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3Module Integrating gender in programs,
projects and policies

1.  Introduction to Module 3
2.  A Framework for Assessing Policies and Programs Related to Genders
3.  Program Cycle with a Gender Perspective
4.  Gender Sensitive Indicators
5.  Gender Analysis in a health program, project, or policy
6.  Change Agents for change 
7.  Building the Bridge between the workshop and our work
8.  Conclusion of Module 3
9.  Module 3 References



Facilitator:

Introductory notes: 
In this module, we apply the results of a gender analysis to health projects or program in PAHO/WHO
or at national levels. This analysis facilitates the promotion of equitable health programs and projects.
In order to do this, key concepts relating to gender and program/project development need to be 
understood and applied. This module begins by explaining these concepts, which are then applied to a
health program/project planning cycle. Once again, participants are given the opportunity to apply
this learning using a planning tool for including the gender programming cycle.

TRANSITION TO NEXT SLIDE

Now that we are comfortable with the components of a gender analysis, let’s look at how we can apply
the results to our work. 

Facilitator:

Go over the objectives in slide and POINT OUT: 

• This module is designed to build the capacity of health worker to apply gender analysis in program-
ming efforts.  

• Important gender and health concepts for including a gender perspective in policies and programs 
are outlined and the gender analysis matrix and their application are introduced and practiced. 

• Gender analysis and interventions should be applied at different levels. In module 2, we practiced gender 
analysis and looked at some examples of how results of this analysis can help to produce improved outcomes 
from health interventions. In Module 3, we examine the issue more broadly, in relation to developing 
programs and projects. In other words, we look at how to achieve those improved outcomes we saw 
briefly in Module 2.

• In Module 3, we also look at ways of assessing existing programs or projects so that during the 
panning, implementation, and evaluation cycle, we can insert gender considerations and, ultimately, 
improve the outcomes. Simply put, we are attempting to ensure that interventions take into account 
potential health inequities that may arise from gender differences or gender-based inequalities.
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Tips for facilitators
The learning outcomes of this session apply the concepts learned in Module 1 to specific health issues.
In doing so, we need to explore the following: 

1. The implications of different norms, roles, responsibilities and status of women and men within the 
community where the project or program is being implemented. We learned about these in Module 
1 and applied them in the gender analysis of Module 2. We can see how important these concepts
and issues are as we refer to them frequently. They form the basis of the majority of gender work – in
health and in other sectors as well.  

2. How a program, project or policy could accommodate these different roles – either through developing
a new initiative, or in adapting an existing one.

3. The potential of the program, project or policy to improve the status of vulnerable groups of women 
and how the initiative will affect women and men in the long-term. This is about how the roles and 
norms for men and women may be changed in order to achieve better health outcomes for both 
(gender transformation). 

4. The actual and possible contributions of men and women to the program or project.
5. The ways in which we can assess that the program or project is actually addressing gender issues 
through monitoring, evaluation, process and outcome indicators.  

CONCLUDE by stating that this Module equips you with additional knowledge and tools to assist you
in integrating gender into your work
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TIME: 30 minutes

Facilitator:

The aim is to understand the concepts and a framework for assessing and categorizing gender in policies
and programs. 

Facilitator Discuss: 
• Often, we hear words such as “gender blind”, “gender-sensitive” and more recently we have been 
hearing “gender-transformative”. We need to aim for gender-sensitive and ultimately gender-trans-
formative programs, projects and policies, as they actually do something about harmful gender norms.  

• Gender and policy analysts have developed a useful framework to assess and address gender in 
policy and program development to ensure both sensitivity and transformation.  

• These include approaches which range from ignoring gender, to trying to work within the limits 
imposed by gender norms, to outright challenging and changing these norms and roles. 

• Over time a common language and continuum or framework has been developed for describing these 
approaches. These are: (a) Gender-blind/neutral; (b) gender-aware/sensitive; and (c) gender-trans-
formative (we have condensed these from the WHO Model).

These terms will now be further explained. 
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Facilitator:

EXPLAIN and define the concept/category using the slide and give the following examples of Gender
Blind or Neutral Policies and Programs: 

• A national tobacco control policy is developed by a group of experts without considering the 
reasons that men and women smoke and without basing their decisions on consultations with men 
and women they are targeting, or from data that is sex-disaggregated. It is a “one size fits all” 
policy. ASK participants, Can you think of another example of a gender blind or neutral health program?

• A Community-based AIDS care program says that the health care system cannot take responsibility 
for caring for people with AIDS, so home-based care must be instituted. No effort is made to find ways 
of involving men in home-based care. So, however unintentionally, the program puts the burden of 
care on women. ASK participants, Can you think of another example of a gender blind or neutral 
health program?
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Facilitator:

EXPLAIN the concept using the slides and give the following examples of gender aware and gender
specific policies and programs:

• Water supply policy establishes a mechanism to provide taps close to villages so that women will not 
have to walk as far to fetch water.

• Occupational health policy that protects women from working in places hazardous to the reproduc-
tive health. However, the policy may also not be gender-sensitive if it does not take into account 
damage to male reproductive functions from similar or other workplace exposures, and offer them 
protection as well. 

