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BOX 1. NINE CENTRAL THEMES & TRENDS 
IDENTIFIED IN THE ANALYSIS 

1. Leadership contributed to the promotion and 
implementation of the WGGE principle. 

2. WGGE principle reinforced existing efforts and 
added value to programming, but advancement 
of broader gender equality work limited. 

3. Doing more without new resources challenging. 
4. Scope of coordination and integration on WGGE 

varied widely. 
5. PEPFAR provided both opportunities and 

challenges for WGGE implementation. 
6. WGGE principle gained more traction when 

aligned with host country priorities. 
7. Guidance needed on measurement and 

evaluation. 
8. Gender staffing and training essential for WGGE 

programming, but inadequate in most countries. 
9. Varying levels of technical assistance and other 

support provided by USG in Washington, DC. 

EXECUTIVE SUMMARY 
The health and empowerment of women and girls around the world has been elevated as a priority on 
the U.S. diplomacy and development agendas. This has been evidenced by a number of actions taken by 
the Obama Administration, most notably the focus on women, girls, and gender equality (WGGE) as one 
of seven core principles of the Administration’s Global Health Initiative (GHI). The GHI, announced in 
May 2009, was intended to promote a more comprehensive approach to U.S. government (USG) global 
health programs. As part of the GHI process, teams in countries receiving U.S. health assistance 
prepared GHI strategies, aligning their programs with the GHI’s principles, including WGGE, and have 
begun to implement those strategies. 

To begin to understand how the principle is being applied to programs on the ground, the Kaiser Family 
Foundation conducted key informant interviews with 15 GHI country teams as well as USG staff in 
Washington, DC. The findings from the interviews yielded nine central themes and trends related to the 
response to and implementation of WGGE (see Box 1). Overall, while the experiences of the country 
teams varied widely, the analysis found that the 
principle has provided a supportive platform to those 
country teams that already had established 
programming in the areas of women, girls, and gender 
equality, and prompted others to step up their efforts, 
especially on work related to gender equality, which is 
still evolving in most countries. The analysis also found 
that there were shared opportunities and challenges. 
For instance, the priority placed on WGGE by key USG 
leadership was critical to the promotion and 
implementation of the principle and there was 
consensus that the principle added value to the work of 
country teams. Yet, the lack of new money and limits on 
the flexibility of existing resources inhibited teams from 
fully funding gender-related efforts and developing new 
activities. Country team responses were more mixed on 
other topics, such as the scope of interagency 
coordination and integration, the role of PEPFAR in 
WGGE implementation, and the level of engagement 
between GHI teams and the host country governments. Additionally, other more technical aspects of 
WGGE implementation were also examined, including the role of gender staffing at the country level. 

The interviews demonstrated that the principle has had a clear influence on country strategies and 
programming, but it is still too early to assess whether or not the implementation of the principle is 
having its intended impact on health outcomes for women and girls, as well as their families and 
communities. At the same time, examining implementation of WGGE is particularly timely given recent 
changes being made to the GHI at the organizational and administrative levels. While the implications of 
these changes remain unclear, the emphasis on WGGE in the GHI and across USG development and 
foreign policy efforts remains and, therefore, the key themes identified during the course of this project 
can help inform policy discussions and future decisions about this work. 
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INTRODUCTION 
The health and empowerment of women and girls around the world has been elevated as a priority on 
the U.S. diplomacy and development agendas. This has been evidenced by a number of policy actions by 
the Obama Administration, most notably the focus on women, girls, and gender equality (WGGE) as one 
principle of the U.S. Global Health Initiative (GHI).1  Other important actions on women and girls have 
included: the establishment of the Office of Global Women’s Issues within the State Department in 
2009, headed by the first Ambassador-at-Large for Global Women’s Issues;2 the emphasis on women’s 
roles in diplomacy and development in the State Department’s Quadrennial Diplomacy and 
Development Review (QDDR) in 2010;3 the announcement by Secretary of State Hillary Clinton of the 
first Secretarial Policy Guidance on Promoting Gender Equality to Achieve Our National Security and 
Foreign Policy Objectives in 2012;4 and the launch of the U.S. Agency for International Development’s 
(USAID) Policy on Gender Equality and Female Empowerment in 2012.5 

The GHI, announced in May 2009 by President Obama, was intended to promote a more comprehensive 
U.S. government (USG) approach to global health programs, with the overarching goal of achieving 
greater impact. The GHI is guided by seven core principles, one of which, as noted above, is WGGE, 
which is designed “to redress gender imbalances related to health, promote the empowerment of 
women and girls, and improve health outcomes for individuals, families, and communities.”6 As part of 
the GHI process, a subset of U.S government teams in countries receiving U.S. health assistance 
prepared GHI strategies, aligning their programs with the GHI’s core principles, including WGGE.7 A 
critical step, then, to understanding the impact of emphasizing such a principle in U.S. foreign assistance 
programs is assessing the extent to which it is being used on the ground to inform program planning and 
implementation. 

To that end, this report presents the results of key informant interviews conducted by the Kaiser Family 
Foundation with representatives from 15 GHI countries. The report identifies nine central themes and 
trends that could help inform U.S. global health policy, as well as key opportunities and challenges for 
moving forward. It builds on prior work by the Foundation that more broadly looked at the WGGE 
principle, beginning with a roundtable discussion in November 2010 on the principle and the 
supplemental guidance on WGGE, which was developed by a USG Interagency Task Force on Women 
and Girls to help inform GHI implementation.8,9 This was followed in June 2011 with a Foundation 
publication analyzing the extent to which the WGGE principle was reflected in the first set of GHI 
country plans, which were developed by the “GHI Plus” countries—countries selected for accelerated 
implementation of the GHI.10,11 

This analysis comes at a particularly important moment in the GHI’s trajectory. Soon after the research 
was completed, the USG announced changes to the organization and administration of the GHI, with the 
closing of the GHI Office and the establishment of an Office of Global Health Diplomacy at the State 
Department. While there remains some uncertainty about the GHI going forward, a joint message from 
the GHI principals (USAID, the Centers for Disease Control and Prevention (CDC), and the Office of the 
Global AIDS Coordinator (OGAC)) and the GHI leadership stated that the GHI will remain the 
government’s “priority global health initiative” and carry forward “the enduring mandate of ensuring 
the GHI principles are implemented in the field.”12 Therefore, the findings from this report can help to 
inform policy discussions about the future of the GHI during this time of transition and to highlight the 
importance of the WGGE principle to fulfilling the GHI’s goals. 
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OVERVIEW OF THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE  
The women, girls, and gender equality principle of the GHI aims to sharpen the focus on these areas 
across USG global health efforts. The principle is designed to address the “[g]ender-related inequalities 
and disparities [that] disproportionately compromise the health of women and girls and, in turn, affect 
families and communities.”13

 The intent of the WGGE guidance, developed by a USG Interagency Task 
Force on Women and Girls, is to move away from an often exclusive focus on women and girls as 
beneficiaries of health services.9 As such, efforts to increase access should identify and address those 
gender-related factors and barriers that impede access. Importantly, the guidance seeks to go further by 
focusing more explicitly on issues of gender equality and by ensuring that women and girls will be key 
actors in the planning, implementation, and monitoring and evaluation of health and development 
programs. In fact, the emphasis on gender equality was intentional and significant—when initially 
launched, the principle was titled, “a women- and girls-centered approach” but was later re-titled to 
include “gender equality” to emphasize its importance to the principle’s goals. 

The WGGE guidance was the first guidance to be developed and made publicly available for any of the 
seven core GHI principles. It was drafted in the fall of 2010, sent to a subset of GHI countries for input, 
and finalized in April 2011. The guidance contains two main components: three requirements to be 
included in each country strategy (a gender analysis, a narrative on how the team will implement the 
principle, and a description of measurement and evaluation of work related to the principle) and ten key 
implementation or programming elements in support of the WGGE principle (see Box 2).  The ten 
elements are not requirements, nor are they prioritized in the guidance; rather, countries are requested 
to choose elements based on findings from their own gender analysis and in consultation with the host 
country, both government and civil society. The objective of the guidance is to have these elements 

BOX 2. THE GHI SUPPLEMENTAL GUIDANCE ON THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE— 
REQUIREMENTS AND IMPLEMENTATION ELEMENTS9 

Requirements for Country Strategies 
 Each country team must conduct a gender assessment and analysis. 
 Each country team must provide a short narrative describing how they will implement the principle. 
 Teams will collect sex- and age-disaggregated data and other relevant health statistics to enable the monitoring of 

progress and evaluation of effectiveness of programs related to the principle. 

10 Key Elements of Implementation 
 Ensure equitable access to essential health services at facility and community levels. 
 Increase meaningful participation of women and girls in planning, design, implementation, monitoring, and evaluation 

of health programs. 
 Monitor, prevent, and respond to gender-based violence. 
 Empower adolescent and pre-adolescent girls by fostering and strengthening their social networks, educational 

opportunities, and economic assets. 
 Engage men and boys as clients, supportive partners, and role models for gender equality. 
 Promote policies and laws that will improve gender equality, health status, and/or increase access to health and social 

services. 
 Address social, economic, legal, and cultural determinants of health through a multi-sectoral approach. 
 Utilize multiple community-based programmatic approaches, such as behavior change communication, community 

mobilization, advocacy, and engagement of community leaders/role models to improve health for women and girls. 
 Build the capacity of individuals, with a deliberate emphasis on women, as health care providers, caregivers, and 

decision-makers throughout health systems, from the community to national level. 
 Strengthen the capacity of institutions, which set policies, guidelines, norms, and standards that impact access to, and 

equality of, health-related outreach and services, to improve health outcomes for women and girls and promote 
gender equality. 
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integrated into existing programs and platforms, not necessarily to launch new or stand-alone activities 
although that is also an option.9 An analysis by the Kaiser Family Foundation of seven of the eight GHI 
Plus country strategies found that all of these strategies addressed the health of women and girls as a 
top priority, and several went further, including efforts to include women and girls as decision-makers 
and planners in health care programs. 

METHODOLOGY 
To assess how USG country programs have responded to the WGGE principle, Kaiser selected 15 
countries for analysis: Bangladesh, Cambodia, Democratic Republic of the Congo, Ethiopia, Georgia, 
Guatemala, Indonesia, Liberia, Malawi, Mozambique, Nepal, Nigeria, Rwanda, Senegal, and Tanzania. 
The set of countries included in this analysis was not a random sample of all GHI countries, but was 
instead chosen from the countries with publicly available GHI strategies. The selected countries were 
geographically diverse, had varying levels of U.S. investment and program portfolios, and represented 
both GHI Plus and “second round” countries. GHI planning leads were contacted in each country to 
request an interview with them and other relevant members of their GHI country team. The interview 
participants from GHI country teams varied, but included representatives from USAID, CDC, the Peace 
Corps, and the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR), depending on the country. 
Input was also solicited from representatives of the USG’s Interagency Task Force on Women and Girls 
who had been working with the country teams to implement the principle. Interviews were conducted 
in late 2011 and early 2012. 

