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Abstract

Gender-based violence (GBV) is a violation of human rights and must be addressed as such. This
paper examines whether donor practices align with a rights-based approach, using data from our
comprehensive study of foreign funding flows related to GBV in Colombia, Kenya, and Uganda from
2010 to 2020. By analyzing data from 1,180 grants—and providing parallel analyses of the state of GBV,
and GBV reporting and interventions in each country—we demonstrate donors’ role in shaping GBV
outcomes and their consequent duty to address policies and practices that violate rights. Accordingly, we

propose changes in donor practices to promote realization of the right to freedom from violence.
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Introduction

Gender-based violence (GBV) is violence direct-
ed against a person because of their gender or
violence that affects persons of a particular gender
disproportionately.’ It includes sexual, physical,
psychological, and economic violence, and is a hu-
man rights violation that overwhelmingly affects
women, girls, and gender-diverse people, with
devasting impacts. Rates of GBV increased starkly
during the COVID-19 pandemic as governments
offered confused and inadequate responses to pre-
dictable shifts in vulnerability. Interventions aimed
at reducing GBV prevalence and improving care for
survivors remain grossly under-resourced.> Calls
for increased GBV funding—and for “what works”
to prevent and respond to GBV—are common, even
as new commitments to eliminate GBV gradually
emerge’ In many low- and middle-income coun-
tries, foreign donors are and will be a major source
of funding for these initiatives, making it critical to
understand who and what they fund and whether it
aligns with human rights principles.

Currently, there are no comprehensive as-
sessments of how much money donors direct to
GBYV, what interventions they support, how those
interventions are evaluated, or whether they take a
rights-based approach. International human rights
law still does not reflect a clear definition of GBV
in all its forms, despite growing recognition that a
narrow focus on certain forms of violence against
women fails to capture the myriad and intersecting
ways women experience violence and contributes to
protection gaps for gender-diverse people.* Donor
states must be held accountable for aid policies that
fail to address GBV or are complicit in sustaining
domestic laws, policies, and norms that violate in-
ternational human rights principles. While human
rights advocates are increasingly aware of trans-
national threats to the right to health, especially
those driven by multinational nonstate actors or
multilateral institutions, research on international
donors’ impact on GBV remains limited.s

This study—which focuses on the GBV fund-
ing and intervention landscapes in Colombia,
Kenya, and Uganda from 2010 to 2020—seeks to fill

this gap. We argue that donor states have transna-
tional obligations to address GBV and contextualize
these obligations by assessing their funding prac-
tices, highlighting how they often fail to prioritize
human rights principles of nondiscrimination,
transparency, participation, and accountability. We
conclude with recommendations to improve donor
practices.

Methodology

We selected Colombia, Kenya, and Uganda as ex-
amples of regionally significant countries with high
rates of GBV and histories of humanitarian and de-
velopment aid for GBV interventions. We reviewed
human rights principles relating to GBV and
transnational duties; GBV statistics and tracking
systems in Colombia, Kenya, and Uganda; peer-re-
viewed and gray literature on the state of GBV, GBV
funding, and GBV interventions; and all publicly
available data on bilateral, multilateral, and foreign
private foundation GBV funding streams relevant
to the three countries of interest from 2010 to 2020,
including development and humanitarian funding.

We constructed and analyzed a comprehen-
sive database of 2010-2020 foreign GBV funding
in the three countries using multiple databases, in-
cluding those sponsored by Candid, Human Rights
Funders Network, the European Union, the Eu-
ropean Civil Protection and Humanitarian Aid
Operation, the United Nations (UN) Office for the
Coordination of Human Affairs, and the Organisa-
tion for Economic Co-operation and Development.

Where possible, we restricted searches to our
targeted geographical area, time period, and pop-
ulations of interest, and then used the following
search terms: GBV or violence or gender-based or
FGM or genital or FGC or marriage or IPV or traf-
ficking. Where the database did not allow for this
type of term entry, we either restricted our search
to the relevant category (e.g., “ending violence
against women and girls”) or did manual searches
of all grants in the relevant geographical areas and
time periods. This approach was as comprehensive
and inclusive as possible, but still had unavoidable
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limitations: often, donors shifted their category
descriptions over time, making search restrictions
more relevant in some time periods than in others.

To fill any resultant gaps, we conducted par-
allel searches of supplementary materials from
multilateral, bilateral, and foundation donors. The
donors that yielded viable information include the
UN Trust Fund to End Violence against Women,
the UN Development Programme, the UN Popula-
tion Fund, the World Bank, regional development
banks, the United States Agency for International
Development (USAID), Global Affairs Canada, the
United Kingdom, the Ford Foundation, and the
Global Fund for Women.

