
Misalignment 
between donors and 

countries around 
plans, time- frames 
and perceptions of 
the gender- related  

problems

Donors fund the 
implementation of 
programs based on 
their assumptions 

and country decision 
makers' requests

Insufficient allocation of 
time and resources for 

consultation with health 
system stakeholders 

(such as women's 
groups) or to reconcile 

program plans with 
country needs

Program proceeds in 
a gender- blind way, 
and relevant gender 

issues remain un- 
addressed

Country decision- 
makers don't question, 
negotiate, or push back 

on gender- blind 
program direction with 

donors

Specific health and 
gender issues are 

not addressed

Implementing agencies 
tend to implement and 

emphasize donor 
priorities throughout 

program 
implementation over 
priorities of affected 

stakeholders
Uncontextualized 

programs are 
implemented with a 

focus that 
unintentionally 

distracts or over- 
burden implementers 

or health systems

Country stakeholder 
voices (particularly 

marginalized groups 
such as women) often 

not heard in the 
program design phase

Insufficient time and 
resources for donors to 
genuinely co- create the 
direction of programs 

with stakeholders 
affected by gender 

discrimination

Uncontextualized 
programs result in a 

lack of attention to the 
gender- related root 
causes of the poor 
health outcomes of 

interest

National health 
decision- makers 
lack information 

about gender 
issues that require 

funding
Lack of 

coordination across 
government bodies, 

such as between 
health and gender, 

or health and 
education

National health 
decision- makers 

don't hear or listen 
to priorities of 

Ministry of Gender

National health 
systems lack 
platforms for 

feedback about 
discrimination and 

bias from those 
most affected

Gender is not 
prioritized for 

resource allocation 
and is not 

mainstreamed 
across the health 

system

Country health 
needs are not 

addressed

Country decision 
makers request 

funding for health 
needs, without 
understanding 
gender issues

3 | Misalignment of 
priorities and lack of 

genuine 
contextualization 
render programs 

ineffectual

Gender Focus: Lack of 
genuine 

contextualization, input 
and feedback loops 
from groups most 

affected by gender bias 
and discrimination  

render programs 
ineffectual

Most decision- makers 
are men with little 
understanding or 

appreciation of the 
critical importance of 

gender inequity

Women and other 
marginalized 

stakeholders face 
severe barriers to 
access to health 

systems, 
representation, and 

decision- making

Gender inequity is not 
prioritized sufficiently by 

donors nor country 
decision- makers and its 

systemic effects as a 
social determinant of 

health are not sufficiently 
recognized Institutional 

decision- makers 
create and 

perpetuate gender 
bias within health 

systems

Donor institutions have 
limited understanding 
of the systemic nature 
of gender inequity and 
its profound effects on 

health outcomes

Donor institutions 
have mechanistic 

and simplistic ways 
of addressing 

gender

'Check- boxing' attitude 
in programs reduces a 
complex issue into a 

simplistic problem with 
simple solutions and 

indicators

Programs focus on 
symptoms rather than 
contextualized analysis 

of root causes (e.g. 
ratio of men to women 
rather than autonomy, 
remuneration, decision 

making power, etc.)

Some health outcomes 
do not improve 

because issues of 
gender and other 

social inequalities are 
poorly understood and 

under- addressed

Women are not part of 
 health system 

decision- making and 
their needs are not 

prioritized

Many societies have 
power structures 

based on patriarchal 
social norms and 

mindsets

Local gender 
experts are not 
sought out for 

insight into 
gender issues

Local gender 
expertise and 
capacity is not 

recognized, 
supported nor built

Assumptions that 
gender expertise can be 
adequately fulfilled by 

health experts, and 
assumptions that 

health systems, policies 
and practices are 
gender unbiased

Donors and health 
professionals 
assume their 

decisions about 
dealing with gender 
issues are correct

The dominant global 
health system was 

created with a 
technological 

biomedical world view 
which is limited in its 

incorporation of 
sociological sciences

Lack of broad 
awareness that gender 

norms perpetuate 
cultural bias and gender 

inequality within the 
health system, and thus 
poor health outcomes

Nationally- run health 
systems tend to lack 
citizen- accountability 
mechanisms that can 

correct gender 
discrimination and bias

Citizen- accountability 
mechanisms that 

have the potential to 
correct gender 

inequity lack capacity 
and resources

Gender inequity is 
perpetuated

The linkages between 
gender inequity 

dynamics and health 
outcomes remain 

unacknowledged and 
unaddressed

4 | Privilege bias 
inhibiting genuine 

understanding of and 
capacity to address 
gender and other 
forms of inequity

Skill- building of 
health service 

providers in gender 
and other social 
determinants of 
health is limited

Gender in human resource 
policies and practices in 
national health systems 

(such as pay gap, 
occupational segregation, 

workplace harassment and 
violence etc.) remain un- 

addressed

Donor funds  allocated 
to those in the existing 
power structures, who 
may not understand or 

prioritize gender

Gender bias issues are 
seldom prioritized in 

national health 
strategies or budgets, 

whether related to 
staffing, governance, 
data management, or 

service delivery.

