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Gender Primer

Gender is....

XX X

' “Gender is used to describe those characteristics of
women and men which are socially constructed.

Gender roles are learned through socialisation and
are changeable rather than fixed.”

— GAVI Alliance Gender Policy
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Gender Primer

Integrating o

“Gender Lens” for
development programs
0 “Do No Harm”

0 Accommodating &
Transformative

Project-specific Lenses

0 Aggregate vs.
subnational

0 Sex of child vs. gender
issues among caretakers

=

Accommodating [ ESHSIOMMANVEN

* Fosters critical examination of
gender norms* and dynamics

* Strengthens or creates systems*
that support gender equality

* Strengthens or creates equitable
gender norms and dynamics

* Changes inequitable gender
norms and dynamics

Works around existing
gender differences and
inequalities

* Norms encompass attitudes and practices
* A system consists of a set of interacting structures, practices, and relations

— —

[ GoaL |

Gender
Equalityand

better
development
outcomes

IGWG Gender Integration Continuum
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PROJECT OVERVIEW




Executive summary

Situation &
objective

Key
insights

Gaps and

next steps

Attention on gender justice and equity is increasing across the work of the Gates foundation, and the Vaccine Delivery
(VxDel) team seeks to understand opportunities for their work on immunization to contribute

Objective: Conduct a literature review on the relationship between gender equity and immunization in order to identify
hypotheses for further exploration

Immunization coverage is impacted by unequal power dynamics at all levels of the social ecological model

Programs targeting and accommodating women alone put responsibility for immunizations on women without giving them
power — engaging men may expand responsibility to both parents and the broader community

Health systems policies and procedures to address gender inequity could play a role in promoting more gender equitable
norms

Vaccination programs empowering young women and young mothers may have more significant benefits to vaccination
outcomes than programs targeting the general population

Gaps in evidence are primarily related to:
O Subnational data collection and evaluation

O Quantitative data on gender related health system interventions that impact vaccination

Potential next steps include:
O Explore specific hypotheses in depth

O Evaluating potential for cross-cutting collaboration across The Foundation
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Literature review progress

Inclusion BMGF Resources: GEWE Strategy, Rl Amphitheater, IVAC Gender terms
* Justice and equality with vaccination Summary, HPV Lessons Learned
* Gender terms with vaccination terms or gender idenﬁty
broader health system implication Electronic Database Search
* Population: children and LMICs (n = unique articles after removing duplicates) sex sexism
* Addresses systemic and sociological issues
Web of Science (n = 35/257) Pubmed-{-r="75/642) Interpersonal
Google: Grey Literature (n = 11) Targeted (n = 15) relations
Exclusion il Vaccination terms
* Non-vaccination/non health systems Title and Abstract . .
* Non-maternal adult vaccination Screening vaccin vaccines
* Non-LMICs (n=61) . % /s .
* Vaccine efficacy studies analyzing sex coverage i /Immums
differences .

* Irrelevant conditions/topics (i.e. diabetes) ) ¥ - delivery
* Scientific/clinical-focus Full Article Review . .

(n = 44) Justice and equality terms

’ inequality socioeconomic
Full Article Library . c .
(n = 37) inequity bias
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Overview of targeted search results
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Research Articles

Uses DHS, national, and district-
level data for evaluation

Draws gendered insights on
vaccination rates

Targeted at a country /region

[
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Gender Determinants of Vaccination Status
in Children: Evidence from a Meta-
Ethnographic Systematic Review
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Systematic Reviews

Literature reviews examining

vaccination drivers

Evaluate gender influences on
vaccination rates and child
health /nutrition

mﬁmmdmm!mmmma July 2004
Pleass donot quots withour author's

Immunization in India 1993-1999:
‘Wealth, Gender, and Regional Inequalities Revisited

Sylvestre Gaudin® and Abdo Yazbeck®*

Abstract: Sixyears have made a significant difference in childhood immunization in
India. The grim picture revealed by the National Fawily and Health Survey of 19923
has significantly improved overall but large differences sill exist between states. The
paper gives an update of India’s successes and fuilures in childhood immunization
along five dimensions: heterogeneity between states, rural-urban_differentials,
gender diffeventials, and wealfi induced mequalities. Recently develaped
methodology is used fo calculaie an extended achievement index that caprures
immunization performance along dimensions of effieiency (change i overail
mmnmizion rates) and equty wedin-based diswibtaion of oticomes) usig

ncreasing degrees of inequality aversion. An analysis of the change in this index
O et ol e e ]
improvements.

