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INTRODUCTION
Why do public health managers need a manual on gender mainstreaming?

Gender mainstreaming provides tools to reduce the harmful effects of the determinants of health
Specific strategies are required to address gender-based health inequities. Gender mainstreaming is an internationally
accepted strategy that aims to institutionalize gender equality across sectors 2. Given the powerful impact that gender
has on the health of women and men, it is imperative that health managers be equipped with the skills to address
gender-based health inequities in their work. This Manual responds to a perceived gap in the practical application of
gender mainstreaming strategies for health managers involved in decision-making and agenda-setting with respect
to public health policies, programmes and services.
Gender is an important determinant of health with two important dimensions: 3
1) Gender inequality puts the health of millions of women and girls at risk globally. Addressing gender equality helps
to counter the historic burden of inequality and deprivation of rights faced by women and girls in households,
communities, workplaces and health care settings. Addressing gender equality in health enables important work
to improve the health of women.
2) Addressing gender norms, roles and relations enables better understanding of how sociocultural identity
construction (male and female), attribution of rights and unequal power relations can affect (among other things) risk
and vulnerability, health-seeking behaviour and – ultimately – health outcomes for men and women of different ages
and social groups.
Understanding and addressing gender-related causes of ill health and inequity enables appropriate and adequate policies
and programmes in the health sector.

Gender mainstreaming addresses women’s specific health needs but is about women and men
Historically, work on gender has focused on women. Although the status of women and conditions for gender equality
have improved considerably across high-, medium- and low-income countries, women and girls remain disadvantaged
relative to men and boys in various ways. Such disadvantage is internationally recognized as both a violation of human
rights and a barrier to broader social development. It is also widely acknowledged that women’s lower status is often
institutionalized through social, economic and political structures. Institutions tend to marginalize women in training,
employment, policy-making, health planning, programme implementation and monitoring. These institutions can also
perpetuate images of and ideals for men that are not always congruent with reality, contributing to increased pressure
and stress on men who are either unable to or are discouraged from fulfilling certain roles and responsibilities in
a changing, globalized world. 3,4
In response to institutional and systemic forms of discrimination and stereotypes about women and men, the field
of gender and gender mainstreaming entered the international policy arena as a way of recognizing that an individual focus
on women without long-term visions towards changing attitudes, beliefs and structures that promote inequality will yield
limited results. Since the 1990s, increasing attention has been paid to how men can and do contribute to improving
gender relations and how gender norms may adversely affect men’s health and life opportunities. 2,3,5,6
Gender norms, roles and relations serve as both protective and risk factors for health among groups of women and
men. However, women’s disadvantaged social, economic and political status often makes it more difficult to protect
and promote their physical and mental health, including their effective use of health information and services. 1, 2
Although women live longer than men do in many contexts, these additional years of life are often spent in poor health.
Women experience avoidable morbidity and mortality as a direct consequence of gender-based discrimination. 3,7,8
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Contemporary public health mandates include addressing a wide range of determinants of health such as sex,
gender, poverty and equity 1. This Manual focuses on gender as a determinant of health for women and men and
the particular ways that gender equality contributes to better health outcomes for women and girls. In particular, this
Manual addresses how gender norms, roles and relations affect health-related behaviours and outcomes as well as
health sector responses. At the same time, it recognizes that gender inequality is a cross-cutting determinant of health
that operates in conjunction with other forms of discrimination based on such factors as age, socioeconomic status,
ethnicity or place of origin and sexual orientation. The Manual also provides a basis for addressing other forms
of health-related discrimination.
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Men, on the other hand, often delay seeking health care longer than women and may even refuse to comply with
treatment. For example, in some regions men choose not to undergo treatment for TB, because the treatment requires
that they avoid consuming alcohol for its duration. 9,10 This affects their overall health status. Because of their responsibilities
to promote and safeguard health, public health actors must be empowered with the skills to identify and address factors
that put women and men at risk.

Gender mainstreaming means a new way of doing business in the health sector
The steps towards achieving health equity goals, such as health for all, must begin from the basic acknowledgement that
“all” are not the same. Differences and disparities in health between countries and regions are widely recognized and recorded
in health statistics and profiles. Public health workers at all levels need to recognize and identify differences within
populations in their countries and address these differences systematically and appropriately. As such, it may require
various interventions to facilitate the attainment of the highest possible level of health across groups within the population.
It also often means that business-as-usual procedures are not the most effective ones. New ways of thinking and new
ways of doing business are needed to move beyond rhetoric to address global health inequities and the different health
needs and challenges facing men and women across the life course.
Gender mainstreaming can help in identifying differences and disparities – and in changing how the health sector
operates to achieve its objectives. It does this through two contiguous approaches: programmatic (or operational)
gender mainstreaming and institutional gender mainstreaming. 11
1. Programmatic (or operational) gender mainstreaming
Based on human rights principles of equality, participation and nondiscrimination, programmatic approaches
systematically apply gender analysis methods to health problems to better understand how gender norms, roles and
relations affect the health of women and men across the life course.
Programmatic gender mainstreaming can do the following:
• address how health problems affect women and men of all ages and groups differently;
• focus on women’s empowerment and women-specific conditions to address historic and current wrongs women
and girls face;
• examine how gender norms, roles and relations influence male behaviour and health outcomes and how these
shape the role of men in promoting gender equality;
• adopt a broad equity approach to look at issues of age, socioeconomic status, ethnic diversity, autonomy,
empowerment, sexuality, etc. that may lead to inequities; and
• provide an evidence base to enable appropriate, effective and efficient health planning, policy-making and service
delivery.
2. Institutional gender mainstreaming
This aspect looks at how organizations function: policy development and governance, agenda-setting,
administrative functions and overall system-related issues. Institutional gender mainstreaming acknowledges that
an institution must be equipped with mechanisms to create an enabling environment for programmatic approaches
to succeed. It also ensures that organizational procedures and mechanisms do not reinforce patterns of gender inequality
in staffing, functions or governance.
Institutional gender mainstreaming seeks structural changes, calling for a transformation of the public health agenda
so as to include the participation of women and men from all population groups in defining and implementing public
health priorities and activities.
Institutional gender mainstreaming addresses the alignment of human and financial resources and organizational
policies, which include:
• recruitment and staff benefit policies, such as:
– establishing work-life balance;
– sex parity and gender balance in staffing;
– equal opportunities for upward mobility; and
– mechanisms for the equal participation of male and female staff in decision-making procedures.
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This Manual focuses on programmatic gender mainstreaming by outlining concrete ways to uncover how biological
factors interact with gender norms, roles and relations (or sociocultural factors) to affect the health of women and men
and that of their communities. Guidance on institutional issues for consideration – especially in health planning and
programming is also provided. Although analysis of health equity typically focuses on socioeconomic disparity and
responses, applying gender analysis methods to public health programmes, research and policies addresses unnecessary,
avoidable and unfair differences in health status 11,12 beginning from the interaction of sex and gender as core determinants
of health inequity. This means that the differences between and among groups of women and men (age, ethnicity,
socioeconomic status, sexual orientation, region of residence etc.) are incorporated into a systematic gender analysis,
thereby operationalizing approaches to health equity.

WHO’S POSITION ON GENDER MAINSTREAMING, EQUALITY AND HEALTH
WHO adopts both a programmatic and institutional approach to gender mainstreaming including World Health Assembly
(WHA) resolutions on staffing that aspire to a 60% target of women in professional positions within WHO – a percentage
that has increased since the first resolution in 1979.13,14
With respect to organizational policies to create necessary frameworks for institutional gender mainstreaming, WHO has
adopted two important policy documents. In recognition of the role of gender-based differences and inequalities in health,
and in accordance with its long-standing concern for health equity and the right to health, the Sixtieth WHA in May 2007
discussed and noted with appreciation a strategy for integrating gender analysis and actions into the work of WHO. The
WHO Gender Mainstreaming Strategy 15 aims to progressively mainstream gender throughout WHO as a way to better
support Member States in achieving the goals of gender equality and health equity. Four strategic directions are included:
•
•
•
•

build WHO’s capacity for gender analysis and planning;
bring gender into the mainstream of WHO’s management;
promote the use of sex-disaggregated data and gender analysis; and
establish accountability.

The WHO Gender Mainstreaming Strategy mirrors the objectives of the United Nations system-wide policy and strategy
on gender equality and the empowerment of women 16 and furthers WHO’s commitments to gender equality and health
as outlined in the 2002 WHO Gender Policy 17, the objective of which is to:
…ensure that all research, policies, programmes, projects and initiatives with WHO involvement address gender
issues. This will contribute to increasing the coverage, effectiveness, efficiency and, ultimately, the impact of
health interventions for both women and men, while at the same time contributing to achievement of the broader
United Nations goal of social justice.
The Directing Council of the Pan American Health Organization (PAHO), also known as the WHO Regional Office for the
Americas, adopted a gender equality policy through Resolution CD46.R16 on 30 September 2005. 18 Building from the 2002
WHO Gender Policy, the PAHO Gender Equality Policy aims to contribute to achieving gender equality in health status
and health development through research, policies and programmes. In particular, the Policy states that:
PAHO/WHO will integrate – and support the integration by its Member States of – a gender equality
perspective in the planning, implementation, monitoring, and evaluation of policies, programmes,
projects, and research, in order to achieve […its] objectives.
In 2003, the WHO Regional Office for Africa (AFRO) adopted a Women’s Health Strategy; Resolution AFR/RC53/R4
on women’s health: a strategy for the African Region 19 that outlines key interventions required to promote and protect
women’s health based on a comprehensive exercise of developing gender and women’s health country profiles.
A subsequent call for action was released during Regional Committee discussions in 2008. 20
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Institutional gender mainstreaming also addresses gender equality dimensions in strategic agendas and policy
statements as well as monitoring and evaluation of organizational performance, via:
• developing tools and processes to address gender in planning activities (both institutional and programmatic planning);
• mechanisms of accountability on gender and health via advisory bodies, steering committees, etc.; and
• building staff capacity to implement the gender analysis methods required by programmatic approaches.
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Other WHO regional offices have developed strategic directions based on either the WHO Gender Mainstreaming
Strategy or the WHO Gender Policy to guide their work.
This Manual, then, supports efforts towards both institutional and programmatic gender mainstreaming by contributing
to the implementation of global and regional gender and health policies. It furthers WHO’s efforts to integrate gender
considerations* in all aspects of its work and in building country-level capacity to address gender-based health inequalities.
It supports the Eleventh General Programme of Work 21, which outlines the Organization’s strategic priorities until 2015,
as well as the strategy for integrating gender analysis and actions into the work of WHO and numerous other international
mandates on gender mainstreaming and health equity. The Manual also supports the WHO Global Competency Model,
a framework designed to support WHO staff in having a shared vision and direction while promoting positive behaviour.

Tools for integrating gender into public health
Gender mainstreaming is essential to realizing the right to health and it puts people at the centre of public health
programmes and policies!
A range of stakeholders across sectors have developed tools, guidelines and frameworks to inform the process of
examining the ways in which gender-based differences and inequalities influence the health of women and men (known
as gender analysis). These are generically referred to as gender analysis tools.
Usually formulated as questions, gender analysis tools guide one through a systematic process of examining the
influence of gender-based differences and inequality on health. 12,22 The reasons behind gender-based differences in
health are often difficult to uncover by using traditional health analysis methods. Conducting gender analysis is, in many
ways, similar to tending a garden. What appears on the surface neither adequately reflects the complexity of the intertwining roots beneath nor reflects the stronghold these roots may have in the soil. Gender analysis is a similar process.
Things must be examined in a bottom-up manner, understanding the realities of local populations before moving up
to national and international levels to understand the root causes of how and why power, rights and access to important
health-related resources are distributed unequally among internal groups.
This Manual equips you with practical tools to detect where and why gender inequality has harmful effects on health in
order to develop adequate and appropriate interventions. WHO gender analysis tools are introduced throughout the
Manual, with guidance on how to use them. They are also available on the CD-ROM accompanying this Manual as well
as on the website of the Department of Gender, Women and Health (www.who.int/gender).

Sound gender analysis requires high-quality data from multiple sources
The use of sound evidence in making decisions is very important in public health work. This also applies to work on gender
and health. The Manual includes some of this evidence from various regions – on women’s and men’s vulnerabilities due
to gender norms, roles or relations – but should not be considered a complete and up-to-date summary of gender and
health data. Users are required to dig under the surface of their contexts for local, relevant data to guide their own
process of gender mainstreaming. This means that facilitators and participants alike need to actively engage themselves
in searching out good sources of context-specific information. This engagement is part of an institutional approach to
gender mainstreaming.
Data to support the development of gender mainstreaming efforts as well as methods to comprehensively evaluate their
impacts are lacking. In addition to the challenges of measuring gender norms, roles and relations across countries and
programme areas, the struggle to obtain adequate sex- and age- disaggregated data persists.
Despite this evidence gap, gender-based health inequities can – and must – be addressed and alleviated. Existing
evidence is sufficient to know that gender inequality is an important determinant of health. However, while data sets and
methodologies are strengthened, men, women, girls and boys should not continue to suffer the health consequences of
harmful gender norms, roles and relations. They should not have to wait indefinitely for the health sector to consider and
address the inequalities they face. We can act now on the information we have, and this Manual will help get you started
in the right direction. The millions of women, girls, boys and men for whom harmful gender norms, roles and relations
pose a risk to their health and well-being have been waiting too long for such action.
*

“Integrating gender considerations” is used interchangeably with “gender mainstreaming”.
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ORGANIZATION OF THE MANUAL

Progressive approach: from awareness to action in three modules
Three consecutive core modules provide you with understanding and basic skills to integrate gender into public health
activities. The modules progressively introduce tools to conduct gender analysis and assessments and to develop
gender-responsive actions. The figure below provides an overview of the three modules and their general content.

Module 1:
Awareness – building blocks
to address gender inequality
in health

Aims to develop a common understanding among participants of
key concepts and stimulate participants to get past politically correct
discussions of gender to begin to grapple with the reasons why public
health professionals should address gender and its links with human rights
and other determinants of health.

Understand key concepts for integrating
gender into public health

Module 2:
Analysis – conducting gender analysis

Applies key concepts from module 1 in a framework to conduct gender
analysis of a health problem. This module introduces two core WHO gender
analysis tools, the Gender Analysis Matrix (GAM) and Gender Analysis
Questions (GAQ). Institutional processes are also discussed and a worksheet for participant practice is provided.

Conduct gender analysis in health

Module 3:
Action – developing gender-responsive
actions

Builds on modules 1 and 2, to introduce additional WHO gender analysis
tools to assess existing programmes and policies (Gender Responsive
Assessment Scale – GRAS, and Gender Assessment Tool – GAT) as well
as a gender and health planning checklist. Ultimately, this module aims
to guide users through the process of developing gender-responsive
actions for the health sector.

Assess policies and programmes
Develop gender-responsive activities
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The manual adopts a modular, practical approach and is aimed at public health managers in international, national
or community-based institutions. Modules are conceptually organized around answering the questions “What do we
know?” and “What can we do?” about gender inequalities in health through global and regional examples, case studies
and evidence. These questions are asked about a health condition or problem as well as about organizational
mechanisms and structures through which health-related interventions are implemented.
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Components of the Manual
The Manual consists of two booklets to guide work across the three modules: the Participant Notes and a Facilitator’s
Guide. A complete reference list and a glossary are provided. The accompanying CD-ROM includes electronic versions
of WHO gender analysis tools, the entire Manual and other relevant electronic materials that may be of use while applying
gender mainstreaming methods in your daily work.
The Participant Notes, your main source of information to prepare for and participate in a gender and health workshop,
begin here and are subsequently divided among three main modules. They are designed to support you throughout and
after the workshop as you apply acquired knowledge and skills to your daily work. The Participant Notes can also serve
as a stand-alone resource if a specific workshop does not include all sections or activities. Features include background
reading, WHO gender analysis tools, exercises, activity sheets and space for taking notes. These materials are
referred to during the workshop, and participants are therefore encouraged to read them before each session.
The Facilitator’s Guide consists of step-by-step guidance to work through the objectives of each Module. Each module
is divided into sections, and facilitators will walk you through the materials using different learning activities designed to
stimulate reflection and participation in a workshop setting. Each module is divided into corresponding sections of workshop activities that enhance understanding of the key concepts and practice of integrating gender perspectives into
public health work.
Facilitators will supply you with PowerPoint slides and any additional materials used within the workshop.

Gender must not be seen in isolation from other factors of social stratification. The modules and tools in this Manual focus on
uncovering gender-based differences in health and developing adequate interventions for the health sector. However, gender cuts
across other social factors that lead to health inequities such as socioeconomic status, ethnicity, age or place of residence. 1,3,4
Gender norms, roles and relations should always be understood as interacting with these other factors.

Notes for participants when attending the workshop
Participants should be prepared for an interactive workshop that requires active participation. The final goal is for you
to apply gender analysis skills directly to your work. To make the workshop as practical and useful as possible,
examining current work plans, projects and priorities for the population in which you are working and bringing examples,
experiences and questions to share with the group are advisable. Thinking about how your country, region or department
has been addressing gender issues in order to share good practices, obstacles and strategies with the group is also
strongly recommended.
The workshop is intense and requires both openness and focus to understand and apply the concepts. The facilitators rely
on your participation, so do not be shy about sharing experiences and questions with the group. Remember that gender
learning can be difficult because it may challenge things that you take for granted, or you may find that you do not have
all the information you need. You will be asked to rethink gender norms, roles and relations within your own cultural context
and those of others to identify their effects on health outcomes, programmes and policies.
Gender learning can also be uplifting and empowering by building networks, confidence and skills to identify the root
causes of harmful behaviours, understand possible sources and ultimately develop responsible practices to address
gender-based health inequities. The power of networks in addressing gender in health cannot be underestimated, and
the workshops based on these materials also aim to begin a dialogue among participants and health stakeholders,
around shared values, activities and efforts to alleviate gender-based health inequities.
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Introduction

Finally, these materials can help you to contribute to global health priorities such as:
• improving the health of women and girls as set out in several international agreements;
• promoting gender equality and health equity by addressing the broader determinants of health for men and boys,
women and girls;
• strengthening health systems and primary health care approaches;
• involving women and men in health decisions that directly affect their lives;
• developing, implementing and monitoring gender-responsive health policies and programmes; and
• engaging in multisectoral activities and dialogue towards addressing determinants of health such as gender inequality.

MODULE 1:

AWARENESS – BUILDING BLOCKS TO ADDRESS
GENDER INEQUALITY IN HEALTH

1.1. For health, gender matters!
The WHO Constitution 23 defines health as more than the absence of disease. Over the past decades, recognition has
grown that medical and scientific advances must be combined with holistic interventions to improve health outcomes.
Such interventions must be informed by an analysis of broader determinants of health and their similar or differential
effects on health for women and men in various population groups. 24

Resistance to addressing gender. Despite these commitments, resistance to working on gender – in health and
beyond – is still encountered. Why is this? There are various forms of resistance, misconceptions and lack of political
and economic commitment to integrating gender into health at all levels. These include, for example, the following
misconceptions: 4,11,26,27
• Gender is an imposed Western feminist notion. Too many people assume that gender is simply a politically correct
catchword that Western feminists have forced on others. In reality, women and men from all contexts – high-, medium- and
low-income countries – have shaped the gender and women’s health movement with differing contributions to health and
development.
• Gender is a concept – but does not require action. People generally agree that gender is important, but it remains
at a rhetorical level, with few specific actions that can and should be carried out. Far from this, addressing the negative
effects of harmful gender norms, roles and relations on health is widely recognized as good public health practice.
• Gender means simply comparing women to men. Gender analysis is often reduced to presenting sexdisaggregated data or comparing women to men. When women are added in to reports and statements, many
assume that the work on gender is done. In reality, this is only one small step on the path towards gender-responsive
health action.
• Gender is an optional add-on. Phrased as gender lenses or perspectives, some people tend to think that gender is
“something to be done” as an optional programme component. As this manual shows, addressing gender at all times
is the best way to ensure improved health outcomes, policies and programmes.
• We have moved beyond gender. Some people believe that, since gender was on the agenda decades ago, it is
no longer relevant – that we have done what needs to be done, and now it is time to move on to more pressing
priorities. This is a form of “gender fatigue” that must be countered with the harsh reality that, although the international
community has been discussing gender for decades, progress has been slow, and the health impacts of gender and
gender inequality remain high.
Simply put, if public health professionals lack the skills to mainstream gender, public health policies
and programmes will continue to fall short, and goals of health equity will remain out of reach.

