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Introduction

In Uganda, gender-based violence (GBV) prevalence 
rates are among the highest in the world. The 2016 
Uganda Demographic Health Survey found that 
among women 15 to 49 years of age, 51 percent 
had experienced physical violence and 22 percent 
had experienced sexual violence in their lifetimes 
(UBOS & ICF, 2018). Sexual coercion is common in 
Uganda—21 percent of women reported that their 
spouse or partner had physically forced them to 
have sex when they did not want to. The negative 
consequences of GBV on women’s reproductive 
health are many, and include unintended pregnancy, 
unsafe abortion, increased vulnerability to sexually 
transmitted infections, pregnancy complications, and 
increased adolescent pregnancy (Maxwell et al., 2018; 
Pallitto et al., 2013; WHO, 2013; WHO and LSHTM, 
2010). These health effects are the direct result of 
physical and sexual trauma. In addition, indirect 
effects of violence can limit women’s and girls’ 
sexual and reproductive control, including reduced 
autonomy and decision-making power around sex and 
contraceptive use (Miller et al., 2010a; Miller et al., 
2010b; Pallitto et al., 2013; Tusiime et al., 2015).

In response to the pervasive problem of GBV, many 
countries have introduced multisectoral policy and 
legal frameworks to prevent and mitigate the negative 

consequences of violence. Establishing GBV policies is 
a critical step in stopping violence; however, countries 
often place little emphasis on translating policies into 
action and there is a dearth of evidence documenting 
how GBV policies are implemented or why progress is 
hindered. Similarly, evidence linking GBV policies to 
family planning services—a critical component of GBV 
prevention and response—is lacking.

To respond to these gaps, the U.S. Agency for 
International Development (USAID)-funded Health 
Policy Plus (HP+) project conducted an assessment to 
identify GBV policies and guidelines in Uganda and 
examine how such policies are being implemented 
and monitored. The study team analyzed whether 
current policies address the family planning needs of 

Gender-based violence (GBV) is an 
umbrella term for any harm that is 
perpetrated against an individual based 
on his or her biological sex, gender 
identity, and/or sexual orientation. 
Rooted in structural gender inequalities 
and power imbalances between 
women and men, GBV takes on many 
forms and can occur throughout the 
life cycle.



GBV survivors and examined whether their 
implementation promotes access to family 
planning among women of reproductive 
age. The analysis was used to develop 
practical recommendations to strengthen 
implementation of GBV policies and improve 
service delivery to better meet the family 
planning needs of GBV survivors.

Approach

The study team applied policy 
implementation and political economy 
analysis frameworks to determine the extent 
to which GBV policies are being implemented 
in Uganda. The assessment, conducted from 
June to December 2017, included a desk 
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Figure 1. Key Drivers of and Gaps in GBV Policy Implementation
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review, text analysis of select policies, and 
79 key informant interviews at the central 
level and in eight districts: Kampala; Gulu 
and Lira (northern region); Kween, Mayuge, 
and Moroto (eastern region); and Mbarara 
and Kisoro (southwestern region). HP+ did 
not interview GBV survivors or clients of 
GBV services, and none of the interview 
questions explored an individual’s experience 
of violence.

Findings

The study helped to identify drivers of and 
constraints on effective GBV and family 
planning policy implementation, as well as 
policy and program recommendations to 
strengthen implementation (see Figure 1). 
In addition, several factors were identified 
as key to achieving effective GBV policy 
implementation in Uganda.

Strong and consistent policies

Uganda has a comprehensive multisectoral 
policy framework in place for preventing and 
responding to GBV that includes 22 national 
policies and guidelines. The policies include 
clear objectives and purpose statements 
that correspond with the need to reduce 
GBV and outline strategies and actions to 
prevent and respond to GBV. In line with 
international recommendations, Uganda’s 
GBV policy framework clearly defines the 
health system’s primary role as providing 
post-GBV care services, which includes 
provision of emergency contraceptives (ECs). 
The health system also has a role to play in 
GBV prevention through awareness-raising, 
advocacy, and data collection. 

Despite these strengths, the policy framework 
is inconsistent regarding the provision 
of ECs, a critical component of post-GBV 
care services. Two policies developed by 
the Ministry of Gender, Labour, and Social 
Development (MGLSD) recommend ECs be 

provided within 72 hours of unprotected sex 
or rape while two Ministry of Health (MOH) 
policies allow for ECs to be provided within 
120 hours. Respondents did not mention this 
discrepancy during the interviews, though 
most health providers reported that ECs 
should be provided within 72 hours.