Facilitator:

In between the examples, ask participants to provide examples from their context. Try and limit to two
examples per type of programme or policy in the interests of time. 

More examples: 
• Workplace provides a child care facility for women with babies. 
• Creation of separate examination areas in health facilities for men and for women to ensure privacy 
and comfort of patients.

• Organization of community participation events around the schedules of women and men and 
having these events in spaces where both women and men can attend.
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Facilitator:

EXPLAIN the concept using the slides and gives the following examples of gender transformative policies,
programs and projects:

• A land policy removes restrictions on women’s right to inherit land.
• An information, education and communication (IEC) program advocates for women and men about 
mutual respect and equal rights in sexual decision-making, as a means of promoting safer sex 
practices and helps both sexes empower themselves to be able to make better decisions.

• A co-educational youth club is established to promote physical activity among male and female youth.

REMINDER: in between the examples, ask participants to provide examples from their context. 
ASK Are you aware of some gender transformative programs, projects and policies in your region? If
so what are the learning from them? Try and limit to two examples per type of programme or policy
in the interests of time. See handout 3.01: Example of gender sensitive and transformative programs

Tips for facilitator
When discussing gender transformative strategies, emphasize that these strategies may be the most 
effective in addressing the harmful effects of gender norms on health outcomes for men and women.
However, this type of strategy is often the most difficult to achieve, as it involves a direct re-negotiation
of gender norms and roles.  As we saw in Module 1 – and hopefully throughout the workshop, these
traditional norms and roles are often perceived as normal, or obligatory due to socio-cultural rules.
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Handout 3.01:  Examples of gender sensitive and transformative programs

GENDER SENSITIVE REPRODUCTIVE HEALTH PROGRAMS
A panel of international experts formed by the USAID defined gender-sensitive reproductive health
programs as those that “actively involve women and men in prioritizing their own reproductive health
needs, concerns and reproductive health intentions.”

A USAID Gender Working Group subcommittee on program implementation identified a number of
features of gender sensitive reproductive health programs including:

• Involve women and men in identifying, prioritizing and resolving their own RH needs
• In their design, include a participatory process (e.g. focus groups) to identify community needs
• Provide a broad range of services and interventions that meet women’s and men’s reproductive needs
• Involve women’s partners & promote male responsibilities
• Address sexual health and needs for sex education 
• Address domestic violence, physical and emotional abuse, and the threat of abandonment
• Address social, economic and physical barriers to access for women and men
• Recognize how gender affects male/female relationships and existing inequities 

Source: www.fhi.org/en/fp/fppubs/network/v18-4/nt1846a.html

GENDER TRANSFORMATIVE PROGRAM
PROJECT EXAMPLE: Involving Men in Reproductive Health Issues and Programs– an easily accessible
workplace project that would aim to understand men’s Reproductive Health needs, provide them with
relevant information and treat them as potential users of Family Planning services. Such interventions
“create opportunities for men to support their partner’s family planning (FP)/reproductive health (RH)
goals”; increase men’s access to RH services as they are geared to both men’s and women’s needs; 
increase men’s awareness of Sexually Transmitted Infections and HIV/AIDS; and increase contraceptive
access for couples who want male methods (e.g. condoms). an easily accessible workplace project that
would aim to understand men’s Reproductive Health needs, provide them with relevant information and
treat them as potential users of Family Planning services.

Source: Interagency Gender Working Group, Exploring Gender Perspectives in Population and Health
Programs: Workshop Findings and Recommendations, July 2002 
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Facilitator:

Conclude this section by highlighting:  

1.Gender sensitive strategies acknowledge the different norms and roles for women and men, and their
impact on, access to, and control over resources. Such interventions make it easier for women and 
men to fulfil duties that are ascribed to their gender roles and that might impair their ability to 
access health care.  A gender sensitive strategy, however does not attempt to reduce the root causes 
of gender inequality.

2.Gender transformative strategies require shifts in current power relationships and not only among 
women and men, but also among decision-makers.  They require that local populations participate 
actively in policy and program development to maximize benefit and sustainable outcomes. Many 
decision-makers are not used to this. As we saw in Module 1, gender mainstreaming is about changing
the process of who and what types of information inform decisions and how we do our work differently
based on this.

3. Fully implementing gender transformative strategies is an important goal of gender mainstreaming 
– and is best conceived of in the long term. In order for them to be successful, they need to be com-
plemented by gender specific short and mid term strategies.

CONCLUDE:We should aim for gender-sensitive and gender-transformative strategies, according to the
context we are in and the resources we have to use for the program or project.  The two strategies are
complementary; or rather represent progressive stages.  

The ideal is a gender aware/sensitive or transformative program, project or policy.
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Facilitator:

NOTE

So we speak the same language, let’s agree on what a program or project is:

• A project is a time-limited initiative that focuses on a limited intervention and that has a beginning 
and end.

• A program has broader aims, is on-going and continuous. 
• REVIEW a typical project/program planning cycle. Walk participants through the phases in the slide 
above (e.g. 1) Situation Analysis; 2) Planning ... 7) Evaluate Impact. 

Facilitator:

REFER to handout 3-02: Entry points for gender in Program/Project Development. 

