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Executive Summary 

With funding from the Bill and Melinda Gates Foundation (BMGF) and in partnership with Ministries of Health (MoH), 

VillageReach, Impetus Advisory Group, and the Solina Center for International Development and Research (SCIDaR) 

are conducting a multi-country study to explore the drivers of delay and dropout between the infant immunization 

series and the 9-month immunization touchpoint, and then to generate solutions to increase vaccination coverage. 

The study is being implemented in the Democratic Republic of the Congo (DRC), Malawi, Nigeria, and Pakistan.  

In recognition of the role that gender plays in immunization, the study began with a gender analysis to better 

understand gender dynamics and disparities to inform the study design and to ensure that gender-specific needs and 

challenges are considered in the solution development process. This report synthesizes findings from a secondary data 

review and identifies recommendations to adjust data collection methods and tools or to refine the solution 

development process. 

The gender analysis was guided by a framework adapted from the Gender Integration of the Zero Dose Learning 

Agenda Exemplars in Global Health (EGH) Vaccine Delivery Framework and the JHPIEGO’s Gender Analysis 

Framework. This adapted analysis framework has four key domains: national gender context, intent to vaccinate, 

community access, and facility readiness. Key findings include the following: 

 

A. National Gender Context 

1. Although gender policies exist in each study country (including policies on gender-based violence, women’s 

empowerment, and equal access to education), implementation is generally limited.  
 

B. Intent to Vaccinate 

1. In some contexts, female caregivers may have limited autonomy to carry out vaccination decisions. 

2. In addition to limited autonomy to make and act on vaccination decisions, social norms may dictate female 

caregivers’ freedom of movement away from the home. 

3. Lower education and literacy levels amongst women compared to men may limit women’s awareness and 

knowledge of immunization recommendations if they are disseminated through writing. 

4. Concerns around vaccine safety may differ between men and women and/or based on the child’s gender. 
 

C. Community Access 

1. Female caregivers face increased transportation barriers when seeking vaccination. 

2. In addition to seeking vaccination services, female caregivers are often primarily responsible for household 

tasks, including cooking, cleaning, and caring for other children. 

3. Female caregivers may have negative service delivery experiences resulting from interactions with health 

workers, the physical environment of the health facility, and health facility operations.   
 

D. Facility Readiness 

1. Female caregivers may be required to interact with male providers to receive children’s vaccination services. 

2. Female immunizers and supply chain professionals may experience additional barriers in carrying out their 

roles in a predominantly male context. 

These findings were used to identify opportunities to consider gender in subsequent phases of the study (primary 

data collection, analysis and solution generation). Periodically during study implementation, the gender analysis will 

be revisited and updated to continuously strengthen the integration of gender.  

https://www.exemplars.health/topics/vaccine-delivery
https://www.exemplars.health/topics/vaccine-delivery
https://gender.jhpiego.org/analysistoolkit/gender-analysis-framework/
https://gender.jhpiego.org/analysistoolkit/gender-analysis-framework/
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Introduction 

With funding from the Bill and Melinda Gates 

Foundation (BMGF) and in partnership with 

Ministries of Health (MoH), VillageReach, Impetus 

Advisory Group, and the Solina Centre for 

International Development and Research (SCIDaR) 

are conducting a multi-country study to explore 

the drivers of delay and dropout at the 9-month 

immunization touchpoint. Our approach centers 

the voices of caregivers and healthcare workers to 

uncover supply, demand and access insights 

through community-based participatory research 

(CBPR) and then works with communities to 

generate potential solutions through human-

centered design (HCD) to improve immunization 

coverage. The study is being implemented in the 

Democratic Republic of the Congo (DRC), Malawi, 

Nigeria, and Pakistan in three iterative sprints (Figure 1). 

Gender plays an important role in immunization. Women are typically responsible for bringing children for vaccination, 

and they may need to gain permission from their head of household, who is typically male. Female health workers are 

often the ones who administer vaccines and organize vaccination sessions, and female health workers may face 

discrimination and harassment in the workplace.1 In contexts where vaccinators are predominantly male, gender 

dynamics may influence women’s ability to seek vaccination from a male vaccinator. In some countries, there are also 

gender imbalances in who gets vaccinated.2 Our research approach recognizes the different roles and perspectives of 

men and women caregivers and health workers regarding immunization and aims to understand these dynamics, so 

that the solutions generated from this research are gender sensitive and contextually relevant.  

