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NOTE 

The views expressed in this report are those of the participants of the informal Regional 
Workshop on Mainstreaming Gender into Health Security and Emergencies and do not 
necessarily reflect the policies of the World Health Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for the participants of the Regional Workshop on Mainstreaming Gender into 
Health Security and Emergencies, which was held in Manila, the Philippines, on 
7-8 September 2010. 



SUMMARY 

The Workshop on Mainstreaming Gender into Health Security and Emergencies took place 
in Manila, the Philippines, from 7 to 8 September 2010. 

The objectives of the workshop were: 

(1) to understand the links between gender and health, especially in the context of 
health security, emergencies and emerging infectious diseases; 

(2) to introduce participants to concepts and methods for gender analysis in health; 

(3) to apply gender-analysis methods and tools to disease surveillance, preparedness, 
response and management; and 

( 4) to identify strategic entry points for integrating key gender issues in the 
prevention and control of emerging infectious diseases. 

The workshop was structured around three modules as well as plenary discussions and 
participatory learning activities. Throughout the workshop, participants were encouraged to 
voice their comments and reservations freely. Participants raised and discussed topics such as the 
difference between epidemiological analysis and gender analysis, when to conduct gender 
analysis, the impact of gender awareness on activities, which gender-related issues are harmful to 
health and which types of responses are required. 

The workshop participants jointly reached the following conclusions: 

(1) The Emerging Disease Surveillance and Response (ESR) teams routinely analyse 
data by time, place and person, which includes sex and age. A commitment is 
needed from ESR teams to share such data with those working on gender issues. 
ESR teams in countries should provide sex and age-disaggregated data for 
selected diseases (possibly dengue, rabies, leptospirosis, or others) so that those 
data can be analysed at the regional level. 

(2) Relevant gender-related fmdings in emerging and infectious diseases should be 
published in the Western Pacific Surveillance and Response (WPSAR) Journal, 
as well as in other sources, for the purpose of information sharing. 

(3) The ESR unit in the WHO Regional Office for the Western Pacific will collect 
outbreak response reports, with age-and sex-disaggregated data, from countries. 

(4) ESR is encouraged to use the gender analysis tools in case sex differences 
emerge during an outbreak investigation. 

(5) A simple tool to collect gender-related and country-specific data will be 
developed and shared with countries to support Emerging Disease Surveillance 
and Response (ESR) and Emergency and Humanitarian Action (EHA) units' 
work. 
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1. INTRODUCTION 

1.1 Background 

Gender refers to the socially constructed roles, behaviours, activities, and 
attributes that a given society considers appropriate for men and women. Gender 
differences include socio-cultural factors as well as male-female differences in access 
and control over resources. Gender roles and relations can be helpful or detrimental to 
the health of men or women depending on the situation. A major objective of gender 
analysis for infectious diseases is to identify the differences men and women face in 
access and control over resources and those gender-related roles and practices that put 
women and men at higher or lower risk of infectious diseases, so as to discourage 
harmful practices and encourage helpful ones .. This means that considering male-female 
differences can increase the effectiveness of disease control programmes and the 
likelihood of better outcomes. 

The Asia Pacific Strategy for Emerging Diseases (APSED 2005) has proven to be 
a useful, common framework for countries, WHO, and partners to work collectively 
towards the common regional goals of early detection, rapid response, effective 
preparedness, and partnership for emerging diseases. The five programme areas 
identified in APSED 2005 have made a significant contribution to managing emerging 
disease threats, including assisting the response to pandemic (HlNl) 2009 and 
strengthening the International Health Regulations (2005) core capacity requirements for 
surveillance and response. 

Several activities have been conducted to mainstream a gender focus into the 
implementation of APSED. 

( 1) In September 2007, advice was provided on how to integrate gender into the 
programmatic components under APSED. 

(2) In September 2007, a short orientation on gender and health was organized 
for Emerging Disease Surveillance and Response (ESR) technical staff. 

(3) In March 2008, the document "Taking sex and gender into account in 
emerging infectious disease programmes: An analytical framework", which 
comprises a framework for gender analysis in emerging infectious diseases 
(EID), was drafted and presented to ESR colleagues for review and suggestions. 
This document is now in the publication process. 

(4) In September 2009, a session on gender was included during the annual 
meeting of national programme managers for EIDs. 

Building on the lessons learned from original APSED 2005 implementation and 
from the HlN1 pandemic 2009 coupled with series of intensive country consultations 
with a bottom-up approach, an updated APSED 2010 has now been developed. The 
original five focus areas have now expanded into eight focus areas under APSED 2010. 
While APSED continues to focus on emerging diseases, it also seeks to maximize the 
benefits already achieved by widening its scope to include other acute public health 
threats and by identifying additional areas of synergy and special situations to which the 
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strategy can make important contributions. APSED (20 1 0) has been endorsed by all 
Member States during the sixty-first session of the Regional Committee Meeting for the 
Western Pacific held in October 2010. While gender-related activities have taken place 
throughout APSED 2005, now is an ideal time to more vigorously scale up gender
related activities with the new strategy, APSED 2010. 

At this important juncture the following observations are made: 

• The analysis of data by time, place and person (including sex) is a basic component 
of descriptive epidemiology, which has been a routine practice during outbreak 
investigations of infectious diseases of Emerging Disease Surveillance and Response 
unit in the WHO Regional Office for the Western Pacific. It provides important 
information on the possible source or exposure route of transmission, and sheds light 
on specific risk factors for disease. While assessing sex and age-specific disease 
risks by looking at sex and age-stratified data would also be useful in most cases, 
such analysis are often limited in outbreak situations as the numbers are small and 
therefore statistically less reliable. 

• Regarding routine descriptive epidemiology (time, person and place), related to 
indicator-based surveillance (IBS) some countries analyse-and report-data that 
are disaggregated by age and sex. But others only analyse but do not report 
disaggregated data and/or report aggregated values. Much information can be found 
if proper analysis of indicator-based surveillance data is done, where reported by age 
and sex, since the reported numbers are large and therefore can be more reliable, 
such that finer, stratified data presentations are more informative, if available. If 
difference in disease risk differ between sexes only for some age groups, differences 
may not be observed at the aggregate level, and only appear when the data are 
stratified. 

• If differences in disease risk between sexes exist, there are important implications for 
intervention and disease prevention, and the ESR team would further investigate the 
possible reasons behind those differences. However, such investigations are not 
necessarily conducted currently in a well structured, consistent manner. 

• In addition, ESR has not been taking into account possible selection bias in the 
gender distributions in surveillance data-such bias may exist if men's and women's 
accessibility to health care or health-seeking behaviour differ. 

Based on above observations, to develop a more gender-sensitive and 
epidemiologically robust culture in the field of emerging infectious diseases, the 
Western Pacific Regional Office plans to support Member States to mainstream the 
analysis of sex and age-disaggregated data and mainstream the documentation and 
reporting of sex and age-disaggregated data, even if no difference is found. This should 
be considered a best practice as it is in line with encouraging publication of studies that 
do not fmd clinically or statistically significant differences to avoid "publication bias". 

The Western Pacific Regional Office will therefore take a lead in analysing 
surveillance information, and sharing with Member States, with a particular interest in 
gender. Where relevant, WHO and others will make use of gender analysis tools 
currently being developed for infectious diseases. Based on the gender analysis findings 
of indicator based surveillance data (IBS), these information could be used for 
discussions on outbreak investigations and possible response activities. Being mindful 
of gender issues, WHO and others will take into account possible selection bias that may 
be in operation in surveillance data, based on men's and women's differential access to 
health services. 
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As first steps to consolidated action in this regard, and to understand the tools and 
means to conduct such important gender analysis in emerging infectious diseases, it was 
decided to convene a workshop for professional staff of Emerging Disease Surveillance 
and Response (ESR) and Emergency Humanitarian Action (EHA) units from the 
country offices and Regional office, under the guidance ofMs Anjana Bhushan, 
regional gender focal point (Technical Officer, Health in Development) and 
Dr Islene Araujo De Carvalho, Technical Officer, Gender, Women and Health 
Department, WHO Headquarters. This workshop report reflects the lively discussions 
and ways forward in gender analysis suggested by participants attending the workshop. 
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A snap shot of the current and possible future practice of 
disease surveillance in emerging infectious diseases (EID) 
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Current practice in indicator based surveillance (ffiS) 
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1.2 Objectives 

The Workshop on Mainstreaming Gender into Health Security and Emergencies took 
place in Manila, the Philippines from 7 to 8 September 2010. 

