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Executive summary

Recommendations for multilateral and bilateral organisations to meet 
the challenges and opportunities of advancing gender equality in health

• 	 Invest in high-quality, strategically positioned 

gender experts with decision-making power at 

headquarters, as well as regional and country 

offices. These positions should be core funded to 

ensure their sustainability.

• 	 Combine well-crafted organisational mandates 

with robust accountability mechanisms that 

publicly track and report outcomes, and support 

gender equity goals both institutionally and 

programmatically, and move funding and 

spending beyond marker allocations.

• 	 Identify and seize expected and unexpected 

changes in contextual factors, such as 

exceptionally committed senior leadership, 

savvy gender experts and leaders, strong donor 

interest, disruption due to crises, positive shifts 

in strategic advantage, and organisational 

restructuring, which present opportunities to 

create more gender-responsive programmes,  

put gender and health issues on the global 

agenda, and strengthen institutional practices 

that prioritise gender equality in health  

and other programming.

¹ World Health Organization (WHO), United Nations Development Programme (UNDP), United Nations Children’s Fund (UNICEF),  
United Nations Population Fund (UNFPA), and the Secretariat of the Joint United Nations Programme on HIV/AIDS (UNAIDS).

Key contextual enablers, either 
external or internal to the agencies, 
facilitated successful outcomes.

External contextual enablers included: 

• 	 strong feminist civil society actors; 

• 	 UN conventions, declarations and resolutions  

on gender equality; 

• 	 Member State pressure or support for particular  

issues related to gender equality and health; and

• 	 interagency collaboration that leveraged 

complementary agency strengths.  

Internal contextual enablers specific  

to each agency consisted of: 

• 	 high-calibre, competent gender experts; 

• 	 supportive governance structures that provided 

autonomy; and 

• 	 strong performance accountability  

frameworks (in specific cases). 

 

Across all cases, a change in the internal or 

external context opened windows of opportunity, 

which were identified and seized by either senior leadership 

or high-calibre gender experts with technical expertise 

and political astuteness within the organisation. These 

individuals leveraged opportunities and set off a series of 

actions that contributed to successful outcomes.

Progress was sustained when: 

• 	 gender equality work was institutionalised in 

strategies, action plans and other frameworks; 

• 	 internal and external accountability mechanisms 

were created and strengthened through reporting to 

executive bodies; 

• 	 dedicated and sustained funding was mobilised; 

• 	 internal and external capacity to advance gender 

equality work in health was strengthened; 

• 	 high-quality guidance materials to provide technical 

support were developed; 

• 	 internal and external partnerships were built; and 

• 	 structures linked work on gender equality to planning 

and budgeting functions. 

It is important to note that the process of change, which 

culminated in the successful outcomes reported, was not 

linear. Many challenges were encountered, and sustained 

efforts were required to advance the gender equality in 

health agenda.

The COVID-19 pandemic, alongside a looming economic 

crisis, political fragility, and climate change, are eroding 

progress on hard-won but fragile gains in improving health 

and addressing gender inequalities. The silver lining of 

the pandemic is the opportunity it presents to do things 

differently, with a heightened urgency to learn from past 

experiences and build on successes. Promisingly, political 

commitments to prioritise gender equality are emerging. 

However, the global nature of many of the challenges 

means that a response that is supported via an effective 

multilateral system is needed, with the United Nations 

(UN) and its agencies strategically well-placed to provide 

direction and lead the agenda of gender equality in health.

In this vein, the United Nations University International 

Institute for Global Health (UNU-IIGH) worked with five 

UN agencies that operate under a health mandate¹ to 

document and analyse what has worked institutionally and 

programmatically to promote gender equality in health 

over the last 25 years. Through a collaborative practice-

based learning approach, the project studied 14 cases 

deemed successful, and identified the contextual elements 

that enabled their success, triggered change, and sustained 

positive shifts over time.

Three overarching types of positive 
outcomes were observed, reflecting 
the different levels that UN agencies 
work on and showcasing the 
capabilities and strengths of the 
UN system in promoting gender 
equality in health, namely:

1.	 operational functions – agencies empowered women, 

girls and other marginalised groups to resist oppressive 

gender norms affecting their health;

2.	 global agenda-setting work, including convening, 

thought-leadership, evidence generation, advocacy and 

technical support – agencies directly shaped global 

agendas to prioritise and invest in specific gender and 

health issues; and

3.	 institutional processes and structures – agencies 

successfully embedded gender equality into their 

own institutional processes and structures, with 

improvements in gender equality at the organisational 

level and in health programmes.

What Works in Gender and Health in the United Nations What Works in Gender and Health in the United Nations6 7



List of successful cases:Five key elements critical 
to leveraging opportunities 
and creating substantial and 
sustainable gains in gender equality 
within health programmes and 
institutional structures were 
identified from the analyses:

1.	 The power of leaders and gender experts. Supportive 

leadership at the highest levels and gender experts at 

all levels (headquarters, region and country) were key 

to the positive outcomes seen across cases. Senior 

leadership and in-house gender experts were pivotal 

in terms of catalysing, accelerating and sustaining 

positive changes that led to the successful outcomes 

observed. In particular, successes were sustained 

when leadership support was coupled with investment 

in gender architecture, especially through dedicated 

core funds. Health area-specific gender expertise was 

critical in developing normative documents, tools, and 

training manuals, which contributed to considerable 

advancements in gender equality within specific fields. 

2.	 The power of institutional structures. 

To translate leadership commitments into concrete 

action, institutions have to be ready with sufficient 

organisational infrastructure to advance the gender 

equality agenda. Internally, institutional preparedness 

involved: 

–	 ensuring direct links between the gender team and 

the budget/planning teams, bringing the gender 

mainstreaming agenda directly into the decision-

making arena; 

–	 building strong performance accountability 

mechanisms at headquarters, and regional and 

country offices; and

–	 making gender equality in health part of the 

organisation’s core business, reflected not just in 

gender action plans, but in all broader organisational 

strategy documents and programme budgets, with 

measurable outcome and output indicators. 

3.	 The power of feminist civil society. Forming effective 

partnerships with women’s rights organisations 

ensured grounding in ethical principles, strategically 

positioning work within national priorities, and 

fostering local ownership and sustainability. The 

significant contribution of feminist civil society 

organisations was particularly notable where agencies 

built meaningful partnerships whereby programmes 

and priorities were jointly defined and shaped. Agency 

investment in strong partnerships with women’s 

movements involved building trust, creating processes 

for feedback, external accountability, and sustained 

engagement. Simply having civil society representation 

alone was not enough. Partnering with the right civil 

society organisations was important for ensuring 

that genuine representation of specific groups was 

grounded in feminist ethics. 

4.	 The power of evidence. Evidence and programmatic 

learning were central to driving action and change in 

the cases examined. Successful examples illustrated 

how data and evidence were used not only to showcase 

the problem, but also to demonstrate what works. 

Evidence-based reflexive learning pushed programme 

implementers to prioritise approaches that met the 

practical needs of constituents while challenging 

harmful gender norms. 

5.	 The power of the collective. Several cases highlighted 

the impacts that joint interagency efforts can achieve 

on the ground. Successful interagency collaboration 

occurred when the comparative advantages of the 

agencies involved – their unique agendas, expertise 

and partnerships with government sectors and 

different feminist civil society movements – were  

fully leveraged.

This report fills a major gap at a critical juncture in time, 

providing an evidence-base of what has worked, where, for 

whom, why and how, to promote gender equality in health, 

institutionally and programmatically, in a multilateral 

system. The next step is to collectively work towards 

integrating this evidence into existing health programmes 

and organisational structures with the ultimate dual goals 

of improving health and ensuring gender equality.

Case study 1: Empowering girls and women to challenge harmful gender norms to improve menstrual health  
and hygiene, implemented as part of a Water, Sanitation and Hygiene programme (UNICEF)

Case study 2: Empowering women and girls to resist gender and social norms that encourage female genital 
mutilation, promote positive masculinities, and strive for more equal gender power relations  
(phase 3 of UNFPA-UNICEF Joint Programme on the Abandonment of FGM)

Case study 3: Empowering women and marginalised groups living with HIV in Middle East and North Africa 
(UNAIDS Secretariat, regional team)

Case study 4: HIV reduction and the empowerment of adolescent girls and young women in decision-making 
through the adoption and implementation of comprehensive HIV programmes in South Africa 
(UNAIDS Secretariat country office)

Case study 5: Violence against women acknowledged as a global public health priority, and Member State health 
sectors have implemented programmes responding to the health consequences of VAW through 
sustained strategic leveraging of opportunities by WHO gender experts

Case study 6: Gender-based violence in humanitarian settings prioritised in the global agenda through UNFPA’s 
leadership and advocacy

Case study 7: Enabling the rights of women and girls through enhanced legal, policy and regulatory environments 
in the context of HIV (UNDP)

Case study 8: Institutional integration of gender across all technical programmes, Member State health 
programmes, and the Pan American Health Organization (WHO)

Case study 9: Institutional integration of gender at global, regional and country levels, including in health 
(UNICEF)

Case study 10: Member State implementation of gender-responsive programmes, including in the health sector, 
through the strategic use of Gender Programmatic Reviews (UNICEF regional and country offices, 
Europe and Central Asia)

Case study 11: Changes in institutional culture within UNAIDS Secretariat to support gender equality brought 
about by the Independent Expert Panel

Case study 12: Adequate financial allocations for programmes advancing gender equality and women’s 
empowerment through effective use of the Gender Equality Marker (UNFPA)

Case study 13: Integration of gender into the Special Programme for Research and Training in Tropical Diseases 
(WHO)

Case study 14: Improved institutional and programmatic gender mainstreaming through increased participation  
in the Gender Equality Seal (UNDP)
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Global health has risen to the top of political agendas as 

the devastating health, economic, and social impacts of the 

COVID-19 pandemic continue to be felt across the world 

(1,2). Accompanying this rise is an opportunity for leaders 

and the global health community to make transformative 

changes to health systems, with gender equality being a 

central tenet of that change (3). Given its global reach, 

mandate for setting norms and standards, and operational 

function in supporting Member States in the delivery of 

health programmes, the UN is uniquely positioned to 

take a prime leadership role on gender equality in health, 

especially given the extensive body of knowledge and 

experience on gender and health amassed across its 

agencies and programmes. This report is situated against 

this backdrop, and aims to identify what drives gender 

equality in health. 

The COVID-19 pandemic reminds us that social and 

economic inequalities are inextricably linked to public 

health, not only in terms of the disproportionate health 

impacts experienced by the most vulnerable groups, but 

also – yet less widely acknowledged – by highlighting the 

health system’s role in perpetuating such inequalities 

(4, 5). Public health measures to mitigate the spread of 

COVID-19 (e.g. lockdowns) have had major repercussions 

that disproportionately affect women and girls, further 

deepening gender inequalities (5). Over the last 18 months, 

gender-based violence (GBV) has risen sharply as many 

women have remained confined at home with their abusers 

(6). At the same time, services for survivors were severely 

disrupted or, in some cases, completely inaccessible (5,7). 

Similar disruptions were experienced in contraceptive 

services, resulting in over 1 million unintended pregnancies 

among women and girls in low- and middle-income 

countries during 2020 (8, 9). Such figures do not capture 

the likely increase in maternal morbidity and mortality, 

infection rates of sexually transmitted diseases, or the 

economic and social costs borne by the most vulnerable. 

A further example of the health system’s role in 

exacerbating gender inequalities is linked to human 

resources for health. Women constitute two-thirds of 

the health workforce, predominantly working as nurses, 

midwives or community health workers; they also comprise 

the majority of cleaners, caterers, and laundry staff (5,10). 

These women are at increased risk of contracting SARS-

CoV-2 as frontline workers and are disproportionately 

affected in terms of the psychological impact (5,11). The 

severe underrepresentation of women in national and 

global decision-making bodies during the pandemic further 

illustrates the extent of gender inequalities within health 

systems (12). 

In many ways, the pandemic has forced the health sector 

to confront certain issues that have long been considered 

as being outside its remit, particularly its role in promoting 

gender equality. The apparent reluctance of the health 

sector to engage, lead, and promote gender equality can 

be traced to several issues. First, the active resistance 

within the medical and public health fields to engage with 

more complex social forces, especially the ways in which 

power structures impact health and the delivery of health 

services, is largely a result of the dominant biomedical 

framing that underpins so much of medicine and public 

health (13). This framing is structured around a rigid 

hierarchy of what is considered “scientific”, and health 

actors are often reluctant to engage with the concept of 

gender as something more than biological sex (13). As 

a result, gender-related differences in health are often 

simply – but falsely – attributed to biological differences 

(14). It is worth noting that even biological sex is poorly 

integrated into health systems, as demonstrated by the 

scarcity in sex-disaggregated analyses in biomedical 

and pharmaceutical research, reporting, regulation, and 

commercialisation (15–17). 

1
Introduction, 
rationale and aims
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Another unique feature of the UN system is that it 

represents a nexus of technical and political cooperation. 

Thus, it is well-positioned to transform evidence and 

lessons learned into changes on the ground through its 

convening power via the General Assembly (GA), the World 

Health Assembly (WHA), and other intergovernmental 

forums. The UN’s current leadership has championed 

gender equality and women’s empowerment within the 

UN system and among Member States (3,26). Moreover, 

the UN system has been relatively quick to recognise and 

respond to the gendered impact of COVID-19, compared 

with previous health emergencies (5). This early recognition 

suggests that there is a positive climate within the UN 

system to act on lessons learned regarding how best to 

advance gender equality in health. 

Although there is a wealth of experiential knowledge that 

exists within agencies, evidence of what works to drive 

gender equality in health has not been systematically 

compiled. Several evaluations have, for example, pointed 

to the lack of knowledge management strategies within 

many UN agencies (28,29). In addition, formal assessments 

of gender mainstreaming in UN agencies and Member 

States have, by and large, been a stock-taking exercise of 

what has or has not been done, missing opportunities to 

identify the critical factors necessary for successful gender 

mainstreaming into health programmes and institutional 

structures (29–33). 

This report, therefore, aims  

to fill a major gap at a critical 

juncture in time, providing an 

evidence base of what has  

worked in gender mainstreaming 

within the UN system.³ Through an 

analysis of successful cases  

of programmatic⁴ and institutional⁵ 

gender mainstreaming across  

five UN agencies working in  

global health, this report:

• 	 documents the types of outcomes UN agencies have 

been able to achieve through successful programmatic 

and institutional gender mainstreaming in health;

• 	 identifies the contextual factors and mechanisms 

that led to the outcomes in successful cases of 

programmatic and institutional gender mainstreaming 

in health; and

• 	 distils commonalities and lessons learned across 

successful cases to constructively inform future work 

on gender mainstreaming within the UN system and 

other bilateral and multilateral organisations working 

in health.

Second, prioritising the health needs of women, girls and 

gender-diverse persons – groups that are systematically 

oppressed – is often challenged by those working in the 

health sector, since men, on the whole, access healthcare 

less often than women and have poorer health outcomes 

(18–21). This argument, however, fails to consider several 

issues. Most importantly, gender equality in health is not 

about equal health outcomes – it is about having equal 

opportunities to optimise one’s health². The Constitution 

(22) of the World Health Organization (WHO) states: 

“The enjoyment of the highest attainable standard of 

health is one of the fundamental rights of every human 

being without distinction of race, religion, political belief, 

economic or social condition.” Achieving this goal centres 

around addressing inequalities in power at a social level – 

control over resources, decision-making, access to services, 

information, and opportunities – all of which impact health 

and wellbeing and the ability to lead fulfilling lives. In 

this regard, women, girls, and gender-diverse persons are 

overwhelmingly excluded or disadvantaged in decisions 

regarding access to economic and social resources, 

features that health systems often reproduce (5,19,23). 

Working towards gender equality in health also requires 

careful consideration of how power intersects across 

various social domains (gender, class, sexual orientation, 

race, age, and (dis)ability). 

Third, unequal gender norms, particularly those associated 

with masculinity, also disadvantage men, increasing 

their exposure to certain risk factors, such as tobacco 

use, and underusing healthcare services (18,24,25). 

Therefore, tackling unequal gender norms also presents an 

opportunity to improve health outcomes for men. 

The impact of the pandemic, alongside a looming economic 

crisis, political fragility, climate change, and an alarming 

rise in transnational populist movements, have made 

urgent the need to keep gender equality on the global 

health agenda and for leaders to take corrective action. 

There are already some signs of political commitment 

towards a concerted push for gender equality in health 

from Member States, as well as heads of UN agencies 

(3,26). There are several compelling reasons why the UN, 

including its agencies and funds, are particularly well 

poised to lead this effort. 

Since 1975, the UN has played an important agenda-

setting role with respect to gender equality and women’s 

empowerment (27). Many agencies have implemented 

programmes addressing gender issues in health in 

partnership with Member States, such as programmes that 

address GBV and harmful practices, menstrual health and 

hygiene, and HIV/AIDS among women and girls. Moreover, 

for decades the UN has set norms and standards in gender 

mainstreaming, including in health, and developed a wide 

range of tools and manuals for use in diverse settings 

(27). Consequently, there is a vast amount of experiential 

knowledge vested in agencies and actors within the UN 

system on how to address gender disparities in health for 

communities, countries, and regions. 

² Health is defined as “a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity” (22).

³ This study uses the UN Economic and Social Council definition of gender mainstreaming: “Mainstreaming a gender perspective is the process of assessing 
the implications for women and men [and people of diverse gender identities] of any planned action, including legislation, policies or programmes, in all 
areas and at all levels. It is a strategy for making women’s as well as men’s [and people of diverse gender identities’] concerns and experiences an integral 
dimension of the design, implementation, monitoring, and evaluation of policies and programmes in all political, economic and societal spheres so that 
women and men benefit equally, and inequality is not perpetuated. The ultimate goal is to achieve gender equality.” (34)

⁴ Programmatic gender mainstreaming in health means achieving gender equality by putting in place policies, programmes, and interventions that aim to 
achieve better health outcomes for all through advancing gender equality in health.

⁵ Institutional gender mainstreaming involves addressing gender equality through internal organisational changes, such as resource allocation, strategic 
planning, policies, culture, human resources, staff capacity, leadership, management, accountability and performance management (35).
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2
Conceptual 
framework and 
methodology

2.1 Conceptual framework 
The approach used in this project, informed by critical 

realism,  set out to ascertain “what works, where, for whom, 

why and how” (36) and to develop a granular understanding 

of the features that made gender mainstreaming successful 

in each case study. A realist approach was considered 

well-suited for this inquiry, given the limited understanding 

of the pathways leading to successful outcomes in gender 

mainstreaming and the complexity of social realities that 

encompass the cases  (36,37). 

