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Result Area 1 Young people are better informed and are thus able to make healthier choices regarding their sexuality

Result Question 1a: To what extent are young people better informed?  

What evidence is there that they are making healthier choices regarding  

their sexuality?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 1b (1): With which results has your programme  

contributed to comprehensive sexuality education for young people in and 

outside of school? 

Result Question 1.b (2): With which results has your programme contributed 

to opportunities for young people to have their voice heard and stand up for 

their rights?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 1 Young people are better informed and are thus able to make healthier choices regarding their sexuality

Reasons for results achieved:

Implications for planning:



Result Area 2 A growing number of people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health

Result Question 2a: To what extent do more people have access to 

anti-retroviral drugs, contraceptives and other commodities required for 

good sexual and reproductive health?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 2b (1): With which results has your programme contributed 

to a greater choice in and sufficient availability of contraceptives/medicines?

Result Question 2b (2): With which results has your programme  

contributed to addressing sociocultural barriers preventing women from 

using contraceptives?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 2 A growing number of people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health

Reasons for results achieved:

Implications for planning:



Result Area 3 Public and private clinics provide better sexual and reproductive healthcare services, which more and more people are using

Result Question 3a: To what extent has the use of sexual and reproductive 

healthcare services in the public and private sector improved? 

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 3b (1): With which results has your programme contributed 

to improved cooperation between public and private healthcare services? 

Result Question 3.b (2): With which results has sexual and reproductive 

health care including emergency obstetric care become more affordable and 

accessible?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 3 Public and private clinics provide better sexual and reproductive healthcare services, which more and more people are using

Reasons for results achieved:

Implications for planning:



Result Area 4 Greater respect for the sexual and reproductive rights of people to whom these rights are denied

Result Question 4a: To what extent have the conditions for women, young 

people, sexual minorities, sex workers and intravenous drug users improved 

with regards to  their sexual  and reproductive rights?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 4b (1): With which results has your programme contributed 

to the identification of or changes in legal and policy barriers for the sexual 

and reproductive health of women, young (unmarried) people, sexual 

minorities, intravenous drug users and sex workers?

Result Question 4b (2): With which results has your programme contributed 

to improving the access of these specific groups to sexual and reproductive 

health services and commodities?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Assessment of results achieved by NL across the entire Result area 4 Greater respect for the sexual and reproductive rights of people to whom these rights are denied

Reasons for results achieved:

Implications for planning:





Result Area 1 (remaining indicators) Young people are better informed and are thus able to make healthier choices regarding their sexuality

Result Question 1a: To what extent are young people better informed? What evidence is there that they are making healthier choices regarding their sexuality?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 1b (1): With which results has your programme contributed to comprehensive sexuality education for young people in and outside of school 

Result Question 1b (2): With which results  has your programme contributed to opportunities for young people to have their voice heard and stand up for their rights?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Result Area 2 (remaining indicators) A growing number of people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health

Result Question 2a: To what extent do more people have access to anti-retroviral drugs, contraceptives and other commodities required for good sexual and reproductive health?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 2b (1): With which results has your programme contributed to a greater choice in and sufficient availability of contraceptives/medicines?

Result Question 2b (2): With which results has your programme contributed to addressing sociocultural barriers preventing women from using contraceptives?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Result Area 3 (remaining indicators) Public and private clinics provide better sexual and reproductive healthcare services, which more and more people are using

Result Question 3a: To what extent has the use of sexual and reproductive healthcare services in the public and private sector improved? 

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 3b (1):  With which results has your programme contributed to improved cooperation between public and private healthcare services? 

Result Question 3b (2): With which results has sexual and reproductive health care including emergency obstetric care become more affordable and accessible?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source



Result Area 4 (remaining indicators) Greater respect for the sexual and reproductive rights of people to whom these rights are denied

Result Question 4a: To what extent have the conditions for women, young people, sexual minorities, sex workers and intravenous drug users improved with regards to  their sexual  and reproductive rights?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source

Result Question 4b (1): With which results has your programme contributed to the identification of or changes in legal and policy barriers for the sexual and reproductive health of women, young (unmarried) people,  

sexual minorities, intravenous drug users and sex workers?

Result Question 4b (2): With which results has your programme contributed to improving the access of these specific groups to sexual and reproductive health services and commodities?

Baseline Target 2017  Result 2012  Result 2013 Result 2014 Source
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	Organisation: Social Development Department
Ministry of Foreign Affairs, the Netherlands
	Date: August 13th 2015
	Reporting period: 2014
	a Activity number 1: 

	a Activity name 1: 
	a Actual expenditure 1: 
	a Name organisation 1:  
	a Channel 1: [...]
	a Mitigation 1: [...]
	a Significant 1: [...]
	a Significant 1b: [...]
	a Activity number 2: 26185
	a Activity name 2: DSO - GFATM 2014 - 2016

	a Actual expenditure 2: 74.181.000

	a Name organisation 2: Global Fund to Fight AIDS, Tuberculosis and Malaria
	a Channel 2: [Multilateral organization]
	a Mitigation 2: [Not applicable]
	a Significant 2: [Not applicable]
	a Significant 2b: [Principal]
	a Activity number 3: 21814
	a Activity name 3: GAVI III (2011-2015)
	a Actual expenditure 3: 32.000.000
	a Name organisation 3: The GAVI Fund
	a Channel 3: [Multilateral organization]
	a Mitigation 3: [Not applicable]
	a Significant 3: [Not applicable]
	a Significant 3b: [Not applicable]
	a Activity number 4: 24485

	a Activity name 4: DSO Global Programme ERHCS

	a Actual expenditure 4: 19.500.000
	a Name organisation 4: UNFPA - United Nations Population Fund
	a Channel 4: [Multilateral organization]
	a Mitigation 4: [Not applicable]
	a Significant 4: [Not applicable]
	a Significant 4b: [Not applicable]
	a Activity number 5: 21558
	a Activity name 5: DSO Contributie IFFIm
	a Actual expenditure 5: 13.650.000
	a Name organisation 5: IBRD- International Bank for Reconstruction and Dev'm. 
	a Channel 5: [NGO]
	a Mitigation 5: [Not applicable]
	a Significant 5: [Not applicable]
	a Significant 5b: [Not applicable]
	b Activity number 1: 24914
	b Activity name 1: DSO SRGR A03 Link UP
	b Actual expenditure 1: 9.389.040

	b Name organisation 1: International HIV/AIDS Alliance
	b Channel 1: [NGO]
	b Mitigation 1: 
	0: [Not applicable]
	1: [Not applicable]
	2: [Not applicable]
	3: [Not applicable]
	4: [Not applicable]
	5: [Not applicable]
	6: [Not applicable]
	7: [Not applicable]
	8: [Not applicable]
	9: [Not applicable]
	10: [Not applicable]
	11: [Not applicable]
	12: [Not applicable]
	13: [Not applicable]
	14: [Not applicable]
	15: [Not applicable]
	16: [Not applicable]
	17: [Not applicable]
	18: [Not applicable]
	19: [Not applicable]
	20: [Not applicable]

	b Significant 1: 
	0: [Not applicable]
	1: [Not applicable]
	2: [Not applicable]
	3: [Not applicable]
	4: [Not applicable]
	5: [Not applicable]
	6: [Not applicable]
	7: [Not applicable]
	8: [Not applicable]
	9: [Not applicable]
	10: [Not applicable]
	11: [Not applicable]
	12: [Not applicable]
	13: [Not applicable]
	14: [Not applicable]
	15: [Not applicable]
	16: [Not applicable]
	17: [Not applicable]
	18: [Not applicable]
	19: [Not applicable]
	20: [Not applicable]

	b Significant 1b: 
	0: [Principal]
	1: [Principal]
	2: [Principal]
	3: [Not applicable]
	4: [Principal]
	5: [Principal]
	6: [Not applicable]
	7: [Principal]
	8: [Principal]
	9: [Not applicable]
	10: [Not applicable]
	11: [Principal]
	12: [Principal]
	13: [Not applicable]
	14: [Not applicable]
	15: [Not applicable]
	16: [Principal]
	17: [Principal]
	18: [Principal]
	19: [Principal]
	20: [Principal]

	b Activity number 2: 24912

	b Activity name 2: DSO SRGR A09 CORDAID
	b Actual expenditure 2: 9.115.000
	b Name organisation 2: Cordaid
	b Channel 2: [NGO]
	b Activity number 3: 24485

	b Activity name 3: DSO Global Programme ERHCS

	b Actual expenditure 3: 8.000.000

	b Name organisation 3: UNFPA - United Nations Population Fund
	b Channel 3: [Multilateral organization]
	b Activity number 4: 23176
	b Activity name 4: DSO - KPF Aids Fonds 2011-2015
	b Actual expenditure 4: 7.800.000

	b Name organisation 4: Stichting Aids Fonds
	b Channel 4: [NGO]
	b Activity number 5: 24913
	b Activity name 5: DSO SRGR A11 RutgersWPF
	b Actual expenditure 5: 5.261.000

	b Name organisation 5: WPF (World Population Foundation)
	b Channel 5: [NGO]
	b Activity number 6: 26474

	b Activity name 6: DSO - UNICEF 2014-2015

	b Actual expenditure 6: 5.000.000

	b Name organisation 6: UNICEF
	b Channel 6: [Multilateral organization]
	b Activity number 7: 26999

	b Activity name 7: UNICEF Child marriage

	b Actual expenditure 7: 5.000.000
	b Name organisation 7: UNICEF
	b Channel 7: [Multilateral organization]
	b Activity number 8: 27002
	b Activity name 8: UNICEF Social protection
	b Actual expenditure 8: 5.000.000

	b Name organisation 8: UNICEF
	b Channel 8: [NGO]
	b Activity number 9: 24725

	b Activity name 9: DSO Opstap Fonds
	b Actual expenditure 9: 4.303.240

	b Name organisation 9: Soa Aids Nederland
	b Channel 9: [NGO]
	b Activity number 10: 18969

	b Activity name 10: DSO GHPSR NWO-WOTRO

	b Actual expenditure 10: 3.325.000

	b Name organisation 10: NWO - Ned.Org. voor Wetenschappelijk Onderzk
	b Channel 10: [Research institute and  companies]
	b Activity number 11: 23383

	b Activity name 11: DSO PDPneglected diseases DNDi

	b Actual expenditure 11: 3.300.000
	b Name organisation 11: Drugs for Neglected Diseases initiative - DNDi
	b Channel 11: [PPP or network]
	b Activity number 12: 22191

	b Activity name 12: DSO PDP subsidie IAVI 2011/14

	b Actual expenditure 12: 3.135.000
	b Name organisation 12: IAVI (International AIDS Vaccine Initiative)
	b Channel 12: [PPP or network]
	b Activity number 13: 24935
	b Activity name 13: DSO SRGR B21 Rutgers WPF

	b Actual expenditure 13: 3.088.000

	b Name organisation 13: WPF (World Population Foundation)
	b Channel 13: [NGO]
	b Activity number 14: 23384

	b Activity name 14: DSO PDP TB Vaccins (AERAS)
	b Actual expenditure 14: 2.757.856

	b Name organisation 14: AERAS Global TB Vaccine Foundation
	b Channel 14: [PPP or network]
	b Activity number 15: 23387

	b Activity name 15: DSO PDP diagnostics (FIND)

	b Actual expenditure 15: 2.404.280
	b Name organisation 15: FIND - Foundation for Innovative New Diagnostics
	b Channel 15: [NGO]
	b Activity number 16: 22192

	b Activity name 16: DSO PDP subsidie IPM 2011-2014

	b Actual expenditure 16: 2.215.714
	b Name organisation 16: International Partnership Microbicides - IPM
	b Channel 16: [PPP or network]
	b Activity number 17: 24934

	b Activity name 17: DSO SRGR B26 Save the Children
	b Actual expenditure 17: 2.195.000
	b Name organisation 17: Save the Children
	b Channel 17: [NGO]
	b Activity number 18: 24939

	b Activity name 18: DSO SRGR KIT B11

	b Actual expenditure 18: 2.177.000

	b Name organisation 18: Koninklijk Instituut voor de Tropen
	b Channel 18: [Research institute and  companies]
	b Activity number 19: 24937

	b Activity name 19: DSO SRGR B15 AMREF FD

	b Actual expenditure 19: 2.055.000
	b Name organisation 19: AMREF Nederland
	b Channel 19: [NGO]
	b Activity number 20: 22185

	b Activity name 20: Keuzes en Kansen IPPF

	b Actual expenditure 20: 2.000.000
	b Name organisation 20: IPPF- International Planned Parenthood Foundation 
	b Channel 20: [NGO]
	b Activity number 21: 22187

	b Activity name 21: Keuzes en Kansen IPAS
	b Actual expenditure 21: 2.000.000

	b Name organisation 21: IPAS
	b Channel 21: [NGO]
	Indicators 1: 
	1: 
	0: Percentage using condoms at last high-risk sex, by gender and for age 15-24 specifically if possible (MDG indicator 6.2), in Sub-Saharan Africa
	1: Percentage of young people  (15-24 ) with comprehensive correct knowledge of HIV/aids (MDG indicator 6.3) in Sub-Saharan Africa
	2: 
	3: 
	4: Number (or %) of youth-friendly (health) centres 
	5: Number of youth (10-24)  using sexual and reproductive health services by organisation supported
	6: Number of schools that adopt comprehensive sexuality education 
	7: Number of youth (10-24) in school & out of school reached with information on sexuality, HIV, STIs, pregnancy, contraceptives 