• Ideally, a gender perspective should be integrated into all phases of program, project and policy 
development, beginning with the situation analysis phase, however a gender perspective may be 
included at any stage to fine-tune and enhance an existing program or project.

• A program or policy that is gender neutral or gender blind, does not have to be terminated or 
discarded.  Throughout the program cycle, gender issues can be integrated to address gaps.

• It is also important to remember that decisions to include or exclude a gender perspective are not always
made under ideal circumstances; and may exclude gender due to multiple factors (i.e., time and 
resources to consult all stakeholders). It is the role of gender and health advocates to enhance 
understanding and facilitate the inclusion of a gender perspective through dialogue and collaboration.

Program Cycle with a Gender Perspective
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Handout 3.02: Entry points for Gender in Program/Project Development

Source: Adapted from WHO/MSD/MDP/00.17
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Facilitator:

NOTE

Gender sensitive indicators are a key component for carrying out a situation analysis and for evidence
based programming. They also measure progress towards more equitable health programs and impacts.

Indicator: Is a pointer, that can be a measurement, a number, a fact, an opinion or perception that points
at a specific condition or situation, and measures changes in that condition over time. Indicators 
provide a close look at the results of initiatives and actions.” (CIDA, 1997, Guide to Gender Sensitive
Indicators)

Indicators may be qualitative (e.g.; perceptions of m, w, b and girls obtained through methods such as
in-depth interviews and focus groups) or quantitative (obtained through surveys and based on statistics).

Gender Sensitive Indicators: Their usefulness lies in their ability to point to changes in the status and
roles of women and men over time, and therefore to measure whether gender equity is being achieved.” 
(Ibid)

• Gender-sensitive indicators can be constructed based on the following: 
• Female share of a total (when it is evident that the total comprises the female  and male share): 
50% indicates gender equality

• Ratio between a female and a male characteristic: 1 indicates gender equality

Gender Sensitive Inidicators
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Facilitator:

REFER to handout 3.03 “Criteria for gender sensitive indicator.” Quickly review these criteria. 

CONCLUDE: The major limitation to gender-sensitive indicators is that they usually say very little
about why gender relations have been shaped and how these have changed. Thus, indicators should
be complemented by gender analysis with questions to examine the social relations between women
and men and the social structures that reinforce gender inequality and inequity that affect health. 

Resources on Gender Indicators:

• Handout 3.04 “Suggested process indicators for gender mainstreaming”
• “Engendering health statistics: contributing to reducing gender inequities in health” basic indicators 
to analyze gender equity in health”

• “Gender, Health, and Development in the Americas. Basic Indicators 2007”

Handout 3.03:  Criteria for Gender-Sensitive Indicators

Some criteria for selecting developing gender-sensitive indicators:
• Conceptual relevance: Indicators should point to conditions or determinants of health that impact 
upon gender equity.  

• Comparison to a norm: Gender-sensitive indicators should involve comparison to a norm - i.e., 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 on the status of women.

• Disaggregation: Data should be disaggregated by sex. Where possible, data should also be disaggre-
gated by age, socio-economic status, region of origin with the time period, geographical coverage and 
data sources all properly noted. As women’s health status varies by ethnic and racial group, data 
should also be disaggregated along these lines.

• Ease of access: Data should be easy to use and understand; indicators should be described in easily 
understandable language and developed at a relevant level of the institutional capacities of the country
at hand. A vaguely defined indicator will be open to interpretation.

• Scope of availability: Indicators should be available for the entire country.
• Reliability: Data should be relatively reliable and the user should be informed how the indicators were 
constructed.

•Measurability: Indicators must be about something 'measurable'. Concepts such as 'women's 
empowerment' may be difficult to define and measure. Proxy indicators, i.e., greater choice for 
women in accessing health care (a component of women’s empowerment), should be used in place 
of less precise concepts.

• Time frames: Gender-sensitive indicators should be reliable enough to use as a time series. The time 
span of the indicator should be stated clearly.

• International comparability: Gender-sensitive indicators should be collected using internationally 
accepted definitions in order to allow for international comparison.

•Measuring impact: The indicator should measure the outcome of a situation, where possible.
• Participatory development: Indicators should be used and developed in a participatory process, 
involving input from all stakeholders

• The number chosen should be small: Gender-sensitive indicators should avoid 'over-aggregation': 
designing composite indices based on aggregation and weighting may obscure important informa-
tion and value judgements. Where composite indices are devised, value assumptions of selection and 
weighting must be made explicit and the disaggregated components should be readily available.
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Handout 3.04:  Suggested process indicators for Gender Mainstreaming

Suggested Gender Mainstreaming Indicators What does this Indicator tell us?

Proportion of staff, by sex and grade having ever
attended a Gender Training Module or session.

This indicator tells us to what extent existing
staff is, at least, gender aware.

Proportion of new staff, by sex and grade having
attended a Gender Training Module or session.

This indicator gives us an idea of the exposure 
of new staff to gender issues in health through
Gender Training Modules.

Number of consultations (meetings, teleconfer-
ence, documentary analysis) for gender issues.

This indicator tracks departmental initiatives to
mainstream gender into work.

Proportion of senior level staff, by sex and grade
who have “knowledge of gender issues” included
in their terms of reference.