Underpinning the realist approach is the underlying 

principle that particular mechanisms (M), actions, and 

associated changes lead to desired outcomes (O) within 

specific contexts (C) (36). This model demands that the 

relationship between contexts, mechanisms and outcomes 

be explored to understand how and why the outcome 

was achieved in some cases (but not in others), with a 

particular focus on the specific contextual conditions that 

activated or deactivated certain mechanisms to produce 

the observed outcome (36,38,39). 

Figure 1. Framework for the realist approach – the context-mechanism-outcome configuration

Source: Adapted from Jagosh (2019)  (36)

Context
Elements in the background 
environment of a programme 
that have an impact on the 

outcomes (e.g. demographics, 
legislation, cultural norms).

Mechanism
Actions and interventions, 
and the resulting changes 

in the perceptions and 
behaviours of various 

stakeholders.

Outcomes
Intended or unintended e�ects based on context-mechanism 
interactions (e.g. changed outlook, service uptake, decision 

making, resiliency, health outcomes, self-e�cacy, 
social connections).

What Works in Gender and Health in the United Nations 15

2. Conceptual framework and methodology



2.2 Methodology
UNU-IIGH collaborated with five UN agencies working 

in global health to co-produce practice-based evidence 

on what works in gender mainstreaming in health. The 

five agencies were the United Nations Joint Programme 

on HIV/AIDS (UNAIDS) Secretariat, United Nations 

Population Fund (UNFPA), United Nations Children’s 

Fund (UNICEF), United Nations Development Programme 

(UNDP), and WHO. The diversity in global health 

and gender equality mandates across the partnering 

agencies provided further richness to the analyses and 

allowed for an exploration of how mechanisms operate 

across different organisational contexts. 

Each agency identified a focal contact who served as the 

primary link between the research team at UNU-IIGH and 

the respective agency. Four sequential steps were then 

used to gather and analyse relevant data for the project.

Step 1. Background review 

A detailed review of both publicly available and internal 

documents from 2001 onwards was undertaken to build an 

organisational profile of gender mainstreaming experiences 

for each agency. In some cases, gender strategies and 

documents predating 2001 related to specific gender and 

health programmes were also reviewed. More than 400 

documents were included spanning the five agencies. 

This background review provided the broader contextual 

background necessary to position the cases and allowed for 

the identification of potential successes and evidence gaps 

in gender mainstreaming in health for each agency. 

Documents included agency-specific gender policies, 

strategic plans, evaluation reports, annual reports, reports 

to executive or governing bodies, and knowledge products, 

tools and guidance related to gender and health.

Step 2. Identification and selection 
of successful case studies

Agency focal points identified potential personnel 

within their respective organisations, including those 

from headquarters, regional and country offices, to 

be interviewed. These key informants had a historical 

understanding of gender mainstreaming and/or experience 

supporting institutional gender work or implementing 

gender-responsive health programmes. The purpose of 

the interviews was to identify successes in programmatic 

and institutional gender mainstreaming in health within 

each agency. Interviews were informed and guided by the 

findings from the initial background review.

A total of 39 interviews were completed across the 

five agencies between June and September 2020 and 

included: 

• 	 gender experts with a long track record of gender 

mainstreaming in health and currently working in 

headquarters/secretariat or regional and country 

offices;⁶

• 	 senior management currently working in headquarters/

secretariat or regional and country offices; and

• 	 current Heads of Agencies.

All invited participants agreed be interviewed, except for 

Heads of Agencies. Two retired UN officials, who had held 

senior management positions and have extensive expertise 

on gender equality and women’s empowerment, carried out 

the interviews via Zoom, and these were recorded where 

participants consented. Ethical clearance for the study was 

obtained from Monash University (Project ID: 20317). 

All interview material, audio, video, and transcripts were 

stored securely, adhering to our research and United 

Nations Evaluation Group ethical standards (40,41). 

Individual interview transcripts were deductively coded 

to create a list of successful cases with an accompanying 

brief description. Once all the interviews were completed 

and transcripts coded, a final list of successful cases was 

compiled for each agency and reviewed by the research 

team at UNU-IIGH. 

Criteria for defining success were based on the principle 

that the ultimate goal of gender mainstreaming in health 

is to: (a) achieve improved health outcomes for all by 

addressing women’s, men’s and gender-diverse people’s 

specific health needs; and (b) alter unequal power relations 

that are detrimental to health. Successful cases were 

included where:

• 	 health programmes resulted in positive gender equality 

outcomes and positive health outcomes, sustained 

over at least five years (in cases of programmatic 

gender mainstreaming); or

• 	 internal organisational changes demonstrated 

improvements in gender equality at the organisational 

level and/or significantly enabled programmatic gender 

mainstreaming in health (in cases of institutional 

gender mainstreaming).

The research team at UNU-IIGH then selected three 

successful case studies from each agency⁷ on the basis 

that the range of programmatic and institutional successes 

were represented.⁸

Step 3. Construction of 
context-mechanisms-outcome 
configurations for each case study

Once case studies were selected, preliminary information 

was gathered on relevant contextual factors and 

mechanisms based on reviews of transcripts from key 

informant interviews, as well as detailed web searches. In 

addition, where necessary, further details relating to case-

study outcomes were also sought. These searches included 

information about:

• 	 global and UN system factors that may have 

contributed to putting the specific case-study issue 

on the UN agenda (e.g. international advocacy by civil 

society actors, a major crisis compelling action, a UN 

conference on the subject, a new policy by the UN 

system, UN Resolutions);

• 	 organisational factors that may have precipitated 

attention to the specific case-study issue (e.g. an 

evaluation, support or pressure from governance 

structures, changes in leadership, adoption of a new 

policy or strategy, changes in the gender architecture);

• 	 programmatic factors⁹ relevant to the case study (e.g. 

programme objectives and design, milestones and 

achievements, and accountability mechanisms and 

processes, including routine evaluations); and

• 	 country-level factors pertinent to the case study (e.g. 

country policies in support of the issue addressed by 

the programme, favourable political and economic 

situations, and support from civil society and women’s 

movements). 

2. Conceptual framework and methodology

⁶ All key informants except three fulfilled these criteria. One of these was a senior manager from UNICEF who no longer works with the agency but was 
selected for her defining role in advancing the gender agenda in the agency. The other was the sole gender expert from the Gender, Equity and Human Rights 
team of WHO, who had worked with the agency for about two years, and the third was a programme specialist who had led some of UNDP’s initial gender 
equality and preparatory work for the 1995 Fourth World Conference on Women in Beijing.

⁷ Three case studies were selected for each agency, except for UNDP for which two case studies were selected. While UNDP had several success stories, these 
were in non-health areas and were thus excluded.

⁸ One case study, which had been sustained for three years, was selected because it was identified by most of the key informants as an example of success.

⁹ Relevant only for successful examples of programmatic gender mainstreaming in health.
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Preliminary information relating to each case study’s C-M-O 

configuration was compiled and sent to respective agency 

focal points with additional questions and requests for 

further clarification. One or more agency-specific virtual 

workshops were then organised to clarify, validate and 

refine emerging contextual factors and mechanisms, and 

answer outstanding questions. The virtual workshops 

involved more than 30 staff and were attended by key 

informants and other agency staff, including those from 

regional and country offices. In two instances, ex-staff 

members were also invited to provide additional details 

related to specific case studies. The proceedings of the 

workshop were recorded and transcribed, with transcripts 

used to refine and revise the C-M-O configurations of 

successful case studies. Informed consent was obtained 

from all workshop participants.

Step 4. Analysis and synthesis  
of findings

Once case study specific C-M-O configurations were 

finalised, analyses were conducted iteratively, evolving 

and building on new insights and patterns that emerged, 

including the following:

• 	 Grouping case studies according to their outcomes. 

Initial analyses centred around looking for patterns 

across case outcomes. This analysis sought to 

understand the types of successful outcomes UN 

agencies were capable of achieving in programmatic 

and institutional gender mainstreaming in health. Case 

studies were then categorised according to outcome 

type. Preliminary results of C-M-O patterns based on 

this outcome categorisation were shared in an internal 

workshop with a reference group of gender experts. 

Critical input received from this meeting helped refine 

and further fine-tune the analysis.

• 	 Centrality of actors. The second major analytical step 

involved understanding the specific actors through 

whom certain mechanisms (actions and associated 

changes) occurred. This representation of relevant 

actors within the broader C-M-O configuration 

provided a more comprehensive picture of who and 

how specific mechanisms were activated within 

particular contexts. 

• 	 Identification of triggers, contextual enablers 

and sustaining mechanisms. Case-study C-M-O 

configurations were analysed to understand what 

triggered a change to the status quo. In other words, 

what unlocked or catalysed a series of changes that 

then led to the successful outcomes observed? 

This analysis involved identifying: the combination 

of contextual factors and mechanisms, including 

actors, that triggered change; the contextual factors 

that created an enabling environment for triggers 

to spark change; and the mechanisms that helped 

sustain change over a period of time. Finally, within 

each outcome group, patterns across the triggers, 

contextual enablers and sustaining mechanisms were 

then explored to draw out the common factors that 

contributed to successful gender mainstreaming. 

⁹ Relevant only for successful examples  
of programmatic gender mainstreaming in health.

“ This analysis involved 

identifying: the combination 

of contextual factors and 

mechanisms, including 

actors, that triggered 

change; the contextual 

factors that created an 

enabling environment for 

triggers to spark change; 

and the mechanisms that 

helped sustain change over 

a period of time. ”
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3
Backdrop to  
the case studies 

3.1 Advances in gender equality and 
women’s empowerment in health in the 
broader UN system 
An overview of the broader context and history of advances 

in gender equality and women’s empowerment in health 

within the UN system is presented here to set the stage 

for the case study analyses. Insights into the capabilities 

and constraints of the multilateral system showcase what 

it is equipped to do well but, in other cases, point out its 

limitations. The aim is to understand why certain cases were 

successful and whether findings are transferable beyond 

the UN system. Figure 2 illustrates that the UN has driven 

advances in gender equality and women’s empowerment in 

health since its inception (27). These advances can broadly 

be thematised around four main functions:

1.	 As an inter-governmental body, the UN has played 

a significant role in securing consensus on norms 

and standards related to gender equality in health 

in almost all countries. For example, the 1995 Beijing 

Declaration and Programme of Action (PoA) was one of 

the first consensus documents through which Member 

States committed themselves to addressing gender-

based barriers to women’s health. The PoA identified 

inequalities between women and men by geographic 

location, social class, and ethnicity as major barriers to 

women’s enjoyment of the highest attainable standard 

of health (42,43). Other examples include the various UN 

General Assembly Declarations between 2001 and 2019, 

which emphasised the centrality of gender equality 

and women’s empowerment as a comprehensive 

approach to human immunodeficiency virus infection 

and acquired immunodeficiency syndrome (HIV/

AIDS), non-communicable disease prevention and 

control, and national universal health coverage plans 

(44–48). Human rights treaty monitoring bodies and 

the Committee on the Elimination of Discrimination 

against Women (CEDAW) general recommendations 

also called for a gender-sensitive response to HIV/AIDS 

(49). In December 2020, the UN General Assembly 

issued two resolutions that recognised the differential 

impact of the COVID-19 pandemic on women and girls 

(compared with men and boys) (50,51). The General 

Assembly recommended that Member States ensure 

access to essential health services, including mental 

health services, sexual and reproductive health services, 

HIV treatment and services for GBV (50,51). More 

recently, the Generation Equality Forum launched a 

five-year Global Acceleration Plan for gender equality, 

which included USD 40 billion in financial commitments 

from governments, philanthropy, civil society, youth 

organisations and the private sector (26).

2. 	 As a global convener, the UN has played a significant 

role in creating unparalleled opportunities for 

collective debate and dissemination of key evidence 

relating to the advancement of gender equality in 

health. It has provided a platform for multi-stakeholder 

engagement, bringing together governments, feminist 

civil society actors, and other critical stakeholders. 

The 1994 International Conference on Population 

and Development Programme of Action was among 

the first to highlight the inextricable links between 

gender equality and women’s reproductive health 

and rights (52). Subsequently, several human rights 

recommendations and concluding comments on 

Member State reports called upon countries to ensure 

access to affordable reproductive health services, 

including maternal health and contraceptive and 

abortion services (53). Universal access to SRH was one 

of the targets included under Sustainable Development 

Goal (SDG) 3 on health. Another landmark in gender 

mainstreaming in health was the 2005 Constitution 

of the Women and Gender Equity Knowledge 

Network (WGEKN) under the WHO Commission on 

Social Determinants of Health (CSDH). The WGEKN 

report submitted to the CSDH synthesised a wealth 

of information on the mechanisms and processes 

underlying gender-based inequities in health and 

proposed actions to address them (54).

3. Backdrop to the case studies
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Figure 2. Major UN milestones in gender equality and women’s empowerment in health

3.	 As a global coordinator, the UN has a responsibility 

to ensure consistency in the implementation 

of commitments to gender equality across its 

own bodies, as well as among Member States. 

The Inter-Agency Network on Women and Gender 

Equality (IANWGE), established in 2001, is a network 

of gender focal points in all UN system organisations 

and bodies. The network supports and monitors the 

Beijing PoA implementation and the many subsequent 

commitments for gender equality and women’s 

empowerment made through UN General Assembly 

resolutions, conferences, and summits. IANWGE also 

oversees gender mainstreaming in organisational 

practices, normative work, policies, and the UN 

system’s programmes (42,55). 

	 One of the most far-reaching initiatives by the UN 

system spearheaded by UN Women is the UN system-

wide Action Plan (UN-SWAP) – an accountability 

framework for gender equality and women’s 

empowerment for UN agencies. The first phase of 

UN-SWAP (between 2012 and 2017) consisted of 15 

performance indicators, based on intergovernmental 

mandates, on which each UN entity was to report 

(56). An evaluation of the first phase concluded that 

UN-SWAP had proven to be an effective framework for 

tracking system-wide progress and a useful benchmark 

and catalyst for gender mainstreaming in most 

participating entities (57). Building on lessons learned 

and recommendations from the evaluation, a second 

phase of the framework was developed, aligning 

with the 2030 Agenda for Sustainable Development. 

While the first phase of UN-SWAP implementation 

focused on institutional gender mainstreaming, the 

second phase expanded to include results (56, 58). 

It now includes monitoring activities and outcomes 

for gender-related SDG results (see Figure 3). In 

2020, following the outbreak of COVID-19 and the 

UN Secretary General’s Policy Brief on the impact of 

COVID-19 on women (5), additional COVID-related 

questions were included in UN entities’ 2020 annual 

reporting (5) on performance indicators 1 and 3. ¹⁰

4.	 As a partner in delivering national and regional 

health programmes, UN agencies and funds have 

played important roles in implementing health 

programmes that directly empower women, girls, 

and other marginalised groups on the ground. 

Summarising all these advances in the kinds of gender 

mainstreaming in health that are linked to the UN’s 

operational function is beyond the capacity of this 

project. However, by focusing on specific case studies 

of success in programmatic gender mainstreaming 

among the five major agencies working in global health, 

this project aims to provide practice-based evidence 

of models of success that are linked to the UN’s 

operational function (see Chapter 4 for further details).

The examples above showcase some of the UN system’s 

profound impacts on advancing a progressive global 

agenda on gender equality in health. However, some of the 

same characteristics that have facilitated these advances 

have also been used to obstruct or erode these gains. Its 

inter-governmental nature, for example, leaves the system 

vulnerable to national agendas and geopolitics, which can 

change quickly and undermine existing commitments (59). 

Meaningful engagement with civil society groups, including 

feminist actors, within UN gatherings has fluctuated over 

time with a trend towards increasingly excluding their 

voices, despite their central role in advancing gender 

equality in health (60,61). In addition, applying and 

adhering to norms and standards, even within the UN 

system, has been inconsistent and, in some cases, clear 

violations of women’s rights have occurred within the 

system’s own practices (62–64). These examples testify 

to the ongoing and urgent challenges of building on the 

system’s strengths while actively mitigating the risks of 

rights violations.

Source: Adapted from UN Women (2015), UN Women (2021),  UN (2018), UN (2019) (26, 27, 46, 48)

¹⁰ The additional questions included on performance indicators 1 and 3 were 
whether the concerned UN agency had contributed to the Health Response, 
Safeguarding Lives and Livelihoods, and A Better Post-COVID 19 World (58).

3. Backdrop to the case studies

1945 UN constituted. Its founding Charter outlines that its purpose is to promote and encourage  

“fundamental freedoms for all without distinction as to race, sex, language, or religion.”

1946 The Commission on the Status of Women constituted as a functional commission of the Economic  

and Social Council.

1975 International Women’s Year and launching of the UN Decade for Women (1976-85).

1979 The UN General Assembly adopts the Convention on the Elimination of All Forms of Discrimination 
Against Women. 

1993 The World Conference on Human Rights in Vienna recognises violence against women as a human rights 

violation; UN General Assembly adopts the Declaration on the Elimination of Violence Against Women. 

1994 The International Conference on Population and Development in Cairo, Egypt, places women and couples’ 

right to control their fertility at the heart of population policies and programmes.

1995 The Fourth World Conference on Women in Beijing, China, adopts a ground-breaking blueprint for advancing 

gender equality and women’s empowerment and identified gender mainstreaming as the strategy to achieve this.

2000 The UN Security Council passes the historic Resolution 1325, recognising sexual violence as a tactic of 

war and calling for measures to prevent and address these. Since then, ten supporting UN Security Council 

resolutions are passed, the latest of these, Resolutions 2467 and 2493 in 2019.

2000 
-2018

The UN General Assembly passed Resolution 55/68, entitled “Elimination of all forms of violence, including 

crimes against women.” This was followed by numerous resolutions on various forms of violence against 

women (for example, domestic violence, Resolution 58/147 in 2004). Since 2006, there have been a series of 

resolutions on intensifying efforts to prevent and eliminate all forms of violence against women and girls.  

The most recent resolution, in 2018, focused on sexual harassment (Resolution 73/148).

2010 The UN General Assembly took the historic step of creating the United Nations Entity for Gender Equality 
and the Empowerment of Women (UN Women).

2012 
-2018

The UN General Assembly passes the landmark Resolution 67/146 to ban female genital mutilation (FGM) 

worldwide, which has been followed by a series of resolutions on intensifying global efforts for the elimination 

of FGM, the latest of these, Resolution 73/149 in 2018.

2015 The Sustainable Development Goals (SDGs) include SDG 5 as a stand-alone goal on gender equality and 

gender is also presented as a cross-cutting theme across all SDGs.

