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Abstract 

Background: Gender-based violence (GBV) is a global health, human rights, and protection issue, which can increase 
during emergencies. GBV coordination is an essential component of every humanitarian response, ensuring that, from 
the earliest phases of a crisis, accessible and safe services are available and prevention and mitigation mechanisms are 
implemented to reduce GBV. We sought to address the limited evidence on GBV coordination, by reviewing literature 
on GBV coordination in emergencies, identifying facilitators and barriers influencing effectiveness.

Methods: We conducted a scoping review on GBV coordination in emergencies from 1990 to 2020. Studies explic-
itly discussing GBV coordination in humanitarian, natural disaster and public health emergencies, in low or middle-
income countries, were included. Using thematic analysis, we developed a six-topic framework to synthesise evidence 
on effective GBV coordination and present recommendations for strengthening GBV coordination in emergencies.

Findings: We included 28 of 964 sources identified, covering 30 different emergency settings across 22 countries. 
Sources spanned emergency settings, with minimal evidence in public health emergencies and none focussed solely 
on GBV coordination. Several sources suggested that timely establishment of GBV coordination mechanisms, led by 
dedicated, experienced coordinators, increased funding and strengthened service provision. GBV risk mitigation was 
compromised by weak commitment across sectors, poor accountability systems, and limited engagement of affected 
women. Inclusive GBV coordination, involving national and local actors is vital but engagement efforts have been 
inadequate and localisation funding targets not yet achieved. Implementation of the GBV Information Management 
System has reinforced coordination, funding allocation and service provision. While specialist GBV services remain 
insufficient, emergencies can present opportunities for expansion. Sustainability and long-term impact are compro-
mised by over-reliance on international leadership and funding, weak commitment by governments, and limited 
attention to GBV prevention.

Conclusion: Despite enhanced global commitments to addressing GBV in recent years, it remains consistently 
under-prioritised and under-resourced. Recommendations to strengthen GBV coordination in emergencies include: 
funding dedicated GBV coordination positions across all types of emergencies, building the global GBV coordina-
tion workforce, expanding inclusion of national actors and investing in GBV risk mitigation and prevention through 

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver (http:// creat iveco 
mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

*Correspondence:  philomena.raftery@lshtm.ac.uk

1 Department of Global Health and Development and Health in Humanitarian 
Crises Centre, London School of Hygiene and Tropical Medicine, Keppel 
Street, London, UK
Full list of author information is available at the end of the article

http://orcid.org/0000-0002-2683-7154
http://orcid.org/0000-0003-4174-7349
http://orcid.org/0000-0001-7777-722X
http://orcid.org/0000-0002-1878-8145
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13031-022-00471-z&domain=pdf


Page 2 of 22Raftery et al. Conflict and Health           (2022) 16:37 

Introduction
Evolution of gender‑based violence (GBV) coordination 
in emergencies
Gender-based violence (GBV) is a global health, human 
rights, and protection issue, which often goes underre-
ported and unaddressed [1]. The Inter-Agency Standing 
Committee (IASC) defines GBV as “an umbrella term for 
any harmful act that is perpetrated against a person’s will, 
and that is based on socially ascribed (ie. gender) differ-
ences between males and females” p.5 [2]. Humanitarian 
emergencies, which are becoming increasingly complex 
and protracted [3, 4], can perpetuate GBV, as vulner-
abilities and risks increase and family and community 
protections are stretched or collapse [5]. During emer-
gencies, coordination between UN agencies, national 
governments, international, national and local organiza-
tions, within the established humanitarian coordination 
architecture, ensures that responses are effectively deliv-
ered [6]. Through collaborative efforts that optimally use 
available resources and capacities, effective coordination 
identifies and meets priority needs, addresses gaps and 
reduces duplication [7, 8]. GBV coordination is defined 
as an essential component of the humanitarian response, 
which ensures that from the earliest phases of a crisis, 
accessible and safe services are available to survivors and 
that prevention and mitigation mechanisms are put in 
place to reduce incidents of GBV [7]. Despite expanded 
international attention and growing evidence on GBV 
response, risk mitigation and prevention in emergen-
cies, GBV coordination, while recognised as a vital to 
addressing GBV, is rarely explored systematically or 
in-depth. This study aimed to fill this gap by synthesis-
ing the research evidence on GBV coordination in emer-
gencies, identifying facilitators and barriers to effective 
coordination.

Deeply entrenched in gender inequality, GBV is often 
reinforced by patriarchal norms, discriminatory laws, 
and socio-cultural norms that undermine women’s rights 
[1, 9]. GBV takes many forms in humanitarian settings, 
with estimates that one in five refugee or displaced 
women experience sexual violence [10]. In camp settings 
for displaced people, intimate partner violence (IPV) is 
often the most common reported form of GBV [11–13]. 
Public health emergencies such as epidemics and pan-
demics also increase GBV-related risks and limit access 
of survivors to services, due to lockdowns and staff and 
resource constraints [14, 15].

GBV coordination in humanitarian emergencies falls 
within the protection cluster in the United Nations (UN)-
led international humanitarian cluster system adopted in 
2005 [16], with the GBV Area of Responsibility (AoR), led 
by UNFPA, acting as the global forum for GBV coordi-
nation since 2006 [7]. The GBV AoR leads GBV coordi-
nation in non-refugee emergencies [8], while in refugee 
contexts, UNHCR takes the lead under the refugee coor-
dination model, often in collaboration with UNFPA [7, 
17, 18]. At the country-level, GBV coordination ensures 
a multi-sectorial and multi-level response for survivors, 
including Health, Mental Health and Psychosocial Sup-
port (MHPSS), Legal aid, and Livelihoods [7]. The Gen-
der-Based Violence Information Management System 
(GBVIMS) enables GBV service providers to safely and 
ethically collect, store, analyse, and share, data related to 
reported GBV incidents which informs coordination and 
programming [19]. National and field-level coordination 
mechanisms often have different, but complementary 
functions [7].

Addressing GBV requires a broad multi-sectorial, 
interagency approach, therefore, successful GBV coor-
dination, depends on a wide variety of actors collabo-
rating to achieve safe, ethical and comprehensive GBV 
programming [7]. GBV coordination promotes a shared 
understanding of GBV amongst humanitarian, national 
and local actors, ensuring that GBV minimum stand-
ards and guiding principles are known and that GBV is 
prioritized by response leadership, donors and actors 
[7]. Crucially, the 2015 guidelines state that all humani-
tarian actors must act under the assumption that GBV 
is occurring, regardless of the existence of evidence and 
outline responsibilities and actions to be taken by each 
sector to identify and mitigate GBV risks [2]. The GBV 
sector is closely linked with the work of the larger Pro-
tection sector, and also with the other areas of respon-
sibility within the Protection sector, particularly Child 
Protection [7, 16]. Close coordination with the Health 
sector, is required for implementation of the Minimal 
Initial Service Package (MISP), which provides guid-
ance on sexual and reproductive health and GBV ser-
vice provision in emergencies, and Clinical Management 
of Rape (CMR) services [7, 20]. MHPSS responsibilities 
are usually attached to the Health or Protection clusters 
or addressed within a cross-sectoral working group [7]. 
Other sectors with specific GBV risk mitigation respon-
sibilities include Water, sanitation and hygiene (WASH), 

multiyear funding. The evidence-based framework for effective GBV coordination presented here, can guide further 
research in diverse emergencies.
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Shelter, Education and Livelihoods. Systemic gender ine-
quality is recognized as a root cause of GBV, therefore, 
gender equality programming is critical and protection 
against sexual exploitation and abuse (PSEA) is also often 
closely linked to GBV coordination [7, 16]. The cross-cut-
ting nature of GBV programming can make coordination 
of diverse actors operating within complex, emergency 
contexts challenging, which can compromise GBV survi-
vors’ access to services [13].