This indicator tells us to what extent those in 
decision-making positions are expected to 
consider gender.

Proportion of technical work, programmes and re-
search from identified AoW that address gender issues. 

This indicator monitors attention to gender in
WHO/MoH initiatives.

Proportion of priority AoW that include gender
issues.

This indicator tells us to what extent gender is
being mainstreamed into priority programmes.

Proportion of research activities that include sex,
or gender “stratifiers”, as variables of analysis.

This indicator reflects the extent to which gender
is considered in departmental/Ministerial work.

Number of publications produced that highlight
how women and men are differentially affected
by the given condition. 

Idem.

Proportion of dissemination activities, advocacy
work based on analyses using sex-disaggregated
data or gender “stratifiers”*.

Idem.

Percentage of budget allocated towards gender
issues.

This indicator demonstrates, perhaps, the most
concrete form of evidence that gender is being
considered seriously at the highest levels.

Percentage of planned versus actual costs allocated
towards increasing gender skills of the depart-
ment/Ministry.

This indicator is more precise than the above and
accounts for planned costs.

Percentage of panned versus actual cost 
allocated towards incorporating gender into 
departmental/Ministerial work.

Idem.

* That is to say, those indicators that allow for gender analysis. For example, sex and age, ethnicity, region of residence, level of education, employment status, ect.
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TIME: 60 minutes

Facilitator:

ACTIVITY: Applying the Gender Analysis Matrix for programmes, projects or polices.

PREPARATION: REFER TO handouts that follow this section
Handout 3.05: Gender Analysis Matrix for existing programs, project or policies
Handout 3.06: Explanations of concepts used in Gender Analysis Matrix
Handout 3.07: Applying the Gender Analysis Matrix tool in a malaria prevention and intervention

Facilitator:

Step 1: EXPLAIN the matrix in the slide organizes the concepts we have discussed earlier and cate-
gorizes both programmatic areas and gender issues. This combination will help implement 
gender sensitive programs and projects. 

Step 2: REFER to handout 3.06 “Explanations of concepts used in Gender Analysis Matrix” and 
quickly review program areas to familiarize participants.

Step 3: REFER to handout 3.07 “Applying the Gender analysis Matrix tool in a malaria prevention
and intervention” and go through the matrix for one or two program cycle areas, so partici-
pants gain understanding of the process.  

Step 4: ACTIVITY: applying Gender Analysis Matrix for planning (TIME 30 minutes)
Break into two or three groups and assign each group the case study of HIV in Belize, of 
which we have seen the data in Module 2. (Handout 3.08) 

Instead of the HIV case study, participants could use theme they analyzed in module 2

Gender Analysis in a health program, project, or policy
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Facilitator:

NOTE

• The aim of this activity is for you to become familiar with using the Gender Analysis Matrix for 
planning a project or a program. The Planning Matrix can be found in Handout 3.05. “Analysis”.

• READ over the Belize case study and based on this information design a project or program that 
addresses the HIV situation in Belize. Include key activities for each area of the matrix, indicating if
these are gender sensitive or transformative.

• You may use the malaria example to guide you. 
• REMEMBER: ideally most programs should combine activities that are gender sensitive/responsive, 
with ones that are transformative. You should aim to avoid activities that are gender neutral or blind.

• Use indicators whenever possible
• Use a flipchart and designate a reporter to record your contributions. 

Step 5: After 30 minutes each group takes 5 minutes to highlight their activities
POINT OUT the common activities that are transformative. 

Facilitator:

In addressing gender differences and discrimination in a health intervention, gender issues can be
raised at each phase of the program/project. Even when a program is ongoing, gender analysis will help
you to re-plan and integrate new and emerging gender considerations based on feedback from moni-
toring and evaluation. 

When planning a program or project it is not necessary to use the matrix format, but it is useful to bear
key questions in mind when planning new or revising existing programs. Your packets include a checklist
for this purpose. 
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Handout 3.05: Gender Analysis Matrix for existing programs, projects or policies

Area of Work Gender
Blind/Neutral

Gender 
Aware/Sensitive/
Responsive

Gender
Transforma-

tive

Variable to consider for
the analysis

Situation
Analysis

Use multiple sources of
data for the evidence
Explore gender specific
needs
Disaggregate data by sex

Scope, design
and planning-
formulation
(including 
vision and
goal)

Use explicit statements to
address gender
Use gender specific actions
Stakeholder participation
in design 
Scope to show gender/sex
differences

Resources 
mobilization

Need $ for gender 
issues–political will 
Communication and 
stakeholder support

Implementation Easier if better planned 
Both sex involvement 
Pertinent data collection

Monitoring Use gender-sensitive 
indicators

Impact 
Evaluation

Review success in mitigat-
ing gender imbalance
Have process and impact
indicators

(Re) Planning
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Handout 3.06: Explanations of concepts used in Gender Analysis Matrix

Phases in
Program/Project Cycle

Explanation and tips to integrate gender 

Local situation 
analysis 

Local situation analysis 
The term local situation analysis relates to activities that help to define 
the health needs and problems of the program’s target group. This is done to
capture a true picture of the health needs and problems and forms a starting
point to develop effective interventions. A gender analysis should be part of
the assessment of the local context. This is achieved by integrating gender
specific needs which help to pinpoint gender issues that need to be addressed.
Such information is useful for planning, re-planning, implementation and
monitoring and evaluation.