The objectives of the workshop were: 

(1) to understand the links between gender and health, especially in the context of 
health security, emergencies and emerging infectious diseases; 

(2) to introduce participants to concepts and methods for gender analysis in health; 

(3) to apply gender-analysis methods and tools to disease surveillance, 
preparedness, response and management; and 

( 4) to identifY strategic entry points for integrating key gender issues in the 
prevention and control of emerging infectious diseases. 

1.3 Opening remarks 

Dr Takeshi Kasai, Director, Health Security and Emergencies, WHOIWPRO, stated that 
the Emerging Disease Surveillance and Response (ESR) team in the Region is a very practical 
group, taking action and making changes. He emphasized his support for the current 
Gender Mainstreaming Workshop and the importance of further incorporating gender analysis 
and awareness into ESR work in the Region. 

He noted that, within the 2-day workshop, there would be a focus on data analysis, 
including a systematic review of the core competency of the ESR team to analyse data by sex 
and gender. It is important to be more sensitive to gender issues before outbreak events, so that 
such awareness can be incorporated into data analysis during and after an outbreak. Two 
important intervention points in which gender can be further incorporated are data analysis and 
interventions. The Director stated that, by the end of the workshop, he would like the 
participants to have a list of actions with which to move forward and further incorporate gender 
into ESR work, particularly at the country level. He also asked for comments on the 
Temporary Adviser's document on gender analysis in ESR, to enable it to be fmalized and 
published. 

The Director also pointed out that the meeting would be informal and thus should be as 
interactive as possible. Participants should feel free to intervene and question. 
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2. PROCEEDINGS 

2.1 Workshop introduction 

Ms Anjana Bhushan, Technical Officer (Health in Development), Division for Health 
Sector Development of the WHO Regional Office for the Western Pacific (WHO!WPRO), 
introduced the workshop. Participants were asked to be open and to voice any reservations, 
concerns or comments at any time. 

Dr Islene Araujo de Carvalho, Technical Officer, Gender, Women and Health, 
WHO Headquarters, asked participants to list their expectations for the workshop and explained 
that the workshop objectives were to learn what gender is, learn techniques to conduct gender 
analysis of health data, discuss together how to integrate gender into the Emerging Disease 
Surveillance and Response (ESR) unit, and look at the relationship between gender inequality 
and the goals of public health work. Gender analysis in ESR work is a new area, thus, the 
participants and facilitators would be dealing with a new field and acting as pioneers .. 

2.2 Does gender really matter in health? 

Participants were divided into small groups, and discussed some "flash card facts." 
Groups were first given a card with a question regarding gender and health. After some time for 
discussion, groups were then given a seco-nd card revealing the answer to the original question. 
A general discussion among participants regarding each flash card fact ensued. Topics discussed 
included the health implications of the household responsibilities of women and men, the 
vulnerability of men and women to malaria, and the differential effects of the 2004 tsunami on 
females and males. 

2.3 Sex and gender are not the same 

Participants were asked to list common or typical attributes, characteristics and activities 
of women and men, and these were written on a flip chart. Participants were then asked to 
identify which attributes or activities were interchangeable, i.e. could potentially be an attribute 
or activity of either women or men. The purpose of the activity was to introduce the difference 
between 'sex' and 'gender', as most attributes that are interchangeable are socially constructed and 
therefore gender-related, while those attributes that are not interchangeable are biological 
attributes of women and men, dictated by sex. 

A presentation further introduced and elaborated on the concepts of sex and gender. The 
concepts of gender norms, roles and relations were also taught. Participants were asked to share 
a gender norm, a gender role, and a gender relationship from their own community or work area. 
The norms, roles and relationships raised included: men tend to make important decisions in the 
home while women make smaller or less important decisions; men tend to be organizational 
leaders; women tend to be health workers; women are traditionally asked to obey men and male 
figures; men fight in wars; men can feel disrespected if they are not allowed to pay the bill in 
restaurants; etc. 

2.4 Gender is a determinant of health 

Participants then engaged in a "power walk" learning activity. Each individual was 
assigned a "role", including: an orphan boy of 10 years, an orphan girl of 10 years, a female sex 
worker, a minister of health, an illiterate man_ of 50 years, a visually impaired young woman, a 
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visually impaired young man, a primary school teacher, and a WHO staff member. Participants 
were told to act the part of their assigned roles, and were instructed to stand together along a 
single line. A 'race' ensued in which the facilitator asked participants to agree or disagree with a 
set of statements. For each statement, if a participant, acting the part of his or her assigned role, 
could agree with the statement, that participant was allowed to take a step forward. Those who 
could not agree with the statement remained in place. Presented statements included, among 
others: "I understand how to take medication given to me by my doctor"; "I have access to family 
resources ifl need to pay for health care"; "I have access to clean and safe drinking water"; "I do 
not feel judged by health care workers"; "I am not in danger of being sexually harassed or 
abused"; and "Ifl need medicines, I know where to get them." By the end of the activity, some 
individual had been unable to move forward at all and some had only been able to move forward 
a little, while a few individuals were far ahead of the others. The gender of participants' roles 
often affected their ability to move forward. The activity was aimed at understanding the 
experiences, vulnerabilities and privileges of various types of individual with respect to health 
and interaction with the health care system. 

The power walk was followed by a presentation on health equity, empowerment and the 
difference between equality and equity. 

2.5 Conducting gender analysis 

A module on conducting gender analysis was presented. To adequately and fully 
understand a health problem, the facilitator stated that analysis of basic health data, 
disaggregated by sex, age and socioeconomic stratifiers (including at least two social markers 
and at least one regional marker), complemented by qualitative information, is necessary. To 
introduce something that is simpler and perhaps more realistic in the immediate aftermath of a 
crisis, outbreak or acute public health event, a short list of basic questions to aid in gender 
analysis was also presented. (See Annex 4 for the list of questions.) 

Some participants voiced the opinion that the list of questions simply reflected the work 
that ESR staff are already conducting, rather than anything new or different. For example, a 
participant noted that an outbreak report which does not address the listed issues would not be 
considered an adequate report. 

Dr Takeshi Kasai, Director, Division of Health Security and Emergencies, WHOIWPRO, 
replied that the nature of the data being dealt with is unknown. Usually, if there are no, or 
minimum sex differences in the data received, further sex or gender analysis is not conducted. 
However, presented data may be distorted by factors such as access to health care facilities, 
gender norms, etc. In particular, if staff from one country look at data from another country, they 
may misinterpret that data due to a lack oflocal knowledge. Moreover, he noted that, by 
conducting further gender analysis, it may be possible to discover important aspects of a health 
problem that were not realised before. In addition, he stated the importance of sharing data with 
the gender group and thereby contributing to their work. 

The Director also said that the results ofESR's previous sex and gender analyses could be 
valuable to the gender team in advocating for policies or for other actions that ESR team 
members had not considered. If possible, data from ongoing or previous sex and gender analysis 
should be produced to show that such analysis has been conducted. The gender team may 
additionally bring a fresh perspective to those data. 
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Other comments included.;. 

• A big area of concern is sources of distortion in the information coming from health 
facilities. As could be seen from the power walk and also from experience, some are 
more likely than others to be identified through health facilities. When a sceptical 
outlook on such data is maintained, then the source of weaknesses or distortions in 
those data is more likely to be found. There are gender-related barriers to health care 
access, and there are gender norms that prevent some groups from reaching health 
care facilities . 