Few voices with 
enough power to 

hold decision makers 
accountable to 

addressing gender 
inequity issues

Recipient 
organizations  

operate in silos 
without incentive to 
build capacity across 
health stakeholders

There is low 
capacity to address 
cross- cutting and 
systemic issues 
such as gender 

inequity

Barriers to improving 
women's health 

outcomes (access, cost, 
respect, etc.) do not 

receive sufficient 
attention and 

resources
Systemic gender inequities 

in national health 
institutions are not 

addressed (i.e. in HR 
practices, data 

management systems, 
budgets, services)

Gender issues and 
inequity is 

perpetuated at the 
system level

Donors build 
partnerships with a 
few implementing 
partners that can 

absorb 
administrative 
requirements 

Funds with rigid 
conditions and 

structures 
unintentionally 

undermine local 
capacity to address 

gender

Individuals and 
institutions (e.g. local 
civil society groups) 

tasked with 
addressing gender 

are under- resourced 
and lack sufficient 
authority to make 

Limited impact of 
health funding on 
health outcomes

Limited allocation of 
funds at national 

health system level 
for monitoring and 
addressing gender 
bias, discrimination 

and violence

Extent of harm in the 
health system 

caused by gender 
inequity is not visible 
to decision makers

Assumption by 
national 

stakeholders that 
gender is not 

relevant to health 
programming

National 
stakeholders don’t 
request funding for 

gender

Donors underestimate 
resources and time 
needed to address 

gender as a long- term 
and deeply embedded 
social and structural 
issue within health 

systems

5 | Power imbalance 
driving funding and 

program decisions in 
countries

Donors rely on 
institutional 

approaches to gender 
which often lack 

attention to the root 
causes of gender bias 

and discrimination

Funds with rigid 
conditions and 
structures that 
unintentionally 

undermine local 
capacity to address 

gender

Donors have low 
trust in country- 

level capacity, 
products, services, 

or expertise

Large funding can be 
encumbered with 

accountability 
measures to specific 

health outcomes

Insufficient funding 
to build the 

enabling underlying 
systems, 

infrastructure, and 
basic capabilities

Short term 
project focus

Time frames for 
contextualization 

do not allow 
learnings to be fed 
into the design of 

programs

Program funding ends 
before it is able to 

make the necessary 
and sustainable impact 

to address gender 
inequity

Lack of genuine 
engagement and co- 
creation with country 
stakeholders (such as 
local gender experts)

Donors are 
impatient to 
see results

Donors seek 
attribution of 

impact to their 
funding

Lack of time for 
design leads to 

programs 
defaulting to what 

has been done 
before

Donors funding 
streams are siloed 

by disease, 
population, or issue

Issues such as gender 
inequity within 
institutions are 

cultural and 
institutionalized which 

take time and deep 
expertise to change

Lack of 
resources to 

collect gender- 
related data

Local groups with 
gender expertise (CSOs 

or NGOs) tend to be 
small and unable to 

absorb administrative 
overhead, hence they 
receive little funding

Framing of project 
goals are always in 

terms of specific health 
outcomes, without 
including gender 

outcomes

Donor funding is 
optimized for large 
grants or contracts, 

which reduces 
administrative cost 
and time for donors

Some funding 
structures prescribe 
rigid approaches to 

gender

'Funding firewalls' do 
not allow projects to 
adaptat to emerging 

considerations

Insufficient 
resources (money 

or people) allocated 
to gender outcomes

6 | Funding 
structures pose 

limitations 
downstream

Gender Focus: 
Funding structures 
pose limitations to 
effectively address 

gender issues 
downstream

Donors 
organizations 
operate and 

fund programs 
in silos

There is no holistic 
strategic view or 

approach for country 
health programs across 
donor organizations or 

within single donor 
organizations

Lack of 
coordinated 

donor 
frameworks or 
goals related to 

gender

Programs have 
'financial firewalls' - 

funds cannot be 
used for anything 

outside of the 
program agreement

Donors fund piecemeal 
programmatic structures 
that lack strategic clarity 
and lack resources for 

coordination across 
multi- sector 
stakeholders

7 | Fragmentation of 
programs and lack of 

holistic view

Gender bias 
and inequity in 

the health 
system are 

perpetuated

Health systems have 
low capacity for cross- 
cutting issues such as 
gender discrimination

Individual 
government 

agencies seldom 
have 'gender 

integration' teams in 
health departments 

or budgets

Gender Focus: 
Fragmented 

programmatic 
efforts perpetuate 
gender bias in the 

health system

Limited resources 
or incentives to 
coordinate on 

gender issues that 
cross sectors

Recipients of 
donor funding 

are single 
institutions that 
operate in silos

Structural aspects 
of gender (such as 
power dynamics) 
are not prioritized 

in programs

There is limited 
funding available 

for gender in 
health

Multi- sectoral or multi- 
institution partnerships 

around gender are difficult 
to carry out (even though 
they have been shown to 

be more effective in 
achieving gender 

transformative results)

Health interventions 
are narrowly framed 
and do not prioritize 
cross- cutting issues 

such as gender

Programs are rigid 
and cannot easily be 
adapted to include 

emerging 
considerations (e.g. 

gender issues in 
health)

Donors are risk 
averse

Programs have a 
siloed focus on 
diseases (rather 

than on 
strengthening the 

health system)

Donors have a 
strong data and 
evidence based 
culture with an 
emphasis on 

quantitative biologic 
data.

Global health 
community sees health 
as a biologic problem, 

and the sociological data 
underpinning health 

outcomes are not 
adequately integrated

Focus on siloed programs 
leaves little demand for, 

and capacity or resources 
to collect, data to 

understand system- wide 
issues such as social 

determinants of health

Systemic 
shortcomings in 

health outcomes and 
pervasive inequity 

are institutionalized 
and perpetuated

Donors rely on 
incomplete 

data to make 
decisions

Data sets have 
limited 

disaggregation 
indicating inequity 
of health outcomes 

and drivers of 
inequity

There is limited 
reflection on the 
demand for data 

(particularly around 
inequities and their 

effects on health) in the 
donor community and 

country decision- makers

Mindsets and 
decisions are 
shaped by the 

absence of data on 
gender and other 
forms of inequity

Privilege bias and 
institutional cultures of 
the donor community 

impede reflexive 
thinking about their own 
gender bias and power 

to influence the 
ecosystem

Country decision- 
makers rely on 

incomplete data 
to make decisions

Data relevant to 
gender inequity are 
incomplete and not 
properly analyzed, 

or used

The contribution 
of gender 

inequality to poor 
health outcomes  

is not visible

Health decision- 
makers do not 

recognize gender 
inequity as a 

problem to address

Limited use of 
gendered 

conceptual 
frameworks or 

Theories of Change

Accountability tools/ 
frameworks do not always 

succeed in building 
downward accountability 
commitments of health 

service providers to clients, 
including on gender issues

Weak health information 
systems often fail to 

incorporate the data and 
information needed to 
track gender equality & 
social protection (or to 
monitor gender bias)

8 | Vicious cycles in 
data bias perpetuate 

inequity

DONOR SPACE INTERACTION SPACE COUNTRY SPACE

donors only 
fund those 
that have 
capacity.