	Result 1: 
	1a: Globally many successes have been booked in efforts to combat AIDS (see also result area 2). However, among young people (aged 15-24), despite special efforts targeting this group, many new HIV infections (220,000 in 2013) arise and it is estimated to be the only age group in which deaths due to AIDS are not decreasing (UNAIDS MDG6 report, 2015, p.375). UNAIDS states that AIDS is even the 'leading cause of death among adolescents in Africa (aged 10-19 years) and the second cause of death among adolescents globally' (UNAIDS, 2015, p.375). 
Comprehensive knowledge of HIV transmission remains low among young people in 2014. Globally, there has been little change in the percentage of young people having accurate and comprehensive knowledge about HIV transmission (UNAIDS MDG6 report, p.100). Since 2000, youth in Sub-Saharan Africa -the region most affected by the HIV epidemic- overall saw a 9% increase for both sexes of their comprehensive knowledge of HIV, but a decrease in knowledge for men since last year (UN MDG report 2014, p.35). In 2014, 30% of women and 37% of men had comprehensive knowledge, according to the same report.
Reductions in incidence of HIV transmission that did occur can be attributed to delayed sexual debuts, fewer sexual partners and condom use (MDG 6 report 2015, p.33/101). In Sub-Saharan Africa the condom use among young men and young women who had higher-risk sex slightly increased (F: 40% M: 59%), but is far from the targeted 95% (UN MDG report 2015, p.45). 
UNICEF also reports on the lower likelihood of adolescent girls to have comprehensive knowledge of HIV (UNICEF, 2015, p.4). UNFPA stresses that girls in Sub-Saharan Africa are twice as likely (63%) to live with HIV as boys in the same age group (aged 15-24) (UNFPA Annual Report 2014, p.36, UNAIDS MDG 6 report 2015, p.99/111).
In order to reduce young girls risk of risky sexual behavior and teen pregnancies according to UNFPA and UNAIDS it is important to get them to stay in school and also to increase their access and use of HIV testing and treatment, with each year of schooling offering greater protective benefits (UNFPA State of World Population, 2014, p.32, UNAIDS MDG6 report, 2015, p.57). Among 15 to 19 year-old girls in low- and middle-income countries leading causes of death are complications related to childbirth and pregnancy, including unsafe abortions (UNFPA SWOP 2014, p.84). Of all unsafe abortions in low- and middle-income countries fourteen percent are among 15-19 year olds (UNFPA SWOP 2014, p.84). Every year approximately 2.5 million adolescents have unsafe abortions (UNFPA SWOP 2014, p.84). 
	1: F: 30%
M: 49%
	2: (2006-2012)
F: 37%
M: 57%
	3: F: 40%
M: 59%
	1b: SRHR Alliance: 443.403

	2b: SRHR Alliance: 1.053.287

	3b: SRHR Alliance: 994.063, UFBR:70


	Baseline 1: (2002-2008)
F:35%
M: 48%

	Taget 1: reach 95%
	Source 1: UN MDG report 2014, p.35 
UN MDG report 2010, p.12
UN MDG report 2015, p.45
	Baseline 2: 2002

F: 25%
M: 31%
	Taget 2: reach 95%
	Baseline 1b: -
	Taget 1b: SRHR Alliance: 1.250.000 (2015)

	Source 2: UN MDG report 2014, p.35
UN MDG report 2015, p. 45

	Baseline 3: 

	Taget 3: 
	Source 3: 
	Baseline 4: 
	Taget 4: 
	Resultb: The Netherlands supports NGOs that implement comprehensive sexuality education (CSE) programmes and provide youth-friendly services through programmes and alliances such as the 'Together for Change Alliance', the 'SRHR Alliance', the IHAA Link-Up programme, Connecting the voices of youth programma (HIVOS and Global Dialogues), the Faith to Action Initiative, IPAS, IPPF, Women Deliver and Save the Children. Furthermore, with help of our contribution, UN organisations such as UNFPA, UNICEF, UNAIDS and WHO established technical guidelines for sexuality education, and advocate for the right of information and services for young people and facilitate its implementation at country level. Through these different activities over 28 million young people have been able to use SRH services, over 16.000 schools were supported to adopt CSE in their curricula and over 5.5 million youth in & out of school were reached with information on sexuality, HIV, STIs, pregnancy, contraceptives through our funded activities. Naturally, each individual activity/programme has its unique characteristics, targets, results and means of implementation. Also, since December 2014 the Dutch Ministry has appointed a Youth Ambassador for SRHR. Her work is to be the voice of the youth in national and international events on SRHR, increase visibility of the work on SRHR and strengthen the understanding between young SRHR experts and policy makers. 
Under the Choices and Opportunities Fund, the International Planned Parenthood Foundation (IPPF) has increased access to information for young people and promoted youth friendly services. IPPF member associations have made significant progress implementing successful advocacy strategies influencing policy change that prioritizes the SRHR needs of young people within national health and education systems, and built effective partnerships and alliances that are making governments accountable for key issues that relate to the health and wellbeing of young people. They formed partnerships with relevant CSOs, UN agencies, government ministries and educational authorities to advocate for young people's SRHR and integration of CSE in school curricula. As a result of the progress achieved, many IPPF member associations are positioned as leaders and pioneers in their field, which is demonstrated by the frequency of which they are consulted as experts by other CSOs, government agencies and educational institutions. As an example, IPPF member associations provided over 16 million SRH services in 2014. These are working in conservative environments where the majority of adults are unaware of the problems and needs of young people or who believe that CSE is taboo and will only lead to young people engaging in more sexual activity. Whereas gender stereotypes and gender-based abuse and stigma are embedded in cultures and attitudes and beliefs take time, investing in educating young people as peer educators pays off: targets have been exceeded enormously, resulting in a multiplication of results achieved.

In 2014, the Together for Change alliance has trained local community based organisations to deal with children's affairs, with a specific focus on SRHR (this includes awareness raising activities, peer-to-peer education, children's forums, child rights clubs and focus group discussion). In Ghana, the alliance has put extra efforts in incorporating SRHR information into the TVET education (Technical and Vocational Education and Training) to reach young people to avoid teenage pregnancies, HIV/STIs etc.

The program of the SRHR Alliance on the improved quality of CSE/SRHR educations is ahead compared to the target set at the onset. This can be explained by the fact that different SRHR/CSE programs have been developed for specific regions within countries (instead of one CSE/SRHR program per country) and for specific target groups. For example, in 2014, a training module on CSE for out-of-school adolescents has been developed in local Indian languages (Odia and Hindi). The SRHR alliance experienced three kinds of challenges in the provision of sexuality education, including external/environmental issues, the lack of classrooms and shortage of IEC materials and the persisting taboos. The alliance tries to deal with these issues through community activities to improve the involvement of parents and school management. 

The IHAA Link-Up programme has started in 2013 and has by now reached 433,603 young people with integrated HIV/SRHR activities in the community or a home setting. 2,327 service providers have been trained in HIV/SRH integration. Additionally, the programme has led 6,327 young people to participate in youth friendly and appropriate programming, and has supported young key populations to advocate for their sexual and reproductive rights and health needs to local audiences and on the international stage. A highlight of youth participation was their presence during the project global planning meeting in Dhaka, November 2014, working with the global and national consortia.  

The Faith To Action Initiative mobilizes and educates churches, faith-based organizations and individuals to engage in care that upholds the vital importance of family in a child's life. Religious leaders are given medical information and training. In 2014, the programme reached out to 38 Faith based organisations in speaking alternative language on the matter of sexual health among young people, even though the subject is often taboo. Hereby they can understand the risks of neglecting the matter, and can give appropriate advice. The programme does accept natural family planning as a means of contraception if desired by a couple. 

Ipas continued to work on integrating youth-focused and youth-led components in every aspect of work (health care services, training, community-based information, policy development) to respond to the needs of young people, who are most affected by unwanted pregnancy and unsafe abortion.
In 2014 Ipas focused on six countries (including Bangladesh, Ethiopia and Ghana) to improve young women's access to abortion services specifically designed to meet their needs. Ipas' works with youth includes support to peer educators; one example is the "Help Points" for university students in Ethiopia. In 2014 Ipas continued its advocacy work with future and young health professionals. For example, Ipas partnered with the International Federation of Medical Students' associations to develop a comprehensive training guide for health-sciences students who want to take action for safe abortion, conducted a Training of Trainers using the guide, and sponsored three student-led regional workshops.

The number of young advocates for MDG 5 that was trained through Women Deliver was 100. About 1200 youth attended the 3rd Women Deliver conference in Kuala Lumpur, where youth speakers numbered more than 80. Moreover, technical assistance and small seed grants were provided to help youth in their networking and advocacy.

Save the Children's Keep it Real programme (KiR) promotes since 2013 CSE in Ethiopia and Uganda. The programme uses different approaches, such as in-school teaching, out-of-school teaching, peer education, community dialogue, policy debates and teacher training to raise awareness on all aspects related to sexuality. The project also focuses on establishing cooperation and coordination between ministries of health and ministries of education in the two countries. The programme aims to stimulate health workers to provide youth-friendly services and have discussions about youth friendly SRH services. In 2014, 21.156 in-school adolescents in Uganda and 20.318 in-school youth in Ethiopia received CSE. Furthermore, the programme reached 2.345 out-of-school youth in Uganda and 1.499 out-of-school youth in Ethiopia with CSE. 123 schools in Uganda and 68 schools in Ethiopia now provide CSE, 5.284 youth in Uganda and 879 youth in Ethopia conducted accompanied health centre visits. In Ethiopia 96 health workers from 25 health facilities were trained on adolescent SRH/ youth-friendly services. In conclusion we may say that the KiR project is picking up speed after an at times difficult take off, mainly related to the taboo character of the introduction of CSE in Ethiopia and Uganda. 

The "Connecting the Voices of Youth" programme encourages youth to inform themselves on SRHR issues and improves access to and use of SRHR information resources. The programme provides young people with creative and challenging opportunities to engage with others, dialogue across social divides, and to express themselves. In 2014, over 50,000 young people (over 50% female) participated in the narrative or video challenges, in which they present a SRHR case with the aim to increase discussions amongst adolescents. Over 15,000 participants presented narratives or videos on taboo topics such as drugs, alcohol & sex and gender based violence. In total 101 LGBT organizations were involved in contest outreach. Two international level short films on SRHR were produced in 2014, four films were produced by youth-led teams together with local film producers in Guatemala (2), Kenya (1) and Indonesia (1). Global Dialogues SRHR related films were viewed 9,630,898 times on YouTube in 2014.  In conclusion we may say that the programme has amplified the opportunities for youth to collect information on SRHR (and HIV/AIDS) and to express themselves on SRHR issues, including taboo issues, and has as such contributed to reach results in this result area. 