• An example of differential health care access by gender is evident in a study on 
tuberculosis (TB) in VietNam. While men and women seek health care with similar 
speed, men are more likely to know that there is a directly observed treatment, short
course (DOTS) programme and a DOTS facility, and therefore visit DOTS clinics 
relatively early. Women, on the other hand, tend to self-medicate or visit the village 
healer first. This is the frrst source of delay in adequate health care access for 
women. The second source of delay comes from health care providers, who take 
longer to refer women for sputum-smear diagnosis than men. Much of the TB 
research is male-centric. Thus, what is known as the classic TB symptoms reflect 
those symptoms commonly found in men - such symptoms may be found more 
reliably in men than in women. Thirdly, even when providers in the study referred 
women for sputum-smear diagnosis, women often did not provide sputum samples of 
good enough quality to be tested. The study authors hypothesized that, since the loud 
coughing up of sputum is considered unfeminine, women may not have felt 
comfortable or able to loudly cough up sputum. The main point here is that these are 
some examples of sources of distortion in the data received. 

• Some studies show similar patterns of health-care seeking for TB in China as well. 
Such types of health care-seeking patterns may be common to many diseases. 
Therefore this type of knowledge may be very relevant to work on gender-related 
issues. 

• For ESR, obtaining data is a process, because first there is a little information, and 
then researchers have to back and get more. There is a lot ofleeway in asking for 
more details regarding the data received. This is where an understanding of gender 
can help to point out things that should be probed more deeply. 

• Sex and age-disaggregated data are sometimes not collected. Even when such data 
are available, age-by-sex data are often not available. However, gender roles change 
with age. For example, if adult women are behaving differently from adult men, 
aggregated data may appear to show an equal sex breakdown of cases. However, 
differences might appear if data disaggregated by sex in each age category were 
available. 

• Even when an equal breakdown of males and females among cases is observed, those 
data could be missing a lot of women or a lot of men, or specific groups of men, 
women, boys or girls. However, recognising the groups that are missing from the 
data could be very important for response activities. 

• Very often a lot of good data, including sex-by-age data, are collected in the field. 
However, when those data are reported to higher level bodies, they are reported in an 
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aggregated manner. In the past, there was a mindset that in an outbreak we should 
only do what is necessary; thus aggregated data were, and still are reported. Now, 
with computers, there is a lot less extra work involved in reporting disaggregated 
data. Moreover, a lot of new insights can be revealed at a national or regional level 
that are not apparent at the local level. For example, during SARS, while no country 
had a large enough number of pregnant cases to make any conclusions, information 
from pregnant cases in all affected countries could have been useful at the 
Headquarters level. Thus, it can be useful to have disaggregated data reported up 
through the system. 

• Certain outbreaks have only a small number of cases. Thus, in such cases, to 
disaggregate by age and sex may reveal spurious fmdings that are not reliable. In 
small outbreaks, this may be one of the reasons that disaggregated data are not 
reported. 

• Our work shows gaps in the qualitative analysis of quantitative health data. There is a 
new field called Social Epidemiology; this is exactly what we are doing here. Gender 
analysis is when epidemiology meets social science. It is about asking why there are 
inequities or differences between groups. 

2.6 WHO gender analysis tools 

The gender analysis matrix (GAM), linked to the gender-analysis questions (GAQ) 
document, was introduced and explained. These two documents are based on a generic tool that 
was developed in WHO Headquarters, and have been modified specifically for ESR. 

Comments included: 

• In response to a question regarding the stage ofESR work at which the gender
analysis tools should be used, the facilitators replied that during an acute crisis or 
outbreak, the GAM and GAQ are too elaborate. Rather, in such periods, the shorter 
list of questions found in Appendix 2 should be used as the bare minimum. The 
GAM can be used to conduct analysis in advance of an outbreak. The knowledge 
gained through such analysis can improve preparedness as well as response 
effectiveness during an outbreak. In addition, especially in the case of outbreaks that 
last for a long time, the GAM can be used to assess the effectiveness of response 
activities, including a look into whether women and men of all groups are being 
reached by response activities. Moreover, after an outbreak, there is often still 
interest and money to conduct further activities, including looking at lessons learnt 
and activities missed or not fully focused on earlier. At this stage, the GAM can also 
be very useful. 

• A question was raised regarding how to practically incorporate the GAQ into ESR 
work. During outbreak investigations, data on sex are collected, but perhaps more 
qualitative information, such as how gender norms and roles increase exposure, is 
missing. The facilitators replied that question numbers 3 to 6 on the list of questions 
found in Appendix 2 are focused on more qualitative factors, and can be asked during 
outbreak investigations. 

• The GAM includes a column entitled 'Access to and control over resources and 
decisions.' It was noted that access and control over a resource may not rest with the 
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same person. For example, in some fanning systems in Africa, land is often held 
communally, so farmers may cultivate land but do not have the right to buy or sell 
that land. They therefore have access to, but not control over it. 

• The GAM includes a row entitled 'Outcomes of illness or disability.' It was noted 
that stigma can be one outcome of illness or disability. For example, health workers 
were deemed to be exposed to SARS through their work. Some health workers were 
therefore not allowed to enter their home villages. In addition, in some locations 
women are much more concerned about TB-related stigma than men, and therefore 
women sometimes try to hide their symptoms or delay seeking care. 

• One participant noted that, with avian influenza, if work on backyard farms is a risk 
factor and women are engaging in such work more than men, the biological sex of 
women is not the risk factor but rather their occupation. One way to convince 
epidemiologists of the usefulness of the GAM is to use examples such as this to 
frame the GAM as a tool through which to discover the true risk factors of a disease. 
The "exposure to the pathogen" row in the GAM is not just about whether individuals 
themselves are exposed, but also what role they play in transmission and exposing 
others. Thus, if women are better able than men to recognise symptoms of sickness 
in poultry because women are working more closely with poultry on backyard farms, 
we need to be able to engage these women and make it attractive for them to report 
sick poultry. This is a crucial factor, as it is related, not only to the risk of avian 
influenza exposure to women, but also the risk of exposure for many others due to 
inefficient culling operations. 

• During community meetings, it may be common for women to sit in the back and not 
speak up. If opinions are solicited during such meetings, we will only hear the 
opinions of people in the front or the decision-makers or the men. These are 
important considerations. This type of issue would fall under the 'Vulnerability and 
susceptibility' row in the GAM. Many prevention-related factors would fall in this 
row, such as vulnerability due to illiteracy or lack of education, which prevents an 
individual from understanding risk communication messages. Prevention work must 
address these factors. 

Additional comments and discussions regarding gender analysis included,;. 

• Qualitative analysis should support quantitative analysis of data. A lot of the 
qualitative, gender-related and context-specific analysis and information needed can 
be collected prior to an outbreak and thereby feed into outbreak analysis and 
response. 

• While it is common to forgo gender analysis when surveillance data show an even 
sex distribution of cases, further analysis may still be necessary. For example, in the 
case ofTB, a 2:1 male-female ratio is found everywhere. Thus, if a 50/50 
distribution for males and females were seen, this should raise questions, as TB 
usually has a different distribution. For known diseases, we may know what type of 
sex distribution to expect. For unknown and newly emerging diseases, however, it 
may not be adequate to dismiss further gender analysis if a 50/50 sex distribution is 
shown in the data. The sex distribution of cases may also differ in later stages of an 
outbreak compared with earlier stages. 
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• Even if a 50/50 sex distribution is an accurate representation of the true population 
distribution, and this is the distribution found in surveillance data, further gender 
analysis is still necessary, as patterns of exposure may differ by gender. For 
example, with avian influenza, women might be responsible for backyard poultry and 
selling poultry in markets, while men might be primarily employed in commercial 
poultry establishments. Thus patterns of exposure and infection may differ for 
women and men. In some societies, men tend to sell poultry in markets, while in 
others women do. Patterns of health-seeking behaviour, and provider and patient 
delay, as well as access to health services, may also differ by gender. Since the 
concern is about response - communication messages, getting supplies out, getting 
people treated, etc. - there is still a need to consider possible gender difference that 
could impact on such efforts. 

• Pregnancy is an important issue to flag in our work. In the case of SARS and Ebola, 
for a long time, pregnant women were not analysed separately. However, in both 
cases, the outbreak was amplified through maternity health care settings. For 
example, Ebola was associated with very bloody miscarriages. This has implications 
for infection control, but it is not common for health workers to think of infectious 
disease when treating a case of miscarriage. In addition, surprisingly there is no 
information about the effects of a lot of infectious diseases on pregnant women. It is 
particularly important to collect pregnancy information for a newly emerging disease 
about which little is known. 