GBV policy context advances
International attention and commitment to address-
ing GBV in emergencies has rapidly expanded in recent 
years [21]. The UN Security Council has adopted seven 
ground-breaking resolutions which frame the Women, 
Peace, and Security agenda over the past two decades [22, 
23]. GBV funding flows and accountability mechanisms 
increased considerably following the 2013 multi-stake-
holder global Call to Action on protection from GBV in 
emergencies [1] which mobilized attention and high-level 
commitment from global actors and donors [21]. Call to 
Action partners launched 5 year road maps in 2015 and 
2021 [5, 24] with outcome two, focused on the humani-
tarian architecture, promoting effective and account-
able inter-agency GBV leadership and coordination [24]. 
Several international best practice standards, guide-
lines, training resources and technical tools to support 
GBV coordination in emergencies have also been devel-
oped [21], including the 2015 guidelines for integrat-
ing GBV interventions in humanitarian action [25]; the 
2010 handbook (updated in 2019) for coordinating GBV 
interventions in emergencies [7, 16]; a 2014 set of core 
competencies considered necessary for effective GBV 
prevention and response programming and inter-agency 
coordination [26]; and a 2020 set of minimum stand-
ards for GBV programming in emergencies [27]. At the 
operational level, in 2014 creation of GBV AoR Regional 
Emergency GBV Advisor (REGA) roles for deployment 
in Level three emergencies, was a successful follow-up to 
these global-level investments. GBV is a core component 
of UNHCR’s protection mandate and GBV and gender 
equality are priority areas in UN Humanitarian Coordi-
nators’ Terms of Reference.

Within this rapidly evolving context, understanding 
what influences effective GBV coordination in differ-
ent contexts is critical. While several systematic reviews 
address GBV prevention and response in humanitarian 
settings, literature exploring GBV coordination is limited. 
This review aimed to examine literature on GBV coor-
dination in humanitarian and public health emergen-
cies, to identify facilitators and barriers to effective GBV 

coordination, and to draw out lessons for strengthening 
GBV coordination in emergencies.

Methods
Study design
We conducted a scoping review from October 2020 
to January 2021 using Arksey & O’Malley’s five-stage 
approach [28, 29]. The term “emergencies” refers to situa-
tions of armed conflict or natural disaster, involving pop-
ulation displacement, or public health emergencies such 
as outbreaks, epidemics or pandemics [30].

Research question
Our research question was intentionally broad to capture 
a range of sources [28]: ‘What is the existing evidence on 
GBV coordination in emergencies, including facilitators 
and barriers influencing its effectiveness?’.

Identifying potential sources
We initially searched six databases (i.e. Web of Science, 
Scopus, Pubmed, Medline, EMBASE, Global Health 
systematically using search terms related to three con-
cepts: (a) humanitarian response/crisis/emergency; (b) 
emergency response coordination; and (c) gender-based 
violence/GBV (Additional file  1: Box  1 Search strategy). 
Secondly, we searched 12 relevant websites purposively 
(i.e. GBV AoR, OCHA, UNHCR, UNFPA, UN Women, 
UNICEF, WHO, International Rescue Committee [IRC], 
CARE, Women’s Refugee Council, ALNAP, Interagency 
working group on reproductive health in crises (IAWG)) 
using ‘GBV coordination’ and related search terms. 
Finally, we searched reference lists for additional relevant 
sources.

Selecting sources
We screened potential sources by title and abstract 
and the remainder by full text against eligibility criteria 
(Table  1). We included humanitarian, natural disaster 
and public health emergency settings in low or middle-
income countries including emergency onset, relief and 
recovery phases. We included any affected populations 
(e.g., refugees, service providers, emergency responders, 
policy professionals), any study design (e.g., qualitative, 
quantitative, evaluation), published from 1990 to 2021 in 
English. We only included sources explicitly discussing 
GBV coordination and excluded those reporting inter-
ventions or approaches to GBV prevention and response 
that did not explicitly discuss GBV coordination. Confer-
ence abstracts, training materials, social media, media, 
and guidance and policy documents were excluded.
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Charting and synthesis
We kept the definition and scope of GBV coordination 
broad to capture a range of data. We extracted data using 
the six elements outlined in the Call to Action roadmap 
outcome two, i.e. GBV Sector coordination; coordina-
tion between GBV, PSEA, and gender equality; coordina-
tion on risk mitigation; integration of GBV; localization; 
resources and advocacy [24]. We synthesised data on 
each topic then used an iterative approach, informed 
by Ritchie & Spencer’s framework method [31], and the 
coordination functions outlined in the GBV coordina-
tion handbook [7], to develop six synthesised themes: (1) 
Implementing a GBV sub-cluster; (2) GBV prioritisation, 
advocacy and access to resources; (3) GBV risk mitiga-
tion and integration; (4) GBV localisation; (5) GBV data 
and information management; and (6) GBV coordination 
to support service delivery. We used thematic analysis to 
identify and summarise data on facilitators and barriers 
to effective GBV coordination within each theme.

Results
Source characteristics
We included 28 sources of 964 identified (i.e. 896 from 
databases, 25 from websites, 43 from reference lists). 
Figure 1 presents the PRISMA flow diagram and Table 2 
provides characteristics of included sources. All studies 
were conducted and published between 2008 and 2020. 
Most [23] included frontline ‘field-level’ perspectives cov-
ering 30 different emergency settings across 22 countries. 
(i.e. 12 Middle East and North Africa region—primarily 

the Syrian refugee crisis (10/12), 12 sub-Saharan Africa, 
six Asia–Pacific region, four Americas, 10 multi-country, 
5 global-level), although none focussed solely on GBV 
coordination. Three sources discussed public health 
emergencies (i.e. 2013–16 West Africa Ebola epidemic, 
2012 cholera outbreak in Haiti, COVID-19 within the 
Syrian refugee crisis), five covered natural disasters (i.e. 
Pakistan floods, Ethiopia drought, Indonesia tsunami, 
Nepal earthquake), and the remainder involved humani-
tarian settings at various stages of crisis. Less than half 
[11] were peer-reviewed articles and 17 were organisa-
tion reports, evaluations or non-peer reviewed research, 
three of which were independent evaluations.

Overview of GBV coordination
To visualise the complex matrix of agencies, relation-
ships, and mechanisms constituting GBV coordination, 
we developed a graphic overview of GBV coordination 
from global to frontline level (Fig.  2) based on descrip-
tions of GBV coordination in the GBV coordination 
handbook and guidance documents [7, 16].

Thematic analysis
Table 3 presents facilitators and barriers to effective GBV 
coordination identified through the scoping review, Fig. 3 
presents an evidence-based framework of themes influ-
encing effective GBV coordination, and evidence sup-
porting each theme is summarised below.