CORDAID (Making SRH services work for the Next Generation with SwissTPH, i+ solutions and HDP) focused on reaching young people by CSE (in-school) and IEC sessions (out of school). These have greatly improved in 2014 as well as the number of peer educators trained to reach young people in- and out-of-school. A higher number of health facilities are youth-friendly throughout the intervention zones with health staff trained to provide services adapted to adolescents and youth, which can have an effect on reducing the barriers in accessing health services. It also focused on the distribution of FP commodities for young people. This has increased between 2013 and 2014. More young people have used SRH services in 2014. More faith-based facilities refer for FP, and more FP services are providing integrated FP within other services as compared to 2013. Strong barriers to accessing SRH services are religious values: the collaboration and communication efforts with all churches needs to be sustained. The consortium focuses on information, commodities en services, utilizing innovative interventions according to them (such as PBF, holistic approach).

About 75% of the Dutch contribution of 35 million euro is being spent by UNFPA on the four result areas of SRHR (about 26 million euro). In total, UNFPA spends US$ 657 million on SRHR (earmarked and non-earmarked). UNFPA focuses on an increased priority on adolescents, especially on very young adolescent girls. Hereby, 11.6 million adolescents were reached with SRH services. 68% of programme countries have laws and policies that allow adolescents to access SRH services. In 63 programme countries all national comprehensive sexuality education curricula are aligned with international standards; 41 programme countries have health, social and economic asset-building programmes that reach out to adolescent girls at risk of child marriage. 

From the UNICEF report it shows that 26 of 38 (UNAIDS-) priority countries have national HIV/AIDS strategies that include proven high-impact, evidence based interventions focused on adolescents. The Netherlands contributed 19 million euro in 2014 to UNICEF. 

Together with UNICEF, UNFPA, WHO and partners the UNAIDS secretariat developed the All-in! initiative which is aimed towards adolescents in 25 countries. This initiative aims to decrease new HIV infections of young people globally with 75% and lower aids-related death among youth with 65%. The means to do so are through age and context specific education, commodities (condoms), testing facilities and healthcare. Another UNAIDS initiative, together with ILO and the South African Development Community is to economically empower young women, which has led to an increased condom use in Zambia from 37% to 53% and HIV service access went up from 76% to 89%. Together with UNFPA UNAIDS is working on initiatives to provide youth with information such as creative peer education through theatre which reaches 31,931 young people in Lebanon, 12,000 in Egypt and 18,000 in the rest of that region. Another initiative Y-PEER Let's Talk campaign reached 1,490,000 young people in the Middle-East and North-Africa.          
	Result 2: 
	1: F: 28%
M: 36%

	2: (2006-2012)
F: 28%
M: 39%
	3: (2007-2014)
F: 30% M:37%

	1b: -
	2b: IPPF: 11.066.037
ASK: 1.053.287
	3b: Sum IPPF, ASK, FTA & UFBR = 28.466.679
	1a: Despite the alarming data on young people with HIV infections, especially in some regions, the total of new HIV/AIDS infections in Sub-Saharan Africa declined by 41% between 2000 and 2014 (UNAIDS MDG6 report, 2015, p.33). Access to antiretroviral therapy (ART) has averted 7.8 million deaths and 30 million new infections between 2000 and 2014 (UNAIDS 2015, p.33). Even taking into account the broadening criteria for receiving ART, the doubling of the amount of people receiving ART between 2010 and 2015 -from 7.5 million to 15 million- is a big success. Of all people with HIV globally 38% is receiving ART. Disparities remain between men and women and regions. Less than 25% of children receive ART. Last year we reported that the percentage of HIV-positive pregnant women who receive ART to prevent HIV transmission to their babies increased from 48% in 2010 to 64% in 2012, and in 2014 this number went up to approximately 73% (UNAIDS MDG6 report 2015, p.33). In twenty-one high priority countries in Sub-Saharan Africa about 77% of women are reached with services that help prevent mother-to-child transmission of HIV (UNAIDS MDG6 report 2015, p.57).

Family planning is still perceived as one of the most effective and cost-effective ways to save women's, girls and children's  lives as well as to improve their health. The cost savings being the greatest among adolescent mothers at a savings of $17.23 for every dollar spent on contraception for women aged 14-19 (UNFPA SOWP 2014, p.53). Access to family planning would reduce the number of unintended pregnancies by two-thirds preventing 26 million abortions according to 2013 data (Ipas).  Family planning also contributes to reducing the number of unsafe abortions and maternal deaths (MDG report 2015, p.41). The use of contraceptives in developing regions has increased, partially due to improved access to safe, affordable and effective methods of contraception. The proportion of women from Sub-Saharan Africa between the ages of 15 and 49 that are married or in union who were using any method of contraception, doubled between 1990 and 2015 from 13 to 28% (MDG report 2015, p. 41, UNFPA SOWP, 2014, p.109). Globally this number went up in the same time period from 55 to 64%. 

The unmet need for family planning is still 12% worldwide and 24% in Sub-Saharan Africa for women of reproductive age that are married (MDG report 2015, p.41). In other words one in four women that is married and aged 15-49 does not have access to family planning services. Let alone the amount of (young) women that are sexually active but unmarried that are in need of access to pregnancy prevention information and services (MDG report 2005, p.41). According to UNFPA (SOWP 2014, p.52) 46.3% of unmarried and/or sexually active girls aged 15-19 living in West/Central Africa, have an unmet need for family planning. This same age group in East/Southern Africa has an unmet need of 48.7%. For both regions the age group 20-24 has a slightly lower unmet need for family planning (respectively 35,1% and 29,9%), but  these percentages are still considerably higher than the average unmet need for family planning in Sub-Saharan Africa (which is 24%, MDG report 2015, p.41). Large differences also persist between urban and rural residents, rich and poor households, and the educated and uneducated. 

	bbb: The Netherlands supported global programmes, UN organisations, NGOs, government services in partner countries and product development partnerships (PDPs) in 2014 that have the aim to improve the access of SRH commodities for all people. As in 2013, the programmes tackle the supply side, but also pay attention to the sociocultural barriers that prevent women from using contraceptives or HIV+ people to access ARVs. In 2014, the Netherlands worked on this objective through the funding of the product developers such as Product Development Partnerships; organisations that help to distribute these products such as the Global Fund to fight Aids, TB and Malaria, GAVI the Global Vaccine Alliance, the UNFPA Global Programme to Enhance Reproductive Health Commodity Security (GPRHCS) and IPAS. But also programmes and organisations such as the IHAA Link-Up programme, Population Service International and the Universal Access to Female Condoms programme were supported who work with and in networks to improve access to these services and commodities. Also, support was provided to the Access to Medicine Foundation to stimulate sustainable access to medicines through a Sustainability Index. 

In 2014, the investments in this area led to a large number of results along the value chain from product development to delivery, and access. For instance, the product development fund was positively evaluated and brought with a number of products further in the pipeline. The LSH4D programme started and funded 9 projects focused on product development. Through GFATM an additional 1.3 million people began treatment for HIV and GAVI helped to immunise another 56 million children. Almost 800 million condoms (female and male) were distributed through various programmes, and prices of the female condom decreased through the UAFC programme. Also, manual vacuum aspirators to provide more than 3 million safe abortion procedures were distributed, as well as other family planning information, commodities and services through social marketing and mobile platforms. 

A detailed overview of the highlights of the various programmes and activities is provided here: 

The Product Development Partnership Fund 2011-2014 came to an end in 2014 and will be renewed in 2015. An external evaluation showed in 2014 that although most products are still in various stages of development, in general the PDPs have made encouraging progress in identifying and developing candidates for new vaccines (Aeras, IAVI, Sabin), treatments (DNDi), diagnostics (FIND), or infection prevention methods (IPM, POW PDP) against a range of poverty related diseases. The evaluation report provides detailed information on the different results during the funding period. 

The Fund Life Sciences & Health for Development (LS&H4D) started in 2014 with a budget of 2.7 million euro. It aims to stimulate public-private partnerships in the life sciences sector, and specifically helps these partnerships to develop a business case that can be presented to the appropriate financial institution and/or used in an international call for proposals with a view to encourage further product innovation or introducing a health technology to the market. From 2015 on, 9 projects have started.  5 projects focus on a proof of concept, 2 are a feasibility study, 1 a demonstration project, and 1 proof of principle. The projects vary largely, ranging from the development of an e-health platform for health centers to the development of drones for the delivery of medical aid to remote health centers. The projects will end by 2016. 

The Netherlands also continued support of the European & Developing Countries Clinical Trial Partnership in cooperation with the Dutch Ministry of Education, Culture and Sciences, the Dutch Ministry of Health and the funding agency NWO. EDCTP finalized in 2014 its first phase and prepared for the second phase of the programme, which was launched in December in South Africa. It organized an external review and signed a Delegation Agreement that will entrust the new Association to run the programme. On 31st of October EDCTP already launched a first call under the EDCTP2 programme jointly with the WHO TDR. 

Through the Global Fund to Fight Aids, TB and Malaria an additional 1.3 million people began treatment for HIV in programs supported by the Global Fund in 2014, a 20% increase, bringing the total to 7.3 million people. Counseling and testing for HIV rose 27% to reach 390 million sessions. Efforts at HIV prevention included distribution of more than 300 million condoms in programs supported by the Global Fund. The end-2014 results reported by the Global Fund show progress in the response to tuberculosis. In the past year, 1.1 million new smear-positive TB cases were detected and treated, bringing the total to 12.3 million. People treated for multidrug resistant TB rose 39% in the past year to hit 150,000. The end-2014 results also mark accelerated efforts against malaria. The number of mosquito nets distributed for prevention against malaria rose by 90 million to hit a total of 450 million over the past year. In the same period, the cases of malaria treated rose 20% to hit 470 million. With these results, the Global Fund is likely to meet the targets set for the current strategy. Of the 11 corporate key performance indicators that are measured annually, the 2014 assessment showed strong performance for 10 of these indicators. The share of funding from the Ministry of Foreign Affairs amounts to 2.8% of the total. Applying this percentage to the overall results of the Global Fund in 2014, the Netherlands funded treatment for HIV to 204,400 people, made 8,400,000 condoms available, detected and treated 344,400 TB cases and distributed 12,600,000 mosquito nets.  

In the course of 2016, the Global Fund will develop a new strategy for the period 2017-2021. The Netherlands will play an active role in the development of the new strategy, in which we will emphasize the need for better coordination and alignment of Global Fund investments to national health policies and lobby for maintaining space for middle-income countries with concentrated epidemics rather than focusing all resources on low-income countries only.
 
GAVI (or Gavi) financing made it possible to immunize another 56 million children in 2014, and in total 207 million extra children since 2010. Gavi works through UNICEF, WHO and other partners to vaccinate children against Hepatitis B, Hib,Yellow Fever and Pneumococcal and rotavirus, measles, yellow fever, HPV, rubella and routine meningitis A and routine Japanese encephalitis. By the end of 2010, Gavi had contributed to preventing 4 million future deaths. By 2015, another 3.1 million future deaths were averted, which is the combined total number of children born each year in Canada, France, Germany, Spain and the UK. Furthermore, Gavi suprasses vaccine introduction targets for 2015 ahead of schedule started the support for three new vaccines (IPV, Japanese encephalitis, oral cholera) and the Alliance fast tracked the IPV programme for which 64 countries have applied support in 12 months. A big challenge ahead remains the 20% of children that do not receive vaccination yet (the so-called 'fifth child'). In 73 countries (South Sudan in 2014), the Pentavalent vaccine has been introduced, in 46 countries (8 more) the vaccine against lung infections, in 34 (16 more) the vaccine against rotavirus (diarrhea). The HPV vaccine against cervical cancer was introduced (in demonstration projects or routine programmes) in 8 countries (Cameroon, the Gambia, Mozambique, Niger, Rwanda, Senegal, Tanzania, Zimbabwe) and 300.000 girls were reached since the programme start to 2014. Many challenges also exist with the HPV vaccines, such as keeping the cost of delivering HPV low, reaching out-of-school girls and align vaccination sessions with the school calendar. Gavi played a role in the ebola crisis in 2014 too by assuring funding support once a vaccine has been recommended by WHO for use. Provisions were made to commit up to US$ 300 million for vaccine procurement. An additional US$ 90 million may be made available to help with vaccine roll-outs, and support recovery efforts. Health systems were strengthened through support to DTP3 coverage (rise to 81% in Gavi supported countries). Furthermore, Catholic Relief Services used Gavi funds to establish national CSO platforms in 24 countries and supported with on the job training and planning. 