Let's have 
a platform for 
local CSOs to 
input into the 

work.

INGOS align 
themselves 

to what 
donors want.

have not exausted use 
of networks, relying on 
community members - 
need to move to this if 

talking about real 
localization.

What does lack 
of genuine 

contextualizati
on mean?

where donors have the 
power they push it to 
the INGOs - who use 

power to bulldoze local 
NGOs leaving out what 
is really needed on the 

ground.

Do we take the time 
to understand the 

community and 
health seeking 

behavior before 
going in with our 

assumptions

building a system 
and health system 

without 
understanding how 

that system has 
priviege bias built 

within it
We should have some 

definitions and descriptives 
as to who we are 

intervenining on and then 
we know how we are 

progressing - Is there a 
provision for us to assess 
the level of empowermnet 

before intervening.

clarify who 
privilege 

bias refers 
to

another element of 
accountability 

besides how funding 
is allocated is the 

poor health 
outcomes

first need to 
document or 

quantify to make 
acurate diagnosis of 

gender 
bias/discrimination.

Better 
defined 
than the 
others

need to pick 
routine data - 

close to the reality 
- this needs to be 

given support

sometimes data is 
too generalized - so 
where they could be 
improvements may 

not be apparent

CA and LA - quality 
of data is also an 

issue - attribute to 
lack of sensibility to 
gender inequity as 

an issue

need to understand people 
in their own language - 
seek information in way 
that alows people to talk 
about what they see and 
their experience - this is 

missed in our 
programming (taking time 

to listen and hear)/

dont have 
structures at level 

of 
implementation 
to take on the 
needed data

If mainstreaming 
starts in the donor 
space - as move in 

the continuum 
everyone else will 

bring the issues up.

Risk and perception of risk 
by donors - how donors 

define risk. Addressing the 
risk itself where the 

imagination for what 
different things can happen

we should draw 
strength from what 

has happened 
already and knit 
things together - 
they could be an 

existing structure.

lack coordination 
between 

ministries - 
protecting their 
resources and 

territory

donors have 
greater role to 

play with funding 
which has to show 

the integration 
from there

Acknowledge that 
funding for health is 
limited thus choices 
are made... but are 

the choices 
enhancing or 

inhibiting?

On power 
imbalance, have 
we sufficiently 
captured the 

the

Misalignment 
of priorities 
and lack of 

contextualizati
on is different

Have we sufficiently 
captured the 
preexisting 

underlying inequity 
in the system? Is this 

a preexisting 
condition?

In what way is the 
donor funding 
perpetuating 
preexisting 
conditions?

What are the 
severe blind 

spots? How do 
donors support or 
shed light on the 

blind spots?
Conceptualization - issue of 

understanding the issues 
on the ground. Issues of 
understanding what is 

currently owned for own 
programming.

Valence of 
Gender issues 

unclear.  
Gender 

problems? - BB

Systems of incentives 
for speaking up re what 

is working and what 
isn't. The original 

syndrome is discussing 
that it is difficult to say 

no to donor funding

Issues of gender 
is cross- cutting - is 

there a way to 
incentivize people 
paying attention 

to gender?

Can we 
name the 

big feedback 
loops? - BB

rephrase?- "Efficacy of health 
funding greatly diminished due 
to inadequate attention to the 

pervasive and integrated nature 
of gender inequity and 

imbalance"  -   If this is the big 
generalized outcome of the 

entire syndrome, then it needs 
to be highlighted - BB

Donors often lack 
context of gender 

issues - most 
donors do it 
because they 

have to

Donors don't have 
a deep 

understanding of 
what may be 

causing the sources 
of bias or 

discrimination

Conditional cash program 
- WB wanted to establish 
an agency that addressed 
only gender issues. I don't 

think that was the right 
approach - doing it for the 

sake of doing it doesn't 
help much

First need to 
quantify how big 
the problem is 
- donors do not 
necessarly do 

that.

We do not have 
much focus on 
understanding 
the issues on 
the ground.

Donors who have 
the money do not 
try to understand 
the situation on 

the ground.

Donor > 
international 

org > CSO

Relationship 
between country 
and international 

org, the 
international 

organizations tend 
to have more power

Issue of 
localization 
- there are 

power 
dynamics

Relationships existing 
between donors and 

international NGOs - more 
driving the agenda that 
donors want. Very little 
room to give local CSOs 

equal voice

What type of 
specific health 
issues?  Those 
that relate to 
women? BB

The donors 
should put in 
the necessary 
controls for 

accountability

Need to do 
more around 

how programs 
are design

Use of 
networks on 
the ground 
and starting 
from there.

should there be a bubble on 
downstream overall health 

outcomes as a result of 
overlooking specific gender 
biased health issues, or is 

"country health needs" 
representing downstream effects 

of inadequate attention to 
specific health issues?BB

Local CSOs tend 
to have the most 
insight into the 

context - yet they 
are rarely heard

Need to build co- creation 
more in funding decisions. 
If we want to do a project, 

let's co- create it on the 
ground. Currently it is the 

INGOs thinking what needs 
to be done

USAID fund INGO if they 
have local NGOs - but the 

local NGOs are just signing 
the document, they don't 

actually get to impact what 
actually happens. Their 

voices are not brought into 
the work.

USAID was looking 
for input for the 

design - but who has 
access to papers? 