1.2. Summary points on sex, gender and health
Sex refers to the things that most people agree are the result of biological differences. In simple terms, sex is about
biological and physiological differences between women and men such as hormones, genitalia or chromosomes. Sex
is usually difficult to change – except through surgical intervention.
Gender refers to the characteristics of women and men that vary from society to society and are socioculturally
and historically constructed. While gender can be changed, it requires long-term strategies and the right local
partners and stakeholders to do so. 4,5,18,22,25,28-30
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Gender is one of these broader determinants of health. Gender interacts with a range of other determinants
to produce differential health outcomes for women and men. Being female or male significantly influences health behaviour, status, access and use of health services. 3,4,25 Women and men differ in terms of power, status, biological make-up,
socialization and roles in society, and these differences must be acknowledged, analysed and systematically addressed.
Unless these differences are taken into account, health services, programmes and policies will have limited benefit
because they will not be based on the full range of factors (or determinants) that influence health behaviour, risks and
outcomes.
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Key points to remember about sex, gender and health 3,4,7,25,29–32
• Sex and gender are not the same – but they are interrelated. In other words,
Most people are born male or female but are
you cannot talk about gender without talking about sex, and vice versa.
taught what appropriate behaviour is expected
• People are born female or male but are taught what appropriate
of them – including how they should interact
behaviour and roles are expected of them, including how they should
with others of the same or opposite sex within
relate to other people.
households and communities. When individuals
• Biology (sex) cannot explain all the different disease patterns between
or groups do not ‘fit’ established gender norms,
women and men.
they may face stigma, discrimination or social
• Many differences in health outcomes between women and men can
exclusion – all of which adversely affect health.
be attributed to differences in life circumstances and norms (gender)
– and can therefore either be mitigated or prevented altogether.
• Unlike sex, gender norms, roles and relations can change historically, sometimes relatively quickly – but this often
takes long periods of time.
• Gender is often used as a politically correct way of saying sex. In health, remembering that the two are distinct
is important; the health sector cannot ignore the distinct and interacting effects of biological and sociocultural factors
that influence health.
Key points about gender norms, roles and relations 1,3,5,22,28,33–36
• The process of socialization influences gender norms, roles and relations (which can be loosely referred to as components of gender).
• Gender norms, roles and relations can produce inequality between and among groups of women and men.
• Examining all three components of gender helps to better understand the sociocultural patterns that influence
women’s and men’s lives:
– Examining gender norms alone can limit analysis to beliefs but may not look at how such beliefs have different
implications for roles – or what women and men are doing, where and how that may increase health risks.
– Analysing roles isolated from relations can pit women against men or create unnecessary binary oppositions, which
is not the objective of gender analysis.
– Pure role analysis can lead to overemphasizing activities that women and men do while reducing attention on the
relations between these roles and the values placed on them. Without such understanding, exploring how inequality
may be created, sustained and transferred to health behaviour and outcomes can be missed.
• Gender relations are often based on an unequal division of power and rights for women and men of different ages and
ethnic backgrounds.
• Societies uphold and protect gender norms, roles and relations and the associated behaviour and consider them to be
the “natural” order of things (for both men and women). This may generate resistance, or even fear, to addressing them.
• Gender norms, roles and relations lead to stereotypes, discrimination and a division of labour that can influence health
and health outcomes.
• Changing gender norms, roles and relations requires short-, medium- and long-term strategies to reduce harmful
effects on health.
Examples of gender norms, roles and relations and how they influence health behaviour and outcomes
• Women are disproportionately responsible for child care due to their biological roles. As a result, men are often
excluded from prenatal and antenatal care, counselling and services. Evidence indicates that maternal and child health
outcomes – as well as health outcomes for fathers – improve when men are involved in positive, meaningful ways in
parenting and in the sexual and reproductive health of their partners. 37
• Women’s gender roles and responsibilities for preparing food in many contexts expose them to indoor air pollution at higher
rates than men. As they are also disproportionately responsible for looking after children, the children who remain with
them in kitchens are also exposed to such pollution – resulting in severe respiratory disorders, and even mortality, for
women and children. 38
• Gender norms that associate men solely as perpetrators of violence can result in their exclusion or demonization
in interventions to reduce interpersonal violence. This ignores the many men who strive to be partners in the fight to
end violence against women and can hamper the effectiveness of the health sector in engaging in primary prevention
activities related to interpersonal violence. 6
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• Norms that value male authority and privilege increase health risks for women and girls. Examples include violence
against women and girls, denial of education and other social resources that improve and protect health, “honour
killings”, sex-selective abortions and all forms of sexual violence. 9,39
• Men tend to work on construction sites more often than women due to the heavy physical demands and the
association of physical labour with male gender roles and responsibilities. This may make them more vulnerable to
work-related injuries. 40

1.3a. A brief history of gender equality, health and development efforts

Within the United Nations system, the commitment to gender equality dates to 1947, when the United Nations
Economic and Social Council (ECOSOC), the main organ for coordinating and discussing United Nations activities
(including specialized agencies such as WHO) in economic and social areas, 41 created the Commission on the Status of
Women (CSW), dedicated to promoting gender equality and women’s rights. This objective is in accordance with the United
Nations Charter and its commitment to promoting equality between men and women in all countries. 42
In 1979, Member States ratified the Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW). 43 This Convention was developed as a direct response to the grave inequalities and injustices women faced
all over the world. 28,31,36,44
During a series of world conferences on women in the 1990s and beyond, the issue of gender equality took centre stage
at such United Nations meetings as the International Conference on Population and Development (Cairo, 1994), the
World Summit for Social Development (Copenhagen, 1995) and the Fourth World Conference on Women (Beijing,
1995), as well as the United Nations Security Council Resolution 1325 on Women, Peace and Security (2000) and the
Millennium Declaration and accompanying Millennium Development Goals (MDG) (2000). These initiatives and events
addressed women as equal to men and as active, productive contributors to society with entitlements and rights to
social protection and civic participation.
The Beijing Platform for Action includes specific actions and recommendations aimed at empowering women to
promote and safeguard their own health through various strategies. It has separate chapters and strategic objectives
dedicated to women’s health (strategic objective C), and violence against women is outlined as a key manifestation of
gender inequality with negative effects for women’s health and well-being (strategic objective D). There is also a chapter
on women and armed conflict (strategic objective E). The Platform further underlines the importance of gender
mainstreaming as a means to achieve its goals. This set the stage for many governments to develop national plans of
action and set up mechanisms that continue to be relevant today. 2,4,28
Over time, terms shifted to coincide with political and conceptual approaches. Women became increasingly replaced
by gender – not necessarily to remove the focus on women’s equality but to discuss gender norms, roles and relations
as structural elements of women’s status. 5,45 In adopting gender, women’s relationships with men (and with other
women) could be discussed in ways that were not simply antagonistic but with appreciation for the complexities of these
relationships. This also meant that men could be included as both positive agents of change and as socialized beings
in the discourse of gender. 6,36
Women continue to be the focus in many settings because the agenda to eliminate discriminatory practices towards
them has yet to be acheived. Nevertheless, gender equality will not be achieved solely by comparing sexes and their
opportunities as if they were homogeneous groups. Each sex group also has differences by age, social status, place
of residence, ethnicity, etc. that may privilege one sub-group over another or lead to multiple forms of discrimination or
inequality. For example, older women and refugee women often experience overlapping forms of inequality in relation
to other women – based on sex, gender, and/or political status. 3,4,28,34,36
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Gender is often thought to mean women only, which sometimes spurs negative reactions to incorporating gender into
public health work, as this is considered discriminatory towards men. Situating the evolution of approaches to including
women and gender in international health and development work is important to counter such reactions. This also makes it clear
why a focus on women has been predominant and why it continues in some contexts – but also how the field has evolved to
a broader understanding of gender norms, roles and relations for both women and men.
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Gender equality and women’s health in international commitments
Strategic Objectives C and D (women’s health and violence against women) of the Beijing Platform for Action set out activities to guide work
on the health of women and included such objectives as: 2
• increase women’s access to appropriate, affordable and good-quality health care, information and services;
• strengthen preventive programmes that promote women’s health;
• advance research and disseminate information on women’s health;
• take integrated measures to prevent violence against women; and
• increase resources for and monitor the impact of policies and programmes to improve women’s health.
National plans of action along these and other strategic objectives have been reviewed in five-year intervals since 1995. The 10-year review
and appraisal 45,48 includes the following examples of progress:
• strengthened policy and strategy frameworks on gender equality and gender mainstreaming approaches (including in sectoral programmes);
• increased measures taken to reduce harmful practices such as female genital mutilation;
• gains in women’s reproductive health; and
• violence against women is a priority area in most legal and policy contexts.
Despite progress, formidable obstacles remain such as:
• persistent discriminatory practices against women;
• predominance of violence against women across contexts;
• high levels of maternal mortality and HIV infection among women;
• consistently low levels of education for girls in many contexts;
• implementation gaps between policy and action on gender equality and gender mainstreaming;
• lack of capacity in and knowledge on how to mainstream gender (that is on methods gender analysis); and
• continued lack of sex-disaggregated data and monitoring mechanisms that can capture gender equality and sectoral outcomes.

Gender, health and development
The gender and health movement has evolved alongside, and out of, the gender and development movement – which
originally began as women in development (WID). Over the course of time, these approaches shifted to women and
development (WAD) and women, environment and development (WED) to the current, prevailing approach of gender
and development (GAD). Dominant development and health practices of the 1950s tended to either ignore the specific
realities of women or included them to the extent that they should be treated the same as men. The evolution in
development from WID to WAD to WED to GAD highlighted the need to include women in all sectors of development,
including labour, health and agriculture. 4,5,28,46,47 In health, this meant that women’s health (originally confined to reproductive
issues only) would receive increased attention.
For the past 30 years, the women’s health movement (both nationally and
internationally) has worked to move away from the concentration on
reproductive health (largely limited to the biological factors that distinguish
women from men). Women have other health problems and experiences
that are influenced by sociocultural, economic and political determinants
of health. 1,3,4,9,35 Such acknowledgement led to reconceptualizing what is understood as women’s health by health
practitioners, researchers and policy-makers. WHO’s holistic definition of health (as reflected in the above text box), 23
which predates such international efforts, certainly played a role in creating technical space for a non-biomedical
understanding of and approaches to women’s health.
Health is a state of complete physical,
mental and social well-being and not
merely the absence of disease or infirmity.

The Millennium Declaration set out the internationally agreed, time-bound MDGs. These Goals place gender equality,
women’s empowerment and health at the centre of broader development commitments and highlight the centrality
of gender equality, women’s empowerment and addressing gender norms, roles and relations systematically in
development efforts. 49
At the heart of the gender and health movement lies the belief that health and illness affect people - women and men of all
ages and groups. Health and illness are experienced at the individual and community levels, which cannot be separated from
people’s social environments. Individuals occupy different public and private spaces and benefit from different social
advantages. This implies that health and illness cannot be experienced (nor addressed) in identical ways. Although many
international initiatives still focus on women, the relativity of circumstances between the sexes (and within each sex
group) has increasingly received attention – adding a nuanced view to current gender and health agendas.
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1.3b. Gender mainstreaming
Since the Fourth World Conference on Women in Beijing and the ECOSOC resolutions from 1996 onwards, models and
approaches to gender mainstreaming have been developed across sectors. It is generally agreed that a two-pronged
approach is needed to achieve gender equality – that is, to engage in both programmatic and institutional activities. 11
The introduction to this Manual provides further information on these approaches.

WHO applies a mixed model of expert-bureaucratic and participatory-democratic gender mainstreaming models.
In so doing, WHO has a core gender, women and health network comprised of a technical unit in headquarters, regional
units or programmes and country focal points. This network has expertise on gender and health and is expected to
facilitate the implementation of the official organizational mandate for gender mainstreaming through the development
of evidence-based norms and standards. This is similar to the expert-bureaucratic model.
However, in its efforts to be practical and responsive to programme and country needs, WHO also fits within the
participatory-democratic model, as the network works in close collaboration with country partners and other technical
programmes in determining priorities, appropriate responses and activities. This includes setting objectives for countryspecific processes and technical programmes across WHO and implementing joint activities between a range of partners.
WHO recognizes the need for specific expertise in gender, women and health but, equally important, realizes that
achieving gender equality requires the participation of all stakeholders in determining objectives, activities and monitoring
methods. In this way, the WHO approach could be considered an expert-participatory model that maintains the integrity
of methods on gender, women and health through open consultation and collaboration with a range of actors needed to
address gender-based health inequities in concert with other WHO technical programmes, health ministries, civil society
and other national and international health stakeholders, including development partners.
Gender mainstreaming aims to influence agendas, policies and resource allocation and to build the capacity of others
to achieve gender equality. Maintaining core expertise is essential for technical integrity and also guarantees that there
are dedicated personnel available to influence agendas, priorities and organizational policies (that is, the expertbureaucratic model). Gender salt approaches – or adding in gender here and there without doing the above – may occur
when core expertise and dedicated personnel are not in place. At the same time, working with partners to jointly develop
short-, medium- and long-term objectives for gender mainstreaming (that is, the democratic-participatory model) is
a strategic way to engage them productively in gender mainstreaming activities. 50,51 Both models are needed to ensure
technical accuracy and to bring about the broad participation and ownership of gender mainstreaming activities needed
for positive results.

It’s time to stop adding gender salt on top of health programmes and actually integrate gender throughout!
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One model, referred to as the expert-bureaucratic model,
promotes establishing a core group of experts and specialists
to lead the gender mainstreaming process within a given
organization. The other model, the participatory-democratic
model, relies on a range of individuals and organizations to
advance the mainstreaming agenda. Each model has advantages
and disadvantages; for example, using an expert-bureaucratic
model may alienate key partners, while the participatorydemocratic model may be less effective if adequate technical
expertise is not available to coordinate and lead the process. 26
Without sufficient techincal expertise to guide gender
mainstreaming, efforts can become empty advocacy statements with limited impact to actually reduce gender-based
health inequities.
Gender mainstreaming refers to:
“…the process of assessing the implications for women
and men of any planned action, including legislation, policies
or programmes, in all areas and at all levels. It is a strategy
for making women’s as well as men’s concerns and experiences an integral dimension of the design, implementation,
monitoring and evaluation of policies and programmes in all
political, economic and societal spheres so that women and
men benefit equally and inequality is not perpetuated. The
ultimate goal is to achieve gender equality.” 48
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No more gender words without gender actions!
Here are some key points to remember about gender mainstreaming:
• Gender mainstreaming in health means changing organizational structures, behaviour, attitudes and practices that harm women’s
or men’s overall health status.
• Gender mainstreaming calls for transforming the public health agenda, including the participation of women and men in defining and
implementing public health priorities and activities. This will ensure that their needs are subsequently met.
• Work on gender equality began to address women’s inequality; as a result, gender mainstreaming has often been understood to be by,
for and about women. In fact, it is by, for and about women and men. Gender mainstreaming can include specific projects that empower
women to work towards gender equality and can engage with men and boys in addressing harmful behaviour and promoting their health.
• Gender mainstreaming addresses both programme issues, such as how certain diseases or health problems may affect women and men differently, and the process of how institutions are organized to deliver programmes and services in accordance with the principles of gender equality.
• Gender mainstreaming is a long-term process, and its results will be seen progressively.
• Gender mainstreaming requires time, commitment, resources, partners and gender analysis skills.

1.3c. Gender, human rights and health
WHO recognizes that health is a human right, and, in conformity with the Charter of the United Nations, the WHO
Constitution states that: “The enjoyment of the highest attainable standard of health is one of the fundamental rights
of every human being without distinction of race, religion, political belief, economic or social condition *”. 23

The following human rights instruments refer to the right to health:
• Article 25 (1) of the Universal Declaration of Human Rights;
• Article 12 of the International Covenant on Economic, Social
and Cultural Rights;
• Article 24 of the Convention on the Rights of the Child; and
• Article 12 of the Convention on the Elimination of All Forms
of Discrimination against Women.
The right to non-discrimination is reflected in:
• Article 5 (e) (iv) of the International Convention on
the Elimination of All Forms of Racial Discrimination; and
• General Comment 14.

Although separate groups, agencies and ministries often
deal with gender and human rights, they are natural partners
in promoting good health for all. In fact, equality and nondiscrimination are human rights principles. Gender and
human rights should therefore not be seen as competing
priorities – and efforts to harmonize actions, especially in
country activities, should be proactively sought. In fact,
an approach based on human rights overlaps in many ways
with gender mainstreaming methods. Although steps and
processes may have different names, human rights
principles and standards such as non-discrimination
and participation 52 are a common starting-point in both
approaches.

The right to health is a basic human rights principle guaranteed in several human rights treaties. The right to health
applies to all human beings regardless of their race, colour, sex, language, religion, political or other opinion,
social origin, property, birth or other status. The right to health does not mean the right to be healthy. It refers to
a number of factors that can help us lead healthy lives, including the right to mechanisms and institutions as well as
equitable access to things such as education, water and sanitation. The health sector can fulfil commitments to the right
to health through a wide range of activities like building hospitals, training health professionals, ensuring decent living and
working conditions and implementing a national policy and legal framework that protects citizens and empowers them
with tools and resources they need to be healthy, such as high-quality health services and essential medicines. 53

1.3d. What is the CEDAW and why is it important for gender equality and health equity?
The United Nations General Assembly adopted the CEDAW in 1979, and it entered into force on 3 September 1981.
It is one of the most important human rights documents for women, as it is legally binding for signatories, defines
discrimination against women and sets up an agenda for national actions to ensure gender equality. 44
Article 1 of the Convention defines discrimination against women as “... any distinction, exclusion or restriction made on
the basis of sex which has the effect or purpose of impairing or nullifying the recognition, enjoyment or exercise by
women, irrespective of their marital status, on a basis of equality of men and women, of human rights and fundamental
freedoms in the political, economic, social, cultural, civil or any other field”. 54
*

A modern interpretation of the WHO Constitution would understand ”social condition” to encompass gender. International, regional and national laws
uphold the principle of non-discrimination on the basis of sex.
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The Convention was one of the first instruments of its kind to detail ways to achieve gender equality through ensuring women’s
equal access to, and equal opportunities in, political and public life. 55 This includes, for example, ensuring the right to
vote, to education, health and employment. States that have agreed to abide by the Convention consent to take all
appropriate actions, including non-discriminatory legislation and temporary special measures, to make sure that women
can enjoy all of their human rights and fundamental freedoms.
The Convention is unique, as it is the only human rights treaty that establishes the reproductive rights of women.
In addition, it explicitly states that culture and traditions are influential forces that shape gender roles and family relations.
Further, the Convention holds states accountable for eliminating all acts of discrimination against women both in public
and in private life. 44

Determinants of health include education, employment status and income, culture, household position, age, physical
and social environments. Many of the determinants of health may be the same for women and men, but when these
determinants interact with gender, the outcomes often differ greatly for different groups of women and men. 3 These differences can also be observed within groups of women and men. For example, the 2009 WHO report on women and health 9
found that inequality within countries in such areas as education and household income differentially affects the health of
girls and women. This means that women and girls in the same context have different access to these resources.
As outlined in the introduction to this Manual, gender is an important determinant of health with two important dimensions,
with different implications for women and men: 3,4,25,31–35,37,39
• Gender inequality puts the health of millions of women and girls at risk globally.
• Gender norms, roles and relations can influence life conditions and opportunities for men and women and girls and
boys that, ultimately, affect health behaviour, capacity and outcomes.
Figure 1, below, outlines pathways of interaction between various factors that influence health. In summary, structural
determinants of gender inequality feed discriminatory norms and practices, differential exposure and vulnerability to
disease and illness as well as biases in health systems and research (intermediary factors), which in turn influence how
women and men perceive and experience health and illness, receive treatment and set health priorities (consequences ).
Figure 1. Framework for the role of gender as a determinant of health. 3

Structural causes
Gendered structural determinants
Structural processes
Social and gender stratification

Intermediary factors
Discriminatory values,
norms, practices and
behaviour (A)

Differential exposure and
vulnerability to diseases,
disabilities and injuries (B)

Biases in health
systems (C)

Biases in health
research (D)

Consequences
Health
outcomes

Social and economic
consequences

In understanding gender as a determinant of health, we are able to move beyond describing women and women’s
health in isolation to consider all factors that affect women’s health through their multiple roles (that is, not only as
mothers) and across the life course as well as the roles and responsibilities of men and the inequalities between women
and men that are harmful for everyone’s health.
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1.4a. Gender and other determinants of health
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In particular, it is important to understand how gender norms, roles and relations interact with other determinants of
health to increase the burden of gender inequality faced by many women and girls – and in some cases boys and men. 3,6
For example, gender norms in several contexts do not value girls on the same levels as boys, leading to restricted access
to education or nutritious food. When other structural conditions such as poverty are considered, decisions to use household or community resources are often made in ways that uphold existing gender norms, roles and relations – which
often lead to disadvantage for various groups of women and men. 56

The WHO Commission on Social Determinants of Health made three overarching recommendations
for addressing social inequity that affects health: 24
1. Improve daily living conditions.
2. Tackle the inequitable distribution of power, money and resources.
3. Measure and understand the problem and assess the impact of action.
The Women and Gender Equity Knowledge Network, part of the Commission, put forth seven recommendations: 3
1. Address the essential structural dimensions of gender inequality.
2. Challenge gender stereotypes and adopt multilevel strategies to change the norms and practices that directly harm women’s health.
3. Reduce the health risks of being women and men by tackling gendered exposures and vulnerabilities.
4. Transform the gendered politics of health systems by improving their awareness and handling of women’s problems as both
producers and consumers of health care, improving women’s access to health care and making health systems more accountable to women.
5. Take action to improve the evidence base for policies by changing gender imbalances in both the content and the processes of health
research.
6. Take action to make organizations at all levels function more effectively to mainstream gender equality and equity and empower women
for health by creating supportive structures, incentives and accountability mechanisms.
7. Support women’s organizations, which are critical to ensuring that women have voice and agency.

1.4b. Empowerment – part 1
Empowerment means many things to many people. MDG 3, to promote gender equality and women’s empowerment,
reminds us that inequality will persist unless women are empowered to make decisions in their lives and in public sectors. 57
Despite attention to empowerment, when it is undefined or misunderstood, it becomes a buzz-word that does not
translate into practical strategies to improve lives and, ultimately, health outcomes.
Empowerment can be understood as a multidimensional
social process that enables people to gain control over
their lives. Power is both literally and figuratively at the
• acquiring understanding of gender relations and how these
relations can be changed;
heart of empowerment. Strategies for empowerment
• developing a sense of self-worth, a belief in one’s ability
therefore often challenge existing power allocations and
to secure desired changes and the right to control one’s own life;
relations to give disadvantaged groups more power. 57–59
• gaining the ability to generate choices and exercise bargaining
Ways to do so include consultation with and participation
power; and
of the very group that is disempowered (or without power),
• developing the ability to organize and influence the direction
redistribution of power (those currently with power may
of social change to create a more just social and economic
need to give some up to enable others to have power) and
order, nationally and internationally.
challenges to existing systems. 60 Thus, empowerment is
a process – much like gender mainstreaming. Its ultimate
objective is to enable individuals and communities to gain more control over their lives and to shape systems around
them, such as the organization and delivery of health services.
Empowerment involves the following processes: 58

As gender inequality, or unequal power relations, has usually disadvantaged women more than men across contexts,
women’s empowerment is often prioritized. However, empowerment can apply to men and other marginalized groups
and communities.
With respect to women’s health, empowerment has often meant, for example, increasing education opportunities and
access to relevant information to enable women to make informed decisions about their health, improve self-esteem
and equip them with communication and negotiation skills. Such skills are known to influence actions like safer sex
practices, treatment adherence and timely health-seeking behaviour.
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However, education (in this example) is not enough to empower women (or men) to gain control of their health.
This is why empowerment is referred to as a multidimensional social process: economic and political empowerment are
also important strategies for combating poverty and social exclusion, as well as health inequities.

