
Annex III

Sample Gender Analysis Matrix:  Malaria

	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
	Pregnant women and young children have the highest risk of severe malaria symptoms (2).

The risks and vulnerability for pregnant women are as follows.

· Malaria is four times more likely to strike pregnant women than other adults and is more common among pregnant women than in the general population. Immunosuppression and loss of acquired immunity to malaria during pregnancy are possible causes of this (3).
· Anaemia during pregnancy determines a higher risk to severe symptoms of malaria.

· Women with both HIV and malaria are especially vulnerable to severe anaemia and adverse birth outcomes (6).

· Adolescent girls in some regions are particularly vulnerable to malaria, due to young people’s lack of acquired immunity to malaria, and the lack of malaria immunity acquired during one’s first pregnancy (6,7).

People living with HIV are more likely to catch malaria because of their immune deficiency. Globally, the percentage of women among people living with HIV has remained stable at 50% for several years. However, among young people in Africa, prevalence tends to be notably higher among females than among males (9).

The immunosuppression associated with anaemia is in theory a risk factor for malaria in all groups. Males have been found to have a greater risk of anaemia in infancy (10, 11, 12), while women are at generally higher risk of iron-deficiency anaemia than men (13).


	Sleeping patterns (outdoors or indoors): men may be more likely to sleep outdoors than women, where they are less likely to use insecticide-treated bed nets. In addition, gender norms determine that boys are more likely to stay outdoors at night than girls, which increases their exposure to mosquito bites (2).

Dress codes determined by gender norms may affect skin exposure. Men who work in forests while shirtless and in shorts are more likely to be bitten by mosquitoes and suffer malaria than women who wear clothing completely covering their bodies (2).

Due to the gender-based division of labour, patterns of occupational exposure differ between women and men. Men may be more likely to engage in manual labour in forests, mines or fields or to travel to higher-risk areas to work (6). In Southeast Asia, for example, high-risk groups are those who work in forestry, agriculture and mining (8). Women’s outdoor activities, such as cooking, washing clothes or fetching water from areas with a high presence of mosquitoes during peak biting time, can put women at risk. Women may also rise early before sunrise to begin their daily chores (6).

Masculinity norms prevent men in some settings from paying attention to preventive measures such as bed nets.

In cases where a household only has one bed net, priority may be given to men, seen as breadwinners of the family, or to those seen as vulnerable, such as young children. If young children traditionally sleep with their mothers, both women and children may be protected by joint use of bed nets (14). In some settings, studies have found no evidence of gender difference in the use of bed nets by young children (14,15).

In Nigeria, a study found that, if the household head was male, the household was more likely to own an insecticide-treated net. The gender reasons for this are unclear (15).

In polygamous families, the favourite wife may receive protection, as she sleeps under the net in the same bed with her husband. The remaining wives and other family members may not receive this protection.

In many contexts, men and boys have priority for receiving food within the household. Women have lower average nutritional status than men, which can lead to a greater risk of infection, including malaria (2).

Community-based prevention programmes are often less effective in areas where social norms prevent women from attending community events.
	Vulnerable groups such as migrant workers, women and children who are displaced or under emergency situations may face more constraints on accessing resources. Food aid may be distributed to household heads, primarily men, and therefore marginalize women. This may lead to lower nutritional status among some women and greater risk of infection, including malaria. Women may be at increased risk of sexual, domestic and other forms of gender-based violence in post-conflict or post-disaster situations. This can increase women’s isolation, restricted mobility, and lack of access to information and relief services (4,5).

Gender-based division of labour may lead to different patterns of exposure. In some settings, men work in outdoor activities and have to walk long distances. They may thus not have time to access information on preventing malaria.

Women, due to their work and care burden, may not have time to access information on preventing malaria.

Women often have less education and literacy than men do and thus less access to information materials on malaria risk factors, prevention and symptoms.

In Kenya, evidence indicates that men are more likely than women to adhere to the belief that malaria is contracted from eating mangoes or raw food. The reasons for this are unclear (16). Beliefs such as these may hamper the prevention efforts of public health professionals.