We reviewed the resulting funding descrip-
tions to ensure they were inclusive of specific
sub-categories of GBV—including domestic vio-
lence, intimate partner violence (IPV), non-partner
sexual violence, physical abuse, sexual abuse,
forced or coerced sex, genital trauma, female gen-
ital mutilation/cutting (FGM/C), trafficking, and
child abuse and targeted violence against women,
girls, adolescent girls/young women, and LGBTQI+
people—and removed funds that did not specifical-
ly address GBV, such as humanitarian funding for
general violence or child protection programs.

This approach identified 1,180 grants relevant
to GBV: 393 in Colombia, 400 in Kenya, and 387
in Uganda. One author then reviewed and coded
each grant according to donor type, recipient type,
funding period, target audience, type of interven-
tion, type of evaluation, and focus on prevention or
response. The same author used available project
information to determine which grants took GBV
as their central focus; these grants were coded as
“GBV primary” and used to develop a restricted
database that we compared to the above totals.

Some databases or donors listed discrete
funding years, whereas others provided a time
range: in the latter cases, we privileged disburse-
ment year; otherwise, the first grant year was taken
as default. Where disbursement and commitment
numbers differed, disbursements were privileged.
All currencies were converted into US dollars, ac-
cording to the average conversion rate in the year
of disbursement.

Situating GBV in international law

Women’s right to be free from gendered violence
is well recognized in international law upholding
the right to health and prohibiting torture and dis-
crimination, and is an essential condition for the
enjoyment of other human rights and fundamental
freedoms.® The Committee on the Elimination of
Discrimination against Women’s General Recom-
mendation 35 cites opinio juris and state practice
as suggesting that the prohibition of GBV against
women has evolved into a principle of customary
international law” Regional human rights conven-
tions ratified by Colombia, Kenya, Uganda, and
most donor states (the United States being a notable
exception) further clarify state responsibilities.®
This international legal framework is bolstered
by decades of political commitments stressing in-
tegrated, evidence-informed GBV prevention. The
1994 International Conference on Population and
Development affirmed the elimination of all forms
of violence against women as a cornerstone of
population and development programs.® The 1995
Platform for Action adopted at the Fourth World
Conference on Women in Beijing then outlined de-
tailed strategic objectives for integrated measures
to end violence, including conducting and dissemi-
nating research on its causes, its consequences, and
the effectiveness of preventive measures. More
recently, Sustainable Development Goal 5.2 set in-
dicators for progress eliminating intimate partner
and sexual violence against women and girls.”
States and international actors have immedi-
ate and progressive responsibilities to ensure these
rights, including duties of international assistance
and cooperation; to not “reinforce or condone le-
gal, procedural, practical or social barriers ... in
the recipient countries”; and to avoid retrogressive
measures.” Emerging norms also favor foreign
states acting when a national government is unable
or unwilling to prevent violations, and when those
violations are widespread or severe, although the
exact edges of responsibility are debated.”
International cooperation should be informed
by three interrelated human rights and health gov-
ernance concepts: conducting and disseminating
research relevant to health priorities; maintaining
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transparency via access to information about
government program performance; and sharing
the benefits of scientific progress. Article 15 of the
International Covenant on Economic, Social and
Cultural Rights affirms “the right of everyone ...
to enjoy the benefits of scientific progress and its
applications,” and the duty of states to take “steps
... necessary for the conservation, the development
and the diffusion of science.™ This right, based on
principles of participation and transparency, is an
essential tool for realization of the right to health
and creates extraterritorial obligations on states
negotiating multilateral and bilateral cooperation
agreements.” Participation in the planning and
implementation of health care is both a right and a
duty of individuals alone and collectively.*

The state of GBV in Colombia, Kenya, and
Uganda

Globally, GBV is its own pandemic: the World
Health Organization estimates that 736 million
women had been victimized by IPV at least once
in their lives as of 2018. The burden is unequally
shared: GBV disproportionately affects low- and
middle-income countries such as Colombia, Ken-
ya, and Uganda.” The number of GBV survivors is
likely much higher; this statistic is pre-COVID-19
pandemic, excludes other forms of GBV such as
femicide and sexual harassment, and undercounts
at-risk populations such as women with disabilities
and migrant, Indigenous, older, and transgender
women. Stigma and risks around reporting violence
where legal systems are weak or discriminatory
further reduce our understanding of GBV’s scale
and scope. Together, these limitations reduce our
ability to assess the impact of specific GBV policies
and interventions and their suitability for partic-
ular populations. This undermines progressive
realization of the right to health by depriving poli-
cy makers and affected populations of meaningful
baselines and analyses of the most effective local
interventions and by hindering effective transna-
tional cooperation.