• In addition to sociocultural factors, biological factors are also important in our 
analyses. For example, there is some evidence to indicate that measles might be 
worse for girls and case fatality rates for dengue might be higher in girls, while, 
biologically, male infants are more likely to die in their first year than girls. During 
the SARS outbreak, twice as many men as women died. This could be because of 
biological factors, although we are not sure. 

• It is important to look at, not only disease factors, but also other issues, such as 
potential negative impacts of our activities on communities. For example, the 
number of rapes in certain refugee camps increased simply because of the locations at 
which water pipes were built within the community - near a forest or bushes or at 
the margins of the camp. So incorporating gender into planning is, not only about 
disease, but also about avoiding harm in our interventions. 

Examples raised by participants and facilitators illustrating the importance of gender issues in 
health and ESR: 

• In rural India, although a household may own a bicycle, women do not ride 
bicycles as it is considered unfeminine and women's saris tend to get caught in the 
bicycle wheels. Thus, women's access to this means of transportation and this 
household resource differs from that of men. This will affect health care access, 
because transportation is often needed to reach health care facilities. 

• A study conducted in VietNam found that part of the women's role is to handle the 
manure and blood of poultry. 

• Research has shown that agricultural extension workers tend to think of farmers as 
men. Therefore, extension workers tend to give messages to male farmers on the 
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assumption that the men will transmit the messages to their wives, but this does not 
always happen. Thus, specific strategies may be needed to reach the particular 
target group that we are concerned about. 

• Sexually transmitted infections often have a greater impact on women than men. 
Some examples are HPV, chlamydia! infection and HIV. 

• In her work, a participant once came across a man who was living in Australia and 
obtained a bride from a developing country. The bride had come into the country 
with typhoid, but the husband refused to have his wife treated until she obtained 
her Medicaid card, so that her treatment would be free. 

• A Malaysian participant told the group about her sister who got sick with dengue. 
Her sister generally works very hard, but hid her illness from her family and did 
not seek care until she was very sick. The participant feels that this was a gender
related phenomenon. In Malaysia, women seek care only at the last minute. 

• In VietNam, most staff who engage in surveillance response work are male. This 
is very much related to gender roles, because men can stay away from home 
overnight and be in the field for a week or two, but women cannot. 

• In the case of zoonotic diseases, men can be at higher risk than women because 
they are more likely to approach animals. In Mongolia, boys and men play 
outdoors, while women are busy working in the home. Around 80% of anthrax 
cases are male because men skin animals. The same is the case with rabies, 
because men handle animals. However, women tend to deliver animals. 

• In South Asia, women delay seeking care, while men and boys get preferential 
household support to access health care and treatment. However, in Western 
societies, women seek care more often than men. This may be due to the notion 
that men are tough and "macho" and do not need to go to the doctor until they are 
very sick. 

• A study conducted in Mongolia found that, in rural areas, women tend to seek care 
less than men, but in urban areas men seek care less than women. An additional 
interesting point is that girls have higher rates of education than boys. 

• A participant shared that, during her trip to Calcutta, she learnt that access to toilets 
in some areas is a major problem, and women do not like to defecate in public, so 
they wait until night time. In addition, in the case of typhoid, it is very difficult in 
some cultures to get faecal samples from males. In Australia and in the United 
Kingdom, if a man does not produce a faecal sample, as a public health strategy 
that person will be placed under police protection in a hospital until he is ready to 
produce a stool. 

• In many cases, females are exposed to a pathogen since they are, for example, 
nurses or those doing the work in the household. However those who are taking 
decisions are male. For example, in emergency situations, if the director deciding 
on how a camp is set u_p is a male, but the ones taking care of patients or engaged 
in waste disposal are female, there is a problem. This is like a mother telling her 
sons what to do when they go hunting even though she, as a female, is unaware of 
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how to hunt or what is involved in hunting. Gender and decision-making play a 
role in prevention, not just a role in susceptibility for individuals. 

• A participant noted that gender analysis is not free. Governments may need to 
invest in staff time, information collection systems, etc. Given this situation, it 
may be difficult to motivate national governments to incorporate gender analysis. 
However, several arguments may be used to promote gender analysis. Perhaps the 
most persuasive argument is that programmes will suffer and may not be successful 
if gender is not taken into account. For example, if we do not know that women 
are the ones who cull the chickens, our avian influenza strategy will suffer. 

2.7 Current ESR work and links to gender analysis 

Dr Nhu Nguyen Tran Minh, Field Epidemiology Training Programme Advisor, 
WHONiet Nam, gave a presentation on current ESR work in VietNam. He presented a case 
study and a list of attached questions used as training material in the VietNam Field 
Epidemiology Training Programme (FETP). The case study looks at the investigation of an 
outbreak of cholera in northern VietNam. 

He noted that physicians, epidemiologists, laboratory technicians, microbiologists and food 
safety experts may all be invited to participate in an epidemic response. If something has 
happened in a minority or remote area, anthropologists may even be invited to be a part of the 
outbreak investigation team. Gender and other issues would be elaborated on by the team when 
necessary. When looking for more cases or new cases, these may be found in hospitals, villages, 
vulnerable communities, etc. 

Sex and other social factors could be explored when developing a hypothesis regarding 
how and why an outbreak has occurred. Gender analysis fits in very well with the work that 
epidemiologists are doing. Good epidemiologists follow up every hint. An investigation is like a 
detective story, and gender and any social determinant are really clues. On the other hand, unlike 
outbreak investigations, routine surveillance reqUires health workers to collect data on notifiable 
diseases. If we additionally ask for age or sex data, we need resources and we need to first 
convince our counterparts that their data would be more useful for us if age and sex are added. In 
addition, in a chaotic situation, such as the aftermath of a tsunami, we simply want aggregated 
information -how many people have fever, cough, etc. We cannot ask for very comprehensive 
information, such as sex and age, at such a time. We always need to compromise and look at 
what is feasible and why further information needs to be collected. 

Comments following the presentation included: 

• If sex or gender issues are important in understanding how and why an outbreak 
has occurred, then they are definitely analysed by ,the ESR team. There is no doubt 
about that. 

• There is no question that epidemiologists and ESR staff conduct some gender 
analysis routinely. However, the hypotheses raised are very much linked to the 
individual investigator. Awareness that gender could be important, and an 
understanding of how gender has worked in other outbreaks, gives the investigator 
some additional insight when creating hypotheses. Ms Martha Anker, the 
Temporary Adviser from the United States, noted that a lot of people think there 
are not many gender differences in communicable diseases. After she was 
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appointed the gender focal point in ESR at WHO Headquarters, every time data 
were presented she would think about whether those data had a gender angle or not. 
The Ebola and SARS outbreaks were two instances in_ which gender played an 
important role. The advantage of just having that additional question in your mind 
-does this have anything to do with gender? -can help you think one step further 
in discovering some associations that otherwise may go unnoticed. 

• Gender relations within the household are sometimes missed in analyses. In 
economic analyses, for example, analysis stops at the household unit. Wearing a 
gender lens might lead the investigator to look further within the household unit 
into decision-making patterns and gender relations. In addition, typically, even 
when social factors are included in analysis, there is often a focus on income or 
rural-urban differences, while sex and gender analysis is usually missing. For 
example, in health fmancing, there is a very large amount of literature on equity 
and health financing, all related to income and poverty. However, there is very 
little literature on gender and health financing. 

• Very little information on the marmer in which gender affects an outbreak is 
available. However, the experience of previous outbreaks could inform future 
outbreaks. Thus there is a need to share this information more widely. 

• Since we have such a wealth of data from our outbreak investigations, going 
forward as a group we might want to decide to pick up this data and do 
retrospective analysis and characterize one disease in two or three settings. This 
could be our contribution to the body of knowledge. 

• Even in a crisis or outbreak situation, while we might only be concerned with a 
total number, it can be equally easy to get a breakdown by men and women. Even 
when there is very little time, a breakdown by sex can be useful. 