A lack of control over finances can mean that women are unable to give priority to preventive measures. For example, a study in Benin found that women were more likely than men to give priority to purchasing and using bed nets but could only do so when they had control over income (6).

Gender norms can prevent women from establishing a large social network. This may lead to less access to information on malaria and its prevention (2). A study in Bangladesh found that lower socioeconomic groups tended to list neighbours and relatives as their source of information on malaria, especially women (17).

	Access and use of health services
	Pregnant women may have difficulty walking long distances to access care. Disabled men and women and older men and women may also have difficulty in this regard.

	Women may be more likely than men to delay seeking treatment for malaria, or not seek treatment at all because of a high household labour burden (lack of time) (2). Gender roles stipulating women’s responsibility for child care, for example, may lead to an inability to use services when children are in need of care at home. Indeed, the prevalence of malaria is often reported to be higher among men than women (2,8,20–22), but in some areas this may be due to women’s lower likelihood of seeking treatment (2).

One’s distance from health services may have gendered implications for care-seeking. Men in Papua New Guinea, for example, were more likely than women to be deterred by distance and the need to walk to health facilities (6). In addition, typical occupations for men may be located far from care. On the other hand, sociocultural beliefs or religious barriers may dictate women’s restricted mobility and affect the utilization of health services.

The national or local security situation may affect women and men differently. Men may fear shooting or kidnapping, and women may face the additional fear of sexual violence. This can affect mobility and thus access to health services.

Lack of social support implies a difference in access for women. Due to the caregiving and childbearing roles attributed to women, the lack of social support may imply that they do not have time to access the health sector for themselves.


	Men, in many contexts, have the means to seek health care and control decision-making and finances. Thus, they may be more able than women to seek and pay for treatment or to do so quickly. Women may be forced to delay seeking treatment or seek lower-quality, less expensive services for themselves or their children in situations in which men do not provide the resources to obtain standard treatment (18,19).

Women tend to have less access to or control over the resources of education, finances, transport, time and information than men. For example, women may need to be accompanied by a male relative when leaving the house to seek health care, or women may not have control over the household’s means of transport.

Inadequate resources within the household to meet the health care needs of the family can result in priorities being set for care. For example, household resources may preferentially be allocated to the health care needs of boys, men, young children or mothers carrying male fetuses.

A study in India found that, in a situation in which an entire community had little access to adequate formal health services, men were still in a better position to access treatment because of their greater control over monetary resources and decision-making power. Men were better cared for and were able to rest more than women after contracting malaria. Thus, malaria tended not to affect men as severely as it did women. In addition, women were blamed by their husbands and marital families for refraining from household duties when sick and for using household money for their care (23).
In some settings, only men are allowed in social centres, which may increase their access to health-related information. The benefits of health information may not reach women in such cases.

	Health-seeking behaviour


	Malaria may be asymptomatic during pregnancy, causing women to not seek health services.

Pregnant women may not differentiate signs of malaria from those of pregnancy.

Pregnancy complications may make women not attend clinics.

Menstruation and childbirth may delay treatment-seeking, as women may face mobility constraints dues to social customs on moving about the community during menstruation and pregnancy.

No known biological factor affects health-seeking behaviour for malaria in men.


	Many men and boys endure discomfort longer than do women and girls, and this delays reporting.

In some areas, girls may not receive as much care within the family as boys.

Women, as primary caregivers of children, may be more likely to recognize illness and seek care for their children than men. Gender norms may also lead mothers to give priority to the health of their children and other family members above their own.

A husband or other household members may limit women’s mobility and autonomy concerning their health care. Decision-making processes in the household, such as to seek allopathic health care or traditional healing, may be dominated by men or mothers-in-law.

Gender norms and social constraints on women’s behaviour may prevent women from seeking care from male health workers.

Women have more chores and often less time to seek health services for themselves.

Women who go out at night or alone to seek treatment may be vulnerable to sexual violence or the fear of it.