Table 1 Eligibility criteria

Category Inclusion criteria Exclusion criteria

Context Humanitarian and public health emergency settings including 
relief, and recovery phases

Other settings

Pre-emergency, non-emergency settings e.g. preparedness

Topic Studies explicitly mentioning GBV coordination and containing 
information pertaining to at least one of the key topics of GBV 
coordination identified as: Implementing a GBV sub-cluster; pri-
oritisation, advocacy and access to resources; GBV risk mitigation 
and integration; localisation; data and information management; 
coordination for service delivery.

Studies that did not explicitly mention GBV coordination

Reviews or evaluations of individual GBV response or 
prevention interventions or approaches

Other topics

Source type Research articles Conference abstracts covering material in a publication

Systematic/scoping reviews Training materials

Technical reports with a research component Individual/household case studies

Organisational reports Protocols, methods description only

Evaluations Social media/media, audio/video

Guidance and policy documents

Study design All study designs No research component/entirely theoretical

Participants/population Staff of UN, international and national organisations working on 
GBV in emergency settings, GBV service providers and affected 
populations in emergency and humanitarian settings

Populations in non-emergency/non- humanitarian settings

Publication year 1990—January 2021 Pre-1990

Language English Other languages with no English abstract
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Implementing a GBV sub‑cluster
All 28 sources included reflections on implementing a 
GBV sub-cluster. Timely GBV sub-cluster activation, with 
dedicated GBV coordinators and funding were noted as 
critical for effective GBV coordination. However, over-
reliance on international funding, technical support and 
leadership, compromised sustainability.

Timely and  clear GBV sub‑cluster activation and  MISP 
implementation Several sources noted a growing 
awareness and commitment to addressing GBV early 
in humanitarian response [32–37]. UNICEF in 2016, 
reported implementing rapid GBV responses following 
declarations of Level 3 emergencies in Lebanon, Jordan, 
South Sudan, and Nepal [38]. In Nepal, strong MISP 
coordination was driven by committed leadership from 
the Ministry of Health, leveraging existing relationships 
between government, international non-governmental 

organization’s (INGOs), UN agencies, and national actors, 
resulting in the rapid establishment of GBV coordination 
and a GBV referral pathway [34]. Uganda’s protracted 
humanitarian emergency was one of the first pilots of the 
Humanitarian Cluster Approach in 2006 and was praised 
by humanitarian actors and GBV specialists for improv-
ing GBV coordination [39]. The Uganda GBV sub-clus-
ter reduced duplication, enhanced GBV services quality, 
defined a standardized referral pathway, developed a sys-
tem for collecting GBV data, and formed a consortium 
to implement common trainings and mobilise funds [39, 
40]. The establishment of sub-national or decentralised 
coordination structures which complement national level 
functions was also deemed beneficial in several settings. 
In Lebanon and Northern Uganda, for example, UNHCR 
and UNFPA had decentralised coordination and delegated 
authority to field offices, allowing them to better adapt the 

Fig. 1 PRISMA flow diagram
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response to the local context and engage more operational 
local actors [39, 41].

Conversely, late or non-activation of a GBV coordi-
nation mechanism and MISP implementation com-
promised GBV service delivery. For example, the GBV 
sub-cluster in Pakistan’s 2010 emergency, was established 
almost two months after emergency declaration [42], 
in 2014 in Iraq was activated seven months after emer-
gency onset, and not at all in Sierra Leone during the 
2013–16 Ebola epidemic [43]. With no GBV coordination 
mechanism in place in Sierra Leone, and limited fund-
ing, GBV actors were unable to address gaps left by the 
overwhelmed health sector, leaving GBV survivors with-
out critical services [43], pointing to an important gap in 
GBV coordination in public health emergencies. Mini-
mal coordination and lack of adherence to international 
standards in 2011, hindered refugee access to appropri-
ate GBV services at the start of the Syrian refugee crisis, 
in Lebanon [44]. Weak MISP coordination in Jordan in 
2007, impacted GBV response, although improvements 
were noted during the Syrian refugee response [33, 37, 
45]. Nevertheless, coordination in urban settings was 
weaker than camp coordination, because dispersed 

refugees were less visible [32, 33]. In Timor-Leste 2006 
response, an interagency MISP coordinator was not 
appointed, with GBV response leadership and advocacy 
consequently lacking [36], and in Indonesia lack of coor-
dination hindered MISP implementation [45]. Complex 
UN coordination systems in Iraq in 2014, with the cluster 
system activated for internally displaced persons (IDPs) 
in parallel to the UNHCR-led system for refugees, com-
plicated GBV response work, leading some to criticise 
GBV coordination as ‘confusing’ or ‘inefficient’ [43].

Designated GBV coordinators and funding Strong coor-
dinators with good leadership qualities and dedicated time 
and funding for coordination were highlighted as critical 
facilitators for effective GBV coordination. In Lebanon, 
national coordination was considered strong, attributed 
to having dedicated coordinators with allocated budgets 
[41, 46]. In Northern Uganda, introduction of resourced 
GBV coordinators at national, regional, and district lev-
els, chosen for their “good leadership qualities”, was 
also deemed a coordination facilitator [39]. In the Syria 
response, strong GBV coordination and contextual under-
standing, facilitated effective use of limited resources and 

Fig. 2 Graphic overview of GBV coordination from global to frontline level. GBV AoR = GBV Area of Responsibility; UNFPA = United Nations 
Population Fund; REGA = Regional Emergency Gender Based Violence Advisor; UNHCR = United Nations High Commissioner for Refugees; 
OCHA = Office for Coordination of Humanitarian Affairs; HC/HCT = Humanitarian coordinator/Humanitarian country team; PSEA = Prevention of 
sexual exploitation and abuse; CMR = Clinical management of rape; MISP = Minimum initial service package; SRH = Sexual and reproductive health; 
LGBTIQ +  = Lesbian, Gay, Bisexual, Trans and gender diverse, Intersex, Queer and questioning
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Table 3 Facilitators and barriers to effective GBV coordination identified through the scoping review

GBv coordination framework theme Facilitators Barriers

Implementing a GBV sub-cluster 1. Timely GBV sub-cluster activation and MISP 
implementation

1. Late or non-activation of a GBV coordination 
mechanism and MISP implementation

2. Designated interagency GBV coordinators and 
funding

2. Late or short-term deployment of coordinators

3. Limited government engagement compro-
mised sustainability

Prioritisation, advocacy and access to resources 3. Increased high-level commitments to combat-
ting GBV

4. Insufficient and inconsistent GBV funding alloca-
tion

Risk mitigation and integration 4. Roll-out of GBV guidelines enhanced efforts to 
integrate GBV risk mitigation

5. Low commitment and accountability on GBV 
risk mitigation across sectors

6. Non-compliance to GBV guidelines exacerbates 
GBV risks

Localization 5. Long-term capacity building, mentoring and 
partnerships with UN agencies and INGOs and 
mentoring of local and national NGOs

7. Minimal progress on funding allocation to sup-
port the localisation agenda

8. Lack of global good practice standards to guide 
localization efforts

9. Exploitative and unequal partnerships

10. Language and cultural barriers to local and 
national NGOs engaging in coordination mecha-
nisms

Data and information management 6. Adoption of Gender-Based Violence Informa-
tion Management System