1.5. Gender equality and gender equity: overview
Gender equality refers to the same chances or opportunities
for groups of women and men to access and benefit from social,
economic and political resources such as health services, laws
and policies, education, etc. It is often referred to as formal
equality, as it refers to creating structures or mechanisms that
Gender equity refers to fairness* and considers men and
enable women to achieve equal status to men. 29,55 It can also
women’s different needs to achieve gender equality.
be understood as the same treatment for groups of women and
It is also known as substantive equality.
men – with less attention paid to equality of outcomes. 34,36
The assumption is that, once barriers to participation in social,
economic and political spheres are broken down, the playing field is levelled and women and men have the same
chances to succeed. 29,31,34
Gender equality refers to equal chances or opportunities
to access and control social, economic and political
resources (including protection under the law). It is also
known as formal equality.

Although the concepts are often used interchangeably, they refer to different strategies – both of which are needed to
achieve health equity. Read the below adaptation of Jean de la Fontaine’s famous poem, The fox and the stork, to help
clarify these two important concepts.
Clarifying equality and equity
The fox and the stork
At a dinner party hosted by the fox, the stork was invited to enjoy a bowl of soup. But the soup was served in a wide bowl and the stork could
eat very little – simply wetting the tip of its long beak. The stork watched as the fox, able to fit its snout in the bowl for eating, lapped up the
soup with ease. Weeks later, the stork hosted a dinner party – and served rice. The rice was served in a long, thin urn that the stork and its
stork friends could easily dip their long, thin beaks into the urn, to peck away at the delicious rice. The fox, hard as it tried, could not get its
snout past a certain point on the urn – and could only sit back and watch the others enjoy their food.
What does this fable tell us about equality and equity? Both the fox and the stork, at both dinner parties, had the same chances to eat – or
equal access to the food served to them. But because of their physiological needs – or the ways their mouths are shaped – one of them,
on both occasions, went home hungry. Why did this happen?
Their hosts created equality of opportunity by making food available. However, they failed to pay attention to the needs of their guests to
ensure they could actually benefit from the dining opportunity.
Gender equality, gender equity and health equity
When gender equality and gender equity are applied to health, the following distinctions are important:
• Gender equality does not mean making sure that disease burden is evenly distributed among women and men.
• Gender equality in health means that women and men have equal conditions to realize their full rights and potential
to be healthy, contribute to health development and benefit from the results.
• Achieving gender equality will require specific measures designed to support groups of women and men with limited
access to such goods and resources.
• Gender equity in health refers to a process of being fair to women and men with the objective of reducing unjust and
avoidable inequality between women and men in health status, access to health services and their contributions to the
health workforce.
*

Remember that fairness may mean different things in different cultures. International human rights principles and standards provide us with the tools
and frameworks necessary to arrive at a common understanding of fairness with respect to groups of women and men all over the world.
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Gender equity goes beyond equality of opportunity to recognize that women and men have different needs,
preferences and interests. This may mean that different treatment may be needed to ensure equality of opportunity.
This is often referred to as substantive equality (or equality of results) and requires considering the realities of women’s
and men’s lives in setting policy or programme goals. 30,31,36
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Gender equality and gender equity: both are needed to achieve health equity!
Important points to remember
The goal of gender equality is not for women and men and girls and boys to become the same; it is to ensure that women and men have
the same chances. This means, for example, that they have the same opportunities to vote, be educated and protected under the law.
The goal of gender equity moves beyond considering women and men as being equal under the law to ensure that life or other conditions
will not inhibit their equal participation in health promotion activities, for example. This means, for example, creating child-care provisions
to enable women to participate in the paid workforce.
How does this matter when trying to achieve health equity?
• Equality of opportunity (gender equality) helps ensure that women have the same opportunities as men to access social, economic
and political resources.
• Recognition of different needs to redistribute social, economic and political resources (gender equity) addresses inequality
between groups of women and men so that they can benefit from the above resources (or equality of outcomes).
• Reducing avoidable health differences (or achieving health equity) can only occur by addressing both equality of opportunity
and equality of outcomes.
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2.1a. What is gender analysis in health and why is it important?
Gender analysis identifies, assesses and informs actions to address inequality that stems from: 12,22,28,29,33,34,61–63
• gender norms, roles and relations;
• unequal power relations between and among men and women; and
• the interaction of contextual factors with gender, such as sexual orientation, ethnicity, education or employment
status.
Gender analysis is a core gender mainstreaming skill that generates processes and information needed for health
planning and programming. It includes critical questions that dig for information where it is often not easily found.
Gender analysis in health looks at the consequences of gender inequality with respect to health and well-being
and contributes to understanding health differences and disparities among and between groups of women and men
in the following areas: 4,12,34,35
• risk factors and vulnerability;
• patterns of disease, illness and mortality; and
• the health effects of policies, legislation or programmes.

Gender analysis can be applied to: 4,12,22,35,36,61–63
• health policies, legislation, programmes, services and research;
• specific health conditions and problems; and
• human resource planning, budgeting and operational planning.
Gender analysis can increase health sector effectiveness by: 4,31,34,35,62
• ensuring the right to health of different groups of men and women;
• identifying practical and strategic gender needs in health;
• recognizing and reducing the constraints women and girls face in protecting and promoting their health;
• considering and addressing how male gender norms, roles and relations may harm the health of men and boys;
• reducing inappropriate, ineffective services, programmes or policies that ignore the realities of women’s and men’s
health needs and life conditions;
• identifying and reducing gender bias in the health system;
• developing and implementing gender-responsive policies, laws and services (primary, secondary and tertiary) and
programmes; and
• improving health information, documentation and use.
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Gender analysis in health can highlight differences in access to: 4,31,34
• health services and other necessary resources for preventing disease and promoting health, such as education,
transportation and information; and
• decision-making processes related to health and the organization of health systems.
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What are practical and strategic gender needs?
Because of different gender norms, roles and relations, men’s and women’s needs are sometimes different and can be understood as either
practical or strategic. Gender analysis identifies such gender needs and is a useful source of information in developing policy or programme
responses. Responses often depend on short- versus long-term objectives.
Practical gender needs refer to necessities such as adequate living conditions, drinking-water, health care and employment. Meeting
women’s practical gender needs, for example, is essential to improving women’s status in society. 4,5,28,29,63
The characteristics of practical gender needs include: 28,63
• short-term, such as health care, food, shelter and income;
• that women and men can identify their basic needs when asked; and
• direct, tangible action such as installing water pumps and building schools or health facilities can address these needs.
Strategic gender needs refer to women’s unequal status relative to men and are usually identified by analysing gender norms, roles and
relations in this regard. Contemporary definitions of strategic gender needs would include men from marginalized groups in such an analysis.
Addressing strategic gender needs challenges predominant gender systems such as the gender-based division of labour. Examples of
strategic needs include engaging men in domestic responsibilities such as child care and ensuring that women have control over their own
bodies through laws and in practices such as consent for health interventions. 4,5,28,29,63
The characteristics of strategic gender needs include: 28,63
• long-term, such as changing laws and policies related to gender-based violence;
• women and men may have more difficulty in identifying these needs when asked, as they are often less tangible than practical gender needs; and
• usually common across groups of women (and some groups of marginalized men), as they relate to vulnerability to physical violence,
restricted legal protections and other social resources such as education.

Nevertheless, gender analysis alone does not address practical or strategic gender needs. To avoid sprinkling
gender salt on top of existing efforts, information from gender analysis should inform every stage of health planning and
programming. This means that the actual work of addressing gender inequality in health begins with analysis but
requires action.
No more gender words without gender actions!
Keep the following principles handy as you sharpen your gender analysis skills.

Guiding principles of gender analysis in health
Sex is not gender.
Sex refers to physiological differences, whereas gender refers to social norms, roles and relations. Gender analysis in health must
consider both; looking at sex differences alone is not enough.

Women and men are different.
Women and men are different at every stage of their lives, both biologically and in their roles, responsibilities, opportunities and
choices. Considering culture, age and other factors also addresses the range of differences between women and men.

Policies and programmes do not affect men and women in the same ways.
Policies and programmes that are developed without considering these differences ignore the diverse needs and realities of men and
women. And just as men and women differ from each other, many differences exist within each sex group.

Diverse types of evidence are needed to understand how gender operates as a determinant of health.
Gender analysis must be informed by data gathered from multiple sources, including consultations with diverse groups of women
and men. Surveillance, monitoring and health research activities should be based on both quantitative and qualitative methods.
Available data must be disaggregated by the variables used in gender analysis. Disaggregation by sex is the bare minimum required.

Sustained commitment is necessary.
Gender analysis, as the first step in gender mainstreaming, requires sustained commitment and attention to attain results in the
short-, medium- and long-term.
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2.1b. The added value of gender analysis in health
Let’s look at some brief examples of the information, including knowledge gaps, that gender analysis can contribute
to the evidence base for sound health decision-making.
SARS analysis
Thirty countries and areas reported 8098 probable cases of severe acute respiratory syndrome (SARS) in 2003. Slightly
more than half of these probable cases were among women. After adjusting for age, men had higher mortality rates than
women.
The fact that women had more probable cases leads to the question of why women were infected at higher rates. One
plausible answer is that SARS was largely transmitted within health care settings, resulting in a disproportionate burden
of disease among health care workers. Because gender norms and roles often place more women than men in front line
care giving professions (such as nursing), women may have been at disproportionately high risk of SARS exposure.
Although the reasons for higher mortality rates among men remain uncertain, the presence of sex- and age-disaggregated
data – in addition to understanding gender roles, norms and relations – helps to unpack the reasons why one sex may
be at higher risk than the other. 64
This short example demonstrates how the presence of sex- (and age-) disaggregated data is a crucial prerequisite for conducting gender analysis. It also shows how examining sex and gender (in this case with respect to the gender-based division
of labour within the health sector) can identify differential patterns of exposure for men and women.

When broader determinants of health, such as gender norms, roles and relations, are included in analysis methods
to interpret such data, the distinct needs and risks among girls and boys become strikingly apparent. Applying gender
analysis to adolescent health data has identified specific gendered risk factors for adolescent girls, such as: 9,65
•
•
•
•
•
•

having access to, enrolling in and completing primary and secondary education;
child marriage, which could contribute to early childbirth and unintended pregnancy;
sexual exploitation and trafficking, which could lead to unintended pregnancy and higher rates of HIV infections;
harmful practices such as female genital mutilation;
unequal sexual relationships; and
barriers to contraception and/or other measures to protect their sexual health.

Based on these risk factors, practical needs such as clean and safe water and food can be identified for their differential
effects on young girls and boys. Strategic needs such as broader protective mechanisms to prevent sexual exploitation
and harmful practices (through legal and policy frameworks, for example) have also been identified – with a clear emphasis
on the specific needs girls may have due to gender norms, roles and relations. As a result, global, regional and national
responses (within and beyond the health sector) have been developed to protect and promote the health of adolescent girls.
For example, the Girls Count initiative convened by the Center for Global Development, in collaboration with the
International Center for Research on Women, Population Council, Nike Foundation and United Nations Foundation,
set out the following action areas for improving the lives of adolescent girls (including their health). These areas could not
have been identified or developed without considering gender norms, roles and relations and applying the critical questions
of gender analysis methods to determine why adolescent girls constitute an at-risk group – and what can be done about
this. The broad, global agenda includes three key actions: 66
• Count girls. Disaggregate data of all types – from health and education statistics to counting programme beneficiaries –
by age and sex. Doing so will make girls more visible to policy-makers and reveal where girls are excluded.
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Adolescent health
Adolescent health is a priority in many countries and regions and marks an important transition in the life cycle.
Inequality in children’s mortality tends to relate to household income and the fact that girls and boys experience childhood diseases differently for a variety of reasons including biological advantages for girls, preferential treatment for boys
and/or harmful practices towards girls. In adolescence, however, biological advantages for girls seem to decrease.
Both biological and social factors contribute to increased sexually transmitted infections (STI), including HIV (associated
with forced or consensual sexual debut) and adolescent pregnancy among girls. 9,65 The availability of sex- and agedisaggregated data has enabled different patterns of health risks to be identified for girls and boys.
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• Invest in girls. Make strategic and significant investment in programmes focused on adolescent girls commensurate
with their importance as contributing to achieving economic and social goals.
• Give girls a fair share. Ensure that adolescent girls benefit equitably in employment, social programmes, human
rights and all other domains. In many cases, this requires explicit and deliberate efforts to overcome household and
social barriers.
The Girls Count initiative includes multiple calls to action for different stakeholders to improve adolescent girls’ lives – and health, including
asking the following partners to undertake specific activities: 66
Governments in low- and medium-income countries
• Create legal environments that treat girls fairly.
• Deliver social (including health) services equitably.
• Ensure that public works and employment programmes for people with low income include clear benefits for young women.
Donors and technical agencies
• Focus HIV programmes on girls.
• Support secondary and tertiary education.
Private employers
• Practice non-discrimination in hiring and pay.
• Improve young women’s prospects for access to and control over their own earnings.
• Lobby for legal and policy changes in formal employment that prepare and protect girls and women.
Civil society
• Advocate for changes in social attitudes and norms.
• Create safe spaces for girls.
• Offer informal education, including school-to-work programmes.
• Protect informal-sector workers.
Such a comprehensive list of actors and actions not only results from gender analysis, but also recognizes that addressing gender
inequality is a long-term process that requires many partners and which considers how gender affects the lives of programme
beneficiaries, much like the process of gender mainstreaming itself.

2.2a. The WHO Gender Analysis Matrix (GAM) *
Factors that influence health
outcomes:
Health-related considerations

Factors that influence health outcomes:
Gender-related considerations
Biological factors

Sociocultural factors

Access to and control over
resources

Risk factors and vulnerability

Access and use of health
services
Health-seeking behaviour

Treatment options

Experiences in health care
settings
Health and social outcomes
and consequences

*

Adapted from the PAHO Workshop on Gender, Health and Development, 4 the Gender and Health Group, 67 Ravindran 68 and Klugman et al. 69.
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2.2b. Health effects of gender norms, roles and relations
The examples here show how gender norms, roles and relations can affect health behaviours and outcomes.
GENDER NORMS
Low social status of women can contribute to higher rates of blindness. Available studies consistently indicate that, in every region
of the world and at all ages, females have a significantly higher risk of being visually impaired than males. Nevertheless, many women
do not have equal access to surgery for eye diseases due to inability to travel to a surgical facility unaccompanied, differences in the
perceived value of surgery for women and/or lack of access to health information. 9,70
Depriving girls of education opportunities can damage their health. Low levels of education among girls undermine their ability
to acquire health information and render them less able to understand health information materials about risk, vulnerability and the signs
and symptoms of illness, ultimately impeding their timely access to health services. Lack of education for girls is also a risk factor for
early marriage, early childbirth and higher fertility rates, as well as lack of negotiation skills to practice safer sex and effectively access
and use family planning services. 9,60 In some contexts, girls are removed from schools to care for ill family members or engage in
commercial sex work to supplement household incomes, exposing them to several, compounded health risks. 65

Add others that emerge during the workshop or your group discussions here.
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Teaching boys to be men according to harmful norms and rites of passage encourages them to put their lives and those of
others at risk. Through processes of socialization, many boys are taught they should not cry (to avoid being “girlish”) and that violence
is an accepted problem-solving technique (for example). Specific rites of passage into adulthood can involve tobacco, alcohol or drug
consumption or unsafe sex with multiple partners. The health repercussions of such socialization include delays in seeking health care,
substance, alcohol and tobacco use, which can lead to chronic health problems and even death. Other consequences include increased
exposure to STI, including HIV. 6,71,72
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GENDER ROLES
Domestic tasks are considered women’s work and can jeopardize their health. The risk for schistosomiasis is greater for women
generally due to their greater domestic responsibilities, 73 such as washing clothes in rivers infected with parasites. Elevated risk of exposure
to unsafe fumes in low- and medium-income countries during food preparation, with the associated elevated risk of chronic obstructive
pulmonary disease, is another example of how gender roles can increase women’s risk and vulnerability to illness and poor health. 38
Men’s jobs contribute to higher reports of injury among men of working age. The gender-based division of labour tends to define
male occupations (or male gender roles in the work place) as truck drivers (with an increased risk of road traffic injuries) and in the
construction industry (with an increased risk of occupational injuries due to operating heavy machinery, accidents and falls from heights).
These roles contribute to the fact that men are overrepresented in nearly all forms of traumatic injury. 6,40
When men take on domestic roles, they are less likely to engage in risky behaviour. Data from Scandinavia indicate that the
relationships between men’s different roles as husbands or partners, fathers and breadwinners influence their health and behaviour.
Men who are equally involved in all aspects of domestic life – including their children’s lives – are less likely to engage in risky behaviour
and demonstrate better health outcomes. The psychosocial support offered to female partners during pregnancy and childbirth has also
been shown to decrease pain and stress levels – leading to improved overall maternal and child health outcomes including: 37
• fewer low-birth-weight infants among low-income families;
• improved cognitive outcomes for preterm and low-birth-weight babies;
• shortened labour time and lower rate of epidural use; and
• obstetric emergencies may be alleviated.
Add others that emerge during the workshop or your group discussions here.

GENDER RELATIONS
Unequal power relations between women and men contribute to gender-based violence. Women experience physical, sexual
and mental violence in their homes, often from intimate partners, in conflict settings and in communities. Sometimes they die from this
violence, and at other times, they remain in unsafe settings. Normalized unequal gender relations between women and men contribute
to the numerous cases of interpersonal violence experienced by women. Gender norms that normalize male violence towards women
or other men encourage it as an accepted problem-solving technique and exercise of legitimate control over others. 74
Early and/or forced marriage places young girls at risk for early pregnancy and unsafe, coerced sex. Early or forced marriage
increases risk for early pregnancy and unsafe and/or coerced sex, which can lead to the transmission of HIV or other STI. Early marriage
also removes girls from schools (thereby increasing the range of health effects due to lack of education), reduces their decision-making
power within households and may even limit their social support networks, which are often crucial to ensuring informed and timely
health-seeking behaviour. 60,65
Heterosexual norms can lead to discrimination that adversely affects the health of lesbian, gay, bisexual and transgender
communities. Homophobia may be present in many contexts if sexual relations do not conform to the gendered norms of heterosexuality.
This can lead to social exclusion, marginalization and stigmatization. The health effects of such social exclusion include substance misuse,
eating disorders, mental disorders (resulting in suicide and other forms of self-harm) and the physical and mental outcomes of bullying
in schools and other settings. In addition to these direct health outcomes, homophobia and discrimination based on sexuality and gender
identity can decrease access to the resources necessary to protect one’s health, including access to health services, gainful employment
or social and legal protections. 75
Add others that emerge during the workshop or your group discussions here.
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2.2c. What are health-related resources?
Here are some health-related resources to keep in mind when doing gender analysis. This is not an exhaustive list, so
you will need to add or delete items according to the context in which you work.*

Health-related resources

How is this a health-related resource?

Economic resources
Money, credit, loans, land, other assets

Enhances ability to afford health services and the means by which to use them
effectively (such as transport costs).

Social resources
Community resources, social support networks,
transport and other social services

Coping skills and mechanisms reduce the stress related to the burden of illness. They
can also facilitate access to health services through information, resource-sharing, etc.

Education or training (formal or informal), information

The links between education, health literacy and overall improved health outcomes
are notably demonstrated through reduced maternal morbidity and mortality,
decreased fertility rates, increased adherence to treatment and better health outcomes among children. Education also leads to higher self-esteem, which influences
involvement in community or political networks, comfort to discuss health issues
with family or health care workers, etc.

Political resources
Input and influence in shaping local health systems to meet community health needs.
This could include, for example, voting rights, suggestion boxes for patients or professional associations to represent health care workers. Political resources also include
legal and institutional mechanisms that support the right to health.

High-quality health care services (formal or informal),
medication, health insurance (provided by the State or
employer)

Available, appropriate, accessible, adequate and affordable health services are
necessary to maintain the health of a population.

Economic, social, political, civil and cultural rights

Available legal and institutional mechanisms that support the right to health and
the progressive realization of all other human rights.

Other resources
Basic necessities: time, water, shelter, clothing and
food

Basic necessities such as water, clothing, food and shelter are the foundation of
good health. Time is an important resource, the availability of which is often
underestimated. Women and men require time and the ability to manage that time
to engage in preventive and curative strategies.