Using a semi-structured interview guide, the following general topics were explored with each country 
team: the status of GHI implementation; whether the GHI had led to any changes in the way the USG 
“does business” on WGGE at the country level; issues around funding stream integration, coordination 
of services, and leveraging of resources specific to WGGE-focused programs; interactions with host 
country governments and civil society; metrics to evaluate the work under the WGGE principle; and 
other challenges and lessons learned. 

It is important to note that this assessment is not meant to be an evaluation of the GHI or any country 
program, but, rather, is intended to identify themes, trends, opportunities, and challenges that may help 
inform discussions and decision-making pertaining to USG global health efforts broadly and the WGGE 
work specifically. In addition, the first GHI strategies, completed by the GHI Plus countries (six of the 
eight GHI Plus countries selected by the USG are included in this analysis), were approved in early 
2011—the first one being approved in April 2011. Therefore, at the time of the interviews for this 
report, the GHI Plus countries were approximately one year into implementation of their strategies. The 
second round countries (the remaining nine included in this analysis) were at an even earlier stage of 
implementation, as their strategies were developed later and only approved in late 2011. 

OVERVIEW OF COUNTRIES INCLUDED IN ANALYSIS 
The 15 countries selected for analysis: Bangladesh, Cambodia, Democratic Republic of the Congo, 
Ethiopia, Georgia, Guatemala, Indonesia, Liberia, Malawi, Mozambique, Nepal, Nigeria, Rwanda, 
Senegal, and Tanzania – are diverse in terms of geography and composition of U.S. investment, as well 
as the health challenges faced by their populations and their socio-economic backdrops (see Appendices 
for USG program and funding information as well as for health and other data by country). 
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 They span four regions (Africa, Asia, Europe/Eurasia, and Latin America and the Caribbean). 
Most (nine) are in Africa, four are in Asia, one is in Europe/Eurasia, and one is in Latin America. 

 Six are GHI Plus countries – the first wave of countries that prepared GHI strategies and were 
selected for accelerated implementation of the GHI and its principles – and the remaining nine 
are second round countries. 

 The amount of health funding from the USG ranged from $8.1 million in Georgia to $573.2 
million in Nigeria in FY 2011.14 

 The composition of USG programs and funding varied significantly across the countries.14 
o All 15 received PEPFAR funding in FY 2011. PEPFAR accounted for the largest share of 

health funding in eight countries and ranged from 4% of USG global health funding in 
Bangladesh to 82% in Nigeria.  

o Countries also received a mix of maternal, newborn, and child health (MNCH); family 
planning/reproductive health (FP/RH); tuberculosis (TB); malaria; nutrition; and other 
USG funds in FY 2011, although not all received each funding stream and the amounts 
varied.  

• 15 received MNCH funds; 
• 14 received FP/RH funds; 
• 12 received TB funds; 
• 9 received malaria funds; and 
• 12 received nutrition funds. 

 Women and girls in these countries face a variety of health and other challenges.15 For example: 
o Maternal mortality ranges from a low of 67 per 100,000 live births in Georgia to a high 

of 770 in Liberia (the 7th highest in the world).  
o Among countries with available data, all have an unmet need for family planning, with 

11 having modern contraceptive prevalence rates of less than 50%. 
o Adolescent birth rates (births to mothers ages 15-19) range from 43 births per 1,000 

adolescent women in Rwanda to 177 births per 1,000 adolescent women in Malawi. 
o Eight countries have HIV/AIDS epidemics where females make up more than half of all 

adults living with the disease; and young women are more likely to be infected than 
their male counterparts in most of the African countries included in the analysis. 

o Ten countries place legal restrictions on abortion in some cases; two countries prohibit 
abortion in all cases. 

o The ratio of girls to boys decreases as children move from primary to secondary schools 
and then from secondary and tertiary schools in nearly all countries with available data. 

KEY FINDINGS FROM INTERVIEWS 
Although most country teams were still in the early stages of implementing their GHI strategies at the 
time of the interviews, nine key themes and trends emerged from the discussions on WGGE, focused on 
such topics as leadership, the “added value” of the WGGE principle, funding, coordination and 
integration, the role of PEPFAR in the implementation of the principle, and monitoring and evaluation. 
These findings are outlined below. 

Leadership Contributed to the Promotion and Implementation of the WGGE Principle 
Leadership – in Washington, DC, and at the country level – was cited by several country teams, as well as 
by USG staff in Washington, DC, as critical to prioritizing the WGGE principle in country strategies and 
programming. First and foremost, the high-level recognition from the Obama Administration of the 
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importance of WGGE as a central element of the GHI gave the principle added resonance with many 
country teams. Two countries specifically noted the leadership of Secretary Clinton and, in the words of 
one GHI country team representative, “The fact that women, girls, and gender equality is the first 
principle, backed up by Secretary Clinton’s repeated emphasis and her personal championing of this 
principle…has made everybody put this on the radar screen.” 

Additionally, the role of leadership from USG personnel at the country-level was noted by five countries. 
Several identified the importance of the role played by the U.S. Ambassador and/or the USAID mission 
director in reinforcing the principle in programming, as well as the role played by the GHI country team 
in ensuring strong gender-related programming. 

However, instilling WGGE as a priority remained a challenge for some country teams and several 
emphasized the need for continued leadership on WGGE. According to one GHI representative, “We 
need to make sure WGGE is a priority that everybody buys into—not one person, not one team....” 

WGGE Principle Reinforced Existing Efforts and Added Value to Programming, but 
Advancement of Broader Gender Equality Work Limited 
While the prioritization of the WGGE principle and the scope of related programming varied quite 
significantly by country, there was consensus that the principle added value to the work of the GHI 
country teams. This included helping teams to articulate and prioritize activities, think about their work 
in new ways, and identify opportunities for efficiencies and synergies between programs. Overall, the 
principle provided a supportive platform and reinforced the work of those country teams that already 
had established programming in the areas of women, girls, and gender equality, and prompted others to 
step up their efforts. 

Women as Beneficiaries 
All 15 country teams had been engaging in work that directly addressed the health of women and girls 
prior to the advent of the GHI to some extent, such as providing maternal health services. The WGGE 
principle encouraged most country teams to more deliberately assess the extent to which they 
addressed women and girls specifically, including the barriers they face in accessing services. Four 
country teams in particular reported that the principle gave them “license” to think differently about 
population groups and how to better meet their needs with GHI programming (e.g., how to address the 
reproductive health needs of populations at high risk for HIV infection, such as sex workers and 
transgender populations, or how to use transportation networks for people living with HIV to help 
pregnant women to deliver at a health facility). Another GHI representative said the existence of the 
principle provided “momentum” to elevate the work even further—a sentiment shared by others as 
well. Additionally, one country noted a “renewed focus” on FP/RH activities due to the WGGE principle 
and the GHI’s overall emphasis on this issue, with a country representative describing a “quiet 
transformation” of the USG role on FP. 

Gender Equality 
While efforts to address women and girls as beneficiaries were more clearly defined components of 
country programs, work on gender equality was more nascent. The WGGE principle encouraged country 
teams to determine if their programs were taking the next step, going beyond viewing women and girls 
simply as beneficiaries of health services to a more comprehensive approach that promoted the active 
engagement of women and girls in the design, implementation, and monitoring of programs. Such work 
is inherently more complex and challenging and, overall, is still evolving in most countries. A couple of 
countries reported having broader gender equality efforts that “pre-dated” the GHI. One GHI 
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representative said, “The equality piece has changed the way we look at programs…In the past, gender 
meant equity and access, and now we’re thinking about opportunities for full participation of women.” 

For those countries with more established programming in this area, the GHI was said to have given 
them an “endorsement” to approach the gender equality-related work in a more “deliberate” and 
“strategic way.”  As another explained, “It’s not such an upward battle now—gender is front and center; 
the path will be a little easier and kinder.” 

Examples of gender equality work cited – work both directly and indirectly related to health outcomes – 
included: 

 Working with men and communities to understand the importance of antenatal care for 
pregnant women, and to involve men in FP programming; 

 Focusing on gender-related social, legal, and cultural barriers, including addressing gender 
norms, healthcare decision-making, leadership, employment parity, and women’s rights; 

 Promoting the enforcement or passage of laws related to gender-based violence; 
 Working with men, boys, and community leaders to prevent and respond to gender-based 

violence; 
 Increasing the numbers of women in health professions and in management structures of NGOs; 
 Engaging religious leaders and gatekeepers to communities; 
 Increasing political participation among women; and 
 Promoting cross-sector programs focused on areas such as education for girls and school health 

programs, economic empowerment for women, nutrition and women’s access to agricultural 
resources, and democracy and governance. 

Still, the encouragement of GHI country teams to examine their portfolio and its alignment with the 
WGGE principle did not necessarily translate into new programs, especially with regard to gender 
equality. According to one country team representative, “We still have a long way to go on gender 
dimensions.”  While some countries said they bolstered or augmented programs in response to the GHI 
focus on WGGE, others said that their work had not shifted significantly, but they instead changed the 
way work was described or packaged. 

Doing More Without New Resources Challenging 
No “new” money was attached to the GHI, despite early expectations that the GHI Plus countries would 
receive some additional resources. Therefore, country teams were expected to plan for and implement 
the GHI with existing resources. This has proved challenging for a number of country teams interviewed. 
Six expressed that they lacked adequate resources to fully fund gender-related efforts and to develop 
new activities. One GHI country representative stated, “We are trying to get more out of what we are 
already doing, infusing what we’re doing with [WGGE].” A few country representatives specifically noted 
that they were “packaging” work differently, rather than developing new activities, given the lack of 
additional funding. 

Although some said that it could be assumed that the GHI approach (which encourages coordination 
and integration) would ultimately produce efficiencies, a few interviewees pointed out that, in the short 
term, activities related to the GHI broadly and the principle specifically may not necessarily be more cost 
effective. As stated by one interviewee, “It takes resources to make changes.”  Additionally, for two 
country teams, the lack of new money became a source of misunderstanding with their respective host 
governments, which expected that new resources would be attached to the GHI. 
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Scope of Coordination and Integration on WGGE Varied Widely 
The GHI principles, including the WGGE principle, are intended to cut across USG health programs (e.g., 
HIV/AIDS, TB, malaria, FP/RH, MNCH, nutrition). Yet, as several respondents pointed out, the realities of 
integrating efforts across programs can be challenging. U.S. health funding comes from different funding 
streams, often controlled by different USG agencies or programming budget lines, which may be subject 
to different appropriations bills, reporting requirements, and restrictions. In addition, USAID missions 
also manage other USG development programs (e.g., education, democracy and governance, economic 
growth or “livelihoods”, and food security through Feed the Future). 