11. Donors requests for GBV prevalence data delay 
funding hampering implementation

Coordination to support service delivery 7. Emergencies present opportunities for 
expanding and contextually-adapting GBV 
services

12. Insufficient specialist GBV services and trained 
staff

13. Limited investment in GBV prevention pro-
gramming for long-term impact

Fig. 3 Evidence-based framework of themes influencing effective GBV coordination
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improved trust and accountability among stakeholders, 
improving GBV service delivery [15]. In 2016, UNICEF 
noted that successful implementation of GBV program-
ming in multiple settings was enabled by deployment of 
GBV specialists for an extended period [38], and in South 
Sudan, deployment of GBV AoR regional emergency GBV 
advisors (REGAs), to inform development of the 2015 
humanitarian response plan, increased funding allocated 
to GBV [43]. Furthermore, in settings where GVBIMS had 
been most successful, strong and committed coordinators 
had facilitated analysis and reflection on data [47]. How-
ever, recurrent challenges were noted across responses 
related to human resources, including GBV expertise 
often being deployed late in a response and rapid staff 
turnover, creating gaps and inconsistencies [19, 38, 42, 
43, 46, 48, 49]. Additionally, sources indicated that GBV 
coordinators were often junior, short-term and expected 
to fulfil roles beyond coordination, diluting their focus [4, 
41, 50]. Moreover, lack of GBV expertise in senior man-
agement positions prevented prioritization of GBV within 
humanitarian response plans [51].

Sustainability of  GBV coordination In many settings, 
GBV coordination relied on international donor funding, 
technical support and leadership, with limited ownership 
of government, compromising sustainability. In Northern 
Uganda, for example, concerns were raised about govern-
ment ownership of GBV activities, political commitment 
to GBV, and capacity to sustain GBV coordination and 
service delivery [39]. In the Haitian post-earthquake and 
cholera epidemic emergencies, the GBV sub-cluster was 
criticised for not working more effectively with the Wom-
en’s Ministry in the early stages [52]. GBV programming 
through the humanitarian response plan in Lebanon cre-
ated a parallel system and there was a need to strengthen 
support for government leadership in GBV coordination 
[53], and both GBV coordination and services remained 
reliant on international funding [41, 46].

Prioritisation, advocacy and access to resources
Seventeen sources noted prioritisation, advocacy and 
access to resources as critical for GBV coordination at 
global and frontline levels [15, 19, 21, 38, 39, 41–43, 
46–48, 50–55]. While in recent years, high-level com-
mitments to addressing GBV in emergencies have 
encouraged investments, GBV is still not systematically 
prioritised and funding remains insufficient and incon-
sistent across settings.

Increased commitments to addressing GBV Since 2013, 
the Call to Action has promoted senior leaders in donor 
and implementing agencies to prioritise GBV, galvanis-
ing collective action, accountability, and investments [21]. 

Following the World Humanitarian Summit in 2016, ini-
tiatives such as the Grand Bargain and New Way of Work‑
ing focused on increasing multi-year, collaborative, and 
flexible funding and planning, moving towards longer-
term GBV strategies [56, 57]. A 2017 global report on 
the impact of the Call to Action noted that non-govern-
mental organization’s (NGOs) were increasingly access-
ing multi-year GBV funding and donors were playing a 
role in ensuring that funding was channelled through the 
country response plans and that GBV is addressed within 
funding proposals [21]. Support from senior leadership 
within UNHCR and UNICEF was reported as a key fac-
tor in prioritising GBV in Lebanon, Jordan, Somalia, and 
South Sudan, demonstrating the importance of leader-
ship and advocacy in harnessing resources [38, 41, 46]. 
A multi-country source noted that implementation of 
the Call to Action Road Map strengthened humanitarian 
GBV responses in Lebanon and Ethiopia [46].

Despite this progress, humanitarian leadership and sec-
toral actors on the ground, overwhelmed with competing 
priorities, often dismiss GBV as non-essential, particu-
larly in acute emergency stages [21, 42]. Lack of GBV 
technical capacity in country, particularly at the onset of 
an emergency, when funding priorities are being agreed, 
can mean GBV is not prioritised, and limits investment in 
GBV throughout the emergency [38]. Donors can accen-
tuate this by not allocating specific funding for GBV as 
a life-saving intervention [51]. Sources described signifi-
cant delays by humanitarian leadership in Iraq and Sierra 
Leone in including GBV analysis in emergency reporting 
[43]. In Haiti’s 2010 earthquake and cholera  emergency 
responses, weak coordination was blamed for GBV not 
being included among high-level priorities, and inad-
equate adherence to international standards by humani-
tarian responders [52].

Insufficient and  inconsistent GBV funding alloca‑
tion GBV funding is insufficient and inconsistent across 
settings and is often subsumed within protection sector 
budgets, making it difficult to track specific GBV invest-
ments [19, 51]. One study reported that according to the 
office for humanitarian affairs (OCHA) financial tracking 
service, between 2016 and 2018, GBV only accounted for 
0.12% of all humanitarian funding [51]. Another noted 
that donors and common funding pools did not consist-
ently fund GBV during emergencies [43]. For example, 
2014 humanitarian response plans for Central African 
Republic, South Sudan, and Iraq, only fulfilled 5.2%, 20.9%, 
and 5.5% of GBV funding requests, respectively [43]. In 
the 2015 South Sudan response in Ethiopia, only 2% of the 
budget was allocated to GBV [19] and out of $1.4 billion 
funding requested following the 2010 Haiti earthquake, 
only $5 million (0.3%) was allocated for GBV programs 
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[42]. Conversely, in Lebanon, OCHA prioritized GBV in 
its call for proposals, resulting in overall funding for the 
sector reaching 38%, though this remained insufficient 
compared with the needs [19, 41, 46]. In Dadaab refugee 
camp in 2011, one year after famine declaration, reported 
cases of GBV increased by a third, while GBV funding was 
cut in half [43]. Although UNFPA reported being able to 
scale to meet growing needs in the Syrian crisis response, 
through successful advocacy for non-earmarked predict-
able, multi-year funding, they struggled to increase budg-
ets to meet expanding GBV needs due to COVID-19 [15].

Risk mitigation and integration
Nineteen sources highlighted the importance of GBV 
risk mitigation and cross-sector coordination in emer-
gency responses [11, 15, 19, 33, 34, 38–43, 45, 46, 48, 52, 
54, 55, 58, 59]. Efforts to integrate GBV risk mitigation 
in humanitarian settings are compromised by weak com-
mitment and accountability across sectors, and this non-
compliance exacerbates GBV risks for women and girls.

Enhanced efforts to integrate GBV risk mitigation Since 
2016, when UNICEF noted a lack of systematic integra-
tion of GBV risk mitigation by clusters/sectors [38], the 
roll-out of the GBV guidelines has played a critical role 
in increasing commitments to GBV risk mitigation, with 
several good practices emerging. By establishing a focal 
points network in Jordan and in Lebanon, UNHCR man-
aged to integrate GBV risk mitigation into other sectors 
[19, 41]. GBV coordination in Lebanon used a mentorship 
approach  to introduce the GBV guidelines to five prior-
ity sectors as part of the roll-out of the guidelines in 2017 
[46], and facilitated intersectoral engagement to identify 
livelihood solutions for GBV survivors, despite limited 
employment options [41]. In Tanzania, GBV coordinators 
had contextually adapted risk mitigation strategies, result-
ing in GBV being well integrated in WASH and shelter 
sectors [46]. In several settings, involvement of GBV coor-
dinators in assessments by shelter and WASH sectors, led 
to GBV risk mitigation measures such as locks and more 
secure tents [19, 41, 46]. UNFPA supported GBV service 
providers to integrate cash assistance as part of case man-
agement for Syrian refugee GBV survivors, though this 
was inadequate to address increased economic vulner-
abilities during the COVID-19 pandemic [15].