Information for pregnant woman is available at antenatal care centres. However, less information is available at these centres for men and for non-pregnant women.

People with less education may not have much knowledge about malaria. This often leads to poor perception or fear of certain interventions. Women tend to receive less education than men and may thus be more vulnerable in this regard.
	Boys and men usually have more access to education and are more literate and thus more likely to knowledge about illness symptoms, the availability of free medication and the importance of prompt treatment (17,18).

Men and boys may have more access to transport or be more mobile as a result of gender norms encouraging males to travel and move about more freely than females.

Women are marginalized in formal employment and therefore receive lower incomes. This may lead to less access to resources that could finance health care. Likewise, women usually control fewer financial resources to pay for care.

Women may need to ask men of the household for permission to spend money on health care, and this may delay or prevent care-seeking (18,19).

Boys may be given priority over girls for receiving resources to seek care.

Women often have less time to seek health care. In contrast, men may be more likely to work in the formal sector during the working hours of health centres. Thus, their ability to visit health centres may be restricted.

Traditional healers often offer lower-cost services than allopathic practitioners and may therefore be frequented by the poor, both women and men. However, the fact that women often have less access to resources than men may lead women to attend traditional healers more often. A study in Bangladesh found that women were less likely to seek treatment for fever and less likely to seek care from an allopathic practitioner (17).

	Treatment options
	Traditional exclusion of women from vaccine trials could result in vaccines with unforeseen side effects in women. In addition, antimalarial testing protocol focuses on healthy men. Thus, important side effects or interactions in women may remain unknown.

In some areas, participating in clinical trials may be a source of otherwise unavailable health care free of charge. In these cases, excluding women from trials prevents women’s access to free health services.

Pregnant women have better access to antenatal care and therefore the access to malaria management offered in antenatal care.
Antimalarial drugs have shown lower efficacy among people living with HIV than other people. Among young people in Africa, the HIV prevalence tends to be notably higher among females than males (9), and men who have sex with men are a high-risk group in many regions (24).

Malaria is more difficult to diagnose among people living with HIV.
	Some health workers are reluctant to give medication to pregnant women because of pregnancy; some pregnant women are reluctant to take medication for the same reason.

Due to gender roles giving women primary responsibility for childrearing, women may visit health centres often because their children are ill. This may increase women’s own interactions with health services and result in more prompt care or more preventive care for themselves.

Traditions, such as the idea that pregnant women should not eat anything bitter, including some antimalarial medications (2,25), or fever among females seen as related to the supernatural, may lead to poor health seeking or rejection of certain treatments.
	Men may largely control resources to buy nets, medication and transport to health centres.

A lack of adequate funds may force poor individuals to visit traditional, unofficial or village-level healers. Women may be most vulnerable to the lack of funds, leading to decreased accessibility to formal or standard care.

Women may have more difficulty paying for a full course of treatment for themselves or their children due to lack of control over finances. In cases of poverty, norms stipulating that mothers should selflessly care for their families may lead women to give priority to a child’s or husband’s treatment above her own.

Environmental factors may play a role. For example, a study in Côte d’Ivoire found that the presence or absence of irrigation in several farming communities affected the types of crops residents grow and the control women and men exercise over family food stores. Women in irrigated villages had an increased workload, more control over the family food supplies and less access to disposable income. This affected the treatments sought and the speed with which treatments were sought. In communities using irrigation in their farming, women’s reduced disposable income meant that men tended to have greater control over malaria treatment-seeking for children (26).
When health care is too expensive for families or communities, medication meant for a single person may be shared among two or more people, treatments may not be completed and male children and heads of households may receive priority for access to household finances for treatment.

Women are usually responsible for maintaining insecticide-treated bed nets, but lack of control over money may hamper this, as they may not have the funds to buy insecticide for re-treatment (6).

Women may lack decision-making power to access preventive treatment.

	Experiences in health care settings
	
	Health care staff may not be sensitive to the effects of gender inequality on disease, such as women’s relative lack of education, leading to poor knowledge about disease; women’s lack of time due to a high household labour burden; or women’s lack of decision-making power. For example, health workers may blame women for delaying treatment-seeking without acknowledging women’s lack of decision-making power at home (2).