The study began with a gender analysis to better understand gender dynamics and disparities to inform the study design 

and to ensure that gender-specific needs and challenges are considered in the solution development process. This 

report synthesizes findings from the following foundational activities, conducted between January and March 2024:  

1. Secondary data review of academic and grey literature, such as prior national gender assessments or 

demographic surveys, identified in consultation with in-country stakeholders  

2. Identification of recommendations to adjust data collection methods and tools or to refine the solution 

development process 

Periodically during study implementation, the gender analysis will be revisited and updated to continuously 

strengthen the integration of gender. 

The gender analysis team was led by a member of VillageReach’s Research, Evidence and Learning team, with 

representation from consortium members in all four of the study countries. The country-based team members 

provided input on gender analysis methods, collated and reviewed secondary data sources, and synthesized country-

specific learnings, while the overall gender analysis lead synthesized the inputs into this report.  

Figure 1: Research Study Overview 
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Methods 

GENDER ANALYSIS FRAMEWORK 

This gender analysis was guided by a framework developed for this analysis (Figure 2) and adapted from the Gender 

Integration of the Zero Dose Learning Agenda Exemplars in Global Health (EGH) Vaccine Delivery Framework, which 

addresses many key intersections between gender and immunization. The national gender context domain was added 

in line with JHPIEGO’s Gender Analysis Framework. The adapted analysis framework has four key domains: national 

gender context, intent to vaccinate, community access, and facility readiness. Each of the four domains includes several 

subdomains, and was explored at varying societal levels (household, community, institution, and/or national).  

Figure 2: Study Gender Analysis Framework  

 

GUIDING QUESTIONS 

The secondary data review in each of the four study countries was guided by the following questions: 

● What is the national gender context, including gender-related policies and practices?  

● What are the key gender-related factors that may influence immunization access, demand, and supply at the 

9-month touchpoint? 

○ Are there additional factors related to intersecting identities (e.g., people with disabilities, people with 

low income, people from certain religious or ethnic groups) that should also be considered? 

○ What are the key similarities between the four study countries? What are the key differences? 

○ Are there any significant gaps in available data that we need to address in order to conduct the planned 

research study? 

● What are the potential impacts (including unintended or negative consequences) of the project on women, 

men, girls, and boys, including vulnerable and marginalized groups?  

 

To guide the country-level secondary data review, specific questions were generated for each of the four domains and 

subdomains in the gender analysis framework. Many of the questions were pulled from the EGH Vaccine Delivery 

Framework. Informed by WHO’s Behavioral and Social Drivers of Vaccination Framework, VillageReach’s Supply Chain 

Equity Guide, and learnings from VillageReach’s Bate Papo Vacina! Project, we added several specific questions focused 

on vaccine supply chain, demand, access, and uptake that we hypothesized may be relevant to the 9-month vaccination 

touchpoint. The full list of questions used to guide the secondary data review is included in the Appendix.  

https://www.exemplars.health/topics/vaccine-delivery
https://www.exemplars.health/topics/vaccine-delivery
https://gender.jhpiego.org/analysistoolkit/gender-analysis-framework/
https://www.who.int/publications/i/item/9789240049680
https://www.villagereach.org/wp-content/uploads/2023/10/VR_SupplyChainIntegrators_Technical-Brief_Digital.pdf
https://www.villagereach.org/wp-content/uploads/2023/10/VR_SupplyChainIntegrators_Technical-Brief_Digital.pdf
https://www.villagereach.org/project/bate-papo-lets-get-vaccinated/
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SECONDARY DATA COLLECTION AND AFFINITY MAPPING 

Based on the guiding questions, each gender focal point conducted a secondary data review of peer-reviewed and grey 

literature, including policy documents and reports, along with qualitative and quantitative studies. A key data source in 

this secondary data analysis was the Multiple Indicator Cluster Surveys (MICS) for each country. The World Bank’s World 

Development Indicators were also reviewed to identify relevant quantitative indicators corresponding to the study’s 

gender analysis framework’s domains and sub-domains. Secondary data sources were documented in a spreadsheet to 

track the following information: document title, author or organization, link, year published, where the focus was 

national or subnational, study population, document type or methodology, summary of key learnings, and the gender 

analysis domains addressed.  

To promote rapid sharing of learnings with the study team, once secondary data collection was completed, each country 

team compiled a memo with key learnings and gaps for each domain in the study’s gender analysis framework following 

a standard template. These memos were shared with the VillageReach study team leads and used to inform the 

development of draft tools before the submission of research protocols for ethical review in each study country.  