Low commitment and accountability on GBV risk mitiga‑
tion Studies noted low levels of commitment to GBV 
minimum standards, limited understanding of how to 
operationalise the 2015 IASC GBV Guidelines, and weak 
accountability mechanisms to donors, humanitarian 
leadership, and beneficiaries [58] as well as weak link-
ages between gender equality and GBV in humanitar-

ian action [55]. Recurrent challenges to integrating risk 
mitigation included: lack of knowledge and understand-
ing on GBV risk mitigation; lack of clarity on staff roles 
in risk mitigation and assumptions that this was GBV 
experts’ responsibility; insufficient training on responsi-
bilities, tools, and resources to support implementation; 
cultural barriers and biases among humanitarian actors; 
and limited incentives to address GBV on top of exist-
ing workloads [19, 39, 48]. Additionally, overwhelmed 
GBV focal points lacked capacity to effectively lead inter-
agency coordination, and simultaneously integrate GBV 
risk mitigation [48]. An inter-agency evaluation of IASC 
GBV guidelines implementation in Jordan, Lebanon, Tur-
key and Iraq found mixed understanding about GBV risk 
among relevant staff and although donors were aware of 
the GBV guidelines, they rarely used them [58]. In Cen-
tral African Republic and South Sudan, a general failure 
among sectors to integrate essential GBV risk reduction 
into emergency programming, reflected non-compliance 
with the GBV guidelines and absence of political will to 
address GBV [43]. Despite good progress in Lebanon, 
weak accountability mechanisms and follow-up, meant 
trainings did not necessarily translate into action within 
sector responses [41]. Furthermore, engaging refugee 
women in the design, management, and leadership of 
GBV risk mitigation measures appeared limited across 
setting, and accountability to affected women and girls 
minimal [11, 48, 58]. Humanitarian sectors responding 
to the Syrian conflict in 2015, rarely included meaning-
ful or consistent accountability to refugees [58]. In Kenya’s 
Kakuma camp, refugee women found humanitarian GBV 
responses unhelpful, and continued employing their own 
systems for addressing GBV in their community [11, 59].

Non‑compliance to  GBV guidelines exacerbates GBV 
risks Non-compliance of response actors to their 
responsibilities within the GBV guidelines exacerbated 
GBV risks for women and girls. One study noted mini-
mum GBV risk reduction was overlooked during the 
Sierra Leone Ebola crisis, with cases and suspected cases 
not separated by sex in facilities, and few treatment cen-
tres able to treat pregnant women, resulting in denial 
of care and some women giving birth and dying on the 
street [43]. Lack of safe congregation spaces, lighting, or 
locks on toilets, tents, and showers increased GBV risks 
in displacement settlements [43]. In South Sudan, sexual 
violence risk factors included inadequate lighting, non-
lockable, non sex-segregated toilets and showers, tents 
that unzipped from outside, and overcrowding [45]. MISP 
studies too, found multisectoral failures in essential GBV 
risk mitigation reporting that women felt unsafe using toi-
lets at night in camps in Jordan and Nepal [33, 34]. Evalu-
ations in Tanzania, Bangladesh and Brazil noted limited 
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attention to ensuring safe access to shelter, firewood, and 
WASH facilities [19] and in South Sudan, women and 
girls were attacked and abducted while collecting fire-
wood, water, and food [43]. In both Kenya and Haiti, lack 
of basic supplies and income increased vulnerability to 
transactional sex [45, 52].

Localisation
Fourteen sources explored issues of GBV localisation and 
inclusion of local actors in GBV coordination [15, 19, 
21, 38, 40, 41, 43, 46, 48, 50–53, 55]. Despite significant 
global policy commitments, in practice, GBV localisation 
has been minimal, with little international funding chan-
nelled to local organizations, and several barriers and 
enablers were identified for local actors engaging in UN-
led GBV coordination mechanisms.

Minimal progress on  funding allocation to  support 
the localisation agenda In 2019, findings showed mini-
mal GBV localisation in three of four contexts studied (i.e. 
Iraq, Nigeria, South Sudan), with only Turkey reporting 
high perceived localisation, which was necessitated by 
the lack of access of international organisations in Syrian 
cross-border operations [50]. Women-led local organi-
zations were rarely allocated sufficient funding despite 
being recognised in policy commitments as key partners 
in GBV prevention and response, and little funding had 
been channelled to local organizations in general (e.g. just 
0.4% of global GBV humanitarian assistance in 2015 and 
0.3% in 2016) [43, 50, 55]. Without long-term, flexible, 
multi-year funding, local GBV organizations struggled to 
obtain independent funding, upgrade their internal man-
agement systems, or build reporting and accountability 
mechanisms, perpetuating the cycle [15, 51]. One study 
highlighted the lack of global good practice standards to 
guide localization efforts, which weakened implementa-
tion [50].

Barriers and  enablers for  engagement of  local actors 
in  UN‑led GBV coordination mechanisms Several 
sources noted cultural, linguistic and logistical barriers 
for local and national NGOs engaging in humanitarian 
coordination mechanisms, including meetings not being 
held in appropriate languages to facilitate participation 
[40, 46, 52]. In Haiti, for example, GBV coordination 
was criticised for holding meetings in English or French 
rather than Kreyol, thus excluding grassroots NGOs [52]. 
Exploitative partnerships included practices such as staff 
poaching and unequal pay for local actors versus UN or 
INGO staff, weakening technical expertise of local actors 
[50]. Challenges cited by humanitarian actors in working 
with local women’s rights organisations included their 
insufficient existing funding, capacity and ability to show 

impact, but also ideological concerns that such organisa-
tions were inherently ‘political’ and therefore inappro-
priate for engagement in impartial humanitarian GBV 
projects [51]. Several sources also cited patriarchal biases 
among international and national humanitarian actors as 
a major barrier to humanitarian actors working in part-
nership with women’s organisations [21, 50].

Nevertheless, some positive examples of engagement 
were highlighted. For example, in Lebanon, Jordan and 
South Sudan, UN organisations invested in capacity-
building partnerships with local GBV actors, involv-
ing ongoing mentoring, which was seen as practical and 
sustainable [38, 41]. In Lebanon, local organisations 
expanded their geographical and services coverage rap-
idly as refugee numbers grew, by partnering with gov-
ernment, UN, and INGOs [53]. Using a system-building 
approach to implement long-term capacity building plans 
that strengthened government and civil society, UNICEF 
helped to create sustainable country-based GBV techni-
cal capacity in Lebanon and Jordan [38].

Data and information management
Eight sources noted data and information manage-
ment as influencing effective coordination [15, 19, 38, 
39, 41, 46–48]. Although requests for GBV prevalence 
data can delay funding and hamper progress, significant 
improvements have been noted since implementation of 
the GBVIMS, leading to enhanced coordination, fund-
ing allocation, service provision, and advocacy in many 
settings.