It is crucial that you have access to, and use, the right kind of informa-
tion to ensure that you can adequately address gender in a situation
analysis. This entails adequate data (i.e., disaggregated by sex), using
multiple sources of data and information (i.e., quantitative, qualitative,
NGO reports, etc) and consulting women and men in the area that are 
to benefit directly from your project, program or policy (i.e. through 
in-depth interviews, focus groups, etc). 

Planning and
project/program 
formulation including
scope, vision and goal

Planning 
The planning process should be participatory and based on the best
available evidence. It should take into consideration the different needs
of women and men, girls and boys the program/project wants to engage
(e.g. data gathered during the local situation analysis). The program/pro-
ject should attempt to build on the assets (e.g. human, financial, infra-
structure) and capacities (e.g. individual, community, organizational) to
improve the health of m and w, g and boys.

Program/project vision, goals and principles
When developing or reviewing the goals/vision of the program/ project
ensure that:
• There is an explicit statement on its intentions to address gender issues 
which are gender sensitive and/or gender-transformative.

• The intentions should relate to the program/project vision, goals, or 
principles with concrete actions identified. 

• The program design must actively promote gender equality, and must 
be appropriate, given the nature of the program.

Scope 
• The scope should include stakeholder participation in the design, 
monitoring, and evaluation of the project and mechanisms envisioned 
to ensure the equal participation of women. 

• The scope reflects the ways sex and/or gender differences will be taken 
into account in the programme - regarding norms, values, roles and 
behaviours, biological differences between men and women, access to 
and control over resources.  
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Handout 3.06: (continued)

Phases in
Program/Project Cycle

Explanation and tips to integrate gender 

Resource mobilization • Resources include people, materials and money including time. There 
needs to be an understanding of available and unavailable resources to 
carry out the work on gender. This requires political support to access 
required resources.

• Community support and mobilization are also important: Finding 
people who can support the work is important.  For example, if the 
activities on gender require a lot of input from the community, as in 
malaria, HIV and TB programmes, community support and commit-
ment can facilitate resource mobilization for the program or project by 
generating donor interest and establishing realistic outputs.  

• Stakeholders should be brought on board to understand and support 
gender initiatives. Such consultations and dialogue can raise awareness 
about the importance of including gender work, and elicit additional 
financial support to carry out gender related activities. 

Implementation • The inclusion of gender issues is easier during the implementation 
phase if the gender analysis findings (i.e. different needs of men and 
women, boys and girls) are clear and specific.  

• It is important to also consider the manner of implementation and 
methods used. For example, are men and women both involved in the 
project, program or policy on an equal basis?  If qualitative data 
collection is involved, has adequate attention been paid to the life 
circumstances and gender roles and norms for women and men in that 
specific community that will facilitate their participation and reduce 
the risk of harm to them?  

• Address gender-sensitive health outcome indicators. See additional 
resources in this manual for further information. 

Monitoring • Monitoring provides continuous feedback during program/project 
implementation on whether gender integration in a specific health 
problem or condition is on course or requires redefining. Specific 
instruments or forms need to be developed for use to collect the 
relevant information. Indicators for monitoring must reflect the 
project’s gender-related impact. Include process indicators to assess 
the progress of gender mainstreaming. See additional tips in Handout 
3-07 in this manual for further information. 
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Handout 3.06: (continued)

Phases in
Program/Project Cycle

Explanation and tips to integrate gender 

Evaluation • Evaluation provides an opportunity to look back at all the work that 
has been done over a period of time, to determine the effectiveness of 
the programme or project. However, the evaluation framework should 
be set up and agreed upon on the “front end” of a project/program.

• The evaluation needs to include problems and successes of the gender 
aspects uncovered in the gender analysis, with recommendations as to 
how this can be improved

• The indicators for the evaluation system should similarly include input 
or process indicators as well as outcome indicators. All such indicators 
must be appropriate and adequate to the task of reflecting the project’s 
gender-related impact.

• Evaluations may also be external – by donors for example. They often 
have their own measures of success to use, many of which include 
gender. 

(Re) planning • Information collected from evaluation should be used to improve the 
health intervention and should shape ongoing and future planning. 
Decisions should include gender related activities to strengthen the 
effectiveness of the program/project. 
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Handout 3.07: Applying the Gender Analysis Matrix tool in a malaria prevention and 
intervention

Programme or
project area

Gender-
blind/neutral

Gender
Aware/sensi-
tive/ specific

Gender- Transformative

Scope, design
and planning
formulation 
(including vision
and goal) 

Design a policy
that aims to 
decrease the 
incidence of
malaria among
the poor. 

Design a policy
to decrease 
incidence 
and negative
outcomes of
malaria during
pregnancy.
Develop 
preventive
measures for
male farmers.
Explore possi-
bilities of
reaching out to
men through
workplace-based
treatment,
malaria 
diagnosis and
treatment 
facilities 

Build women's as well as men's responsi-
bility for malaria prevention and 
treatment.