• Basic gender analysis should be something that the health system is doing, and 
would provide supportive information to help epidemiologists and investigators in 
furthering analysis during a crisis. Getting such information during an emergency 
situation is really impossible. From the very beginning, gender analysis should be 
part of a systems-based approach to health; the information generated would help 
different divisions, such as communicable disease, outbreak response, etc. 

• We know that surveillance and outbreak systems have weak points that are similar 
to the weak points of health information systems. However, if ESR staff generate 
the demand for systems-based gender analysis from the health information people, 
it would create a good impetus. 

• The possibility of creating country gender profiles was raised. This could serve as 
a source of information to which ESR staff could routinely refer. Dr Carvalho 
noted that some agencies, such as the WHO Regional Office for the Eastern 
Mediterranean, have created country gender profiles for some indicators. 
However, she also noted that, while it is good to have gender profiles and good to 
be prepared, we should also keep in mind that we may want to obtain more in
depth information than a profile can provide. The norms applying to different 
groups of people in different outbreak situations are not uniform. 
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• Many people consider gender to be just a female issue. Even in this workshop we 
have talked about females and emphasized pregnancy, etc. This can be misleading. 
In a report which the Mongolian government submitted to the United Nations 
General Assembly, when discussing gender and health, only reproductive health 
was addressed. Many other gender issues were forgotten and when we give 
examples, we should also emphasize men's issues- men's gender norms and roles, 
and based on gender-based division of labour. 

2.8 Using WHO gender analysis tools 

Participants filled in the GAM in three groups, using the information provided in a case 
study on avian influenza in VietNam (the case study is reproduced in Annex 5). Participants 
were asked for their feedback on any suggested refinements to the GAM. 

Groups then reported on the results of their group work. The resulting matrix, combining 
the input of all three working groups, is in Annex 6. 

Participants' and facilitators' comments regarding the case study included: 

• The case study showed that, in small farms women are more susceptible to avian 
influenza, but in larger, more commercial farms men are more susceptible. As the 
country is progressively moving towards large-scale production, men might become 
more and more vulnerable. 

• The case study shows that many small farms will be eliminated. Thus, women might 
be worse off. Indeed, everyone might be worse off because poultry is an important 
source of nutrition and an important aspect of the local culture. 

• Chickens are often sick, but little is done to mitigate that situation because many 
women do not have access to credit. The situation impacts society as a whole 
because it can be an important factor in the emergence of communitywide outbreaks. 

• Women who are not members of the Women's Union lack a lot of opportunities. 
These women have no access to credit. Males have better access to secondary 
education in VietNam. 

Participants' and facilitators' comments regarding using the GAM included: 

• Lack of research and data on illness outcomes in certain groups may fall under the 
row entitled 'clinical care and case management' in the GAM. Lack of information 
could also be noted under the 'Actions to respond to identified issues' sections at the 
bottom of the matrix. 

• When we use the GAM to conduct gender analysis, we are trying to get away from 
generalization to look at the specifics of a particular case. For example, we have 
stated in the GAM that females need family approval to obtain clinical care. If we 
ask why, we might answer that men are decision-makers. However, men are 
decision-makers all over the world. We should try to go deeper into the specifics of 
the particular case. 
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• Often, if we look at the GAQ before filling out the matrix, the information we record 
in the GAM will be more detailed and refined. 

• Gender differences often vary according to different age groups. This may need to be 
reflected when we fill in the GAM. 

Additional comments included.;. 

• A participant told the story of a five-year-old boy belonging to a minority ethnic 
group in VietNam. Only boys in his family are taken to hospital because treatment 
costs require the selling ofbuffalos. In VietNam, this type of strong male preference 
exists only in some areas. Families might feel that boys carry on the family line and 
are therefore more important than girls. 

• The above example about the boy in VietNam demonstrates an important point: 
gender norms interact with other determinants, in this case ethnic group and poverty. 

• A few gender norms are considered by the United Nations Development Programme 
(UNDP) and the United Nations Educational, Scientific and Cultural Organization 
(UNESCO) to be cross-cutting norms that apply globally. However, other norms are 
specific to a social stratum or an ethnic group or a country. 

• In Finland, government leaders are often female and medical students are primarily 
female. Since more women are employed in the West than in Asia, Western women 
are more economically independent. This may have led to greater empowerment 
among women in the West. 

• Mongolia is unique because women tend to get a better education and obtain better 
jobs than men, while men tend to be responsible for taking care of animals. The 
President and parliamentarians, on the other hand, are primarily men. 

• In some cases, the value or prestige of certain occupations will be associated with 
male or female predominance in those occupations. In some places, for example, 
government service has been feminized over time because the prestige of the 
occupation has decreased with time. In Mongolia, female predominance in certain 
occupations is likely not explained by this phenomenon, however, as higher 
education rates among women may be a more important factor. 

2.9 Developing gender-responsive action 

A presentation on developing gender-responsive actions was given. Examples of gender
unequal, gender-blind, gender-sensitive, gender-specific, and gender-transformative actions and 
programmes were presented and discussed. 

The following was presented as an example of a gender-transformative intervention: a 
programme distributing health education materials depicting both women and men in productive 
and reproductive roles. A participant voiced the opinion that this programme should fall under 
the gender-sensitive category, as information materials are part of a larger programme, and 
activities should not stop at just information materials. 
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The answer was given that, as managers, we may decide that certain gender norms are 
harmful to health or decrease the effectiveness of our health programmes. Thus, we may decide 
to try to encourage more positive norms. Often, without even realising it, if we do not pay 
attention, we can distribute health information materials that portray women in a way that 
reinforces gender inequality. Socialization is a process by which people pick up invisible 
messages from behaviour, pictures, etc. For example, if you see pictures of women looking 
decorative and men looking powerful, then you subconsciously learn that only women are 
decorative and only men are powerful, whereas ifyou see pictures of men and women in both 
productive and reproductive roles, then you are socialized into thinking of men and women as 
fulfilling both types of roles. That is why this intervention is transformative. 

It was also noted that the categories of gender-sensitive, gender-specific, etc. can overlap; 
they are not rigid and separate. This categorization is simply a tool to help us in gender analysis. 

Participants also discussed the following example: "a hospital requires permission from a 
male relative or husband before any elective health care procedure is administered to a woman or 
girl." One participant suggested this example might be gender-specific, as it responds to men's 
psychological or fmancial needs. However, Dr Carvalho replied that we are looking at health 
needs here, and we are not looking at the need of one gender to control the other or the need of 
husbands to control reproductive decisions in the household. 

Another participant voiced the opinion that, while this example may show inequality, as an 
external agency it is difficult for WHO to tell countries they are being gender-insensitive. 

It was also noted that the above-mentioned situation is very relevant to those working in 
reproductive health and is one reason for high maternal mortality in many countries, because 
women can only have Caesarean sections if their husbands or other family members give 
permission. It was also noted that there have been cases of fourteen-year-old sons signing 
permission for their widowed mothers, a situation that is ridiculous. Moreover, this policy is not 
bringing any health benefits as it delays health interventions. 

One participant voiced her opinion that, in rural areas where she has worked, women are 
generally less educated than men, so men understand better when medical things are explained to 
them. She also said that men are taking responsibility for their wives and are heads of 
households; this is why men are the ones to take the decisions, and so the above-mentioned policy 
is not gender-unequal and could be gender-sensitive. This participant shared that women also ask 
doctors to wait for their husbands' permission before starting a procedure. 

Dr Carvalho replied that medical doctors are taught about informed consent. She herself 
has explained procedures to young orphans, and has seen herself that these young children are 
able to make decisions. Only when a patient is mentally impaired does she decide the patient 
cannot make a decision for him or herself. As doctors we must learn to talk to people in a way 
that they can understand, to enable them to make a decision. Women are given a lot of 
responsibility to make decisions about everything in the household, but when it comes to their 
own lives and their own bodies, they are not able to make decisions. 