Based on the interviews, some country teams managed to navigate the complexities of coordination and 
integration better than others. For many teams, the principle opened the door to greater 
communication among USG agencies in country, and for a few it opened the door to greater integration 
and cross-sector programming by encouraging teams to more proactively identify opportunities for 
efficiencies and synergies within and between programs to enhance the gender focus. The views on the 
ease or difficulty of integration, as well as the degree to which integration has occurred, varied quite 
strikingly—one country representative noted they had “no real problem” bringing funding steams 
together, while for others, integration has proven much more challenging. 

There were a few key factors mentioned by interviewees that either facilitated or inhibited coordination 
and integration: 

Underlying Interagency Relationships  
Numerous interviewees said that the GHI provided a supportive environment for interagency 
coordination, encouraging a “whole of government” approach. Thus, the GHI often enhanced already 
strong interagency communications and coordination or allowed for, in the words of one interviewee, 
“more formalized discussions” on programming related to WGGE among the USG agencies and 
programs directly involved with health as well as other development efforts. 

For some country teams, PEPFAR provided a platform for strong interagency communications that 
countries built upon as they began to implement the GHI. Specifically, one country representative said 
that prior to the GHI, coordination and integration happened mostly under PEPFAR (primarily between 
HIV/AIDS and FP programming) but that GHI has encouraged better coordination between nutrition and 
MNCH staff, among others. 

A few countries shared concrete steps they have taken to encourage coordination under the GHI. One 
country mentioned that the Ambassador chairs an interagency meeting on health issues and in two 
others, staff have been co-located (e.g., USAID and CDC staff in one country, and PEPFAR and USAID 
health staff in another). In some cases, coordination was helped and encouraged by the mission director 
or others in leadership positions.  

However, some countries noted the complexities of USG interagency dynamics and that tension 
between agencies over jurisdiction and funding persisted. These tensions were said to have inhibited 
communication and coordination among agencies, which prevented certain teams from applying a 
“whole of government” approach to programming. 

Funding Flexibility  
Regardless of the degree of integration among programs in their countries, nearly all country teams 
underscored the importance of and need for more flexibility in order to leverage existing funding to 
meet the goals of the GHI and the WGGE principle. Echoing the sentiment of numerous other 
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interviewees, one country representative said, “If we really want full integration, we need more flexible 
money. The money is all earmarked for specific things, which limits program flexibility.”  According to 
another interviewee, “…we live in a world of appropriation and regulation; we are still figuring out how 
to leverage resources.” One country representative noted that it takes “creativity” to bring funding 
streams together. 

Composition of USG Health Portfolio  
Eleven country teams noted that integration of funding streams to provide comprehensive WGGE 
programming was easier and more effective when the USG funding portfolio in a country was more 
balanced—including relatively proportional shares of HIV/AIDS, FP/RH, MNCH, and other funding. 

For some countries with large PEPFAR programs, integration has proven more difficult as the majority of 
the money provided to those countries is tied to HIV/AIDS programs with strict limitations on how the 
funds can be used for non-HIV/AIDS activities. At the same time, other countries in which PEPFAR 
accounts for a significant share of funding cited the program as serving as a platform for integration. 
These countries said that while earmarks are challenging and programs need to be accountable to 
congressional appropriations, integration is indeed possible. 

One country noted an example of a new pediatric emergency ward and consolidated laboratory that 
were built with PEPFAR money, but which serve multiple purposes. In addition, PEPFAR funding helped 
renovate labor wards and train surgical officers in order to facilitate the prevention of mother-to-child 
transmission, which also contributed to maternal and child health services. According to the country 
team, the funding was still vertical, but the activities had a broader impact and the MNCH component 
probably would not have been pursued so aggressively without the GHI’s focus on that issue area. “The 
GHI opened areas PEPFAR could fund,” one team member noted. (See further discussion on PEPFAR 
below.) 

Several country representatives noted that there were more opportunities for integration when most of 
the U.S. health funding came from USAID, which often has experience in integrating different program 
areas at the country level—both within the health portfolio as well as among other development 
programs. For instance, one USAID mission reported that they had integrated WGGE into all new 
Request for Applications (RFAs) for implementing partners. 

Multiple Planning Cycles Across Programs 
A challenge to integrating programs cited by interviewees is that they operate on different planning 
cycles, which are not streamlined. This applies particularly to the PEPFAR Country Operational Plans 
(COPs), the President’s Malaria Initiative (PMI) Malaria Operational Plans (MOPs), and other Operational 
Plans (OPs). GHI strategies, which are intended to cut across program-specific plans and identify new 
areas for greater impact and synergies, were largely developed separately. However, there has been 
movement toward coordinating these processes. For example, one country said that their COP process 
will be aligned with their OP and MOP processes during the next planning cycle. 

PEPFAR Provided Both Opportunities and Challenges for WGGE Implementation 
The role of PEPFAR was a topic of each interview—whether PEPFAR was a major presence in a country 
or not. In countries with a strong PEPFAR presence, PEPFAR played a significant role in shaping the 
approach countries took in developing their GHI strategies and how the WGGE principle was addressed. 
However, this played out in different ways for each country, depending on the country context and the 
magnitude of PEPFAR’s presence as a share of the USG global health portfolio. Clear differences 
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emerged from discussions with countries where PEPFAR accounted for the majority of USG 
programming and funding, and those that had a more balanced health portfolio. 

For nine of the countries interviewed, PEPFAR provided a platform upon which GHI could build in terms 
of programming and infrastructure, as well as with communications and collaboration between and 
among USG agencies and implementing partners. A few countries have been able to capitalize on 
program integration already occurring under PEPFAR or identified opportunities for additional 
integration, such as between PEPFAR and FP/RH or malaria, or PEPFAR and MNCH (e.g., PEPFAR’s focus 
on the prevention of mother-to-child HIV transmission had enabled the renovation of labor and delivery 
wards in one area, which in turn advanced maternal and newborn health goals). One GHI representative 
noted, “PEPFAR has been a platform for interagency cooperation, and GHI solidified that collaboration 
and provides us non-PEPFAR funds for wrap-around activities.” 

PEPFAR’s focus on capacity building in some countries has helped support FP/RH services by increasing 
the training of health care workers and counselors. In one country, for example, PEPFAR funding 
provided technical assistance to the ministry of health to run a comprehensive care clinic for HIV in a 
hospital. This support helped strengthen the capacity of health care providers and counselors by training 
them to provide referrals to the FP/RH clinic, which was located on the same floor of the hospital. 

While PEPFAR provided opportunities for country teams, the dominance of PEPFAR presented some 
complexities and challenges for the WGGE work. For instance, while the PEPFAR experience helped 
create an atmosphere for interagency collaboration in certain countries, it provoked interagency 
tensions over funding in other countries. In some countries, when funding was almost exclusively from 
PEPFAR, integration was often more complicated. Conversely, in countries that were not large PEPFAR 
recipients, more flexibility with integrating funding streams was noted by interviewees. On occasion, 
however, PEPFAR provided central funding for a program related to WGGE, such as PEPFAR’s GBV 
Response Initiative in three countries.16 

WGGE Principle Gained More Traction When Aligned with Host Country Priorities 
All GHI country teams had cultivated working relationships with various entities in the host country 
government prior to the GHI, primarily the ministries of health, although the strength of those 
relationships varied as did the level of engagement of the host government in the GHI process. 
According to the interviews, the stronger relationships were prior to the GHI or the more the 
government itself was taking the lead in coordinating donors in health sector activities, the more 
involved the host governments were in the development of the GHI strategies and the more closely 
priorities aligned. In one country, the host country government’s health plan and the GHI plan were 
cited “as nearly one in the same.”  In another, the government drafted the first iteration of the GHI plan 
and provided feedback on subsequent drafts. In yet another country, the host government made a joint 
statement with President Obama upon the release of the GHI strategy, acknowledging the collaborative 
relationship between the two governments on health. 

Regarding the WGGE principle specifically, many of those interviewed indicated that the principle served 
as an entry point for discussions with the host government, enabling country teams to prioritize WGGE 
issues in these discussions, and, in some cases, helped “coalesce” the host country’s thinking around 
WGGE. Seven of the country teams interviewed believed that the focus on the WGGE principle reflected 
the national government’s plans to some extent. 

In many of the selected countries, teams stated that government leaders and ministries of health were 
invested in the health of women, although usually less so with issues of gender equality. In countries 
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where the host government had not actively addressed gender issues, USG efforts to engage the 
government on these issues proved challenging (e.g., addressing cultural norms such as husbands 
needing to grant permission for their wives to seek medical care). Nevertheless, USG programs reported 
making some inroads in certain areas of women’s health (e.g., access to family planning services). 

GHI teams have found additional ways to engage and collaborate with country partners, many of which 
pre-dated the GHI, but are important to note given their potential role in WGGE efforts moving forward. 
For instance, one team is helping their host government engage with civil society groups (e.g., 
professional associations of obstetricians and gynecologists); one is discussing strengthening referral 
systems for women’s health care services within the country; and another embedded consultants in the 
ministry of health to help manage logistics and commodity distribution related to FP. 

Guidance Needed on Measurement and Evaluation 
Measurement and evaluation was one of three requirements outlined in the guidance that were to be 
included in each country strategy. According to the guidance, measurement and evaluation should 
include collecting data to evaluate progress, notably sex- and age-disaggregated data as well as other 
relevant health statistics. Some countries have made progress, and have been collecting sex-
disaggregated data where possible. A few also reported collecting age-disaggregated data or data that 
are primarily output-based (e.g., number of women receiving antiretrovirals for the prevention of 
mother-to-child transmission or number of deliveries in a health facility with a skilled birth attendant). 

However, nearly all of those interviewed underscored the challenge of identifying and measuring 
outcomes to determine what is working with regard to WGGE programming, and many acknowledged 
that they have a long way to go on this front. Most countries noted the need for guidance on 
measurement and evaluation related to the WGGE principle, particularly help in identifying new metrics 
(including impact indicators) that can be tied to programming. One interviewee suggested that guidance 
on ways to analyze Demographic and Household Survey (DHS) survey data through a gender lens could 
also be helpful. 

Although in the early stages of implementation, a number of countries reported that they have received 
pressure to show results related to the WGGE principle. GHI country teams understood the need for 
stakeholders, including the Obama Administration and Congress, to see results, but they emphasized 
that it is too early to assess impact of the principle and related programming. 