JEL classification- 118, 012, 053
Key Words: Immunization, Inequality, Gender, India

Acknowledgements:
Support for this research was provided by the Global Alliance for Vaccines and Inmunization
(GAVT). The authors thank Amie Batson, Davidson Gwatkin, G. N. V. Ramana. Thomas Uthup and
Kermeth Kutter for their support, comments, and suggestions, and David Kwakye and Laura
Wallerstein for research assistance. Preliminary results were presented at a Conference in Washington
D.C., February 2003 mR.ea:hmgdeoormdwewuuldlﬂ(ewﬂlmk the conference pardcipents
who provided conuments and encouraged us to finalize and submit the paper for publication.

analyses, views and any remaining errors in this paper are the responsibihty of the authors

*Obertin Cellege, Department of Economics. Cooresponding author, please send all enquiries to
svlvestre gaudina cherlin edu
*+* Lead Health Economist, The World Bank Instirute

Grey Literature

PhD candidates evaluating data for
dissertation

Systematic review to evaluate
landscape and inform thinking
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Thematic findings from the literature

Information »

PowerIneqUItyMaternal Plgnf\t?éry

Mlucatlioil] Worker Al-
Wealt K 1 d eas
Survival nOW Father

UtlhzeSeI'V](jeReglUﬂ

ccupatlon Religion ontrol
Structural Proxy Social ® O rd D ata
Partner
Ablllt E I lTrammg
Value du C at]. O

Ch@m%lm Antenatal ‘[ ]' itude Resource
Famll Sys t Incgme rb ta' n Literacy
C C e S S Related Decision
Wealth Stat

Community

Autonomy Hd“iidédehold

Rural vs. urban

Autonomy /power

Prenatal /antenatal care
Training (of health workers)
Men /fathers

Structural challenges
Occupation/religion

Birth order
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Literature highlight: Systematic Review by Merten, et al. (2015)

Access to vaccination services

| Demand for vaccination services

Structural level

| Trust in vaccination services

Governance

- History of coercive governance

and population control

Health system level

Limited outreach of services

- Failure to reach rural communities

Costs of service

- Direct and indirect costs

Lack of responsiveness of service to

mothers’ needs

- Failure fto offer services to working
parents

Authoritative health system

- Limited informed choice by user

Discriminatory provider-user-

interaction

- Patronizing counsellin

Communication in vaccination cam-

paigns insensitive to local context

- Feminization of information

- Responsiveness of campaign to the
needs of parents not given

- Programme design not adapted to
cultural beliefs

Community level

Discrimination of women and girls

- Girls and women’s social status
linked with access to care

Social inequality

- Social resources limited for women

- Poverty and shame act as barrier

Gender norms and obligations

- Feminized tasks and competing
obligations limit access to care

Local iliness perceptions of vaccine Immunisation program

preventable diseases misused for political

- Witchcraft/sorcery as gendered social manipulations
dimensions of illness compete with - Resistance to vaccination
health promotion messages

Individual level

0

Limited agency

- Female isolation, lack of autonomy

- Psychosocial distress

General education and literacy

- Unequal access to education

Entitlement to resources

- Entittement to intra-household
resources limited

Health literacy

- Limited access to health information

Knowledge claims

- Experiential knowledge shapes the
perceived need for vaccination

General education and literacy

- Impact of education levels and
literacy on immunization status

—n -
Maternal decision & agency

Vaccination

0 Review of qualitative research to evaluate reasons that
routine vaccination programs do not reach children in LMICs
0 Findings:
O Low social status of women manifests at every level as a
barrier to accessing vaccinations
O Access to education, income, and autonomous decision-
making
® Time and financial resource allocation
®m Blame and shame for child illness increased access problems and
motivation

00 Conclusions:

O Increasing availability and knowledge is not enough, must
include mitigation measures to enable access to vaccinations

O Gender inequality needs to be addressed at the structural,
community, and household levels
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Literature highlight: Systematic Review by Favin et al. (201 2)