Policies that are accessible and 
widely disseminated

While Uganda has a strong GBV policy 
framework in place, a gap exists between 
this framework and the knowledge base of 
those responsible for implementing it. Key 
informants consistently stated that policies 
are not adequately disseminated at district or 
subcounty levels. Many respondents reported 
being aware of the policies’ existence but were 
unfamiliar with the details, and lamented 
that their districts did not have access to the 
technical and financial resources necessary 
for disseminating the policies as widely as 
needed. Hard copies of the policies were not 
available in most districts, and only a few 
respondents reported being able to access 
the policies online. Policies are not translated 
into local languages, making the English 
policies that do exist inaccessible to portions 
of the population.

Training health providers to follow GBV 
policies and guidelines is a crucial component 
of policy dissemination. The MOH has 
trained some providers on the clinical 
management of sexual and gender-based 
violence (SGBV) survivors. Participants 
reported that these trainings improved 
their knowledge and skills in handling 
GBV cases, teaching them how to examine 
SGBV survivors, ensure confidentiality, 
ask important probing questions, provide 
post-exposure prophylaxis, and offer family 
planning to prevent unplanned pregnancies. 
However, such trainings have not reached 
all providers in all districts and those 
individuals that have participated in the 
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trainings have asked to receive regular 
refresher trainings and mentorship.

In addition, most health providers reported 
that they do not explore a patient’s experience 
of GBV during regular family planning 
counseling sessions, despite this approach 
being included in the MOH’s Comprehensive 
Family Planning Clinical Skills Curriculum, 
a guideline published in 2017. Getting 
appropriate information into providers’ 
hands and providing adequate training is a 
critical need that remains unaddressed.

Adequate financial resources and 
reliable data

Without adequate financial resources to 
support implementation, policies will fall 
short of their expected goals. In Uganda, 
GBV and family planning programs and 
services are severely under-resourced. A 
study by the Center for Domestic Violence 
Prevention found that although the MOH 
included GBV-related activities in its annual 
workplan, the health budget did not allocate 
funding for most of the planned activities 
(CEDOVIP, 2015). The same study also found 
that health facility budgets do not reflect 
acquisition of ECs or pregnancy test kits—
necessary components of post-GBV care. In 
many districts, donors and nongovernmental 
organizations provide resources that 
align with policy goals, enabling district 
staff to carry out GBV programs that they 
otherwise would not have the resources 
to implement. However, heavy reliance on 
donor funding is not programmatically or 
financially sustainable.

One explanation that respondents gave for 
the funding gap is a lack of reliable data. Data 
plays a vital role in planning and budgeting 
at national and district levels; however, data 
management systems in Uganda do not 
provide reliable data on the number of GBV 
cases, provision of post-GBV family planning 
services, or unintended pregnancies that 

result from GBV. Without reliable data, it is 
difficult for managers to make the case for 
increased investment in GBV and family 
planning programs. USAID’s Vision for 
Health Systems Strengthening 2015–2019 
underscores the need for countries to “collect, 
analyse, disseminate, and use timely and 
high-quality health information” to advance 
evidence-informed decision making (2015). 
No effective policy can be formulated or 
implemented without it.

Functioning multisectoral 
coordination mechanisms

Implementing Uganda’s multisectoral 
GBV policies requires strong coordination 
mechanisms, especially to enable a 
functioning GBV referral network that links 
survivors to health facilities in a timely 
manner. While the level of coordination 
among actors varies by district, most 
respondents reported that regular GBV 
coordination meetings were taking place. 
During the meetings, participants share 
data, discuss challenges, and make plans to 
improve service delivery. The effectiveness 
of coordination meetings was documented 
in an evaluation of the Government of 
Uganda-Irish Aid Joint Programme, which 
was implemented from 2010 to 2015 in eight 
districts, including Mayuge. The evaluation 
found that holding quarterly coordination 
meetings improved collaboration among 
GBV actors, which in turn helped to improve 
GBV service delivery. The program, which 
equipped actors responsible for implementing 
services with knowledge and skills in 
GBV, was successful in improving referral 
mechanisms and holistic service delivery to 
GBV survivors. This could be an effective 
model for strengthening GBV services 
and coordination in additional districts 
(UWONET, 2016). 
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Operational barriers effectively 
addressed

Ensuring that survivors have access to high-
quality post-GBV care is a core component 
of policy implementation, but operational 
barriers, particularly stockouts, often 
obstruct the delivery of effective and quality 
services. While health providers reported 
knowing how to manage GBV cases, they 
stated that they are unable to provide 
services according to the guidelines due to a 
lack of supplies, including ECs, rape kits, and 
disposable clothing to give to survivors when 
their clothing must be collected as evidence. 
Respondents reported that they work 
around the stockouts by redistributing ECs 
from facilities with stocks to those without, 
prescribing combined oral contraceptive 
pills as ECs, or referring survivors to 
private clinics.