Gender Staffing and Training Essential for WGGE Programming, but Inadequate in 
Most Countries 
Staffing and improving capacity and training on gender within USG agencies and implementing partners 
were cited as important components to advancing programming on the WGGE principle. Gender-related 
programming was more firmly supported in countries that had designated a strong, full-time gender 
focal point, although most country teams still do not have such positions. Of the country teams 
interviewed, eleven referred to some form of gender-related staffing (e.g., gender “focal points”,  
gender “advisors”, gender-based violence focal points), although not all of these positions were focused 
exclusively on health. Furthermore, most of these positions had gender as an “add-on” to their regular 
responsibilities and/or these positions were housed in one USG agency without responsibility for looking 
at gender across all programs. One interviewee underscored the need for staff training on gender and 
suggested that guidelines on staffing and core competencies necessary for gender work be developed. 
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Varying Levels of Technical Assistance and Other Support Provided by USG in 
Washington, DC  
As country teams developed their GHI strategies, there was variation in the level of support or technical 
assistance provided by the USG from Washington, DC. The supplemental guidance for the WGGE 
principle was finalized in April 2011, and, while cited as helpful by a number of countries, many of the 
GHI Plus countries had already submitted their GHI strategies and others were already far along in the 
process. Some country teams cited specific examples of helpful assistance from Washington, DC that 
included regional workshops on the GHI, although the WGGE principle was not usually a focus, and 
others have requested technical assistance to better review their programs through a gender lens. In 
addition, representatives from OGAC and GHI conducted a gender training session for USG staff in one 
country; two second round countries benefitted from GHI Plus country experiences; a few country 
teams found that the GHI strategy review process provided a helpful opportunity for the USG 
Interagency Task Force on Women and Girls to press country teams to elaborate on their gender 
programming; and at least one country had requested technical assistance to look at the country’s 
portfolio through a gender lens. 

On the other hand, some country teams reported little specific outreach or technical support from 
Washington, DC on the WGGE principle following the publication of the guidance in April 2011. In 
addition, a few interviewees felt that it would be helpful if the USG created a platform for teams to 
share “real world” examples of how they are addressing the principle from which others can learn. 

LOOKING AHEAD 
The interviews with GHI country representatives highlighted important themes and trends on the 
implementation of the WGGE principle, as well as USG global health efforts more broadly. While it is still 
too early to assess implementation success and whether or not the WGGE principle is having an impact 
on health outcomes for women and girls, as well as their families and communities, it is clear the 
principle has influenced country strategies and programming. Examining WGGE implementation is 
particularly timely given the recent changes being made to the GHI at the organizational and 
administrative levels. The implications of these changes remain unclear, but the emphasis on WGGE in 
the GHI and across USG diplomacy and development efforts remains and, therefore, the key themes 
identified during the course of this project can help inform policy discussions and future decisions about 
this work. 

As the next steps for the GHI and efforts related to women, girls, and gender equality are considered, 
several questions and challenges will be critical to address: 

 Will high-level leadership at the country-level and in Washington, DC continue to prioritize 
WGGE? 

 How will the WGGE principle and related programming be sustained and embedded in each 
country’s global health programming moving forward, as well as on the U.S. global health policy 
agenda more broadly? 

 How will the work done under the GHI umbrella be linked to or leveraged by other USG efforts 
related to the health and empowerment of women and girls and the advancement of gender 
equality? 

 How will global health programs continue to evolve from those focused on women and girls as 
beneficiaries to those addressing gender equality more broadly? 
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 How can USG funding streams be made more flexible to allow for integration across 
programming?  

 How will the WGGE principle be reflected in program-specific plans and budgets (COPs, MOPs, 
OPs) in order to ensure it is a priority area across USG health efforts? 

 How can PEPFAR platforms be further leveraged to implement the WGGE principle? 
 What additional non-financial resources are needed to effectively implement WGGE 

programming (e.g., technical assistance, sharing of lessons learned from implementation, 
incentives)? 

 Finally, how will the GHI transition impact the work on women, girls, and gender equality? 

ENDNOTES 
                                                           
1 U.S. Global Health Initiative, “About GHI” webpage, see: http://www.ghi.gov/about/index.htm. 
2 U.S Department of State, “Office of Global Women’s Issues” webpage, see: http://www.state.gov/s/gwi/. 
3 U.S. Department of State, The First Quadrennial Diplomacy and Development Review (QDDR): Leading Through Civilian Power, 
available at: http://www.state.gov/s/dmr/qddr/index.htm. 
4 U.S. Department of State, Promoting Gender Equality to Achieve Our National Security and Foreign Policy Objectives, fact 
sheet, available at: http://www.state.gov/s/gwi/rls/other/2012/187001.htm. 
5 U.S. Agency for International Development, USAID Launches New Gender Policy to Ensure Gender Equality and Female 
Empowerment, press release, available at: http://transition.usaid.gov/press/releases/2012/pr120301.html. 
6 U.S. Global Health Initiative, “Principles” webpage, see: http://www.ghi.gov/about/principles/index.htm. 
7 U.S. Global Health Initiative, “GHI in Country” webpage, see: http://www.ghi.gov/country/index.htm. According to the USG, 
GHI strategies were to be produced by approximately 40 of the more than 80 countries with USG health programs. 
8 Kaiser Family Foundation, The U.S. Global Health Initiative’s Women, Girls, and Gender Equality Principle: A Roundtable 
Discussion, March 2011, available at: http://www.kff.org/globalhealth/8128.cfm. 
9 U.S. Global Health Initiative, Global Health Initiative Supplemental Guidance on Women, Girls, and Gender Equality, available 
at: http://www.ghi.gov/resources/guidance/161891.htm. 
10 Kaiser Family Foundation, The Women, Girls, and Gender Equality Principle of the U.S. Global Health Initiative (GHI): 
Assessment of the GHI Plus Country Strategies, June 2011, available at: http://www.kff.org/globalhealth/8206.cfm. 
11 The first eight “GHI Plus” countries identified by the USG were Bangladesh, Ethiopia, Guatemala, Kenya, Mali, Malawi, Nepal, 
and Rwanda. 
12 U.S. Global Health Initiative, Global Health Initiative Next Steps -  A Joint Message, available at: 
http://www.ghi.gov/newsroom/blogs/2012/194472.htm. 
13 U.S. Global Health Initiative, “Focusing on Women, Girls, and Gender Equality” webpage, see: 
http://www.ghi.gov/about/principles/194857.htm 
14 Kaiser Family Foundation analysis of funding data from ForeignAssistance.gov, accessed October 1, 2012. See Appendix I for 
additional data. 
15 See Appendix II for additional data and sources. 
16 U.S. President’s Emergency Plan for AIDS Relief, PEPFAR: Addressing Gender and HIV/AIDS, available at: 
http://www.pepfar.gov/press/2011/157860.htm. 



14
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

 
 

AP
PE

N
DI

X 
I. 

TA
BL

E 
1.

 G
HI

 C
O

U
N

TR
IE

S 
IN

CL
U

DE
D 

IN
 A

N
AL

YS
IS

: O
VE

RV
IE

W
 O

F 
U

SG
 G

LO
BA

L 
HE

AL
TH

 P
RO

GR
AM

 P
RE

SE
N

CE
 

RE
G

IO
N

 
CO

U
N

TR
Y 

G
HI

 C
O

U
N

TR
Y 

PL
AN

 S
TA

TU
S 

U
SG

 G
LO

BA
L 

HE
AL

TH
 P

RO
G

RA
M

 P
RE

SE
N

CE
, F

Y 
20

11
 

 
G

HI
 P

lu
s 

Se
co

nd
 R

ou
nd

 
FP

/R
H

 
M

N
CH

 
N

ut
rit

io
n 

HI
V/

AI
DS

 
M

al
ar

ia
 

Tu
be

rc
ul

os
is

 
N

TD
s 

Af
ric

a 

De
m

oc
ra

tic
 R

ep
ub

lic
 o

f t
he

   
   

   
   

   
   

   
   

   
   

   
Co

ng
o 

 
X 

X 
X 

X 
X 

X 
X 

X 

Et
hi

op
ia

 
X 

 
X 

X 
X 

X 
X 

X 
 

Li
be

ria
 

 
X 

X 
X 

X 
X 

X 
X 

 
M

al
aw

i 
X 

 
X 

X 
X 

X 
X 

X 
 

M
oz

am
bi

qu
e 

 
X 

X 
X 

X 
X 

X 
X 

X 
N

ig
er

ia
 

 
X 

X 
X 

 
X 

X 
X 

 
Rw

an
da

 
X 

 
X 

X 
X 

X 
X 

 
 

Se
ne

ga
l 

 
X 

X 
X 

X 
X 

X 
X 

X 
Ta

nz
an

ia
 

 
X 

X 
X 

X 
X 

X 
X 

X 

As
ia

 

Ba
ng

la
de

sh
 

X 
 

X 
X 

X 
X 

 
X 

X 
Ca

m
bo

di
a 

 
X 

X 
X 

X 
X 

 
X 

X 
In

do
ne

si
a 

 
X 

 
X 

 
X 

 
X 

X 
N

ep
al

 
X 

 
X 

X 
X 

X 
 

 
X 

Eu
ro

pe
 a

nd
 

Eu
ra

sia
 

G
eo

rg
ia

 
 

X 
X 

X 
 

X 
 

X 
 

La
tin

 A
m

er
ic

a 
an

d 
th

e 
Ca

rib
be

an
 

G
ua

te
m

al
a 

X 
 

X 
X 

X 
X 

 
 

 

No
te

s:
 F

or
 G

HI
 C

ou
nt

ry
 P

la
n 

St
at

us
, “

X”
 in

di
ca

te
s w

he
th

er
 th

e 
co

un
tr

y 
w

as
 se

le
ct

ed
 a

s o
ne

 o
f t

he
 “

GH
I P

lu
s”

 c
ou

nt
rie

s,
 w

hi
ch

 w
er

e 
th

e 
fir

st
 se

t o
f G

HI
 c

ou
nt

rie
s t

o 
su

bm
it 

st
ra

te
gi

es
, o

r i
nc

lu
de

d 
in

 th
e 

“s
ec

on
d 

ro
un

d”
 o

f 
co

un
tr

ie
s c

om
pl

et
in

g 
st

ra
te

gi
es

. F
or

 U
SG

 G
lo

ba
l H

ea
lth

 P
ro

gr
am

 P
re

se
nc

e,
 “

X”
 in

di
ca

te
s p

ro
gr

am
 o

pe
ra

te
d 

in
 c

ou
nt

ry
 d

ur
in

g 
FY

 2
01

1.
 

So
ur

ce
s:

  U
.S

. G
lo

ba
l H

ea
lth

 In
iti

at
iv

e,
 “

GH
I i

n 
Co

un
tr

y,
” 

w
eb

pa
ge

, s
ee

: h
tt

p:
//

w
w

w
.g

hi
.g

ov
/c

ou
nt

ry
/in

de
x.

ht
m

, a
cc

es
se

d 
M

ay
 7

, 2
01

2;
 K

ai
se

r F
am

ily
 F

ou
nd

at
io

n 
an

al
ys

is 
of

 fu
nd

in
g 

da
ta

 fr
om

 F
or

ei
gn

As
sis

ta
nc

e.
go

v,
 

ac
ce

ss
ed

 O
ct

ob
er

 1
, 2

01
2;

 K
ai

se
r F

am
ily

 F
ou

nd
at

io
n,

 “
M

aj
or

 U
.S

. G
lo

ba
l H

ea
lth

 a
nd

 R
el

at
ed

 In
iti

at
iv

es
 b

y 
Co

un
tr

y,
” 

as
 o

f M
ay

 2
01

2,
 a

va
ila

bl
e 

at
: h

tt
p:

//
w

w
w

.k
ff.

or
g/

gl
ob

al
he

al
th

/7
88

1.
cf

m
. 