2.2d. Gender-based discrimination in health
Gender-based discrimination refers to any distinction, exclusion or restriction (such as unfair or unequal treatment)
based on gender norms, roles and relations that prevents women or men of different groups and ages from enjoying their
human rights. It perpetuates gender inequality by legitimizing stereotypes about men and women across ages and
groups distinguished by religion, class, socioeconomic status, ethnicity, sexuality, language, etc.
The following are important points to remember: 3,29,31,76
• Gender-based discrimination is often based on traditional beliefs about women and men.
• Gender-based discrimination can be direct or indirect; in other words, either through overt prejudicial treatment
(direct discrimination) or through “neutral” laws and policies that may result in unequal treatment between groups
(indirect discrimination).
• Gender-based discrimination may not always be intentional – it results from normalized beliefs and practices in many
instances. This does not, however, make it excusable!
• Normalized beliefs and traditions may be passed from generation to generation without any question as to their validity
or fairness.
• The limited access to and control over resources many women face is often the result of gender-based discrimination.
• Health programmes and policies must respond to instances of gender-based discrimination when they pose potential
or real harm to the health of males or females at any age.
*

Adapted from March et al. 22
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Decision-making processes and leadership at the
institutional, household, community, district or national
levels, civic participation
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• Public health workers must understand how gender-based discrimination may influence health to be able to develop
sound responses. They also need to know some of the strategies to counteract discrimination that might be incorporated
in their programmes.
The following table provides a few examples of gender-based discrimination and its potential health effects on men and
women.
Examples of gender-based discrimination and associated health effects

Why is it a form of gender-based
discrimination?

Who is disadvantaged?

What health effects does this form of
gender-based discrimination have?

Female genital mutilation 9,77
Female genital mutilation (FGM), the partial or
Young women in certain areas of
complete removal of female genitalia for nonAfrica, the Middle East and some
medical reasons, can be considered a way to control parts of South-East Asia
women’s sexuality based on cultural expectations
around virginity and marital fidelity. In some contexts,
it is considered part of preparing a girl for adulthood
and marriage. In so doing, it reinforces norms and
beliefs around female sexuality and the lower social
status of women.

Immediate physical complications include severe
pain and bleeding, difficulties urinating – even urinary tract infections.
Long-term physical consequences: cysts,
abscesses, scar formation, damage to the urethra
resulting in urinary incontinence, pain during
sexual intercourse, infertility and difficulties with
childbirth (including newborn deaths).

Conscription 72,78
This practice perpetuates gender norms and roles
related to aggression and risk-taking (for the sake of
self-preservation or the safety of others). Men who
do not wish to enter the army may be discriminated
against – or treated as “unmanly”. As the vast
majority of contexts have more male than female
soldiers (either children or adults), conscription
policies place men’s lives disproportionately at risk
during times of war and conflict.

Mostly men in professional
military systems. Even in countries
where women are members of
armed forces, most conscription
policies still only apply to males
older than 18 years.

Physical and mental trauma such as posttraumatic stress disorder.
Post-conflict trauma, while shared by women and
men in post-conflict zones, may be experienced
differently for men due to their roles in frontline
battle. Prevailing gender norms around stoicism
for men may prevent them from seeking and
receiving the help they need.

Sex-selective abortion or female infanticide 9,79
This practice, based mainly on a preference for
sons, upholds a higher value placed on boys than
girls.

Pregnant women, infant girls in
areas of Asia

Skewed birth ratios, death of female infants.
Interrupting pregnancy as a result of the sex of
the fetus may be unsafe for the mother if access
to safe, legalized abortion services is limited.
Unsafe abortion may result in death – or in other
complications such as sepsis, trauma to the
cervix, vagina, uterus and abdominal organs as
well as haemorrhage.

Add other forms of gender-based discrimination from the context in which you work. Don’t forget to think about the
health effects this has for the group in question!
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2.2e. Empowerment – part 2: assessing empowerment is part of gender analysis
Module 1 introduced you to empowerment – a process of strengthening the capacity of marginalized groups to enjoy
and realize their right to health. Understanding what empowerment means to local communities, assessing existing levels
and setting targets (for example) require consultation. 57,58 Consultation can also aid in determining how to measure
empowerment so that indicators reflect local understandings of empowerment. Alsop & Heinsohn 80 provide a summary
table of definitions and approaches to measuring empowerment including international, comparative measures such as
the Gender Empowerment Measure (GEM).
When the GAM is used, including information on empowerment at a local levelmay be necessary – especially in examining
access to and control over health-related resources. See subsection 2.2g (Gender Analysis Questions) for how
empowerment can be woven into gender analysis of a health problem, understanding that revelant information may or
may not yet be available in national reports.
The WHO Centre for Health Development suggested measures of empowerment relevant to health, 59 and participants
are encouraged to consult this interactive tool. An excerpt containing examples of indicators used to assess women’s
empowerment (which could be used as a guide to develop measures with and for other groups) is shown below. Three
levels are thought to be necessary for assessing and addressing empowerment, as focusing on individual or group
dynamics alone may not sufficiently address structural factors that obstruct empowering processes.
Examples of indicators used to assess women’s empowerment 59

Yes

No

Partly

Individual level
Capacity to participate in decision-making at the household level
Access to health information
Membership in any association
Ability to participate in or attend women’s empowerment workshops or meetings
Ability to move around outside the household within the community (mobility)

Community level
Community tolerance and support for women’s leadership
Ability of women to make decisions within local committees
Availability of community leaders sensitive to women’s issues

National level
Existence of laws and regulations enhancing women’s health, empowerment and participation
Existence of active women’s movements and institutions
Existence of a gender policy

2.2f. Health-related considerations in the Gender Analysis Matrix (GAM)
The vertical axis (health-related considerations) of the GAM contains important factors that interact with the horizontal
axis (gender-related considerations). The intersection of the horizontal and vertical axes provides a framework
for conducting gender analysis in health and helps to recognize differences and disparities as to who gets ill, when,
where and why – and what the health sector is doing about this. Below are some brief explanations of the healthrelated considerations with some pertinent ways in which gender may affect them.
Risk factors and vulnerability
Risk factors are elements associated with the development of disease or illness, or the underlying causes of disease and
illness. Some risk factors, such as tobacco consumption, are related to several diseases, whereas some diseases, such
as cardiovascular disease, are related to several risk factors. Understanding them can lead to interventions that diminish
the harmful effects of exposure or eliminate exposure altogether. 81
Exposure to such risk factors is often linked to gender norms, roles, and relations and therefore differs among and
between populations of women and men. For example, women and men are often in different occupations, with variable
risks for work-related illnesses or accidents.
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Examples of risk factors 81-83
Socioeconomic status or factors of social position,
including poverty, age, ethnic affiliation and gender inequality
Geographical location or factors of location (such as rural
or urban), including housing and/or working conditions and
physical access to services
Psychosocial factors or lifestyle or individual factors such as
tobacco or alcohol consumption, nutrition and physical activity
Physiological factors such as sex, body type, genetics,
blood pressure and serum cholesterol

Globally, women and men tend to perform different tasks
within and outside the household. 3–5 Women spend more time
doing unpaid household work and caring for children, regardless
of whether they work outside the home for pay. Pregnant
women may experience prolapse of the uterus during pregnancy
due to heavy loads carried while gathering fuel. Low-birth-weight
infants – even stillbirth – may result from exposure of the
developing fetus to harmful pollutants as pregnant women attend
to domestic tasks. This means that gender roles may increase
women’s vulnerability to certain conditions.

Vulnerability refers to the degree to which individuals, communities
and systems are susceptible, or have diminished capacity, to cope with exposure to risk factors. Susceptibility does not
mean that such populations will automatically develop a disease or condition.
Differences in access to and control over resources may increase vulnerability to illness and disease. 84 For example,
in many countries, males have better access than females to nutritious food. Having less access to nutritious food,
a lifestyle risk factor, increases the vulnerability of females to infectious diseases and to complications in childbirth.
Gender inequality-driven uneven feeding practices between girls and boys also contribute to increased vulnerability
to illnesses such as anaemia among girls and women. 56
Components of access 85
Availability: existence and sufficiency of needed health
services
Affordability: patients’ ability to pay for services, including
free services and other coverage issues
Accessibility: location of population and services, transport
and other related costs to access and use health services
(such as transport costs)

Access to and use of health services
Access to quality health care and the use of these services
are crucial factors in determining positive health outcomes.
In examining gender norms, roles and relations – including
gender inequality – and how they affect access to and use of
health services, it is important to remember that access includes
availability, affordability, accessibility, accommodation and
acceptability. 85 Efforts to ensure proper access to and use of
quality health services should address all components.

Accommodation: compliance of health services with
the time and communication needs of patients, which
contributes to the perceived quality of the services received

For example, restrictions on the physical mobility of women,
their decision-making power 86, mobility and autonomy 87 and
cultural requirements for sex-matching between female patients
Acceptability: fit between services and the community or
and health providers create obstacles for women with respect
individual, based on cultural understandings
to accomodation, accessibility and acceptability. Geographical
location and the perceived importance of consulting health services often influence men’s access to and use of health
services, while lower user fees, shorter duration of illness and fear of social isolation are associated with women’s
access and use patterns 88,89 (accessibility, affordability and acceptability). Accommodation can refer to the fact that
the daily tasks (paid or unpaid) of men and women may restrict their ability to effectively access and use health services.
The opening hours of health facilities rarely consider the daily tasks and work of men and women – and their resultant
access to and use of health services.
Health-seeking behaviour
Health-seeking behaviour refers to actions carried out by a person with a perceived need for health services in order
to address a given health problem. This includes both allopathic and alternative health services.
The following factors have been shown to influence health-seeking behaviour: socioeconomic status, including household poverty and levels of education; 88,90–93 proximity to health facilities; 94,95 type, duration and perceived severity of
illness; long waiting times; 96 unsatisfactory or negative staff attitudes and adequate health education in addition to sex
and gender. 89,97–101
Restrictions in accessing and using health services often overlap with health-seeking behaviour. Differences between
men and women in health-seeking behaviour generally reveal that men delay seeking health care for longer but use
trained allopathic services directly, whereas women tend to practice self-care or use traditional medicine before seeking
trained allopathic care. 88,89 These services often cost less than allopathic care.
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Important things about treatment options
• In many settings, prevention programmes are communitybased and therefore influenced by sociocultural norms.
• Treatment and rehabilitation options are often institutionalized
and therefore depend on the availability of resources.

Treatment options
Different health conditions require variable prevention, treatment
and rehabilitation. Options can range from self-care to alternative
(such as local healers) to allopathic treatment delivered in health
facilities, the community or at home. Healthcare providers should
address both sex and gender in suggesting treatment options so
as to fully respond to the health needs and realities of women
and men from different populations.

Treatment options may not always be obvious to men or women who have little knowledge about their condition
and/or few resources to address them. Some of the obstacles listed in access to and use of health services as well as
health-seeking behaviour may also influence awareness of treatment options. Examples include low levels of education
or health literacy and distance from health facilities. 86,93,99 Gender norms, roles and relations collectively contribute
to different experiences with these obstacles for women and men – with different effects on their health. 85

Thus, the context in which care is provided can influence health-seeking behaviour, treatment adherence and the overall
perceived quality of services. Health care provided in a discriminatory, harmful or ineffective manner may discourage
women and men from seeking treatment. Furthermore, health care settings that do not address gender norms, roles
and relations in culturally sensitive, appropriate ways may perpetuate inequalities and fail to reach those in greatest need
of health services. 31
For example, girls (especially if unmarried) may face discrimination in health care settings when they seek sexual and
reproductive health services, and fear of being labelled for wrongdoing could discourage them from seeking care when
they need it. Adolescent friendly health services that consider gender can help to reduce such discrimination. 9 Equally,
young fathers who try to support their spouses by accompanying them to a health facility may not always be welcomed
by the health facility itself.
Health and social outcomes and consequences
Health and social outcomes and consequences refer to what happens to the person with poor health. She or he may recover,
become disabled or die. The consequences of a health problem generally include economic and social changes for both
the sick individual and their social network (family or household members, friends and/or broader community members).
Health outcomes relate to disease or illness manifestation and associated recovery, disability or death. Gender
considerations often influence how these outcomes influence a family or individual. Health problems or conditions have
economic, social and attitudinal consequences that can reach everyone in the social network – placing increased burdens
on some more than others. 3,4,28,31
Factors that affect health and social outcomes and consequences include:
• monetary costs
• duration and severity of a health problem
• type of care needed, its availability and accessibility
• available social networks
• stigma.

35

Module 2:
Analysis

Experiences in health care settings
Previous experiences in health care settings positive or negative, influence future health-seeking behaviour. Experiences
may be those of individuals or of others in the household or community. If the head of household, for example, experienced
poor quality of services, he or she may be more likely to discourage (even forbid) household members from attending
the health facility – especially in the face of user fees. In such a situation, women who have limited decision-making
power in the household may never experience poor-quality services themselves but still cite this as a reason for not
accessing and using health services. 3
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2.2g. WHO Gender Analysis Questions
The following Gender Analysis Questions (GAQ) * are useful for filling out the GAM. Use this tool together with the GAM
(Module 2) and the checklist for gender and health planning and programming (Module 3) to enhance attention to gender
issues in your area of work.

Corresponding GAM healthrelated considerations

WHO Gender Analysis Questions
What is the illness, disease or health condition of interest?
• Is it an acute or chronic condition?
• Is it a communicable or a noncommunicable condition?
• What are the risk factors for this condition?
– Are they different for women and men, boys and girls?

Introductory information on the health
condition in question (not included in
GAM)
Risk factors and vulnerability

When does this condition occur?
• Does it occur at any specific time in the life course?
– Can biological factors explain increased vulnerability of the affected individual and/or group
during this period? Which ones?
– Can sociocultural factors explain increased vulnerability of the affected individual and/or
group during this period? Which ones?
– Which gender norms, roles and relations during this period may explain increased
vulnerability?

Introductory information on the health
condition in question (not included in
GAM)
Risk factors and vulnerability
Health and social outcomes and
consequences

• Is vulnerability increased at any specific time of the year?
– Around or during a particular season (that is, related to climate)? Around crop time?
– Are there any particular activities that men or women carry out at this time that may increase
their vulnerability?

Where does this condition occur?
• Is it in rural or urban contexts?
– Does this have different implications for groups of women or men, boys or girls?

• Is it linked to any particular factor in the social or physical environment?
– Does it occur in the workplace, school settings, in the field or at home?
– Do cases occur in places where either women or men tend to go or may be more numerous?
– Do these women or men belong to a particular sociocultural group (economic, political or otherwise)?

Introductory information on the health
condition in question (not included in
GAM)
Risk factors and vulnerability

Who gets ill?
• Can biological factors explain why women, men, girls or boys are affected differently by this
condition?
– Does the sex of the individual increase the risk for or vulnerability to this condition? How?
– Do age or other physiological factors, such as hormone levels, matter? How?

Risk factors and vulnerability
Health and social outcomes and
consequences

• What are the specific gender norms, roles or relations of the community in question that may
increase the risk for or vulnerability to this condition?
– Do these norms affect men and women similarly or differently?
– Does the affected group belong to a particular socioeconomic, ethnic or marginalized group?
– Do the daily activities of women or men affect the risk for and vulnerability to this condition? If so,
what kind of activities (paid or unpaid) increase risk, and who is responsible for carrying these out?
– Do access to and control over resources affect the risk of and vulnerability to this condition?
– Does the level of individual or community empowerment influence the risk for and vulnerability
to this condition?
° Is this different for women, men, boys and girls?
– Do educational opportunities influence the risk for and vulnerability to this condition?
° Is this different for boys and girls in the target population? How?
– Do paid employment opportunities influence the risk for and vulnerability to this condition?
° Is this different for women and men in the target population? How?
• Do women’s and men’s household, community and workplace responsibilities influence the risk
for and vulnerability to this condition?
*

See also subsection 2.2e (Empowerment, part 2: assessing empowerment is part of gender analysis).
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What are the people affected by the condition doing about it?
• Are both women and men seeking services appropriately for this condition?
– Who is attending health services for treatment? Women? Men? Certain age groups? Certain
socioeconomic groups?
– Who is consulting traditional healers or seeking alternative therapies for this condition?
Women? Men? Certain age groups? Certain socioeconomic groups?
° Why these groups?

Access and use of health services
Health-seeking behaviour

• Do biological factors affect health-seeking behaviour related to this condition? How?
– Are these factors different for men and women? How?
• Do sociocultural factors affect health-seeking behaviour related to this condition? How?
– Are these factors different for women and men? How?
• Do gender norms, roles or relations affect women’s or men’s willingness or ability to recognize
that they are ill and/or to seek treatment? How?
– How do women’s and men’s access to and control over resources affect their willingness or
ability to recognize that they are ill and/or to seek treatment?
– Do women have the ability to decide to seek treatment on their own?

How do access to and control over resources affect the provision of care?
• Are health services facility-based or provided in the community? Or both?
– Does the site of service delivery exclude any particular group? Which one? For what reasons?

Access and use of health services
Experiences in health care settings

• Does access to and control over resources affect the type of health services received for this
condition? How?

• Do women or men in the affected group have specific types of financial or social vulnerability
that may affect their ability to access and use health services?
– Is this vulnerability worsened by age, ethnic or religious affiliation, sexual orientation or other
factors?
• If the affected population does not have the resources necessary, what networks or facilities
are available to them for support?
– Do these differ for women and men?
• Are user fees affordable for this condition?
– Do they differ for men and women of different groups? How?
• Are there any individual, indirect costs related to accessing health services, such as transport
or child care, that may affect women and men differently?
• Do health insurance schemes have different eligibility criteria for women and men?
– Do health insurance schemes include the services necessary to address this condition? Are
there differences according to employment, marital or other status? If so, how does this affect
women and men?
– Do health insurance schemes include coverage for medicines and access to additional
services, such as mammography or voluntary HIV counselling and testing? Are there essential
services for this condition that health insurance does not cover?
– If health insurance schemes do not exist and health services are not offered free of charge,
how are low-income women and men accessing health services?
° What individual or community strategies are used?
° Are these different if the patient is male or female? How?
• What are the opportunity costs (such as lost opportunities for income generation) for seeking
and accessing care?
– Are these different for women and men?
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• Do women and men have the resources necessary to seek and use available health services
for this condition?
– Do they have access to these resources to seek health services? Is access different for women
and men?
– Can they make or influence decisions about the use of these resources to seek health services?
Is decision-making different for men and women?
– If women and men have different access to and control over resources, how does this affect
their experiences with health services? Does such a difference affect the quality of care received?
– Does access to and control over resources affect treatment options? How? Is this different for
women and men?
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Corresponding GAM healthrelated considerations

WHO Gender Analysis Questions

How do health services meet the needs of the men and women affected by this condition?
• Do biological factors influence treatment options, uptake and adherence?
– Do these differ for women and men of different groups (including age)? How?

Treatment options
Experiences in health care settings

• Do sociocultural factors influence treatment options, uptake and adherence?
– Are these different for women and men of different groups (including age)? How?
• Are women’s and men’s different roles considered in treatment options for this condition?
– Are gender norms and relations considered? How?
– What consequences may be incurred in treating this condition if gender norms, roles and
relations are not considered?
• Are health workers generally aware of the different ways men and women of different ages can
express their symptoms when suffering from this condition?
• Do women and men have different experiences with health services for this condition? What
kinds? For what reasons?
– Do experiences in health care settings differ by age, marital status, sexual orientation, ethnic
or religious affiliation, socioeconomic status or other factors? How and for which groups?

What are the predominant health and social outcomes of this condition?
• As a result of this condition, are there differences (between women, men, girls and boys),
in recovery, disability or mortality?
– Are these outcomes influenced by sex or age?
– Are these outcomes influenced by gender norms, roles or relations? Are the influences
different for women and men?
– What are the broader social effects of these outcomes?

Health and social outcomes and
consequences

• Who (other than the immediate patient) is also affected? Children? Partners? Families?
Communities? In what ways?
– How do these effects vary if the affected person is a woman or man?
• Do the sociocultural characteristics and consequences of the condition differ for women and
men, such as the division of responsibilities in the household, employability, stigma or divorce?
• Who else provides care (outside the health care system) for this condition?
– What are the opportunity costs for this caretaking work?
• Do these differ for men and women?
• How are men and women coping with the effects of this condition?
– How does sex, or other biological factors, affect the coping strategies for this condition?
– How do gender norms, roles and relations affect the coping strategies for this condition?
– Do access to and control over resources matter when coping with this condition?
• Do these differ for men and women? How?

2.3a. WHO gender analysis tips
Here are some points for using WHO gender analysis tools.
Start with a process of questioning.
To fill in the GAM, start with a process of questioning with the help of the GAQ.
Use the Gender Analysis Matrix to organize the answers to the Gender Analysis Questions.
The GAM provides a format for the answers to the GAQ– and can also point out where further work is needed to fully
understand what is happening with a particular health condition.
Overlap or duplication between questions is okay.
The questions dealing with sociocultural factors and access to and control over resources sometimes overlap or are
duplicated. This is okay, as long as the information is reflected somewhere in the Matrix so that it can form part of the
programmes and policies you will develop based on this information.
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All the boxes do not have to be filled in.
All the boxes in the Matrix do not have to be filled in to make the analysis complete. The column on biological
differences, for example, often has only a few boxes filled in. When this happens, it could mean the following:
• Sociocultural factors have more explanatory power than biological factors for that particular health condition;
• No evidence is available to answer the question at the time;
• You need to consult with other experts or stakeholders;
• That particular factor does not influence the health condition you are examining. However, before you conclude
that there is no influence, make sure you thoroughly check the available evidence from various sources; and/or
• More research and evidence may be needed!
More questions will arise … keep on going!
The GAQ are not exhaustive. You will have more questions that arise until you and your colleagues are satisfied that you
have plausible, evidence-based answers.

2.3b. Sources of information for gender analysis

2.3c. Gender analysis recap
Gender analysis is … 12,22,34,35,62,63

… Purposeful

… Participatory

Conducting gender analysis is not just a politically correct
phrase to add to reports. It is also not about undoing tradition
or cultural or religious institutions just for the sake of doing so.
When public health actors engage in gender analysis, it is to:

Addressing harmful gender norms, roles and relations requires
understanding the reasons why certain practices or beliefs are
upheld. This requires working in collaboration with women and
men in communities to develop acceptable responses and solutions.
Consulting and involving women and men from different groups
and areas of specialization is crucial to determining the best
ways to address gender equality in health programmes. This also
applies to completing the Gender Analysis Matrix and to the ways
human resource policies, for example, can be enhanced to
promote gender equality.