A hidden toll of GBV in Colombia, Kenya, and
Uganda

The best and most recent estimates suggest that
GBYV prevalence is highest in Uganda, where 50%
of women experience IPV in their lifetimes and
30% of women have experienced IPV in the past
12 months. Rates are only marginally better in
Kenya, where 40.7% of women experience IPV in
their lifetimes and 25.5% have experienced IPV in
the past 12 months. Colombia has the highest gen-
der equality index of the three, but even there the
numbers are 33.3% and 18.3%, respectively.® While
IPV against women is the most prevalent form of
GBV, a narrow focus on it excludes many other
GBV components and often discriminates based on
gender, age, disability, religion, ethnicity, and sta-
tus. Undercounted human rights violations include
physical and sexual non-partner violence; econom-
ic and psychological violence; harmful traditional
practices such as early marriage and FGM/C; and
all GBV experienced by LGBTQI+ people, as well
as other at-risk and undercounted populations
(e.g., migrants and refugees, people with disabili-
ties, sex workers, domestic workers, and women
and gender-diverse communities living with HIV).
Moreover, the “most recent” data date from 2014
to 2016—meaning these estimates fail to capture
COVID-19-related spikes in GBV.

Gaps in legal frameworks and implementation

Both Kenya and Uganda recently passed semi-
nal pieces of GBV legislation. In Kenya, the 2006
Sexual Offences Act makes extramarital rape
punishable by a minimum of 10 years in prison;
in Uganda, the 2010 Domestic Violence Act rec-
ognizes domestic violence in multiple forms and
categorically states that there can be no “consent”
to such acts.” Both acts have significant limitations.
Under Kenya’s Sexual Offences Act, only penetra-
tion by the genital organ counts as rape, with other
penetration classified as sexual assault; the act also
excludes marital rape, which is considered a civil
offense under separate legislation.” Similarly,
neither Uganda’s Domestic Violence Act nor its
Penal Code address marital rape, and the Domestic
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Violence Act ignores violence committed by others
on behalf of the spouse.” Ugandan law also allows
traditional practices such as child marriage, bride
price, and widow inheritance—even as both Ken-
ya and Uganda continue to criminalize same-sex
relationships.> Furthermore, both countries have
plural legal systems whereby tribal and customary
authorities retain jurisdiction over GBV cases.” The
problem is exacerbated by over-taxed, under-re-
sourced, and often corrupt judicial systems—which
remain difficult to navigate and access. Uganda
has no specialized courts for domestic violence,
resulting in mishandling and backlogs, and its
police and judicial personnel often lack awareness
of or refuse to adhere to existing laws.> Kenya is
similarly plagued by high court costs, long waits,
and a perceived culture of impunity—even as orga-
nizations that offer complementary services remain
under-resourced and “gender desks” designed to
increase reporting fail to offer privacy or security
for survivors.» These are clear violations of the pro-
hibition on discrimination and the duty to ensure
equal access to justice.

Colombia is progressing toward a legal and
policy framework that addresses GBV. It crimi-
nalizes rape, marital rape, and domestic violence
and, in 2008, adopted legislation establishing a
women’s right to live free from violence and re-
quiring the provision of health and social services
to survivors.*® Colombia is also the only country of
the three to decriminalize same-sex relationships.
However, implementation gaps in Colombia are
severe, particularly in areas most affected by armed
conflict and forced displacement. State institutions
are often weak, absent, or implicated in rights
violations—meaning that government capacity
to deliver on legal frameworks for equality is low,
especially where the most marginalized commu-
nities live.” This denies women, girls, and gender
non-conforming people their right to effective pro-
tection against discrimination.

Gaps in health sector coverage

The availability of medical and psychosocial ser-
vices in all three countries remains inadequate,
especially in rural and conflict-affected areas.