15
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

 
 

AP
PE

N
DI

X 
I. 

TA
BL

E 
2.

 G
HI

 C
O

U
N

TR
IE

S 
IN

CL
U

DE
D 

IN
 A

N
AL

YS
IS

: F
Y 

20
11

 U
SG

 G
LO

BA
L 

HE
AL

TH
 F

U
N

DI
N

G
 B

Y 
SE

CT
O

R 
 

RE
G

IO
N

 
CO

U
N

TR
Y 

FY
 2

01
1 

U
SG

 F
U

N
DI

N
G

 (U
S$

) 
 

 
O

ve
ra

ll 
FP

/R
H

 
M

N
CH

 
N

ut
rit

io
n 

HI
V/

AI
DS

 
M

al
ar

ia
 

Tu
be

rc
ul

os
is

 
O

th
er

 

Af
ric

a 

De
m

oc
ra

tic
 R

ep
ub

lic
 o

f t
he

  
   

Co
ng

o 
 1

25
,6

81
,0

00
  

14
,4

71
,0

00
  

 1
5,

46
9,

00
0 

 
1,

99
6,

00
0 

 
 4

8,
83

5,
00

0 
 

34
,9

30
,0

00
  

9,
98

0,
00

0 
 

0 
 

Et
hi

op
ia

 
 3

95
,5

71
,0

00
  

27
,9

43
,0

00
  

 2
0,

95
6,

00
0 

 
6,

68
5,

00
0 

 
 2

89
,0

89
,0

00
  

40
,9

18
,0

00
  

9,
98

0,
00

0 
 

0 
 

Li
be

ria
 

 3
5,

14
0,

00
0 

 
6,

98
6,

00
0 

 
 7

,9
84

,0
00

  
99

8,
00

0 
 

 5
,5

00
,0

00
  

13
,2

73
,0

00
  

39
9,

00
0 

 
0 

M
al

aw
i 

 1
14

,4
43

,0
00

  
11

,6
77

,0
00

  
 8

,9
82

,0
00

 
3,

99
2,

00
0 

 
 6

1,
94

8,
00

0 
 

26
,4

47
,0

00
  

1,
39

7,
00

0 
 

0 

M
oz

am
bi

qu
e 

 3
24

,6
27

,0
00

  
11

,4
77

,0
00

  
 1

1,
97

6,
00

0 
 

4,
99

0,
00

0 
 

 2
61

,9
53

,0
00

  
29

,2
41

,0
00

  
4,

99
0,

00
0 

 
0 

N
ig

er
ia

 
 5

73
,1

98
,0

00
  

25
,4

49
,0

00
  

 2
2,

95
4,

00
0 

 
0 

 
 4

71
,2

27
,0

00
  

43
,5

88
,0

00
  

9,
98

0,
00

0 
 

0 

Rw
an

da
 

 1
51

,4
87

,0
00

  
11

,9
76

,0
00

  
 8

,9
82

,0
00

  
2,

49
5,

00
0 

 
 1

09
,0

72
,0

00
  

18
,9

62
,0

00
  

0 
 

0 

Se
ne

ga
l 

 5
2,

78
8,

00
0 

 
12

,4
75

,0
00

  
 6

,4
87

,0
00

  
3,

99
2,

00
0 

 
 4

,5
35

,0
00

  
24

,4
51

,0
00

  
84

8,
00

0 
 

0 

Ta
nz

an
ia

 
 4

25
,4

76
,0

00
  

22
,6

55
,0

00
  

 8
,9

82
,0

00
  

6,
68

7,
00

0 
 

 3
36

,2
54

,0
00

  
46

,9
06

,0
00

  
3,

99
2,

00
0 

 
0 

As
ia

 

Ba
ng

la
de

sh
 

 6
1,

48
3,

00
0 

 
23

,1
54

,0
00

  
 2

0,
95

8,
00

0 
 

4,
69

1,
00

0 
 2

,7
00

,0
00

  
0 

 
9,

98
0,

00
0 

 
0 

 

Ca
m

bo
di

a 
 3

5,
46

0,
00

0 
 

4,
99

0,
00

0 
 

 8
,9

82
,0

00
  

99
8,

00
0 

 
 1

5,
50

0,
00

0 
 

0 
 

4,
99

0,
00

0 
 

0 
 

In
do

ne
si

a 
 4

2,
44

1,
00

0 
 

0 
 

 1
5,

46
9,

00
0 

 
0 

 
 1

3,
00

0,
00

0 
 

0 
 

13
,9

72
,0

00
  

0 

N
ep

al
 

 3
2,

64
5,

00
0 

 
10

,9
78

,0
00

  
 1

0,
47

9,
00

0 
 

6,
18

8,
00

0 
 

 5
,0

00
,0

00
  

0 
 

0 
 

0 
Eu

ro
pe

 a
nd

 
Eu

ra
sia

 
G

eo
rg

ia
 

 8
,0

85
,0

00
 

1,
52

0,
00

0 
 

 3
,4

95
,0

00
  

0 
 

 8
50

,0
00

  
0 

 
92

0,
00

0 
 

1,
30

0,
00

0 
 

La
tin

 A
m

er
ic

a 
an

d 
th

e 
Ca

rib
be

an
 

G
ua

te
m

al
a 

 1
8,

06
8,

00
0 

 
6,

58
7,

00
0 

 
 5

,9
88

,0
00

  
3,

49
3,

00
0 

 
 2

,0
00

,0
00

  
0 

 
0 

 
0 

No
te
s:

 T
hi

s t
ab

le
 re

fle
ct

s s
ou

rc
es

 o
f U

SG
 fu

nd
in

g 
fo

r t
he

se
 p

ro
gr

am
s t

ha
t i

s s
pe

ci
fie

d 
at

 th
e 

co
un

tr
y 

le
ve

l a
t U

SA
ID

 a
nd

 th
e 

De
pa

rt
m

en
t o

f S
ta

te
 a

nd
 re

po
rt

ed
 o

n 
Fo

re
ig

nA
ss

ist
an

ce
.g

ov
. T

hi
s t

ab
le

 d
oe

s n
ot

 in
cl

ud
e 

PE
PF

AR
 

fu
nd

in
g 

at
 o

th
er

 U
SG

 a
ge

nc
ie

s,
 w

hi
ch

 is
 n

ot
 re

po
rt

ed
 o

n 
FA

.g
ov

, o
r U

SA
ID

 N
TD

 P
ro

gr
am

 fu
nd

in
g 

da
ta

, w
hi

ch
 is

 n
ot

 a
va

ila
bl

e 
at

 th
e 

co
un

tr
y-

le
ve

l. 
M

os
t, 

if 
no

t a
ll,

 F
Y 

20
11

 g
lo

ba
l h

ea
lth

 fu
nd

in
g 

pr
ov

id
ed

 to
 th

es
e 

co
un

tr
ie

s 
bi

la
te

ra
lly

 w
as

 in
cl

ud
ed

 u
nd

er
 th

e 
GH

I, 
w

ith
 th

e 
ex

ce
pt

io
n 

of
 G

eo
rg

ia
.  

M
os

t o
f t

he
 F

Y 
20

11
 g

lo
ba

l h
ea

lth
 fu

nd
in

g 
fo

r G
eo

rg
ia

 w
as

 th
ro

ug
h 

ac
co

un
ts

 th
at

 w
er

e 
no

t i
nc

lu
de

d 
un

de
r t

he
 G

HI
 (e

.g
., 

As
sis

ta
nc

e 
fo

r E
ur

op
e,

 
Eu

ra
sia

 a
nd

 C
en

tr
al

 A
sia

 A
cc

ou
nt

, A
EE

CA
, a

nd
 th

e 
Ec

on
om

ic
 S

up
po

rt
 F

un
d,

 E
SF

). 
Ac

co
rd

in
g 

to
 F

or
ei

gn
As

sis
ta

nc
e.

go
v,

 th
e 

“O
th

er
” 

ca
te

go
ry

 in
cl

ud
es

 fu
nd

in
g 

fo
r a

dd
re

ss
in

g 
pu

bl
ic

 h
ea

lth
 th

re
at

s p
os

ed
 b

y 
in

fe
ct

io
us

 
di

se
as

es
 n

ot
 in

cl
ud

ed
 in

 o
th

er
 c

at
eg

or
ie

s a
s w

el
l a

s f
un

di
ng

 fo
r n

on
-c

om
m

un
ic

ab
le

 d
ise

as
e 

he
al

th
 th

re
at

s.
 

So
ur
ce
s:

 K
FF

 a
na

ly
sis

 o
f f

un
di

ng
 d

at
a 

fr
om

 F
or

ei
gn

As
sis

ta
nc

e.
go

v,
 a

cc
es

se
d 

O
ct

ob
er

 1
, 2

01
2.

 



16
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

AP
PE

N
D
IX
 I.
 F
IG
U
RE

S.
 G
H
I C

O
U
N
TR

IE
S 
IN
CL
U
D
ED

 IN
 A
N
AL
YS

IS
: F
Y2

01
1 
U
SG

 G
LO

BA
L 
H
EA

LT
H
 F
U
N
D
IN
G
 B
Y 
SE
CT

O
R 

(in
 U
S$
 m

ill
io
ns
)

N
ot
es
:
W
hi
le

fu
nd

in
g
fo
r
ne

gl
ec
te
d
tr
op

ic
al

di
se
as
es

is
in
cl
ud

ed
as

pa
rt

of
th
e
G
HI
,
FY

20
11

co
un

tr
y‐
le
ve
lf
un

di
ng

is
no

t
av
ai
la
bl
e
at

th
is

tim
e
an

d
is

no
t
in
cl
ud

ed
in

th
e
to
ta
l.
Ac

co
rd
in
g
to

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,t
he

“O
th
er
”
ca
te
go

ry
(a
s
se
en

in
G
eo

rg
ia
’s
fu
nd

in
g)

in
cl
ud

es
fu
nd

in
g
fo
ra

dd
re
ss
in
g
pu

bl
ic
he

al
th

th
re
at
s
po

se
d
by

in
fe
ct
io
us

di
se
as
es

no
ti
nc
lu
de

d
in

ot
he

rc
at
eg
or
ie
s
as

w
el
l

as
fu
nd

in
g
fo
rn

on
‐c
om

m
un

ic
ab

le
di
se
as
e
he

al
th

th
re
at
s.
Da

ta
m
ay

no
ts
um

to
10

0%
du

e
to

ro
un

di
ng

.
So

ur
ce
:K

FF
an

al
ys
is
of

fu
nd

in
g
da

ta
fr
om

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,a
cc
es
se
d
O
ct
ob

er
1,
20

12
.