———— i Table 1
. i . . — " . . .
> Main factors associated with under-vaccination of children D IMMUNIZATIONbGSlCS CO”CIbOI’CITIOh WI-I-h WHO
Most mentioned factors Na, of mentions as a
key factor .
e ———— o 126 grey literature documents
Distance (travel conditions/access) 49
Foor health staff motivation and attitude (performance/competence, knowledge, ability to commumnicate with mothers) 49 . . N .
Lack of resources/logistics (eg., insullicient funding and stock outs which alTect reliability, missed opportunities (o 48 n qu IUO‘red reasons Wh)’ el Ig | ble Chlld ren hqd Incomplete or no
immunize and cold chain) R R
False contraindications (particularly children sick, too old, under-weight) as factor for health workers and/or parents 47 vaccinations
Failure to use all opportunities (e.g., not screening,: refusal to vaccinate eligible child due to false contraindications, fear of 37
giving multiple antigens together, mother from another catchment area, mother forgot card and confusion about
appropriate age for child to be immunized) M M
Unreliability {cancellation of sessions because provider absent, lack of supplies or fuel; other work priorities) 4 D Sex d Iffe rences q re nOt WI d esp red d
Inappropriate limited service hours (limited days/hours; sessions begin late/end early) 0
Waiting time 29 . . . . . .
Informal, illegal charges, indirect costs such as transportation n a |ndICI (]nd SOUth ASICI - glrIS sometimes not VC‘CClnCﬂ'ed or VGCC|aned
Lack of promation|Tollow-up of routine immunization/health commumnication 13
Official fees and charges 10 | qQter
Communication and Information
Lack of promationfollow-up of routing immunizationfhealth communication 13
Family characteristics O Gender issues are widespread, but not a major predictor factor in
Low income [secioeconomic status 18 ’
Recentfseasonal migrants 16 H H
Low educational level {maternal and paternal) 15 Under-VGCC|nC”|0n
Parental attitudes/knowledge
Lack of parental knowledge on whao, when, where ] .
Fear ofside effects o 0 Gender issues
Conflicting priorities 43
Religious/culturalfsocial beliefs/norms and rumors 41
Low perceived importance of vaccination for child’s health; attitude that it is better to treat illness (than prevent) 30 H 2 1 HSt H%Y1
SR n O Husbands prohibit wives from visiting clinics
Lack of interestmotivation 19
Lostfunavailable health cards 18 H
A ofvaccination i O Women are not comfortable themselves being attended by unknown
Limited autonomy of women/father or mother-in-law pressuring against/husband refusal 15 o o
Perceived lack of safety of vaccine/fear of multiple dosesjof vaccination proceduresjof dirty needles 13 men at CI INICS
Feeling of alienation because not in majority cultural{secial group or otherwise unaccepled, embarrassed) 13
Perception that child is too sick, too weak/fatalism 13 . R .
Unpleasant experiences at health services (.., turned away, post-vaceination abscesses, verbally abused or publicly n o Husband refusal When Chl Id preV|OUSIY hqd Slde effeCTS
humiliated)
Mistrust of health staff 11
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Literature highlight: DHS analysis in India Gaudin & Yazbeck (2004)

Table 2: Gender Differentials in Full Immunization: Urban and Fural India 1298/00

Gender Gap

% Boys Immunized-% Girls immunized *

Wealth Qumntile Fural Areas Urban Areas
-1.59 5322
Lowest 20%% (252 (252
. 423 2381
Next 20%: (+2.53) (+0.44)
fi e 1.91 544
hhddle 20% (0.33) 117
T 0.99 -3.03
20%% et
Mext 20° (-0.50) (-6.37)
. . 284 104
Richest 20% 333) (0.65)
* Changes from 1992/3 are given in parenthesiz
1992/3 1998/9
B Bl
—E S0 — _ i &I
= 20 = 11 E 40
E e o =
2 30 - ~—a = | e
= - "a = o T
20 x = 2 .=
L g ‘| 3 e Tem
E i —— E " R = — e
. E— 0 S
LiwvEsl Mt  Mome Mewt  Richest Lowest MNest Midoe Mext Fichest
20% 20% 0% 0% 0% 20% 20% 20% 0% 0%
Hoiss b mbd Wi alth Okt Bos Howis aliold Wealth Oulitiles
& -- Urban Male —a— Urban Female ---o -. Rural Male —s— Rural Female |

Examined health statistics between 1992/93 and 1999 to
evaluate progress and identify trends

Improvements to rates of “total system failure” but challenges
remain in full immunization

O Wealth inequality was greater in rural areas
O Greater gender discrimination in lower income groups

O Problems in discrimination are likely at the household level
where boys are favored when return visits are required

There was significant variance between states in
performance over time
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Literature highlight: Engaging Men and Boys for RMNCH (201 3)

“Men as clients, men as partners, men as agents of change”

Engaging men in dialogue around vaccination with the goal
of making them advocates for vaccination could improve

| 26
=
=
)
=
=
=
o
o
]
@
(=
=
z
>
-
=2
3 4
(<]
g /
z [
=
w4
o
3
g
2/
:

vaccination rates and address systemic issues of gender
equity and responsibility for child health