• address harmful gender norms that increase health risks
for women or men; and
• transform institutional mechanisms to promote gender
equality in the way public health activities are developed,
delivered and monitored.

… Partnership-based
Working with partners from other sectors to achieve common
goals of social justice and improved health outcomes for men
and women is crucial. When you are compiling information for
the Gender Analysis Matrix, be a leader in your work and use
health as a platform and entry point for addressing social
inequality. For institutional mechanisms, no department or office
in WHO can effectively address gender inequality on its own.
Working across departments, offices and sectors is the only
way to ensure sustainable success.
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As you get ready to perform gender analysis of a health problem, the WHO gender analysis tools may not be enough.
You need to have the right information from a range of sources that can contribute to gaining insight into the health issue
being analysed. These sources include:
• data from secondary and published sources;
• rapid appraisals using both quantitative and qualitative methods such as gathering health service–based data or
interviewing major stakeholders;
• condition-specific expertise on its epidemiology and ways of getting, preventing and treating it;
• studies of knowledge, attitudes and practices;
• consultations with local women, men and health care providers;
• reports from nongovernmental organizations; and
• data from regions or countries with similar demographic, cultural, political and economic contexts.

MODULE 3:

ACTION – DEVELOPING
GENDER-RESPONSIVE ACTIONS

3.1a. Gender-responsive: what is all the fuss about?
Existing policies and programmes address gender norms, roles and relations in particular ways. Ensuring that they can
reduce gender-based health inequities requires assessing them for their degree of gender-responsiveness.
For a policy or programme to be gender-responsive, it must fulfil two basic criteria:
• Gender norms, roles and relations are considered; and
• Measures are taken to actively reduce the harmful effects of gender norms, roles and relations – including gender
inequality.
The Gender Responsive Assessment Scale (GRAS), based on other frameworks 6, includes five levels, two of which
hinder the achievement of gender equality and health equity. The third level, gender sensitivity, is the turning-point –
when policies or programmes recognize the important health effects of gender norms, roles and relations. Only when
a policy or programme is gender-sensitive can it be either gender-specific (level 4) or gender-transformative (level 5) –
where the real action begins.
Fig. 2. Gender Responsive Assessment Scale

Gender-specific
Gender-unequal
Gender-blind

Gender-sensitive

Gender-responsive
Gender-transformative

3.1b. WHO Gender Responsive Assessment Scale criteria: a tool for assessing programmes and policies
Level 1: Gender-unequal
• Perpetuates gender inequality by reinforcing unbalanced norms, roles and relations
• Privileges men over women (or vice versa)
• Often leads to one sex enjoying more rights or opportunities than the other
Level 2: Gender-blind
• Ignores gender norms, roles and relations
• Very often reinforces gender-based discrimination
• Ignores differences in opportunities and resource allocation for women and men
• Often constructed based on the principle of being “fair” by treating everyone the same
Level 3: Gender-sensitive
• Considers gender norms, roles and relations
• Does not address inequality generated by unequal norms, roles or relations
• Indicates gender awareness, although often no remedial action is developed
Level 4: Gender-specific
• Considers gender norms, roles and relations for women and men and how they affect access to and control over
resources
• Considers women’s and men’s specific needs
• Intentionally targets and benefits a specific group of women or men to achieve certain policy or programme
goals or meet certain needs
• Makes it easier for women and men to fulfil duties that are ascribed to them based on their gender roles
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No more gender words without gender actions!
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Level 5: Gender-transformative
• Considers gender norms, roles and relations for women and men and that these affect access to and control over
resources
• Considers women’s and men’s specific needs
• Addresses the causes of gender-based health inequities
• Includes ways to transform harmful gender norms, roles and relations
• The objective is often to promote gender equality
• Includes strategies to foster progressive changes in power relationships between women and men

3.1c. Are these examples gender-responsive?
Can you identify the GRAS level for these examples?
Exercise 1
Mr and Mrs ABC live in country P, in which residents need private health insurance or pay out of pocket to get health
care. Mr ABC is unemployed, but his wife works as a primary school teacher. However, in country P, the national policy
entitles men but not women to include dependents on employment benefits such as health insurance.
Therefore, the only person in the ABC household who has health insurance is Mrs ABC. Her husband and children
are not covered. If Mrs ABC were a man, a wife or children would be covered under his health insurance. But since she
is a woman, no one in the household (besides herself) has any health insurance through employment benefits.
Is this policy gender-responsive?

Which GRAS level is this policy? Why?

What changes could make this policy gender-transformative?

1.

2.

3.

42

Gender mainstreaming for health managers: a practical approach / Participant’s notes

Exercise 2
Country Y is developing a mass-media campaign to address gender-based violence and has decided to hold a
community meeting to: (1) ask for community input into the campaign; (2) recruit volunteers and partners and (3) raise
resources from local businesses and agencies. The community meeting has been advertised on the radio, in health
clinics and schools, on posters and via community health worker visits to both women and men. It is held after business
hours, and child care and refreshments are provided free of charge.
Stop Violence!, a community group supported by the Government of Country Y, has developed a short play, acted out
by women and men from the community, to introduce the topic in the meeting. The play includes two different short
scenarios:
(1) A man and woman are arguing about whether they will use a condom during sex, and when the woman insists that
they do, her partner shoves her to the ground.
(2) Two young men are sharing a soft drink and joking playfully with one another when a group of women and men
surround them, taunting them with insults about their virility and manhood. Eventually, a soft drink bottle crashes to
the ground and one of the young men is stabbed.
A moderated discussion about the prevalence and risk of gender-based violence in their community follows the short
plays. The discussion focuses on themes of adolescent sexual and reproductive health issues, sexual violence within
marriage, discrimination against lesbian, gay, bisexual and transgender communities and general acceptance of
violence against women. These themes are consequently chosen as priority themes for the mass-media campaign.
Is this campaign gender-responsive?

Which GRAS level best describes the development of this mass-media campaign? Why?

Module 3:
Action

What additional steps could ensure that the delivery and monitoring of the campaign are gendertransformative?

1.

2.

3.

43

Gender mainstreaming for health managers: a practical approach / Participant’s notes

3.1d. WHO Gender Responsive Assessment Scale: summary points
Information generated from gender analysis is needed to develop gender-responsive actions. Gender analysis reveals
practical or strategic gender and health needs; gender-specific and gender-transformative health sector responses can
then be developed accordingly.
Gender-transformative strategies require equalizing current power relationships among women and men and among
various types of decision-makers, as well as involving local populations and a range of stakeholders. Meaningful
participation is needed in developing policies and programmes to ensure sustainable outcomes. Fully implementing
gender-transformative strategies is an important goal of gender mainstreaming – and is best conceptualized in the
long-term. Nevertheless, success often requires complementary short- and medium-term strategies – which need to be
gender-specific.
Gender-specific strategies acknowledge the differences in norms and roles for women and men and any associated
differential access to and control over resources. These strategies accommodate women’s and men’s different roles,
norms and responsibilities and their specific needs within a programme or policy. Such interventions make it easier
for women and men to fulfil duties ascribed to them based on their gender roles.
In summary, people who work in public health should aim for gender-specific and gender-transformative strategies.
The two are complementary, progressive steps towards mainstreaming gender into public health activities.
Gender-blind and gender-unequal strategies should be avoided at all costs, as these either ignore the importance
of gender or reinforce discrimination against either men or women.

3.1e. Using the WHO Gender Responsive Assessment Scale – various case studies
The following case studies provide an opportunity to start putting your gender knowledge and skills to the test. Read
the case studies and, based on the information provided, apply the GRAS to classify the case study.
At the end of each case study is a GRAS classification table. Complete it using the criteria set out in subsection 3.1b
and the knowledge and skills you have learned during this workshop. Some of these case studies fulfil more than one
classification level. This is fine; what is most important is that it begins with being gender-sensitive and then either
addresses practical (gender-specific) or strategic (gender-transformative) gender and health needs. Some cases address
both types of gender and health needs.
The case studies are not exhaustive, nor should they be considered official gender assessments. They have been
prepared to provide you with some programme or policy information for practicing using the GRAS criteria.
Case study 1: Seguro Popular, Mexico
The Government of Mexico developed progressive health reforms between 2001 and 2003 that included a universal
insurance plan, the System for Social Protection in Health, which came into effect on 1 January 2004. The case study
is based on Seguro Popular, a component of the System for Social Protection in Health.
Seguro Popular targets low-income families who have no access to any form of health insurance in urban and rural parts
of Mexico. Nor are these families covered by any other social security institution or plan 102. In particular, Seguro Popular
identifies and addresses female-headed households as a vulnerable group. Seguro Popular further addresses women’s
health problems such as maternal mortality, HIV, cervical and breast cancer and gender-based violence, 103–105 demonstrating
an understanding of both sex-specific and gender-related health outcomes for women.
Seguro Popular has had the following effects: 106–107
• Mortality due to cancer of the cervix has declined by 22% since 2001 among women older than 25 years.
• The decline in maternal mortality accelerated from an average reduction of 1.8% per year between 1990 and 2000
to 3.9% per year between 2000 and 2005 because of community- and hospital-based interventions.
• Within about two years after implementation, Seguro Popular had enrolled nearly 4 million formerly uninsured families.
• Since Seguro Popular was adopted, more resources have been invested in improving the quality and availability
of secondary health care provided in public facilities, including obstetric care.
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• In conjunction with the National Program on Women and Health, Seguro Popular has strived to integrate gender into
all health programmes and policies. This has resulted in the need to focus on targeting families in the lowest income
quintile. In some cases, women in this group are not required to pay anything to join the insurance scheme but must
abide by its rules. In 2003, women headed 60% of the 2.5 million households affiliated with Seguro Popular.
• Seguro Popular created a catastrophic fund to directly fund the treatment of people with specific conditions not covered
by the essential package of health services. These conditions often lead to catastrophic spending, defined as household
health care expenditures greater than or equal to 40% of the household’s capacity to pay in any given year. Cervical
cancer is included among the conditions for catastrophic funds in direct response to the women’s health needs identified.
GRAS classification table

Level

Your assessment

Comments

Gender-unequal

Gender-blind

Gender-sensitive

Gender-specific

Gender-transformative

The project began with formative research in the study area to determine the effect of prevalent gender norms on men’s
behaviour and attitudes and the risks for sexual health. Men from local communities who expressed opposition
to prevalent sexist norms and beliefs were chosen to act as “peer leaders”. They received training and conducted
qualitative interviews with men in the target age group with the support of the researchers. Peer leaders also conducted
focus group discussions with young women and local leaders.
The intervention was designed based on this formative research and involved a series of participatory sessions in which
peer leaders acting as facilitators encouraged exploration, critical thinking and debate on topics related to gender norms
and sexual health: negotiation around condom use, preventive and risky behaviour for transmission of HIV and STI,
violence between intimate partners and others, sexuality, gender and reproduction. Sessions were weekly and lasted
for several hours each. 108
Qualitative interviews, focus group discussions and surveys using a scale to assess gender-equitable attitudes were
conducted before and after the intervention. The participants reported more gender-equitable beliefs after the intervention. 108
Most participants were drawn to the educational sessions because they wanted to learn about disease risk and
reproductive biology. However, over time, the men found the discussions on gender dynamics and power imbalances
between men and women engrossing and informative. The peer leaders felt that most participants denied the oftennegative effects of prevailing gender norms, roles and relations when the programme started, but eventually most men
accepted the importance of change and wanted to challenge aspects of gender socialization. 108
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Case study 2: Yari Dosti, India
Yari Dosti, conducted over a six-month period between 2005 and 2006 in Mumbai, aimed to improve gender-equitable
attitudes to prevent HIV transmission and reduce sexual health risk among low-income men 18–29 years old. The men
were encouraged to explore the effect of gender norms on themselves, their partners and women and men in general
and how these influence sexual health.
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Some participants expressed difficulty at integrating their new, more gender-equitable ideas into their lives and relationships.
For example, one participant who dropped out of the programme stated the following: “I have lost intimacy with friends
[because of the change in my attitudes] …. Losing friends makes me unhappy”. 108
GRAS classification table

Level

Your assessment

Comments

Gender-unequal

Gender-blind

Gender-sensitive

Gender-specific

Gender-transformative

Case study 3: Women’s reproductive health, China
Four projects were undertaken in five provinces in China based on the assumption that men and women have different
health care needs, determined by both biological and gender-related factors. The projects also assumed that
decentralized planning could be a mechanism for integrating women’s reproductive health needs and an adequate
response into health service planning. 109,110
The main goals were: 110
• to increase women’s participation in local health planning;
• to enhance the responsiveness and accountability of health facilities to women’s health needs;
• to support broader goals of gender equality and health equity;
• to raise the awareness of various stakeholders about gender and health equity;
• to transfer gender analysis skills for use in local health sector governance;
• to strengthen the capacity of local women’s groups to participate in the planning process and be advocates for
women’s needs;
• to provide women with simple approaches for holding health providers accountable by educating them about their
rights and teaching them to do things such as keeping receipts; and
• to improve the evidence used and planning methods.
An internal evaluation indicated that community knowledge on and attitudes towards reproductive health and birthing
improved. Women’s awareness of treatment options for reproductive tract infections improved. Health workers
also appear to have gained skills, and attitudes favouring son preference decreased. However, progress was not uniform
across the project provinces due to differences in the level of government commitment, which was found to be
an important indicator of sustainable change. 111
Although involving the All-China Women’s Federation and community participation seemed to enhance project
effectiveness, centralized planning processes were not responsive to women’s needs, and insufficient funds were
allocated to prevention or outreach services on women’s reproductive health. Further, despite a focus on maternal and
child health, local health planners continue to have limited understanding of gender differences and gender-specific
health needs, and no sex-disaggregated data or gender reporting exists. 111
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Level
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Gender-unequal

Gender-blind

Gender-sensitive

Gender-specific

Gender-transformative

Case study 4: Stepping Stones, South Africa
Stepping Stones aims to reduce HIV transmission, improve sexual health and build gender-equitable relationships.
It involves a series of training sessions in which facilitators work with same-sex peer groups to question and explore
issues of love, contraception, STI, sexual health, gender-based violence and communication between partners. 112
The programme has been adapted to many contexts worldwide, including in Europe, Asia, Latin America and North
America. 113 This case study discusses its application in South Africa, where Stepping Stones was implemented in the
Eastern Cape Province between March 2003 and March 2004. 114,115

The programme was conducted with young men and women 16–23 years old. Thirteen sessions lasting three hours
each were held with participants over several weeks. Participants were separated into all-male and all-female peer
groups, creating a safe and comfortable space for exploring and discussing sensitive issues. The issues discussed
included sexual behaviour, unintended pregnancy and gender-based violence. Participatory methods such as drawing
activities and role play were used. Skills promoting assertiveness were taught. Participants also discussed the motivations
behind sexual behaviour and the prospect of changing behaviour. 114,115
A cluster randomized controlled trial was conducted. Villages were randomized to receive the Stepping Stones intervention
or an alternative intervention. The alternative intervention involved a single three-hour session promoting safer sex. The
main outcome measured was the incidence of HIV infection. The incidence of herpes simplex virus infection, reported
sexual behaviour, substance abuse, depression and undesired pregnancies were also measured one and two years after
the programme was implemented. 115
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The main objectives include: 114,115
• to reduce the incidence of HIV transmission;
• to encourage men and women to explore gender issues, their emotional needs and their communication and
behaviour towards each other;
• to address the vulnerability of women and young people in decision-making about sexual behaviour;
• to address and explore a range of behaviours that affects sexual health; and
• to improve sexual health by forming intimate partner relationships that involve gender equity and good communication.
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Two years after the programme was implemented, men reported less violent behaviour towards their intimate partners.
Men also reported less transactional sex and less excessive drinking one year after. The incidence of herpes simplex
virus 2 infection declined in the intervention arm during the two-year period. The incidence of HIV infection, however,
remained the same in the intervention and control arms. Thus, the programme did not reduce HIV incidence but did
reduce risky behaviour that contributes to HIV transmission. Such acts as domestic violence, forced intercourse and
transactional sex declined one to two years after Stepping Stones was implemented. 115
GRAS classification table

Level

Your assessment

Comments

Gender-unequal

Gender-blind

Gender-sensitive

Gender-specific

Gender-transformative

3.1f. Policy approaches to women’s health: where do they fit in the Gender Responsive Assessment
Scale?
Approaches to women’s health have evolved over the years (see Module 1 for further information). Two main
approaches have been used over the years to address the specific health challenges women face. These approaches
can also be understood in terms of GRAS levels. Read the summaries below to learn more about the two strategic
approaches used for promoting women’s health.
1. Women’s health needs
This approach focuses on epidemiological differences to highlight the specific health needs of women and girls.
Women’s health needs include sexual and reproductive health issues but encompass a holistic understanding
across the life course. Part of the overall WID policy framework, this approach invests in women as the drivers for
improving household and community welfare.
By focusing on women’s practical gender and health needs, this approach deals with women’s health within the context
of existing gender norms, roles and relations – without directly addressing inequalities. This could entail, for example,
developing community water-gathering techniques to diminish the risk of sexual violence while fetching water without
addressing the broader issues of acceptance of sexual violence or developing ways to stop violence altogether.
Strategic gender and health needs are also incorporated in the women’s health needs approach. Yielding many
women-focused initiatives, this approach has emphasized women’s human rights with respect to health choices and
opportunities. Such strategic interventions have empowered women to enjoy their human rights. 4,67,116
Adopting a women’s health needs approach is predominantly a gender-specific strategy as it targets specific health
needs of women while acknowledging things such as differences in access to and control over resources. This approach
has led to significant advances in knowledge and actions about how to promote and maintain women’s health at
its highest possible level. 116
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2. Gender equity and gender inequality approach
This approach broadens the scope of analysis from epidemiological differences to include the effects of harmful or
unequal gender norms, roles and relations on women’s health. To understand these effects on women’s health and to
understand why health conditions, services, programmes or policies affect women and men differently, the gender equity
and gender inequality approach emphasizes the determinants of health and enables the effects of gender norms, roles
and relations on the health of men and boys to be analysed as well. 4,117
Primarily addressing strategic gender and health needs, this approach can propose women- or men-focused
programmes. For either sex, however, the gender equity and gender inequality approach targets the harmful gender
norms, roles and relations that contribute to health inequities.
Adopting a gender equity and gender inequality approach to women’s health is a gender-transformative strategy –
even if it focuses on one sex or the other. It is gender-transformative because it aims to achieve gender equality.
This approach is predominant across a range of actors and follows the broader international move towards gender
mainstreaming.

3.1g. WHO Gender Assessment Tool: which Gender Responsive Assessment Scale level fits my
programme?
The Gender Assessment Tool (GAT) 22,28,62,116–121 is comprised of critical questions, as in gender analysis. The GAT helps
you determine the gender-responsiveness of a policy or programme.
Important notes on the Gender Assessment Tool (GAT)
The GAT can help to rapidly assess the gender-responsiveness (gender-sensitive, -specific or -transformative) of
high-level activities of a given programme. It indicates where gender-responsiveness can be improved.
The GAT is not a detailed programme analysis; this would require each question to go into further detail. For example,
many may have to answer no to the question “Is the evidence generated by or informing my programme collected and
reported by sex?” due to poor availability of sex-disaggregated data. However, a follow-up question could be “What is
your programme doing to facilitate the generation, analysis and reporting of data by sex?”.

Scoring notes
The GAT is a rapid assessment tool and therefore will not provide you with the kind of details that a more thorough
gender analysis of an existing programme or policy would provide. It is a starting point to determine which GRAS level
you may be working within. The GAT is colour-coded to help you easily indicate where things may be on track or where
the programme or policy is in troubled waters.
In particular, if you answered yes to the majority of questions 1 – 18, you can consider your programme gender-responsive
and therefore either gender-sensitive, gender-specific or gender-transformative. Further analysis will be required to
determine which GRAS level applies to your programme or policy - in particular to distinguish between gender-sensitive
(not action oriented) and gender-specific or transformative - where true gender planning and actions occur.
If you answered yes to the majority of questions 19 – 23, your programme may be either gender-blind or genderunequal – and is therefore not gender-responsive.

No more gender words without gender actions!
Use the GAT to see if your programme is at least gender-gender sensitive – and then refer to the gender and
health planning and programming checklist as a guide for some suggested corrective actions.
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Remember to continue to ask questions relevant to your programme, its development and delivery when using the GAT
as a guide.
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WHO Gender Assessment Tool (GAT)

Question

Yes

1. Do the vision, goals or principles have an explicit commitment to promoting or achieving gender equality?
Scoring hints:
No may indicate gender-blindness.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
2. Does the policy or programme include sex as a selection criterion for the target population?
Scoring hints:
No may indicate gender-blindness.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
3. Does the policy or programme clearly understand the difference between sex and gender?
Scoring hints:
No may indicate gender-blindness.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
4. Does the target population purposely include both women and men?
Scoring hints:
No may indicate gender-blindness.
No may also indicate the programme is gender-specific if either sex is addressed in the context of broader gender norms,
roles and relations.
Yes may indicate that the programme is gender-sensitive or gender-transformative.
5. Have women and men participated in the following stages?
• design
• implementation
• monitoring and evaluation.
Scoring hints:
No may indicate that the programme or the specific stage of programming is gender-blind or gender-unequal.
Yes may indicate that the programme or the specific stage of programming is gender-sensitive, gender-specific or gendertransformative.
6. Have steps been taken to ensure equal participation of women and men?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
No could also indicate gender-specificity if one sex is targeted in the context of broader gender norms, roles and relations.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
7. Do both male and female team members have an equal role in decision-making?
Scoring hints:
No may indicate that the programme is gender-unequal or gender-blind.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
8. Does the policy or programme consider life conditions and opportunities of women and men?
Scoring hints:
No may indicate that the programme is gender-blind.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
9. Does the policy or programme consider and include women’s practical and strategic needs?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
10. Have the methods or tools been piloted with both sexes?
Scoring hints:
No may indicate that the programme is gender-blind, gender-unequal or gender-specific.
Yes may indicate that the programme is gender-sensitive or gender-transformative.
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Question

Yes

No

11. Does the policy or programme consider family or household dynamics, including different effects and opportunities for
individual members, such as the allocation of resources or decision-making power within the household?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
12. Does the policy or programme include a range of stakeholders with gender expertise as partners, such as governmentaffiliated bodies, national or international non-governmental organizations or community organizations?
Scoring hints:
No may indicate that the programme is gender-blind.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
13. Does the policy or programme collect and report evidence by sex?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
14. Is the evidence generated by or informing the policy or programme based on gender analysis?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
15. Does the policy or programme consider different health needs for women and men?
Scoring hints:
No may indicate that the programme is gender-blind, gender-unequal or gender-specific (if one sex is targeted).
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
16. Does the policy or programme include quantitative and qualitative indicators to monitor women’s and men’s
participation?