Gavi secured full funding for the 2011-2015 strategic period, and built stronger cooperation with the private sector as Gavi donor. Over 20 countries are preparing to graduate from Gavi support. Four countries (Bhutan, Honduras, Mongolia and Sri Lanka) are now on track to self- finance immunization programmes from 2016. Efforts to improve vaccine markets have led to increased competition and diversification of the manufacturing base. By the end of 2014, 16 manufacturers were producing prequalified vaccines used by Gavi. The total cost to fully immunize a child with pentavalent, pneumococcal and rotavirus vaccines remained at the level of US$ 22 compared to 2013. In 2010 this was US$ 35.

The Netherlands is the second donor of the UNFPA GPRHCS. Commodities distributed through GPRHCS supported women in 46 countries. This is about 28% of the women using contraceptives in the 69 so-called FP2020 countries. In 2014 the program supported 20 million users of modern methods of Family Planning and helped to avoid an estimated 6,75 million unwanted pregnancies, 21.000 maternal deaths, 120.000 child deaths and 2,4 million abortion of which 2,1 million would have been unsafe. Couple-years of Protection (CYP) levels vary per year, also because of variations in method mix (short acting versus long acting). However, more important is access to choice: 21 countries had 3 modern methods or more available in at least 85% of primary Service Delivery Points in 2014, a large increase from 7 countries in 2013.  Although the GPRHCS has been encouraged to expand to 46 countries, requiring on average 290 MUSD, forecast contributions are declining below 185 MUSD annually leaving a serious funding gap for family planning and reproductive health commodities. Use of innovations and modern technologies should be scaled up to better reach people at the Base of the Piramid. Opportunities with the BoP yet imperfect markets can be exploited, possibly in close collaboration with Dutch private sector.

In partnership with Ipas, WomanCare Global International (WCGI) distributed 128.584 manual vacuum aspirators (MVA) and 1.159.631 cannulae globally, beginning to reverse a drop in sales experienced in FY13. Ipas estimates that the aspirators will be used to provide more than 3 million safe abortion procedures. In Ethiopia, 65% of first-trimester abortion procedures supported by Ipas were performed with Medical Abortion. In 2014 78% (386,964) of all women who received care at Ipas-intervention sites received a modern contraceptive method before discharge. Ipas' work with pharmacies and medicine sellers improved pharmacists attitudes towards abortion and increased stocks of medical abortion products in pharmacies.

PSI provides family planning information, commodities and services through the use of social marketing techniques in 7 African countries for the past 4 years. PSI's COF budget had to be aligned to accommodate the closure of the PSI Zambia programme, due to a protracted interruption of funding by the key donor USAID. Resources have been shifted to Benin and Zimbabwe. PSI is strong in applying commercial marketing techniques, although availability for social goods (i.e. condoms) at the Base of the Piramid remains limited. Couple Years Protection (CYP) achieved should always been interpreted against the background of choice. CYP's demonstrate approximated use of a particular mix of FP methods and non-use of FP commodities. First and foremost we encourage informed choice and access to a mix of modern FP methods not necessarily using, although this may often be the wisest decision. AMREF demonstrated the importance of gaining trust by being a reliable provider of quality services and respected partner to the government for reaching hard to reach citizens.

The IHAA Link Up project reached a greater choice in contraceptives/medicines for young people, by enhancing cooperation and coordination between NGO-operated facilities, private service providers and governmental clinics. For example agreements have been made with MSI Ethiopia, the Ministry of Health and the IPPF affiliate to establish referral networks in the 11 hub towns of the project in Ethiopia. In order to reach marginalised young people such as YP who sell sex, or sexual minorities mobile service points have been established (Bangladesh, Uganda and Myanmar). In Myanmar clients have access to PSI service centers, National AIDS program government clinics and Global Fund private partnership services are available in the Yangon area.  

The Universal Access to Female Condoms program aims to develop the market for the female condom (FC), which is the only female-initiated product that protects against unwanted pregnancy and sexually transmitted diseases. One of the goals of the program is a decrease in the procurement prices of FCs.  In 2014, the price went down from USD 0.55 to USD 0.45 (an 18% decrease) with a high likelihood of further decreases in the near future. The decrease in price in FCs is the result of the fact that in 2013 an additional FC was prequalified which made competition possible. We also note an increase inclusion of the FC in projects currently funded by at least 8 donor organizations. There is no improvement in terms of new products on the market in 2014, partly due to time-consuming decision making processes around pre-qualification. About 13.364.500 female condoms were distributed in 2014, partly through the UNFPA GPRHCS. 

The Access to Medicine Foundation ranks big pharmaceutical companies based on CRS, their new initiatives, scale-ups and innovations in support of medicines for LIC and MIC. Five companies develop 54% of relevant products according to the latest Index (the 4th). In the top 5 we see two newcomers: 
Novo Nordisk (2nd) and Novartis (4th).  

Through the Faith to Action network, 1.452.068 people have been given pills, condoms, spermicides, injectables and vasectomy in 2014. Especially training that helped to engage religious leaders in sexual and reproductive health activities at various levels, helped community workers to reach out to adolescents in rural communities, especially in Muslim dominated communities.  

Overall, steady progress was made by UNFPA in increasing the availability and use of integrated SRH services, outcome 1 of the UNFPA strategic plan. Through contraceptive procurement, it is estimated that 29,140 maternal deaths, 10.7 million unintended pregnancies and 3.4 million unsafe abortions were averted; 29.8 million users accessed modern family planning methods and 39.2 million couples were protected for one year from unwanted pregnancies. The proportion of countries in which 95% of service delivery points had the seven life-saving maternal/reproductive health medicines increased from 32% to 44%. 67% of programme countries (target 72%) use a functional logistic management information system for forecasting and monitoring commodities. 

UNICEF initiated a project with the Global Fund and the United Nations Population Fund to strengthen antenatal care services and enhance the availability of basic commodities for pregnant women. UNICEF's partner Procter & Gamble continued to support UNICEF by raising donations for vaccines to help protect 100 million women and their babies against maternal and neonatal tetanus. In 2014 35 of 59 target countries have eliminated maternal and neonatal tetanus. 

A joint WHO/UNAIDS HIV Vaccin Initiative (HVI) is progressing. WHO also leads initiatives in the field of pre-exposure prophylaxis (PrEP), voluntary medical male circumcision (VMMC) and prevention of mother-to-child transmission. 

	Baseline 3b: -
	Taget 3b: NA
	Result 3: 
	1: 
	2: 
	3: 
	1b: -
	2b: ASK, ICCO, T4C, SRHR Alliance & KIR = 2294
	3b: ASK, ICCO, T4C, SRHR All., KiR & UFBR = 17.418
	1a: MDG 5's goal was to improve maternal health. Between 1990 and 2013 the maternal mortality rate (MMR) dropped by 45% from 280 to 210 deaths per 100,000 live births. No region as a whole has come close to reaching the MDG 5.A target to reduce the maternal mortality ratio (MMR) by three quarters. Eastern Asia booked the most progress, reducing their MMR between 1990 and 2013 with 65% (UN MDG report, 2015, p.38, WHO, UNICEF, UNFPA, The World Bank & UNDP, 2014, p.21). In Sub-Saharan Africa the MMR went down with 49%. Sub-Saharan Africa accounted for 62% or 179,000 of all the 289,000 women dying of pregnancy or child-birth related consequences worldwide, having the highest risk of maternal mortality at 1 in 38 (WHO, UNICEF, UNFPA, The World Bank & UNDP, 2014, p.21). 

A contributor to reduce the maternal mortality ratio is the provision of good quality antenatal care and attendance of birth by skilled health personnel. The proportion of women who received antenatal care by skilled health-care personnel at least once during pregnancy was 83% for the period 2007-2014 (WHO World Health Statistics, p.18). However the World Health Organization (WHO) recommends a minimum of four antenatal care visits. Globally only 64% of women receives this minimum of four antenatal care visits, for developing regions this is 52% (WHO World Health Statistics 2015, p.18, UN MDG report 2015, p. 41). This percentage increased from 35% in 1990 to 52 percent in 2014 in all developing regions, with large disparities between South-Eastern Asia (84%), Northern Africa (89%), Latin America and the Caribean (97%) in comparison with Southern Asia and Sub-Saharan Africa (resp. 36%, 49%).

In low-income countries and the WHO African region (a few more countries than Sub-Saharan Africa) just half of the deliveries are attended by a skilled birth attendant (WHO World Health Statistics, 2015, p.18). Globally 71% of deliveries are attended by skilled health personnel (a 12% increase since 1990), which still leaves over one in four women and their babies without access to crucial medical care during child birth (UN MDG report 2015, p.39). Wide disparities exist in Sub-Saharan Africa between urban and rural areas when it comes to birth attendance. 

In order to prevent mother-to-child transmission of HIV the WHO treatment guidelines in 2013 recommended providing lifelong treatment to pregnant and breastfeeding women living with HIV (UNAIDS MDG6 report 2015, p.33). Cuba became the first country in the world, as validated by the WHO, as having eliminated mother-to-child transmission of HIV and syphilis (WHO news release, June 30th 2015: http://www.who.int/mediacentre/news/releases/2015/mtct-hiv-cuba/en/ ).
	1b12: Many of the activities in this result area take place through the bilateral programmes, but centrally funded partners also implement programmes at country level that complement bilateral support. There is close collaboration between not-for-profit providers (MSI, IPPF, PSI) and Ministries of Health with innovative models for social franchising of providers and clinics, the use of mobile technology for referral by community health workers to commercial outlets and public services and performance based financing. Smart application of diversification in financing systems, whereby those who need free services can get them and those who can afford to pay do so, is one way of making services available in a (more) sustainable manner. All of this is leading to increased coverage of contraceptive services, ante-natal and post-natal care, more use of safe abortion services, expansion of VCT for HIV/STIs and improved quality of care. In 2014, over 13.000 midwives were trained, health staff and community health workers were trained in ante-and post natal care, safe deliveries and basic health care (over 15.000) through the funded programmes and almost 240.000 mothers received ante and post natal care through these funded programmes.  
The Business for social responsibility HER (health enabled results) project aims at improving access to health services (incl. SRHR) for female workers within the workplace and surrounding community, raising awareness on SRHR issues and training farm-based nurses. In 2014 90 more factories joined the programme (in addition to the 250 workplaces BSR/HER is operating in. 45 Multinational companies implementing HERhealth in their global supply chains.

The Link Up program aims at enhancing cooperation between NGO-operated facilities, private service providers and governmental clinics. Thereby, it considerably contributed to making reproductive health services universally accessible in its project countries. It, for example, contributed to more service delivery points that offer integrated HIV and SRH services; these include mobile and fixed delivery sites. Besides, it also plays a role in enhancing the quality of SRH services. In 2014 a total of 2,327 public or private services providers were trained on the integration of SRH/HIV services, this includes the training and capacity building of non-medical community personnel in SRH and FP. Focusing on capacity building and incorporating actors from multiple spheres (public, private, civil society) has a positive effect on its sustainability: private providers like Blue Star Franchise in Uganda and the Ministry of Health made a commitment to continuing after the life of the project.