O Base study (Varkey, 2004) showed increased
communication on the topic but not differences in already
high vaccination rates between the two groups

O Husbands rarely brought in their infants and children for
vaccination by themselves. There was no statistic difference
on this fact.
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Methodology

- I. Nested Framework - , mmnee IIl. Integrated Framework R [ll. Social-Ecological Framework
Comprehensive ! «  Actionable - Nested
Integrated ! «  Health systems-specific = Actionable
Broad ! -« Targeted = Targeted
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Framework

Social-Ecological Model

0 Developed from themes and frameworks
Structural

Community emerging from literature

Interpersonal

Individual O Supports comprehensiveness and
facilitates a breadth of future work

Health system

0 Enables a “nested” analysis of themes
that are actionable within VxDel

0 Emphasis on the intersection of health

systems within the model
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HYPOTHESES




Hypotheses: Individual

Intersections of varying levels and dimensions of inequity /deprivation with gender make health services less
accessible and create disparities in vaccination outcomes.

HI1

Demographic segments of the population of women and girls, such as those in lower wealth quintiles or

specific religions, are more at risk for both low vaccination and health care utilization rates depending on
the region in which they reside.

H2

Additional support and encouragement to very young mothers and older mothers (e.g. below 20 years and

above 30 years) and families with large numbers of children could increase vaccination knowledge and
outcomes.

H3

UW START Work Order:
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Hypotheses: Interpersonal

In communities where there is a larger degree of inequality in households in decision-making and resource
I allocation, educating men about the importance of family health care enhances communication between
partners and can promote health of pregnant mothers and child vaccination outcomes.

Men can provide an accommodating environment for women and children to receive services, for example, in
sVl areas where women’s movement is restricted.

Gender of health workers can be a valuable driver for health-seeking behaviors and child health.
H3
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Hypotheses: Community

Campaigns that dispel concerns around safety and efficacy of specific vaccinations and that engage men
I can impact child health and vaccination outcomes.

Community norms on gender roles in a family’s health can have an impact on health knowledge and
VA vaccination coverage.

Relationship-building between people and community health workers can lead to increased agency among
Kl women and improved vaccination outcomes.
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Hypotheses: Structural
T

Where women are primarily responsible for child well being and vaccine delivery relies on the health
Il system, barriers to healthcare access associated with compounding factors of restrictive gender norms and
low socioeconomic status must be addressed in order to increase coverage.

Access to media can enable increased immunization knowledge, attitudes and practices among parents.
H2

Addressing structural drivers (e.g. transportation, finance, education, employment/livelihoods, legal norms,
Skl GBV*) for gender inequity may improve vaccination outcomes.
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Hypotheses: Health system

Training and workshops on communication, gender sensitization, and sexual harassment for all health care
B system workers (including providers, staff, administrators, and leadership) could improve vaccination
outcomes and quality of care.

Policies that promote gender equity in health system hiring, promotion, and organizational leadership could
P8 indirectly have a positive impact on immunization service delivery.

Expansion of human resources in primary health care centers and through [female] health extension workers
KN will result in greater immunization coverage with female caretakers and could result in greater immunization
coverage for male caretakers.

UW START Work Order:
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Opportunities for collaboration

0 Family planning
O Birth order
O Behavior change
0 EDD vaccine efficacy
O Breastfeeding and health care
0 Financial services for the poor
O Mobile technology and media
0 Integrated delivery

O Primary care

Gender and Vaccination

UW START Work Order: START CENTER 6/2/2016 | 22



DISCUSSION

2\ START CENTER FOSTER

STRATEGIC ANALYSIS, P Buerk Center for
RESEARCH & TRAINING CENTER Entrepreneurship




Appendix

Gender and Vaccination
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GPLOS o

| Access to vaccination services

| Demand for vaccination services

| Trust in vaccination services

Structural level

Governance
- History of coercive governance
and population control

UW START Work Order:
Gender and Vaccination

Health system level

Limited outreach of services

- Failure to reach rural communities

Costs of service

- Direct and indirect costs

Lack of responsiveness of service to

mothers’ needs

- Failure to offer services to working
parents

Authoritative health system

- Limited informed choice by user

Discriminatory provider-user-

interaction

- Patronizing counselling

Communication in vaccination cam-

paigns insensitive to local context

- Feminization of information

- Responsiveness of campaign to the
needs of parents not given

- Programme design not adapted to
cultural beliefs

Community level

Discrimination of women and girls

- Girls and women’s social status
linked with access to care

Social inequality

- Social resources limited for women

- Poverty and shame act as barrier

Gender norms and obligations

- Feminized tasks and competing
obligations limit access to care

Local iliness perceptions of vaccine

preventable diseases

- Witchcraft/sorcery as gendered social
dimensions of illness compete with
health promotion messages