What is it that 
people c

Not there 
yet in the 

localization 
movement

All of us have privilege 
bias in some way - it is 
hard to see what our 

privileges are. It can be 
hard to look at others 
and see how they may 

have less privilege. Women of lower 
socio- positions are 
subject to power 

dynamics that may 
be unimaginable by 

decision makers.

Could frame 
mroe straight 

forward 
- ignorance or 

arrogance

Low reflection on 
own efficacy 

- thinking it is the 
best thing that 

can be done

Making sure that we 
are definitionally 

clear so that it 
conveys same 
meaning for all 

parties - make sure 
it is captured

Element of what the health 
system can do 

- representing gender bias 
as a social issue - may feel 
overwhelming by medically 

focused groups

Big assumptions that there 
is a blanket approach, but 

communities have 
connections and insights 

and enlightenment 
- whether we can assess 
level of empowerment 

before intervening

Whether or not 
there is sufficient 

allocation of 
funds towards 

gender

Gender being an 
integrative issue 

and needs 
funding to be 
structured to 
enable this

This point could 
be more 

prominent 
- where is funding 

being allocated

Needs to be expanded 
- in country personnel 

may have more 
understanding of the 

issues, but may not be 
speaking in the same 

language

Need to 
articulate what 
the needs are 

as a donor

Expounding more 
on the holistic 
approach to 

gender should be 
emphasized

Donors who 
have the power 
to coordinate, 

are not 
coordinated

Implementing 
orgs are 

competing to 
protect their 

interests

Donors should be 
able to create 

push factor for 
people to work 

together

Opportunity 
that is 

currently 
missed

Extent to which donors 
have assigned nominal true 
priority to the gender space 

- move from saying what 
they want to do to 

translating intention into 
practice.

Obstacles are easier to see 
than the pathways to 

resolution - takes moving 
from saying we want to do 

it to actually doing the work 
- different organizations at 
different maturity on this

Understanding risks as 
opportunities 

- countries with 
greatest HIV risk were 
the ones with higher 

funding for addressing 
transmission

When we have 
initiatives, we 

shouldn't think they 
are new. Sometimes 

they are new to 
a system

Could be an 
existing 

structure and 
try not to create 

new ones

is this intentional 
or is are they 

targetting their 
areas of strength

Looking at funding 
that is allocated to 

health - create 
a space where 

gender experts are 
brought in to

This fragmentation 
worsens the problem 

- important element to 
understand from a funding 

perspective because it is 
worsening the situation 

that is trying to be 
addressed

UN Women gender 
health, each as they 
trickle down, they 

are trying to protect 
their territory 

- connect 
mainstream

Funding is clear cut on health, 
then there is an opportunity 

missed to have NGOs working 
together on the ground. 

Ministries of health and gender 
- no coordination between 

ministries, because they wall 
want to protect their territories

Data quality is an issue in 
most parts of Africa - once 
in a while there is a survey, 

which can be costly, so 
stats is at national and 

regional level. But district 
level data is not seen - no 
structures at those scales 
to take on needed data

Arrangement to get routine 
data is not clear - needs 

more support, but 
currently have gaps in data 

- for most countries the 
systems are not well 

structured

Sometimes we 
do not make the 
right decisions 
- data may be 

too generalized

What 
improvements 

are needed 
are not 

apparent

Data is mostly 
quant data - what 

does this data 
mean, they may 
not understand

Data 
conceptualization 

and 
contexutalization 

- data needs to be in 
their own languageInformation in the 

way that is required 
to address the 

issues - how people 
see the issues and 

how they 
understand them

Missing the time to 
understand the data 

that is relevant on 
the ground - what 
we see on paper is 

not reflected on the 
ground.

Data quality is 
compromised 
cannot totally 

depend on it - lots of 
gaps and getting the 

right information

Those who collect 
data are at the first 

point contact of 
care, may not be 

useful for identifying 
inequity issues.

Where national 
decision making is 

done, the 
information is not 

useful to reveal and 
quantify the 

problems
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Misalignment 
between donors and 

countries around 
plans, time- frames 
and perceptions of 
the gender- related  

problems

Donors fund the 
implementation of 
programs based on 
their assumptions 

and country decision 
makers' requests

Short timeframes and 
insufficient resources 

allocated for consultation 
with health system 

stakeholders (such as 
women's groups) or to 

reconcile program plans 
with country needs

Program proceeds in a 
gender- blind way and 

without a proper 
understanding of the 
issues on the ground, 
and relevant gender 

issues remain un- 
addressed

Country decision- 
makers don't question, 
negotiate, or push back 

on gender- blind 
program direction with 

donors

Specific gender 
disparities are not 

addressed, and 
health outcomes 
do not improve

Implementing agencies 
tend to implement and 

emphasize donor 
priorities throughout 

program 
implementation over 
priorities of affected 

stakeholders
Uncontextualized 

programs are 
implemented with a 

focus that 
unintentionally 

distracts or over- 
burden implementers 

or health systems

Country stakeholder 
voices (particularly 

marginalized groups 
such as women) often 

not heard in the 
program design phase

Insufficient time and 
resources for donors to 
genuinely co- create the 
direction of programs 

with stakeholders 
affected by gender 

discrimination

Uncontextualized 
programs result in a 

lack of attention to the 
gender- related root 
causes of the poor 
health outcomes of 

interest

National health 
decision- makers 
lack information 

about gender 
issues that require 

funding

Lack of 
coordination across 
government bodies, 

such as between 
health and gender, 

or health and 
education

Relevant 
information about 
gender problems 
from stakeholders 
outside health are 

