaches
(bilateral and indirect) with those of multilateral actors, the EU, and other donors in the
selected countries

- Existence and effectiveness of structures or mechanisms to strengthen the coherence
and complementarity of Belgian actors’ interventions with those of multilateral actors,
the EU, and other donors

- Quality and efficiency of relations with the different types of strategic partners

- Assessment by ministries and SRHR service providers (state and non-state) of the
coherence and complementarity of development cooperation interventions in SRHR

- List of factors that promote or limit the level of coherence and complementarity

- Pathways/opportunities to strengthen coherence or complementarity
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- Lessons learned (list) for future programming

Sources of Information:

- Document study: Belgian SRHR strategy, intervention programs of the different Belgian
actors, other framework documents related to partner organizations, annual reports of
actors and interventions, other available reports

- Belgian portfolio analysis: mapping of interventions funded by Belgian cooperation
and their evolution

- Documents of international commitments

- Strategic documents of other donors (“benchmarks”)

- Interviews with stakeholders

- Other available reports and studies, including evaluation reports and annual reports of
UN and bilateral actors

EQ3 - Effectiveness: To what extent have SRHR programs and interventions contributed
to increasing knowledge and awareness of sexual and reproductive health and rights and

services, as well as to improving the quality of and target population’s access to these
services?

This evaluation question addresses the specific requirement in the terms of reference
concerning effectiveness, in relation to increasing knowledge and awareness of SRHR
among target populations, and improving their access to SRHR services. To analyze
effectiveness, we will examine results at different levels of the results chain, within both
the direct and indirect spheres of influence. These include (i) the direct results of
contributions to strengthening services, which should lead to (ii) better service quality and
(iiif) improved access to (and use of) these services by target groups. Results in the sphere
of interest—such as the impact on improved knowledge of SRHR, the exercise of SRHR,
behavioral change, and the evolution of social and cultural norms related to SRHR—are
more at the impact level and are therefore included in EQ4.

We will also analyze the extent to which different target groups are reached, paying
particular attention to vulnerable or marginalized groups, such as LGBTQI+ people, and to
the LNOB principle (Leave No One Behind). Attention will be paid to expected and
unexpected/intended and unintended effects (both positive and negative). We will also
seek explanatory factors, enablers, and barriers, notably the influence of the local context
(cultural specificities, taboos and stigmas related to sexuality, wars and armed conflicts,
humanitarian crises, anti-gender movements, COVID-19, etc.).

Judgement criteria and proposed indicators

JC 3.1: The contribution of Belgian cooperation to strengthening health systems in the
field of SRHR.

Indicators / Points of Attention:

- Results of interventions aimed at strengthening the six pillars of the health system in
the field of SRHR (governance, financing, human resources, infrastructure, medicines
and technologies, health information systems)

- Degree of internal coherence between SRHR programs and the health programs of
Belgian actors

- Degree of integration of gender considerations into SRHR services and of a rights-
based approach (including women'’s right to make decisions about their sexual and
reproductive health)

- Results of interventions aimed at strengthening the capacity of Community-Based
Organizations (CBOs) to take initiatives in SRHR
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Equity and inclusion mechanisms within the health system to improve access to SRHR
services, including for vulnerable, marginalized, or excluded populations

Unexpected results (positive or negative) linked to strengthening health systems for
SRHR

Explanatory factors; enablers and barriers to strengthening SRHR services within the
health system

Lessons learned for improving the quality, resilience, and effectiveness of the health
system in SRHR

JC 3.2: The results of SRHR interventions on maternal and neonatal health.

Indicators / Points of Attention:

Improvement in the quality of maternal and neonatal health services (based on
specific and national indicators, as well as perceptions of staff and service users)
Improvement in access to and use of (including retention in) maternal and neonatal
health services for women, adolescents, and vulnerable or marginalized populations,
with attention to intersectionality

Effect of multi-actor and multi-sectoral approaches (health, social, gender) on access
to, use of, and quality of maternal and neonatal health services

Unexpected results (positive or negative)

Explanatory factors; enablers and obstacles

Lessons learned for future programming

JC 3.3: The results of SRHR interventions for adolescents.

Indicators / Points of Attention:

Improvement in the quality of SRHR services (including comprehensive sexuality
education) for adolescents (based on specific and national indicators, and perceptions
of service users)

Improvement in access to and use of (including retention in) adolescent SRHR
services (including comprehensive sexuality education) for both boys and girls, and for
vulnerable or marginalized populations, with attention to intersectionality

Results of interventions aimed at strengthening comprehensive sexuality education
programs in school and non-school settings

Effect of multi-actor and multi-sectoral approaches (health, education, youth, social,
gender) on access to, use of, and quality of SRHR services for adolescents

Unexpected results (positive or negative)

Explanatory factors; enablers and obstacles

Lessons learned for future programming

JC 3.4: The results of interventions on family planning.