H
IV
/A

ID
S

$4
8.
8

39
%

M
al
ar
ia

$3
4.
9

28
%

TB $1
0.
0

8%

FP
/R

H
$1

4.
5

12
%

M
N
CH

$1
5.
5

12
%

N
ut
rit
io
n

$2
.0

2%

To
ta
l =
 $
12

5.
7 
m
ill
io
n

FI
G
U
RE

 1
. D

EM
O
CR

AT
IC
 R
EP

U
BL

IC
 O
F 
TH

E 
CO

N
G
O

H
IV
/A

ID
S

$2
89

.1
73

%

M
al
ar
ia

$4
0.
9

10
%

TB $1
0.
0

3%

FP
/R

H
$2

7.
9

7%

M
N
CH

$2
1.
0

5%

N
ut
rit
io
n

$6
.7

2%

To
ta
l =
 $
39

5.
6 
m
ill
io
n

FI
G
U
RE

 2
. E
TH

IO
PI
A 

H
IV
/A

ID
S

$5
.5

16
% M

al
ar
ia

$1
3.
3

38
%

TB $0
.4

1%

FP
/R

H
$7

.0
20

%

M
N
CH

$8
.0

23
%

N
ut
rit
io
n

$1
.0

3%

To
ta
l =
 $
35

.1
 m

ill
io
n

FI
G
U
RE

 3
. L
IB
ER

IA

H
IV
/A

ID
S

$6
1.
9

54
%

M
al
ar
ia

$2
6.
4

23
%

TB $1
.4

1%

FP
/R

H
$1

1.
7

10
%

M
N
CH

$9
.0

8%

N
ut
rit
io
n

$4
.0

3%

To
ta
l =
 $
11

4.
4 
m
ill
io
n

FI
G
U
RE

 4
. M

AL
AW

I



17
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

AP
PE

N
D
IX
 I.
 F
IG
U
RE

S.
 G
H
I C

O
U
N
TR

IE
S 
IN
CL
U
D
ED

 IN
 A
N
AL
YS

IS
: F
Y2

01
1 
U
SG

 G
LO

BA
L 
H
EA

LT
H
 F
U
N
D
IN
G
 B
Y 
SE
CT

O
R 

(in
 U
S$
 m

ill
io
ns
)

N
ot
es
:
W
hi
le

fu
nd

in
g
fo
r
ne

gl
ec
te
d
tr
op

ic
al

di
se
as
es

is
in
cl
ud

ed
as

pa
rt

of
th
e
G
HI
,
FY

20
11

co
un

tr
y‐
le
ve
lf
un

di
ng

is
no

t
av
ai
la
bl
e
at

th
is

tim
e
an

d
is

no
t
in
cl
ud

ed
in

th
e
to
ta
l.
Ac

co
rd
in
g
to

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,t
he

“O
th
er
”
ca
te
go

ry
(a
s
se
en

in
G
eo

rg
ia
’s
fu
nd

in
g)

in
cl
ud

es
fu
nd

in
g
fo
ra

dd
re
ss
in
g
pu

bl
ic
he

al
th

th
re
at
s
po

se
d
by

in
fe
ct
io
us

di
se
as
es

no
ti
nc
lu
de

d
in

ot
he

rc
at
eg
or
ie
s
as

w
el
l

as
fu
nd

in
g
fo
rn

on
‐c
om

m
un

ic
ab

le
di
se
as
e
he

al
th

th
re
at
s.
Da

ta
m
ay

no
ts
um

to
10

0%
du

e
to

ro
un

di
ng

.
So

ur
ce
:K

FF
an

al
ys
is
of

fu
nd

in
g
da

ta
fr
om

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,a
cc
es
se
d
O
ct
ob

er
1,
20

12
.

H
IV
/A

ID
S

$2
62

.0
81

%

M
al
ar
ia

$2
9.
2

9%

TB $5
.0

2%

FP
/R

H
$1

1.
5

4%

M
N
CH

$1
2.
0

4%

N
ut
rit
io
n

$5
.0

2%

To
ta
l =
 $
32

4.
6 
m
ill
io
n

FI
G
U
RE

 5
. M

O
ZA

M
BI
Q
U
E

H
IV
/A

ID
S

$4
71

.2
82

%

M
al
ar
ia

$4
3.
6

8%

TB $1
0.
0

2%

FP
/R

H
$2

5.
4

4%

M
N
CH

$2
3.
0

4%

To
ta
l =
 $
57

3.
2 
m
ill
io
n

FI
G
U
RE

 6
. N

IG
ER

IA

H
IV
/A

ID
S

$1
09

.1
72

%

M
al
ar
ia

$1
9.
0

13
%

FP
/R

H
$1

2.
0

8%

M
N
CH

$9
.0

6%

N
ut
rit
io
n

$2
.5

2%

To
ta
l =
 $
15

1.
5 
m
ill
io
n

FI
G
U
RE

 7
. R

W
AN

DA

H
IV
/A

ID
S

$4
.5

9%

M
al
ar
ia

$2
4.
5

46
%

TB $0
.8

2%

FP
/R

H
$1

2.
5

24
%M
N
CH

$6
.5

12
%

N
ut
rit
io
n

$4
.0

8%

To
ta
l =
 $
52

.8
 m

ill
io
n

FI
G
U
RE

 8
. S
EN

EG
AL



18
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

AP
PE

N
D
IX
 I.
 F
IG
U
RE

S.
 G
H
I C

O
U
N
TR

IE
S 
IN
CL
U
D
ED

 IN
 A
N
AL
YS

IS
: F
Y2

01
1 
U
SG

 G
LO

BA
L 
H
EA

LT
H
 F
U
N
D
IN
G
 B
Y 
SE
CT

O
R 

(in
 U
S$
 m

ill
io
ns
)

N
ot
es
:
W
hi
le

fu
nd

in
g
fo
r
ne

gl
ec
te
d
tr
op

ic
al

di
se
as
es

is
in
cl
ud

ed
as

pa
rt

of
th
e
G
HI
,
FY

20
11

co
un

tr
y‐
le
ve
lf
un

di
ng

is
no

t
av
ai
la
bl
e
at

th
is

tim
e
an

d
is

no
t
in
cl
ud

ed
in

th
e
to
ta
l.
Ac

co
rd
in
g
to

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,t
he

“O
th
er
”
ca
te
go

ry
(a
s
se
en

in
G
eo

rg
ia
’s
fu
nd

in
g)

in
cl
ud

es
fu
nd

in
g
fo
ra

dd
re
ss
in
g
pu

bl
ic
he

al
th

th
re
at
s
po

se
d
by

in
fe
ct
io
us

di
se
as
es

no
ti
nc
lu
de

d
in

ot
he

rc
at
eg
or
ie
s
as

w
el
l

as
fu
nd

in
g
fo
rn

on
‐c
om

m
un

ic
ab

le
di
se
as
e
he

al
th

th
re
at
s.
Da

ta
m
ay

no
ts
um

to
10

0%
du

e
to

ro
un

di
ng

.
So

ur
ce
:K

FF
an

al
ys
is
of

fu
nd

in
g
da

ta
fr
om

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,a
cc
es
se
d
O
ct
ob

er
1,
20

12
.

H
IV
/A

ID
S

$3
36

.3
79

%

M
al
ar
ia

$4
6.
9

11
%

TB $4
.0

1%

FP
/R

H
$2

2.
7

5%

M
N
CH

$9
.0

2%
N
ut
rit
io
n

$6
.7

2%

To
ta
l =
 $
42

5.
5 
m
ill
io
n

FI
G
U
RE

 9
. T
AN

ZA
N
IA

H
IV
/A

ID
S

$2
.7

4%

TB $1
0.
0

16
%

FP
/R

H
$2

3.
2

38
%

M
N
CH

$2
1.
0

34
%

N
ut
rit
io
n

$4
.7

8%

To
ta
l =
 $
61

.5
 m

ill
io
n

FI
G
U
RE

 1
0.
 B
AN

G
LA

D
ES
H

H
IV
/A

ID
S

$1
5.
5

44
%

TB $5
.0

14
%

FP
/R

H
$5

.0
14

%

M
N
CH

$9
.0

25
%

N
ut
rit
io
n

$1
.0

3%

To
ta
l =
 $
35

.5
 m

ill
io
n

FI
G
U
RE

 1
1.
 C
AM

BO
D
IA

H
IV
/A

ID
S

$1
3.
0

31
%

TB $1
4.
0

33
%

M
N
CH

$1
5.
5

36
% To
ta
l =
 $
42

.4
 m

ill
io
n

FI
G
U
RE

 1
2.
 IN

D
O
N
ES
IA



19
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

AP
PE

N
D
IX
 I.
 F
IG
U
RE

S.
 G
H
I C

O
U
N
TR

IE
S 
IN
CL
U
D
ED

 IN
 A
N
AL
YS

IS
: F
Y2

01
1 
U
SG

 G
LO

BA
L 
H
EA

LT
H
 F
U
N
D
IN
G
 B
Y 
SE
CT

O
R 

(in
 U
S$
 m

ill
io
ns
)

N
ot
es
:
W
hi
le

fu
nd

in
g
fo
r
ne

gl
ec
te
d
tr
op

ic
al

di
se
as
es

is
in
cl
ud

ed
as

pa
rt

of
th
e
G
HI
,
FY

20
11

co
un

tr
y‐
le
ve
lf
un

di
ng

is
no

t
av
ai
la
bl
e
at

th
is

tim
e
an

d
is

no
t
in
cl
ud

ed
in

th
e
to
ta
l.
Ac

co
rd
in
g
to

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,t
he

“O
th
er
”
ca
te
go

ry
(a
s
se
en

in
G
eo

rg
ia
’s
fu
nd

in
g)

in
cl
ud

es
fu
nd

in
g
fo
ra

dd
re
ss
in
g
pu

bl
ic
he

al
th

th
re
at
s
po

se
d
by

in
fe
ct
io
us

di
se
as
es

no
ti
nc
lu
de

d
in

ot
he

rc
at
eg
or
ie
s
as

w
el
l

as
fu
nd

in
g
fo
rn

on
‐c
om

m
un

ic
ab

le
di
se
as
e
he

al
th

th
re
at
s.
Da

ta
m
ay

no
ts
um

to
10

0%
du

e
to

ro
un

di
ng

.
So

ur
ce
:K

FF
an

al
ys
is
of

fu
nd

in
g
da

ta
fr
om

Fo
re
ig
nA

ss
ist
an

ce
.g
ov

,a
cc
es
se
d
O
ct
ob

er
1,
20

12
.