not routinely 
shared

National health 
systems lack 
platforms for 

feedback about 
discrimination and 

bias from those 
most affected

Gender is not 
prioritized for 

resource allocation 
and is not 

mainstreamed 
across the health 

system

Country health 
needs are not 

addressed

Country decision 
makers request 

funding for health 
needs, without 
understanding 
gender issues

3 | Insufficient 
contextualization, 

input and feedback 
loops from groups 
most affected by 
gender bias and 

discrimination  render 
programs ineffectual

Most decision- makers 
are men with little 
understanding or 

appreciation of the 
critical importance of 

gender inequity

Women and other 
marginalized 

stakeholders face 
severe barriers to 
access to health 

systems, 
representation, and 

decision- making

Gender inequity is not 
prioritized sufficiently by 

donors nor country 
decision- makers and its 

systemic effects as a 
social determinant of 

health are not sufficiently 
recognized Institutional 

decision- makers 
create and 

perpetuate gender 
bias within health 

systems

Donor institutions have 
limited understanding 
of the systemic nature 
of gender inequity and 
its profound effects on 

health outcomes

Donor institutions 
have mechanistic 

and simplistic ways 
of addressing 

gender

'Check- boxing' attitude 
in programs reduces a 
complex issue into a 

simplistic problem with 
simple solutions and 

indicators

Programs focus on 
symptoms rather than 
contextualized analysis 

of root causes (e.g. 
ratio of men to women 
rather than autonomy, 
remuneration, decision 

making power, etc.)

Some health outcomes 
do not improve 

because issues of 
gender and other 

social inequalities are 
poorly understood and 

under- addressed

Women are not 
typically part of  health 

system decision- 
making; their needs get 

lower priority

Many societies have 
power structures 

based on patriarchal 
social norms and 

mindsets

Local gender 
experts are not 
sought out for 

insight into 
gender issues

Local gender 
expertise and 
capacity is not 

recognized, 
supported nor built

Doors assume that 
gender expertise can be 
adequately fulfilled by 

health experts, and that 
health systems, policies 

and practices are 
gender unbiased

Because of professional 
privileges, donors and 
health professionals 

assume their decisions 
about dealing with gender 
issues are correct which 

impedes reflexive thinking 
about their own biases.

The dominant global 
health system 

functions with a 
technological 

biomedical world view 
which is limited in its 

incorporation of 
sociological sciences

Lack of broad 
awareness that gender 

norms perpetuate 
cultural bias and gender 

inequality within the 
health system, and thus 
poor health outcomes

Nationally- run health 
systems tend to lack 

capacity - strengthening 
opportunities for staff to 

learn about 
discrimination, bias and 
privilege or corrective 

platforms for addressing 
bias. 

Citizen- accountability 
mechanisms that 

have the potential to 
correct gender 

inequity lack capacity 
and resources

Gender inequity is 
perpetuated

The linkages between 
gender inequity 

dynamics and health 
outcomes remain 

unacknowledged and 
unaddressed4 | Decision- 

maker privilege 
leads to blind 
spots about 

structural gender 
discrimination

Donor funds tend to 
be allocated to those 

in existing power 
structures, who may 
not understand or 
prioritize gender

There are few incentives 
or accountability 

mechanisms to ensure 
that gender and other 
forms of inequity are 

prioritized and are 
appropriately and 

adequately addressed.

Few voices with 
enough power to 

hold decision makers 
accountable to 

addressing gender 
inequity issues

Gender disparities in 
health systems 

(access, cost, respect, 
etc.) do not receive 
sufficient attention 

and resources

Systemic gender inequities 
manifested in national 
health institutions and 

practices  (i.e. in HR 
practices, data 

management systems, 
budgets, services) are not 

addressed

Gender disparities 
are perpetuated at all 

levels of the health 
system

Donors build partnerships 
with a few large 

implementing partners or 
national stakeholder 

agencies that can absorb 
administrative 
requirements 

Individuals and institutions 
(e.g. local civil society 
groups) tasked with 

addressing gender are 
under- utilized and under- 

resourced, lack alternatives 
for funding,  and lack 

sufficient authority to make 
needed changes

Efficacy of health 
funding is diminished 

due to inadequate 
accountability practices 
for inclusive  input and 

decsion- making

National 
stakeholders assume 

that gender is not 
relevant to health 

programming

National 
stakeholders don’t 
request funding for 

gender

Donors underestimate 
resources and time 
needed to address 

gender as a long- term 
and deeply embedded 
social and structural 
issue within health 

systems

Donors rely on 
institutional 

approaches to gender 
which often lack 

attention to the root 
causes of gender bias 

and discrimination

Funds with rigid 
conditions and 
structures that 
unintentionally 

undermine local 
capacity to address 

gender

Donors have low 
trust in country- 

level capacity, 
products, services, 

or expertise

Large funding can be 
encumbered with 

accountability 
measures to specific 

health outcomes

Insufficient funding 
to build the 

enabling underlying 
systems, 

infrastructure, and 
basic capabilities

Time frames for 
contextualization 

do not allow 
learnings to be fed 
into the design of 

programs

Program implementation 
follows  prescribed 

approaches and ends 
before it is able to make 

the necessary and 
sustainable impact to 

address gender inequity

Lack of genuine 
engagement and co- 
creation with country 
stakeholders (such as 
local gender experts)

Donors are 
impatient to 
see results

Donors seek 
attribution of 

impact to their 
funding

Lack of time for 
design leads to 

programs 
defaulting to what 

has been done 
before

Donors funding 
streams are siloed 

by disease, 
population, or issue

Issues such as gender 
inequity within 
institutions are 

cultural and 
institutionalized which 

take time and deep 
expertise to change

Lack of 
resources and 
mandates to 

collect gender- 
related data

Local groups with 
gender expertise (CSOs 

or NGOs) tend to be 
small and unable to 

absorb administrative 
overhead, hence they 
receive little funding

Project goals are 
framed in terms of 

specific health 
outcomes, without 
including gender 

outcomes

Donor funding is 
optimized for large 
grants or contracts, 

which reduces 
administrative cost 
and time for donors

Some funding 
structures prescribe 
rigid approaches or 
solutions to gender 
problems that are 
not fit for context