Another participant additionally argued that each person has the right and ability to make 
his or her own personal medical decisions, even if others within the family have more medical 
knowledge. This participant additionally asked why is it that a woman cannot understand what 
doctors explain, but husbands can? Moreover, in cases where both the husband and wife are 
illiterate, why is it necessary for the husband to make the decision? It was further argued that 
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when a man is illiterate, we do not ask the wife or anyone else in the man's family who has a 
higher education to give permission for the man to undergo a procedure. 

Ms Bhushan noted that, on the one hand, we talk about involving and engaging men, but in 
the above case we are actually talking about control by men. During the 2004 tsunami, in which 
women returned to their homes to save their children, we might ask why men did not go back for 
their children. In the case of the tsunami, we can talk about involving men and improving their 
participation. But in the case of male approval for women's medical procedures, this is a case of 
control. 

Dr Carvalho noted that, when hospitals require the written authorization of husbands for a 
medical procedure, often the procedure in question is a Caesarean section , abortion or 
sterilization. Sometimes a woman has had a very serious condition like eclampsia and 
hypertension and convulsion three times and needs to be sterilized. However, by law in certain 
countries she requires written authorization from her husband. The husband does not give 
authorization, and then the woman gets pregnant for a fourth time and dies from her next 
pregnancy. Sometimes a woman says she wants to be operated on, she wants a Caesarean 
section, or she needs a blood transfusion, but the husband says no, and then she dies. This is 
about a woman's life being decided by a second party, even if she feels she can decide herself. 

Another participant shared that when she worked as a medical doctor, she had a female 
patient over the age of 62 with a malignant lymphoma. When the necessary medical procedures 
were explained to the patient, the patient told the doctor to obtain approval from her son to 
undergo the procedure. 

Ms Bhushan noted that, in many contexts, we may need nothing more than a 
gender-neutral policy. This may be perfectly appropriate. However, in the design and 
implementation of a programme, we should not reinforce inequalities, unequal relations, 
disempowerment or the negative side of gender norms and relations. That is required in every 
single case. 

2.10 Brainstorming: developing gender-responsive actions 

Time was allotted for general discussion on how to develop and integrate gender
responsive actions within participants' work areas. The aim of this session was to reach a 
common understanding on moving forward. The following entry points for integrating gender 
into health security and emergencies were listed by the facilitators: preparedness, outbreak 
investigation, response, and recovery. Due to time constraints, the brainstorming session focused 
entirely on preparedness. 

During earlier workshop sessions, the following suggestions for action had been raised: 
review and provide feedback on how Ms Anker's framework document can be made more 
relevant to participants' work with Member States; conduct retrospective analyses of the rich data 
coming from outbreak investigations, in one or two countries and on one or two diseases. 

The following country-specific comments were made by participants: 

• In Mongolia, there is an individual report form which generally includes age, sex 
and social determinants. Disaggregated data do not exist in every case but often 
exist. However, the capacity to analyse these data at the local level is lacking. 
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There is not a culture of analysing age and sex distribution. That is the reason for 
the FETP. 

• In VietNam, only the number of cases and number of deaths is required in 
reporting. However, age and sex data exist in hospitals for some, but not all 
conditions. 

• In Malaysia, a lot of sex-disaggregated data are available at the national level 
because this is a requirement. However, data reported to WHO are aggregated. 
Age, sex, marital status, etc. are all included in routine surveillance reporting. 
During outbreak investigations, since information needs to be collected quickly, 
age, sex and marital status are not collected. 

• In the Philippines, the health information system collects data on sex. These data 
are available in annual reports. In surveillance reports, sex data are reported from 
the lowest up to the national level, and analysis of data will vary depending on the 
level of the health system. Routine surveillance reports do not include gender 
analysis. It is only during outbreak investigations that gender information is 
gathered. 

• In the Lao People's Democratic Republic, the surveillance system does not include 
age or sex. Routine surveillance only includes the numbers of cases and deaths. 
For dengue, since there are very strong reporting requirements set by WHO and 
other agencies, including the Ministry of Health, some additional information is 
reported, including sex. The national surveillance system includes sex, but the 
routine weekly surveillance system does not. The country is struggling with the 
quality of its weekly surveillance data, even though these data only include the 
number of cases and deaths. It is therefore better to address gender issues during 
outbreak investigations and response than in routine surveillance. 

• In the Philippines, local governments have the autonomy to say no or yes to 
Department of Health policies. 

• Also in the Philippines, at the local level, NGOs, academia and government are 
working on gender. For example, local government unit investment plans usually 
include gender as a key area. In the past, training sessions on gender and health 
were conducted at the local level, but, because there was no reinforcement from the 
national level, local level staff did not know how to apply it or integrate it or did 
not see a demand for it. Pushing gender at the national level is therefore helpful for 
the local level. 

• In Malaysia, there is a lack of awareness of the need to analyse information through 
a gender lens. To a lot of people, numbers matter more than the sex distribution of 
cases. Creating more gender awareness in the Ministry of Health and in 
surveillance teams would be helpful. 

Comments and suggested actions raised by participants and facilitators included: 

• Sex and age-disaggregated data often exist at the local level, but are not reported to 
the country offices. Moreover, some health stations are not as good as others about 
reporting. We should first create an inventory in which we look into which countries 
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have age- and sex-disaggregated infonnation. We should also look into the quality 
and utilization of existing data. Following this, we should retrospectively analyse 
existing disaggregated data. National-level data could be analysed, or data by region 
within one country could be analysed if we have reason to believe there may be 
important differences by region. An additional point is that data are for action. We 
do not collect data without a good reason. For those countries that have existing data 
on age and sex, we could explore those data first. If we see something new, we could 
use this new infonnation to make the case for more data collection elsewhere. 

• When we are not in an outbreak situation, we have the time to create an evidence 
base. At present, the evidence base on gender and dengue, gender and rabies, etc. is 
lacking. 

• Dr Kasai, Director of Health Security and Emergencies, stated that, in order to be 
practical, it is important to focus on the work we are already doing routinely. We 
should highlight the work we are already doing and additionally take one or two steps 
further to do a little more. 

• The Director also stated that this is a very good opportunity for those countries that 
do collect sex-disaggregated data. Data on one or two diseases could be submitted to 
Ms Anker for analysis. We may see some interesting things. In addition, if this is 
not a big burden to the countries or to country offices, we should collect outbreak 
investigation reports and conduct gender analysis on these. 

• The point is to mainstream gender into our everyday work, wherever gender analysis 
can have a public health impact. An additional point of note is that, when conducting 
gender analysis, each site is different and the gender-related factors of import will be 
different with each outbreak. 

• The Western Pacific Country Health Infonnation Profiles could be utilized. Further 
gender infonnation could also be included in that publication. The health infonnation 
division of WHO, which publishes this profile, could work on this. 

• All United Nations country teams have technical working groups. WHO is often 
asked to sit on these working groups, but country office gender focal points are often 
unable to contribute in a meaningful way. If we connect with and share our gender
related work with the country office gender focal points, this can feed into this United 
Nations process. 

• The gender analysis tools used in the workshop should be edited so that they include 
examples on how to use the tools and are more user-friendly. The tools should then 
be disseminated. There should also be feedback on how the tools are used by local 
and country partners. 

• We do not need to insert anything new into the outbreak investigation report fonns, 
but we should list some gender markers that could guide us in identifying and 
responding to gender issues during specific outbreaks. 

• When we discover how a disease affects or has implications for men and women 
differently, framing this as a gender issue in our recommendations and reports can be 
useful. Also, we should report gender associations to an established inventory at 
regional level. 
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• One participant asked whether we should respect social structures in which men are 
dominant by not targeting risk communication messages at women. Empowering 
men to protect their women may be the most appropriate communication message in 
some societies. Women would therefore be targeted as a secondary audience, with 
men transmitting communication messages to their wives at home. Ms Bhushan 
replied that we should look at whether our public health system is serving our goals 
and objectives. While we must certainly respect local contexts and cultures, we 
should also be aware that many cultural factors, including gender, have adverse 
health outcomes. To the extent that gender is adversely affecting health, we, as 
public health officials need to take note of this. So we must ask, if an individual 
receives a health message in the public arena, does he go home and transmit that 
message, and transmit it effectively, to the women in his household, such that the 
desired behaviour change occurs. In many cases, the answer to all these questions is 
usually no. Our guiding principle should be a focus on the desired health outcome. 
It was also noted that the avenues by which both women and men are reached - for 
example placing television advertisements at different times of day to reach both men 
and women or ensuring materials are both in picture and written form to take account 
of varying education and literacy levels- do not necessarily need to be offensive to 
local cultural sentiments. 