Requests for  prevalence data GBV coordinators are 
frequently asked for ’evidence’ of GBV in the early days 
of a crisis, particularly in funding discussions. A 2016 
multi-country study in Ethiopia, Tanzania and Lebanon, 
reported that donors and humanitarian leaderships’ need 
for ‘evidence’ of GBV prevalence was a fundamental chal-
lenge and when donors failed to earmark GBV funding 
at the beginning of a crisis, frontline implementation was 
delayed [46].

Adoption of  gender‑based violence information manage‑
ment system A 2014 global evaluation noted that imple-
mentation of the GBVIMS had contributed to effective 
and safe collection, storage, analysis and ethical sharing 
of GBV data at country level [47]. Service providers were 
analysing and using GBV data for donor reports and fun-
draising, to identify gaps, better target and improve pro-
grammes, and enhance GBV coordination [47]. For exam-
ple, analysis of time and location of GBV incidents in all 
camps in Dadaab refugee camp was used to enhance camp 
safety and reduce GBV risks [47]. GBVIMS was success-
fully implemented in Lebanon, Jordan and Iraq, allowing 
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partners to track trends and target interventions, e.g. for 
child marriage in Lebanon [15]. UNFPA or UNHCR-
hosted GBVIMS coordinators in Lebanon, Iraq, and Jor-
dan, provided regular trend analyses that enhanced advo-
cacy, coordination, and service provision [15]. Effective 
country-level rollout of GBVIMS was facilitated by strong 
technical support, country level ownership, a phased 
approach, strong and dedicated coordinators and existing 
interagency coordination [47]. Nevertheless, data man-
agement challenges were noted across settings, including 
varied reporting capacity, accuracy of data, and sharing 
restrictions that impacted quality and effectiveness [15, 
19, 38]. Poor data management, in Uganda in 2015 and 
Tanzania in 2018, meant that data could not be used for 
planning [19] and national partners in Central African 
Republic used GBVIMS but lacked data collection exper-
tise [38]. Engagement of national government by UN 
agencies was recommended to sustain GBVIMS, particu-
larly as countries transitioned to recovery phases [47].

Coordination to support service delivery
Twenty-six sources included reflections on the impor-
tance of GBV coordination to support service provision 
[11, 15, 19, 21, 32–34, 36–48, 50, 52–55, 59]. Although 
specialist GBV services remain insufficient across emer-
gency settings, emergencies can present opportunities 
for expanding and contextually-adapting services.

Insufficient specialist GBV services and  trained 
staff Many specialist GBV services, such as CMR and 
MHPSS, were insufficient across settings and lack of 
trained staff hampered services delivery in many con-
texts. In Central African Republic, Uganda, South Sudan, 
Iraq, and Sierra Leone, establishment of essential GBV 
services was hindered by insufficient availability prior to 
the crisis, slow deployment of GBV experts, limited fund-
ing, and sometimes weak advocacy for GBV prioritisation 
[38, 43, 54]. In Pakistan, humanitarian actors did not pri-
oritise GBV services during 2010 floods, deeming them 
inappropriate given strict traditional gender norms [42]. 
During Sierra Leone’s Ebola epidemic, GBV services, pro-
vided through the public health system, were severely dis-
rupted, and although GBV cases increased, specialist ser-
vices remained inadequate [43]. CMR was only partially 
available during Nepal’s earthquake response, with gaps in 
availability of HIV prophylaxis and qualified staff [34] and 
in Jordan, access to CMR for Syrian refugees was limited 
by lack of emergency contraception, HIV prophylaxis, 
trained staff and a national protocol [32, 33]. In Ethiopia 
and Bangladesh, specialist GBV services were sometimes 
available for refugees but inadequate for IDPs and host 
communities [19, 46]. Specialist GBV services in Tanzania 

were short-term without sufficient follow up and limited 
shelters for GBV survivors in Lebanon, resulted in women 
returning to abusive partners [41, 46]. Lack of trained and 
qualified staff to deliver GBV services and limited female 
staff to treat women according to their cultural beliefs 
was an issue in several settings [32, 45, 54]. In Northern 
Syria, security challenges prevented doctors from cross-
ing into Turkey for training and trainers from entering 
Syria, resulting in a lack of adequately trained medical 
providers for GBV survivors [58]. Importantly, lack of 
access to legal services prevented survivors from disclos-
ing GBV incidents and in several settings, adolescent girls 
were at heightened risk for many forms of GBV, but rarely 
received tailored GBV interventions [38, 50, 54].

Emergencies present opportunities for expanding and con‑
textually adapting GBV services In Central African 
Republic, Jordan, Lebanon, Uganda, Somalia, and South 
Sudan, humanitarian GBV responses expanded GBV 
services provision and access, especially CMR, MHPSS, 
safe spaces, and community outreach [38, 41, 53, 54]. In 
Northern Uganda, the GBV sub-cluster enhanced GBV 
services quality through common approaches to provider 
training, monitoring, and standards and enhanced GBV 
information and services resulted in increased numbers 
of survivors seeking care [39, 40, 54]. GBVIMS in several 
settings helped to identify gaps in service provision and 
advocate for services [47]. Structured volunteer networks 
developed from refugee and host communities, in some 
settings, helped to improve community knowledge of 
GBV, services availability, referrals, and to monitor trends 
and an urban refugee women’s network in Turkey helped 
to strengthen confidence among refugees and to improve 
understanding of their rights [19]. In addition, UNHCR 
adapted services in Lebanon to reach dispersed urban 
populations through mobile outreach volunteers and 
innovative communication strategies [19, 41]. To improve 
participation and reduce stigma related to accessing 
GBV services in Somalia, South Sudan, Lebanon, Jordan, 
and Nepal, GBV-related activities were implemented in 
women and girls safe spaces, defined as a space which 
ensures the physical and emotional safety of women and 
girls [38, 60]. CMR training in Lebanon, was conducted 
with all staff at health facilities, not just medical staff, to 
ensure that survivors were uniformly treated in a survi-
vor-centred manner [38]. In Georgia, UNHCR culturally 
adapted psychosocial services through group activities, 
building support networks, promoting skills building and 
economic empowerment [48]. Training, mentoring and 
support was provided to local NGOs in South Sudan, 
without previous GBV experience, to increase the number 
of organisations qualified to provide MHPSS, awareness 
raising, and referral of survivors [38]. UNHCR improved 
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coordination with government and NGOs in Tanzania, to 
establish more effective legal services for survivors [48]. 
In the Syrian response, GBV interventions were adapted 
to the COVID-19 pandemic to maintain access to services 
through mobile and online modalities [15].

