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Procedure: Submission under CEDAW follow-up to concluding observations (Ukraine).

UFPH expert submission on Ukraine’s follow-up to CEDAW/C/UKR/CO/9 (paras 12, 16(c)(i), 32(b))
UFPH welcomes the State party’s continued engagement with the Committee and notes tangible steps since the ninth periodic review. Alignment with the Istanbul Convention has advanced, including an administrative offence for sexual harassment and clearer recognition of gender-based violence in administrative law. Within the security and law enforcement sector, updated ethical codes and draft statutes signal a shift toward zero tolerance of harassment and discrimination. On conflict-related sexual violence (CRSV), specialised prosecutorial capacity, inter-agency coordination platforms and mobile police groups in de-occupied areas represent meaningful progress. In the sphere of trafficking and labour exploitation, joint missions by the labour inspectorate and police, expanded access to free legal aid and large-scale information campaigns address heightened wartime risks, particularly for internally displaced women.
Progress notwithstanding, our direct service delivery and field work across Kyiv and other oblasts—including de-occupied and frontline-adjacent communities—show implementation remains uneven and, in places, fragile. In security institutions, administrative-level sanctions for sexual harassment are necessary but insufficient without robust deterrence, independent oversight and protection against retaliation. Survivors and witnesses, including uniformed women, consistently report that complaint channels still feel internal rather than independent, and that redress is perceived as uncertain or slow. Without systematic, disaggregated publication of complaints, investigations and outcomes—and without linking compliance to promotion and performance systems—codes of conduct risk remaining aspirational rather than operational.
The CRSV response best illustrates how legal and institutional advances can falter at the point of service. Prosecutorial data indicate several hundred recorded incidents, suspects notified and cases referred to court, with first convictions secured. Yet under-reporting persists, driven by stigma, fear of reprisals, displacement, and the practical reality that many survivors cannot safely navigate fragmented systems to reach trauma-informed care. In our social apartments (halfway houses) and through mobile teams, we regularly meet women who arrive without identity documents, often with children, and with only partial recall of events under extreme stress. Where clinical management of rape (CMR) is accessible and stocked, outcomes are better; where stock-outs, distance or unclear protocols delay emergency contraception, HIV post-exposure prophylaxis or forensic documentation, doors to justice close quickly. Adolescent girls, persons with disabilities and male or LGBTIQ+ survivors face additional physical, informational and attitudinal barriers that routine practice does not yet consistently address.
Trafficking and labour exploitation have become both more visible and more complex during wartime. Joint inspections and campaigns matter, but they rarely reach the edges of risk: seasonal agriculture, logistics corridors, construction sites and informal care work where IDP women, Roma girls and girls in residential institutions are present but not seen. Our case managers continue to encounter women who fear reporting undeclared work, wage theft or coercion because the only pathway they know runs through an employer or intermediary. Even when identification occurs, assistance is often short-term and transactional rather than rehabilitative, with reintegration supports—safe accommodation, documentation, livelihoods and sustained psychosocial care—under-resourced and time-limited.
UFPH’s perspective is shaped by what we do every day. We operate survivor-centred services—day centres, resilience hubs, social apartments and mobile teams—and digital pathways such as SafeWomenHub and SupportME that connect survivors to legal, psychosocial and health support. Our model is deliberately low-barrier: doors open first, questions come later. That approach is not only humane; it is evidence-based. When the first contact is safe, rapid and validating, survivors are more likely to seek health care, preserve evidence within clinical windows and—if they choose—engage with the justice process. We also train and supervise frontline staff—clinicians, social workers and case managers—on CMR, Psychological First Aid, mhGAP and protection from sexual exploitation and abuse (PSEA), and we help local authorities strengthen accountability to affected populations (CFRM/AAP). From 2022 to 2025, UFPH delivered over 450,000 GBV service contacts, provided safe accommodation to more than 500 women and their children through our social apartments, and trained over 9,500 providers across 22 oblasts.
First, ethical codes must be made measurable. The combination that works is straightforward: survivor-safe complaint routes that sit outside the chain of command; clear anti-retaliation guarantees backed by swift disciplinary consequences; and public, quarterly disclosure of anonymised, disaggregated data on complaints and outcomes. Coupling administrative sanctions with HR levers—eligibility for promotion, command responsibility and required remedial training—builds deterrence. An external oversight architecture anchored in the Ombudsperson, civil society and academia ensures credibility and learning rather than performative compliance. Within the next 12 months, these elements can be instituted across security institutions with minimal legislative change.
Second, CRSV pathways should be designed backwards from the survivor’s first safe contact. The system works when, at any entry point—police, hospital, social services, CSO—there is an immediate, standardised hand-off to time-critical care: CMR within 72 hours, HIV PEP, emergency contraception, trauma-informed examination and documentation, and a clear offer of safe accommodation and legal aid. This is primarily a coordination task. National SOPs exist in parts; they should be simplified, stocked and supervised, with embedded peer supervision to prevent drift. Inclusive adaptations are essential: adolescent-friendly consent and confidentiality protocols; communication supports and accessible facilities for persons with disabilities; sensitisation for male and LGBTIQ+ survivors. On the justice side, interim administrative reparations can bridge to comprehensive reparations, while witness protection and survivor-led accompaniment make legal processes safer and more navigable. A 12-month national readiness plan for CMR facilities (supplies, staffing, supervision) would make the difference visible.
Third, trafficking prevention must meet people where risk lives. Extending inspection reach through mobile labour-rights teams, safe and confidential reporting for undeclared workers, and targeted outreach in IDP settlements and de-occupied areas will surface cases that never touch formal channels. Reintegration should be financed as a continuum rather than a short-term intervention: specialised shelters for survivors of labour exploitation, documentation support, livelihoods assistance and ongoing MHPSS. Regional coordination with destination countries and a laser focus on documentation for Roma girls and children leaving institutions will close persistent protection gaps. Within a year, an integrated data dashboard with sex/age/disability disaggregation could provide quarterly public updates on identification, assistance and justice outcomes.
Cross-cutting enablers deserve emphasis. Gender-responsive budgeting is the difference between pilots and systems; survivor services—health, MHPSS, legal aid, shelters—and localisation should be earmarked within medium-term expenditure frameworks. Participation is not a box-tick: women’s CSOs, including IDP- and survivor-led groups, should co-design and co-monitor. Safeguarding and workforce capacity must move from events to institutional muscle memory—core curricula, routine supervision and independent feedback loops across health, social services, police, prosecution and the military. Finally, equity is geographic and digital. Mobile modalities and tele-services connect frontline communities to care; accessible design and reasonable accommodation must be standard, not exceptional.
UFPH stands ready to partner on delivery. We can support the State party to operationalise independent complaint mechanisms in line with IASC PSEA standards; co-develop simplified CRSV referral SOPs with health, police and social sectors; map facilities for CMR readiness and stock-management; and provide training and supervision packages that translate policy into practice. We can also help establish integrated, disaggregated data systems that protect confidentiality while enabling learning, and integrate AAP/CFRM mechanisms so that survivors’ voices drive improvement. 
For follow-up coordination, please contact: Halyna Skipalska, Executive Director, halyna.skipalska@healthright.org.
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