• Dr Kasai, Director of Health Security and Emergencies, summarized participants' 
suggestions and listed the conclusions, which participants all agreed were acceptable. 

• Dr Carvalho noted the very competent staff that are working on gender in the 
Western Pacific Region. The Region also has very good leadership that is supportive 
of mainstreaming gender. She said she has been working with this issue for many 
years, and believes there is a special momentum here, which should be fully utilized. 
Additionally, an important contribution can be made to the knowledge base in an area 
in which very little research has been conducted thus far. 

2.11 Regional Director's input 

The Regional Director attended a portion of the workshop and stated that there were some 
important gender issues related to health in the Region. While there is a lot of talk around gender, 
there is not a lot of money or action in the area, and that situation needs to improve. Gender 
issues should be cross-cutting. It is important to collect more evidence in order to continuously 
monitor the situation, look at how to improve, and share this information with Member States. 
The Regional Director voiced his full support for the workshop and for the greater focus on 
gender issues in work throughout the Region. 
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3. CONCLUSIONS 

The workshop participants jointly reached the following conclusions: 

(I) The Emerging Diseases Surveillance and Response (ESR) teams routinely 
analyse data by time, place and person, which includes sex and age. A 
commitment is needed from ESR teams to share such data with those working on 
gender issues. ESR teams in countries should provide sex and age-disaggregated 
data for selected diseases (possibly dengue, rabies, leptospirosis, or others) so 
that those data can be analysed at the regional level. 

(2) Relevant gender-related findings in emerging and infectious diseases should be 
published in the Western Pacific Surveillance and Response (WPSAR) Journal, 
as well as in other sources, for the purpose of informRtion sharing. 

(3) The ESR unit in the WHO Regional Office for the Western Pacific will collect 
outbreak response reports, with age- and sex-disaggregated data, from countries. 

(4) ESR is encouraged to use the gender analysis tools in case sex differences 
emerge during an outbreak investigation. 

(5) A simple tool to collect gender-related and country-specific data will be 
developed and shared with countries to support ESR and Emergency and 
Humanitarian Action (ERA) units' work. 
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PROGRAMME OF ACTIVITIES 

Day ]-Tuesday, 7 September 2010 

8:00- 8:30 

8:30- 9:00 

9:00-10:30 

10:30- 10:40 

10:40-11:00 

11:00- 12:15 

12:15- 13:30 

13:30- 15:30 

15:00- 15:45 

15:45- 17:00 

17:00- 17:30 

Registration 

Opening Session 
Opening remarks and welcome 
Workshop objectives, agenda 
Overview 

Module 1. Awareness: building blocks to address gender inequality in health 
1.1: Does gender really matter in health? 
1.2: Sex and gender are not the same 

Group photo 

Coffee break 

Section 1.4: Gender is a determinant of health 

Lunch break 

Module 2. Analysis: Conducting gender analysis 
Section 2.1: What is gender analysis? 
Section 2.2: Introducing WHO gender analysis tools 
Gender Analysis Questions 
Gender Analysis Matrix 

Coffee break 

Section 2.2: Introducing WHO gender analysis tools 
Gender Analysis Questions 
Gender Analysis Matrix: 

Discussion and wrap-up for the day 

Day 2- Wednesday, 8 September 2010 

08:30- 10:30 

10:30- 11:00 

11:00- 12:00 

12:00- 13:30 

Module 2 (cont'd.) 
Section 2.3. Using WHO gender analysis tools 

Activity 2.3.a: Group work 

Coffee break 

Section 2.3. Using WHO gender analysis tools 
Activity 2.3.a. Group work- reporting- back session 

Lunch break 



13:30- 15:00 

15:00- 15:30 

15:30-16:30 

16:30- 17:00 

Module 3 Action: Developing gender-responsive action 
Section 3.1 WHO Gender Mainstreaming Tools in practice policy and 

programme assessment 
Activity 3.1a: Gender Responsive Assessment Scale 
Activity 3.2: Developing gender-responsive actions: 

Coffee break 

Activity 3.2: Developing gender-responsive actions: brainstorming (contd.) 

Wrap-up, evaluation and close of workshop 
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Feedback and Evaluation 

Participants' feedback and evaluation comments are summarised below. 

Out of a total of 19 participants (excluding primary and secondary facilitators), 
15 evaluation forms were returned to the facilitators. Some evaluation forms were completely 
filled, while others were partially filled. Yes/No answers to evaluation questions are summarised 
in the table below. 

Participants' comments and suggestions -both regarding aspects of the workshop which 
participants particularly enjoyed and areas for improvement in future workshops- are also 
summarised below. 

Questions on the Evaluation Form Number Number 
of 'Yes' of'No' 
answers answers 

1. The sequential organization of the modules is logical and easy to 14 0 
follow. 

2. The materials presented are relevant for those that work in 15 0 
public health activities. 

3. The participatory nature of the workshop is appropriate for the 15 0 
subject material and responds to the needs and level of the 
audience. 

4. The activities/presentations help to increase comprehension of 
the subject: 

(a) 12 (a) 0 
(a) Flash card facts 

(b) 12 (b) 0 
(b) Power walk 

(c) 13 (c) 1 
(c) Introducing WHO Gender Analysis Tools (GAQ and 

GAM) (d) 11 (d) 2 

(d) Using WHO Gender Analysis Tools (Group Work) (e) 8 (e) 2 

(e) WHO Gender Mainstreaming Tools in practice (GRAS) (f) 10 (f) 3 

(f) From analysis to action 





Key Questions for Use During or in the 
Immediate Aftermath of an Acute Public Health Event 

1) Is the case data disaggregated by: - Age 

Sex 

Location (including Rural or Urban) 

Pregnancy Status 
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If the data is not disaggregated, can we obtain this information at this time or in 
the near future? 

2) What biases or confounders could be affecting the outbreak surveillance data? 

3) How has the access to health care or health service utilization of various groups affected 
any selection biases in the data? 

Is any information regarding the health care access and utilization of various 
groups within the affected population (women, men, girls, boys, elderly, ethnic 
groups, female-headed households, urban slum dwellers, etc.) accessible at this 
time (through accessing relevant studies or talking to informed individuals)? 

4) Which groups are high-risk in terms of exposure to the infectious agent or hazard? 

Which activities bring males and females, males and females of various age 
groups, or males and females of various ethnic groups into contact with the 
infectious agent or hazard? 

Is any information regarding the division of labour among males and females 
within the affected population accessible at this time (through talking to informed 
individuals or accessing relevant reports)? 

5) Are public health messages to affected populations likely to reach all vulnerable groups? 

Which groups are less likely than others to be reached? 

6) Which measures could improve detection, diagnosis, and treatment of groups with poor 
health care access (or animals on backyard or unregistered farms)? 
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Case Study: Avian Influenza (AI) in VietNam 

(Adapted verbatim excerpts from a 2008 European Commission report on avian influenza in 
Southeast Asia). 

Overview of the AI Crisis in Viet N am 

VietNam was among the first countries to report the highly pathogenic avian influenza 
(HPAI) virus and remains one of the worst affected in terms ofhuman infections and deaths. 
Together with the high number of outbreaks in poultry, many human cases have been reported. 
To date the counter reads 106 confirmed cases, of which 52 fatal. Of the 106 cases, 35 were 
reported male and 28 female. Of the 52 fatal cases, 21 have been reported male, 14 female. A 
number of the cases were reported having been in contact with sick and/or dead poultry or 
involved in poultry slaughter. One man had been reported caring for his sick brother. 