'Funding firewalls' do 
not allow projects to 
adapt to emerging 

considerations

Insufficient 
resources (money 

or people) allocated 
to gender outcomes

6 | Funding 
structures pose 

limitations to 
effectively 

address gender 
issues 

downstream

Donors 
organizations 
operate and 

fund programs 
in silos

There are limited holistic 
strategies for country 

health programs across 
donor organizations or 

within single donor 
organizations

Lack of 
coordinated 

donor 
frameworks or 
goals related to 

gender

Programs have 
'financial firewalls' - 

funds cannot be 
used for anything 

outside of the 
program agreement

Donors fund piecemeal 
programmatic structures 
that lack strategic clarity 
and lack resources for 

coordination across 
multi- sector 
stakeholders

Gender bias 
and inequity in 

the health 
system are 

perpetuated

Health systems have 
low capacity for cross- 
cutting issues such as 
gender discrimination

Individual 
government 

agencies seldom 
have 'gender 

integration' teams in 
health departments 

or budgets

7  | Fragmented 
programmatic 

efforts 
perpetuate 

gender bias in 
the health 

system

Limited resources 
or incentives to 
coordinate on 

gender issues that 
cross sectors

Recipients of 
donor funding 

are single 
institutions that 
operate in silos

Structural aspects 
of gender (such as 
power dynamics) 
are not prioritized 

in programs

There is limited 
funding available 

for gender in 
health

Multi- sectoral or multi- 
institution partnerships 

around gender are difficult 
to carry out (even though 
they have been shown to 

be more effective in 
achieving gender 

transformative results)

Health interventions 
are narrowly framed 
and do not prioritize 
cross- cutting issues 

such as gender

Programs are rigid 
and cannot easily be 
adapted to include 

emerging 
considerations (e.g. 

gender issues in 
health)

Donors are risk 
averse

Programs have a 
siloed focus on 
diseases (rather 

than on 
strengthening the 

health system)

Donors have a 
strong data and 
evidence based 
culture with an 
emphasis on 

quantitative biologic 
data.

Global health 
community sees health 
as a biologic problem, 

and the sociological data 
underpinning health 

outcomes are not 
adequately integrated

Focus on siloed programs 
leaves little demand for, 

and capacity or resources 
to collect, data to 

understand system- wide 
issues such as social 

determinants of health

Systemic 
shortcomings in 

health outcomes and 
pervasive inequity 

are institutionalized 
and perpetuated

Donors rely on 
incomplete 

data to make 
decisions

Data sets have 
limited 

disaggregation 
indicating inequity 
of health outcomes 

and drivers of 
inequity

There is limited review 
and reflection on the 
evidence of inequities 

and their effects on 
health in the donor 

community and country 
decision- makers

Mindsets and 
decisions are 
shaped by the 

absence of data on 
gender and other 
forms of inequity

There is low demand 
from global health 

community for evidence 
of the impact of social 

determinants of health, 
such as gender 
discrimination.

Country decision- 
makers rely on 
incomplete or 

overly 
generalized data 

to make decisions

Data relevant to 
gender inequity are 

incomplete, too 
generalized and not 
properly analyzed, 

or used

The contribution 
of gender 

inequality to poor 
health outcomes  

is not visible

Health decision- 
makers do not 

recognize gender 
inequity as a 

problem to address

Limited use of 
gendered 

conceptual 
frameworks or 

Theories of Change

Accountability tools/ 
frameworks do not always 

succeed in building 
downward accountability 
commitments of health 

service providers to clients, 
including on gender issues

Weak health information 
systems often fail to 

incorporate the data and 
information needed to 
track gender equality & 
social protection (or to 
monitor gender bias)

8 | Vicious 
cycles in data 

bias perpetuate 
inequity

DONOR SPACE INTERACTION SPACE COUNTRY SPACE

5 |Power dynamics 
contribute to the way 

that donor funds  
inadequately address 
gender problems in 

health systems

Routine surveys tend to 
happen at national or 
regional level, but not 
necessarily at district 

level where the 
implementation occurs

Existing data 
around gender 

and inequity is of 
poor quality

Quantitative data may not 
fully reflect the nuances of 

inequities and gender 
norms and may not 

provide the right type of 
information to be 

understood by decision 
makers and inform 

decision making 

Projects have a 
short- term 
timeframe

Funding is not 
structured to 

enable a holistic, 
integrated 

approach to gender

Donors have few 
partnerships 

with local groups, 
which reinforces 

lack of trust

Implementation 
partners are health- 
focused, many with 

limited gender 
expertise (limited 

allocation of funds to 
gender-- specific groups

Funds are allocated 
without realistic 

resources or 
timelines for 

gender outcomes 
to be achieved

Those who know the 
time frames,  resources 

or mandated 
approaches to gender 
are unrealistic don't 

speak up 

INGOs sub- contract  
to local CSOs to 
address gender 

without consultation 
on project plans

Donor funding tends 
to lack accountability 

requirements to 
ensure inclusive 
decision- making 

across partners who 
manage funds

Institutional mandates 
for gender tend to 

incentivise a 
checkboxing approach 
to program design and 

partners

Donors have trouble 
imagining the realities 
of the discrimination 

and bias experienced by 
poor or marginalized 

people including 
women, because of a 

history of privilege

Country decision- 
makers don't question, 
negotiate, or push back 

on gender- blind 
program direction with 

donors

Local NGOs and 
CSOs are often 

tasked to 
implement as sub- 
grantees without 
authority or input

Limited platforms 
for networks of 

citizen advocates to 
provide input or 
feedback about 
funded health 

programs

Individual government 
agencies and INGOs are 

protecting their 
resources and territory; 

little incentive to 
collaborate and 

coordinated

Cross- cutting inequities 
are worsened becuase 
of programming silos 

and fragmented efforts 
to coordinate across 
teams and agencies

Multi- agency 
efforts are more 

complex and 
expensive to 
manage for 

donors 

Few incentives or 
resources for 
coordinated 
multi- agency 

efforts 

Some donors percieve 
investing in gender as a 
risk or something that 

might detract 
resources from 

important biomedical 
factors 

Donor mandate for 
localization not 

implemented fully 
as conceptualized.