2019 The Political Declaration of the third high-level meeting of the General Assembly on the prevention 
and control of non-communicable diseases and the Political Declaration of the high-level meeting on 
universal health coverage, both acknowledge the need to mainstream a gender perspective. 

2021 The Generation Equality Forum launched a five-year Global Acceleration Plan for Gender Equality, which 

included USD 40 billion in financial commitments.
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Figure 3. Overview of UN-SWAP 2.0 performance indicators 3.2 Gender mainstreaming efforts  
in health across the five UN agencies 

3.2.1 Agency structures, mandates  
and involvement in global health 

The five UN agencies covered by this study vary in their 

nature, structure, mandate and extent of involvement in 

global health issues. WHO is a specialised agency of the 

UN system, UNFPA and UNICEF are funds, and UNDP and 

UNAIDS are programmes. All the agencies have offices at 

three levels: headquarters, regional offices, and country 

offices, and some (like WHO and UNFPA) have liaison offices 

and offices responsible for specific activities. 

The organisational structures and mandates influence 

the scope of each agency’s gender mainstreaming work. 

For example, WHO is an intergovernmental organisation 

governed by the WHA, and has 194 Member States. 

Support for gender mainstreaming policies depends on 

Member States’ positions (65), although its six regional 

offices are semi-autonomous and can define their own 

regional gender mainstreaming policies. A WHA resolution 

represents a commitment by governments –not just an 

agency decision – and gender-mainstreaming policies 

can respond to regional specificities. On the other hand, 

gender mainstreaming may not receive sufficient priority 

in the WHA unless championed by Member States, and 

the uptake of gender mainstreaming policies can vary 

considerably across regions. 

The remaining four agencies have more centralised 

governance structures, with Executive Boards and greater 

scope for rolling out organisational decisions across 

regional and country offices. For example, the Executive 

Director, Regional and Country Directors within UNFPA have 

significant control over decisions. Consequently, leaders 

who champion gender mainstreaming can help move the 

gender agenda forward within the organisation and across 

programmes with a supportive Executive Board. A unique 

feature of UNAIDS’ is formal civil society representation 

on its governing body, although they do not participate 

in the formal decision-making process and have no right 

to vote (66,67). The UNAIDS Programme Coordinating 

Board (PCB) comprises 22 governments from priority 

countries, UNAIDS Cosponsors, and five non-governmental 

organisations (NGOs), including associations of those living 

with or affected by HIV. This feature ensures that the voices 

of marginalised communities living with HIV, civil society 

engagement, and priorities surrounding gender and human 

rights are incorporated into the global response to HIV 

(66,67).

In terms of mandates, WHO engages mainly in normative 

work, such as standard-setting and providing technical 

support to Member States, with limited engagement 

in programme implementation. In contrast, the other 

agencies are engaged in normative work and programme 

implementation and/or coordination, the scale of which 

depends upon available resources. For instance, UNICEF has 

190 country offices with unparalleled operational capacity 

to implement a cohesive and well-conceived roadmap for 

programmatic gender mainstreaming, leading to significant 

global impact on communities (68,69). An additional 

advantage of UNICEF is that, as a UN fund, it has a wide 

latitude to receive voluntary contributions from any source 

(70). Such non-earmarked funds can be used for anything in 

line with its financial accountability mechanisms (70). Given 

sufficient political backing, this would allow for sustained 

core funding for work on gender equality within the agency. 

The range of gender and health issues with which agencies 

engage depends on the scope of their mandates. WHO is the 

lead agency for global health and has a mandate to engage 

with gender, equity, and rights in all aspects of health (71), 

while UNAIDS is focused on the global HIV response (72). 

UNFPA focuses on gender, and sexual and reproductive 

health rights, including HIV/AIDS, GBV, and harmful 

practices (73). UNICEF works on a broad range of issues in 

gender and health pertinent to childhood and adolescence, 

including nutrition, immunisation, water, sanitation and 

hygiene (WASH), GBV, and harmful practices (74). UNDP’s 

work on gender and health focuses on inequalities and 

social exclusion, governance for health, and sustainable 

health systems, to which it brings a multi-sectoral 

perspective (75,76). UNDP’s interagency partnerships, 

networks and coordination role at country level can 

serve as a critical entry point to the provision of technical 

assistance for gender mainstreaming, both institutionally 

and programmatically at country level.

3. Backdrop to the case studies

Source: UN Women (2019) (56)
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3.2.2 What does success  
in gender equality in health  
look like for each agency?

Key informants from all five agencies shared their views 

on what they considered successes in programmatic 

and institutional gender mainstreaming. Generally, they 

emphasised the enormity of the challenge, noting that 

efforts were required to be sustained over periods of 

years to achieve even modest positive changes in gender 

equality. Responses to what constituted success in gender 

equality included an end goal, indicated by interim steps 

that showed that the organisation was on track to achieve 

that goal. In almost all cases, the end goal was related 

to programmatic gender mainstreaming, specifically the 

empowerment of women and girls. One key informant 

pointed out that the rationale for WHO’s work on gender 

is both a means to an end (i.e. improving health outcomes 

within programmes or health systems), and an end in 

itself – advancing gender equality, reducing inequities and 

respecting, protecting, and fulfilling the right to health and 

other human rights. 

However, across agencies, gender experts and senior 

managers expressed diverse perspectives on what 

constitutes the right approach to advancing gender 

equality within health programmes and organisations. For 

example, one senior leader believed that programmatic 

gender mainstreaming would be considered successful 

only once all programme managers accepted the need for 

integrating gender into their programmes. In another view, 

success in programmatic gender mainstreaming would 

be achieved when consultations and engagements with 

women’s groups and feminist social movements became 

routine institutional practice rather than one-off events.

Another frequent theme that emerged from the interviews 

was the importance of taking an intersectional approach 

to gender equality. This means factoring in the kinds of 

gender-based discrimination or disadvantages faced by 

people who are simultaneously experiencing other social 

inequalities on the basis of their race, economic class, 

migration status, age, and so on. Recent strategies from 

some agencies explicitly mention the need to adopt 

an intersectional approach (75,77,78). Importantly, the 

influence of global movements and prominent activist 

campaigns for social and racial justice (e.g. #MeToo and 

Black Lives Matter) were highlighted as part of this shift. 

Nonetheless, three areas of 
contention stood out, namely: 

1.	 Who is the target 
population for work on 
gender equality?

2.	 How useful is the 
terminology of “gender 
mainstreaming” and what 
alternative terminologies 
may be more appropriate?

3.	 When expertise on human 
rights and other social 
issues is combined with 
expertise on gender equality, 
is this more or less effective 
for gender equality?

3. Backdrop to the case studies

Target populations for work  
on gender equality 

Across agencies, there was a shared understanding that, 

since women are at a disadvantage within institutions in 

terms of parity in recruitment and promotions, and a male-

dominated “prioritisation culture” persists, institutional 

gender mainstreaming efforts should target women in order 

to create a level playing ground. 

With respect to programmatic gender mainstreaming, 

interviewees from all agencies mentioned two parallel 

areas of focus: (1) integrating gender across all health-

related programmes; and (2) specifically targeting women 

and girls in order to address health issues related to 

gender discrimination in society. However, perspectives 

differed regarding the prioritisation of men’s health within 

programmatic gender mainstreaming efforts given the 

poorer health outcomes experienced generally by men and 

boys. One approach taken by WHO’s Regional Office for 

Europe was to develop two separate and complementary 

health strategies for women and men. Each strategy lays 

out the roadmap for work on specific issues applicable 

to women and men from a gender perspective (e.g. the 

Strategy on the health and well-being of men in the WHO 

European Region focuses on masculinity-related health 

inequalities) (79,80). However, this approach is based on a 

binary conception of gender, which does not create space 

for people with gender-diverse identities.

Another area where opinions varied was the inclusion 

of lesbian, gay, bisexual, transgender, queer, intersex 

(LGBTQI) issues as part of agencies’ work on gender 

equality. Several experts reported that LGBTQI groups 

were excluded because of the prevailing binary focus on 

gender, which does not reflect advances in more inclusive 

conceptualisations of gender. Other participants argued 

that the inclusion of minority gender and sexual had 

sometimes disadvantaged women. One example given was 

where funding for gender and HIV had been previously 

channelled towards programmes targeting women and 

girls, but was then redirected to programmes aimed at men 

who have sex with men and gender-diverse minorities.
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Gender mainstreaming  
terminology and alternatives

Despite “gender mainstreaming” being the most commonly 

used term for work on gender equality across the UN 

system, there was a clear impression among informants 

that “gender mainstreaming” was increasingly losing favour. 

The term had come to represent a box-ticking exercise 

whereby “women” and “gender” were simply added to 

documents without making any substantial changes 

that actually empowered women or addressed structural 

inequalities. There was also the sense that gender 

mainstreaming was an impossible task associated with 

minimal action, given that gender equality needed to be 

addressed in every policy, programme or action as captured 

by the Economic and Social Council definition (34).

Opinions diverged, however, on the appropriate language 

to use in its place. “Gender integration”, “advancing gender 

equality and women’s empowerment” and, more recently, 

“gender-transformative programming” were some of the 

emerging terms used in agency documentation, gender 

strategies, and by staff. Some respondents articulated 

that language around gender work is essentially a 

function of the leadership, whether at the executive or 

mid-management level. The leader’s strategic vision, 

including programme priorities and approaches, appears 

to determine the language and framing around gender. For 

example, the current framing of cultural transformation 

exercises within UNAIDS through feminist principles or 

language¹¹ was enabled mainly by the appointment of a 

new Executive Director who supported this (81).

Implications for gender equality when 
approached alongside human rights 
and other social equity concerns

Mirroring a broader global movement towards rights-

based approaches to gender equality and women’s 

empowerment (82), there is an increasing trend across 

agencies to consider gender together with human rights 

and social equity concerns, both conceptually and in 

practice. For instance, informants highlighted that, within 

UNFPA, gender equality is viewed both conceptually and 

programmatically as located within a broader human rights 

framework and connected to the realisation of reproductive 

rights. This is showcased in UNFPA’s Gender Equality 

Strategy, which clearly articulates the organisation’s 

integrated perspective on gender and human rights (83). 

One point of contention regarding the merging of gender 

equality work with other rights-based or social equity work 

relates to instances where the merger has resulted in the 

constriction of already limited resources and capacity to 

undertake gender equality work. For example, the Gender 

and Human Rights Units at the UNAIDS Secretariat were 

amalgamated in 2016–2017 following the global financial 

crisis. This weakened the architecture of both units and 

resulted in the loss of gender specialists and gender focal 

points at the Secretariat and regional offices. Similarly, 

within WHO, the Department of Gender, Women and Health 

was dissolved in 2011 and replaced with a much smaller 

Gender, Equity and Rights (GER) Team. In the case of WHO, 

this downsizing was later complemented by moving the 

Gender, Equity and Rights Team to the Director General’s 

Office, signalling the importance of the GER Team within 

the organisation (84). 

A second area where respondents voiced concerns around 

approaching gender equality alongside other social equity 

or rights-based concerns was the danger of gender equality 

being considered as interchangeable with rights-based 

work, especially since successful rights-based approaches 

do not always equate to outcomes that address gender 

inequalities in health. For example, programmes to 

decriminalise same-sex relationships or programmes to 

ensure access to healthcare for migrant populations are 

frequently grouped together as addressing human rights 

and gender equality, even though gender-responsive 

programming elements are not included.

¹¹ Feminist principles or language are those that confront and transform the values, practices and institutions that perpetuate gender stereotypes, 
discrimination, violence, and harassment. 
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4
Lessons in 
programmatic and 
institutional gender 
mainstreaming in 
health: An analysis  
of 14 cases

4.1 What types of successful outcomes  
did the agencies achieve?
Most of the reported successes focused on institutional 

gender mainstreaming.¹² Of those with a programmatic 

focus, very few applied to health programmes in which 

gender-specific inequalities were taken into account in 

their design, implementation, and evaluation to improve 

gender equality. Instead, health-related programmes were 

identified as successful when they tackled harmful social 

norms and empowered women and girls in communities. 

This illustrates the range of views with respect to what 

constitutes gender mainstreaming in health programmes. 

Across the 14 cases selected from the initial list of 

successes, three overarching types of positive outcomes 

were identified that either: 

1.	 empowered women and girls 
to resist harmful gender 
norms and practices and 
advocate for their own health 
needs (four cases – see Box 1);

2.	 put gender and health issues 
on the global agenda (three 
cases – see Box 2); or

3.	 embedded gender equality 
issues in institutional 
processes and structures that 
supported gender equality in 
health programming (seven 
cases – see Box 3).

These three types of outcomes reflect the different levels 

that UN agencies work on and showcase the capabilities 

and strengths of the UN system. 

Box 1 illustrates that when gender mainstreaming is 

successfully integrated into operational functions, agencies 

can have a direct impact on empowering women, girls and 

other marginalised groups to resist oppressive gender 

norms affecting their health. UNICEF’s menstrual health 

and hygiene (MHH) programme, for example, empowered 

adolescent girls to challenge harmful social norms that 

stigmatised menstruation (85–87). In the Middle East and 

North Africa (MENA), women and marginalised groups 

living with HIV were empowered to resist unequal gender 

norms and advocate for their needs and rights across a 

range of national, regional, and global platforms, through 

the work undertaken by the UNAIDS Secretariat, together 

with the MENA Rosa network (88,89).

4. Lessons in programmatic and institutional gender mainstreaming in health: An analysis of 14 cases

¹² An overview of the range of efforts identified by key informants as successful examples of institutional and programmatic gender mainstreaming in health 
is provided in Annex 1.

“ Most of the reported successes 

focused on institutional gender 

mainstreaming. Of those 

with a programmatic focus, 

very few applied to health 

programmes in which gender-

specific inequalities were taken 

into account in their design, 

implementation, and evaluation 

to improve gender equality. ”
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Box 1. Cases that empowered women and girls to resist harmful gender norms

Case study 1: Empowering girls and women to challenge harmful gender 
norms to improve menstrual health and hygiene, implemented as part of a 
WASH programme (UNICEF)

Starting with a pilot programme in 14 low- and middle-income countries (LMICs) in 2014 as WASH in School 

for Girls, MHH activities were undertaken in 72 countries and, as of 2019, included in-school and out-of-school 

adolescents (90). Based on the pilot study, country programmes were developed in partnership with national and/

or local governments and other partners to cater to local needs. Through working with municipal governments 

to engage children and their influencers, the programme helped change social norms around menstruation using 

innovative communication materials (86,87,90).

In a number of countries, UNICEF has used the principle of human-centred design in cooperation with adolescent 

girls. In this case, they produced mobile apps to track their periods and received information on menstruation 

through comic strips, stories, and booklets tailored to their local context and concerns (e.g. Oky in Indonesia, 

the Change Every Girl Needs in Pakistan). A series of guidance tools were produced to enable gender-responsive 

programming, which, among other things, outlined concrete “gender-transformative” actions, such as including 

women in WASH committees. 

Reports from the field indicate that the programme has improved adolescent girls’ access to menstrual hygiene 

products and facilities in many settings and encouraged them to challenge gender norms that stigmatise 

menstruation and participate actively in programme implementation locally (86,87,90).

Case study 2: Empowering women and girls to resist gender and social 
norms that encourage female genital mutilation (FGM), promote positive 
masculinities, and strive for more equal gender power relations (phase 3 (2018–
2023) of UNFPA-UNICEF Joint Programme on the abandonment of FGM)

The Joint Programme, initiated in 2008, is funded by multiple donors and coordinated and administered by UNFPA 

while being jointly implemented with UNICEF. The first and second phases were implemented in 2008–2013 and 

2014–2017. The programme is now in its third phase (2018–2023). Activities of the Joint Programme are implemented 

at three levels: global, regional, and national. At the country level, activities include advocacy for policies and laws to 

eliminate FGM, strengthening countries’ capacity for delivering health services while opposing the medicalisation of 

FGM, and strategic community-level interventions to change social norms supporting FGM (91). 

Implementing the first two phases of the Joint Programme achieved positive outcomes in adopting laws and 

policies against FGM in many countries and a clear reduction in the prevalence of the practice in some countries. 

However, according to an evaluation at the end of the second phase, changes in unequal gender norms were 

modest, indicating the possibility that the reduction in the prevalence of FGM may have been the result of 

patriarchal pressure (92). For example, the Joint Programme worked extensively with existing all-male power 

structures, such as cultural and religious leaders, to win their support for protecting women and girls from the harm 

caused by FGM, while the messaging on women’s empowerment and agency was often not highlighted. Following 

the evaluation, the third phase of the Joint Programme prioritised the transformation of unequal power relations, 

structures and norms that sustain gender inequality and harmful practices. The FGM programme resulted not 

only in a decrease in the prevalence of FGM in many countries, but also in addressing the root causes of harmful 

practices and changing gender norms (93).

Case study 3: Empowering women and marginalised groups living  
with HIV in MENA (UNAIDS Secretariat, regional team)

The UNAIDS Secretariat, together with its partners, worked to strengthen the capacity of one of the first networks 

of women living with HIV (WLHIV) in the MENA region (88,94). The network was identified as a successful example 

of UNAIDS Secretariat’s work with civil society organisations (CSOs) in the global HIV response. The Regional Office 

committed financial resources to support the capacities of the MENA Rosa network on gender vulnerabilities in 

the HIV response. The network leaders’ capacity-building also focused on research and resource mobilisation. The 

UNAIDS Secretariat Regional Office provided technical input in developing the network’s strategic plans over the 

period 2010–2021.

Outcomes included: 

•	 empowering women leaders advocating for their rights and services across levels (e.g. policymakers, security 

services and health systems);

•	 visibility and engagement of WLHIV at national coordination mechanisms to prevent HIV (e.g. national 

strategic planning committees, Global Fund Country Coordinating Mechanisms);

•	 growing attention and prioritisation of sexual and gender-based violence by national governments through 

increased articulation and awareness of GBV that occurs in various settings – family, community, health 

facilities, police (95).

Case study 4: HIV reduction and the empowerment of adolescent 
girls and young women in decision-making through the adoption and 
implementation of comprehensive HIV programmes in South Africa 
(UNAIDS Secretariat country office)

Adolescent girls and young women (AGYW) have been a high-risk group for HIV infection in several countries, 

with generalised HIV epidemics in East and Southern Africa. Among countries in sub-Saharan Africa that are part 

of the Global HIV Prevention Coalition, many have adopted and implemented a combination of country-specific 

comprehensive prevention packages to address HIV in AGYW through the technical support of the UNAIDS 

Secretariat, including Cosponsors and partners (96). However, progress has been uneven. 