The HP AI epidemic has resulted in significant social and economic costs, particularly 
among VietNam's millions of fann households with small numbers of poultry. The poultry 
sector in Viet Nam is dominated by small-scale family run farming enterprises. In general it can 
be stated that the poorer the household, the more important the poultry is for the family. In 
economic terms poultry provides security (savings and readily available cash in case of 
emergency) and income. Poultry has high nutritional value (meat, eggs) for the family health, and 
many social functions (gifts, games, special food for visitors, religious ceremonies). There is a 
strong consumer preference for live birds. Poultry is either slaughtered at home or in the market 
after purchase. 

Over the longer term, the country plans to restructure its poultry industry. The aim of the 
restructuring plan is to concentrate poultry production in fewer and larger units with better 
breeds, feeding and management, to relocate farms out of residential areas into specific poultry 
production areas and to change the market chains towards the selling of processed poultry. 

Poultry production 

Poultry production in Viet Nam can be divided into small-scale backyard farming, 
medium-scale commercial production and large-scale farm production. Women manage small
scale poultry production, to a lesser extent, medium-scale farms, and are employed on large-scale 
farms as labourers. Large-scale farms are usually male operated enterprises. Women are further 
involved in trading activities, however men are involved in transport and trade as well. In a study 
of Le Thi Mong Phuong, women played a role in slaughtering poultry in small slaughtering 
houses and most markets. In latter places men and other family member would provide support. 

Although women manage small-scale farms and are responsible for most of the work 
involved, the head of the household, mostly the husband, has the ownership over the farm and the 
decision-making power. 



As heads of households, men exercise the authority and decision-making on important 

Women's roles Men's roles 

Managing small-scale backyard farming; decisions Ownership and decisions regarding the financial 
regarding sale and marketing of poultry management and production expansion of small-scale farms 

Sometimes managing medium-scale farms Managing production of poultry on medium-scale farms 

Feeding, watering, cleaning, marketing, and sales tasks Veterinary care on medium-scale farms; Culling and 
on medium-scale farms disposal ofbirds 

Labourers on large-scale farms Operating large-scale farms 

Trading Transport and trade 

Slaughtering poultry Support activities for slaughtering poultry 

health concerns. 

Phuong found half of the 'backyard' farms visited were male operated enterprises. Those 
households where men are the poultry owners, they themselves do most of the work although in 
some cases women do the cleaning and manure disposal. 

There seems to be a growing trend of shifting the responsibilities of managing poultry 
production to husbands/men. This follows the government guided shift from subsistence small
scale poultry keeping to a more bio-secured high investment/income commercial poultry 
production. Restructuring of the poultry sector will particularly affect small-scale farmers (the 
number of backyard poultry raisers has decreased) and market actors (traders, transporters). The 
shift towards commercial forms of production and processing for poultry will also hurt poor 
consumers who cannot access or afford to shop at high-value outlets like supermarkets. 

AI Control, Prevention, and Training 

From fieldwork, it was found out that, in general, only men attend training courses on 
poultry production, and in avian influenza (AI) control and prevention. These training courses are 
usually organised by the district veterinary station. The men who were interviewed expressed that 
when the husbands attend a training course, they would share the information to the women, and 
their neighbours. 

In the study of Phuong, AI awareness had improved since the outbreaks, but women's 
awareness on disease prevention and control remained limited. Information sources about AI 
include the television news programmes and public information campaigns, the community 
broadcasts/loudspeakers, the farmers' training courses, the government's veterinary staff, and the 
leaflets and handbooks distributed by the government's AI campaigns. 

Phan Van Luc, etal reported that women are invariably the ones that come into direct 
contact with poultry manure and blood and are therefore more vulnerable to the disease effects of 
HPAI than men. 



Despite the major role women play in poultry production, there exists a gender bias in 
government interventions in the poultry sector, which ranges from male dominated committees 
making decisions, male dominated veterinary field and livestock extension services, to male
targeted extension and training programmes. This preferential targeting of men limits women's 
productive access to markets and training. The Vietnamese Women's Union (VWU), however is, 
to a certain extent rectifying this gender bias by providing training programmes to its grassroots 
members. 

Key stakeholder government agencies for AI control and preparedness generally believe 
that women and men have equal risks for AI infection and that the government has provided 
equal training opportunities for women and men. Promoting gender equality is mainly interpreted 
as making efforts in improving gender parity in staff at all levels including access to training and 
education opportunities. 

While surveillance and infection control in poultry has significantly improved in the 
country, this is more likely to refer to the formal poultry industry (highly controlled medium and 
large scale enterprises) leaving out the informal or backyard poultry sector. 

Women, especially those who are not members of the VWU and who are solo heads of 
their households, are hardly reached by information campaigns against AI, and do not have access 
to credit that can improve their livelihoods. Backyard poultry are often considered important 
assets or savings of these disadvantaged women. 

Interview-discussions with key staff of WHO brought particular focus to the concern that 
most analyses on the effects AI on women are not assessing their roles as health care givers and 
workers. Additionally, when women are ill themselves, they do not seek care and treatment 
immediately. They also noted that hand washing campaigns are mostly targeting mothers and 
children, but not necessarily men. 

The farmers who were interviewed believe that there are no differences between males and 
females in exposures to AI risks. They acknowledged though that those who are more educated 
are more likely to protect themselves better compared to those with less schooling. 
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Gender Analysis Matrix (GAM) for ESR: 
Results of group work using a case study on Avian Influenza in VietNam 

Sex Gender 

Factors which Biological factors (including Sociocultural factors Access to and control over 
influence exposure pregnancy) resources and decisions 
to the disease, 
incidence and 
mortality 

Susceptibility and • Pregnancy • Women in direct contact with • Men have decision-making 
vulnerability • Young are more susceptible blood and manure; power, usually own farms and 

• Women- cleaning, selling, poultry, decide on health-
slaughtering on small scale farms women more vulnerable 

• Men- more likely to smoke • Only men attend training courses 
• Control over resources and 

government: men 
• Men have more education 
• Men more likely to be fed meat 

£xms~re to the • Women in direct contact with • See above. 
pathogen blood and manure 

• Women cook 
• Children play with chicken; 

women take care of children 
• Cock-fighting: men 

Risk Perception I • No mention of information • No men union • Non-VWU women have no 
Information I on AI and pregnant women • Men own the farms and are access to credit which contributes 
Communication invited to training sessions and to lack of information 

have access to government • There are more men who attend 
programs the training courses since they 

• Government generally targets own the farms and may not share 
formal poultry industry while information resources with the 
women are generally in informal women 
poultry sector • VWU conducted training for its 

• Men should not be marginalized women members only 
in hand washing campaigns • The more educated are more 

• Farmer's perception that there are likely to protect themselves-
no differences between male and access to education. Males have 
females in exposure to AI risks. better access to secondary 

education (Tuan 2010) 
Access to health • Women who are ill do not seek • Women who are ill do not seek 
services care and treatment immediately care and treatment immediately 

• Role of women as caregivers and as men make health decisions 
worker has not been identified 

Health-seeking • Non-VWU women have no 
behaviour access to credit which may 

contribute to lack of 
understanding on health seeking 
behaviour and actually availing 
services 

• Males are decision makers for 
health concerns 

• Women who have more access to 



ANNEX6 

information may actually still not 
be able to avail services as males 
are decision makers 

tclitttm!li .~e..a:~a!!l: • More severe disease in • Men given household preference • Males are decision-makers and 
~e~mft pregnancy, so more clinical in health care seeking. control finances. So males get 

care is needed for pregnant • Females are slow to get clinical care more easily. 
women. treatment. • Females need family decisions in 

order to obtain clinical care. 
)Rl~j~.t. • Women get worse outcomes • Women get worse outcomes • Males have better outcomes, 

' ~Q}~~i:~l ~ if pregnant. because they delay treatment. because they have control over 
SJD~l~ <Q)!(t liml$~ resources and decisions. 
~a~'fl.q !l!J! o .'~ 

Actions to respond to identified issues: 
• Establish a Vietnamese Men Union (VMU) -C/o Dr Tuan (Reiko 20 I 0) 
• Improve knowledge among clinicians regarding special care for women in 

pregnancy. 
• Risk communication or education should be designed so that it reaches both males 

and females. 
• Need to disaggregate data and report on pregnancy status. 
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