Immunisation program
misused for political
manipulations

- Resistance to vaccination

Individual level

¢

Limited agency

- Female isolation, lack of autonomy

- Psychosocial distress

General education and literacy

- Unequal access to education

Entitlement to resources

- Entitlement to intra-household
resources limited

Health literacy

- Limited access to health information

Knowledge claims

- Experiential knowledge shapes the
perceived need for vaccination

General education and literacy

- Impact of education levels and
literacy on immunization status

)

W

Maternal decision & agency

N

Vaccination

Table: Systematic Review by

Merten, et al. (2015)
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Tabie 1

Main factors associated with under-vaccination of children TCI b I e . S y STe m q 'I'ic Revi eW by

Most mentioned factors Mo, of mentions s 2

keyfactor Favin et al. (2012)

Immunization system
Distance (travel conditions/access) 49
Poor health staff motivation and attitude (performance/competence, knowledge, ability to communicate with mothers) 44
Lack of resources/logistics (e.g., insullicient funding and stock outs which alfect reliability, missed opportunities (o 48
immunize and cold chain)
False contraindications (particularly children sick, too old, under-weight) as factor for health workers andfor parents 47

Failure (o use all opportunities (e.g., not screening; refusal o vaccinate eligible child due to false contraindications, fear of 37

giving multiple antigens together, mother from another catchment area, mother forgot card and confusion about
appropriate age for child to be immunized)

Unreliability (cancellation of sessions because provider absent, lack of supplies or fuel; other work priorities) EL)
Inappropriate/limited service hours (limited days/hours; sessions begin late/end early) 0
Waiting time 29
Informal, illegal charges, indirect costs such as transportation 21
Lack of promotion/follow-up of routime iminunization/health communication 13
Official fees and charges {1}
Communication and Information
Lack of promotion/follow-up of routime iminunization/health communication 13
Family characteristics
Low income|socioeconomic status 18
Recent/seasonal migrants 16
Low educational level {maternal and paternal) 15
Parental attitudes/knowledge
Lack of parental knowledge on who, when, where ]
Fear of side ellects 47
Conflicting priorities 43
Religious/cultural{social beliefsinorms and rumors 41
Low perceived importance of vacoination for child’s health; attitude that it is better (o treat illness (than prevent) 30
Lack of perceived efficacy of vaccine 27
Lack of interest/motivation 19
Lostjunavailable health cards 18
Low demand/acceptability of vaccination 15
Limited autonomy of women/father or mother-in-law pressuring against/husband refusal 15
Perceived lack of safety of vaccine/fear of multiple doses(of vaccination proceduresfol dirty necdles 13
Feeling of alienation because not in majority cultural{social group or etherwise unaccepied, embarrassed) 13
Perception that child is too sick, too weak/|fatalism 13
Unpleasant expeniences at health services (e, turned away, post-vacoination abscesses, verbally abused or publcly [
humiliated)
Mistrust of health staff 11
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Table 2: Gender Differentials in Full Inmunization: Urban and Rural India 1998/99 Table: DHS ana IY sis in India
Gaudin & Yazbeck (2004)
Gender Gap .
%% Boys Immunized-% Girls immunized *
Wealth Quintile Rural Areas Urban Areas
-1.39 522
20%%
Lowest 207 (232 (252
- 483 281
Next 20% (+2.53) (+0.44)
= B 1.91 6.44
I'nh.d.dlﬂ .;.l:l.-'lil E-D_33:| |:+1_1:":|
1 0.99 -3.03
20%% -
Nest 20° (-0.50) (-6.57)
: e 2.84 194
Richest 20% (333) (-0.65)
* Changes from 1992/3 are given in parenthesiz
1992/3 1998/9
B Gl
% 50 :“'“--\.,_ -— i al
£ s Hﬂ"‘ - E 40
E | A S e £
s 3 A i g - .
o= - - = .
20 i - [ el
x : . "= g :" q-h"'"\-_.\____
L , b o : ST
LiwvEsl Mes Miode Next Richest Lowest NeExk Middie  Nest Richest
oy A 0% s g ] . lg % 205 0% 20% peln g 20%
Hioas orh sl Wk alt b Cha it s Howus ehold Wealth Suletiles
& -- Urban Male —a— Urban Female ---o -. Rural Male —s— Rural Female |

'START CENTER

6/2/2016

27