While all three have committed to providing timely
GBV health services—including emergency con-
traception, post-exposure prophylaxis, treatment
of sexually transmitted infections, and trauma
counseling as part of broader sexual and reproduc-
tive health (SRH) care—these services are limited
and unequally distributed. Kenya’s one-stop center
(OSC) model of service provision, with OSCs run
within hospital systems or by nongovernmental
organizations (NGOs), affords minimal health and
counseling services for GBV beyond hospital-based
OSCsin Nairobiand Kisumu. Thisleaves rural areas
heavily dependent on weak referral pathways that
are difficult to navigate.*® Uganda relies primarily
on referral networks, but services are sporadic in
rural areas and cross-sector coordination is poor.
Facilities lack necessary infrastructure, including
private spaces to examine women; victims are
often asked to pay for forensic examinations; and
rape kits and emergency contraception are limited
by stockouts.” In Colombia, challenges remain in
accessing universal health insurance, with most
donor resources currently funneled to humani-
tarian response and low support for incorporating
GBYV into other health services®

Flawed and inadequate GBV data monitoring
systems

Colombia, Kenya, and Uganda have all committed
to monitoring GBV and strengthening existing
GBV data management systems.* But current sys-
tems are limited and discriminatory, and progress
in implementation has been uneven.

Currently, only Uganda has established a na-
tional GBV database. It collates information from
a domestic violence module of the Demographic
and Health Surveys, last implemented in 2016;
studies conducted by the Bureau of Statistics; and
GBV incident reports filled out by survivors at
service provision points such as police stations and
shelters* The database has been in operation since
2014, but only a fraction of district governments use
the database, which requires internet access and
often fails to integrate relevant data streams.>* The
database also privileges IPV over less visible forms
of GBV and discriminates by excluding LGBTQI+
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individuals and other vulnerable subpopulations3*

Kenya recently committed to the development
of a centralized GBV data management system.
Kenya’s 2014 National Policy for Prevention and
Response to Gender-Based Violence highlights
multiple data sources, including quarterly reports
of different ministries, departments, and agencies;
population-based health surveys; and other large-
scale surveys such as the Demographic and Health
Survey. Coordinating these data sources remains
difficult* Despite recognizing GBV as a constel-
lation of behaviors that includes physical, sexual,
emotional/psychological, and socioeconomic vio-
lence, Kenya privileges sexual violence and IPV in
practice. Its Demographic and Health Survey relies
on a domestic violence module last implemented in
2014 and scheduled for inclusion in 2022, and its pre-
vention and response framework emphasizes sexual
violence as the starting point for a more integrated
GBV monitoring system.” Kenya also discriminates
by excluding LGBTQI+ individuals and other vul-
nerable subpopulations from its reporting*

Colombia represents a different data collec-
tion model: it relies heavily on the legal and judicial
system, and on bilateral donors such as USAID,
rather than on its Demographic and Health Sur-
vey module, which was last implemented in 2015.
Prevalence of sexual violence is typically estimated
from the number of forensic exams conducted in
legal cases, as well as from preliminary data on
IPV, femicide, and sexual violence published by
the National Institute of Legal Medicine and Fo-
rensic Sciences® This presents difficulties related
to under-reporting and lack of centralized, gov-
ernmental coordination. While USAID-sponsored
efforts and country-level surveys run through the
National Administrative Department of Statis-
tics are inclusive of less visible forms of GBV and
LGBTQI+ individuals, no baseline or target num-
bers have been set in these categories. USAID has
outlined indicators to address GBV, but it is unclear
how much in-country participation and ownership
there is over this process.

In all three countries, deprioritization of
non-partner and less visible forms of GBV and

delays in data collection and reporting limit under-
standing of the interrelationships between various
components of GBV.# It also results in a substantial
underestimation of the problem—which the field
can scarcely afford, given that IPV, while privileged,
is often inadequately measured.* The discriminato-
ry neglect and exclusion of vulnerable populations
such as LGBTQI+ individuals and people with
disabilities is retrogressive and further undermines
their right to participate in and benefit from scien-
tific progress, while hindering accountability for
serious human rights violations.

These problems are not unique to Colom-
bia, Kenya, and Uganda. Recent studies in other
countries emphasize the need for improved GBV
monitoring—often favoring centralized national
databases that frequently, regularly, and system-
atically collate data from diverse multisectoral
sources—while assessing vulnerability to all
forms of GBV within all at-risk populations.*
At a minimum, progressive realization requires
governments to identify baselines and conduct
timely measurements to assess the availability,
accessibility, acceptability, and quality of its strat-
egies and interventions. Such data are an essential
prerequisite to ensuring that development aid is
efficiently, effectively allocated in accordance with
human rights principles.®

The GBV funding landscape in Colombia,
Kenya, and Uganda

Our analysis of 2010-2020 donor disbursements
highlights five aid-related factors undermining ef-
forts to ensure the right to freedom from gendered
violence.

