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mentioned parental pushback when introducing topics around sexual health and rights that might 

be considered taboo as they are not used to them being discussed with children. Front-line 

workers described the strain of referral when services were inaccessible: “They would always ask 

us where they can receive basic services… we know they can’t access the centres we are 

directing them to.” They described a combination of barriers that made referral destinations 

effectively inaccessible for many rightsholders: rising costs that made private care unaffordable, 

cuts and operational disruptions in public services, movement and transport constraints during 

security escalations, shortages in SRH supplies, and discrimination/confidentiality fears among 

marginalised groups. Together, these factors limited the practical value of signposting in many 

cases, leading to referral fatigue among frontline workers. This created frustration for both 

providers and rightsholders.  

Coherence 

The partnership model was collaborative in spirit but at times uneven in practice, as reported by 

some CoA members. It delivered joint outputs, peer support, and trust-based financial 

arrangements. For example, because of the financial crisis and lack of registration or bank 

accounts, more than six collectives received their grants in cash from Marsa (as fiscal host) 

starting in 2023. This arrangement demonstrated a high degree of trust and flexibility, which 

allowed otherwise excluded collectives to remain engaged. Moreover, the grant workplan, budget, 

outputs, and overall project structure were described as being decided fully by CoA organisations 

themselves, with the programme team offering guidance but not direction. Annual ToC reflection 

and adaptation exercises were highlighted as a strength, allowing CoAs to set realistic goals, 

revisit risk pathways, and adjust to context shifts. 

However, partners shared concrete suggestions on how collaboration could have worked better, 

beyond holding more meetings or single joint activities. Trying to work with many partners at once 

created administrative strain and limited how deeply the programme could invest in each.31 Fewer 

partners with stronger support would have reduced churn and produced clearer outcomes. At the 

organisational level, heavy administrative load led some smaller groups to step back. Some CoA 

members noted a high frequency of meetings and workshops with a lack of concrete outcomes 

(e.g.. repetition of discussions etc).32 Communication was sometimes inefficient with some 

informal channels, last-minute requests, and shifting instructions during the escalation created 

confusion for some participants and additional strain. Reporting was considered by some to be 

repetitive and overwhelming, and financial templates were difficult for less experienced CoA 

members to manage.  To address this, several online and in-person training sessions were held 

throughout the project, supported by manuals and presentations in both Arabic and English and 

a focal point within the host organization was assigned to provide continuous support, follow up 

on reporting, and offer guidance as needed. 

Accessibility was felt by some to have been underprioritized by some CoA organisations when 

developing their activities: “if [the] transport budget was higher… people with disabilities need to 

know this info… we wanted to include more people but the budget is small.” (Note that efficiency 

was not a criteria that was under the mandate of this evaluation to assess and therefore the 

funding processes and procedures have not been reviewed in detail). Another noted, “my 

language barriers (Arabic) were taken into consideration after we expressed them.” Another noted 

that “accessibility and affordability were present only during the emergency… lacking during other 

periods.” However, these reflections referred mainly to CoA-managed activities and sub-grants, 

where small budgets limited the scope of accessibility measures. At the level of the programme 

as a whole, however, disability inclusion was not absent. Capacity strengthening addressed 

accessibility in several ways: transportation support was provided in some activities, and at least 

one consortium partner reported training its staff in sign language. These initiatives did not 
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eliminate structural gaps, but they show that the programme incorporated disability considerations 

beyond what was possible in CoA-managed grants. 

Participants also flagged examples of where they perceived breaches of trust or lack of sensitivity. 

For example, some sensemaking workshop participants noted: “trainings [were] facilitated by 

trainers who weren’t sensitive around our experience”33; Another made reference to the UN 

Commission on the Status of Women “where a story that concerns us was shared without our 

consent”34; and “Not all CoA members are queer and trans friendly.”35 These point to the need for 

partnership ground rules covering consent, visibility, and queer/trans-affirming practice. 

During the validation process for this report, it was noted that due to the nature of the programme, 

its structure and the fact that the budget does not allow for large scale contingency planning - the 

contingency plan developed and agreed on with the CoA consisted of allocating a dedicated 

budget for emergency response, the support of emergency needs of CoA members such as 

emergency relocation, the referral to midwives where needed, the continuous monitoring of the 

situation, and the provision of relevant S&S material on the spot. Notwithstanding these efforts, 

one organisation reflected that such planning could have been improved: “we did workshops, we 

thought there was an emergency plan and when the full scale war [came] we felt it was useless 

and it didn’t help us, we asked about it.” This suggests that contingency planning needs to be 

practical, with roles tested and clarified. 

Two partners were frustrated by the lack of feedback: “we don’t know who gets those reports and 

where they are going.” At the same time, they valued new links: “we were connected to other 

SRH-R actors in Lebanon… we were able to relate the work together in order to continue.” This 

suggests the need for transparent feedback loops and mechanisms to share learning across the 

CoA. According to the country committee, members were offered one-on-one reporting sessions 

throughout the programme provided to them upon their request. 

Alignment with international SRH-R initiatives also had mixed perceptions among the CoA 

organisations who took the survey. While several organisations perceived good alignment, many 

felt this was an area where the programme did badly.  

Q: How well or badly has the We Lead programme in your country coordinated with … 

other relevant international SRH-R initiatives? 
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Q: Does your organisation have a sustainability plan in place for when this programme 

ends?  

 

E. Recommendations 
 

For Hivos / We Lead Consortium 

 

1. Create a short Partnership Charter that sets out decision‑making roles, communication 

norms, visibility and risk levels, and simple steps for resolving conflict. 

2. Introduce tiered reporting so requirements match each partner’s capacity. 

3. Carry out an accessibility audit and set aside a dedicated budget line across grants to 

cover things like transport support, sign‑language interpretation, or adapted materials. 

4. Develop a panel of vetted well‑being and safeguarding providers, set minimum quality 

standards, and create a way for participants to give feedback on programming. 

5. Provide an awareness monitoring starter pack with easy‑to‑use templates to track reach, 

enquiries and community reactions without the need for specialist software. 

6. Reduce the number of partners and give larger, multi‑year grants to allow deeper 

accompaniment and protect core roles and overheads. 

7. Bring in disability expertise to co‑design accessibility plans and review materials and 

events from the design stages.  

8. Select and pilot 3–4 health‑provider sites, sign MOUs with them, identify champions, and 

set up community feedback loops. 

9. Document and share case studies (such as the Akkar curriculum and Baalbek caregivers) 

in Arabic and English so they can be replicated and attract resources. 

10. Develop a crisis communications protocol with graded visibility options and a simple 

checklist to assess risk quickly. 

11. Maintain a light policy‑window tracker and coalition map, and fund rightsholder‑led policy 

labs to test narratives and approaches. 