Health care providers may not have adequate time or motivation to deal with miscommunication problems. Minority ethnic groups in particular may face language and cultural barriers if they do not speak the region’s official language as their mother tongue. Among minority ethnic groups, women’s lower levels of education and relative lack of mobility compared with men can lead to less ability in the region’s official language and less interaction and familiarity with the majority culture.

In some areas, women may receive incomplete or inferior treatment from health care providers due to gender discrimination and the inferior social status of women. This may be the case in settings in which health services have inadequate resources to meet everyone’s needs and men are therefore given priority. Unmarried or adolescent pregnant women may be particularly likely to face stigma or incomplete or inferior treatment from providers due to discrimination, even if this is unintentional.

Women may prefer to consult a female health care provider, and men may prefer male health care providers. In this case, the distribution of men and women among health care professionals will determine whether men and women have easy access to their preferred type of care.

Some health providers may dismiss malaria symptoms as merely pregnancy complaints and therefore inadequately investigate the symptoms.

In the United Republic of Tanzania, some evidence indicates that malaria treatment practices differ by the sex of the clinician (28).
	Facilities may not be adequate to diagnose malaria (personnel, equipment, testing materials and availability of drugs), a factor that may equally affect men and women.

Men are generally more often able to buy better health services (when they are available).

People who are uninformed, poor or illiterate may find using health services to be an alienating or fearful process. Women tend to be more likely to fall into these categories than men (6,27).


	Health and social outcomes and consequences
	Outcomes and consequences related to pregnancy include the following.

· Complications of pregnancy, anaemia and premature labour.

· Malaria during pregnancy can impair the growth and survival of the foetus (2).
· Pregnancy may complicate the course of disease, with risks for both the woman and her child, regardless of the child’s sex.

· More maternal death and morbidity.

· Severe symptoms in pregnant women progress faster.

People living with HIV are more likely to get malaria. This further depresses the immune system and increases the risk of other infections. Among young people in Africa, prevalence tends to be notably higher among females than males (9), and men who have sex with men are a high-risk group in many regions (24).


	A study in India showed that malaria mortality was lower among males than among females. In areas with strong son preference, boys may fare better than girls.

When one or several family members contract malaria, women may be overburdened by the responsibility of caring for sick people.

Those who are more inclined to abandon treatment, due to a lack of resources to buy medication or to giving priority to other people’s treatment above their own, may face the following consequences.

· Illness lasts longer.

· The risk of death or developing disabilities increases.

Women may be less likely to complete  treatment due to resource and other constraints or may be burdened with the care of other family members who do not complete treatment.

Time constraints for women cause delays in accessing health services and hence slower recovery.

If the outcome is the death or illness of a male head of household, there is a lack of breadwinner and carer. Women may then be subject to cultural practices such as wife inheritance. If the outcome is the death or disability of a woman, children and family may be left without a household carer or the family may lose the secondary income women bring to the family.

Loss of a mother and father significantly affects children and the extended family.

If there is conflict within the household regarding a child’s health care, women can risk being blamed for poor health outcomes if they decide to go against the wishes of more powerful members of the family (19).
	Women may be taken advantage of (sexually) because they cannot pay.

Men are more likely to get proper treatment and recover faster because they have more resources at their disposal.

A worsening economic situation and lack of access to money reduces productivity, which leads to more poverty, a longer illness cycle and negative socioeconomic effects for families.

Lack of resources leads to non-compliance with drug regimens, which could lead to resistance, lower dosing, sharing pills and finishing treatment early.
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�	Extracted from the Manual: Gender mainstreaming for health managers: a practical approach. Department of Gender, Women and Health, World Health Organization. Geneva 2010 and adapted  from “The Gender Analysis Matrix for malaria – an example” in A guide to gender and malaria resources (1) as the purpose is to build from the workshop output. Thus, all statements without clear citations are adapted from the guide. 
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