An opaque funding landscape

The majority of GBV donors reviewed fell short
of human rights transparency principles, creat-
ing barriers to affected people’s participation in
planning, implementing, and benefiting from
these interventions. Even the most comprehensive
databases provide limited and often conflicting
information. Neither GBV nor violence against
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women are consistently included as searchable cat-
egories, and GBV-related search terms capture only
a subset of the phenomenon. Other crucial infor-
mation—including basic information on recipients
or project terms—is not consistently available.
The proliferation of relevant but non-overlapping
search locations adds to the confusion and opac-
ity of the landscape—even as the usefulness of
available data is compromised by the difficulty of
ascertaining what percentage of large multisectoral
and multi-issue grants actually goes to GBV. As a
result, analyses that draw data from all grants with
a GBV component vastly overstate the amount of
GBV funding actually available, as many larger
grants include only small flows to GBV. Similarly,
our restricted database of “GBV-primary” grants
necessarily understates the amount of GBV fund-
ing in the system.

Few grant databases or project descriptions
provide information about the evaluation methods
or indicators that donors and recipient organiza-
tions use to assess impact. These data can sometimes
be found in longer project documents, but these
documents are inconsistently available—making
across-the-board conclusions difficult to draw. This
dearth of accessible, rigorous data on the impact
of GBV funding flows and interventions stifles
progress in developing and refining evidence-based
policies, promoting meaningful participation, and
sustaining effective transnational cooperation. The
problem is exacerbated by the dearth of funding for
GBYV research generally.

Limited and uncertain funding

Overall, the amount of GBV funding flowing into
Colombia, Kenya, and Uganda is small, especially
in comparison to total aid to each country. Dis-
bursements to Colombia significantly outpace
those to Kenya and Uganda in both absolute and
relative terms, despite Colombia’s lower GBV prev-
alence rates.

Between 2010 and 2020, Colombia received
USs$561,783,792 in total external GBV funding, of
which USs$142,960,617 was GBV-primary funding;
Kenya received US$275,981,335 in total GBV fund-

ing, including US$92,003,048 in GBV-primary
funding; and Uganda received US$134,238,870 in
total GBV funding, including USs$124,515,244 in
GBV-primary funding. GBV-primary grants ac-
count for less than 1.5% of aid to Colombia, 0.5% of
aid to Kenya, and 1% of aid to Uganda; when total
GBYV grants are considered, the figures rise to 5.9%,
1.6%, and 1.1%, respectively.**

An examination of individual grants and
trends over time (Figure 1) reveals this to be due
primarily to high levels of funding that Colombia
received in support of its peace-building initiatives
and the Venezuelan crisis. Kenya received similar
influxes of humanitarian aid for management of
internal conflicts, election processes, and the refu-
gee crisis; this funding accounts for Kenya’s higher
total GBV funding relative to Uganda despite its
lower prevalence rate, as well as for the spikes in
Kenya’s trendline.

GBV’s secondary status relative to other prior-
ities explains why cross-country differences in total
GBYV funding are more extreme than GBV-primary
differences—while also suggesting that GBV-pri-
mary funding is a closer approximation of the
actual amount of money for GBV flowing into all
three countries. This is reinforced by examining
Uganda, which experienced fewer fluctuations in
humanitarian aid and more consistent levels of
total GBV and GBV-primary funding. The modest
echoes in GBV-primary funding accompanying the
spikes in total GBV funding in Colombia and to a
lesser extent Kenya suggest that inclusion of GBV
in funding packages related to humanitarian or
other emergencies does boost GBV efforts in-coun-
try—even if this boost is temporary and followed
by a return to a relatively modest baseline.

A narrow donor ecosystem

In all three countries, bilateral and multilateral
donors exert a dominant influence on the GBV
funding landscape. In Colombia, these donors are
responsible for the overwhelming majority of both
total GBV and GBV-primary grant disbursements;
this also holds true in Kenya and Uganda, though
funding flows from foundations are more signifi-

DECEMBER 2022 VOLUME 24

NUMBER 2

Health and Human Rights Journal 35



C. BENCOMO, E. BATTISTINI, AND T. MCGOVERN / GENERAL PAPERS, 29-45

cant in those two countries (Figure 2). This suggests
that Colombia’s decades-long civil war had a chill-
ing effect on foundation investments, which were
slow to rebound post-2016. In Uganda, where we
see fewer fluctuations in humanitarian aid, founda-
tion funding claims a greater share of the whole but
is still outpaced by bilateral and multilateral aid.
Our residual “others” category, consisting largely
of international NGO and funding collaborative
disbursements, accounts for a vanishingly small
share of aid.