Include women at all levels in project
planning, advisory committees and in
community meetings, to challenge gender
roles that restrict participation and 
decision power to men only 

Resource 
mobilization 

Raise money for
a malaria inter-
vention without
allocating 
resources for
addressing 
gender issues.

Ensure that funds cover transportation and
time loss costs for volunteers who are
often working without payment. 

Account for the “invisible” work of women
in budgets (i.e., child care) to ensure their
active participation. 

Include costs for participants in the study,
trial, or project for compensation for time
lost from paid work, travel and other 
related fees. 
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Handout 3.07: (continued)

Programme or
project area

Gender-
blind/neutral

Gender Aware/sensitive/
specific

Gender-Transformative

Implementation Increase the
number of bed
nets that are
produced, with-
out addressing
if men and
women have
equal access to
use them. 

Reduce or subsidize the cost
of bed nets and insecticides
to make them more accessi-
ble to women. Use diverse
media to reach both men
and women. Ensure that the
information content corre-
sponds with their different
vulnerabilities and health-
seeking behaviours.

Ensure that programme 
messages on appropriate care
for childhood malaria address
both fathers and mothers,
thereby challenging the stereo-
type that only mothers are 
responsible for the care of
children. 

Monitoring Examine if a
project has 
increased the
use of bed nets
in the poor
population. 

Collect data on the propor-
tion of women and men
who have participated in
community meetings 
regarding introduction of
bed-nets. If their participa-
tion differs, examine if 
gender norms influence the
participation of either sex.
Accommodate gender 
differences to increase the
participation of the under-
represented sex.

Collect, analyse and report
data disaggregated by sex and
age to evaluate a program
aiming to reduce malaria 
in a population. Conduct
workshops with members of
community decision-making
structures to identify potential
gender-related barriers and
ways to address these. 

Evaluation Evaluate an 
increased
household use
of bed nets,
without using
sex disaggre-
gated data. 

Evaluate a decline in inci-
dence of malaria among
pregnant women. 

Give information to key 
stakeholders and leaders on
the consequences of failing to 
address gender issues within
the programme context.

Evaluate the proportion of
women and men, girls and
boys that are utilizing bed-nets
regularly. 



109

Handout 3.08: Case Study HIV in Belize 

HIV is a critical public health issue in Belize, where HIV/AIDS reports from 1986 through 2005 have
indicated that 3,360 individuals live with HIV, and 762 have developed AIDS, in a population of less
than 300,000 . In 2005, HIV/AIDS ranked as the fourth leading cause of death with 2.4% of Belizeans
living with HIV, 37% are women.

The number of newly con-
firmed cases of HIV infec-
tion increased 32% from
2001 to 2005, though the
overall incidence appears to
have peaked in 2003. These
numbers of test result may
not be representation of the
whole population, since
only 3-5% of the population
gets tested.

While there has been a
decline in HIV incidence
for men from 2001-2005,
women account for a
growing number and pro-
portion of newly identi-
fied cases of HIV infection
in Belize. A 52% increase
in the number of positive
test results for women
since 2001. By 2005, the
number of positive results
among women was nearly
the same as men.

The apparent increase in
HIV infection among women may, in some part, be attributable to increased counseling and testing of
women, which increased 60% from 2001-2005.

Women are in contact with health service providers more often, especially during pregnancy.
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Since 2001, the prevalence of HIV/AIDS had increased 20% among Belizeans, which may be attribut-
able to the increase in new HIV infections among women in recent years or to improved access to
HIV/AIDS clinics.

Women’s biological vulnerability to HIV is greater than men’s because of the greater surface area of
delicate vaginal tissue, which is compounded by women’s greater vulnerability to forced sex and 
violence; affecting their ability to negotiate safe, or unwanted sex.

The implications of increasing HIV/AIDS among women are far-reaching, with serious consequences
for themselves, for increasing the risk of transmission from mothers to their newborn or breast-feeding
infants.

Figure 3 shows the average number of new HIV cases and incidence of HIV in Belize by sex and by
age from 2001 to 2005.

As in other parts of the
world, new cases of
HIV have dispropor-
tionately been found
among younger adults.
However, looking at
new cases of HIV by
sex as well as by age
reveals a greater bur-
den of HIV among 
female teens and young
adults compared to
males peers.

Among men, the highest numbers of cases of HIV were found among those ages 25 to 34, while among
women peak number of cases occurred at age 20 to 24. HIV infections were more common among
women than men throughout the 10-24 age range. The risk of HIV appears particulary high for men
aged 40-49, especially for their population size. Note that approximately 85% of new HIV infections
among women occur in the childbearing years (15–49 years).

HIV detected in girls aged 10-14 is a particular concern if transmission is through sexual contact in this
age group. Using this information and local knowledge about whether young girls are sexually active
for economic reasons, or because of coercion, trafficking or some other reason, it is possible to 
develop public health initiatives specific to them.
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Other information for the gender based analysis and Planning
Early initiation of sexual activity and the prevalence of STIs are recognized as major public health con-
cerns relationg to HIV/AIDS in Belize. However, it is important to recognize distinct physical, social,
and psychological vulnerabilities among women, particularly young women. Women, especially young
women are more physiologically susceptical, girls generally reach sexual maturity earlier than boys,
and more often have older partners (e.g. unprotected sex, multiple partners, IDU). Men are more likely
to engage in behaviors and activities that place them at risk of HIV.