This case study focuses on the primary outcomes from AGYW programming in South Africa, where there have 

been important gains achieved through comprehensive HIV programmes, including a 56% reduction in new 

HIV infections among AGYW, active participation oaf AGYW in HIV-related decision-making forums, including 

prevention programmes, and an increased prioritisation of GBV and its interlinkages with HIV (96). 

Through sustained and extensive strategic leveraging and capacity support, the UNAIDS Secretariat country office 

contributed to advocacy, securing buy-in, and mobilising resources for scaling up combinations of HIV-prevention 

packages for AGYW.
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Box 2 describes three successful cases where specific gender and health issues were put on the global agenda. Together, 

these cases illustrate what is possible when agencies successfully capitalise on their roles in global agenda-setting work, 

including convening, thought leadership, evidence generation, advocacy and technical support. The Women’s Health Unit 

within WHO, working in collaboration with external feminist groups and academics for over two decades, managed to get 

violence against women and girls recognised as a global public health priority through a WHA resolution passed in 2016 

(97). More recently, violence against women (VAW) was included as an outcome indicator included in WHO’s 13th General 

Work Plan, with many Member States’ health sectors implementing programmes responding to the health consequences 

of VAW (98). Similarly, through UNFPA’s leadership and advocacy alongside coordinated work with other external 

stakeholders, including feminist civil society actors, GBV in humanitarian settings has been successfully positioned as 

a priority issue in the global health agenda (99). A further example is the work of UNDP’s HIV, Health and Development 

Group, which has supported national governments and civil society partners to build capacities and strengthen legal and 

policy frameworks to tackle HIV stigmatisation and discrimination against women and key populations (76,100).

Box 2. Cases that put specific gender and health issues on the global agenda

Case study 5: GBV acknowledged as a global public health priority, and 
Member State health sectors have implemented programmes responding to 
the health consequences of VAW through sustained strategic leveraging of 
opportunities by WHO gender experts

While VAW has long received attention, mainly from women’s movements, getting VAW to be framed as a health 

issue and eliciting a health sector response has been a long struggle. Dedicated and competent gender experts 

within WHO collaborated with external feminist groups and academics working on VAW to use every window 

of opportunity to advance work on VAW in accordance with WHO’s mandate of evidence generation, standard-

setting and capacity-building among Member States. A handful of gender experts and medical professionals (who 

established credibility within the predominantly biomedical organisation) framed VAW as an opportunity for WHO’s 

leadership to build evidence, set standards, and build capacity among Member States.

Epidemiological data relating to prevalence was gathered and intervention effectiveness studies (clinical trials) 

showed how to reduce the incidence of VAW (159). The Women’s Health Unit, presented research evidence 

and produced guidance material, including clinical guidelines for medical professionals to respond to VAW 

within hospital settings (160,161). Global events and declarations, such as the Beijing Platform for Action were 

used strategically to secure additional buy-in. The VAW programme moved to the Department of Sexual and 

Reproductive Health and Research (SRH) in 2011. 

Following two decades of persistent and sustained work across networks of feminists internal and external to WHO, 

GBV is now recognised as a global health priority. In 2016 the WHA passed Resolution WHA67.15 on “Strengthening 

the role of the health system in addressing violence, in particular against women and girls, and against children” (97).

More recently, an outcome indicator has been included in WHO’s 13th General Work Plan (GPW13), making it mandatory 

for WHO and Member States to report progress in reducing levels of violence against women and girls (98).

Case study 6: GBV in humanitarian settings prioritised in the global agenda 
through UNFPA’s leadership and advocacy

UNFPA has strengthened its health sector response to GBV since the International Conference on Population and 

Development Programme of Action in 1994 and works both in humanitarian and developmental settings (101). The 

agency was among the early advocates for setting up a separate GBV Area of Responsibility (AoR) under the Global 

Protection Cluster of the Inter-Agency Standing Committee for Humanitarian Action, set up in 2007 (102,103). 

UNFPA supports interventions for the prevention of GBV and treatment and counselling services for GBV survivors, 

including clinical management of rape (99). It works with UN and NGO partners across sectors with staff involved 

in protection, security and community and health services. Gender-transformative programming in humanitarian 

settings includes carrying out gender and power analysis for context-specific prevention planning, addressing the 

immediate needs of GBV survivors before tackling inequality and discrimination, and engaging men and boys to 

change unequal gender norms (99). 

In collaboration with other agencies in the humanitarian space, UNFPA has played a critical role in gaining 

acknowledgement for GBV as a priority issue in humanitarian settings. The first-ever World Humanitarian Summit, 

held in 2016, led to a consensus among stakeholders on a New Ways of Working Agenda among humanitarian, 

development, peacekeeping and peace-building partners (104). In the case of GBV, the emphasis was on addressing 

the root causes, namely gender inequality and discrimination (104). A series of UN Security Council Resolutions 

have reaffirmed the UN’s commitment to preventing GBV in armed conflicts, following the landmark UN Security 

Council Resolution 1325 (105). The latest, Resolution 2467, passed in 2019, stresses the importance of addressing 

structural gender inequality and discrimination as the root causes of GBV (106,107).

Case study 7: Enabling the rights of women and girls through enhanced 
legal, policy and regulatory environments in the context of HIV (supported 
by the UNDP HIV, Health and Development group)

Through its HIV, Health and Development Group, UNDP has supported national governments and civil society 

partners to build capacities and strengthen legal and policy frameworks to tackle HIV stigmatisation and 

discrimination against women and key populations (76,100). Their work on removing and addressing legal barriers 

in HIV prevention was identified as a successful example of gender mainstreaming in a health area. 

Decades of UNDP’s investments have contributed to changes in national policies and laws addressing harmful 

social norms and practices that put women, girls and key populations at risk of HIV (100,108). Some of the 

encouraging outcomes include: enabling political spaces at community and government levels to discuss 

systemic issues and structural barriers around HIV prevention, gender norms and gender inequality in many 

LMICs; changing legal and judicial practices, with potential to enable women rights and rights of WLHIV, sex 

workers, LGBTQI and people who use drugs; and political commitment and policy changes at the intersection of 

HIV, rights of women and key populations, and health. These successes should be considered interim outcomes; 

the impacts of these laws and policy changes for women, girls, and key populations on the ground are beyond the 

scope of the case study.

4. Lessons in programmatic and institutional gender mainstreaming in health: An analysis of 14 cases

What Works in Gender and Health in the United Nations What Works in Gender and Health in the United Nations34 35



A description of the seven cases that successfully embedded gender equality issues in institutional processes and structures 

is provided in Box 3. This group of outcomes related to successful institutional gender mainstreaming showcase the 

organisational-wide change that is possible when gender equality is embedded in institutional processes and structures and 

the positive impact this can have on gender mainstreaming at the organisational level and in health programmes. For example, 

PAHO’s 2006 Gender Equality Policy successfully institutionalised an organisational mandate for gender mainstreaming and 

contributed to gender mainstreaming in health programmes in its Member States (109). UNICEF’s first and second Gender 

Action Plans enabled the agency to systematically operationalise the integration of gender and include a set of targeted 

gender priorities in all its strategic plan outcomes across its various sectors, including health, since 2014 (110,111).

Box 3. Cases that embedded gender equality issues within institutional processes and structures

Case study 8: Institutional integration of gender across all technical 
programmes, Member State health programmes, and the Pan American 
Health Organization (PAHO)

In WHO, the most sustained gender mainstreaming success was PAHO’s institutional mechanisms for integrating 

gender concerns across all technical programmes, backed by funding and monitoring and evaluation. PAHO’s 

2006 Gender Equality Policy successfully institutionalised an organisational mandate for gender mainstreaming, 

resulting in approaches to tackle gender inequalities being integrated within health programmes among its 

Member States. The outcome, sustained over at least ten years, was programmatic gender mainstreaming across 

all of PAHO’s technical programmes (112–114). Drawing on its institutional mandate, integrating gender into its 

strategic plans was the “master switch” that led to other actions, including the creation of a series of formal 

structures within PAHO and its country offices, ultimately resulting in gender-responsive health programmes in 

Member States (112–114). 

An acknowledged PAHO success, but no longer in operation, was a “Best Practices” initiative that encouraged 

Member States to be innovative in gender-responsive programming, showcase their results and inspire other 

countries to experiment. Best practices were defined as programmes that incorporated a gender-equality or 

ethnic-equity perspective, which led to concrete changes regarding inequality between men and women, and the 

attitudes of the people and health institutions involved (115).

Case study 9: Institutional integration of gender at global, regional and 
country levels, including in health (UNICEF)

UNICEF systematically operationalised the integration of gender into all its strategic plan outcomes across various 

sectors. Since 2014, there has been a set of targeted gender priorities across the Strategic Plan outcomes (74,116). 

UNICEF’s two Gender Action Plans (GAP 2014–2017 and 2018–2021) sought to create an internal environment that 

would enable programmatic gender mainstreaming and integrate a gender perspective systematically in all its work 

and generate targeted priority gender programmes for adolescent girls (110,111). A theory of change was articulated 

in GAP 2018–2021, which envisaged a dialectic, two-way relationship between institutional and programmatic 

gender mainstreaming (110).

Notable and steady advances have been made in programmatic gender mainstreaming across all sectors, including 

health. In 2019, 107 country programmes out of 128 had one or more gender-integrated results in their programmes, 

compared with 92 country programmes in 2017. Some 90 UNICEF country programmes included results in one or 

more of the targeted gender priorities, compared with 73 in 2017 (117).

Case study 10: Member State implementation of gender-responsive 
programmes, including in the health sector, through the strategic use of 
Gender Programmatic Reviews (UNICEF regional and country offices, Europe 
and Central Asia)

The Gender Programmatic Review (GPR) is a broad-based consultative process aimed at developing gender-

responsive country programme documents rolled out with the help of country partners (74). UNICEF strategically 

institutionalised the GPR process to develop gender-responsive programmes in Europe and Central Asia. 

According to UNICEF’s GAP 2018–2021, every country office must undertake a GPR at least once during its 

programme cycle (110). The GAP 2018–2021, and the GPR process outlined by it, provided an organisational 

mandate to country offices to advance gender equality goals, with much success in Europe and Central Asia. In 

2018, 43% of country offices had undertaken a GPR. The GAP 2019 evaluation found that GPRs provided a key 

stimulus for increased attention to gender in-country programming (118). 

Case study 11: Changes in institutional culture within UNAIDS Secretariat to 
support gender equality brought about by the Independent Expert Panel 

The UNAIDS Secretariat set up an Independent Expert Panel (IEP) following critiques of a lack of transparency 

in internal and UN system-wide accountability mechanisms in response to allegations of sexual harassment 

and abuse of power within the organisation (64). The IEP was mandated to examine UNAIDS Secretariat’s 

organisational culture, evaluate the effectiveness of existing policies and procedures around harassment, including 

sexual harassment, bullying and abuse of power, and outline recommendations for action (64). This action 

triggered a series of processes that transformed the organisational culture. Establishing the IEP resulted in positive 

outcomes and was identified as an example of a successful external accountability mechanism. 

The IEP is perceived to have led (and be leading) to the following: 

•	 recognition and growing personal awareness around rights, harmful behaviours, and (un)acceptable 	

language or actions;

•	 shifting mindsets towards creating equal opportunities for more inclusive leadership (with a focus on women’s 

leadership);

•	 a rebuilding of confidence, trust, and belief among staff that they will be backed and supported when reporting 

and disclosing sexual harassment, discrimination, and abuse; 

•	 new initiatives on cultural transformation focused on empowering staff and enabling mechanisms to identify 

and report harmful behaviours at early stages, as well as addressing other critical inequalities (e.g. gender 

parity in staffing and consultancies, racial justice, and civil rights) (81).

4. Lessons in programmatic and institutional gender mainstreaming in health: An analysis of 14 cases
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Case study 13: Integration of gender into the Special Programme for 
Research and Training in Tropical Diseases (TDR) (WHO)

The TDR, while located within WHO, has a different governance structure and greater autonomy compared with 

other WHO departments (121). TDR has a long engagement with gender issues, and although setbacks were 

experienced, gender did not fall off the agenda as it was, to some extent, institutionalised. In 1995, for example, 

TDR established the Gender and Tropical Diseases Task Force and funded research that examined the gender 

aspects of tropical diseases. In the process, capacity for research with a gender perspective was built among many 

researchers from low- and lower-middle-income countries (122,123).

TDR formally adopted its intersectional gender research strategy in 2020, with precise mechanisms for 

performance accountability through monitoring and evaluation indicators and a clear pathway to mainstream 

gender dimensions throughout TDR’s work (77). Part of TDR’s commitment to equality, includes a gender balance 

on advisory committees, grantees, and authorship lists, as well as increasing the number and proportion of peer-

reviewed publications that explicitly consider gender and women’s issues (124). 

Case study 14: Improved institutional and programmatic gender 
mainstreaming through increased participation in the Gender Equality  
Seal (UNDP)

The Gender Equality Seal was pioneered in Latin America in 2009 with UNDP’s support and is a corporate 

certification programme that recognises the performance of institutions in delivering on gender equality and 

women’s empowerment (125,126). The Gender Equality Seal certification is one of the main instruments to enhance 

country office synergies between institutional and programmatic gender mainstreaming to ensure collective action, 

including monitoring and performance accountability, for transforming gender equality. Country offices receive 

a bronze, silver or gold seal, which is a “quality guarantee” of good performance, according to the established 

standards for gender equality. Since 2011, 79 country offices have been awarded a seal (127–129).  

The Gender Equality Seal is a successful example of institutional innovation towards gender equality and women’s 

empowerment. Interim outcomes included:

•	 increased and prioritised programmes for gender equality and women’s empowerment programmes;

•	 gender analyses that inform and contribute to gender-responsive programming;

•	 increased allocation of funds for gender equality programming;

•	 staff awareness, understanding and engagement on issues of gender equality and women’s empowerment; and

•	 strengthened partnerships (127–129).

4. Lessons in programmatic and institutional gender mainstreaming in health: An analysis of 14 cases

Case study 12: Adequate financial allocations for programmes advancing 
gender equality and women’s empowerment through effective use of the 
Gender Equality Marker (UNFPA)

The gender marker, or Gender Equality Marker system, used across many UN agencies, tracks and reports on 

allocations for gender equality and the empowerment of girls and women. The gender marker is one of the UN-

SWAP indicators that UN agencies must report on (56). UNFPA has used the gender marker since 2014 and tracks 

the allocation of programme funds based on the extent to which gender equality and women’s empowerment is 

considered and addressed throughout the design, implementation, and monitoring and evaluation process (119).  

All activities are classified into four categories:

1.	 activities with gender equality and women’s empowerment as their primary objective;

2.	 activities that contribute substantially to gender equality and women’s empowerment;

3.	 activities that make some contribution to gender equality and women’s empowerment; and

4.	 activities that do not contribute to gender equality and women’s empowerment.

The gender marker is now a mandatory component of UNFPA’s work plans, and it is reported in UNFPA’s annual 

reports (83). The classification is based on guidelines from the UN system’s Finance and Budget (120).
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4.2 Explaining successful outcomes:  
What works, where, for whom, why, and how?

4.2.1 What were the contextual 
factors and mechanisms that 
triggered the change?

Across the 14 case studies, a similar pattern was observed 

with at least one contextual factor and one mechanism 

jointly acting as triggers to set off actions towards the 

reported outcomes (see Figure 4). In all cases, a specific 

change in the internal or external context opened up 

a window of opportunity for gender mainstreaming. 

However, these changes in contextual factors only served 

as triggers when key actors identified and reacted to 

these opportunities. Senior leadership or in-house gender 

experts, with technical expertise and political astuteness, 

played a critical role in recognising and leveraging 

opportunities. They, in turn, initiated a series of actions or 

sustaining mechanisms that were crucial to the outcomes 

observed in each case study. 

Figure 5 provides an illustration of the triggers  

identified in each of the case studies. 

Examples of successful triggers included the following:

•	 In the case of GBV in humanitarian settings, the 

combination of UNFPA’s organisational mandate for 

humanitarian work through its Strategic Plans (130,131), 

and the change in the context when UNFPA became 

the leader of the GBV AoR under the Global Protection 

Cluster of the Inter-Agency Standing Committee (99), 

provided an opportunity for the agency to leverage 

gender expertise of the GBV AoR to mobilise support 

and buy-in from humanitarian actors across sectors to 

position GBV as a priority issue. 

• 	 In the MENA Rosa and AGYW in South Africa cases, 

changes in external contextual factors aligned 

with UNAIDS Secretariat’s strategic priorities and 

provided the impetus for change. This was seized 

by respective UNAIDS Secretariat regional and 

country gender experts. In the MENA Rosa case, 

the regional gender expert recognised that the 

demand from regional networks of WLHIV aligned 

with the UNAIDS Secretariat’s strategic approach 

of investing in CSOs, particularly building women’s 

leadership in the HIV response. In the case of AGYW 

in South Africa, secretariat staff at the country 

office leveraged national commitments aligned with 

agency strategic plans, prioritising women and girls 

and key populations. Through this process, staff 

identified strategic entry points to secure buy-in for 

comprehensive HIV programmes for AGYW. 

• 	 In the UNICEF GPR example, UNICEF’s Strategic Plan 

(2018–2021) and GAP 2018–2021 provided the mandate 

and roadmap for GPRs as UNICEF’s country offices 

were required to carry out a GPR at least once during 

a programme cycle (74,110). Regional gender advisors 

seized this opportunity and used the GPR processes 

strategically to initiate dialogue with supportive 

country office leadership to leverage support from 

government, UN, and civil society partners for gender-

responsive country programming. 

• 	 In the UNDP Gender Equality Seal case study, once 

again it was UNDP’s Strategic Plans (2008–2013) and 

most recent Gender Equality Strategy (2018–2021) that 

provided the organisational mandate backing gender 

equality and women’s empowerment in the agency’s 

work (132–134). Successive Directors of the Gender 

and Development team at headquarters, committed to 

gender equality and women’s empowerment, mobilised 

internal support and funding for the design, pilot, and 

roll-out of the Gender Equality Seal. 

 

A common thread running through these triggers is the 

importance of strategic positioning of gender equality work 

in organisation-wide strategic plans. In many cases, this 

alignment signalled the priority accorded to the gender 

team, securing buy-in and commitment from technical 

departments – crucial aspects in effecting and sustaining 

successful gender mainstreaming (see section 4.2.3). 