Foundations dominate when we look at the
number of grants awarded rather than grant dis-

F1GURE 1. Funding arc over time, grant disbursements (USD)

bursements in US dollars—despite a relative deficit
in Colombia (Figure 3). This suggests that founda-
tions and other categories of donors—including
multi-donor funds, funding collaboratives, and
international NGOs—are giving larger numbers
of small grants, whereas bilateral and multilateral
donors are giving smaller numbers of large grants.

Ananalysis of disbursements under USs$25,000
supports this point. Foundation funding dominates
this category across all three countries, accounting
for 63.6% of total GBV and 55.1% of GBV-primary
funding in Colombia, 73.9% and 72.3% in Kenya, and
66.6% and 60.6% in Uganda. This implies a funding
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landscape with a multiplicity of actors, even if the
relative influence of those actors is dwarfed by bi-
laterals and multilaterals.

This dominance of bilateral and multilateral
donors creates risks to program sustainability, with
potentially retrogressive impacts when alarge donor

FIGURE 2. Donor type, grant disbursements (USD)

sharply reduces aid. In the absence of other flexible
funding for local organizations, a proliferation of
small-foundation grants to discrete organizations,
projects, and priorities can increase competition
within country-level systems, undermining impact
and making coordination more difficult. Failure
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to anticipate and mitigate such risks undermines
progress toward eliminating GBV and can create
greater harms.

A predominance of international recipients

A look at the organizations that receive aid reveals
a predominance of groups headquartered outside
these countries and, to a lesser extent, national
governments (Figure 4). In Colombia, total GBV
funding is flowing primarily to the Colombian gov-
ernment and UN agencies or bilaterals—though
GBV-primary funding is much more concentrated
on international and regional NGOs and other
categories of recipients (notably, national and re-
gional networks). This is consistent with what we
know about the post-2016 spikes in Colombia’s
humanitarian aid and confirms that much of the
“primary” GBV funding is going to international
and regional NGOs and networks with an active
presence in the region. The picture is similar in
Kenya: total GBV funding is split between interna-
tional/regional NGOs and multilaterals/bilaterals,
with international/regional organizations looking
more dominant when the analysis is restricted to
GBV-primary grants. In Uganda, the recipients are
more evenly split from the outset, with particularly
large shares of both total GBV and GBV-primary
funding going to international and regional NGOs
and the Ugandan government. In all three coun-

FIGURE 4. Recipient type, grant disbursements (USD)

tries, funding is also flowing to many unspecified
recipients, another marker of limited donor trans-
parency and accountability.

Across all three countries, we see a dearth of
funding awarded directly to local organizations, a
likely outcome of the predominance of multilateral
and bilateral donors with complex application re-
quirements. Limited donor transparency prevents
us from determining what percentage of these
awards are project versus flexible support or include
sub-awards to local NGOs; both project support
and sub-awards often have restrictive deliverables,
application requirements, and reporting require-
ments. Limited support for local organizations has
implications for the extent to which GBV interven-
tions are accessible to marginalized populations,
provide meaningful opportunities for participa-
tion, and benefit from and reflect their knowledge
and perspectives.

(Under)privileged populations and interventions

Inall three countries, the majority of donor-released
project descriptions reference multiple components,
sectors, types of interventions, and populations.
Relatively few projects demonstrate significant en-
gagement across sectors and components. Thus, a
humanitarian project that includes both health and
water components and encompasses basic health
care; water and sanitation; nutritional supplements;
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and medical and legal services for GBV survivors is
unlikely to integrate its GBV interventions into all
activities.

Similarly, even where project documents are
available, they rarely provide details on how much
funding is going to any specific population or in-
tervention type. For example, in a grant that serves
both women and adolescent girls, it is impossible to
differentiate how much money is allocated to each.
We can, however, give a fairly clear picture of where
money is not flowing.

Populations served. A significant portion of GBV
funding is directed toward women, girls, and ad-
olescent girls/young women in all three countries
(Figure 5). We also see an emphasis on conflict-
affected people and refugees, internally displaced
people, and migrants in overall GBV funding to
Colombia and Kenya. More striking are the groups
that are receiving far less attention—notably,
LGBTQI+ people and those with disabilities. Both
populations experience systemic discrimination
that creates a duty of special protection.*

Types of interventions. When we focus on
GBV-primary disbursements, we see that some

FIGURE 5. Populations served, grant disbursement (USD)

categories of intervention—such as policy and legal
reform, SRH and psychosocial services and shelters,
community-based interventions, and civil society
organization (CSO) capacity-building—are more
likely to attract funding (Figure 6). There are also
areas of relative neglect, such as social and gender
norm shifting and research.