Donor assumptions 
do not get 
questioned

A lot of these drivers 
on the donor side 
are motivated by 

pressure from 
where funding 

comes from - don't 
see this changing  --

Notion about - 
who owns the 

data. ownership 
of data is central 

to this 
conversation

Despite having 
the money, are 

you really making 
the shift?  Are the 
gaps really being 

addressed?

We will need to do a lot more on 
national front than on donor 

front. Vicious circle here. Main 
issue to change on national front 

- most countries do not 
acknowledge gender inequitities 

as a problem (not framed as 
public policy problem

Seems that most 
countries do not 

acknoweldge gender 
as issues - it is not 
framed as a public 

policy problem

On the other 
hand, donors may 

not place 
priorities from the 

point of view of 
the countries

Across all syndromes: 
Countries do not see it 

as a problem and 
donors see it from their 
global perspective - this 
is a viscious circle  --->

How can we 
persuade national 
decision makers 

that this is 
important and 

needs to be 
addressed?

1) Conceptualization 
process - need data 

and information from 
the ground to 

understand the issues - 
involve local partners 

at this stage

Interactions 
between donors and 

country decision 
makers - how do 
they interact and 

where do we come 
in - co- creation

Projects need to 
include more co- 

creation approach 
- in terms of 

project 
development

Need to bring 
teams togehter 

and start 
invovlving 
partners

This is 
where we 
miss real 

issues

2. Where the advert has 
been placed and responses 

from various CSOs and 
NGOs - look critically on 
capacities on the ground 

(look at if combine 
concepts and which CSOS 
to partner and what they 

can bring)

If we want to achieve thse two - it 
should move on to the 

implementation stage and 
evaluation - where we want to 
see national decision makers 

- see how each of the players are 
involved - the decisions in terms 

of what is happeniing is being 
heard

National decision makers 
are not strong enough to 

bring donors to the table - 
say yes to donors on 

everything - this capacity 
and structure needs to be 

strengthened

A lot of donors have 
nuanced this - seek 

contribution as 
opposed to 
attribution; 

extending timeline 
for results

Donors seeking 
contribution rather 

than attribution 
- slipping timelines 

over a longer period 
of time.

Look at the types of 
results we want 

- laying out 
milestones 

- articulate the chain 
of results to fall into 

place

Consider 
alternative 

milestones for 
progress 
markers

Overarching suggestion -- 
Don't want to see this 

called donors, would like to 
see this as development 
partners (donor= tranfer 

money, dev partner implies 
more of a partnership.

Various ways to 
actualize 'co- creation' - 
WB would say that they 

are already bringing 
voices in - they may say 

that it is already 
happening

Development partners 
language - funding 

agencies are more in 
that domain now 

- having more of that 
ongoing dialogue

Important to 
unpack what 
co- creation 

means.

Development 
partners - this 
is the direction 

we want to 
move towards

Co- creation - people 
on the ground are 

not always involved 
- need to involve the 
local CSOs that are 

on the ground.

How much 
does it involve 
the local CSOs 
to involve their 

local ideas

Selection of the 
implementers - DP need to 
be open to new partners 
- should not be about just 

finding one. What skills can 
we find and tap into and 

briing together?

Implementation on the 
ground - development 

patners to help with 
how much we involve 
local CSOs. Local CSOs 
don't have a voice (just 

added on proposal).

How much do we see local 
CSOs being involved 

against the international 
NGOs - transfer of power 

- local CSOs don't even 
have a voice, not added 
any ideas in some of the 

core proposals.

Development partner - what 
does it mean? Word in use. 

Without addressing issues of 
power, and defining what it 

means, and using principles to 
hold us accountable we may not 
be meeting term of development 

partners in practice.

As the field evolves - we try 
to change the language 

without necessarily 
chanigng the behavior 

- could be because we are 
adopting words before we 

agree what they mean

Within the past year 
- everything is being 

called co- creation 
- but unless power is 
shared and the right 
peoplea re present, 
that isn't co- creation

In the manuscript 
we should make 

some reference to 
terminology -- using 

the terms, versus 
actioning the terms.

most improtant - in Mex 
- the admin is a woman 

trying to coordinate efforts 
within/across all gov 

agencies - but she alsow 
oudl need to articulate the 

efforts of the local 
initiatives

What needs to change? Involve 
local implementers - to do this 
need someone who has voice, 

can articulate/negotiate the 
development partners -- Sit key 
stakejolders at same table and 

jointly define projects with clear 
goals and ways to measure 
progress. Start with small 

projects

If one party has 
resources and another 

doesn't? What is our 
expectation about 

power balances in this 
situation? Will we ever 
get to parity on this?

Most interesting initiatives are 
done at the local level - need to 

involve more local 
impelementers. To do that, need 
involve more voices - need to sit 

key stakeholders at the table 
- work together to define 
projects and measure the 

progress

Going to be 
a long process 

- hard to 
address 
quickly

We may be able to get 
to place where we 

understand 
perspectives better but 
not every process will 
be conducive to this 
type of collaboration

Do we need to 
recognize that 

there are 
inherent limits 

to this.

This is why we are focusing more 
on donors - they need to come 

down and apreciate the 
dynamics on the ground. Want 
this power shift despite having 
the money, are you addressing 

the need and driveing 
localization agenda

Money is necessary 
but not sufficient, 

understanding 
context is necessary 

but not sufficient

There are constraints on 
the country side - there 
may be roadblocks, that 
make it less condusive to 

doing gender work 
effectively - this is part of 

the dynamic

There are many dynamics 
in the communities that are 

there - we want to find 
ways to link up what the 
issues are and how the 

dynamics are interacting.