Because of contraceptive stockouts, as well 
as the ways in which clinics are structured, 
GBV survivors are often unable to receive 
all post-GBV services in one location. They 
may receive an exam in one department, for 
example, and then be referred to another 
department for contraceptive needs. In 
the case of stockouts, survivors may have 
to visit a different clinic entirely. Visiting 
multiple locations can be difficult logistically 

and emotionally, especially in the absence 
of a good case management system, and 
can lead to delays in receiving essential 
care. Most health providers reported 
that survivors rarely return for follow-up 
visits, which restricts the providers’ 
ability to track survivors and provide 
post-GBV care services, including family 
planning counseling on short- or long-
term contraceptives.

Understanding social, political, and 
economic contexts

Cultural and patriarchal beliefs that condone 
or normalize violence make implementing 
GBV and family planning policy provisions 
challenging. For example, one respondent in 
Moroto noted that it is culturally acceptable 
for courtship to involve “a little bit of force.” 
A respondent in Gulu reported that the 
community does not consider violence a 
problem until severe injuries or death occur.  
In some cases, girls are pressured to 
keep quiet about violence to protect 
the perpetrator; in other cases, parents 
will exploit the situation for financial 
gain—instead of reporting an incident to 
authorities, parents will tell the perpetrator 
to “come and negotiate.” These remarks 
are not uncommon, reflecting an inherent 
conflict between GBV policies and cultural 
norms in Uganda. Individuals responsible 
for implementing policy internalize cultural 
norms and, in some cases, normalize 
GBV in their own work. Therefore, unless 
cultural norms that condone GBV are clearly 
highlighted, examined, and discussed as part 
of policy dissemination and implementation 
efforts, policies will not be effective in 
achieving their goals.

Recommendations

The following recommendations 
were developed to accelerate policy 
implementation, improve service delivery, 

“Like the cultural aspect of child 
marriage, the cultural belief of 
[female genital mutilation]… all 
these are cultural aspects which 
are embraced by the community. 
But then the policy says we 
should fight against them but 
culture says it’s okay… How do 
we merge cultural aspects with 
implementing the policies?”
 – Key informant from Lira
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and better meet the family planning needs of 
GBV survivors.

Update policy recommendations 
for provision of emergency 
contraceptives. Some policy documents, 
including the national referral pathways and 
psychosocial support guidelines, state that 
health providers can provide ECs within 
72 hours of unprotected sex or rape. Other 
policies, such as the management of SGBV 
guidelines and the family planning skills 
curriculum, allow for ECs to be provided 
within 120 hours. In practice, most health 
providers participating in this study 
reported that they provide ECs within 72 
hours of unprotected sex. The MOH and 
MGLSD should clarify that the appropriate 
timeframe for provision of ECs is within 120 
hours and update and disseminate policy 
documents accordingly.

Develop GBV policy dissemination 
tools (e.g., infographics and job aids) 
that summarize GBV policies, outline the 
roles and responsibilities of duty bearers, 
and provide information on GBV survivors’ 
rights and available services (e.g., post-
GBV services provided free-of-charge). The 
posters should be developed in multiple 
languages and be posted broadly in public 
places. Simple job aids for health providers 
that summarize the Training of Health 
Workers on Management of Sexual Gender-
Based Violence Survivors/Victims (2015) 
and the Comprehensive Family Planning 
Clinical Skills Curriculum (2017) should also 
be developed and disseminated. 

Form coalitions to advocate for 
increased budget allocations. Financial 
resources to implement GBV policies and 
programs remain exceptionally low in 
Uganda. Representatives from government 
and civil society already advocate to 
Parliament for increased resources for GBV 
and health programs, yet resources remain 
limited. In this resource-constrained context, 

stakeholders should intensify their efforts 
to advocate for and mobilize resources to 
support implementation of GBV polices at the 
district level.

Strengthen GBV and family planning 
data management systems. To improve 
understanding of the family planning needs 
of GBV survivors, and how well the system 
is meeting those needs, the MOH should 
implement the GBV register (currently being 
piloted by the World Health Organization) 
on a large scale and integrate the data into 
aggregate reporting forms (i.e., HMIS 074 
and HMIS 105) (WHO, 2017). The MOH 
could also conduct periodic health facility 
surveys to review client records and assess 
GBV service needs and gaps, and/or conduct 
evaluations by establishing quality assurance 
standards and measuring progress against 
those standards.

Expand community-based GBV 
prevention programs. Evidence-based 
GBV prevention programs are a critical 
area for ongoing investment and scale-up 
to address harmful norms and practices 
that contribute to GBV and hinder access 
to post-GBV services in Uganda. One 
potential mechanism to scale-up these 
programs is by integrating them into 
existing community-based programs, such 
as through village health teams. Another 
option is to incorporate strategies to address 
cultural norms that condone GBV into 
policy dissemination efforts with the aim of 
making a positive impact on the attitudes 
and practices of those responsible for 
implementing GBV policies in Uganda. 
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