Indicators / Points of Attention:

Results regarding the availability of modern contraception that is high-quality,
acceptable, and affordable

Improvement in the quality of family planning services (based on specific and national
indicators, and perceptions of service users)

Improvement in access to and use of (including retention in) family planning services
for women, adolescents, and vulnerable or marginalized populations, with attention to
intersectionality

Effect of multi-actor and multi-sectoral approaches (health, education, social, gender)
on access to, use of, and quality of family planning services

Unexpected results (positive or negative)

Explanatory factors; enablers and obstacles
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- Lessons learned for future programming
JC 3.5: Results of the integration of HIV/AIDS and STls into SRHR services.

Indicators / Points of Attention:

- Improvement in the quality of HIV/AIDS and STI prevention and treatment services
(based on specific and national indicators, and perceptions of service users)

- Improvement in access to and use of (including retention in) HIV/AIDS and STI
prevention and treatment services for women, adolescents, and vulnerable or
marginalized populations, with attention to intersectionality

- Effect of multi-actor and multi-sectoral approaches (health, education, social, gender)
on access to, use of, and quality of HIV/AIDS and STI prevention and treatment
services

- Unexpected results (positive or negative)

- Explanatory factors; enablers and obstacles

- Lessons learned for future programming

JC 3.6: Results of interventions concerning (sexual) gender-based violence.

Indicators / Points of Attention:

- Evidence of a holistic, multi-actor, and multi-sectoral approach (health, education,
gender, social, justice) to addressing (sexual) gender-based violence (awareness-
raising, prevention, identification, legal support, victim support, etc.)

- Improvement in the quality of services to combat (sexual) gender-based violence
(based on specific and national indicators, and perceptions of service users)

- Improvement in access to and use of services to combat (sexual) gender-based
violence (evidence of attendance at facilities and use of services)

- Unexpected results (positive or negative)

- Explanatory factors; enablers and obstacles

- Lessons learned for future programming

Sources of Information:

- Available official data: national and/or district-level data (HMIS/DHIS) and data on the
specific indicators of the relevant services

- Document review: annual reports and evaluation reports of interventions funded by
Belgian cooperation

- Literature review: analysis of enablers and obstacles to achieving results in SRHR

- Focus groups with community actors and ultimate beneficiaries

- Interviews with national and local stakeholders

- Interviews with implementing partners: multilateral agencies, civil society, consultancy
firms, experts, etc.

- Interviews with Belgian actors involved in the case studies

- Workshops with all Belgian actors involved in SRHR interventions in the 4 selected
countries

EQ4 - Impact & Sustainability: To what extent have the interventions funded by Belgium

contributed to the improvement of SRHR (positive and lasting transformations), and are
the results sustainable?

This evaluation question is linked to the specific question and sub-questions of the terms
of reference concerning sustainability. Different dimensions of the sustainability of
cooperation interventions can be distinguished. The terms of reference request an
analysis of institutional sustainability, both in terms of strengthened local capacities and
at the level of the normative framework. We also propose to include an analysis of social
sustainability and financial sustainability. Institutional sustainability is strongly influenced
by financial sustainability.
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Social sustainability is influenced by the level of impact of interventions, in terms of
acquired knowledge, changes in behaviors, attitudes, and social norms among ultimate
beneficiaries, communities, and policymakers. In this evaluation, a full impact study is not
possible; rather, indications of impact will be documented. The question will analyze
contextual factors that may influence the sustainability of results, as well as national
policies and priorities.

Judgement criteria and proposed indicators

JC 4.1: Results at the level of target groups — social sustainability of Belgian SRHR
interventions.

Indicators / Points of Attention:

- Indications of improved SRHR knowledge among target groups

- Indications of changes in the behaviors of targeted groups and communities regarding
SRHR

- Reduction of myths and misinformation about SRHR

- Interactions with other interventions and sectors supporting the emergence and
consolidation of impacts

- Indications of local social attitudes in favor of gender equality, women'’s rights, family
planning, comprehensive sexuality education, and sexual health

- Unexpected results (positive or negative)

- Explanatory factors; enablers and obstacles

- Lessons learned for future programming

JC 4.2: Institutional sustainability of the results of Belgian SRHR interventions.

Indicators / Points of Attention:

- Evidence that measures are being taken to consolidate the results of capacity-building
interventions, by Belgian actors and by local stakeholders (e.g., systematic transfer of
knowledge and equipment to local stakeholders, internal staff retention policies,
maintenance of infrastructure and equipment, development of protocols, etc.)

- Indications of SRHR service integration into the health system

- Evolution of policymakers’ perceptions of SRHR issues in favor of a holistic, rights-
based SRHR approach

- Degree of integration of SRHR into national health, education, and other sectoral
policies and strategies

- Evidence of integration of new SRHR approaches/strategies into national policies,
inspired by the interventions of Belgian actors

- Degree of integration of SRHR into universal health coverage and social protection
schemes

- Estimation of Belgian actors’ contributions to the improvement of national SRHR
policies and strategies (in various sectors such as health, education, etc.)

- Unexpected results (positive or negative)

- Explanatory factors; enablers and obstacles

- Lessons learned (list) for future programming

JC 4.3: Financial sustainability of the results of Belgian SRHR interventions.