Another pattern worth noting is that in 11 cases, the 

changes in contextual factors were favourable – funding 

opportunities, the creation of supportive institutional 

structures, or national government prioritisation of specific 

health issues. However, in three cases, the opposite was 

true. In these instances, changes in contextual factors were 

associated with unfavourable evaluation reports, which 

identified significant areas for improvement in terms of 

gender mainstreaming, as follows:

• 	 In the UNFPA-UNICEF FGM case, the change in 

the context was an evaluation towards the end of 

the second phase of the Joint Programme, which 

highlighted that gender equality and women’s 

empowerment had not received adequate priority 

(135). Despite the programme’s acknowledged 

success in achieving its objectives in the earlier 

phases of the programme – reducing the incidence of 

FGM – there was commitment from the programme 

lead at global level to push towards the twin 

objectives of eliminating FGM and addressing the 

root causes of harmful practices. As a result, the 

programme lead intervened to support changes to 

the third phase of the programme (2018–2023), which 

sought to expand the range of interventions aimed 

at women’s and girls’ empowerment, and to change 

unequal gender norms (93).

• 	 In the UNAIDS Secretariat IEP case, a critical report 

by the IEP called for changes in leadership and 

governance at the Secretariat, including strengthening 

human resource management functions and reforming 

internal policies and procedures to prevent harassment 

and abuse within the organisation (64). The PCB 

reacted and put pressure on senior management to 

respond to the recommendations and fully implement 

the Management Action Plan (136). 

• 	 In the case of UNICEF’s GAPs, an evaluation in 2008 

identified that UNICEF was not living up to its potential 

for gender mainstreaming because of the limited 

allocation of resources, weak gender architecture, 

and gaps in leadership and accountability (137). The 

agency’s Executive Board was committed to making 

changes in response to the evaluation. In particular, the 

Executive Director was committed to social and gender 

equity and, as a response, hired an internationally 

renowned gender expert as the new Deputy Executive 

Director of Programmes, supporting her initiatives 

for gender mainstreaming across the agency. In turn, 

the newly appointed Deputy Executive Director hired 

a senior gender expert who led the development and 

execution of a more ambitious gender agenda.

 

These three case studies show that robust performance 

accountability mechanisms driven by executive-level 

bodies, which ensured that action was taken in response 

to the evaluations. The limited number of successful cases 

that arose from changes following evaluations may indicate 

that internal performance accountability mechanisms 

within agencies need to be further strengthened. On 

the other hand, these examples also illustrate the real 

opportunities for change that can be leveraged through 

evaluations when accompanied by robust performance 

accountability mechanisms.

Figure 4. Summary of contextual factors and mechanisms that triggered change
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Figure 5. Contextual factors and mechanisms that triggered change by case

Case study 2: 

Third phase of the UNFPA-UNICEF Joint Programme on the abandonment of female genital mutilation (UNFPA).

Case study 3: 

Empowering women and marginalised groups living with HIV in the Middle East and North Africa region (UNAIDS).

Case study 4: 

Comprehensive HIV programmes that empower adolescent girls and young women (AGYW) in South Africa (UNAIDS).

Case study 1: 

Empowering girls and women to challenge harmful gender norms to improve menstrual health and hygiene (MHH) (UNICEF).

Case study 5: 

Violence against women (VAW) acknowledged as a global public health priority (WHO).

Case study 6: 

Gender-based violence (GBV) in humanitarian settings made a priority issue (UNFPA).

Case study 7: 

Enhanced legal environments that enable the rights of women and girls, including key populations, in the context of HIV (UNDP).

Case study 9: 

Institutional integration of gender through UNICEF’s Gender Action Plans.

Case study 8: 

Institutional integration of gender in the Pan American Health Organization (WHO/PAHO).

Case study 10: 

Use of the Gender Programmatic Review (GPR) with country offices (UNICEF).
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2. Putting gender and health issues on the global agenda
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Case study 11: 

Changes in institutional culture within UNAIDS to support gender equality linked to the Independent Expert Panel (IEP) report.

Case study 12: 

Effective use of the gender marker within UNFPA.

Case study 13: 

Effective integration of gender in Special Programme for Research and Training in Tropical Diseases (TDR) (WHO).

Case study 14: 

Improved institutional and programmatic gender mainstreaming at country office level due to the Gender Equality Seal (UNDP).
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4.2.2 What were the enabling  
contextual factors?

Although specific triggers precipitated successful 

outcomes, many contextual enablers needed to be in 

place to activate the triggers and facilitate the successful 

outcomes observed. These contextual enablers 

encompassed a range of conditions at multiple levels – 

global, UN system-wide, agency-specific, and national 

(see Annex 2 for infographics of the triggers, contextual 

enablers and sustaining mechanisms for each case study). 

Figure 6 summarises the main contextual enablers across 

cases and positions them in relation to triggers and 

common sustaining mechanisms, all of which collectively 

result in successful gender mainstreaming outcomes. 

Broadly, contextual enablers can be grouped into those 

external to individual agencies (e.g. global, UN system-

wide, and national-level circumstances) and those internal 

or agency-specific (e.g. governance structures, processes, 

and staffing).

External contextual enablers

Feminist civil society movements and campaigns 

fuelled enabling political environments for tackling 

gender inequalities in health and contributed significantly 

to accelerating research and innovation around the 

differential impact of health programmes on women. CSOs 

also closed the gap between policymakers, implementers, 

and communities, advocating for increased attention to 

gender equality and the health needs of women and girls 

and other marginalised groups. For example, feminist 

movements were central in drawing significant attention to 

VAW as a health and women’s rights issue (138). Currently, 

many feminist movements continue to fuel research on 

how development and health programmes differently 

impact women (139). Global acknowledgement of the 

harmful effects of FGM and active mobilisation by CSOs, 

and women’s and human rights movements at the global 

level, have gained the attention of the UN, leading to the 

prioritising the tackling of harmful practices affecting 

women and girls and the launch of the Joint UNFPA-

UNICEF Programme. More recently, the #MeToo movement 

catalysed a change in global attitudes and increased 

advocacy and momentum, strengthening awareness and 

calls for action against sexual harassment and abuse –  

an enabling circumstance related to the IEP case.

UN conventions, declarations and resolutions on 

gender equality, such as CEDAW in 1979, the 1995 

Beijing Conference, the UN Economic and Social Council 

resolution on gender mainstreaming in 1997, the 2000 

Millennium Development Goals, and most recently the 2015 

Sustainable Development Goals, secured commitments 

from national governments to address gender inequalities, 

including those related to health, and provided agencies 

with supportive frameworks to underpin work on gender 

mainstreaming (27,34,43). In some of the case studies, 

sector-specific resolutions and political declarations were 

also found to serve as contextual enablers. For example, 

the UN General Assembly 2016 Political Declaration on 

Ending AIDS called on governments to reduce new HIV 

infections among AGYW, and promote access to tailored 

comprehensive HIV prevention services for women and 

adolescent girls, migrants, and key populations (140). This 

provided the political buy-in necessary to secure Member 

State support for tackling HIV among AGYW as a public 

health priority. 

Member State support or pressure on particular health 

issues created conducive environments within which 

successful outcomes emerged, particularly in cases of 

programmatic gender mainstreaming. In the FGM case, 

national government commitments to eliminating FGM, 

and in some countries positioning FGM in a larger national 

agenda of gender equality, sexual and reproductive health 

and human rights, together with the presence of strong 

feminist civil society movements (141,142), created enabling 

environments within which the Joint Programme on the 

abandonment of FGM could evolve to tackle the unequal 

power relations, structures and norms that sustain harmful 

practices. A second example is the priority accorded 

to gender equality in PAHO, backed by the support for 

gender equality in the region’s Member States, which 

creates pressure on the regional office to keep gender 

equality on the agenda. Widespread support from Member 

States for gender mainstreaming played a significant role 

in developing an organisational mandate for advancing 

gender equality in health in PAHO. Inextricably linked 

to Member State support was the conducive contextual 

environment created by strong feminist movements in 

many countries in the region.

Interagency collaboration leveraging complementary 

agency strengths stood out in several cases as a 

powerful contextual enabler for successful gender 

mainstreaming efforts. This was particularly the case for 

UNFPA programmes focusing on gender equality and 

women’s empowerment, many of which are planned and 

implemented jointly with other UN agencies. For example, 

the UNFPA-UNICEF Joint Programme on the Abandonment 

of FGM is coordinated and administered by UNFPA but 

jointly implemented by UNFPA and UNICEF (93). The 

programme builds on the respective strengths of the two 

agencies, particularly UNICEF’s extensive operational 

capacity, to work at global, regional and country levels, 

a well-resourced Communication for Development Unit 

within UNICEF, and gender expertise across both agencies. 

Another example is UNFPA’s role as the lead of GBV AoR 

under the Global Protection Cluster. In this case UNFPA 

also effectively channelled the strengths of different 

agencies to support countries in addressing GBV in 

emergencies through field operations, capacity-building, 

setting norms and standards and advocating for increased 

action, research and accountability (99).

Donor interests and commitments towards particular 

issues were also identified as critical contextual enablers. 

For example, in the UNDP HIV and the law case, Global 

Fund and PEPFAR emphasised investments in human 

rights-based programmes for HIV prevention (143). In 

addition, there was funding from several other donors 

(UNAIDS, UNFPA, UNICEF, Health Canada, the Norwegian 

Agency for Development Cooperation, and the Swedish 

International Development Cooperation Agency) to scale 

up work on human rights and HIV programmes.¹³

Similarly, in the AGYW case study, South Africa was 

the recipient of the Global Fund’s catalytic funding and 

PEPFAR’s Determined, Resilient, Empowered, AIDS-Free, 

Mentored, and Safe initiative, both of which were important 

funding sources that supported the implementation of 

comprehensive HIV programmes for AGYW (144,145).

UN system-wide performance and financial 

accountability framework on gender equality and 

women’s empowerment (UN-SWAP), in some case studies, 

was mentioned as contributing to an enabling environment 

for gender mainstreaming, with its monitoring frameworks 

and gender indicators (58). In the case of UNFPA’s 

successful institutionalisation of the gender marker (which 

is one of the UN-SWAP indicators), it provided a common 

set of standards that has helped maintain financial 

allocations for programmes that advance gender equality 

and women’s empowerment (58). However, concern 

was expressed that the UN-SWAP indicators are heavily 

process-focused instead of outcome-focused. For example, 

although there is an indicator for how much is allocated or 

budgeted for gender mainstreaming, there is no indicator 

for how much is actually spent on gender mainstreaming. 

Internal contextual enablers

Internal contextual features specific to each agency were 

also critical in creating an enabling environment. The 

following features allowed for the activation of triggers and 

enabled other sustaining mechanisms to occur, ultimately 

leading to successful gender mainstreaming outcomes. 

Organisational structures that provided autonomy and 

supportive governance were crucial enablers in shaping 

and implementing strategies to strengthen programmatic 

and institutional gender work. In two of the WHO cases 

(VAW and TDR), the unique governance structures 

of the special programmes (the Special Programme 

of Research, Development and Research Training in 

¹³ Information derived from interviews.
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Human Reproduction (HRP) and TDR) gave them greater 

autonomy than other WHO departments and allowed them 

to prioritise work on gender equality within their respective 

health areas of focus (121,146). Another example is UNICEF’s 

streamlined governance structure. The Executive Board 

is responsible for major decisions with decision-making 

authority vested in the Executive Director and Regional 

and Country Directors. This feature, in combination with 

the agency’s vast network of field offices, has meant that 

well-designed plans originating from headquarters have a 

high probability of positively drawing attention to gender 

equality at all levels of the organisation. 

High calibre and committed in-house gender 

specialists, sufficiently and highly positioned at 

headquarters, regional and country offices, were critical 

for success across all cases. Having a stable and well-

staffed gender team was essential to identifying and 

leveraging strategic opportunities, providing technical 

support and advice, and developing tools and guidance. 

For example, in the MHH case study, support from the 

leadership of the WASH programme and the presence of 

competent gender experts in headquarters and regional 

offices were crucial enablers that strengthened the MHH 

programme. Gender experts created an evidence base 

documenting how MHH programmes met other UNICEF 

priorities besides hygiene, sanitation and gender, such as 

education (keeping girls in school) and child protection 

(preventing exposure to the risk of GBV when defecating 

in open spaces) (110,147). The evidence base, in turn, 

strengthened buy-in for the programme across UNICEF. 

Furthermore, UNICEF’s strengthened gender architecture 

meant that gender expertise was available to launch the 

programme successfully.

Longstanding historical knowledge and expertise 

working in specific health areas was an important 

contextual enabler across many of the cases, with respect 

to both successful programmatic and institutional gender 

mainstreaming. One example is UNFPA’s long track 

record of promoting health sector responses to GBV 

in development settings and expertise in gender (148). 

UNFPA has been working on sexual and reproductive 

health and GBV in emergencies since 1994 and was among 

the early advocates for prioritising GBV in humanitarian 

settings (102). This historical knowledge and expertise 

created an enabling environment for UNFPA to advocate 

for the prioritisation of prevention services for GBV in 

emergencies. Another example is TDR, which has built up 

a body of knowledge on gender and tropical diseases since 

1995 (149). This has led to the emergence of a core group of 

global experts working on gender and tropical diseases, an 

enabling contextual factor for the effective mainstreaming 

of gender dimensions throughout TDR’s work (149,150).

Although not present in most of the cases, strong 

performance accountability frameworks were identified 

as essential contextual enablers in the three cases where 

triggers were associated with unfavourable evaluations. 

For example, in the FGM case study, the programme had 

strong performance accountability frameworks in place 

linked to a reflexive and responsive programme design, with 

regular evaluations and recommendations made for further 

improvement. In addition to leadership commitment to 

enacting the recommendations, an annual report makes 

them publicly accountable for its progress (93).

Figure 6. Key triggers, contextual enablers and sustaining mechanisms for successful gender 
mainstreaming in health
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4.2.3 What were the  
sustaining mechanisms?

In addition to the triggers and contextual enablers, several 

crucial actions led by key actors (e.g. senior leadership 

and in-house gender experts at headquarters, regional or 

country offices), created and sustained the changes that 

led to the successful outcomes documented (see Figure 6). 

Six main sustaining mechanisms were identified:

Institutionalising gender equality work through 

strategies, action plans and other frameworks. Across 

many cases, the development and implementation 

of action-oriented strategies, action plans, and other 

institutional frameworks that explicitly prioritised 

work on gender equality were critical to sustaining 

gains. The development and implementation of these 

institutional frameworks meant that success was less 

reliant on individual actors over time, allowing for gender 

mainstreaming work to be scaled up, which then resulted 

in organsational-wide impacts. In the PAHO case, the 

2009–2014 and 2015–2019 Plan of Action supported the 

implementation of the Gender Equality Policy, which 

had been adopted as a resolution by the PAHO Directing 

Council in 2005 (109,151). The Gender Equality Policy and 

Plan of Action apply to PAHO and Member States, and 

include specific indicators with reporting mechanisms 

(152). The introduction of results-based management 

for the 2014–2019 Strategic Plan provided the Office of 

Equity, Gender and Cultural Diversity with the opportunity 

to introduce outcomes and outputs related to gender 

and other cross-cutting themes into the Programme of 

Work and Programme Budget (153). Similarly, the gender 

marker has been institutionalised within UNFPA’s financial 

resources planning and disbursement systems (83). It is 

a mandated aspect of UNFPA’s work plan creation and 

subsequent programme monitoring of all programme funds 

(119). The gender marker has been instituted in all the 

country offices and applied to all programmes. 

Creating and strengthening internal and external 

performance accountability mechanisms. Across the 

case studies robust performance accountability structures 

were identified as critical mechanisms to accelerate 

and sustain gender mainstreaming efforts, linked to the 

institutionalisation of gender equality work. For example, 

UNICEF’s GAP includes MHH indicators, which enforce 

regular reporting on progress from the MHH programme to 

the Executive Board and in the GAP annual report (110,154). 

In the VAW case study, the Gender and Rights Advisory 

Panel of HRP and SRH consists of external experts, which 

aims to facilitate the integration of gender concerns across 

work in HRP and SRH (155). This has served as an external 

performance accountability mechanism since its inception, 

monitoring and supporting the programme. In the VAW 

case study performance accountability is also enforced 

through the 2016 WHA Resolution on the Global Plan of 

Action and reporting to WHA against WHO’s GPW13 (97,98). 

Within the UNAIDS Secretariat, the IEP investigation report 

triggered recognition by the PCB of the need to strengthen 

its oversight and accountability roles and responsibilities 

(64). Accountability around internal and external audits 

and ethics is now a stand-alone agenda item in PCB 

meetings. The Bureau of the PCB also directly engages with 

independent offices, supporting internal oversight at the 

Secretariat (156–158).

Developing practical guidance material and tools. 

This included the development of high-quality guidance 

materials to provide technical support to national 

stakeholders and to support internal capacity-building 

within agencies. Having competent in-house gender experts 

to provide area-specific technical support and guidance 

was key. In the MHH case study, the WASH programme 

lead, who had gender expertise, produced a series of 

guidance tools to enable gender-responsive programming. 

The tools outlined concrete gender-transformative actions, 

such as the inclusion of women on WASH committees, 

providing practical guidance on monitoring MHH 

interventions, and including a list of indicators to ensure 

that objectives were met (147). 

In the HIV and the Law case, along with training manuals, 

capacity-building initiatives focused on human-rights 

based approaches to litigation, advocacy on HIV and TB, 

legal defence, and legal environmental assessments.¹⁴ 

These resources enabled governments and civil society 

to design tailored country-specific capacity and advocacy 

activities to demonstrate how legal mechanisms can work 

for women, girls and key populations in the context of HIV. 

In the VAW case study, a whole host of normative work 

was produced by experienced gender experts, including: 

evidence-building on prevalence and health consequences, 

and effective interventions (159); standard-setting through 

clinical guidelines and handbooks for the care of survivors 

(160,161); guidelines for ethical research and strengthening 

health systems in response to VAW (162,163); and technical 

support and capacity-building among Member States 

to develop policies and programmes on health sector 

responses to VAW. The tools and guidance documents were 

developed into training materials in simple, operational 

and jargon-free language that made them user-friendly for 

partners, such as Ministries of Health, to implement (164).

Building and sustaining internal and external gender 

capacity. Within UNICEF in 2011, the Deputy Executive 

Director of programmes and the Principal Advisor on 

Gender both prioritised institutional funds for building a 

gender architecture at a time when it was lacking. With 

financial resources of USD 12 million, three senior P5-

level positions were created at headquarters, and new 

P5-level senior regional advisors were added in each of 

the seven regional offices (110,118,165). These posts were 

funded from the core funds allocated for institutional 

strengthening to implement GAP 2014–2017 and GAP 

2018–2021. A new standard was also issued as guidance to 

country offices by the Deputy Executive Director to build 

gender architectures. For country offices with budgets of 

more than USD 20 million, at least one dedicated Gender 

Specialist should be employed at P3 and P4 levels (118). For 

country offices below this budgetary threshold, a gender 

focal point with at least 20% dedicated time was required 

to meet the standard. Coupled with the GAP 2014–2017 and 

GAP 2018–2021, the strengthening of gender architecture 

contributed to important advancements in gender equality 

work across the agency. 