17. Does the policy or programme consider gender-based divisions of labour (paid versus unpaid and productive versus
reproductive)?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
18. Does the policy or programme address gender norms, roles and relations?
Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
19. Does the policy or programme exclude (intentionally or not) one sex but assume that the conclusions apply to both sexes?
Scoring hints:
No may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
Yes may indicate that the programme is gender-blind or gender-unequal.
20. Does the policy or programme exclude one sex in areas that are traditionally thought of as relevant only for the other sex,
such as maternal health or occupational health?
Scoring hints:
No may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
Yes may indicate that the programme is gender-blind or gender-unequal.
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Scoring hints:
No may indicate that the programme is gender-blind or gender-unequal.
Yes may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
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Question

Yes

No

21. Does the policy or programme treat women and men as homogeneous groups when there are foreseeable, different
outcomes for subgroups, such as low-income versus high-income women or employed versus unemployed men?
Scoring hints:
No may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
Yes may indicate that the programme is gender-blind or gender-unequal.
22. Do materials or publications portray men and women based on gender-based stereotypes?
Scoring hints:
No may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
Yes may indicate that the programme is gender-blind or gender-unequal.
23. Does the language exclude or privilege one sex?
Scoring hints:
No may indicate that the programme is gender-sensitive, gender-specific or gender-transformative.
Yes may indicate that the programme is gender-blind or gender-unequal.

3.1h. Using the WHO Gender Assessment Tool – family planning in Jordan
Read the summary below of a family planning initiative and use the GAT to determine whether it is gender-responsive
(based on the summary provided). Remember that, for an initiative to be considered gender-responsive, it must be
gender-sensitive, gender-specific or gender-transformative.
Overview
Together for a Happy Family ran between March 1998 and March 2000 and was the first large-scale health
communication campaign in Jordan aimed at involving men in family planning. The campaign was based on the 1996
National Jordanian Study on Family Planning Knowledge, Attitudes and Practices that identified male decision-making
authority, religious beliefs, gender norms and health concerns as affecting access to and use of family planning.
In particular, lack of knowledge about the Islamic position on modern family planning methods; limited knowledge about
their effectiveness, safety and reversibility; preferences for large over small families and sons over daughters; and
women’s reluctance to initiate discussions on family planning influenced the use of family planning methods. The study
findings further indicated men’s desire to clarify the relationship between Islam and contraception. 122–124
Based on these findings, the Together for a Happy Family campaign was developed with the following objectives:
• to provide men and women with information on the medical, religious and social aspects of using modern family
planning methods;
• to help men and women change their behaviour regarding the use of modern contraceptive methods;
• to encourage men to discuss family planning issues with their wives, friends and families;
• to enhance men’s support in making informed family planning decisions with their wives; and
• to raise awareness among Jordanians who are unaware that Islam permits the use of modern contraceptive methods.
Campaign development and roll-out
The campaign was set up, coordinated and monitored by a group of partners such as the Jordanian National Population
Committee, Ministry of Health, Ministry of Social Development, Ministry of Islamic Affairs, Jordan Radio, Jordan TV, Jordanian
Association for Family Planning and Protection, other non-governmental and private-sector organizations, the Center for
Communication Programs of The Johns Hopkins University and the United States Agency for International Development
(USAID).
Additional stakeholders, such as opinion leaders, were informed and encouraged to collaborate at diverse stages before
the campaign’s design and throughout its implementation. However, available documentation does not indicate
the level of their involvement or their role in campaign decision-making processes. In addition, it is unclear whether or
how Jordanian citizens, both male and female, were involved as active participants in campaign design, delivery and
monitoring activities. 122,125
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Under the slogan Together for a Happy Family, five core messages formed the foundation of the campaign: 124,125
• Men should discuss family planning with their wives;
• Using family planning is consistent with Islam;
• Modern family planning methods are safe, effective and “reversible”;
• Male and female children are of equal value;
• Using modern family planning methods enhances the entire family’s health status and quality of life.
The messages were disseminated with the help of opinion leaders, community mobilization, mass media and learning
materials, including the following: 124,125
• Her Royal Highness Princess Basma spearheaded the campaign;
• The royal family’s photograph appeared on the cover of a nationally distributed calendar as a high-level endorsement
of the campaign;
• The Prime Minister and cabinet ministers participated in major public events;
• Religious leaders discussed campaign themes during family programmes on prime-time television and radio shows
and responded to questions from the audience. No specifics could be found as to how many men and women
participated in such audiences and whether they were equally able to raise questions;
• The four major daily newspapers in Jordan launched a national family planning contest focusing on the campaign
messages and offered prizes that spurred information seeking and dialogue within and among families to answer
the multiple-choice quiz;
• At community meetings, religious leaders, physicians and social workers encouraged men and other community
leaders to discuss matters related to family planning and Islam;
• Four 10-minute television documentary-dramas and 45-second television spots aired during prime-time for five months.
Main results of the project
The campaign is said to have improved the knowledge and attitudes of Jordanian men and women in relation to modern
family planning methods. It is considered to have positively changed the attitudes of male and female Jordanians about
family planning methods, knowledge and use of contraceptive methods; communication with one’s spouse; and more
equal treatment of boys and girls. 123,125

3.2a. WHO Gender and health planning and programming checklist
Gender issues can be addressed at various stages in the process of developing a programme or policy. The checklist
below 28,78,116–121,126–136 is designed to assist you in integrating gender into your health planning and programming activities
by highlighting key questions (as per gender analysis methods) and suggesting tips to address identified gaps.
Some questions and tips are repeated across stages, reiterating the need to constantly incorporate the perspectives,
experiences and potential benefits for groups of men and women throughout the process. In other words, this repetition
is part of the gender mainstreaming process – the same questions and principles can occur and be applied at various
stages.
The questions include aspects of institutional analysis and changes required to ensure that gender mainstreaming efforts
achieve results on the ground. Questions relating to policy analysis, team composition and budgeting – the areas that
address institutional infrastructure needed to realize the goals of gender equality and health equity – are included to
respond to gaps and calls for practical ways to progressively achieve gender mainstreaming goals. 137
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More specifically, the following were observed: 123,125
• The percentage expressing the importance of having at least one son dropped from 52% to 44%;
• The acceptance of using family planning methods increased from 74% to 84%;
• The self-assessed safety and efficacy of modern family planning methods increased: condoms (from 9% to 22%),
intrauterine devices (from 34% to 50%) and oral contraceptives (from 44% to 50%);
• Discussions about family planning among those not currently using family planning methods increased from 40%
to 86%, with intentions to begin use increasing from 25% to 38%; and
• Men’s views on discussing ideal family size and their use of family planning methods with their spouses increased
slightly: 61% to 69% and 93% to 98%, respectively.
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WHO Gender and health planning and programming checklist

Situation Analysis
Have gender analysis methods been used in conducting the situation analysis?
 Use the GAQ and GAM to highlight gender-based health inequities that require attention.
Have knowledge and information that exist on gender and health from sources other than health indicators and/or reports been used as part
of the evidence base?
 Use data disaggregated by sex and age from multiple sources of data as well as information on mortality, morbidity, survival, disability and
determinants of health.
 Use existing knowledge on gender norms, roles and relations to inform data analysis.
Does the country have a legal and policy framework on gender equality and women’s health?
 Review international commitments and obligations such as the Beijing Platform for Action, national MDG plans, signature and/or ratification
of core human rights treaties - and relevant reservations (e.g. CEDAW).
 Assess national and/or district health sector policies for their attention to gender equality and women’s health issues.
 Compile an inventory of programmes and policies on the topic in question – and then use the GRAS to assess them.
Do national and health sector processes include mechanisms on gender equality and human rights, such as a desk or unit on gender and/or
women’s health in the health ministry or elsewhere in the government sector, a focal point system or network of non-governmental organizations?
 Compile a list of health stakeholders working on health to identify partners that will enhance programme outcomes.
 Include women’s non-governmental organizations; lesbian, gay, bisexual and transgender organizations; human rights groups; women’s
affairs ministries; community leaders; health professionals, etc.

Designing Programmes and Policies: Define the Scope, Vision and Target Audience
Are core gender issues in this area reflected in the scope and vision?
 Explore how sex and/or gender differences affect the health issue at hand.
 Address gender and gender inequality as determinants of health.
 Identify key gender issues and articulate them within statements of scope and vision.
 Involve women and men equally in design phases, as beneficiaries and as programme staff members.
Does the target population purposely include both women and men? If not, why?
 Pay attention to diversity among women and among men when determining target audience(s).
 Use gender analysis methods and tools to identify key population groups that may require specific attention.
• Adopt either a gender-specific or gender-transformative approach based on the defined objectives and target audience(s).

Designing Programmes and Policies: Set Goals or Objectives
Does at least one goal or objective explicitly address gender equality or gender as a determinant of health?
 Based on use of GAM and GAQ, reflect men and women’s different health needs in goals and objectives.
 Pay attention to diversity among women and among men when determining goals and objectives.
Have other stakeholders or partners participated in setting goals or objectives?
 Choose partners with the right skills and capacity to address gender inequality in health:
• Note that these partners could be selected from the list of stakeholders compiled during the situation analysis. If this was not done at
the time of the situation analysis, it can be done at any point to ensure the involvement of relevant partners.
• Remember to equally involve women and men in goal setting activities.
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Designing Programmes and Policies: Developing Activities
Was the context of men’s and/or women’s lives and their different health needs considered?
 Consider the different effects or implications the activities will have on different groups of women and men in the target population.
 Include women and men and girls and boys when determining the feasibility and appropriateness of the activities selected:
• Be innovative when determining methods of consultation to ensure diverse input from women and men and girls and boys.
• Ensure that the programme will not interfere with their daily tasks (and thereby affect participation and benefits).
• Consider how or if sociocultural norms may impede the participation or benefits of women or men - and address them appropriately.
Does addressing gender inequality require specific activities for women or men of a particular group?
 Identify similar and different needs of men and women and girls and boys – and target activities towards the particular needs of the group
that may have a higher burden of illness or whose health may be more vulnerable.
 Remember that women and men are not homogeneous groups and consider the vast diversity among them in developing activities.
Do methods and activities include ways to identify or address gender norms, roles and relations that are harmful for health?
 Use the GAM and GAQ to identify and address the gender norms, roles and relations that hamper healthy outcomes.
 Ensure that activities, by their methods or through their assumptions, do not reinforce or uphold existing stereotypes in their targets
or planned outcomes.
Have other stakeholders or partners participated in discussions on activities?
 As feasible, address both individual groups and broader communities in moving towards sustainable interventions.
 Ensure that stakeholders have the opportunity to provide meaningful input on the feasibility and appropriateness of the activities developed.
 Ensure that women and men have participated equally in developing activities – both as beneficiaries and as programme staff members.

Designing Programmes and Policies: Preparing a Budget
Do budget lines exist for work on gender equality or women’s health initiatives?
 Allocate specific funds towards activities and objectives addressing gender inequality in health:
• This requires explicitly allocating and costing all activities and not simply higher-level objectives.
 Hire or allocate dedicated staff members to work on gender equality and women’s health - with an appropriate staff time allowance
to implement and monitor activities.
Are male and female staff members entitled to equal benefits?

Have women and men – from communities and partner organizations – been consulted to identify planned costs?
 Include budget allocations for stakeholder consultation and involvement. This includes local non-governmental organizations as well as
women and men and boys and girls:
• This could include financial support to compensate for staff time, transport costs, child care, etc.
 Apply explicit strategies to mobilize resources for gender and health activities.

Designing Programmes and Policies: Team Composition
Does the team have both male and female team members at all decision making levels?
 Make sex parity an explicit recruitment criterion.
 Encourage the equal and meaningful participation of men and women as project staff.
 Strive for a balance between women and men in decision-making positions in the project.
 Include experience in gender (analysis or equality) or women’s health as a core competency in the team.
 Include experience with gender and health in the terms of reference for consultants, project staff and other contractors.
 Map skills, knowledge and experience to specific activities and objectives for addressing gender inequality in health.
 Ensure gender and health expertise in senior positions and in implementing roles.
 Identify and address capacity-building needs within the team on gender analysis or raising gender and health awareness within the scope
of the project; provide training as necessary.
• Training sessions should build skills and address staff beliefs and attitudes around gender towards common understandings and approaches.
Does the team have an established mechanism for reporting and sharing information on gender equality or women’s health activities?
 Establish clear lines of accountability for the gender aspects of the programme.
Do team members differ in terms of pay scales or other benefits? For whom? Why?
 Establish equal pay rates between women and men performing the same responsibilities.
 Ensure that the incentives provided to staff are equal for men and women.
 Ensure that the terms and conditions for staff members and contractors are not more difficult for one sex to meet than the other because
of structural or familial constraints.
• If postings are in rural or high-security areas, ensure that such constraints for men and women are addressed to facilitate equal access
to these posts.
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 Ensure that the implementation of activities does not reinforce or uphold existing inequalities among different groups of men and women
through unequal incentives or benefits paid.

Gender mainstreaming for health managers: a practical approach / Participant’s notes

Implementing Activities
What mechanisms are put in place to ensure that programme implementation will uphold the principles of gender equality and health equity?
 Develop gender-sensitive codes of conduct for working within the programme and in-field activities.
Do programmatic materials or publications reinforce gender-based stereotypes?
 Ensure that methods or strategies for delivering programmes, including communication, do not reinforce or uphold existing stereotypes
about different groups of men and women.
 Ensure that the language of the programme does not exclude or privilege one sex over the other.
Are programme delivery sites in places that both women and men can access?
 Consider constraints women or men may face in accessing selected sites of programme delivery. Choose sites that are accessible
to all – even if this means multiple programme delivery sites.
Have women and men participated equally in the implementation stage – both as beneficiaries and as programme staff members?
 Establish a two-way system of information sharing about the programme, outcomes and impact: from you to the community and
from the community to you.
• Develop community-based strategies for sharing information about the programme, its progress and outcomes.
• Include community members (men and women) and other local stakeholders/partners in analysing data and interpreting results as
feasible and relevant.
• Do not limit communication to national or international decision-makers, the academic community or written mass media.
• Create mechanisms for stakeholder participation throughout the implementation of the policy or programme.

Monitoring and Evaluation
Have process and outcome indicators been included in monitoring and evaluation frameworks and activities?
 When selecting or creating indicators, ensure that they are disaggregated by sex and age (as a minimum and where appropriate).
 Ensure that the health status indicators used in both monitoring and evaluation and situation analysis development include morbidity and
mortality trends, disaggregated by sex and age at the very minimum.
What are the sources of information for monitoring and evaluation?
 Rely on a mix of indicators from various sources to analyse the social, economic, political and cultural influences on health.
Does the programme monitor progress on gender equality and health equity?
 Ensure that measures are included and analysed on empowerment (of women and of the community).
 Use progressive measures of gender equality and health equity as evaluation criteria.
 Include both process and outcome indicators for gender mainstreaming.
 Socioeconomic measures should include both the productive and reproductive roles of women.
 Examine the differential impact of the programme or policy outcomes on both women and men – of different ages and across other
socioeconomic and sociocultural stratifiers as feasible.
 Use the information collected from monitoring and evaluation activities to inform amendments, corrective action or subsequent cycles of
programmes or policies.
Have women and men participated equally in the monitoring and evaluation stages – both as beneficiaries and as programme staff members?
 Include community members (men and women) and other local stakeholders in designing the monitoring and evaluation strategy and activities.
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3.2b. Gender and health planning case studies: Gender and reproductive health policy in Turkey
Reproductive health policies (in particular, family planning and unwanted pregnancies) were analysed in Turkey 138
within a 2004 WHO Regional Office for Europe (EURO) initiative to document case studies on monitoring the integration
of gender concerns in public health policies. The exercise was to contribute to ongoing efforts to modify existing
legislation that may contribute to discriminatory practices against women.
Five separate pieces of legislation were analysed for their attention to gender with respect to family planning and
unwanted pregnancies:
• Main Constitution of Turkey (1982);
• Law on General Hygiene (1930);
• Health Law on Socialization of the Health Care Services (No. 224 of 1961 and later Regulations);
• First Population Planning Law (No. 557 of 1965); and
• Second Population Planning Law (No. 2827 of 1983).
The following key questions were used for analysing and summarizing the documents:
• How have women’s and men’s needs been considered in developing, implementing and monitoring the policy
on family planning and unwanted pregnancies?
• What obstacles were there to paying attention to men’s and women’s needs?
• What opportunities were there to pay attention to women’s and men’s needs?
• What gender considerations does the policy include?
• What factors enabled this?
• What available information about gender was not included in the policy?
• What were the barriers to including this information?

The assessment found that the legislation reviewed paid limited attention to sex differences in defining problems, setting
agendas and designing policies. It further appears that the laws institutionalized traditional gender roles with
respect to family planning and unwanted pregnancies, overemphasizing the reproductive roles of women and
neglecting men’s involvement in reproductive health issues at all stages of policy development. Other findings include
gender often being overlooked in legislation due to lack of clarity in concepts such as gender equality. Thus, if core
concepts are not easily unpacked in operational, practical ways, legislation is less likely to accurately incorporate them.
The following factors were obstacles to integrating gender:
• Gender was not considered an important factor at the time the legislation was developed (see the years of the
laws above). This finding, however, also indicates an evolution in gender norms in Turkey, as the current assessment
exercise demonstrates awareness and commitment to addressing gender.
• Culture and a traditional view of gender roles were obstacles with respect to:
– conceptualizations of women’s health: almost all the laws reviewed construct women’s roles around motherhood
and women’s health around fertility and other maternal health issues, with one analysis saying that women are only
seen as wives, housewives or mothers; and
– women’s involvement in policy-making.
• Traditional beliefs around abortion, contraception, patriarchal decision-making authority and heterosexual marriage.
• Routine periodic and gender-specific data were lacking.
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These questions are included with different wording in the guiding questions across planning stages included in both
the GAT and the checklist for integrating gender into health planning and programming. Once the analysis was conducted,
summary matrices (although the titles may differ) were prepared along categories that reflect stages similar to those
outlined in the planning and programming checklist:
• objectives
• stages of policy development:
– problem description
– planning
– implementation
– monitoring
– process characteristics.
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The following were enabling factors for integrating gender:
• The Constitution includes equality as a core principle of democracy.
• The state has ratified and committed to the CEDAW and the Beijing Platform for Action.
• Some laws explicitly recognized women’s lower social status and poor reproductive health outcomes.
• Data are available on how excessive fertility affects women’s health.
• The process characteristics for one of the five laws include the involvement of women’s groups, government bodies,
and experts on the CEDAW.
In summary, this case study demonstrates that integrating gender into policies requires a legal and political framework,
adequate evidence to inform the process and involvement of the right stakeholders. Above all, this case study
shows that, without solid gender analysis to reveal how gender norms, roles and relations shape laws, health behaviour
and outcomes, health laws and policies remain limited in their potential to address gender-based health inequities.
This does not mean that all hope is lost. The revision of laws and policies can benefit from addressing key gender issues
throughout the planning and policy process by using the GRAS, GAT and the gender and health planning and
programming checklist.