In Colombia, major funding streams are
directed toward judicial processes; military, peace-
keeping, and transitional justice; policy and legal
reform; SRH services, mental health and psycho-
social services, and shelters and listening centers;
coordination mechanisms; community-based in-
terventions; and CSO capacity-building.

In Kenya, the concentrations are in policy and
legal reform; SRH and psychosocial services and
shelters; community-based interventions; and CSO
capacity-building.

In Uganda, the influxes are toward judicial
processes; security-sector processes; policy and
legal reform; SRH and psychosocial services and
shelters; coordination mechanisms; social and
gender norm shifting; community-based interven-
tions; and CSO capacity-building.

These broad clusters reflect variations on
OECD aid codes, but reveal nothing about how
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efficiently or effectively funding is allocated within
those groupings. This raises questions about the
availability, accessibility, acceptability, and quality
of actual interventions, as we highlight in our dis-
cussion below.

Consequences for GBV interventions

Just as GBV is a complex problem, the GBV inter-
vention landscapes in Colombia, Kenya, and Uganda
are complex and multifaceted. Unlike the integrated
approach envisioned in the Beijing Platform for Ac-
tion, these efforts are often poorly coordinated and
heavily reliant on external funding and governance;
this frequently results in a chaotic mix of short-term
projects rather than the advancement of sustainable,
long-term goals. The vacuum left by national gov-
ernments also overburdens CSOs, which are poorly
supported relative to need.

Legal frameworks and judicial systems

States have an immediate obligation to end dis-
crimination in legal and judicial systems, and all
three countries have adopted legal frameworks
that reflect some global standards related to gen-
der equality—often as a result of local feminist
advocacy.*® Further legislative action is urgently
needed in Kenya and Uganda to meet basic human
rights standards, and the gap between policy and
implementation in all three countries remains
tremendous, restricting real progress toward elim-
inating GBV.

FIGURE 6. Type of intervention, grant disbursement (USD)

Given the hard-to-navigate systems previous-
ly discussed, one would expect GBV interventions
in all three countries to emphasize legal aid and
accompaniment for victims. However, when we
restrict our analysis to GBV-primary grants that
include funding for judicial processes, we find that
most large grants emphasize training programs
for police, prosecutors, judges, or other institu-
tional actors along with an amorphous vision
of “systems strengthening.” Litigation and legal
accompaniment is more typically funded through
small-foundation grants (Figure 7). This is prob-
lematic given that training in the absence of other
enabling interventions is unlikely to have a material
impact on these countries’ legal systems.

Access to safe housing

High levels of health sector dependence on donor
funding—76% in Uganda and 23% in Kenya (current
data not available for Colombia)—underscore the
critical role of donors’ funding decisions and poli-
cies and the duties this creates.#” Our analysis finds
that although the broad category of SRH, mental,
and psychosocial services and shelters is relatively
well funded, only five grants provide resources
for shelters, despite their pivotal role in providing
safety and facilitating GBV reporting and access
to justice and care. Shelters are notably missing or
under-resourced in Kenya, and serve primarily as a
temporary stop-gap for conflict-affected survivors
in Colombia. There are only 13 GBV shelters serving
all 134 districts of Uganda.*
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Program design and infrastructure

The governments of Colombia, Kenya, and Uganda
do not adequately coordinate or commit to gen-
der-transformative GBV interventions, effectively
ceding the field to donors, international NGOs, and
under-resourced community-based organizations.
This creates immense challenges for truly inte-
grated multisectoral approaches to GBV; effective
evaluation and learning; and long-term social and
gender norm shifting.
Coordination and evaluation. Coordination
within and across sectors is a major challenge
in all three GBV intervention landscapes. While
there is clear recognition of the need for compre-
hensive, multi-component, and multisectoral GBV
interventions, these interventions rarely exist in
practice. Instead, projects superficially engage
many sectors without offering an integrated multi-
sectoral approach. Lack of donor coordination and
strategy setting contributes to the confusion, with
foundation donors rarely included in multilateral
and bilateral coordination discussions.*
Country-level frameworks to assess both
progress toward the elimination of GBV and the ef-
fectiveness of GBV interventions are weak. Donors
contribute to this weakness through under-invest-
ment in research and a limited vision of monitoring
and evaluation. This is reflected in multiple eval-
uation frameworks that compete and overlap; rely
on narrow output indicators, such as the number
of people trained, rather than broader outcome

or impact measures; and privilege evidence from
large-scale randomized controlled trials. (One
recent report, funded by the United Kingdom,
included data exclusively from randomized con-
trolled trials and quasi-experimental studies.’°)
This approach provides one type of information,
but not the only one—and places significant bur-
dens on local, grassroots organizations that often
have the most innovative programming.