In the UNDP Gender Equality Seal case, capacity-

building and training initiatives with country office staff, 

facilitated by internal and external gender experts, were 

characterised by a constant reflective learning process and 

incorporating key learnings on gender equality into country 

office practices and processes. Such an action-oriented 

and co-learning approach enabled staff to identify best 

practices, implementation gaps, and potential alliances and 

opportunities for collaboration, including among staff at 

lower levels. Notably, UNDP’s Gender Team also leveraged 

these capacity-strengthening activities to reinforce staff 

and country office buy-in and ownership of the Gender 

Equality Seal certification process.

¹⁴ Examples of guidance materials and tools reported in interviews: In 2014, UNDP published a practical manual for conducting

national dialogues on HIV and the Law; at the participating judges’ request, UNDP maintains a judicial database that shares

global good practice on judgements, as well as relevant laws and materials on HIV and TB prevention, treatment, and care;

UNDP has developed an operation guide for governments, civil society and other key stakeholders to systematically assess

national legal, regulatory and policy environments related to HIV.

“ Across the case studies 

robust performance 

accountability structures 

were identified as critical 

mechanisms to accelerate 

and sustain gender 

mainstreaming efforts.”
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ethnicity indicators. Importantly, Member States also 

report on specific indicators, disaggregated by sex and 

other demographic variables. 

Identifying and leveraging strategic entry points 

includes shifting responsibility for gender equality 

priorities from gender experts to senior leadership. 

For instance, while the Gender Equality Seal provides a 

systematic roadmap to transform organisational settings, 

progress and success have only occurred when this has 

been regarded as a priority, rather than an add-on to 

daily tasks. In this regard, senior leaders were explicitly 

leveraged as champions and drivers of change, helping 

to shift the responsibility for gender prioritisation at the 

country office from gender experts to senior leadership.

Developing context-responsive programming and 

stakeholder involvement for the sustainability of gender-

responsive country programming. In the MHH and FGM 

cases, considerable effort was made to develop programme 

activities that responded to specific local needs. The 

human-centred design process involved adolescent girls 

in the knowledge-building process within specific settings. 

Practice-based knowledge was valued, and the experiences 

shared by programme implementers became part of the 

evidence base on programme outcomes. 

Although not an explicit mechanism, analyses illustrate 

the importance of institutional gender integration in 

achieving successful programmatic integration. For 

example, the successful integration of gender equality 

through UNICEF’s GAPs provided the institutional mandate 

for change and became a trigger for successes initiated 

through the GPR processes at the country level, with 

support from regional teams. In turn, this successful gender-

responsive country programming became an enabling 

contextual factor for implementing the MHH programme.

It is important to note that this pathway is not linear, 

such that once the crucial institutional mechanisms 

are in place, there is only forward movement on the 

programmatic front. Experience in most agencies 

has shown that an organisational mandate can lapse, 

strong gender departments can be dissolved, and core 

budgetary allocations can disappear. In this regard, social 

accountability mechanisms comprising external actors and 

alliances with the feminist movement and civil society actors 

can help defend the gains made and resist push-back.

The MENA Rosa case presents an example of external 

capacity-building. From the onset, regional gender experts 

and country office teams had committed to ensuring the 

independence and sustainability of MENA Rosa following 

the termination of financial support from the Secretariat. 

Accordingly, the regional office prioritised the building of 

MENA Rosa’s capacity to mobilise resources, design and 

develop proposals, and build collaborations with other 

CSOs and donors (e.g. USAID and the Global Fund). The 

increase in capacity has enabled MENA Rosa to become 

autonomous and self-sufficient.

Mobilising dedicated and sustained funding, especially 

core funds. In PAHO, while there is no benchmark for 

budgetary allocation, there is a committed core budget for 

work on cross-cutting themes, including gender equality 

– approximately USD 12.6 million in 2018–2019 and USD 7 

million in 2020–2021 for cross-cutting themes (166,167). 

Similarly, gender work in TDR receives support from 

core funding. Both case studies illustrate how long-term 

core funding has ensured that work on gender equality 

is sustained, although the recent significant reduction in 

committed core budgets on cross-cutting themes in PAHO 

is a cause for concern. 

In the HIV and the Law case, beyond initial funding 

allocations to establish the Global Commission and its 

activities, technical staff within the HIV and Health Group 

made deliberate efforts to mobilise and leverage internal 

and external funding for the implementation of some of 

the critical recommendations. Technical and programme 

staff leveraged donor interests and commitments to 

mobilise resources from within the UN, such as the UNAIDS 

Secretariat, UNFPA, and UNICEF, and other funding 

agencies (e.g. the Global Fund, Health Canada, Norad, Sida) 

to scale up programmatic work. 

Building internal and external partnerships. These 

were important mechanisms for generating buy-in and 

support and ensuring the sustainability of gender equality 

work within health programmes and at an institutional 

level. These partnerships included other interagency 

technical programmes, national governments, CSOs, and 

affected communities. In the UNICEF GPR case study, for 

instance, the gender advisor and gender specialist looked 

for opportunities to forge new partnerships via the GPR 

process. For example, a women’s forum in the Kyrgyzstan 

Parliament and the National Women’s Union in Kosovo 

became involved in the GPR process. Their involvement 

developed into long-term partnerships, enabling changes 

on the ground. Another example is the WHO VAW case, 

where soon after establishing the VAW programme, buy-in 

was sought from other internal technical programmes, 

such as maternal health and HIV. Alliances were forged 

with the HIV department, resulting in the prioritisation 

of VAW as part of the response to the HIV epidemic. In 

the UNFPA GBV in humanitarian settings case, building 

sustainability through country and community ownership, 

as well as partnerships with local organisations, was 

another mechanism that facilitated changes on the ground. 

The GBV programme recognises local organisations’ 

strengths in terms of rapid responses in emergencies and 

knowledge of the specific contexts. The programme has 

worked in partnership with government agencies, women’s 

organisations, and women’s rights activists to establish a 

national system for responding to GBV in emergencies.

The case studies identified other 
important sustaining mechanisms, 
but these only applied to  
certain cases:

Creating structures that linked planning and budgeting 

functions with work on gender equality. In PAHO, 

the Office of Equity, Gender and Cultural Diversity is 

represented in the Strategic Planning Advisory Group 

with representatives from Member States and technical 

departments. This enabled direct input into strategic 

planning processes and the foregrounding of gender 

as a priority across technical programmes. Both the 

organisational mandate provided by PAHO’s Gender 

Equality Policy, and the presence of the Office of Equity, 

Gender and Cultural Diversity in the Strategic Planning 

Advisory Group contributed to gender and other cross-

cutting themes of equity, human rights and cultural 

diversity being prioritised in the strategic plans for 

2014–2019 and 2020–2025 at the level of outcomes and 

outputs (152,153,168). An impact indicator is included at the 

Member State level. In addition, all technical departments 

and country offices must report to executive management 

on progress measured against the gender equity and 
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5
Discussion and  
the way forward 

5.1 Key ingredients of success
This project set out to identify the key factors necessary 

to leverage opportunities in order to produce substantial 

and sustained advances in gender equality in health within 

the UN system, as well as other multilateral and bilateral 

global health organisations. Five key elements of success 

consistently stood out among the 14 case studies (see 

Figure 7), each one described here in detail:

1.	 The power of leaders  
and gender experts 

	 Leadership at the highest levels and gender experts 

at all levels (headquarters, regional and country-level) 

were key to the positive outcomes seen across all 

of the case studies. These individuals were pivotal 

in terms of catalysing, accelerating and sustaining 

positive changes that led to the successful outcomes 

observed. In particular, successes were sustained 

when leadership support was coupled with investment 

in gender architecture, especially through dedicated 

core funds. Health area-specific gender expertise was 

critical in the development of normative documents, 

tools and training manuals, which all contributed to 

considerable advancements in work on gender equality 

within specific fields. 

	 For example, within UNICEF, a leading gender expert 

was appointed as Deputy Executive Director of 

Programmes. She, in turn, appointed and funded a 

Principal Gender Advisor at headquarters, who, in 

turn, mobilised funding and internal processes to hire 

senior regional gender advisors. As part of this process, 

large country offices were encouraged to hire their 

own gender specialists. The presence of these, often 

exceptional, gender leads/advisors/specialists with 

content expertise in health led to the implementation 

of gender-responsive health programmes at the 

country-level.

	 It is important to note that although gender parity 

in leadership was important, it was by no means 

sufficient. The skillsets, knowledge, and competence 

of those appointed individuals were the main factors 

of success. The case studies reinforce the point that 

gender expertise in health is a specific area of expertise 

in its own right, and investing in that expertise is 

necessary to successfully address gender inequalities 

in health programmes.

2.	 The power of institutional 
structures

	 To translate leadership commitments into concrete 

action, institutions required sufficient infrastructure 

to be able to advance the gender equality agenda. 

Internally, this institutional readiness involved: 

ensuring direct links between the gender team and 

the budget/planning teams, bringing the gender 

mainstreaming agenda directly into the decision-

making arena; building strong performance and 

financial accountability mechanisms at headquarters, 

and in regional and country offices; and making gender 

equality in health part of the organisation’s core 

business. The latter involved not just gender action 

plans, but a reflection of work on gender equality 

in all broader organisational strategy documents 

and programme budgets, with measurable outcome 

and output indicators. Other institutional features 

associated with successful examples included the 

autonomy of programmes with respect to decision-

making and prioritising work on gender equality, 

complemented by adequate financial backing.
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	 In PAHO, for example, in-house structures for 

participating in the organisation’s strategic planning 

process and coordinating work across various technical 

areas greatly facilitated mainstreaming gender across 

different technical areas. The Office of Equity, Gender 

and Cultural Diversity is represented in the Strategic 

Planning Advisory Group with representatives from 

Member Countries and Technical Departments. This 

enabled direct input into strategic planning processes 

and the foregrounding of gender as a priority across 

technical programmes. Both the organisational 

mandate provided by PAHO’s Gender Equality Policy, 

and the presence of Office of Equity, Gender and 

Cultural Diversity in Strategic Planning Advisory 

Group contributed to gender and other cross-cutting 

themes of equity, human rights and cultural diversity 

being prioritised in the Strategic Plans for 2014-19 

and 2020-2025 at the level of outcomes and outputs; 

and the inclusion of an impact indicator at the level of 

Member States (152,153,168). In addition, all technical 

departments and country offices had to report to 

executive management on progress made against the 

gender equity and ethnicity indicators. Importantly, 

Member States also reported on specific indicators, 

disaggregated by sex and other stratifiers.

3.	 The power of feminist  
civil society

	 Forming effective partnerships with women’s rights 

organisations was an essential component for 

implementing gender-responsive health programmes 

and ensuring that programmes were grounded in 

ethical principles and encouraged local ownership and 

sustainability. The significant contribution of feminist 

CSOs was particularly notable where agencies built 

meaningful partnerships whereby programmes and 

priorities were jointly defined and shaped. Partnerships 

with feminist CSOs also helped to strategically position 

work within national priorities. Agency investment 

in strong partnerships with women’s movements 

involved building trust, creating processes for 

feedback, external social accountability, and sustained 

engagement. However, simply having civil society 

representation alone was not enough. Partnering 

with the right CSO was important to ensure that they 

provided genuine representation of specific groups and 

were grounded in feminist ethics. 

	 For instance, UNAIDS is the only agency within the UN 

to have civil society representation in its governing 

body and has an ingrained culture of feminist civil 

society engagement in its HIV response. Among 

its successes has been the support of networks of 

women and marginalised groups living with HIV in the 

MENA region (88,94,95). Effective and meaningful 

partnerships that foster feminist civil society expertise 

has brought the constituency into global, regional 

and national planning and prioritising processes. In 

addition, this has enabled these groups to function 

as pressure points, creating mechanisms for external 

social accountability.

4.	The power of evidence

	 Evidence and programmatic learning have proved 

central to driving action and change. The success 

cases illustrate how data and evidence have been 

used not only to showcase the problem, but also 

to demonstrate what works and how to be more 

effective. Evidence-based reflexive learning has pushed 

programme implementers to prioritise approaches 

that meet practical gender-specific needs as well as 

challenge harmful gender norms. 

	 For example, UNDP is the Secretariat for the Global 

Commission on HIV and the Law and has played a 

leading role in articulating and advocating for the 

development of legal environments that transform 

global and national HIV responses. UNDP supported 

the production of the Global Commission’s 2012 

flagship report and the 2018 supplementary report 

(169,170). These reports provided a set of coherent 

and compelling evidence-based and actionable 

recommendations on removing punitive and 

discriminatory laws, policies and practices that impact 

women and fostering those which advance women's 

rights and empowerment in the context of the HIV 

response. Building on this work, technical staff within 

UNDP’s HIV, Health and Development Group, have 

provided financial and technical support that focuses 

on evidence-building efforts related to policies, laws, 

regulations, and legislation that negatively impacts 

health and wellbeing, including those pertaining to the 

rights of women, girls, and marginalised groups. This 

evidence has built a consensus on the kinds of critical 

actionable steps that national stakeholders can take to 

generate supportive legal environments and policy at 

the intersection of HIV and human rights. 

5.	 The power of the collective 

	 As several cases highlighted, interagency efforts have 

had real impacts on the ground and offer important 

opportunities for advancing gender equality efforts 

in health. Successful interagency collaboration has 

occurred when the comparative advantages of each 

agency involved – their unique agendas, expertise and 

partnerships with government sectors and different 

feminist civil society movements – were fully leveraged. 

	 The UNFPA cases demonstrate the potential power of 

successful interagency partnerships. For instance, the 

UNFPA-UNICEF Joint Programme on the abandonment 

of FGM has been able to draw on UNICEF’s 

comparative advantages. This includes a large field 

presence, programme experience in the area of child 

protection, and a well-resourced Communication 

for Development Unit, which further amplified the 

message of FGM as an issue of gender inequality. The 

programme also benefited from UNICEF’s expertise 

in programmatic gender mainstreaming. In addition, 

UNFPA as the leader of the GBV AoR under the global 

protection cluster, has also leveraged the strengths of 

different agencies (148).
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Figure 7. Five ingredients for successful gender mainstreaming

Joint interagency collaboration can have real impacts on 

the ground when comparative advantages of the agencies 

involved are leveraged.

• 	 Build the evidence base on health 

burden and solutions

• 	 Design programmes to be reflexive  

and responsive to evidence

    The Power of the Collective

Leaders can catalyse, accelerate and sustain success,  

by investing in gender architecture across the organisation 

with dedicated core funds.

• 	 Leverage committed and  

responsive leadership

• 	 Invest in highly qualified, strategically 

positioned, gender experts

    The Power of Leaders and Gender Experts

Organisational strategies that include gender equality with 

measurable outcome and output indicators, links between 

gender teams and budget planning teams, and strong 

performance and financial accountability mechanisms were 

gamechangers.

• 	 Create organisational strategies that  

include gender equality outcome 

indicators

• 	 Build links between gender  

teams and budget planning teams

• 	 Strengthen internal performance and 

financial accountability mechanisms

    The Power of Institutional Structures

Evidence, data and programmatic learning that shows 

 what works (and what the problem is) can drive action  

and change.

• 	 Leverage unique normative, operational 

and coordination roles

• 	 Capitalise on agency-specific agendas 

and expertise

    The Power of Evidence

Feminist civil society expertise and pressure can ensure 

alignment with local priorities, grounding in ethical 

frameworks, external accountability and sustainability.

• 	 Build meaningful partnerships in 

programme design, implementa on, M&E

• 	 Embed feminist civil society groups in 

institutional governance structures

    The Power of Feminist Civil Society
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5.2 Areas for further attention
Although this project focused on distilling crucial 

ingredients for successful programmatic and institutional 

gender mainstreaming, it also brought to the fore several 

factors within the UN system that appear to work against 

advancements in gender equality in health. 

A need to focus on outcomes  
and not primarily processes

Across the five agencies, there was widespread focus on 

processes rather than outcomes in gender mainstreaming. 

This feature tended to mask the slow progress made in the 

field and sometimes gave an inflated sense of achievement. 

For example, where agencies carried out normative and 

standard-setting work, the production of knowledge and 

guidance documents was often seen as a success, without any 

indication of the uptake, use or impact of these knowledge 

products on gender equality outcomes in health programmes. 

Similarly, the amount of time spent by staff reporting on UN-

SWAP indicators (processes) raised the question of whether 

better value-for-money could be achieved by staff working 

on gender-equitable health programmes, given that in-house 

gender expertise is already limited in capacity. Linked to this 

point is the common notion that gender equality needs to be 

integrated into all programmes rather than prioritising specific 

areas of focus given the already limited resources and capacity 

for gender mainstreaming within many agencies. This was a 

recurrent theme that emerged from the case studies, which 

illustrated that successes like the FGM Joint Programme and 

MHH are possible when a targeted approach is adopted. 

A need to prioritise other health 
areas and health systems 

On the whole, across all agencies, programmatic gender 

mainstreaming efforts exhibited a narrow focus on limited 

health areas and insufficient prioritisation of key areas of 

health systems. Most gender mainstreaming efforts centred 

around GBV, harmful practices (e.g. FGM and child marriage), 

and HIV/AIDS. Some agencies had undertaken gender 

equality work in other health areas like immunisation, WASH, 

communicable diseases research, and ad hoc work on human 

resources and universal health coverage. However, these 

programmes were few and far between and constituted a 

small fraction of agencies’ portfolios. Efforts to integrate 

gender into major programmes of work in areas with large 

burdens of disease (e.g., non-communicable diseases, 

emerging infectious diseases) or health system blocks (e.g. 

service delivery and the health workforce) have proven 

difficult and, so far, unsuccessful. A strategic approach 

that prioritises one of these major areas as an entry point 

for gender mainstreaming, backed by adequate financial 

resources and technical expertise, could have widespread 

impact and catalyse a snowball effect for successful 

programmatic gender mainstreaming in other areas. 