3.2c. Gender and health planning case studies: Gender in HIV prevention, care and support
programmes in Côte d’Ivoire
As a response to identified low rates of HIV awareness and risk perception in a setting of high HIV prevalence, Opération
Haute-Protection (OHP) implemented by Population Services International from October 2005 to September 2009 aimed
to reduce HIV prevalence among uniformed personnel and their families in Côte d’Ivoire. 139 The programme incorporates
many of the gender and health planning and programming checklist items across all stages.
Concerns for integrating gender were determined at the beginning of the planning process for this programme. A gender
situation analysis identified a target group of uniformed personnel and their families as well as child soldiers. Although
this choice of target group appears to be gender-blind, specific messages related to communication and behaviour
change (aimed at increasing HIV awareness and risk perception) were promoted in same-sex peer education sessions
(grouped by age) to enable free dialogue among women, men, boys and girls on topics relating to sex and HIV, which
are often taboo. This indicates consideration of gender norms, roles and relations throughout the process; gender analysis
can inform a situation analysis and other planning stages as well.
The programme design, activity development and activity implementation stages further considered gender
norms, roles and relations identified within the situation analysis or problem identification phase. The same-sex and agerelevant peer education sessions included separate strategies for adults and youth (divided into various age cohorts).
For adults, same-sex sessions were delivered by either male service personnel or female members of the Military Wives’
Association and occasionally led to mixed-sex, small-group discussions on specific activities for preventing HIV
transmission. Youth leaders conducted small-group education sessions aiming to delay the early debut of sexual
intercourse and which promoted the correct and consistent use of condoms. Consistent with the tips on team
composition, youth leaders and adult educators alike were provided capacity-building activities to ensure that programme
activities were implemented correctly. Such training would have included aspects related to gender and HIV given the ways
that a gender perspective is reflected in the messaging, activities and choices of educators themselves.
The programme also included community-based HIV counselling and testing via both mobile units and fixed centres that
are integrated into military health facilities.
The OHP specifically addressed gender in its peer education sessions (although it is unsure whether this is stated as
a specific programme objective) with the help of the Military Wives’ Association by implementing activities aimed
at improving women’s condom negotiation skills and the rights and realities of women living with HIV, many of whom
may be rejected by their spouses upon HIV status disclosure. Other topics of peer education sessions for both men and
women included gender-based violence, male norms (including perceptions of links between male infidelity and virility),
cross-generational and transactional sex, multiple and concurrent sexual partners and substance abuse. 139
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For monitoring and evaluation, the OHP conducted a baseline survey with qualitative and quantitative components to
establish the key determinants of HIV transmission among uniformed personnel and their partners. Although the indicators
selected are not clear and the final report with impact data is not yet available, routine monitoring suggests attention to
collecting data disaggregated by sex – at the very least. For example, routine monitoring reports included the number of
people reached by programme activities and the number of people who participated in HIV counselling and testing, both
disaggregated by sex.
Although the full evaluation results were not available when this course was developed, attention to gender norms,
roles and relations guided the process. This was demonstrated by the types of lessons learned and replication
(or re-planning) recommendations made, including the following:
• A liaison office, or central coordinating unit, and focal points across levels would increase the commitment to and
sustainability of the programme;
• Peer educators should be personally motivated to address gender and HIV issues – and not only motivated through
incentives;
• As many uniformed personnel are men, partnering with the Military Wives’ Association helped to ensure appropriate
messaging and inclusion of women as key stakeholders in HIV prevention;
• Targeting couples for activities facilitated discussion of gender norms that play out in the household.
• Some men resisted acknowledging the role of gender norms, roles and relations in HIV
transmission; and
• Military personnel were extremely concerned about confidentiality and therefore about stigma and discrimination.
The programme systematically incorporated ways to address this – which would have been missed without systematic
monitoring and evaluation activities.

This case study demonstrates how consistent consideration of gender norms, roles and relations in planning and
programming can fulfil the requirements of gender mainstreaming and yield expected outcomes towards improved health.

3.2d. Considering gender norms, roles and relations in institutional processes
Reducing and eliminating gender-based discrimination in the workplace requires addressing gender norms, roles
and relations in institutional processes so as to ensure equitable participation and benefits for all and create an enabling
environment for programmatic gender mainstreaming. 140–142
The following worksheet helps you to:
• identify strategic entry points for promoting gender equality in three areas – rules and decision-making procedures;
human resource management; and staff development and creating a gender-responsive working environment –
by answering a series of questions on your best experiences;
• identify gaps and challenges in these areas; and
• develop recommendations to reduce and eliminate gender-based discrimination in institutional processes.
Guiding principle 1
The way an organization or department sets its business rules and decision-making procedures reflects its commitment to promoting human
rights and gender equality.
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Finally, the OHP was developed and implemented through an impressive and diverse list of stakeholders.
The stakeholders included:
• government authorities such as the health, defence and transport ministries;
• local civil society organizations such as the Network of Ivorian Associations Living with HIV (RIP+), the Military Wives’
Association and Caritas Côte d’Ivoire; and
• international organizations such as Family Health International and HOPE worldwide.
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Rules and decision-making procedures
Institutional business rules and decision-making procedures are important mechanisms that govern how an organization
operates. They are more likely to empower women and promote gender equality if they are transparent and if they consider
the effects on male and female staff members.
1. Business rules tell an organization what it can do to implement a strategy, project or programme. Business rules
exist for an organization whether or not they are written down, talked about or even part of the organization’s
consciousness. An example of an unwritten business rule could be the use of male pronouns or titles (such as
ombudsman) regardless of the sex of the actual official. An explicit, written business rule could ensure sex parity
among staff.
2. Decision-making procedures determine operational mechanisms and contribute to developing institutional
structures and practices. Decision-making procedures may be top down (such as only appointed decision-makers
being involved), consultative (such as staff consultations), transparent (such as information on senior management
decisions being shared) or restricted (such as only certain groups and individuals being allowed to participate).
Each procedure responds to different organizational needs.
Involvement in decision-making procedures is an important way to ensure that policies and programmes reflect the
needs and concerns of both men and women. Although all staff members cannot always be involved in all decisions,
it is important to ensure that both women and men are involved in decision-making procedures that affect both
institutional and programmatic issues.
Critical questions for guiding principle 1
Answer the following critical questions to identify gaps and challenges in addressing gender equality in business rules
and decision-making procedures.
1. Is a senior-level gender task force monitoring and holding the organization accountable for gender mainstreaming
in relation to both technical work and administrative procedures?

2. Does your organization, unit or department have written policies on gender equality? (Please list all you consider relevant.)

a. If so, how widely known are these policies?

b. How are staff members made aware of these policies?

c How is the capacity of staff members developed to put these policies into operation in their daily work?
(If no support is provided, please provide one or two suggestions for doing this.)
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3. How do existing business rules and decision-making procedures reflect a commitment to gender equality?
Please explain.

4. Do you feel that men and women have an equal voice in how your organization, unit or department operates and
in the work you undertake?

Never
Sometimes
Often
Always
Please explain your response.

5. How could all staff members, regardless of sex, influence and contribute to the function of your team in useful and
equal ways?

Recommendations for action on guiding principle 1
How could business rules and decision-making procedures sustain/create an environment of gender equality?
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6. What mechanisms exist to hold the organization, unit or department accountable for gender mainstreaming?
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Human resource management
Guiding principle 2
Recruitment and selection policies, retention and advancement of staff and other human resources practices affect an organization’s ability
to fulfil commitments to gender equality.

Guiding principle 2 poses critical questions about the root causes of gender inequality as they apply to human resource
management. For departments or organizations to take gender mainstreaming seriously, clear human resource plans
and strategies must ensure that gender mainstreaming is fully integrated into work plans with the concrete human and
financial resources allocated to it. A unit or organization can assign responsibility for gender mainstreaming in various ways:
• designate a gender focal point or gender unit;
• include specific activities in the terms of reference of certain staff members; and
• require gender competencies in recruitment procedures.
Staff members responsible for gender mainstreaming often face challenges such as:
• a gender focal point or unit having limited decision-making authority;
• a small budget for gender mainstreaming activities; and
• high turnover (especially in line ministries).
Remember that gender mainstreaming will not be successful unless a technical unit leads the field and coordinates
the process. Focal points with no infrastructure to succeed is the same as adding gender salt to existing policies and
programmes!
Critical questions for guiding principle 2
Answer the following critical questions to identify gaps and challenges in addressing gender equality in human resource
management.
1. Does your team have enough full-time staff allocated to essential functions?

2. How are women and men distributed among staff positions?

a.

Is sex parity an objective?

b.

What is the sex distribution in decision-making versus support functions?

3. How do staff members share responsibilities for gender mainstreaming activities?

4. Do job descriptions include qualifications that enable both women and men from diverse ages and backgrounds
to be eligible for the post in question?
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a.

What types of qualifications are included that may serve to disadvantage men or women for certain positions?

5. How does the organization, unit or department demonstrate its commitment to gender equality in its hiring practices?

6. Provide recommendations in the following areas to enhance commitment to gender equality in hiring practices.

a.

Transparency of hiring practices.

b.

Interview panels and protocols.

c.

Assessing gender competencies in interviews.

8. What are the constraints in retaining either women or men in their positions in the organization, unit or department?
Are there exit survey or interviews? If so, have these data been analysed, by sex and function?

9. Do selection criteria for consultants include knowledge or experience in addressing gender inequality in programmes
and policies?

Recommendations for action on guiding principle 2
How could human resource practices address gender equality goals more effectively?
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7. What do you think it takes to advance in your organization, unit or department? Are the criteria written down? Is there
a difference between what is written down and what is done in practice? Does this differ for women and men?
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Staff development and a gender-responsive working environment
Guiding principle 3
Professional development and a gender-responsive working environment are key to ensuring that both female and male employees have equal
opportunities to reach their full potential at work.

Addressing gender equality in the workplace requires more than ensuring that women and men can participate at
different levels of the organization. It also requires ensuring that, once they are recruited and hired, they receive equitable
treatment and opportunities to perform their duties to the best of their ability.
In a gender-responsive working environment, all staff members, regardless of sex or position, perceive themselves to be
stakeholders in effectively implementing organizational objectives, with policies and programmes that enhance their
ability to do so. These could include instituting paid parental leave (for both sexes), establishing zero-tolerance policies
on sexual harassment and adopting gender-responsive language in official communications.
A gender-responsive work environment also considers the different roles men and women play when balancing the dual
responsibilities of professional and personal life. Women often have less time to engage in professional duties due to
domestic roles. Equitable, needs-based flexible models of work such as telecommuting and flexitime can increase the
satisfaction and productivity of both women and men, creating a supportive work environment. This may also require
policies that account for the specific needs of women and men such as breastfeeding or accommodating child-care
facility hours.
Critical questions for guiding principle 3
Answer the following critical questions to identify gaps and challenges in addressing gender equality in staff
development and in cultivating a gender-responsive working environment.
1. How does the unit, team or department ensure equal benefits for women and men in staff training and development
activities?

a.

Are these opportunities provided at times when both men and women can participate?

2. How does the unit, team or department ensure that staff members have the opportunity to develop the capacity
to address gender inequality in their work?

a.

How is this capacity acknowledged?

3. How are occupational hazards (such as repetitive strain injuries, travel health concerns or stress) for women and men
addressed?
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4. How is awareness raised about sexual harassment to prevent it among women and men?

5. Are maternity benefits available for staff members?

a.

Are any staff members excluded?

b.

Are paternity benefits available?

6. Are there sufficient flexitime or part-time arrangements for staff members?

Are flexitime and part-time arrangements possible for all staff members, regardless of category and function?

b.

Would flexitime and part-time arrangements result in career disadvantages? What sorts of disadvantages,
and who would these affect? Even if people-friendly policies are in place, are staff members afraid to use them?
Would they be considered less committed workers?

7. Are there spousal or dependent benefits (such as pension or health insurance) that may place one sex at an advantage
over the other? List some.

8. Are staff members expected to work after the normal working day ends? If so, are there differences in compensatory
leave or overtime entitlement? For whom?
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9. What mechanisms do women and men have to raise complaints within the unit, team or department?

a. How is anonymity assured?

Recommendations for action on guiding principle 3
How could career development opportunities enable staff members to address gender inequality more effectively? How
can the organization foster a more gender-sensitive working environment?

3.2e. Gender and health communications
Some of the questions in the GAT and the gender and health planning and programming checklist can be applied
to health communications. Communication, messages and various types of mass media are important in public health
work to raise awareness of health conditions or preventive measures, promote healthy behaviour (both health
interventions and advocacy campaigns) and establish commitments to achieving health goals (these could be policies
or speeches). Either type of communication must avoid the reinforcement of gender stereotypes as well as harmful
gender norms, roles and relations. 28,143 On the contrary, language, images and the type of media used to communicate
health messages can and should be used to challenge gender-based stereotypes that may harm health. 135
Why should we pay attention to gender in health communication?
• Health policies or programmes may include objectives to address gender inequality but might be written in genderunequal or gender-blind ways.
• Communication messages and interventions can reinforce stigmatization that is usually a result of gender-based
discrimination or stereotypes. This could include depictions of:
– men as aggressive, promiscuous or unemotional
– women only in the context of motherhood
– heterosexual relations or marriage as the norm
– women as passive bystanders in household or community activities.
• Messages or images that reinforce gender stereotypes could compromise the outcomes of communication interventions
aimed at raising awareness and building knowledge about specific health topics.
• Depicting women and men as homogeneous groups masks their diversity and could isolate certain groups that might
benefit from the messages.
Health communication can be used to challenge gender stereotypes
• Health messages in any medium should represent and depict women and men in ways that value them equally.
• Women and men should be represented in both productive and reproductive roles – and across a range of
professions.
• Textbooks and training materials for health professionals should be based on both male and female symptoms for
the same conditions and should encourage the use of gender-responsive communication methods by these professionals.
• Different types of communication media may be needed to address women and men appropriately.
• The process of achieving gender equality means considering gender at all stages, even in communication.
This requires involving men and women!
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Use the following critical questions to assess or develop gender-responsive health communication materials.
Critical questions for assessing communication materials
Do these materials reinforce gender stereotypes? Which ones? How? Could this affect programme outcomes or harm the community?
Do these materials challenge gender stereotypes? Which ones? How? Could this affect programme outcomes or encourage positive social
change in the community?
Is the selected medium accessible and appropriate for women and men (according to context)?
How do these materials represent women and men from different ages and groups? Is this accurate for the given context? (Examples:
women as victims or marginalized, boys playing sports or men as fighters.)
Where and how do these materials include or omit women or men of certain groups? (Examples: health workers mainly depicted as
Western/urban women or men and patients mainly depicted as pregnant women from low- and medium-income/rural contexts.)
Do you think the women and men represented would be happy with these materials? Why or why not?
Do the materials represent positive female role models? Are positive male role models represented?
What could be modified to make these materials gender-responsive?

3.2f. Sex-disaggregated data and gender-sensitive indicators: basic requirements for health planning
and programming
Ensuring that health policies and programmes address gender norms, roles and relations requires basing the information
used to guide their development (or the process of evidence-based planning) on a gender analysis of health data that
are sex-disaggregated at the very minimum. Attention should also be paid to the types of indicators selected so that key
gender and health issues are adequately captured for situation analysis (as a source of evidence for health planning or
programming), surveillance or monitoring and evaluation activities. 144,145

Analysis frameworks: do they enable the selection of indicators needed for gender analysis?
Health indicators are often selected based on frameworks that may or may not include the types of indicators needed
to perform gender analysis. Frameworks focusing on the burden of disease may have less information on broader
determinants of health, whereas frameworks focusing on narrow definitions of women’s health may include only sexspecific conditions (such as maternal health and cancer affecting women’s reproductive organs).
Selecting appropriate indicators requires that the analysis framework include indicators, adequately disaggregated,
that can reflect gender and health considerations. 144–147 Analysis frameworks are important in health planning and
programming, especially for situation analysis, developing activities and monitoring and evaluation. Four
frameworks are outlined below that all point to the same conclusion: relevant health information focuses on more than
the burden of disease. The frameworks thus include categories such as the determinants of health, health status and
health outcomes. Including these categories is a good start for ensuring that health data moves beyond simply counting
bodies or diseases to address broader public health issues such as gender equality. Ensuring that the data analysed in
these frameworks is adequately disaggregated is a second important step.
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Gender and health data is a broad topic, too extensive for this Manual. However, the following are key points to remember:
• Analysis frameworks must allow for the selection of indicators that facilitate gender analysis of health data.
• Generating and analysing sex-disaggregated health data is a core requirement of gender analysis.
When possible, other forms of stratification are strongly encouraged such as ethnic origin, education level, etc.
• Health indicators should be gender-sensitive. They should have relevant disaggregation and capture key gender and
health issues for specific groups of men or women.
• Having health data is often insufficient to conduct gender analysis. Integrating gender into health planning and
programming may require gender statistics.
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World Health Statistics, WHO
Indicators are grouped under the following categories: 148
1. Health-related Millennium Development Goals
2. Global health indicators:
a. Mortality and burden of disease
b. Cause-specific mortality and morbidity
c. Selected infectious diseases: number of reported cases
d. Health service coverage
e. Risk factors
f. Health workforce, infrastructure, essential medicines
g. Health expenditure
h. Health equity
i. Demographic and socioeconomic statistics
Women and Health, WHO
Using global data, the WHO report on women and health 9 analyses health data according to a life course perspective
to uncover key health issues for women. The analysis framework also includes broad areas that affect all life stages:
• socioeconomic inequity
• gender inequity
• conflicts and crises
• health systems
• the girl child
• adolescence
• adult women: reproductive years
• adult women
• older women.
Generating a gender and health profile, PAHO
PAHO recommends the following framework 149 for selecting indicators to generate a gender and health profile.
Socioeconomic determinants of health: demography and socioeconomic factors (income, employment, education,
environment, laws and regulations).
Health status: mortality, morbidity, risk factors, sexual and reproductive health and gender-based violence.
Access and utilization of health services: coverage, utilization in health promotion and disease prevention and health
expenditure.
Health management: formal and informal health care and making decisions.
Gender-sensitive leading health indicators, WHO Centre for Health Development (Kobe, Japan)
Core indicators are defined as necessary to understanding gender differences in health. Indicators are grouped into
three tiers: 150,151
• health status
• determinants of health
• health systems performance.
A range of health indicators fit within all four frameworks. The point is not to privilege one framework over another but
to demonstrate that the way health analysis frameworks are designed can accommodate elements necessary for
considering gender. If any of these frameworks were limited to health status indicators alone, the chances of uncovering
gender-based health inequities so as to develop corrective actions would become very slim.
Sex-disaggregated data: a necessary starting point
Gender analysis requires more than sex-disaggregated health indicators. Although sex-disaggregated data is a very
important starting point, other types of stratification and data on the determinants of health are needed (see Module 2,
subsection 2.3b).
Other forms of disaggregation useful for gender analysis include: age, ethnic origin, education level, income, housing
and employment conditions, sexual orientation and household composition. 146,148,149,151
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In addition, health status and outcome data – even broader determinants of health data – may not be adequate for
conducting gender analysis in health. This may require drawing on gender statistics or data from other sectors. See the
two below examples for ways that disaggregated data can identify and monitor gender-based health inequities.
Access to health services: more than just sex disaggregation
Indicator: number (%) of people or households covered by health insurance by sex, population group and specifically for low-income and
vulnerable groups.
Health insurance coverage can be understood as a proxy measure for access to health services, as it can both facilitate access to fee-based
services and serve as a protective factor against catastrophic health expenditure. 152 However, in many contexts, most of the population does
not have access to health insurance, and this plays out differently for women and men of different population groups.
Disaggregated by sex, this indicator makes it possible to identify which groups of women and which men are not covered by health insurance. 144
With this basic information, it is possible to ask critical questions (as in gender analysis) about why some women or some men are more
vulnerable than others.
In this indicator example, the data are disaggregated not only by sex but by population group. This enables finer analysis of how different life
circumstances for groups of women and men may affect access to health services – and avoids binary oppositions between women and men
treated as homogeneous groups. For example, inequity in access to health services can be exacerbated when health insurance schemes are
linked to formal labour activities. Women in many settings have less access to employer-based health insurance schemes, as their labour may
be concentrated in informal market activities (including domestic work such as home-based child care, commercial sex work and subsistence
farming), employee benefits may be compromised due to adjusting working hours to accommodate household responsibilities (such as parttime work) – or women are excluded from market activities altogether. 144 Without adequately disaggregated data, this important information
on gender-related factors that increase vulnerability with respect to health insurance coverage (whether provided by the public sector or not)
is missed.

Health services coverage: making the most of sex-disaggregated data
Indicator: percentage of women and men with a health problem or injury having used health services.