Next, each country-specific study team conducted an affinity mapping process to identify key learnings from the 

secondary data review. Affinity mapping is a user-centered design method3 for teams to quickly organize findings or 

ideas. Each country-specific gender focal point led their team through the following steps using a virtual collaboration 

platform: 

• Generating individual insights from information gathered during the secondary data review 

• Organizing insights into sub-categories and identifying connections 

• Prioritizing sub-categories most relevant to delay or dropout between the infant vaccination series and the 9-

month immunization touchpoint 

• Brainstorming future questions to explore through primary data collection  

After each country team completed their affinity mapping process, the full gender analysis team used a similar process 

to conduct a cross-cutting affinity mapping session. The team discussed the findings from each country, identified 

connections and differences between the four geographies, and mapped learnings onto a modified journey map of the 

immunization journey from birth to 9 months.  
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Cross-Cutting Comparison of Indicators 

This section summarizes a review of indicators across the four study countries to provide context. Country-Specific 

Findings are provided next, and then the Cross-Cutting Findings and Recommendations for the Study are provided at the 

end of this report. 

National Health Indicators 

The overall health context varies between the four study countries. The table below shows key maternal health and 

reproductive health indicators as well as the national vaccination coverage rates for the primary antigen administered 

at the end of the infant series (DTP3) and a key antigen administered at 9 months of age (MCV1). 

Table 2: National Indicator Overview by Country 

Indicator Type Indicator DRC Malawi Nigeria Pakistan 

Overall context Total population4 In millions 123.8 20.2 226.2 241.5 

Maternal health and 

reproductive health   

Unmet need for contraception (% of 

married women age 15-49) 

29%5 15%6 19%7 17%8 

Total fertility rate 6.25 4.26 4.67 3.68 

Pregnant women receiving prenatal care 82%5 97%6 70%7 86%8 

Maternal mortality ratio, per 100,000 

live births 9 

547 381 1,047 154 

Teenage mothers % of women age 15-

19 who have had children or are 

currently pregnant 

23%5 27%6 11%7 8%8 

Women first married (% of 

women age 20-24) 

By age 15 8%5 8%6 12%7 4%8 

By age 18 29%5 38%6 30%7 18%8 

Childhood 

vaccination 

coverage10 

Third dose of diphtheria-tetanus-

diphtheria (DTP3) 

65% 86% 62% 85% 

First dose of measles containing vaccine 

(MCV1) 

56% 82% 60% 82% 

 

There is a significant unmet need for contraception in DRC in particular, with 29% of women wanting to stop or delay 

childbearing not using any method of contraception, compared to 15% in Malawi, 17% in Pakistan and 19% in Nigeria. 

Relatedly, the total fertility rate nationally in DRC is 6.2 children per woman over her lifetime, compared to 3.6 in 

Pakistan, 4.2 in Malawi and 4.6 in Nigeria. Maternal mortality is high in all four countries, particularly in Nigeria, at 

1,047 per 100,000 live births, compared to 154 in Pakistan, 381 in Malawi and 547 in DRC. At the national level, there 

is a noticeable drop-off between the third dose of DTP and the first dose of MCV, ranging from 2-9% across the four 

countries. In DRC and Nigeria, coverage is below 70% for both antigens, compared to Malawi and Pakistan, where 

coverage at the national level is above 80% for both antigens.  

National Gender Indicator Summary 

We explored available global indicators for each sub-domain of the study’s gender analysis framework. Table 3 

presents relevant indicators at the national level. The team will pursue sub-national disaggregation, where available, 

over the course of the study. 
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Table 3: Gender Indicator Overview by Country 

Framework 

Domain 

Sub-Domain Indicator Disaggre-

gation 

DRC Malawi Nigeria Pakistan 

Overall Global gender gap, scored 0 to 1, 

higher is better11 

Out of 146 

countries 

0.61  

(Rank: 

140) 

0.68 

(Rank: 

110) 

0.64 

(Rank: 

130) 

0.58 

(Rank: 

142) 

National 

Gender 

Context 

Representation Proportion of seats held by women in national 

parliaments (%)12 

13% 23% 4% 20% 

Intent to 

Vaccinate 

Attitudes & 

Knowledge 

Proportion agreeing that vaccines 

are compatible with beliefs13 

Men 75% No data 82% 75% 

Women 76% No data 79% 65% 

Literacy rate (% ages 15 and 

above)14 

Men 90% 71% 71%  69%  

Women 72% 65% 53% 49% 

Media access (newspaper, radio 

or television in past week)  