GBV prevention for  long‑term impact GBV prevention 
programming is essential for long-term impact but often 
deprioritised in emergencies. Long-term GBV reduction 
requires addressing root causes, namely gender inequal-
ity and unequal power relations, and is often seen as too 
complex and long-term to implement in emergency con-
texts [21, 50]. In several settings, GBV response domi-
nated GBV prevention because humanitarian agencies 
prioritised life-saving services, highlighting the need for 
increased investment in GBV prevention to address the 
root causes of GBV [15, 19, 39]. UNHCR community-
based prevention activities showed promise but were 
small scale [19]. For example, 84% of women and ado-
lescent girls participating in empowerment activities in 
Lebanon reported a greater sense of empowerment [19, 
41]. More agencies reported exploring prevention or 
gender equality issues in protracted crisis contexts. For 
example within the protracted Syria response a progres-
sive shift from service delivery, to risk mitigation, to pre-
vention initiatives challenging harmful social norms, was 
enabled by multi-year, predictable funding [15]. Robbers 
et al. noted that the active involvement of female refugees 
in the design, planning and implementation of sexual vio-
lence preventative measures, increased empowerment 
and ownership of programmes and helped to transform 
harmful gender norms [59]. In 2019, the Women’s refugee 
council raised concerns about the increasing separation 
of work on GBV and gender equality in the humanitar-
ian system, representing a missed opportunity for GBV 
prevention [55].

Discussion
To our knowledge, this review is the first to explore 
GBV coordination in emergencies and revealed the near 
absence of academic literature systematically examining 
the effectiveness of GBV coordination. However, by main-
taining a broad inclusion criteria and analysis framework, 
we were able to synthesise relevant findings for policy, 
practice, and research. Included sources spanned 2008 
to 2020, and while the global policy context has evolved 
significantly in this period with many notable advance-
ments, our findings highlight several remaining barriers 
to effective coordination, some of which were also noted 
in a 2021 gap analysis on GBV in humanitarian settings 
[61]. This review makes several important contributions 
including (1) a graphic overview of GBV coordination 
from global to frontline levels; (2) an evidence-informed 

framework on facilitators and barriers to effective GBV 
coordination; and (3) recommendations for strengthen-
ing GBV coordination in emergencies and for further 
research on this important topic (Table 4).

The overview of GBV coordination graphic highlights 
the complex network of organisations and actors involved 
in addressing GBV in emergencies. The UNFPA-led GBV 
AoR take the lead in non-refugee settings and have devel-
oped comprehensive guidance, standards and toolkits for 
application in the cluster system, in addition to provid-
ing training and technical support [8]. Coordination in 
refugee settings, however, is led by UNHCR, and it is not 
clear from the available literature, if GBV AoR guidance 
and tools are applied systematically in refugee settings or 
if technical support is provided. In addition, much guid-
ance relates to traditional camp settings, but increasingly 
refugees and IDPs live in urban and peri-urban contexts, 
creating additional context-specific GBV risk and access 
challenges that deserve attention [62]. Furthermore, our 
review demonstrates a gap in awareness to GBV coor-
dination in public health emergencies, when coordina-
tion is under the World Health Organization (WHO). 
Although it is widely accepted that risk factors for GBV 
are magnified during infectious disease outbreaks [14], 
only three sources presented reflections on GBV coordi-
nation in outbreaks. Further research is needed to learn 
from and adapt innovative GBV coordination mecha-
nisms and service provision approaches implemented 
during the COVID-19 pandemic.

Findings indicated major improvements in GBV coor-
dination in emergencies, attributed to rapid activation 
of coordination mechanisms and organisational invest-
ments in building and deploying GBV coordination 
experts [63]. Deploying GBV specialists early, strength-
ened coordination, donor confidence, GBV prioritisation 
and funding allocation across settings. Thus, ensuring 
funding for dedicated, experienced, long-term GBV coor-
dinators should be promoted in all kinds of emergencies, 
including public health. WHO is augmenting efforts to 
address GBV in health emergencies, including through 
the deployment of GBV advisors at regional, global and 
country-level and to newly graded health emergen-
cies, which deserves further investment and expansion 
[64, 65]. While the concepts of strong coordinators and 
good leadership qualities appeared to be important for 
effective GBV coordination, more research is needed to 
understand and characterise these terms in the context of 
GBV.

Major gaps remain between global GBV policy com-
mitments and funding allocations, with a lack of prior-
itisation, commitment and accountability across the 
humanitarian sector. GBV is consistently de-prioritised, 
with less than 1% of humanitarian funding allocated to 
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Table 4 Recommendations to enhance effectiveness of GBV coordination in diverse emergency settings

Dimension of GBv coordination framework Recommendations Target groups

Implementing a GBV sub-cluster 1. Ensure funding of dedicated long-term GBV 
positions at frontline, national, and global levels, 
including during public health emergencies

Donors, international & national GBV actors

2. Adapt guidance and tools developed by GBV 
AoR for application in refugee and public health 
emergencies

GBV AoR, UNHCR and WHO

3. Improve inter-sectorial engagement by deploy-
ing interagency coordinators early

Donors, international & national GBV actors

4. Adapt coordination efforts to context to improve 
both effectiveness and sustainability

GBV AoR and UNHCR

5. Research GBV coordination in diverse humanitar-
ian and public health emergencies to provide more 
robust evidence on what influences effective GBV 
coordination in diverse settings

Researchers and donors

6. Conduct research to understand strong leader-
ship and effective coordination in the context of 
GBV

GBV AoR and Researchers

Prioritisation, advocacy and access to resources 7. Increase multi-year and flexible funding, espe-
cially in protracted emergencies

Donors and International GBV actors

8. Proactively address patriarchy, and power imbal-
ances which limit GBV prioritization and involve-
ment of women-led organization’s in coordination

Donors, international & national humanitarian 
actors

Risk mitigation and integration 9. Improve integration of risk mitigation across 
sectors through dedicated GBV specialists focused 
on supporting multi-sectorial integration and 
accountability

Donors, international & national GBV actors

10. Improve engagement with beneficiaries to 
identify GBV risks, adapt services and promote 
bidirectional communication and accountability on 
mitigating risks

Donors, international & national GBV actors

11. Mandate that GBV risk mitigation activities be 
included and budgeted in all funding proposals, 
with monitoring and evaluation

Donors, international & national GBV actors

12. Train public health responders on GBV risk 
mitigation

WHO and GBV AoR

Localization 13. Strengthen subnational coordination mecha-
nisms that engage and facilitate the leadership of 
local actors

Donors, international & national GBV actors

14. Invest in partnerships to build both GBV techni-
cal capacity of frontline actors and to strengthen 
management systems to be eligible to receive 
international funding

Donors, UN & international GBV actors

15. Increase funding allocations to national and 
local organisations

Donors, UN & international GBV actors

Data and information management 16. Limit requests for GBV prevalence data which 
delay funding allocation hampering GBV responses

Donors and humanitarian leadership

17. Continue to improve the GBVIMS platforms and 
translate innovations across contexts

GBV AoR and Researchers

Coordination to support service delivery 18. Strengthen evidence on how GBV coordination 
addresses the needs of marginalised groups (eg, 
adolescent girls, boys, LGBTIQ +)

GBV AoR and Researchers

19. Increase investment in context appropriate GBV 
prevention programming, especially in protracted 
emergencies, through multiyear planning and 
funding

Donors, GBV AoR and UNHCR

20. Develop practical guidance on approaching 
culturally sensitive issues such as shame, stigma 
and social norms within GBV programming, includ-
ing on training health care workers

GBV AoR
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the GBV sector over the past 5 years [61]. Our findings 
emphasised the importance of adequate GBV funding 
and human resources, alongside multi-year, flexible fund-
ing for protracted emergencies [4, 57, 61]. Still, exist-
ing humanitarian financing systems are unaligned with 
the needs, with short-term, inflexible funding, limit-
ing deployment of long-term, senior GBV coordinators, 
inclusion of local actors, and investment in GBV risk 
mitigation and prevention. In the context of the COVID-
19 pandemic, increased multi-year and flexible funding is 
critical to meet increasing and emerging GBV needs [15].