Gender roles and power inequalities between men and women limit women’s espcially young women’s
ability to insist on safer sex practices. Women’s greater unemployment, lower income greater likeli-
hood of living in poverty and great marginalization also increase the liklihood that engage in high-
risk activities such as injection drug use, placing them at risk of sexually transmitted infections. Sexual
violence against women places them at risk for acquiring HIV and other STIs.

Questions to consider for Planning

Using the data separated by sex, health planners can ask: Have recent public health and public edu-
cation initiatives contributed to the slightly declining incidence rates for men? Have recent initiatives
been as successful for women?

Are there gender differences in the social stigma associated with HIV/AIDS? What would cause stigma
for men? What would cause stigma for women? How do these factors influence women’s and men’s
willingness to be tested?

Are there gender differences in access to anti-retroviral drugs? As women tend to should greater health
costs, what are the implications for women? Treatment and expanded coverage of treatment improved
considerably in 2004-2006, yet some segments of the population (poorer people) may still experience
barriers to access. Are differences in access among women evident?

What gender relevant impacts may globalization have on HIV/AIDS? Consider trends in exploitation
of women, human trafficking, tourism, migration, and other social changes.

What are the implication of HIV dection in young girls? Are there programs to protect them, as well
as to prevent further transmission to other sexual partners or through pregnancy and birth? For 
instance there is evidence that younger girls are more likely to have sex by force. Many women of 
differenct ages are not able to negotiate protected and unforced sexual relations. Other women are
vulnerable to HIV because they or their husbands have multiple sexual partners.

How can public health and public education initiatives be tailored to address the lives of women and
girls in Belize, including thier responsibilities to family and communit?

What can be learned from successful initiatives in other countries to prevent further disease incidence
in girls and women?



Facilitator:

POINT OUT that: 

• We are all change agents in our own workplaces and mainstreaming  Gender is about influencing our 
systems so they can move along the continuum from gender blind/neutral to gender sensitive and 
ultimately to being gender transformative

• We know from the research on change that change takes time and there are strategies to facilitate 
making change

• Everett Rogers, a communications theorist, determined that to diffuse innovation (e.g. trying to move 
an organization to be more gender sensitive/use gender analysis) the following strategies are 
recommended:

➢ Identify key opinion leaders in your workplace/community –who are perceived credible, trustworthy
and are often charismatic/good speakers

➢ Engage them in your course by sharing your knowledge and tools about the importance of integrating
gender and what the research demonstrates (Gender Analysis, promoting health and gender equality).

➢ Identify key messages; e.g. Promoting gender equality has been shown to improve health status and 
assist in reducing poverty; Gender is not only about women, it is about men and women, boys and 
girls having equal conditions for realizing their full human rights and potential to contribute to society

➢ Develop a short, succinct briefing note to assist you in communicating with opinion 
➢ leaders; e.g. Gender Analysis: what it is and why it is important for our work in public health

Facilitator:

ASK  

What other strategies can you think of that would facilitate these changes?
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Change Agents



TIME: 30 minutes

Facilitator:

REFER TO:  

Worksheet 3.9: Building the Bridge Between the Workshop and my Work
Handout 3.10: Program Planning Matrix
Handout 3.11: Basic Questions 

Facilitator:

PREPARE ACTIVITY

You now have the tools and information, as well the motivation for being a change agent for main-
streaming gender in your health work.

The aim of this activity is for you to apply these to the actual design of a program/project that inte-
grates a gender perspective.

Step 1: We suggest you form workgroups of the participants of your country to develop a preliminary
strategy/plan that can be further developed, once you are back in your country.

Step 2: Use the Worksheet 3.9 “Building the Bridge Between the Workshop and My Work” and 
Handout 3.10 “Program Planning Matrix” to guide you in developing this strategy/plan/program. 
You may develop an overall gender mainstreaming strategy, or target specific programs, projects,
or even phases of programming, that are realistic to implement in your country. Handout 3.11 
“Basic Questions; does my program, project or policy consider gender” provokes further 
thought on integrating gender into your work. 

In addition to the tools presented in this module, you can also use the tools included in your 
folder “Gender health and development: Basic Indicator, 2007”, “Useful gender checklists for 
policy and programs” and the gender profiles of your country. 
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Building a Bridge between the Workshop and our Work
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Step 3:We hope that you, as change agents, will develop this Strategy /plan/program more completely
with relevant partners of the Ministry of Health, National Women’s Ministry, from civil society 
and from PAHO, once back in your country.

1) Identify a goal of what you would like to achieve over the long run

2) Identify some key objectives or results you expect to achieve

3) Identify a list of activities you will undertake over to integrate Gender Analysis into your health word.

4) Review the activities keeping in mind the following criteria? 
• Realistic?
• Within my sphere of influence?
• Relevant to my public health work?
• Of potentially high impact; e.g. do they address several gender dimensions?
• Do they not require a significant influx of new resources?

5) Identify Priority Areas for Action (e.g. Advocacy, Policy Development, Research, Communications, 
Organizational Change, Training) – This can be done by theming the list of activities you developed 
above (clustering them).