The decision to seek and use health services can depend on many factors. Such factors include the perceived salience of the health problem
or injury (including recognition of symptoms), available resources within the household and the availability, affordability, accessibility,
accomodation and acceptability of health services. Gender norms, roles and relations influence this decision-making process in various
ways. In situations of poverty, women’s health may be undervalued if they are not contributing to household income. This can be understood
as giving priority, for economic reasons, to the health of those bringing income to the household. Other ways that gender can affect healthseeking behaviour (and hence health service utilization) include: 85,86,144
• restrictions on the physical mobility of women; known as chaperoning for women in some contexts outside the household;
• decreased decision-making power and autonomy for women or permission-seeking requirements; and
• daily tasks (paid or unpaid) of men and women restricting their ability to effectively access and use health services. This may include,
for women, a focus on the health and well-being of others in the household (children or older people), which can lead to neglect of their
own health.
This indicator does not encompass all these elements. However, when it is based on sex-disaggregated data (as above), there is potential to
at least identify different patterns of health service utilization and dig deeper into the reasons why such differences exist, whether they are unfair
and whether they can be avoided to ensure that health needs are met through both existing services and appropriate health-seeking behaviour.
Notes on health service coverage indicators
Most but not all health service coverage indicators can be disaggregated by sex. Births by caesarean section (percentage) and other health
service coverage indicators may deal with a condition that affects only one sex – making sex disaggregation irrelevant. Such indicators could
benefit from other forms of disaggregation to better identify vulnerable groups within the same sex group. An example of such an indicator is
pregnant women living with HIV receiving antiretroviral therapy for preventing vertical transmission. Other forms of disaggregation could
include age, region of residence (urban or rural) and level of education.
National health accounts indicators are typically community- or household-based measures and therefore do not permit disaggregation by sex,
age or other individual sociodemographic variables.
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Health service delivery is an important building block in any health system. Components of health service delivery include issues of access
to and use of health services. Health service coverage, which looks specifically at the number of people who receive services when they need
them, relies heavily on service delivery issues. 152
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Health indicators should be gender-sensitive
Gender-sensitive indicators compare the situation of women and men at a point in time and over time. They highlight
gender gaps, facilitate comparisons between groups of women or men and help to monitor the progressive achievement
of gender equality and health equity. A gender-sensitive indicator should provide direct evidence of the status of
a particular group of women or men relative to an explicit reference group. 145,153 Selecting, developing and using such
indicators in health planning and programming facilitates gender-responsive actions, as this provides an evidence base
on gender differences to inform the various stages of health planning and programming.
In general, a health indicator can be called gender-sensitive
if it: 145,153–156
Sex-disaggregated data refers to the disaggregation of existing
• takes into account determinants of health;
health or other types of data by sex.
• focuses on health outcomes and on social, economic
Gender-sensitive indicators compare women and men over time
and political processes that influence health and well-being;
and help to track progress on reducing gender-based inequities.
• helps to detect differences in the health experiences of men
and women of different ages and from different population
Gender statistics are drawn from different sectors and provide
groups;
important information about women’s and men’s lives.
• allows for equity analysis of health system performance;
All are needed for gender analysis and to integrate gender into
• reflects issues of importance to the health of women or
health planning and programming.
men, including sex-specific conditions such as testicular
or cervical cancer, health outcomes influenced by gender norms and roles and relations such as gender-based
violence; and
• captures either process or health outcomes that lead to improved gender equality and health equity.
Quick summary

Criteria for selecting or developing gender-sensitive indicators
In addition to standard criteria for sound indicators (such as availability and reliability), the following are important aspects of gender-sensitive
indicators: 153,154,156
• Conceptual relevance: indicators should point to conditions or determinants of health that affect gender equality and health equity.
• Comparison to a norm: gender-sensitive indicators should involve comparison to a norm – that is, the situation of men in the same country
or that of women in another country. This enables the indicator to focus on questions of gender equality and equity rather than solely on
the status of women.
• Disaggregation: data should be disaggregated by sex. Where possible, data should also be disaggregated by age, socioeconomic status
and regional or ethnic origin, with the time period, geographical coverage and data sources all properly noted.
• Measurability: indicators must be about something measurable. Concepts such as women’s empowerment may be difficult to define and
measure. Proxy indicators, such as greater choice for women in accessing health care (a component of women’s empowerment), should
be used in place of less precise concepts. See Module 2, subsection 2.2e for suggested measures of empowerment.
• International comparability: gender-sensitive indicators should be collected using internationally accepted definitions to allow for
international comparison.
• Participatory development: indicators should be used and developed in a participatory process, involving input from all stakeholders.
Gender-sensitive indicators usually say very little about why gender relations have been shaped in a particular manner
and how these relations have changed. This means that, although gender-sensitive indicators are important tools, they
cannot address all aspects of gender-based health inequities. Like gender analysis, gender-sensitive indicators are
important tools, but what matters most is what we do with the information to ensure that health sector responses can
address harmful gender norms, roles and relations.
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Examples of gender-sensitive indicators
Women’s adult literacy rate, age 15 years and older
Definition: Number of literate women aged 15 years and older x 100
Total number of women aged 15 years and older
In this indicator, women are not compared to men as a “normative standard”. A specific group of women is compared with the total female
population so that intergroup differences can be determined. Although literacy data are often self-reported or measured based on basic
education levels (and not the actual testing of literacy skills), literacy rates presented separately for men and women, in addition to those for
the entire population, provide a more thorough understanding of the distribution of literacy skills (an important determinant of health). The data
sources for this indicator are often population censuses, household surveys, literacy surveys or other national surveys.
Live female – male ratio at birth
Definition: Number of live female births x 100
Number of live male births
In this indicator, “live male births” is used as the normative standard against which to compare live female births. This indicator is one way of
estimating a practice referred to as son preference – through prenatal sex selection and female infanticide. These practices are inextricably
linked to gender inequality and the value placed on boys versus girls. The data sources for this indicator are often national civil registers,
censuses or surveys.
Gender statistics
Gender statistics is a field that cuts across various sectors and domains to identify, produce and disseminate statistics
that reflect the realities of the lives of women and men – and policy issues relating to gender. Such statistics are
important complements to other sources of information, as they compile information that can enable in-depth understanding of gender-based differences.

For gender analysis in health, gender statistics are critical, complementary sources of information. In particular, gender
statistics: 145,155
• reflect gender-based differences across important determinants of health (that are often not captured in health statistics);
• provide evidence on the actual situation of women and men, including women’s status relative to men; and
• enable ways of evaluating progress towards gender equality and agreed international goals related to women’s
improved status and gender equality.
The production, presentation, dissemination and use of gender statistics have evolved over the years and mirror
the evolution of women and/or gender and health movements (see Module 1, subsection 1.3a). Attention to gender
statistics has grown since the First World Conference on Women in Mexico City (1975) – which emphasized the lack
of statistics on women – to the Fourth World Conference on Women in Beijing (1995), which developed a specific
strategic objective to improve data collection and establish international standards for national and international
statistics related to gender. The Platform for Action 2 provides more information on this strategic objective (Institutional
Mechanisms for the Advancement of Women).
Gender statistics are used in the reports on the world’s women published every five years by the United Nations
Department of Economic and Social Affairs. 157 The United Nations Development Fund for Women (UNIFEM) also
produces an annual report entitled Progress of the world’s women that draws on gender statistics. 160
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In general, gender statistics include: 157–159
• population (or demographics)
• health
• education
• work (or labour force)
• political decision-making (or political participation)
• women and men in families.
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Challenges remain in the field of gender statistics, as with numerous quantitative measures of qualitative phenomena (such
as life conditions and experiences). This is precisely why using multiple sources of information and measures both for gender
analysis and in programme and policy delivery is emphasized time and time again. Sex-disaggregated health data are
important, but other types of information are needed to develop gender-responsive health programmes and policies.
Gender mainstreaming indicators
Remember that gender mainstreaming is about both process (institutional mainstreaming) and outcome (programmatic
mainstreaming). This means that indicators are needed to observe changes and progress in both areas. Process indicators
are important to monitor progressive, institutional change.
Within the context of the WHO gender mainstreaming strategy (resolution WHA60.25), a baseline assessment 161 was
conducted around the four institutional strategic directions (see Introduction). The following process indicators were
used to establish a baseline for measuring WHO progress. Although these indicators are specific to the strategic
directions of resolution WHA60.25, they provide a useful outline for other exercises in tracking institutional efforts to
mainstream gender. For further information on these indicators, please contact the Department of Gender, Women and
Health at genderandhealth@who.int.
Strategic direction 1: Building WHO capacity for gender analysis and planning
1. Percentage of all WHO staff members (by sex, WHO category, WHO level and WHO region) who have a basic
understanding of gender and health.
2. Percentage of all WHO staff members who are at least moderately applying gender analysis and actions in their work
(disaggregated by sex, WHO category, WHO level and WHO region).
3. Percentage of WHO staff members who report at least some institutional support for integrating gender into their work
(disaggregated by sex, WHO category, WHO level and WHO region).
Strategic direction 2: Bringing gender into the mainstream of WHO’s management
1. Percentage of planning focal points whose responses reflect strong integration of gender during the operational
planning process, disaggregated by sex, WHO category, WHO level and whether or not there was collaboration with
the gender, women and health network.
2. Number of country cooperation strategies adopted after 2005 of those sampled that strongly integrate gender.
3. Percentage of all professional and administrative long-term and temporary posts by sex and grade level (cumulative).
Strategic direction 3: Promoting use of sex-disaggregated data and gender analysis
1. Number of new WHO publications of those sampled that promote and/or use sex-disaggregated data.
Strategic direction 4: Establishing accountability
1. Number of speeches by the Director-General and the regional directors of those sampled that include at least one
reference to gender.
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3.2g. Personal reflections on integrating gender into the programming process
Take a few minutes to think about your current activities.
1. Write down their vision and goals.

2. Look at the planning and programming stages identified in the gender and health planning and programming checklist. Identify where you intentionally included gender issues. How did this strengthen the activities or outcomes?

3. Look at the planning and programming stages identified in the gender and health planning and programming checklist. Identify missed opportunities where you could have included gender issues but did not. How would this have
strengthened activities or outcomes?

Module 3:
Action

3.3a. Empowerment – part 3: a way to address strategic gender needs
Empowerment, and specifically women’s empowerment, is an approach to address women’s strategic gender and
health needs. Empowerment is often discussed in health as an important strategy for attaining equitable health outcomes for both women and men. 58–60 This entails raising awareness, building self-confidence, expanding choices,
increasing access to and control over resources and taking action to transform the structures and institutions that
reinforce and perpetuate gender discrimination and inequality.
Examples of health-related empowering strategies include:
• awareness-raising through advocacy or information and education campaigns on priority health topics or taboo
subject areas for women and men of different ages;
• adult education programmes to improve health literacy and health promotion activities;
• increased education opportunities for young girls; and
• micro-credit and other income-generating activities.
Remember that only women, men and communities can empower themselves. The health sector, and all of us that work
in it, can support empowering processes to make a difference. All these concepts are the building blocks that need to
be included in planned activities that will contribute to the overall goal of gender equality!
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3.3b. Developing gender-responsive work plans
You are now ready to begin gender planning! Using the GAM from Module 2 and the gender-responsive log frame (3.3c),
select a priority gender and health issue to be addressed. Enter this in the first column of the template using active,
clear and focused language. Remember to phrase the priority gender and health issue in ways that demonstrate
a commitment to addressing gender. Avoid gender-blind statements!
For example, “The barriers to accessing sexual health services differ between adolescent girls and boys” is preferable
to “Sexual health services” as a priority gender and health statement.
When you select priority gender and health issues from the GAM, ensure that they are realistic and relevant
to your public health work.
Develop activities that will address the problem set out in column 1. Include as much detail as possible to ensure that
the gender-responsive elements are clear and transparent.
Continuing on the above example, “Scaling up sexual health services” would be a gender-blind activity. If barriers
to accessing sexual health services differ between adolescent girls and boys, then outline in detail how the activities
developed will address them.
To ensure practicality, activities should be developed using the following parameters:
• realistic
• within your sphere of influence
• high impact: they should address several gender dimensions
• do not require a significant influx of new resources.
Once the activities have been developed, categorize them by type and develop an expected timeline. The types of
activity can be policy (Po), research (R), advocacy (A) or programming (Pr). Timelines can be conceived of in short
(0 – 2 years), medium-(3 – 5 years) or long-(6 and more years) terms.
Once the activities have been fleshed out (with an expected budget), propose gender-sensitive indicators that will be
used to monitor the success of the proposed activity.
Identify the range of stakeholders or partners that need to be involved to ensure success. Pay attention to which
stakeholders will be needed to ensure that the activities are implemented in gender-responsive ways. The type of activity
developed often determines the types of partners or stakeholders to be involved.
Finally, classify the activity as gender-specific or gender-transformative. Be sure you can explain why you have
chosen one or the other. If your activities are neither gender-specific nor gender-transformative, try to understand the
reasons why using all of the skills learned in this workshop. Revise activities accordingly – bearing in mind that you must
avoid gender-unequal and gender-blind activities. Gender-sensitive activities are not enough.
Remember: no more gender words without gender actions!
Repeat with additional priority issues and activities, consulting with all relevant stakeholders.
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3.3c. WHO Gender-responsive log frame

Priority gender and
health issue
Activity
Type and timeline

Module 3:
Action

Indicators of success

Stakeholders or
partners

Gender-specific or
gender-transformative
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Access to and use of health services
Health-related consideration of the WHO Gender Analysis Matrix. Gender norms, roles and relations impact access and
use of health services that includes the following components: availability, affordability, accessibility, accommodation and
acceptability.
Access to resources
The availability of a resource that includes several components such as geographic or physical accessibility, financial and
social accessibility.
Biological factors
Gender-related consideration of the WHO Gender Analysis Matrix. Refers to those factors only related to physiology
such as: reproductive and/or conditions related to physiological and/or hormonal changes; genetic or hereditary
conditions (or those transferred from parent to child through chromosomes).
Control over resources
The ability to decide when, how and who can use a resource.
Differential exposure to risk factors
Refers to the different ways in which gender norms, roles and relations affect women and men’s exposure to risk factors.
For example, due to the gender-based division of labour different groups of women and men are exposed to different
risks for work-related injuries or illnesses (paid activities) or women’s gender roles with respect to food preparation in low
and mid income settings (unpaid activities) often exposes them to unsafe cooking fuels more often than men.
Differential vulnerability
Refers to differences in access to and control over resources that may increase vulnerability to illness and disease.
Economic resources
Money, credit, loans, land, other assets.
Empowerment
Empowerment is a multidimensional social process that enables people to gain control over their lives. Strategies
for empowerment therefore often challenge existing power allocations and relations to give disadvantaged groups more
power. With respect to women’s health, empowerment has often meant, for example, increasing education opportunities
and access to relevant information to enable women to make informed decisions about their health, improve self-esteem
and equip them with communication and negotiation skills. Such skills are known to influence, for example, safer sex
practices, treatment adherence and timely health-seeking behaviour.
Experiences in health care settings
Health-related consideration of the WHO Gender Analysis Matrix. Health care provided in a discriminatory, harmful or
ineffective manner may discourage women and men from seeking treatment. Health care settings that do not address
gender norms, roles and relations in culturally sensitive and appropriate ways may fail to reach the people in greatest
need of health services - and lead to unsatisfactory experiences in health care settings.
Gender
Refers to the socially constructed characteristics of women and men – such as norms, roles and relationships of and
between groups of women and men. It varies from society to society and can be changed. The concept of gender
includes five important elements: relational, hierarchical, historical, contextual and institutional. While most people are
born either male or female, they are taught appropriate norms and behaviours – including how they should interact with
others of the same or opposite sex within households, communities and work places. When individuals or groups do not
“fit” established gender norms they often face stigma, discriminatory practices or social exclusion – all of which adversely
affect health.
Gender analysis
Gender analysis identifies, assesses and informs actions to address inequality that come from: 1) different gender
norms, roles and relations; 2) unequal power relations between and among groups of men and women, and 3) the
interaction of contextual factors with gender such as sexual orientation, ethnicity, education or employment status.
Gender analysis in health
Examines how biological and sociocultural factors interact to influence health behaviour, outcomes and services.
It also uncovers how gender inequality affects health and well-being.
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Gender based division of labour
Refers to where, how and under what conditions women and men work (for or without pay) based on gender norms
and roles.
Gender blind
Level 2 of the WHO Gender Responsive Assessment Scale: Ignores gender norms, roles and relations and very often
reinforces gender-based discrimination. By ignoring differences in opportunities and resource allocation for women and
men, such policies are often assumed to be “fair” as they claim to treat everyone the same.
Gender equality
Refers to equal chances or opportunities for groups of women and men to access and control social, economic and political
resources, including protection under the law (such as health services, education and voting rights). It is also known as
equality of opportunity – or formal equality. Gender equality is often used interchangeably with gender equity, but the two
refer to different, complementary strategies that are needed to reduce gender-based health inequities.
Gender equality in health
Women and men have equal conditions to realize their full rights and potential to be healthy, contribute to health
development and benefit from the results. Achieving gender equality will require specific measures designed to support
groups of people with limited access to such goods and resources.
Gender equity
More than formal equality of opportunity, gender equity refers to the different needs, preferences and interests of women
and men. This may mean that different treatment is needed to ensure equality of opportunity. This is often referred to
as substantive equality (or equality of results) and requires considering the realities of women’s and men’s lives. Gender
equity is often used interchangeably with gender equality, but the two refer to different, complementary strategies that
are needed to reduce gender-based health inequities.
Gender equity in health
Refers to a process of being fair to women and men with the objective of reducing unjust and avoidable inequality
between women and men in health status, access to health services and their contributions to the health workforce.
Gender mainstreaming
The process of assessing the implications for women and men of any planned action, including legislation, policies
or programmes, in all areas and at all levels. It is a strategy for making women’s as well as men’s concerns and
experiences an integral dimension of the design, implementation, monitoring and evaluation of policies and programmes
in all political, economic and societal spheres so that women and men benefit equally and inequality is not perpetuated.

Gender relations
Refers to social relations between and among women and men that are based on gender norms and roles. Gender relations
often create to hierarchies between and among groups of men and women that can lead to unequal power relations,
disadvantaging one group over another.
Gender responsive
A policy or programme that considers gender norms, roles and inequality with measures taken to actively reduce
their harmful effects.
Gender roles
Refers to what males and females are expected to do (in the household, community and workplace) in a given society.
Gender sensitive
Level 3 of the WHO Gender Responsive Assessment Scale: Indicates gender awareness, although no remedial action is
developed.
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Gender norms
Refer to beliefs about women and men, boys and girls that are passed from generation to generation through the
process of socialization. They change over time and differ in different cultures and populations. Gender norms lead to
inequality if they reinforce: a) mistreatment of one group or sex over the other; b) differences in power and opportunities.

Gender mainstreaming for health managers: a practical approach / Participant’s notes

Gender specific
Level 4 of the WHO Gender Responsive Assessment Scale: Considers women’s and men’s specific needs and intentionally
targets and benefits a specific group of women or men to achieve certain policy or programme goals or meet certain
needs. Such policies often make it easier for women and men to fulfil duties that are ascribed to them based on their
gender roles, but do not address underlying causes of gender differences.
Gender stereotypes
Images, beliefs, attitudes or assumptions about certain groups of women and men. Stereotypes are usually negative
and based on assumed gender norms, roles and relations.
Gender transformative
Level 5 of the WHO Gender Responsive Assessment Scale: Addresses the causes of gender-based health inequities
by including ways to transform harmful gender norms, roles and relations. The objective of such programmes is often
to promote gender equality and foster progressive changes in power relationships between women and men.
Gender unequal
Level 1 of the WHO Gender Responsive Assessment Scale: Perpetuates gender inequality by reinforcing unbalanced
norms, roles and relations and often leads to one sex enjoying more rights or opportunities than the other.
Gender-based discrimination
Any distinction, exclusion or restriction (such as unfair or unequal treatment) made based on gender norms, roles and
relations that prevents women and men of different groups and ages from enjoying their human rights. It perpetuates
gender inequality by legitimizing stereotypes about men and women of different ages and groups.
Health and social outcomes and consequences
Health-related consideration of the WHO Gender Analysis Matrix. Health and social outcomes and consequences refer
to what happens when a person becomes sick. The consequences of a health problem often cause economic and
social changes for both the sick individual and their social network. This social network can include family or household
members, friends and broader community members. Health outcomes relate to recovery, disability or death from
a health problem. Gender considerations often influence how these outcomes influence a family or individual.
Health equity
The absence of unfair, avoidable or preventable differences in health among populations or groups defined socially,
economically, demographically or geographically.
Health seeking behaviour
Health-related consideration of the WHO Gender Analysis Matrix. Health-seeking behaviour is any action carried out by
a person who perceives a need for health services with the purpose of addressing a given health problem. This includes
seeking help from allopathic and alternative health services. Both sex and gender influence health-seeking behaviour.
Institutional gender mainstreaming (as it relates to public health)
Ensures that organizational procedures and mechanisms do not reinforce patterns of gender inequality. Institutional
gender mainstreaming seeks structural changes, calls for a transformation of the public health agenda that includes
the participation of women (and other marginalized groups) in defining and implementing public health priorities and
activities. It aims at ensuring gender equality dimensions in strategic agendas, policy statements and monitoring and
evaluation of organizational performance.
Other health-related resources
Within the categorization of health-related resources, these refer to basic necessities such as time, water, shelter, clothing
and food.
Political resources
Decision-making processes and leadership at the institutional, household, community, district or national levels, civic
participation; High-quality health care services (formal or informal), medication, health insurance (provided by the state
or employer); Economic, social, political, civil and cultural rights.
Practical gender needs
Needs defined by women (or men) that respond to immediate necessities such as adequate living conditions, water
provision, health care and employment.
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Programmatic gender mainstreaming (as it relates to public health)
The systematic application of gender analysis methods to health problems to better understand how life conditions,
opportunities and environments affect the health of women and men and boys and girls.
Risk factors
Health-related consideration of the WHO Gender Analysis Matrix. Elements associated with the development of disease
or illness that are not sufficient to cause it. Examples include age, tobacco consumption or poverty.
Sex
The different biological and physiological characteristics of males and females, such as reproductive organs,
chromosomes, hormones, etc.
Social resources
Community resources, social support networks, transport and other social services; Education or training (formal or
informal), information.
Socialisation process
The process by which girls and boys learn what roles are assigned to them.
Sociocultural factors
Gender-related consideration of the WHO Gender Analysis Matrix. Factors related to gender norms, roles and relations
that may result in gender inequality.
Strategic gender needs
Needs identified through an analysis of gender inequality and its impact on women and men of different groups.
Addressing strategic gender needs challenges predominant gender systems such as the gender-based division of labour.
Treatment options
Health-related consideration of the WHO Gender Analysis Matrix. Treatment options can range from self-care to
alternative (such as local healers) to allopathic treatment delivered in health facilities in the community or at home.
Treatment options should address both sex and gender to respond to the health needs and realities of women and men
from different groups.
Vulnerability
Health-related consideration of the WHO Gender Analysis Matrix. Refers to the degree to which individuals,
communities and systems are susceptible to or have diminished capacity to cope with exposure to risk factors.

WHO Gender Analysis Matrix
WHO Gender Analysis Tool: a simple tool designed to analyse health problems by crossing gender and health related
considerations. The WHO Gender Analysis Matrix is a way of organization information in order to develop programmatic
responses.
WHO Gender Analysis Questions
WHO Gender Analysis Tool: a non-exhaustive list of critical questions to guide users in conducting a gender analysis of
a health problem. Eight top-level questions are included, with multiple second and third level questions to uncover ways
that gender plays a role in health behaviours, outcomes and services. Can be used in conjunction with the WHO Gender
Analysis Matrix.
WHO Gender Assessment Tool
WHO Gender Analysis tool: basic check list aimed at rapid assessments of existing programmes and policies.
Can be used in conjunction with the WHO Gender Responsive Assessment Scale.
WHO Gender responsive assessment scale
WHO Gender Analysis tool: programme or policy assessment scale including five levels of gender responsiveness.
Two levels hinder the achievement of gender equality and health equity, one represents a starting point for gender
programming and the two final levels represent characteristics of gender responsive health policies and programmes.
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WHO Gender and health planning and programming checklist
WHO Gender Analysis tool: check list including tips and critical questions to guide users through mainstreaming gender
in different programme and planning stages.
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