Significant benefits of investing in subnational coor-
dination include faster and more contextually-relevant 
decision-making and greater participation by local 
actors—particularly civil society—to advance the locali-
sation agenda, but requires strengthening in emergen-
cies [4, 49, 66–69]. Despite global commitments to GBV 
localisation, progress has been slow and uneven, with lit-
tle evidence suggesting local actors have been meaning-
fully included in GBV coordination efforts or received 
adequate funding [21, 50]. Local actors have greater 
understanding of context, are embedded in the affected 
populations, and with language and cultural knowledge, 
can navigate complex socio-political dynamics more eas-
ily, yet global targets to increase local organisations’ fund-
ing, from under 3 to 25% by 2020, have not been achieved 
[21, 50, 57]. Security, movement restrictions and access 
concerns in many emergencies, including COVID-19 
restrictions, underscore the need for investment in local 
GBV technical capacity-building [21, 70–72]. Good 
examples from Syrian refugee responses in Lebanon, Jor-
dan, and Turkey could be used as case studies. Inclusion 
of women-led organizations, and women from affected 
communities, is similarly crucial, to address GBV preven-
tion and risk mitigation in culturally appropriate ways 
[21, 61]. Challenges of funding access, inequitable power 
dynamics and patriarchal attitudes within the humanitar-
ian sector require targeted attention at global and coun-
try levels [61].

Limited commitment to GBV risk mitigation across 
sectors suggested stronger inter-sectorial engagement 
and improved inter-agency accountability systems are 
needed to improve multi-sectoral resourcing and atten-
tion [4, 40, 49]. The humanitarian system has made 
some progress integrating GBV risk mitigation since 
2016, with the roll-out of the revised IASC GBV Guide-
lines in multiple countries, and initiatives such as the 
Real-Time Accountability Partnership [73]. Still, risk 
mitigation activities are often seen as under the remit 
of the GBV sector, rather than integrated across all 
sectors [61]. As non-GBV specialists may not have the 
required expertise to mitigate GBV risks [61], deploy-
ing GBV risk mitigation specialists with dedicated time 

and funding could help sectors to meet their responsi-
bilities using a mentorship approach. Donors too can 
improve systems by requiring that GBV risk mitiga-
tion activities be included and budgeted in all funding 
proposals, with monitoring, evaluation, and follow-up 
on reporting. In addition, GBV guidelines are not sys-
tematically integrated in public health emergencies and 
more efforts are needed to ensure that public health 
responders understand and address their responsibili-
ties. Furthermore, inclusion of, and accountability to, 
affected populations in development and monitoring of 
risk mitigation measures requires investment [61].

Collecting and sharing GBV information is both 
extremely challenging and important in emergencies. 
Despite global guidance, our review highlighted that 
donor requests for ‘evidence’ of GBV remains a con-
sistent challenge, delaying funding allocation and GBV 
responses [7, 46]. Furthermore, unethical practices 
such as donors requiring access to individual survivor 
information can put survivors at increased risk [61]. 
The implementation of GBVIMS since 2008 has pro-
vided notable improvements, with innovative digital 
platforms rolled out across multiple contexts, which 
could be duplicated elsewhere. Importantly for GBV 
coordination, GBVIMS helps to inform programmatic 
decision-making for service providers and inter-agency 
working groups, improve donor reporting and fund-
raising, and strengthen advocacy efforts [47].

Effective GBV coordination ensures comprehensive 
multi-sectorial, survivor-centred services, strong refer-
ral mechanisms, and collaborative, culturally-appro-
priate programming. However, our review highlighted 
significant gaps in both availability of services and 
access of survivors across emergency settings. Stigma, 
shame and lack of appropriately trained staff are com-
mon barriers to survivors accessing GBV services, and 
practical guidance on approaching these culturally-
sensitive issues within GBV coordination structures 
is needed [19, 48]. While there have been consider-
able efforts to improve coordination and programming 
strategies between the GBV and child protection sub-
sectors, including the Child and Adolescent Survivors 
Initiative, adolescent girls are still often overlooked in 
GBV programming [61]. In addition, our review high-
lights a lack of evidence on how the coordination sys-
tem accounts for the needs of specific groups such as 
people with disabilities, LGBTIQ + and marginalised 
populations, including migrants and sex workers. While 
GBV prevention is essential for long-term impact, it is 
rarely prioritised in emergency responses, but multi-
year, predictable funding, especially in protracted cri-
sis, can encourage investment in culturally-appropriate 
prevention programming [61, 74]. Linkages between 
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gender equality and GBV require strengthening and 
investments are required in translating the increasing 
empirical evidence about ‘what works’ to prevent GBV 
in humanitarian settings [55, 61].

In settings without existing GBV coordination mech-
anisms, emergencies can provide an opportunity to 
introduce GBV coordination and expand services [7]. 
Particularly in protracted emergencies where humanitar-
ian actors are required to support both immediate and 
longer-term needs, GBV coordination and services have 
been embedded and expanded in several settings. Never-
theless, advances in GBV coordination are not routinely 
sustained and built upon, with GBV coordination and 
service delivery often dependent on international funding 
and leadership, coupled with weak government commit-
ments to institutionalising services and systems [38]. In 
settings with pre-existing GBV coordination structures, 
merging emergency GBV coordination into government 
and civil-society structures is recommended, however, in 
reality, implementation is often challenging [7, 8, 66, 67, 
75, 76]. Finally, GBV coordination efforts should be con-
textually nuanced and build on existing government, and 
civil society networks to improve both effectiveness and 
sustainability [66, 77].

Limitations
This study has several limitations and should be inter-
preted accordingly. Firstly, we only included sources 
within our search and language capacity, and it is possi-
ble that other relevant sources were inaccessible due to 
search terms or unavailable electronically. Secondly, only 
the first author searched and selected sources, however, 
discussion and oversight of other authors minimised 
bias. Finally, sources were not excluded on evidence qual-
ity, allowing inclusion of a broader range of data from 
peer-reviewed and grey literature.

Conclusions
While GBV coordination is increasingly recognised as 
vital to global efforts to respond to, mitigate and prevent 
GBV, it is rarely researched, demonstrated by the lack 
of peer-reviewed sources, with literature on GBV coor-
dination during public health emergencies particularly 
scant. Recommendations to strengthen GBV coordina-
tion include to, increase multi-year and flexible funding 
for GBV across emergencies, fund dedicated GBV coor-
dination positions in all emergencies, build the global 
GBV coordination workforce including for deployment 
in public health emergencies, strengthen subnational 
coordination mechanisms, expand inclusion and leader-
ship of national and local actors and channel more fund-
ing to these organisations. In addition, guidance and 
tools developed by the GBV AoR should be adapted for 

application in refugee settings and public health emer-
gencies, and investment in context appropriate GBV risk 
mitigation and prevention should be promoted through 
multiyear planning and funding, especially in protracted 
emergencies. We present a series of recommendations 
(Table  4) to improve effectiveness of GBV coordination 
across emergency settings. The evidence-based frame-
work for effective GBV coordination presented above, 
can help guide further research to explore effective GBV 
coordination in diverse emergencies.
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