H
IV
/A

ID
S

$5
.0

15
%

FP
/R

H
$1

1.
0

34
%

M
N
CH

$1
0.
5

32
%

N
ut
rit
io
n

$6
.2

19
%

To
ta
l =
 $
32

.6
 m

ill
io
n

FI
G
U
RE

 1
3.
 N
EP
AL

H
IV
/A

ID
S

$0
.9

11
%

TB $0
.9

11
%

FP
/R

H
$1

.5
19

%
M
N
CH

$3
.5

43
%O
th
er

$1
.3

16
%

To
ta
l =
 $
8.
1 
m
ill
io
n

FI
G
U
RE

 1
4.
 G
EO

RG
IA

H
IV
/A

ID
S

$2
.0

11
%

FP
/R

H
$6

.6
36

%
M
N
CH

$6
.0

33
%

N
ut
rit
io
n

$3
.5

19
%

To
ta
l =
 $
18

.1
 m

ill
io
n

FI
G
U
RE

 1
5.
 G
U
AT

EM
AL

A



20
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

 
 

AP
PE

N
DI

X 
II.

 T
AB

LE
 1

. G
HI

 C
O

U
N

TR
IE

S 
IN

CL
U

DE
D 

IN
 A

N
AL

YS
IS

: K
EY

 H
EA

LT
H 

IN
DI

CA
TO

RS
 

RE
GI

O
N

 
CO

U
N

TR
Y 

M
AT

ER
N

AL
 

M
O

RT
AL

IT
Y 

RA
TI

O
 

20
10

 

AN
TE

N
AT

AL
 

CA
RE

 
CO

VE
RA

GE
 

(A
T 

LE
AS

T 
4 

VI
SI

TS
) 

20
05

-2
01

1 

SK
IL

LE
D 

AT
TE

N
DA

N
T 

AT
 B

IR
TH

 
20

05
-2

01
1 

U
N

M
ET

 
N

EE
D 

FO
R 

FA
M

IL
Y 

PL
AN

N
IN

G
 

20
05

-2
01

0 

CO
N

TR
AC

EP
TI

VE
 

PR
EV

AL
EN

CE
 R

AT
E 

20
05

-2
01

0 

AD
O

LE
SC

EN
T 

BI
RT

H 
RA

TE
 

20
05

-2
01

0 

W
O

M
EN

’S
 

SH
AR

E 
O

F 
AD

U
LT

S 
LI

VI
N

G 
W

IT
H 

HI
V/

AI
DS

 
20

09
 

HI
V 

PR
EV

AL
EN

CE
 

AM
O

N
G 

YO
U

N
G 

PE
O

PL
E 

AG
ES

 1
5-

24
, 

BY
 G

EN
DE

R 
20

09
 

AR
V 

TH
ER

AP
Y 

CO
VE

RA
GE

 A
M

O
N

G 
HI

V-
IN

FE
CT

ED
 

PR
EG

N
AN

T 
W

O
M

EN
 

AG
ES

 1
5-

49
+  

20
09

-2
01

0 

de
at

hs
/1

00
,0

00
 

liv
e 

bi
rt

hs
 

%
 

%
 

%
 

%
 

pe
r 1

,0
00

 
w

om
en

, 
ag

es
 1

5-
19

 
%

 
%

 
fe

m
al

e 
%

 
m

al
e 

es
tim

at
e 

ra
ng

e 
%

 

Af
ric

a 

De
m

oc
ra

tic
 R

ep
ub

lic
 o

f t
he

 
   

Co
ng

o 
54

0 
44

 
80

 
26

 
18

 
13

5 
-- 

-- 
-- 

<1
 - 

1 

Et
hi

op
ia

 
35

0 
12

 
10

 
34

 
15

 
-- 

-- 
-- 

-- 
-- 

Li
be

ria
 

77
0 

66
 

46
 

36
 

11
 

-- 
61

 
0.

7 
0.

3 
29

 - 
53

 
M

al
aw

i 
46

0 
46

 
71

 
-- 

41
 

17
7 

59
 

6.
8 

3.
1 

23
 - 

31
 

M
oz

am
bi

qu
e 

49
0 

-- 
55

 
-- 

-- 
-- 

63
 

8.
6 

3.
1 

44
 - 

62
 

N
ig

er
ia

 
63

0 
45

 
34

 
20

 
15

 
12

3 
59

 
2.

9 
1.

2 
7 

- 1
0 

Rw
an

da
 

34
0 

24
 

69
 

38
 

36
 

43
 

63
 

1.
9 

1.
3 

50
 - 

75
 

Se
ne

ga
l 

37
0 

40
 

65
 

32
 

12
 

96
 

59
 

0.
7 

0.
3 

20
 - 

42
 

Ta
nz

an
ia

 
46

0 
43

 
49

 
22

 
34

 
11

6 
61

 
3.

9 
1.

7 
52

 - 
68

 

As
ia

 

Ba
ng

la
de

sh
 

24
0 

23
 

27
 

17
 

56
 

13
3 

31
 

<0
.1

 
<0

.1
 

8 
- 2

0 

Ca
m

bo
di

a 
25

0 
59

 
71

 
25

 
40

 
-- 

63
 

0.
1 

0.
1 

17
 - 

40
 

In
do

ne
si

a 
22

0 
82

 
77

 
9 

61
 

52
 

29
 

<0
.1

 
0.

1 
5 

- 1
5 

N
ep

al
 

17
0 

29
 

36
 

25
 

48
 

-- 
33

 
0.

1 
0.

2 
4 

- 1
4 

Eu
ro

pe
 a

nd
 

Eu
ra

sia
 

G
eo

rg
ia

 
67

 
71

 
10

0 
16

 
47

 
44

 
44

 
<0

.1
 

<0
.1

 
49

 - 
>9

5 

La
tin

 A
m

er
ic

a 
an

d 
th

e 
Ca

rib
be

an
 

G
ua

te
m

al
a 

12
0 

-- 
51

 
-- 

-- 
92

 
33

 
0.

3 
0.

5 
6 

- 8
7 

G
lo

ba
l 

21
0 

55
 

69
 

11
 

63
 

50
 

49
* 

0.
5*

 
0.

3*
 

44
 –

 5
4^

 
No

te
s:

 “
--"

 in
di

ca
te

s d
at

a 
is 

no
t a

va
ila

bl
e.

 *
 In

di
ca

te
s d

at
a 

is 
fr

om
 2

01
1.

 + 
Th

is 
in

di
ca

to
r s

ho
w

s t
he

 ra
ng

e 
fo

r t
he

 e
st

im
at

ed
 p

er
ce

nt
ag

e 
of

 p
re

gn
an

t w
om

en
 li

vi
ng

 w
ith

 H
IV

 w
ho

 re
ce

iv
ed

 a
nt

ire
tr

ov
ira

l m
ed

ic
in

e 
re

co
m

m
en

de
d 

by
 W

HO
 fo

r p
re

ve
nt

in
g 

m
ot

he
r-

to
-c

hi
ld

 tr
an

sm
iss

io
n 

(P
M

TC
T)

 o
f H

IV
. ^

 R
an

ge
 is

 fo
r a

ll 
lo

w
- a

nd
 m

id
dl

e-
in

co
m

e 
co

un
tr

ie
s.

 
So

ur
ce

s:
  W

HO
, e

t a
l.,

 T
re

nd
s i

n 
M

at
er

na
l M

or
ta

lit
y:

 1
99

0 
to

 2
01

0,
 a

va
ila

bl
e 

at
:  h

tt
p:

//
w

w
w

.w
ho

.in
t/

re
pr

od
uc

tiv
eh

ea
lth

/p
ub

lic
at

io
ns

/m
on

ito
rin

g/
97

89
24

15
03

63
1/

en
/in

de
x.

ht
m

l; 
W

HO
, W

or
ld

 H
ea

lth
 S

ta
tis

tic
s 2

01
2,

 
av

ai
la

bl
e 

at
: h

tt
p:

//
w

w
w

.w
ho

.in
t/

gh
o/

pu
bl

ic
at

io
ns

/w
or

ld
_h

ea
lth

_s
ta

tis
tic

s/
en

/in
de

x.
ht

m
l; 

U
N

AI
DS

, R
ep

or
t o

n 
th

e 
Gl

ob
al

 A
ID

S 
Ep

id
em

ic,
 2

01
0,

 a
va

ila
bl

e 
at

: h
tt

p:
//

w
w

w
.u

na
id

s.
or

g/
Gl

ob
al

Re
po

rt
/G

lo
ba

l_
re

po
rt

.h
tm

; 
U

N
AI

DS
, T

og
et

he
r W

e 
W

ill
 E

nd
 A

ID
S,

 2
01

2:
 h

tt
p:

//
w

w
w

.u
na

id
s.

or
g/

en
/r

es
ou

rc
es

/c
am

pa
ig

ns
/t

og
et

he
rw

ew
ill

en
da

id
s/

in
de

x.
ht

m
l; 

U
N

AI
DS

, A
ID

Si
nf

o.
or

g 
W

or
ld

 O
ve

rv
ie

w
, a

va
ila

bl
e 

at
:  

ht
tp

:/
/w

w
w

.u
na

id
s.

or
g/

en
/d

at
aa

na
ly

sis
/d

at
at

oo
ls/

ai
ds

in
fo

/;
 W

HO
/U

N
AI

DS
/U

N
IC

EF
, G

lo
ba

l H
IV

/A
ID

S 
Re

sp
on

se
, N

ov
em

be
r 2

01
1:

 h
tt

p:
//

w
w

w
.w

ho
.in

t/
hi

v/
pu

b/
pr

og
re

ss
_r

ep
or

t2
01

1/
en

/in
de

x.
ht

m
l. 



21
THE WOMEN, GIRLS, AND GENDER EQUALITY PRINCIPLE OF THE U.S. GLOBAL HEALTH INITIATIVE (GHI): 
HOW HAVE U.S. GOVERNMENT PROGRAMS RESPONDED?

AP
PE

N
DI

X 
II.

 T
AB

LE
 2

. G
HI

 C
O

U
N

TR
IE

S 
IN

CL
U

DE
D 

IN
 A

N
AL

YS
IS

: O
TH

ER
 K

EY
 IN

DI
CA

TO
RS

 
RE

GI
O

N
 

CO
U

N
TR

Y 
GE

N
DE

R 
PA

RI
TY

 IN
DE

X 
IN

 
SC

HO
O

L 
EN

RO
LL

M
EN

T+  
20

10
 

W
O

M
EN

’S
 

SH
AR

E 
O

F 
LE

GI
SL

AT
O

RS
 

AN
D 

M
AN

AG
ER

S 
19

99
-2

00
8 

 

SE
AT

S 
HE

LD
 

BY
 W

O
M

EN
 

IN
 N

AT
IO

N
AL

 
PA

RL
IA

M
EN

T 
20

11
 

PR
O

PO
RT

IO
N

 
O

F 
YO

U
N

G 
W

O
M

EN
 

AG
ED

 2
0-

24
 

M
AR

RI
ED

 B
Y 

AG
E 

18
 

20
00

-2
01

0 

LE
GA

L 
AG

E 
FO

R 
M

AR
RI

AG
E 

19
95

-2
00

7 

EX
IS

TE
N

CE
 O

F 
LE

GA
L 

PR
O

TE
CT

IO
N

 
AG

AI
N

ST
 

RA
PE

 
20

11
 

LE
GI

SL
AT

IO
N

 
RE

GA
RD

IN
G 

AB
O

RT
IO

N
 

20
12

 

EX
IS

TE
N

CE
 O

F 
LA

W
S 

AG
AI

N
ST

 
FE

M
AL

E 
GE

N
IT

AL
 

M
U

TI
LA

TI
O

N
 

20
08

 

GE
N

DE
R 

IN
EQ

U
AL

IT
Y 

IN
DE

X 
20

11
 

GL
O

BA
L 

GE
N

DE
R 

GA
P 

IN
DE

X 
20

11
 

Pr
im

ar
y 

Se
co

nd
ar

y 
Te

rt
ia

ry
 

%
 

%
 

%
 

Fe
m

al
e 

M
al

e 
Ye

s/
N

o 

Pr
oh

ib
ite

d/
 

Re
st

ric
tio

ns
/ 

N
o 

Re
st

ric
tio

ns
^ 

Ye
s/

N
o 

Ra
nk

 
1-

14
6 

Ra
nk

 
1-

13
5 

Af
ric

a 

De
m

oc
ra

tic
 

Re
pu

bl
ic

 o
f t

he
 

Co
ng

o 
0.