Building better links between 
institutional and programmatic 
gender mainstreaming

The case studies identified the links between institutional 

and programmatic gender mainstreaming that are often 

integral for successful outcomes to be achieved. For 

instance, an organisational mandate, performance-based 

accountability mechanisms, strong gender architecture 

and budgetary allocations are all important for enabling 

programmatic gender mainstreaming. However, these 

findings also highlight the insufficient linkages and learning 

that occurs the other way around, namely programmatic 

gender mainstreaming lessons informing institutional efforts. 

For example, there is a disjuncture between evidence and 

normative work on sexual violence on the programmatic 

side, and a disregard for survivor-centred approaches in 

responding to sexual exploitation, abuse, and harassment 

on the institutional side. Another example is the evidence 

with respect to transforming gender norms and power 

structures at the community level through programmatic 

work, which is rarely used to inform institutional training 

on gender equality. More specifically, programming and 

practice-based conceptual frameworks have moved beyond 

the individual level to the couple/relationship level and the 

community level in the ecological model (171). UN gender 

training, however, continues to be based on individual 

behaviour change models. This unidirectional view of 

the relationship between institutional and programmatic 

gender mainstreaming misses ripe opportunities to 

improve gender equality within organisational structures, 

processes, and work culture. Ultimately, this negatively 

impacts on programmatic work, since internal organisational 

mainstreaming is often a pre-condition for successful gender 

mainstreaming in operational functions (172).
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5.3 The way forward
This particular moment is an opportune time to rethink 

and improve work on gender equality in health, especially 

in the face of the current health, demographic, social, 

environmental and political changes. The silver lining of the 

COVID-19 pandemic is the unique opportunity it presents 

to do things differently, with political commitments to 

prioritise gender equality already emerging (3,26). The 

global nature of many of the challenges means that a 

response supported through an effective multilateral 

system is needed, with the UN and its agencies strategically 

well-placed to lead the agenda of gender equality in health. 

This project, which has supported agencies to learn from 

past experiences and build on outcomes where gender 

has been successfully integrated both institutionally and 

programmatically into core business, offers three important 

recommendations with respect to the way forward:

1.	 Invest in high-quality, strategically positioned 

gender experts with decision-making power at 

headquarters, and regional and country offices. 

These positions should receive core funding to 

ensure their sustainability. 

-	 For stand-alone gender teams within agencies to be 

effective, there is a need for gender experts to be 

strategically situated in major health programmes. 

Seeking out individuals (not just women) with gender 

expertise in health to fill these positions is critical. 

-	 To ensure that successes are built upon and erosion 

of hard-won gains is avoided, leadership in each 

agency should prioritise the maintenance of the 

organisation’s gender architecture, even during 

financial downturns.

2.	 Combine well-crafted organisational mandates with 

robust performance and financial accountability 

mechanisms to publicly track and report outcomes. 

Support gender equality goals both institutionally 

and programmatically by moving beyond marker 

allocations with respect to funding and spending. 

-	 Commitments to gender equality need to be 

reflected in all organisational strategy documents, 

as well as programme budgets, with measurable 

outcome and output indicators. Gender strategies 

can then augment and support these commitments. 

A twin-track approach, whereby gender equality is 

integrated with programmatic results, as well as in 

targeted priorities, has shown promising results. 

-	 There is a need for performance and financial 

accountability mechanisms to ensure 

accountability to gender equality and health 

outcomes, rather than only gender mainstreaming 

processes, and to actual expenditures rather than 

simply budgets for work on gender equality. Linked 

to this is the need to go beyond self-reporting to 

include strict validation criteria in order for such 

tracking to be meaningful.

3.	 Identify and seize expected and unexpected 

changes in contextual factors. These could 

include, for example, exceptionally committed senior 

leadership, savvy gender expertise and leadership, 

strong donor interest, disruption due to crises, positive 

shifts in strategic advantage, and organisational 

restructuring. Changes present opportunities to create 

more gender-responsive programmes, put gender 

and health issues on the global agenda, or strengthen 

institutional practices such that gender equality in 

health and other programming is prioritised.

Meeting the challenge and opportunity of advancing gender 

equality in health programmes and institutional structures 

at this critical point in time requires collective action, 

building on existing evidence and knowledge.  

This report makes an important contribution in this regard, 

identifying the elements that worked institutionally and 

programmatically to promote gender equality in health in 

the UN system. Looking forward, it is imperative that these 

practice-based lessons are used to inform work on gender 

equality in health within UN agencies, as well as other 

multilateral and bilateral health organisations.
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Domain Reported successes

1.	 Institutional innovations for gender 

equality

The Gender Equality Seal is the most successful of institutional gender 

mainstreaming efforts. It tests the commitment of UNDP and country offices to 

organisational transformation towards gender equality. The Gender Equality Seal 

has worked across all five UNDP operational regions, with 79 country offices having 

been certified.

The Gender Marker has been used successfully in UNDP programming and tracks 

financial commitment towards investments in gender equality.

2.	 Fostering enabling environment  

for gender equality

Progress in creating an enabling legal, policy and regulatory environment for 

women and girls, including key populations in the context of HIV.

An intersectional approach focusing on vulnerabilities that lead to discrimination 

and stigmatisation, violation of human rights of key populations, GBV, and lack of 

access to health systems.

Nurturing, building and empowering community leadership, networks and civil 

societies to advocate and advance legal and policy changes in the context of HIV 

(e.g. African Judges Forum, African Key Population Expert Group).

Social protection, including financial, livelihoods and access to justice for older 

persons, widows and survivors of GBV.

Facilitating an enabling governance environment resulting in cultural norms around 

women’s roles in politics and increasing their access and involvement in decision-

making structures, from national to local levels. This has led to programmes 

promoting empowering and promoting women for local council elections.

3.	 Capacity strengthening  

to stakeholders

Convening, promoting participation and engagement of key populations (LGBTQIA 

people, men who have sex with men, sex workers) in global, regional and national 

policy dialogues.

Strengthening Member States’ institutional capacities, such as parliaments and 

oversight committees, Ministries of Finance, Audit Offices, to integrate and develop 

gender-responsive budgeting in national policies, such as UNDP’s support to the 

Rwandan Government.

Domain Reported successes

1.	 Institutional structures and 

mechanisms for gender mainstreaming

The Action Framework (2009) and Country-action Operation Plan (2010) for women, 

girls, gender equality and HIV laid out the roadmap and created institutional structures 

for programmatic gender mainstreaming at country level.

According to a senior staff member, the Action Framework also led to creating a 

fully-fledged gender team, a more focused investment in HIV, especially on the links 

between HIV and GBV. Importantly, it also enabled the systematic development of 

tools (e.g. the gender assessment tool) to operationalise the integration of gender with 

national HIV strategic plans. 

GAP-1 prioritised gender parity as an entry point to boost women’s leadership. It enabled 

the focused leadership programmes for women and the prioritisation of women for 

appointment to senior-level position. In 2018, a cohort of women who participated in the 

women’s leadership programme were promoted as country directors.

UNAIDS instituted an external accountability mechanism to investigate allegations 

of sexual harassment and abuse of power. This process improved senior leadership 

accountability, and several institutional policies and processes were developed to 

create a safe and enabling workplace for all and protect human rights in the workplace.

2.	 Institutional processes for gender 

mainstreaming in Member States and 

funders

The gender assessment tool framework contributed to systematically 

operationalising the integration of gender into national HIV strategic plans. 

Between 2009 and 2011, over 100 countries undertook a gender analysis of the 

country HIV epidemic and developed Gender Action Plans for HIV based on 

findings of the assessment tool.

There was an uptake of guidance and normative tools, such as gender assessment 

tools, by the Global Fund, leading to reprogramming and allocation of resources 

(USD 500,000) for cervical cancer screening and advocacy in 2019 in Tanzania.

3.	 Interagency collaboration on evidence 

generation

UNAIDS collaborative work with WHO in 2015 led to developing an advocacy 

brief that brought significant attention to cervical cancer in HIV. It resulted in the 

inclusion of a cervical cancer indicator in the Global AIDS Monitoring Framework 

in 2017, resulting in data collection and reporting on cervical cancer screening for 

women living with HIV.

4.	 HIV prevention programme Many countries are adopting and implementing comprehensive programme 

packages to address the needs of AGYW. Fifteen out of 17 Member States have these.

In South Africa, there is a strong and active engagement and participation of AGYW 

in decision-making, at forums and in HIV programmes.

5.	 Capacity-strengthening to foster 

women's leadership in HIV prevention

The UNAIDS Secretariat has worked to nurture and strengthen women's leadership, 

especially of HIV community groups. The Secretariat contributed significantly 

to the formation of the first HIV community-based network in the MENA region 

led by women (MENA Rosa). The network now has focal points across many 

MENA countries, championing the needs of women living with HIV and generating 

evidence that supports responsive decision-making on HIV.

Annex 1
Overview of the range of institutional and programmatic gender mainstreaming efforts reported by key informants 

1. UNAIDS 2. UNDP
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3. UNFPA 4. UNICEF

Domain Reported successes

1.	 Organisation-wide mandate for gender 
mainstreaming

The presence of gender as a stand-alone outcome in UNFPA’s Strategic Plans 
provides an organisation-wide mandate and enforces accountability for gender 
mainstreaming. The Strategic Plan for 2018–2021 also includes UN-SWAP 
indicators, many of which pertain to institutional gender mainstreaming objectives. 
The organisation-wide mandate provides the policy framework for making 
institutional changes to support programmatic gender mainstreaming.

2.	 Gender-parity in staffing and an 
enabling environment for gender 
equality in the workplace

UNFPA has achieved gender-parity at the aggregate level for professional staff and 
continues to make efforts to ensure parity at each level. The organisation’s policies 
on zero tolerance for sexual harassment and sexual exploitation, and abuse 
prevention, contribute to building a gender-equal workplace.

3.	 Tracking financial allocation for gender The gender marker tracks financial allocations to programmes that include 
gender equality and women’s empowerment. It is being implemented across 
several UN agencies. In UNFPA, the gender marker is reported to be a successful 
tool because: (a) all levels of the organisation, including most country offices, 
are implementing the gender marker; (b) it is being applied at the activity level, 
making the classification granular and accurate; and (c) it helps highlight UNFPA’s 
commitment to gender equality in programming.

4.	 Prevention and services for GBV in 
development settings

UNFPA has worked on strengthening health sector responses to GBV since 1994. 
Key informants count the Essential Services Package developed for women and 
girls subject to GBV through a multi-agency global programme launched in 2013 
as an important success. The Essential Services Package outlines internationally 
accepted standards and protocols for action by four sectors: health, police, 
judiciary, and social services. The Essential Services Package is being rolled out in 
many countries, and capacity-building is ongoing.

5.	 Preventing child marriage UNFPA’s work on ending child marriage started as a Joint UNICEF-UNFPA 
Programme in 2016 in 12 high prevalence countries. The first phase was from 2016–
2019, and a second phase is currently underway for 2020–2023. The programme is 
considered a success because 24 countries had developed action plans backed by 
budgets to end child marriages. Many countries also introduced legislative changes 
that increased the legal minimum age for marriage. The programme is on track to 
being gender-transformative.

6.	 Promoting country accountability for 
sexual and reproductive health and 
rights

The regional office in the Arab States has worked with national human rights 
institutions in selected countries to include sexual and reproductive health and 
rights within the government’s reporting to the UN Human Rights Council as part 
of the universal periodic review. The inclusion is a success because countries are 
held accountable for sexual and reproductive health and rights by the Human 
Rights Council by making recommendations for improvement.

7.	 Abandonment of FGM In its third phase of implementation, this Joint Programme with UNICEF has 
resulted in policy and legislative changes supporting the abandonment of FGM and 
the reduction of FGM prevalence in many countries. Awareness among girls and 
key gatekeepers of the negative consequences of FGM has improved. Phase 3 of 
the Programme prioritises gender-transformative activities and indicators.

8.	 Prevention and services for GBV in 
humanitarian settings

UNFPA has been working in this area for more than 25 years, providing the dignity kit, 
services for GBV and advocating to make GBV a priority issue within humanitarian 
settings. UNFPA steers the sub-cluster on GBV in humanitarian situations in Inter-Agency 
Standing Committee for Humanitarian Actors. 

Key informants considered this a success because UNFPA has been present in every 
humanitarian crisis, including the current COVID-19 pandemic. It convened UN 
agencies and humanitarian actors and engaged in interventions to provide medical and 
psychosocial support to GBV survivors, rehabilitation, and clinical management of rape.

Domain Reported successes

1.	 Institutional structures and 
mechanisms for gender mainstreaming

The gender action plans (GAP) 1 (2014–2017) and 2 (2018–2021) laid out 
the roadmap and created institutional structures for programmatic gender 
mainstreaming across all levels of the organisation. 

UNICEF has systematically operationalised the integration of gender in all its 
strategic plan outcomes across its various sectors and included a set of targeted 
gender priorities across the strategic plan outcomes since 2014. 

According to senior staff members, GAP 2014–2017 and GAP 2018–2021 owe their 
success to the processes through which they were developed and the pragmatic 
and strategic nature of their contents.

2.	 Institutional processes for gender 
mainstreaming at the country-office 
level

The GRP process at the country-level was strategically used in Europe and Central 
Asia to mobilise support for the integration of gender concerns in the country 
programme documents of Tajikistan, Kyrgyzstan and Azerbaijan.

3.	 Menstrual health and hygiene 
programme

The MHH programme for adolescent girls was implemented as part of the WASH 
programme. It is on track to be gender-transformative in challenging gender norms 
that disempower girls and women.

MHH commenced with a pilot programme in 14 lower middle-income countries in 
2014. In 2019, there were MHH activities in 72 countries.

Reports from the field show that taboos and negative norms around menstruation 
are changing. Even male religious leaders were talking about the importance of 
ending the stigma surrounding the topic.

4.	 Preventing child marriage UNICEF’s work on ending child marriage started as a Joint UNICEF-UNFPA 
Global Programme in 2016 in 12 high prevalence countries. The first phase was 
2016–2019. A second phase is currently underway for 2020–2023. By 2019, UNICEF 
had expanded its work on ending child marriage to 58 countries across all regions 
through rights-based interventions. The programme is considered one of the major 
successes of UNICEF’s gender work because 24 countries have developed action 
plans to end child marriage backed by budgets. In addition, many countries have 
introduced legislative changes to increase the minimum legal age for marriage. The 
programme is seen as on track to being gender-transformative.

5.	 Gender-sensitisation of home visitors 
in the early childhood development 
programme in Europe and Central Asia 
Region

The evaluation of home visiting services (2014–2018) found that its implementation 
approach was rooted in a human rights approach, promoted gender equality and 
incorporated gender-sensitive and culturally tailored interventions.

Home visitors have promoted gender-equal parenting practices, fathers’ 
involvement in childcare, and encouraged equal treatment of male and female 
children in settings where a preference for male children is highly prevalent.

6.	 The professionalisation of community 
health workers, the majority of whom 
are women

Investment in community health workers – almost all of whom are women – by 
building knowledge and skills and paying appropriate remuneration. A cadre of 
women is being created, holding positions of influence within local communities. 
This is expected to alter the gender power dynamics within the frontline health 
workforce and improve access to healthcare for girls and women.

7.	 Immunisation programme Gender equality in immunisation coverage and human papillomavirus vaccination 
for adolescent girls are objectives under the immunisation programme. 

A guidance document on how to carry out a gender analysis for immunisation 
programmes is available globally, and a guidance and gender tool kit has been 
produced for South Asia.

8.	 Nutrition programme Gender equality in the coverage of treatment for children with severe acute 
malnutrition is an indicator of progress under mainstreaming. Coverage of 
adolescent girls with anaemia prophylaxis is one of the priority areas.
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5. WHO

Successes in gender mainstreaming

Domain Reported successes

1.	 Gender parity in staffing: Headquarters: Although parity has not yet been achieved, steady progress is 

being made (45.8% of all professional and senior management are women in 2019, 

compared with 32.7% in 2002 and 39.8% in 2011). The current Director-General has 

appointed several women as Directors.

WHO/EURO: Reached gender parity at P4 and P5 levels and above by 2017. Gender 

parity also among heads of country offices.

WHO/AFRO: The Regional Director, in collaboration with UN Volunteers, launched 

the Africa young women health champions initiative to recruit mid-career 

professionals from 47 countries and expose them to the organisation at the 

entrance level, with the view of potentially recruiting them to various positions.

Women at management level from regional and country offices are offered a 

leadership training programme, followed by mentorship.

2.	 Gender architecture Headquarters (2018): A position in the Director-General’s Office was created for a 

person to address issues of gender and young people. Currently, two P2-level staff, 

two consultants, and one intern are employed.

Headquarters SRH/HRP (1997–present): A gender and rights advisory panel 

supports, as well as holds accountable, the gender work carried out by the 

department.

3.	 Capacity-building GER: E-learning series on equity, gender, and human rights. Complemented by 

workshops to build gender, equity, and human rights capacity.

PAHO: Virtual course on gender and health, awareness, analysis and action for 

in-house training, 2013–19. More than 8,000 participants for the Spanish version of 

the course and 4,500 for the English version have received certification (2016–

2020). An enhanced course with intersectional analysis was initiated in 2020, and 

almost 4,000 participants have been certified.

4.	 Accountability The 13th general programme of work (2020–2021) requires that all technical 

programmes report on how they have integrated gender, equity and rights.

5.	 Institutional mechanisms for 

programmatic gender mainstreaming

PAHO: For the past decade, organisational mechanisms have integrated gender 

issues into the strategic plan across a variety of technical areas. The Office of 

Equity, Gender and Cultural Diversity works with the planning unit to ensure 

that gender is integrated into the design of all regional programmes. These are 

financed, monitored, and reported periodically to executive management. The 

gender unit has developed a simple set of guidelines and training programme. 

A similar mechanism exists for country offices to work with Ministries of Health in 

Member States.

6.	 Strengthening the evidence base  
on gender, women and health

GWH/SRH department: Evidence on VAW is generated through multi-country 
studies on prevalence, health consequences, links between HIV and VAW, best 
practices for preventing VAW, the gender and rights dimensions of contraception, 
abortion, maternal health, adolescent health, and FGM.

GWH prior to GER: Gender and health research uptake series includes: tuberculosis 
(TB), mental health, and lung cancer; knowledge products on gender and 
blindness, malaria, HIV and disasters; alcohol and tobacco use; and engaging men 
and boys in health programmes.

GER: Knowledge products on gender-responsive and equitable health systems, 
women, migration and health, and gender, work and health. 

Health workforce department: Documents developed on gender equity in the 
health workforce.

TDR: Gender dimensions of neglected tropical diseases – publishing and 
supporting research with an intersectional/gender perspective.

PAHO: Knowledge products on gender and unpaid care work in health; social protection 
health schemes and health insurance in the context of universal health coverage.