The Child Development Alliance reports that in Ethiopia, 3,006 mothers (against the planned 700 for the year) received ante and postnatal care in 2014. Through trainings, mothers realized the need to make regular clinical follow up for their new-born baby as well as for their own health. Increased client flows and awareness among pregnant mothers has also decreased the risk of pregnancy related complications and has facilitated an early diagnosis of problems. In Kenya, the health program of the Child Development Alliance was behind on the indicators of women attending ante and postnatal clinics by the end of 2013. In 2014, efforts were made by the alliance and partners to ensure that output results are achieved. The alliance reports increased attendance of mothers, especially due to the follow up done by one of the partners as well as ensuring that the mother mentor initiative is taken up well by the mothers. The alliance is confident that with this improvement the 2015 target will be achieved. 

MenCare+ is a three-year (2013-2015), four country collaboration between Rutgers WPF and Promundo-US and it aims to engage menn. MenCare+ engages boys and men in social change and to improve the health of women, men and children, as caregiving partners to stop gender-based violence, and to build respectful relationships. Fatherhood offers an opportunity to reach young and adult men with a new perspective on manhood. The MenCare+ approach is based on a full set of complementary and integrated interventions that is expected to have bigger impact than implementation of only one or two interventions, as is currently the case in other countries where the Global MenCare Campaign is active. In 2014 more than 14.000.000 people were reached by the Mencare+ campaign. 4.236 young men (and women) participated in young men's (and women's) groups and 7.696 men (and women) changed their views on contraceptive use. Furthermore, 449 men were reached through counselling. 778 health workers were trained and sensitized to the needs of young men in the SRH clinic services setting. Finally, in 2014, 2.134 staff of partner organizations were sensitized (and trained) in how to advocate for young men's/caregivers access to SRH/MCH/DV services to young men and fathers.

Through Ipas, 498,031 women received safe abortion care in 2014. This care was provided in 3.569 performing Ipas-intervention sites in 17 countries where Ipas trained health care providers, provided technical assistance and supported infrastructure upgrades. Compared with 2013, the number of women served was 36% higher (366.257) and the number of performing sites was 14% higher (3.129). 
Ipas works with the International Confederation of Midwives (ICM) to jointly operationalize the important role of midwives in abortion care. Ipas helped ensure the renewal and updating - in 2014 - of the critical ICM policy statement establishing abortion care as a core competency for midwives. Ipas also provided clinical training or orientation to 7.685 attendees. In addition, 21.676 community health workers were trained or oriented by Ipas to provide abortion information, commodities, and/or referrals. 

The IPPF Choices program led to 125.014 (safe) abortions to young people (exceeding target by 796%) and 344.825 abortion-related services to young people (exceeding target by 379%).

The Staying Alive programme of AMREF has reached 304.141 women and men (mainly women) in Kenya, Uganda and Malawi with information about contraceptives, safe delivery, safe abortion and the prevention of fistula in 2014. A total of 96.054 women received 1-4 ANC visits; 17% of whom had at least four. Although the number of women who come for ANC increases steadily, the target of 70% of pregnant women having four ANC visits has by far (actual 17-21%) not been reached. More success has been achieved in deliveries attended by a skilled person: Malawi 75% (above 70% target), Kenya 37% and Uganda 58%. 314 women have undergone fistula repair. 

UNFPA also focused on better sexual and reproductive health care, inluding safe abortions: 59% of programme countries (target 63%) have a costed, integrated national SRH action plan, and 79% of programme countries (target 71%) have guidelines, protocols and standards for health care workers for delivery of quality SRH services. 43 programme countries increased the national budget for SRH by at least 5%. UNFPA reached 5.4 million women and girls with SRH/gender-based violence prevention services in humanitarian settings.

With support from UNICEF, 62 countries have now costed implementation plans for maternal, newborn and child health care. 26 of 38 (UNAIDS-) priority countries have national HIV/AIDS strategies that include proven high-impact, evidence-based interventions focused on adolescents (in cooperation with UNAIDS). In 19 of 22 Global Plan priority countries, non-physician health care providers have been trained to provide antiretroviral treatment in antenatal care settings for HIV-positive pregnant and breastfeeding women (in cooperation with UNAIDS). UNICEF furthermore launched the action plan 'Every Newborn' to end preventable death of mothers and children in high-burden countries. The plan focuses on maternal and newborn care around the time of birth. In Benin, Cote d'Ivoire, Gambia, Ghana, Malawi, Senegal, Sierra Leone and Zimbabwe, UNICEF has been using the Adolescent Health Intervention Assessment Toolkit to support national assessments for integration of additional health services for girls aged 9-13 related to the Human Papilloma Virus (HPV) vaccine.

UN Women received core funding of 4 million euro from the Netherlands in 2014, on a total core budget of US$ 162,5 million. In the area of SR health care, including safe abortions, UN-Women worked in 41 countries to improve the quality, integration and coordination of services for addressing violence against women. In Rwanda, the number of one-stop crisis centers offering holistic multisectoral services to women who have experienced violence was scaled up by UN-Women, from 2 to 11, and the quality of services was improved as a result of capacity building by a multidisciplinary team. In Afghanistan, with technical support from UN-Women, access for survivors of violence to appropriate protection, legal aid, health care and other services was expanded through the operation of 12 protection centres for women and five family guidance centres, in 14 provinces. UN-Women supported 20 countries in adopting and implementing gender-responsive national HIV/AIDS strategies, plans and budgets.      

	Taget 2b: Ask: 1250000
	Baseline 4b: -
	Source 4: 
	Taget 4b: Ask: 150000
	Result 4: 
	1: 
	2: 
	3: 
	1b: FTA: 341.000
	2b: 2.085.800
	3b: 5.756.907
	1a: In several countries themes as sexuality, maternal mortality and HIV/AIDS are difficult to address. Recognition of sexual and reproductive health and rights and gender equality have not yet been achieved globally. 

In several countries, sexual and reproductive rights of marginalized groups, also known as key populations (e.g. sex workers, injecting drug users and sexual minorities) are violated. At the same time, these groups are disproportionately affected by the AIDS epidemic (UNAIDS MDG6 2015 p. 94). Female sex workers have a 13.5 times higher chance of getting infected by HIV than other women their age and one in four transgender female sex workers have HIV (WHO 2015, p.6). People who inject drugs have a 28 times higher HIV prevalence than the general population (UNAIDS MDG6 report 2015, p.350. Of the estimated 16 million people that are injecting drugs worldwide around three million of them are living with HIV (WHO, 2015, retrieved from: http://www.who.int/hiv/topics/idu/en/ ). Men who have sex with men (MSM) are 19 times more likely to get infected with HIV than the general population (UNAIDS MDG 6 report 2015, p.350). Transgender women are 49 times more likely to be living with HIV than other adults of reproductive age (UNAIDS MDG 6 report 2015, p.350; WHO 2015, p.6). The number of new infections among key populations remains relatively steady (UNAIDS MDG6 report, 2015). 

However, on the international level, progress has been made in facilitating an open atmosphere in which to discuss the agenda agreed at the International Conference on Population and Development (ICPD, Cairo, 1994). A strong resolution was adopted at the CPD 2014 in which agreed language and commitments were reinforced. 

The number of child marriages is still unacceptably high: every year one in three young women before the age of 18 has married in developing countries (UNICEF data, 2015). Not only does marrying at this age make these girls less likely to remain in school and more likely to experience domestic violence, it also increases their chances of getting pregnant. Teenage pregnancy and childbirth is detrimental for the health and lives of these girls as well as to that of their children. Multiple factors need to be taken into account when addressing the practice of child marriage: economic (e.g. the need to support many children), structural (e.g. lack of educational opportunities) and social factors (e.g. risk of pregnancy oud of wedlock) . 

39 percent of girls in Sub-Saharan Africa have undergone FGM (UNICEF data 2005-2013) with large discrepancies between for instance Uganda (1%) and Sierra Leone (90%) . 

Criminalization of abortion is a reality in several countries. It is estimated that there are 22 million unsafe abortions annually which account for the death of about 47,000 women and disabilities of about 5 million women (WHO 2015 , based on 2008 data). Though the global abortion rate has declined since 1995, it was stable between 2003 and 2008 (The Lancet, 2012). Over the past decades the trend has been to liberalize abortion laws as opposed to restricting them (WHO 2015, p.2). Highly restrictive abortion laws do not result in fewer abortions (WHO 2015, p.2). On the contrary, women will still get an abortion and chances are it will be unsafe (WHO 2015, p.2). The proportion of abortions that are induced unsafe, has increased from 44% in 1995 to 49% in 2008 (The Lancet, 2012 ). Liberalizing the abortion laws in turn does not increase the rate or number of abortions but rather shifts them from unsafe procedures to legal and safe ones (WHO 2015, p.2). All this suffering could be prevented with sexuality education, family planning and the possibility of safe, legal abortion and care (WHO 2015, p.6). According to the United Nations Population Division, in 2013 95 percent of countries allow an abortion to save the pregnant woman's life. However, in half of the countries, abortion cannot be legally induced after rape or incest (WHO 2015, p.2). Although abortion is often criminalized on the country level, large progress has been achieved through the WHO, which played a crucial role in putting the issue on the agenda and setting guidelines.
	1b12: In many countries sexual and reproductive rights and the right to sexual and reproductive health (care services) are not fully upheld. Next to girls, youth, women in general, a number of groups are most often denied those rights and are stigmatised and criminalised. The denial of their rights has a serious negative impact on their lives and health.  This is an area where the Netherlands can have significant added value since it is one of the few donors who are prepared to address the health and human rights issues of vulnerable groups such as (poor) women and adolescents/youth and populations that are key for HIV prevention (sex workers, men having sex with men and intravenous drug users). Through various programmes and NGOs (such as IHAA Link Up, Women Deliver, IPAS, Bridging the Gaps, ICCO alliance), the Ministry works with these key groups. Also, local initiatives and international efforts are being supported towards making abortion safe, rare and legal. This is done through a multi-pronged approach: providing concrete support under result areas 1, 2 and 3, working on the international human rights framework (e.g. ICPD and Post-2015) and applying that framework in advocacy for national legislation, policies and accountability through result area 4. In terms of results, we see in a number of countries a worsening of the situation, e.g. increased homophobia, sexual and gender based violence and opposition against women's (reproductive) rights. At the same time, many sensitive issues like child marriage, FGM and comprehensive sexuality education are nowadays subject to (international) debate which was not the case 10-15 years ago. Successes have also been achieved, ranging from closing detention centres for sex workers in Vietnam, to less restrictive abortion laws in a number of countries and tripartite cooperation agreements between the Netherlands, UNAIDS and Dutch-funded NGOs on HIV and key populations in three countries, improving access for young people living with HIV to services. Although we see improvements here and there in terms of safety of abortion, banning FGM and addressing violence against women, sexual violence remains a persistent problem, especially in conflict areas and fragile states. 

The Ministry also supports Share-Net International, a knowledge platform and network of organizations and individuals working on Sexual and Reproductive Health and Rights in The Netherlands and in three focus countries, Bangladesh, Burundi and Jordan. In 2014, Share-Net  organised 4 Thematic Expert meetings with over 290 people, who work in the field, attending. These meetings dealt with the following topics: Child Marriage and Teenage Pregnancy, Youth Friendly Health Services, Comprehensive Sexuality Education and Gender Based Violence. Reports and recommendations from these meetings were developed and shared via the Share-Net International newsletter, website and at other conferences and meetings. In addition, Share-Net International organised meetings with members to: Launch the State of World Midwifery Report (with UNFPA) and Translating Abortion Research into Advocacy and Policy (with the Guttmacher Institute). Reports of both were circulated and are available. Four working groups are currently operational: Linking Research Policy and Practice: focuses on exploring opportunities to bring research, policy and practice together. In 2014 the working group met 3 times. Operational Research: for members involved in projects and programmes that include an operational research component. The working group met once in 2014 in order to share information about projects and (methodologies for) operational research and M&E, and look for further synergies. Young Investigators: A survey was conducted to look into the needs of this group. Post 2015: the aim of this group is to keep Civil Society informed; to potentially support partners of members with international advocacy; to link to other UN processes and link to other themes and issues, for example gender, poverty, broader population issues. Furthermore, in 2014 Share-Net International developed and distributed to over 700 people a bi-weekly newsletter which provides information on latest research and policy developments, established an online knowledge hub and debriefing meetings were held following the International AIDS Conference and the CPD.  Finally, following a call, 10 small grants of up to 25.000 euros were given to member organisations to undertake research in line with the 4 core areas of Dutch SRHR policy. Results are expected in 2015 and further details are available on request.  As detailed in the annual report, Share-Net International met its objectives in 2014. 