Are we playing for impact 
- for true results? Are we 

playing for the sake of 
playing? If we are pursuing 

results, then we need to 
figure out how the 

conversations between 
donors and c -

 have to create a 
mariage of what we 
know on the ground 

versus what 
investments are 

coming is so we can 
produce impact

Whoever owns 
power - how they 
use that power to 

structurally 
impact what is on 

the ground

Gender considerations and the 
different trajectories of where 
people are on gender equality 
journey (e.g. N Nigeria, wanted 
to introduce misoprostal in the 

community - pref to give 
medicine direct to woemne, men 
said no  - could not get past this 

structural issue)

How do we facilitate 
journey in direction of 
aspiations in contexts 

but not forclose on 
what impact we can 
harness in pursuit of 

impact

need to design 
projects that are 
measurable and 

can provide 
results

Conditional cash 
transfer program - was 

successful in Mexico 
- empowering women 
to receive payments 
directly - helps with 

contraceptives

Articulating issues on power 
dynamics - how do we see it 

through in terms of power on 
the ground. Co- creation would 

bring powers together - that 
space is where we need balance 
to determine what needs to be 

done - balance issues on the 
gorund

We need to look 
holistically, those who 
need to articulate the 

challenge are not 
engaged in designing 

the problem.

Those that need 
to articulate the 

challenge are 
not raising their 

voices

Room for donors to self govern - within 
the Foundation is having this 

conversation internally - self governance 
facility that we have - a number of 

examples where there was a gov policy in 
place - two different sets of donors trying 
to bypass the policy decisions because it 
was not aligned with what they wanted 

- the donors were wrong and had 
detrimental effects on the ground.

The issues that countries have 
with donors - donors are not 

aware there are issues in their 
own practices, because the tune 
they are engrossed with (unless 
they get push back or there is an 
article) - providing honest candid 

feedback to dev partners 
- comes with opportunities and 

risk. Some mechanism to convey

Notion of figuring out ways 
of providing honest and 

candid feedback to 
investers/donors/DP - 

Could be an objective of 
this paper --> Self 

governance function could 
be looked at as a 

consideration

How we write about this - Dyness 
prefers using the term donor 

right now, but need to address 
the terminology in the discussion 

--> we are thinking about the 
issues in the context of bringing 

money to table to buy certain 
things. Development partner 

midset is more we define 
together as partners/equals.

COuntrie
Rwand

Ethiopias 
pushes ba
that ther

of chan
min

In this paper - 
focus on money 

comes with power 
and how do we 

shift this mindset.

KEY 
MESSAGES

There are 
messages 

from donor 
side and 

country side

Donors - balance your power - 
the power table has to be shared 
to understand the needs on the 
ground and have better impact 
(How: USe co- creation, involve 

local partners, be open to bring 
together multi- sectoral 
implementing partners

For co- creation - define 
what we mean by co- 

creation and what 
needs to happen -->  
Create a space where 

power can be balanced 
or facilitated

Emphasizing it is 
a system of 
syndromes 

- need to look 
more holistically

Focus on 
the impact 

on the 
ground

How we 
can yield 

better 
results

Words need to be 
defined - not 

everyone shares the 
same views and 
assumptions on 

what words mean in 
our discussion.

can the 
issues/constraints 

be refocused to how 
can the dynamics be 
shifted so we end up 
with greater results.

It's a 'system' of 
syndromes. Addressing 
one aspect may not fully 

take care of the imbalances 
or yield the greatest 

results. Need to look at the 
syndromes holistically

Terminology 
and moving 

forward 
together

Donors can be investors in 
building capacity - one of 
the failings of CB is that it 

often focuses as individual 
- versus individual and 

institution to which they 
belong as a dyad

How do we invest in 
the acquisition of 

owernship of data and 
system production of 
data - whoever owns 

the data, owns the 
programs

How to foster 
owernship of data 
by coutnries and 

foster the 
platforms

There are donors of 
donors of donors. 

E.g. USG is donor to 
Gavi/Global Fund - 
they in turn act as 

donors as well
What is the mechanism of 
agency that the donors of 
the donors have to ensure 

that these types of 
messages of great concern 
we are talking about - there 

are accountability 
throughout the whole 

chain

Add the word 
stories to qualitative 
data - very powerful 

- can move policy 
and actors. Do not 
underestimate the 

utility of stories

How financing is structured 
- recommendation for DP is to 

define more reasonable 
timeframes for impelemtning 

and evaluating projects - This is 
a challenge, but these projects 

are usually done over a period of 
at least 2-3 years - budgets are 
usually planned annually - need 

agreement on timelines

Donors can play a role to 
help coutnries develop 

good information systems 
to make sure gender 

inequity  - if we don't know 
the extent ofthe problem, it 

is hard to formulate 
policies to address

recomendation for 
donors/DPs - define 

more reasonable 
timeframes for 

implementing and 
evaluating the 

programs

Need to have 
adequate 

timelines to 
evaluate 
results

Need 
adequate 

timelines to 
adequately 

assess results

Quantitative data is 
problematic - some of 

the strongest messages 
come out from 

qualitative data - qual 
can be as insightful as 

quant data

Treat CB as a 
dyad - individual 

and the 
institution they 

are a part of

Syndrome 
terminology 

for the 
manuscript

Connotation of syndrome 
is more familiar to a 

medical audience. group of 
symptoms that are 

interrelated. Only caution is 
that it has momre medical 

connotation.

Syndrome 
conveys 

sickness/illness - 
may not be what 
we want to do.

ideas: 
parameters, 

features, 
system traits,

it is fair to 
acknowledge 

that the 
system is 
unwell.

it is fair to 
acknowledge 

that the 
system is 
unwell.

Message to national 
decision makers - they 

have key role to make the 
donors/development 

partners accountable and 
support in creating the 
power sharing platform

Annette: In summary, there 
are a lot of desires on the 
donor side and these are 

conveyed through the ways 
that funds are allocated 
and implementers, but 

can't see the outcomes / 
end results.
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