Reliance on the UN and international NGOs
over local CSOs. Multilateral and bilateral donor
preferences for funding UN agencies, internation-
al NGOs, and themselves steer money away from
groups with direct knowledge of their communities
and promising opportunities to influence change.
While many agencies and international NGOs
subcontract some portion of their work to local
groups, subcontracting reinforces the trend toward
short-term, project-based work and fosters the
proliferation of competing projects, organizations,
and priorities. It also limits local participation in
program design, filtering out insights from front-
line groups that are often working in multiple
sectors and doing the preventive work of awareness-
raising, capacity-building, empowerment, and
norm shifting.

Limited support for long-term change. GBV
prevention efforts such as social and gender norm
shifting tend to be under-resourced relative to oth-
er GBV interventions. This is true generally (Figure

FIGURE 7. Focal areas within “judicial process,” grant disbursement (USD)
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6)—but it is also an artifact of some flagship pro-
grams providing short-term project support, and
their potential reluctance to adopt gender-trans-
formative strategies. The US-funded DREAMS
Initiative, which ran in both Kenya and Uganda
and aims to reduce the prevalence of HIV and AIDS
in adolescent girls, has not publicly supported legal
and policy reforms and programs to decriminalize
LGBTQI+ populations and prioritize gender-di-
verse adolescents, who face high risk of GBV and
HIV> It also drops recipients who fail to meet rigid
annual performance targets.

Even well-tested gender-transformative inter-
ventions like SASA!, a GBV prevention program
developed by the Ugandan NGO Raising Voices, can
fail during adaptation and scale-up when donors
modify core aspects to meet shortened timelines.s
Large power differentials also plague relationships
between local and international actors. Com-
munity-based programs are often dependent on
underfunded national governments and face push-
back if they disrupt existing power relations. Lack
of local buy-in is also a significant and recurring
issue in systems dominated by international NGOs.
This is exacerbated in conflict-affected countries
like Colombia, where instability has a chilling effect
on both foundation investments and international
NGO programming (Figure 2).

Conclusion

This analysis highlights critical ways that donor
decisions can influence and reinforce systems and
processes that limit progress toward fulfillment of
the right to health in Colombia, Kenya, and Uganda.
It points to the need for greater donor transparency
and accountability surrounding the direct and in-
direct human rights impacts of aid policies. This is
especially urgent as GBV rates rise and economic
crises fuel pressures to adopt retrogressive health
and aid policies.

Donors should act wurgently to
policies that promote or are complicit in
discrimination and to ensure the transparency and
participation required for scientific progress and

revise

human rights accountability. This will necessitate
greater transparency about their own funding
flows and programmatic interventions, as well as a
fundamental shift in how they approach transna-
tional cooperation. This includes committing to the
following:

o Increase transparency about their own funding
strategies and disbursements, providing timely
information on what and who is funded, how
interventions are selected for funding, and what
outcomes and learnings those investments pro-

duced.

o Ensure that shifts in funding strategies do not
result in retrogressive outcomes.

o Invest in true participatory research on GBV
intervention adaptation and scale, and in
strengthening national GBV data monitoring
systems; both are crucial to inform national GBV
laws and policies and intervention selection and
adaptation. Data monitoring systems should
provide timely, disaggregated information that
is inclusive of all forms of GBV and allows for
analysis of intersectional drivers of GBV, espe-
cially as they affect stigmatized and marginalized
populations.

o Localize GBV programming and strengthen the
GBV prevention ecosystem by directing more
funding to community-based organizations and
networks doing gender-transformative work and
increasing their participation in program de-
sign, implementation, and evaluation. This will
require revising funding processes to be more
accessible, investing in recipient organizational
capacities, and prioritizing longer-term, flexible
funding.

o Support inclusive, transparent coordination
processes and structures that facilitate timely
information sharing and participatory design of
GBYV strategies, interventions, and measurement,
evaluation, research, and learning frameworks.
Sustaining the coordinated, comprehensive,
multisectoral, and multi-component program-
ming necessary to eliminate GBV requires
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equitable participation of all types of donors and
recipients.

o Support urgently needed national legal and
policy reforms and address implementation
gaps through funding, advocacy, and technical
assistance. Increased support for legal accompa-
niment and safe shelter are crucial to addressing
implementation gaps.

Truly committing to the elimination of GBV
means committing to a field-wide paradigm shift
in which greater transparency, coordination, and
accountability are privileged by all actors. Multilat-
eral and bilateral donors have an outsized impact
here—often in discriminatory directions—giving
them a corresponding duty to act.
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