Indicators / Points of Attention:

- Maintenance and continuity of SRHR services are integrated into the financial plans of
the relevant services

- Incorporation of SRHR priorities into national plans and budgets

- Incorporation of SRHR priorities into the plans and budgets of health insurance
systems
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- Commitments of bilateral and multilateral actors to promote SRHR in the future
- Explanatory factors; enablers and obstacles
- Lessons learned (list) for future programming

Sources of Information:

- Document review: annual reports and evaluation reports of interventions funded by
Belgian cooperation

- Literature review: analysis of enablers and obstacles to achieving SRHR results

- Focus groups with community actors and ultimate beneficiaries

- Interviews with stakeholders, national and local actors

- Interviews with implementing partners: multilateral agencies, civil society, consultancy
firms, experts, etc.

- Interviews with Belgian actors involved in the case studies

- Workshops with all Belgian actors involved in SRHR interventions in the 4 selected
countries

- Press documents

- Databases on indicators of the projects visited

6.3 Field mission schedule

Table 5: field mission schedule

Evaluation SRHR

Day Date | Time Activity Location
Meet with Ambassador, Briefing with Embassy and
1- 9h00 Enabel Kampala
Monday - —
Dec | 11h00 Drive to Kyegegwa District Kyegegwa
16h00 Meet with Office of the Prime Minister (OPM) Kyegegwa
Meet with health facility (HF) staff Kyegegwa general
8h30 hospital (KGH) Kyegegwa
FGDs 1 and 2 (Pregnant and lactating mothers;
. 10h00 community groups) Kyegegwa
Tuesday Dec 13h00 Meet with HF staff Bujubuli Health Center IV (HCIV) Kyegegwa
FGDs 3 and 4 (Pregnant and lactating mothers;
14h00 community groups) Kyegegwa
15h00 Drive to Kasese district Kasese
9h00 Meet with district leadership (at Rukoki) Kasese
10h00 Meet with HF Rukoki general hospital staff Kasese Kasese
3 FGDs 5, 6 and 7 (HF level) (Pregnant and lactating
Wednesday Dec 11h00 mothers; community groups; men and partners) Kasese
Drive to Maliba Secondary school
14h00 Meet with school staff Maliba secondary school (SS) Kasese
15h00 FGDs 8 (adolescents (- splitinto 2 subgroups) Kasese
4-
Thursday Dec | 07h00 Drive to Kampala
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07h30 Drive to Jinja Jinja
9h00 Meet with district leadership at Budundo Jinja
Friday 5- 10h00 Meet with HF staff Budondo HCIV Jinja
Dec FGDs 9 and 10 (Pregnant and lactating women; men
11h00 and partners) Jinja
14h00 Drive to Kampala Jinja
Saturday 6 . .
Dec | 09h00 Team meetings and debriefings Kampala
Sunday 7 . -
Dec | 0Sh00 Team meetings and debriefings Kampala
Monday 8- 9h30 Meeting with UNICEF Kampala
Dec | 11h00 Meetings with Enabel Kampala
o 14h00 Roundtable with Belgian NGOs Kampala
Tuesday Dec 16h00 Debriefing with Embassy and stakeholders Kampala
20h00 Departure Kampala

6.4 Stakeholders consulted

Table 6: key informants and group interview

_

Enabel

Manager Online /
Kampala
M&E Online
Social Behaviour Change Kampala
Communication
Gender Kampala
Social protection Online
Health Busoga
Health Rwenzori
Gender Kampala

National

National

National

National

National

Regional

Regional

National
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Medical doctor Kasese Regional

Midwife Kasese Regional




UNICEF National programme officer Online National

Programme officer Adolescent Online National
health
Social policy manager Kampala National
Social policy officer Kampala National
UNFPA Programme coordinator Online National
Programme specialist; reproductive  Online National
health
HI SRHR focal point Online National
Plan Country director Kampala National
International
Red Cross Operations manager Kampala National
Mbarara Professor Online National
University
District OPM [Assistant Commandant, Kyegegwa District
government Health]
Table 7 : FDGs

Stakeholder Total number | Total # of groups held | Location(s)
category consulted

Pregnant and 29 4 [8 KGH, 9 Bujubuli, KGH, Bujubuli HCIV,
lactating 13 Rukoki, 8 Budondo]  Rukoki general hospital
mothers (GH) and Budondo HCIV
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Community 24 3 [(3M, 4F - KGH); KGH, Bujubuli HCIV and
groups and (5M, 2F, Bujubuli) & Rukoki GH

leaders (2M,8F, Rukoki).]

Men and 15 2 [7 — mixed FGD, Kasese (Rukoki hospital)
partners Rukoki, 8 Budondo o

Adolescents 14 1 (split into 2 Kasese (Maliba SS &
(learners) subgroups) Kasese SS)

Health workers 30 4 [2M, 4F, KGH), (6M, KGH, Bujubuli HCIV,

11F, Bujubuli) (4M, 3F,
Rukoki)]

Rukoki GH and Budondo
HCIV
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