87
 

0.
58

 
-- 

-- 
8 

39
 

15
 

18
 

Ye
s 

Pr
oh

ib
ite

d 
-- 

14
2 

-- 

Et
hi

op
ia

 
0.

91
 

0.
82

 
0.

36
 

16
 

28
 

49
 

18
 

18
 

Ye
s 

Re
st

ric
tio

ns
 in

 
so

m
e 

ca
se

s 
Ye

s 
-- 

11
6 

Li
be

ria
 

-- 
-- 

-- 
-- 

13
 

38
 

-- 
-- 

Ye
s 

Re
st

ric
tio

ns
 in

 
so

m
e 

ca
se

s 
-- 

13
9 

-- 

M
al

aw
i 

1.
04

 
0.

91
 

0.
62

 
-- 

21
 

50
 

18
 

18
 

Ye
s 

Re
st

ric
tio

ns
 in

 
so

m
e 

ca
se

s 
-- 

12
0 

65
 

M
oz

am
bi

qu
e 

0.
90

 
0.

82
 

-- 
-- 

39
 

52
 

14
 

16
 

Ye
s*

 
Re

st
ric

tio
ns

 in
 

so
m

e 
ca

se
s 

-- 
12

5 
26

 

N
ig

er
ia

 
0.

91
 

0.
88

 
-- 

-- 
7 

39
 

-- 
-- 

Ye
s*

 
Re

st
ric

tio
ns

 in
 

so
m

e 
ca

se
s 

Ye
s 

-- 
12

0 

Rw
an

da
 

1.
02

 
1.

02
 

0.
77

 
-- 

56
 

13
 

21
 

21
 

Ye
s*

 
Re

st
ric

tio
ns

 in
 

so
m

e 
ca

se
s 

-- 
82

 
-- 

Se
ne

ga
l 

1.
06

 
0.

88
 

0.
60

 
-- 

23
 

39
 

-- 
-- 

Ye
s 

Pr
oh

ib
ite

d 
Ye

s 
11

4 
92

 

Ta
nz

an
ia

 
1.

02
 

-- 
0.

82
 

16
 

36
 

37
 

18
 

18
 

Ye
s*

 
Re

st
ric

tio
ns

 in
 

so
m

e 
ca

se
s 

Ye
s 

11
9 

59
 

As
ia

 

Ba
ng

la
de

sh
 

-- 
1.

13
 

-- 
23

 
19

 
66

 
18

 
21

 
Ye

s 
Re

st
ric

tio
ns

 in
 

so
m

e 
ca

se
s 

-- 
11

2 
69

 

Ca
m

bo
di

a 
0.

95
 

0.
90

 
-- 

14
 

21
 

23
 

18
 

20
 

Ye
s 

N
o 

Re
st

ric
tio

ns
 

-- 
99

 
10

2 

In
do

ne
si

a 
1.

02
 

1.
00

 
0.

89
 

22
 

18
 

22
 

16
 

19
 

Ye
s 

Re
st

ric
tio

ns
 in

 
so

m
e 

ca
se

s 
-- 

10
0 

90
 

N
ep

al
 

-- 
-- 

-- 
14

 
33

 
51

 
20

 
20

 
Ye

s*
 

N
o 

Re
st

ric
tio

ns
 

-- 
11

3 
12

6 
Eu

ro
pe

 a
nd

 
Eu

ra
sia

 
G

eo
rg

ia
 

1.
03

 
-- 

1.
25

 
34

 
7 

17
 

18
 

18
 

Ye
s 

N
o 

Re
st

ric
tio

ns
 

-- 
73

 
86

 

La
tin

 A
m

er
ic

a 
an

d 
th

e 
Ca

rib
be

an
 

G
ua

te
m

al
a 

0.
96

 
0.

93
 

-- 
-- 

12
 

35
 

18
 

18
 

Ye
s*

 
Re

st
ric

tio
ns

 in
 

so
m

e 
ca

se
s 

-- 
10

9 
11

2 

N
ot

es
: “

--"
 in

di
ca

te
s d

at
a 

is 
no

t a
va

ila
bl

e.
 + 

Th
e 

ra
tio

 o
f g

irl
s t

o 
bo

ys
 (g

ro
ss

 e
nr

ol
lm

en
t r

at
io

). 
*S

pe
ci

fie
s p

ro
te

ct
io

n 
ag

ai
ns

t s
po

us
al

 ra
pe

. ^
Co

un
tr

y 
pr

oh
ib

its
 a

bo
rt

io
n 

w
ith

 n
o 

ex
ce

pt
io

n 
as

 to
 re

as
on

; p
er

m
its

 a
bo

rt
io

n 
w

ith
 re

st
ric

tio
ns

 a
s 

to
 re

as
on

; o
r p

er
m

its
 a

bo
rt

io
n 

w
ith

 n
o 

re
st

ric
tio

ns
 a

s t
o 

re
as

on
 (h

ow
ev

er
, m

an
y 

co
un

tr
ie

s i
m

po
se

 a
 li

m
it 

on
 th

e 
pe

rio
d 

of
 ti

m
e 

du
rin

g 
w

hi
ch

 w
om

en
 ca

n 
ac

ce
ss

 th
e 

pr
oc

ed
ur

e)
. T

he
 G

en
de

r I
ne

qu
al

ity
 In

de
x’

s h
ig

he
st

 ra
nk

in
g 

co
un

tr
ie

s 
ar

e 
w

he
re

 w
om

en
 fa

re
 e

qu
al

ly
 to

 m
en

 in
 a

ch
ie

ve
m

en
ts

 a
lo

ng
 k

ey
 d

im
en

sio
ns

. T
he

 G
lo

ba
l G

en
de

r G
ap

 In
de

x’
s h

ig
he

st
 ra

nk
in

g 
co

un
tr

ie
s h

av
e 

th
e 

sm
al

le
st

 g
ap

s i
n 

ge
nd

er
 e

qu
al

ity
. 

So
ur

ce
s:

 C
en

te
r f

or
 R

ep
ro

du
ct

iv
e 

Ri
gh

ts
, W

or
ld

’s
 A

bo
rt

io
n 

La
w

s 2
01

2,
 a

va
ila

bl
e 

at
: h

tt
p:

//
w

or
ld

ab
or

tio
nl

aw
s.c

om
/m

ap
/; 

U.
S.

 D
ep

ar
tm

en
t o

f S
ta

te
, 2

01
1 

Co
un

tr
y 

Re
po

rt
s o

n 
Hu

m
an

 R
ig

ht
s P

ra
ct

ice
s,

 a
va

ila
bl

e 
at

: 
ht

tp
:/

/w
w

w
.s

ta
te

.g
ov

/j/
dr

l/r
ls/

hr
rp

t/
hu

m
an

rig
ht

sr
ep

or
t/

in
de

x.
ht

m
; C

en
te

r f
or

 R
ep

ro
du

ct
iv

e 
Ri

gh
ts

, F
em

al
e 

Ge
ni

ta
l M

ut
ila

tio
n 

(F
GM

): 
Le

ga
l P

ro
hi

bi
tio

ns
 W

or
ld

w
id

e,
 fa

ct
 sh

ee
t, 

av
ai

la
bl

e 
at

: 
ht

tp
:/

/r
ep

ro
du

ct
iv

er
ig

ht
s.o

rg
/e

n/
do

cu
m

en
t/

fe
m

al
e-

ge
ni

ta
l-m

ut
ila

tio
n-

fg
m

-le
ga

l-p
ro

hi
bi

tio
ns

-w
or

ld
w

id
e;

 U
N

IC
EF

, S
ta

te
 o

f t
he

 W
or

ld
’s

 C
hi

ld
re

n 
20

12
, a

va
ila

bl
e 

at
:  

ht
tp

:/
/w

w
w

.u
ni

ce
f.o

rg
/s

ow
c2

01
2/

st
at

ist
ic

s.p
hp

; U
N

 S
ta

tis
tic

s D
iv

isi
on

, 
av

ai
la

bl
e 

at
: h

tt
p:

//
da

ta
.u

n.
or

g/
De

fa
ul

t.a
sp

x 
an

d 
ht

tp
:/

/u
ns

ta
ts

.u
n.

or
g/

un
sd

/d
em

og
ra

ph
ic/

pr
od

uc
ts

/in
dw

m
/; 

UN
DP

, H
um

an
 D

ev
el

op
m

en
t R

ep
or

t 2
01

1,
 a

va
ila

bl
e 

at
:  

ht
tp

:/
/h

dr
.u

nd
p.

or
g/

en
/r

ep
or

ts
/g

lo
ba

l/h
dr

20
11

/;
 W

or
ld

 E
co

no
m

ic
 

Fo
ru

m
, G

lo
ba

l G
en

de
r G

ap
 R

ep
or

t 2
01

1,
 a

va
ila

bl
e 

at
: h

tt
p:

//
w

w
w

.w
ef

or
um

.o
rg

/is
su

es
/g

lo
ba

l-g
en

de
r-

ga
p.

  



The Henry J. Kaiser Family Foundation

Headquarters
2400 Sand Hill Road
Menlo Park, CA 94025
Phone 650-854-9400  Fax 650-854-4800

Washington Offices and
Barbara Jordan Conference Center
1330 G Street, NW
Washington, DC 20005
Phone 202-347-5270  Fax 202-347-5274

www.kff.org

This report (#8377) is available on the Kaiser Family Foundation’s website at www.kff.org.

The Kaiser Family Foundation, a leader in health policy analysis, health journalism and communication, is dedicated  
to filling the need for trusted, independent information on the major health issues facing our nation and its people.  
The Foundation is a non-profit private operating foundation, based in Menlo Park, California.