A detailed overview of the highlights of the various programmes (besides Share-Net) and activities is provided here: 

The IHAA Link Up project has developed REAct (Rights, Evidence, Action), a human rights monitoring and response system. REAct documents human rights-related barriers to accessing HIV and health services in order to provide adequate individual and community responses and to inform quality human rights-based HIV programming, policy and advocacy at national, regional and global levels. In Burundi young people held two workshops with 92 policymakers and parliamentarians where they shared their experiences of living with HIV, of being gay and of being sex workers. 

IPAS worked closely with local advocates to support legal reform efforts and to protect existing legislation that supports women's right to safe abortion, with especially notable progress in Malawi, Sierra Leone, and India, where governments have expressed their intent to reform laws. In Sierra Leone, Ipas contributed to finalization of a draft new abortion law by the Attorney General's office. However, the Ebola crisis risks derailing the law reform process. Ipas continued to counter challenges to implementation of abortion-related provisions of Kenya's 2010 constitution. However progress was made to empower (young!) women to exercise their reproductive rights under Kenyan constitution. One example: youth group members successfully advocated with school management teams for more than 200 pregnant girls to remain in school as provided in the constitution. Through Kenya's Judiciary Training Institute and with experts on global human rights, Ipas educated 25 Kenyan judges on abortion law and human rights; 13 additional judges from other countries in East Africa also participated. In 2014, Ipas with many partners also continued to influence reproductive health and safe abortion language in global discussions about ICPD+20 and the post-2015 development framework and in other UN mechanisms, including the Human Rights Treaty Monitoring Bodies as well as the African Commission on Human and People's Rights (ACHPR). Finally, Ipas actively participated with staff and local (youth) leaders in ICPD+20 meetings, the UN Commission on Status of Women and the UN Commission on Population and Development. They organized side events at CSW (featuring criminalization of both abortion and LGBT rights) and at CPD (on universal access to safe and legal abortion).

Women Deliver (WD) published a tool kit 'invest in Girls and Women- Everybody wins', which pulled together infographics, data (presented in bullets) and key messages for investing in girls & women. The infographics were downloaded more than 100.000 times. A youth infographic was added in 2014. Real life news stories are an important instrument in WDs evidence-based advocacy tools. Over 1100 stories on women and girls (against the 300-350 planned) were collected for the WD3 conference to promote the uptake of solutions. The WD3 conference in Kuala Lumpur was attended by about 4500 people. Afterwards all participants were sent an online survey. Of the respondents 92% said they were planning to take some action thanks to attending the WD3 conference. 

The Stepping Up, Stepping Out project focuses on the economic empowerment of sex workers in 10 countries in Arica, South-East Asia and Latin America. Working together with local organizations, this program helps in the implementation of innovative interventions to protect human rights of sex workers, improve their health, economic positions and well-being. In 2014 a total of 1850 sex workers have been economically empowered. Besides, 13.000 sex workers got access to SRH services that addressed their needs. Almost 13.500 adult sex workers and 420 minors and victims of violence and exploitation have taken part in activities that address the specific needs related to their health, well-being, and position in society. 

The Bridging the Gaps program aims to achieve universal access to prevention, treatment, care and support, and ensuring full human rights for key populations (drug users, sex workers, MSM), this program works with around 100 partner organization in 18 countries. In 2014, the program reached a total of 333.084 persons in key populations with SRH services that match their needs. Beside, 72 partners demonstrated ongoing improvement of services in 2014. A total of 176 partner organizations engaged in human rights advocacy activities because of BtGs support.

The MI+ project of KIT (Royal Tropical Institute NL) explores new ways of improving sexual health and wellbeing of young males in Bangladesh and Kenya through the Motivational Intervention Approach. This approach aims to change the way in which health professionals and peer educators relate to young MSM in Bangladesh and young men in Kenya; and to build the capacity of health providers and peer educators to elicit and strengthen clients' motivations for change. 

The ICCO Alliance has lobbied for inclusive health policies and programs based on equal rights of people living HIV and/or with a disability. These lobby and advocacy initiatives have been largely community based. It remains a challenge to have national influence and the alliance needs to engage with higher authorities. Requests are put forward, but not always on a level of budget monitoring and influencing national decision making. 

In August 2014, in response to 'amendement Voordewind of December 2013' the Ministry concluded contracts with 4 Dutch alliances working on ending child marriages. Results over 2014 cannot be provided yet as the implementation started only late in 2014. In December 2014 the Ministry signed an agreement with UNICEF to join the Global programme 'Accelerating the action to end child marriage'. No concrete results can be reported over 2014, as the programme started with an inception phase, which will last until August 2015.

At the UNGA Special Session on ICPD Beyond 2014 all governments agreed to extend the ICPD agenda with a renewed focus on the gaps and new emerging issues. The ICPD Global Review indicated many legal and policy barriers in implementation of ICPD and SRHR, such as discriminatory laws and practices, restrictive abortion laws, and lack of respect for human rights and accountability. The Netherlands was actively involved in the review and committed to this renewed ICPD agenda. The Netherlands especially advocated for human rights in ICPD implementation as a neglected but crucial area. 

In 2014, the Open Working Group on Sustainable Development Goals of which The Netherlands was a member, concluded its work on proposing a set of sustainable development goals and targets to replace the MDGs. NL strongly advocated for a standalone target on gender equality and gender mainstreaming throughout the agenda, and specific targets on ending maternal mortality, child early forced marriage, FGM, violence and discrimination against women, the HIV epidemic and on universal access to SRHR. The recognition of ensuring reproductive rights was a major achievement.

38 programme countries of UNFPA have at least one community-based sex worker-led organization engaged in designing, implementing and monitoring programmes that address HIV and SRH needs of sex workers.

UNICEF's work on HIV and AIDS seeks greater equity in access to HIV-related knowledge, services and treatment among the most vulnerable populations. 29 Countries have comprehensive behaviour change communication strategies for adolescents and youth including those from key populations (with UNAIDS). 
The Community Action on Harm Reduction (CAHR) implemented by the International HIV/AIDS Alliance overachieved its targets and at the end of 2014 reached to over 264,000 beneficiaries in five countries (Kenya, India, Indonesia, Malaysia and China), including over 77,000 people who inject drugs (compared to the planned 180,000 beneficiaries and 30,000 drug users); sexual and reproductive health services were provided to over 62,000 persons. The Harm Reduction activities in Kenya laid the basis for a larger regional programme for injecting drug users in Eastern Africa funded by the Global Fund.

UNAIDS bettered their data collection regarding HIV and intravenous drug use. Examples are 2014's World Drug Report, the report on Global State of Harm Reduction and the Consolidated Guidelines on HIV prevention, diagnosis, treatment and care for key populations. UNAIDS also provided guidelines that were developed by the Inter Agency Working Group on Key Populations about HIV services for intravenous drug users in prisons and among youth. Since 2014 UNAIDS worked successfully with UNDP to end travel restrictions related to HIV in Australia, the Comoros and Tajikistan.   

	Source 1b: SRHR Alliance (2014, p. 78)
UFBR p. 19

	Baseline 2b: -
	Source 2b: IPPF Annual Report Choices & Opportunities
ASK, ASK 2014 p.19, UFBR p.19, F2A.

	Source 3b: 2013: Annual Reports IPPF Choices & Opportunities, ICCO Alliance, 2014: ASK p.19, UFBR p.19, ICCO Alliance p.142, T4C p.26, SRHR Alliance p.76, KiR p.7
	Source 4b: 2013/2014 Annual Reports Link-Up, ASK, KiR, FtA, SRHR Alliance, IPPF, ICCO Alliance, T4C, CVY. 

	Select results Area 1: [B.    Results achieved as planned]
	Results 1: Youth-friendly services and information provided by our partner organisations focus on sexual and reproductive health services, comprehensive sexuality education, safe abortions, HIV and abortion-related services, contraceptive services and condoms provided. The organisations have been able to obtain results as they employ a variety of strategies. These include peer education, i.e. involvement of youth volunteers in project design, implementation, monitoring and evaluation. Also, these include non-traditional, interactive pedagogy skills in training, training in child-friendly spaces. The partners also work to ensure that clinics are youth-friendly and they train and mobilize parents and teachers and provide CSE in and out of schools. The signing of the East and Southern Africa  (ESA) agreement on the introduction of CSE in school curricula by ministers of health and education of 20 ESA countries in December 2013, under the auspices of Unesco is still an important reason for the results achieved.  
Also, different SRHR/CSE programs have been developed for specific regions within countries (instead of one CSE/SRHR program per country) and for specific target groups. Increasingly, popular social media and mass media is being used (Connecting the voices of youth). 



	Implications 1: In recent years the awareness of the importance of active participation of youth increased dramatically. Many legal and social barriers remain but more young people do gain access to information and services and in some countries young people's voices get heard more. However, adolescent fertility rates, early marriages and new HIV-infections are still unacceptably high. Rates of unwanted teenage pregnancies are alarming in some countries and engagement of men and boys in family planning lags far behind.   

The challenge is now to increase scale while being sensitive to the local contexts, in order to change attitudes and particularly behaviour among young people themselves and their service providers. Embassies are increasingly supporting efforts to end child marriage, through engaging with national and international (e.g. Girls not Brides) alliances, dialogue with government or projects on CSE. Furthermore, alliances should find ways to deal with challenges such as external and environmental issues, the lack of classrooms and shortages of IEC materials and the persisting taboos in many areas of sexuality. 

The ministry will continue to invest in enhancing access to accurate and age-appropriate information about sexuality for all young people and adolescents, whether in or out of school. Access to youth-friendly services for sexual and reproductive health, e.g. modern contraception and STD-testing, is an essential component of this work.  A focus will be furthermore on generating better understanding of how knowledge gets translated into attitude and behavior. There will be a continuation of support for meaningful youth participation in advocacy, implementation and accountability for SRHR and HIV policies and programmes, in The Hague through the Youth Ambassador for SRHR and at the embassies. The Ministry also will continue to support investments to help end child, early and forced marriage (see result area 4 also). 

Dutch funding will be geared towards reaching scale, both in terms of information and service provision:  not creating a patchwork of proven interventions, but instead working with partners towards replication, scalability and sustainability, with selective, learning-oriented use of pilots. The Ministry will enter into partnerships with Dutch and international NGO’s to address the issues mentioned above in such a way that they are complementary to bilateral programs and the work of the Global Fund (services) and UNICEF/UNFPA (child marriage, general contribution UNFPA, GP-RHCS) and will support WHO to generate and gather knowledge and develop guidance for countries on youth friendly service delivery (norm setting) and advocate for inclusion of an indicator in the post 2015 agenda as a basis for accountability.  