6) Use Handout 3.10 “Program Planning Matrix” to develop your plan

A few other points to remember: 
• Begin your activities with an action verb
• Keep in mind the criteria in step 2 above
• Remember the key points related to change and being an effective change agent
• Think about who inside and outside the organization will be able to support you; e.g. perhaps identify
a colleague(s) from this workshop you will touch base with on a regular basis

• Think about other resources you may need; e.g. financial; and others you may build on such as 
tools and handouts from this workshop.

7) Reflect on your action plan and think about the Priority Area for Action you think is most important 
for you to address to move forward/address gender in your work; Write this down and Identify 
your goal for the next 3 months, 6 months and 12 months related to this particular issue. 

Worksheet 3.9: Building The Bridge Between the Workshop and My Work



115

Handout 3.10: Program Planning Matrix
Goal (long run) ____________________________________

Expected Results Activities Indicator Time Line Responsible



Handout 3.11: Basic Questions

Does my programme, project or policy[1] consider gender[2]?

This checklist is intended to be a quick way to identify how well program/projects/policies Ministries
or Departments are doing in terms of integrating gender. 
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Yes No

1. Does my project demonstrate a clear understanding of the difference between sex
& Gender?

2. Does my programme include sex as an important variable for the target population?

3. Does my target population include both women and men on purpose?

4. Does my policy consider the life conditons of the women andmen in the target
population?

5. Has my project piloted methods/tools on both sexes?

6. Does my program consider fmaily or household dynamics and anticipate differ-
ent consequences and opportunities for individual members of the household
(e.g., intra-household allocation of resources?

7. Does my project include both male and female team members that have equal
say in the direction of activities?

8. Is the evidence generated by, or informing, my program collected and reported
by sex?

9. Is a male norm adopted as the “standard” in my project or program? (i.e., Is the def-
inition of a disease based on the existence of symptoms that have been identified in
male research subjects only? Does it assume that women have the same rights as
men if such rights are essential to benefit from the program?)

10. Does the principles (such as inclusion criteria) of my project exclude one sex but
assume that the conclusions are to be applicable to both sexes?

11. Do aspects of my policy exclude one sex in areas that are traditionally thought
of being relevant for the other sex only (i.e., reproductive health issues in policies
for men or paid work in policies for women)?

12. Does my policy treat women and men as homogeneous groups when outputs could
have differential outcomes on sub-groups of women and men (i.e., poor verusus
rich women, employed versus unemployed men, etc.)?

13. Does my program, thorugh its materials or publications, stereotype men as actors
and women as being acted upon?

14. Does the language of my policy exclude one sex over the other?

Question

[1] Please note that the terms are used in the checklist interchangeably.  Participants should respond according to the type of intervention on which they are
currently working.
[2] Adapted from Abdool & Vissandjée (2003), Health Canada (2001, 2003), Horne, Donner & Thurston (1999). 



Facilitator:

• Congratulations! You have finished the workshop on “Gender and Health” and you have developed 
some preliminary plans that can be followed up once you return to your country.

• Our PAHO team will be available in supporting you in developing and implementing these plans.
• Before we fill out the evaluation forms of the course, we would like to collectively share some part

Activity

Facilitator:

Prepare Closing Activity 
PREPARATION: Talking Stick
We will use a talking stick or talking stone to pass around the circle and only the one who holds it may
speak and all others must listen. (20-30 minutes depending on the size of the group)

• Thank you, and again congratulations on being the agents for change on achieving gender equity in health
• Please fill out the evaluation form and leave it at the facilitator’s desk.
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Conclusions of Module 3
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Worksheet 3.12: Checkpoint: True or False?

Test yourself! Now that you have completed Module 3, try these questions out to see how you are
doing in your gender discoveries. Answers are provided below. 

True False

1. A gender-neutral trategy recognizes the differences in power balance due to
gender roles, norms and access to resources and actively tries to change these

2. In order to achieve sustainability but also short-term results on improved
health outcomes, we need to use both gender-transformative and gender-spe-
cific strategies.

3. A program has boader aims than a project and is continuous rather than with
a definite beginning and an end.

4. When designing a program/project it is essential to include women as well as
men in the process since doing so ensures that the aim of the program will
address gender issues.

5. All programs/projects should start with a gender analysis to make sure that 
gender issues that need to be addressed are identified.

6. When addressing gender differences and discrimination in health interven-
tions, gender issues can be raised at each phase of the program cycle. In 
practice, gender needs to be considered during the local situation analysis,
program/project formulation, scope and design planning, resouce mobiliza-
tion, implementation, monitoring and evaluation. After having done all this,
we can be sure that gende rhas been properly addressed.

7. In the material of a program/project it is right to depict men as actors and
women as passive as this often reflects reality.

8. To reach out to men through a work-based treatment project of malaria is an
example of a gender specific strategy.

9. When a disease has been identified to be more common fo one sex compared to
the other, a comprehensive gender analysis considers how gender as well as
control as access over resources impact on the specific health issue.

10. Gender is an important social determinant of health that needs to be considered
and addressed in order to achieve better health outcomes for all.

Question
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