WHO/EURO: Gender analysis of non-communicable diseases though undertaking 
surveys in six countries.

7.	 Developing tools and guidelines  
and setting standards

GER/SRH: VAW – Clinical guidance, policy guidance and ethical guidance on 
research into intimate partner violence and sexual violence.

Abortion, contraception, maternal health – technical and policy guidance from a 
gender and rights perspective.

GER/GWH: Guidance and tools for integrating gender in HIV/AIDS, gender, equity 
and rights in country cooperation strategies and national health programmes.

TDR: Toolkit on intersectional gender analysis in infectious diseases research.

PAHO: Guidance documents on gender-responsive programming; monitoring 
gender equity in health policies; gender-based analysis of health data; developing 
a population-based gender and health profile; comprehensive care for transgender 
persons and their communities.

WHO/WPRO: Guidance for gender analysis and gender-responsive programming in 
emerging infectious diseases programmes.

WHO Polio Eradication Programme: Led the development of the Gender Equality 
Strategy 2019-2023 for the Global Polio Eradication Initiative.

8.	 Technical support to the  
Member States

SRH: Capacity-building and policy development for health sector responses to 
VAW; rights-based programming for SRH.

GER: Conducted training workshops on applying a health equity assessment 
tool (HEAT) and the Innov8 tool to review and redesign national programmes in 
Bangladesh, India, Indonesia, Nepal, Sri Lanka and Thailand.

TDR: Capacity-building on gender analysis in vector-borne disease programmes, 
institutionalised in Ghana and South Africa.

PAHO: Capacity-building on gender and health with an intersectionality perspective; 
data disaggregation by sex, age and other relevant demographics; policy development 
for gender-sensitive approaches to health programming, including on GBV. 

“Best practices” initiative, helping to foster gender-responsive health programming 
in Member States through processes of competition, showcasing and cross-
learning across countries.
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Case study 2: Empowering women and girls to resist gender and social norms that encourage 
FGM, promote positive masculinities, and strive for more equal gender power relations (phase 
3 (2018–2023) of UNFPA-UNICEF Joint Programme on the abandonment of FGM)
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to challenge harmful gender norms to improve menstrual health and 
hygiene (MHH) through an MHH programme for adolescent girls  

implemented as part of the WASH programme
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UNFPA-UNICEF Joint Programme on the Abandonment of FGM

Mechanism (change)Mechanism (action)Internal context (UNFPA-UNICEF Joint Programme)External context

Empowering women and girls

LEGEND

Leveraging 
inter-agency 

advantages and gains 
from other UNFPA 

country programmes

Leadership 
responsiveness and 

commitment to 
gender transformative 

programming

Providing 
high-calibre 
guidance by 

in-house gender 
expertise

Embedding 
FGM-related outcomes 

and indicators in 
accountability 

frameworks

Expanding the range of 
interventions aimed at 

women and girls’ 
empowerment and changing 
unequal power gender norms

A comprehensive 
approach focusing 

on adolescent girls’ 
empowerments

Holistic 
programming

Location of 
programme 

within UNFPA

Theory-driven 
programming

10 years of historical 
knowledge and expertise 

in implementing 
Joint Programme

Strong accountability frameworks 
linked to reflexive and responsive 

programme design

Internal evaluation 
identified scope for 

improvement in 
gender equality

Global feminist 
movements advocacy 
against VAW including 

harmful practices

UN declarations 
and resolutions 

on VAW

Engagement of 
non-governmental 
actors (religious)

National 
governments’ 
commitment 

to GEWE

Government 
commitment 

to GEWE

UNFPA’s 
mandate to 

implement ICPD

Community 
buy-in and 
ownership

National 
governments 

held to
 account

CSO 
engagement

Evidence-building 
on impacts of 

gender norms for 
women and girls

Building 
community 
ownership 
to ensure 

sustainability

Case study 1: Empowering girls and women to challenge harmful gender norms to improve 
menstrual health and hygiene, implemented as part of a WASH programme (UNICEF)
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Case study 4: HIV reduction and the empowerment of adolescent girls and young women in 
decision-making through the adoption and implementation of comprehensive HIV programmes 
in South Africa (UNAIDS Secretariat country office)

in decision-making through the adoption and implementation of 
comprehensive HIV programmes in South Africa
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Case study 3: Empowering women and marginalised groups living with HIV in MENA (UNAIDS 
Secretariat, regional team)

and marginalised groups living with HIV in the Middle East and North Africa 
region to resist unequal gender norms and advocate for their needs to be met
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Case study 5: GBV acknowledged as a global public health priority, and Member State health 
sectors have implemented programmes responding to the health consequences of VAW 
through sustained strategic leveraging of opportunities by WHO gender experts

and Member State health sectors have implemented programmes 
responding to the health consequences of violence against women (VAW)
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LEGEND

Case study 6: GBV in humanitarian settings prioritised in the global agenda through UNFPA’s 
leadership and advocacy

ensuring prevention of, and response to, GBV in all settings 
through UNFPA’s leadership and advocacy

GBV in humanitarian settings made 
a priority issue in the global agenda

Strategic leveraging 
of GBV AoR by 
gender experts

Establishing 
functional systems 

and structures

Placing the promotion of GEWE 
centrally within strategies and 

standards for GBV programming

Providing 
thought-leadership and 

setting standards for 
addressing GBV in 

humanitarian settings

Investing in 
capacity-building for 

sta� and surge personnel

Committing funds for 
humanitarian work, 

including for GBV

Ensuring 
high-quality 

human resources

Establishing credibility through 
delivering concrete services on the 
ground to prevent and address GBV

Organisational mandate 
for humanitarian work 

through Strategic Plans

Advocate for 
prioritising GBV in 

humanitarian settings

UNFPA repositioning 
itself following 

formation of UN Women

20+ years of historical knowledge 
and expertise working on SRH 

and GBV in emergencies

UNFPA became sole lead of the 
GBV Area of Responsibility (AoR) 

under the Global Protection Cluster

Formation of Global 
Protection Cluster 
(GPC) with GBV as 
one of the Areas of 

Responsibility (AoR)

UN 
Resolutions 

on GBV in 
situations of 

armed conflict

Global increase in frequency and severity of natural disasters, conflicts, and complex organisations

Global 
funding 

commitments

Formation 
of the 

International 
Criminal 
Tribunals

UN 
Conferences 
on GBV and 

sexual 
violence

Internal and external 
capacity to implement 

gender-responsive 
GBV services in 

humanitarian settings

Local capacity- 
building and funding 

dedicated to 
women-led 

organisations

Ensuring 
sustainability 

through 
national 

partnerships

Mechanism (change)Mechanism (action)Internacl context (UNFPA)External context

LEGEND
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Case study 7: Enabling the rights of women and girls through enhanced legal, policy and 
regulatory environments in the context of HIV (supported by the UNDP HIV, Health and 
Development group)

in the context of HIV, through enhanced legal, 
policy, and regulatory environments

Mechanism (change)Mechanism (action)Internal context (UNDP)External context

Rights of women, girls, and 
key populations supported

LEGEND

Senior leadership commitment 
to follow-up on Global 

Commission recommendations

Mobilising 
internal and 

external 
funding

Developing 
systematic 
guidance 
materials 
and tools

Convening 
inclusive and 
participatory 
regional and 

national dialogues

Developing 
capacity 

and building 
networks

Creating 
accountability 
mechanisms

Building 
broad-based 

engagement to 
reinforce internal 

buy-in and support

Building evidence on 
legal environments at 

the country level

MDGs and SDGs 
commitment to 

health and 
promoting 

gender equality

Strong partnership 
with UNAIDS and 

other co-sponsors

Sustained enabling policy 
framework on HIV/AIDS and 

promoting human rights

High calibre 
in-house gender 

and human rights 
experts

Findings and 
recommendation of the 

Global Commission report

Political 
Declarations on 

HIV and AIDS 
(2011, 2016)

Growing regional 
inter-government 

support, buy-in and 
commitment to 

prevent HIV

Growing domestic 
funding for HIV 

prevention in some 
countries with large 

burden of disease

Donor 
funding and 

commitments

Enhanced capacity to 
design programmes, 

conduct research and 
advocate for human 
rights and HIV issues 

at country level

Human rights 
and HIV 

programmes 
scaled up in 

countries

National policy 
and regulatory 

changes to 
protect women, 

girls and key 
populations

Broad-base 
partnerships 

and 
collaborations 

forged at 
country level

Progress 
tracked and 
monitored

Case study 8: Institutional integration of gender across all technical programmes, Member 
State health programmes, and PAHO

Mechanism (change)Mechanism (action)Internal context (WHO)External context

across all technical programmes, and in Member State health programmes, 
in WHO’s Regional O�ce for the Americas (PAHO)

Institutional integration of gender

LEGEND

Securing 
buy-in from 

technical 
departments 

in PAHO

Steering by in-house 
technical capacity and 

gender expertise

Creating 
accountability 
mechanisms

Providing 
technical 

support to 
Member States

Identifying 
strategic 

entry-points in 
health 

programmes of 
Member States

Gender responsive 
policies across 

a variety of 
health areas

History of prioritising women’s 
health through PAHO Women’s 

Health Sub-Committee

PAHO’s role as the 
specialised health agency 

for the Americas

Institutional structures linking 
the gender team with the planning 

and budgeting processes

Organisational mandate 
and introduction of 

results-based management

Fourth World 
Women’s Conference 

in Beijing in 1995

UN resolution 
on gender 

mainstreaming

Member State support 
for gender equality on 

PAHO agenda

Long history of strong 
feminist movements 

in the Americas

WHO 
organisation-wide 

mandate on gender 
mainstreaming

Member States 
enhanced capacity 

of mainstream 
gender in health

Shared ownership of 
gender agenda and 

buy-in from technical 
departments

Disaggregated 
data available on 

products and 
services

Sustaining 
funding for 

gender work, 
especially 

through core 
funds
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Case study 9: Institutional integration of gender at global, regional and country levels, 
including in health (UNICEF)

across UNICEF’s work at the global, regional, and country level, including in health

Mechanism (change)Mechanism (action)Internal context (UNICEF)External context

Institutional integration of gender

LEGEND

Ensuring 
broad-based support 

for the gender 
mainstreaming 

mandate

Ensuring 
high-quality 

and senior-level 
in-house gender 

expertise

Providing 
e�ective 
technical 

support to 
programmes

Appointment of 
renowned gender 
experts to senior 

management

Leadership responsiveness 
and commitment to 

gender transformative 
programming

Creating an organisational mandate for 
advancing gender equality through bold new 
Gender Action Plans (2014-17) and (2018-21) 

with specific objectives and targets

Gender 
expertise built 
in all sectors

UNICEF’s governance 
structure - streamlined 

decision-making

Internal evaluation 
identifying weaknesses 

in UNICEF’s 
gender work

UN conferences and 
resolutions on gender 

equality and child 
rights

Policy 
commitment to 

gender equality in 
member countries

Global support 
for UNICEF’s 

mandate

UN SWAP on 
gender in the 

UN system

UNICEF’s long 
history of 

gender policies

Well-resourced 
funding, with 
flexibility to 

mobilize funds

Buy-in and 
ownership from 

programme leaders

Tailored and 
practical guidance 

developed

Creating institutional 
structures for 

organisation-wide 
responsibility for implementing 

gender mainstreaming

Putting in place 
accountability 

mechanism at all levels

Allocating adequate initial 
core funding for gender

Case study 10: Member State implementation of gender-responsive programmes, including in 
the health sector, through the strategic use of Gender Programmatic Reviews (UNICEF regional 
and country offices, Europe and Central Asia)

including the health sector, through the strategic use of Gender Programmatic Reviews 
(GPR) by UNICEF’s regional and country o�ces (Example from Europe and Central Asia Region)

Member state implementation 
of gender responsive programmes

Strategic 
leveraging of 

GPR by regional 
experts

Expanding buy-in and 
ownership from key 

country and regional 
stakeholders

Providing 
technical 

support to 
national partners

Building on 
country-priorities 

in health

Putting in place 
accountability 
mechanisms

Organisational 
mandate 
for GPR

Country O�ce 
leadership 

support and 
gender expertise

Countries ratify 
human rights 

conventions on 
gender equality

Ministries of Health, and 
Ministries on Women 

and Youth, receptive to 
addressing gender 
equality concerns

Member State 
demands align 

with UNICEF 
mandate

Presence of 
strong women 

and youth 
movements in 

countries

Country inclusion in UN 
multi-country programme 
to address gender issues

Funding 
available 

from donors

Progress on GAP 
indicators 
monitored 

and tracked

Resources 
mobilised and 

allocated for gender 
programming

Gender-responsive 
programmes 
created and 

implemented
Partnerships with 

CSO and youth 
groups forged 
and nurtured

Mechanism (change)Mechanism (action)Internal context (UNICEF)External context

LEGEND
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Case study 11: Changes in institutional culture within UNAIDS Secretariat to support gender 
equality brought about by the Independent Expert Panel 

to support gender equality brought about by the Independent Expert Panel (IEP)

Changes in institutional culture

Senior 
leadership 

response to 
IEP report

PCB directive to 
the Secretariat to 
fully implement 
the Management 

Action Plan

Governance 
structure with 

inclusion of 
Member States 

and NGOs

Commitment to 
genuinely independent 
external accountability 
process with oversight 

from PCB

Outcome of prior 
internal investigations 

showed lack of 
commitment 

from leadership

Internal 
pressure and 

calls for 
change

Women in 
leadership 
positions

Critical 
unsanitised 
IEP report

UN policies and 
protocols on 
ethical and 

professional 
standards

External 
pressure from 
CSOs, donors 
and Member 

States

Changing global attitudes 
and increasing advocacy 

with calls for action 
against sexual 

harassment and abuse

Set of concrete 
action-orientated 

plans and 
activities

Improved awareness 
of harmful and 
inappropriate 

behaviour

Tracking and 
monitoring of 

recommendations 
being implemented

Ownership 
and buy-in 
from sta�

Introducing support 
and commitment 
from new feminist 

executive 
leadership

Establishing formal 
and informal 

accountability 
mechanisms to 
track progress

Continuing 
external 
pressure 

from CSOs 
and donors

Mechanism (change)Mechanism (action)Internal context (UNAIDS)External context

LEGEND

Case study 12: Adequate financial allocations for programmes advancing gender equality and 
women’s empowerment through effective use of the Gender Equality Marker (UNFPA)

for programmes advancing gender equality and women’s empowerment 
through e�ective use of the gender marker

Adequate financial allocations

Commitment from 
top leadership 

to adopt the 
gender marker

Strategic 
leveraging of 
GPS by the 

Gender Unit

Creating 
processes for 

institutionalising 
the Gender 

marker

Putting in place 
accountability 
mechanisms

Incentivising 
use of gender 

marker

Building 
capacity 
among 

programme 
managers

Developing 
tools for the 
e�ective use 
of the gender 

marker

Introduction of 
a new Global 
Programming 
System (GPS)

UN Secretary 
General statement 
on tracking gender 

investments in 2009

2013 & 2019 UNDG 
guidance document 
on gender markers 
in the UN system

Interagency 
pressure

Gender marker 
incorporated 
into UN SWAP

Gender marker 
embedded in 

financial resource 
planning and 
disbursement 

systems

Gender investments 
tracked and 
reported to 

Executive Board
and UN SWAP 

processes

Enhanced 
capacity to code 
by programme 

sta� and 
programme 
managers

Country O�ces 
adoped and 
applied the 

gender marker 
to programmes

Mechanism (change)Mechanism (action)Internacl context (UNFPA)External context

LEGEND
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Case study 13: Integration of gender into the Special Programme for Research and Training  
in Tropical Diseases (TDR) (WHO)

in the Special Programme for Research and Training in Tropical Diseases (TDR)

E�ective integration of gender

Strategic 
positioning of 
gender issues

Securing buy-in and 
credibility through 

broad-based consultations

Steering by committed and 
competent in-house social 
science and gender experts

Developing an 
intersectional gender 

research strategy
Establishing 

accountability 
mechanisms

Securing 
sustained 

funding

TDR governance 
structure and 

greater autonomy

Modest core funding 
available with some 

donor support

TDR’s historical track-record 
of work on gender, women, 

and tropical diseases

Support from the 
senior leadership 

of TDR

Advances in 
gender 

scholarship

Feminist 
movements in 

the 1970s

Initial scholarly work on 
gender-based inequalities in 

women’s health

Fourth World 
Conference on 
Women in 1995

ECOSOC resolution 
on gender 

mainstreaming

SDG on tropical 
diseases and 

gender equality

Local capacity built 
among biomedical 

researchers on conducting 
gender analysis

Internal and 
external buy-in 

and ownership of 
gender research

Tracked and reported 
on gender-related 

indicators in relation 
to the strategy

Formal appointment 
of an in-house 
gender expert

Mechanism (change)Mechanism (action)Internal context (WHO)External context

LEGEND

Case study 14: Improved institutional and programmatic gender mainstreaming through 
increased participation in the Gender Equality Seal (UNDP country offices)

at country o�ce level through participation in the Gender Equality Seal

Improved institutional and 
programmatic gender mainstreaming

Initiative of the 
gender technical 

expert at 
Headquarters

Strategically 
integrating into 
country o�ce 
prioritisation 

processes

Senior leadership 
commitment to 

the Gender 
Equality Seal

Putting in place 
multiple 

accountability 
mechanisms

Creating an 
incentive system 

for gender equality 
performance

Incentivizing Gender 
Equality Seal demand and 
action through supportive 

senior leadership

Adopting a collaborative 
and flexible approach to 
the Gender Equality Seal 

design and implementation

Mobilising 
catalytic and 

sustained 
funding

Providing technical support, 
capacity-strengthening and 

co-learning with country 
o�ce sta­

Creating internal 
cross-sector 

engagement to 
ensure buy-in

Developing an 
explicit Theory 

of Change

UNDP organisational 
mandate for 

institutional gender 
mainstreaming

Legacy of gender 
equality programming 

in some 
country o�ces

Country o�ces with a 
well-constituted cross-sectoral 

and multidisciplinary Gender 
Focal Team

High-calibre 
in-house 

gender team

UN SWAP on gender 
equality and women’s 

empowerment

UN policies, conferences and 
resolutions on gender mainstreaming 

and women’s empowerment

Demand and 
interest from the 

country o�ces

Enhanced capacity to 
integrate gender in 

programme design and 
implementation

Shared understanding 
of links between 
benchmarks and 

gender results

Commitment, buy-in 
and ownership from 
senior leaders and 
sta­ at all levels

Mechanism (change)Mechanism (action)Internal context (UNDP)External context

LEGEND
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