	Indicators 2: 
	1: 
	0: Contraceptive Prevalence Rate - modern methods- all married women 15-49 in developing regions
	1: Contraceptive Prevalence Rate - modern methods- all girls 15-19 
	2: Unmet need for family planning of married women 15-49 years old, in developing regions
	3: Unmet need for family planning of girls 15-19 years old
	4: Number and type of new, user-friendly products / medicines on the market for improved sexual and reproductive health  
	5: Number of couples protected by various contraceptives (Couple Year Protection = CYP) 
	6: Number of male and female condoms distributed
	7: Number of children immunised with vaccines


	2: 
	1a Baseline: 
	0: 1990: 
52% (all methods)

	1: - 
	2: 17% 
Sub-Saharan Africa: 28%
	3: - 

	1a Target: 
	0: NA
	1: NA
	2: NA
	3: NA

	1a Result: 
	0: 63% (all methods) Sub-Saharan Africa: 20%
	1: -
	2: 12%
Sub-Saharan Africa: 25,1%
	3: -

	1a Result 2: 
	0: 44% modern methods, 50,5% all methods. 
	1: 21%
	2: - 
	3: 15%

	1a Result 3: 
	0: 44,5% modern methods, 51% all methods.
	1: -
	2: 24% in Sub-Saharan Africa
	3: -

	1a Source: 
	0: PRB 2013: World Population Data sheet, p.13,                 MDG report 2014, p.32, UNFPA State of the World Population 2013, p.105, UNFPA SWOP 2014, p.109. 
	1: UNFPA State of World Population 2013, p.37

	2: MDG report 2014, p.32
MDG report 2015, p.41

	3: UNFPA State of World Pop. Report 2013, p.37

	1b Baseline: 
	0: 1 female condom (FC)
	1: -
	2: IPPF: 11.000.000 
	3: 2010: 296 million

	1b Target: 
	0: NA
	1: NA
	2: NA
	3: (plus 243 million)
539 million

	1b Result: 
	0: 2 FC
	1: IPPF: 3.000.000
GP: 29,244,814
	2: IPPF: 17.000.000
	3: 393 million

	1b Result 2: 
	0: 2 FC
	1: IPPF: 4.400.000
GP: 35.079.117
UAFC: 32.418
	2: IPPF: 16.100.000
male: 236.956.324
female: 19.447.26
	3: 447 million

	1b Result 3: 
	0: 2 FC (cumulative)
	1: IPPF: 6.142.313
GP: 28.400.000
PSI/COF: 241.424
	2: 334.264.030, male: 438.420.000  female:13.364.500
	3: 503 million

	1b Source: 
	0: UAFC Annual Report 2013
	1: Annual Reports 2013 IPPF and PSI COF, UAFC, GPRHCS. Annual reports IPPF, PSI & UAFC. 
 
	2: Unspecified is IPPF, ASK, PSI , GFATM cumulative
male: GPRHCS, female: GPRHCS + UAFC cumulative. Cumulative all = 786.048.530
	3: GAVI progress report, 2013, 2014

	1a 2 Indicators: 
	0: Proportion and number of the access to antiretroviral therapy of people living with HIV (MDG indicator 6.5), in developing regions
	1: 
	2:                           
	3: 

	1a 2 Baseline: 
	0: 
	0: 2003: 800.000
	1: 


	2: 
	3: 


	1a 2 Target: 
	0: 
	0: 15 million people
(80% of HIV patients) (2015)
	1: 
	2: 
	3: 


	1a 2 Result: 
	0: 
	0: 9,7 million 
	1: 


	2: 
	3:  


	1a 2 Result 2: 
	0: 
	0: (globally): nearly 13 million
	1: 
	2: 
	3: 


	1a 2 Result 3: 
	0: 
	0: (globally): 13.6 million
	1: 
	2: 
	3: 


	1a 2 Source: 
	0: 
	0: UN MDG Report 2014, p.36,   
UNAIDS Global report 2013 + Gap Report, july 2014, 2014: UN MDG Report 2015, p.6/44. 
	1: 
	2: 
	3: 


	1b 2 Indicators: 
	0: Annual outreach of innovative/alternative models and pilots for service delivery in SRH are implemented: 5,000 people given access to aids prevention, legal aid and other services

	1: 
	2: 
	3: 

	1b 2 Baseline: 
	0: 
	0: 5000 (2011)

	1: 
	2: 
	3: 


	1b 2 Target: 
	0: 
	0: -
	1: 
	2: 
	3: 


	1b 2 Result: 
	0: 
	0:  -
	1: 
	2: 
	3: 


	1b 2 Result 2: 
	0: 
	0: -
	1: 
	2: 
	3: 


	1b 2 Result 3: 
	0: 
	0: 7000
	1: 
	2: 
	3: 


	1b 2 Source: 
	0: 
	0: Hivos Alliance (2014, p.69).
	1: 
	2: 
	3: 



	Select results Area 2: [B.    Results achieved as planned]
	Results 2: It is our aim that a growing number of people get access to and make use of modern contraceptives, (female) condoms, antiretroviral therapy (to contain HIV), and other essential commodities for sexual and reproductive health (e.g. STD testing, safe delivery equipment and medication). This means that we invest in the development of new contraceptives medicines, vaccines and in making these products widely available, affordable and accessible. Whether people actually use these commodities however also depends on the quality of the services and on so-called demand-side issues, such as stigma or attitudes in society towards sexuality and contraception. Through a systemic and country-driven approach towards innovative product development, product delivery, improving access and affordability the ministry's resources have contributed to a wide range of results. It led to strong collaboration between donors, researchers and the private sector and increased the availability of vaccines, drugs, HIV-testing and SRHR commodities such as contraceptives and products for medical abortion. However, progress is not sufficient everywhere. We notice that in many countries unmet need for contraception hardly goes down: 225 million women want to postpone a pregnancy or stop child bearing but are not using modern contraception. Therefore, the Ministry engaged with religious and other community leaders to take away some of the social barriers. Particularly adolescents continue to have limited access to appropriate contraceptives, HIV/STI-prevention and treatment and safe abortion options. 
	Implications 2: People need diverse commodities (contraceptives, medicines and medical devices) that enable them to have safe sex, safe pregnancy and safe delivery, and - if women so desire- safe abortions. However, many people lack the knowledge about and access to essential products and commodities leading to a host of undesirable consequences. Furthermore, the chains - from research, development, and production, distribution of commodities and products to people using these commodities and products - are long and complex. Gaps, barriers or interruptions anywhere along those chains currently severely reduce impact. These gaps and barriers are varied along the value chain and are related to advocacy, finance, supply chain management, integration of services, scaling up and contextual readiness but also cultural belief systems, fear for side effects of the use of certain commodities and underestimation of risks. Future priorities will be to continue to address a number of the weak links in the value chain for SRHR including HIV where NL has an added value, specifically for marginalized populations, adolescents and youth and women, by using our funds and convening power. The country thematic experts will continue to provide valuable insights in how our programs work at country level -with specific attention to reducing inequalities in access and use; but also specific attention to end-users' needs, perceptions and feedback.  

Most of this work requires a stronger involvement of the private sector. In the Netherlands we will continue to stimulate product innovations through the Top Sector Life Sciences for Health and Development window and keep an eye out for Dutch initiatives that can contribute to commodity availability and use. Through our strategic partnerships under development, and collaboration with iNGOs, the RHSC, HRP and others, we will enhance knowledge about use and demand issues, and learn about gaps in the spectrum of commodities for SRHR, incl. HIV. 

	Indicators 3: 
	1: 
	0: Antenatal care coverage of at least one visit (MDG indicator 5.5) - developing countries
	1: Antenatal care coverage of at least four visits (MDG indicator 5.5) - developing countries
	2: Proportion of births attended by skilled health personnel (MDG indicator 5.2) - developing regions
	3: Proportion of births attended by skilled health personnel of 20% poorest
	4: Number of midwives/ skilled birth attendants trained
	5: Number of health staff and community health workers trained in ante- and post natal care, safe deliveries and basic health care
	6: Number of mothers receiving ante & post natal care
	7: 


	3: 
	1a Baseline: 
	0: 65%
	1: 37%
	2: 56%
	3: no baseline

	1a Target: 
	0: 80%
	1: 80%
	2: 90%
	3: 90%

	1a Result: 
	0: 81%
	1: 51%
	2: 66%
	3: -

	1a Result 2: 
	0: 82%
	1: 52%
	2: 68%
	3: (2007-2012: 31%

	1a Result 3: 
	0: (2007-2014) 77% WHO African region,83%globally
	1: 52%
	2: 70%
	3: -

	1a Source: 
	0: MDG Report 2014, p.30
WHO World Health Statistics 2015, p. 12

	1: MDG Report 2014, p.30
MDG report 2015, p.41.  

	2: MDG 2014 Report
	3: UN DATA (UN.DATA.ORG)

	1b Baseline: 
	0: NA
	1: NA
	2: 11.389
	3: 

	1b Target: 
	0: NA
	1: NA
	2: 43.500
	3: 

	1b Result: 
	0: -
	1: HIF: 508-
	2: 11.856
	3: 

	1b Result 2: 
	0: increase of 35% availability of midwives 
	1: Link up: 220*
AMREF: 2168
HIF: 1276
	2: 43.900
	3: 

	1b Result 3: 
	0: 13.084
	1: AMREF: 1130, SRHR: 13084, CD: 1800. Total:16.014
	2: CD: 66.000
ASK: 169.354
Total: 235.354
	3: 

	1b Source: 
	0: UNFPA, 2014: UFBR
	1: Link - up; *no. of private service providers trained
AMREF Health Insurance Fund rep 13, AMREF: Annual rep 14, SRHR Alliance p.77, CDA p.58.
	2: CD Alliance, Child Development Alliance (2014, p.59), ASK p.19.
	3: 

	1a 2 Indicators: 
	0: Proportion of births attended by skilled health personnel of 20% richest
	1: Percentage of HIV-positive pregnant women receiving treatment to prevent mother-to-child transmission of HIV - low- and middle income countries
	2: % of government's budget allocated to health sector - Sub-Saharan Africa / Health expenditure, public (% of government expenditure) Sub-Saharan Africa
	3: 

	1a 2 Baseline: 
	0: -
	1: (2005) 17%
(2010) 48%
	2: (2004) 11%
	3: 

	1a 2 Target: 
	0: 90%
	1: 90%
	2: 15-20% of governmental expenditure(WHO)
	3: 

	1a 2 Result: 
	0: 
	1: 62%
	2: 
	3: 

	1a 2 Result 2: 
	0: (2007-2012): 85%
	1: 62%
	2: (2008-2012): 11.5%
	3: 

	1a 2 Result 3: 
	0: -
	1: 73% globally / 77% (in 22 focus countries)
	2: No recent data available*
	3: 

	1a 2 Source: 
	0: UN DATA (un.data.org), 2014: no new data available.
	1: UNAIDS 2013, UNAIDS 2015 MDG6 report 2005:p.366, 2014: p.33 / p.368.

	2: WHO Health Financing 2014
*The WHO African Region Expenditure Atlas from November 2014 uses data from 2012.
	3: 

	1b 2 Baseline: 
	0: 3
	1: NA
	2: 
	3: 

	1b 2 Target: 
	0: 70%
	1: 40%
	2: 
	3: 

	1b 2 Result: 
	0: 13
	1: -
	2: 
	3: 

	1b 2 Result 2: 
	0: 41 (80%)
	1: 42,1%
	2: 
	3: 

	1b 2 Result 3: 
	0: -
	1: -
	2: 
	3: 

	1b 2 Source: 
	0: ICCO Alliance
	1: SRHR Alliance
	2: 
	3: 

	1b 2 Indicators: 
	0: 
	0: Partners have a staff policy in place that contributes to the sustainability, accessibility and quality of the health system at large

	1: 
	0: % maternal health facilities with an increase in satisfaction by women

	2: 
	0: 

	3: 
	0: 



	Select results Area 3: [C.    Results achieved poorer than planned]
	Results 3: Universal access to reproductive health care is far off track and only slowly improving. Especially the poorest population groups are not yet reached despite of the numerous efforts that countries have put in place. A lack of qualified and motivated human resources remains a bottleneck. However, several initiatives have been undertaken to address this bottleneck, such as for instance the mother mentor initiative to ensure women attending ante and postnatal clinics (Child Development Alliance, 2014). A well-functioning health system is needed to deliver sexual and reproductive health care to all, including young people and disadvantaged groups. Ideally those services are delivered in an integrated manner: all the services that someone needs in one place (so antenatal care and STI (incl. HIV) testing combined; post abortion care combined with counselling on contraceptives). Public and private (for profit and not-for-profit) players all have their roles to play, in quality control, service delivery, staffing, financing. In order to bring services closer to the clients the task shifting - more responsibilities to lower level cadre health workers-  is gradually being developed and applied. New means of communication can be extremely helpful in connecting clients/patients to services, therefore the Ministry is supporting innovative approaches in this area, and works to include private sector partners in its activities. 

	Implications 3: Community based approaches, innovative and holistic approaches and a mechanism that reaches out to the poorest population groups will be essential to ever reach universal coverage. Besides, efforts to harmonize public and private sector are scarce and only few good examples exist. More resources are needed to encourage complementary cooperation between both sectors in order to achieve universal coverage of reproductive health services. Active and financial participation in the recently launched Global Financing Facility operated by the Worldbank, will for instance be carefully considered. Furthermore, the Ministry will contribute to health systems strengthening by improving the interplay between public and private stakeholders and local communities, through dialogue on clarity of respective roles (regulation, standard setting, quality control, service delivery, health financing, human resources, accountability) and supporting concrete optimisation of this system. Also, it will continue to work to reduce the critical gaps in service delivery (equity, underserved groups, abortion) and staffing (including midwifery) and promote integrated service delivery and task shifting. We will continue to make use of the NICHE programme to support human resources development, in particular training of midwives. It will aim to stimulate improvements and innovation in health financing, through a combination of improved public finance management and innovative financing models; performance based financing and better health insurance schemes. It will strengthen collaboration with the private sector to expand the provision of SRHR, including HIV services at the workplace. Also, a focus will be on fragile states and during humanitarian crises where service delivery is weak.  Lastly, it will foster accountability mechanisms for end-users and patients. Mobile and other technology offers many opportunities for bottom-up accountability and subsequent advocacy. We intend to invest more time into tying the insights we have gained from our various programs (country-level, NGOs, multilateral) to the international debate.


	Indicators 4: 
	1: 
	0: Percentage of women married before age 18 in 20-24 year age group
	1: Percentage of female genital mutilation in 15-49 year age group - Sub-Saharan Africa
	2: 
	3: 


	2b: 
	3: 
	0: Perceived change in public statements made by leaders / personalities advocating for sexual and reproductive rights: of women, young (unmarried) people, sexual minorities, sex workers and intravenous drug users
	1: Number of key populations having received sexual and reproductive health services and information
	2: 


	4: 
	1a Baseline: 
	0: (2010) 13,5%
(2000-2011) 34%
	1: NA
	2: 
	3: 

	1a Target: 
	0: NA
	1: NA
	2: 
	3: 

	1a Result: 
	0: -
	1: -
	2: 
	3: 

	1a Result 2: 
	0: (2005-2012) 65%
	1: (2002-2011) 40%
	2: 
	3: 

	1a Result 3: 
	0: (2005-2013) 40% in SSA, 45% in LDC, 27% globally  
	1: (2005-2013) 39%
	2: 
	3: 

	1a Source: 
	0: UNFPA Marrying too Young (2012), UNICEF global databases based on DHS, MICS and other national household surveys - last update Oct. 2014.
	1: UN DATA (un.data.org), UNICEF global databases based on DHS, MICS and other national household surveys - last update Oct. 2014.
	2: 
	3: 

	1 b Baseline: 
	0: 2013: cross- regional statement in UN setting
	1: NA
	2: 
	3: 

	1 b Target: 
	0: NA
	1: NA
	2: 
	3: 

	1 b Result: 
	0: -
	1: -
	2: 
	3: 


	1 b Result 2: 
	0: Statements in HRC and OWG4
	1: 544.090
	2: 
	3: 

	1 b Result 3: 
	0: Statements in OWG8, OWG13, 50,58, co-sponsors
	1: 364.564
	2: 
	3: 

	1 b Source: 
	0: HRC statement, OWG8 and OWG13 Joint SRHR Statements.

	1: Bridging the Gaps, Annual Report 2013
Stepping Up, Stepping Out, Annual Report 2013
CAHR Annual Report 2013
	2: 
	3: 

	1a 2 Indicators: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Baseline: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Target: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result 2: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Source: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Indicators: 
	0: Number of countries where health or health related policies changed to favor rights of vulnerable groups
	1: Increased involvement of community leaders in realisation of SRHR in % of the targeted communities
	2: Community members and community leaders participating in SRHR awareness-raising activities at community level

	3: Persons reached by SRHR awareness‐raising activities through (new) media


	1b 2 Baseline: 
	0: 2
	1: NA
	2: NA
	3: NA

	1b 2 Target: 
	0: 4
	1: 50%
	2: 2.000.000
	3: 15.000.000

	1b 2 Result: 
	0: 3
	1: -
	2: 536.843
	3: 7.396.478


	1b 2 Result 2: 
	0: 4
	1: 65%
	2: 989.680
	3: 16.451.642


	1b 2 Result 3: 
	0: -
	1: - 
	2: 1.587.261
	3: 27.597.254


	1b 2 Source: 
	0: ICCO Alliance
	1: SRHR Alliance
	2: SRHR Alliance (2014, p.79)
	3: SRHR Alliance (2014, p. 79)



	Select results Area 4: [C.    Results achieved poorer than planned]
	Results 4: As we have described last year, it is essential that changes in this result area take place both at the international level (agreed language at the UN), at the national level (laws) and on a practical level with the relevant target groups (girls, LGBT groups, sex workers, people who inject drugs) and service providers (schools, clinics, police). As legal reforms happen slowly, we note that results in this area are more difficult to achieve. However, at the more practical level, many NGOs have been able to reach out to key populations with often remarkable results. In addition, we also see increased attention for SRHR in the human rights mechanisms, such as the Universal Periodic Review, Special Rapporteurs and Treaty Bodies. Recognition of SRHR as human rights through this system is essential for better implementation of SRHR objectives as well as accountability of stakeholders including governments.
	Implications 4: In every part of the world, including the Netherlands, some people are denied their sexual and reproductive rights. Protecting, respecting and fulfilling sexual and reproductive rights is therefore a truly universal objective but at the same time the approach may need to be context specific. Reforms are however happening slowly and results will take some time. Legal reforms that are in line with internationally agreed human rights are important steps in fulfilling the sexual and reproductive rights of people. Apart from the legal environment there is the policy reform and its implementation that will make a real difference for the people. After all, respecting people's rights requires a behavioral change, from the general population in the communities and from the professionals implementing this policy and laws such as health workers, the police, the legal forces. Power relations, religious barriers, different norms and values in the communities are not easily changing and require time. The Netherlands will need to remain consistent in its message, coming up for the rights of youth, sexual minorities, and marginalised people, while building alliances with like-minded southern and northern partners. 
In the next year therefore even more attention be given to lobby and advocacy for inclusive health policies and programs on national level. The strategic partnerships that are being developed under 'Dialogue and Dissent' and those that will be selected in the course of 2015 will be important for achieving results in this area. We will continue our work with key populations, by strengthening communities and networks that can advocate effectively for de-stigmatization, de-criminalization, legal changes and better service delivery. We will continue building and using the international human rights framework related to sexual and reproductive health and rights, and HIV and AIDS by working with like-minded and reaching out to less like-minded partners (countries, regional bodies/organizations including EU, as well as through our seat in the Human Rights Council) with the aim to accelerate progress on SRHR at country level. We will work to strengthen accountability mechanisms vis-a-vis governments, local governments and other service providers, like (international) NGOs and faith-based organisations and support the movement to end child, early and forced marriages and provide political support for the eradication of FGM, and for safe abortions. 



	1: 
	1a 2 Indicators: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Baseline: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Target: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Result: 
	0: 
	1:  
	2: 
	3: 

	1a 2 Result 2: 
	0: 
	2: 
	1: 
	3: 

	1a 2 Result 3: 
	0: 
	1: 
	2: 
	3: 

	1a 2 Source: 
	0: 
	1: 
	2: 
	3: 

	1b 2 Indicators: 
	0: Number of schools with HIV/Aids education
	1: Pupils and teachers with changed attitudes as well as improved knowledge and skills for protection against HIV/STI transmission and unwanted pregnancies
	2: Children and young people demonstrate positive behavioural change on SRHR
	3: 
	0: 


	1b 2 Baseline: 
	0: 191
	1: 1098
	2: 1263
	3: 
	0: 


	1b 2 Target: 
	0: 75
	1: 60%
	2: 3641
	3: 
	0: 


	1b 2 Result: 
	0: 208
	1: 1266
	2: -
	3: 
	0: 


	1b 2 Result 2: 
	0: 702
	1: 8016 (52%)
	2: 5576
	3: 
	0: 


	1b 2 Result 3: 
	0: -
	1: 2.370 (IPPF)*

	2: 1.279.195 (UFBR)
	3: 
	0: 


	1b 2 Source: 
	0: ICCO Alliance
	1: ICCO Alliance, *IPPF Annual Report 2014: young people were trained as advocates for CSE.

	2: Together 4 Care, UFBR p.19
	3: 
	0: 
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	Channel 1: [NGO]
	Mitigation 1: [Not applicable]
	Significant 1: [Not applicable]
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	Significant 5: [Not applicable]
	Significant 5b: [Not applicable]
	Activity number 6: 23386

	Activity name 6: DSO PDP Hookwork vaccine SABIN
	Actual expenditure 6: 1.317.759
	Name organisation 6: SABIN Vaccine Institute
	Channel 6: [NGO]
	Mitigation 6: [Not applicable]
	Significant 6: [Not applicable]
	Significant 6b: [Not applicable]
	Activity number 7: 26657

	Activity name 7: DSO - Kindhuwelijken SIMAVI
	Actual expenditure 7: 1.301.708
	Name organisation 7: SIMAVI
	Channel 7: [NGO]
	Mitigation 7: [Not applicable]
	Significant 7: [Not applicable]
	Significant 7b: [Principal]
	Activity number 8: 26656

	Activity name 8: DSO - Kindhuwelijken Plan Ned
	Actual expenditure 8: 1.264.717
	Name organisation 8: Plan Nederland
	Channel 8: [NGO]
	Mitigation 8: [Not applicable]
	Significant 8: [Not applicable]
	Significant 8b: [Principal]
	Activity number 9: 24590
	Activity name 9: Guttmacher SRHR Research 2013

	Actual expenditure 9: 1.210.680
	Name organisation 9: The Alan Guttmacher Institute
	Channel 9: [Research institute and  companies]
	Mitigation 9: [Not applicable]
	Significant 9: [Not applicable]
	Significant 9b: [Principal]
	Activity number 10: 25291

	Activity name 10: DSO - KP SRGR Fase III

	Actual expenditure 10: 1.025.000
	Name organisation 10: Koninklijk Instituut voor de Tropen (KIT)
	Channel 10: [Research institute and  companies]
	Mitigation 10: [Not applicable]
	Significant 10: [Not applicable]
	Significant 10b: [Principal]
	Activity number 11: 24173
	Activity name 11: DSO - NACCAP 2e fase

	Actual expenditure 11: 1.010.480
	Name organisation 11: NWO - Ned. Org. voor Wetenschappelijk Onderzk
	Channel 11: [Research institute and  companies]
	Mitigation 11: [Not applicable]
	Significant 11: [Not applicable]
	Significant 11b: [Not applicable]
	Activity number 12: 24368
	Activity name 12: DSO - AtMF 2012-2017

	Actual expenditure 12: 900.000
	Name organisation 12: Stichting Access to Medicine Foundation (ATM)
	Channel 12: [NGO]
	Mitigation 12: [Not applicable]
	Significant 12: [Not applicable]
	Significant 12b: [Principal]
	Activity number 13: 23388
	Activity name 13: DSO PDP womens condom (PATH)
	Actual expenditure 13: 835.724
	Name organisation 13: Program for Appropriate Technology in Health-PATH
	Channel 13: [NGO]
	Mitigation 13: [Not applicable]
	Significant 13: [Not applicable]
	Significant 13b: [Principal]
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