Men  53%5 65%6 66%7 64%8 

Women  35%5 45%6 54%7 53%8 

Mobile phone access Men 65%5 71%6 91%15 81%15 

Women 42%5 53%6 86%15 52%15 

Agency Account ownership at a financial 

institution or with a mobile-

money-service provider (% of 

population age 15+)16 

Men  34% 48% 56% 28% 

Women 21% 38% 35% 14% 

Women making their own informed decisions 

regarding sexual relations, contraceptive use 

and reproductive health care (% of women age 

15-49)17    

31%  47%  46%  40%  

Women participating in the three decisions 

(own health care, major household purchases, 

visiting family) % of women age 15-49 

34%18 47%19 34%20 36%8 

Proportion of women subjected 

to physical and/or sexual violence 

in the last 12 months21 

% of ever-

partnered 

women 

age 15-49 

37% 24% 11% 16% 

Proportion who believe a 

husband is justified in beating his 

wife (any of five reasons) (%) 

Men 48%5 12%6 24%7 40%8 

Women 62%5 19%6 29%7 42%8 

Community 

access 

Accommodation 

and accessibility 

Proportion who feel safe walking 

alone in neighborhood after dark1 

Men 69%5 52%6 81%7 88%22,23,

24,25 

Women 59%5 35%6 64%7 63%22,23,

24,25 

Facility 

Readiness 

Workforce Proportion of workforce that are 

women 26 

% doctors N/A 46% 65% 47% 

% nurses 33% 74% 87% 86% 

                                                           
1 Proportion who feel safe walking alone in neighbor after dark consolidates available MICS data from Pakistan from Balochistan, Khyber 

Pakhtunkhwa, Sindh and Punjab. 
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The Global Gender Gap Index benchmarks progress towards gender parity and compares countries across four 

dimensions: economic opportunities, education, health and political leadership. This index is presented in this report 

as a comparative summary of the gender context in the study countries. Each of the four study countries rates low on 

the list, with 3 of the 4 study countries in the lowest 20 globally (Nigeria at 130, DRC at 140 and Pakistan at 142), with 

Malawi ranking slightly higher at 110 of 146 countries.  

Intent to vaccinate is influenced by attitudes and knowledge about immunization services and the caregiver’s agency 

to act on decisions. Men have higher literacy, access to media and access to mobile phones than women in all four 

countries. This may affect women’s relative access to vaccination information. Financial account ownership is low in 

all four countries, but higher amongst men than women in each country. When it comes to decision-making, around 

30-40% of women in each of the four countries are involved in key decisions regarding sexual behavior, healthcare, 

purchases, and visiting family. This indicates fairly low agency in decision-making, which is likely to include 

immunization decisions. 

Attitudes and reports of intimate partner violence (IPV) differ between countries, with a higher proportion of women 

in DRC reporting experiencing IPV in the year before the survey and a higher proportion of men and women feeling 

that a man is justified in beating his wife than in the other three countries. Interestingly, more women reported that 

men are justified in beating their wife than men did (up to a difference of 14 percentage points in DRC). Overall, this 

suggests that the fear of IPV may influence a female caregiver’s behavior in seeking vaccination services if it is not 

approved by her husband. 

Community access is directly related to feelings of safety when traveling in a given context. In each of the four study 

countries, a significant proportion of women fear walking alone in neighborhoods after dark, with only 35% of women 

in Malawi, 59% in DRC, 63% in Pakistan and 64% in Nigeria reporting that they feel safe.  

One component of facility readiness is the health workforce, specifically the gender parity of the health workforce. 

Data is limited on the gender balance of vaccinators, but in general, there is a higher proportion of women in lower 

level positions, such as nursing, than medical doctors. In DRC, however, there are few female nurses (33%). This may 

suggest that female caregivers must interact with male vaccinators in many contexts in DRC. At the subnational level 

in other countries, it is also likely that this dynamic of female caregivers interacting with male vaccinators occurs. 
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Country-Specific Findings 

For each of the four study countries, a map of population density is presented to illustrate the geographical 

distribution of population. Historical MCV1 coverage is also presented. Each section then describes the overall 

sociodemographic context, regional distinctions and detailed findings.   

DEMOCRATIC REPUBLIC OF CONGO (DRC) 

Figure 3: Population density map, DRC27  Figure 4: Trend in MCV1 coverage (%) 

 

 

 

SOCIO-DEMOGRAPHIC SNAPSHOT 

The gender context in DRC is influenced by socio-cultural norms based on gendered roles and responsibilities, 

education, religion, ethnicity, access to resources, and historical and present-day armed conflict. Traditional laws and 

customs vary greatly between regions in DRC, which is home to 40 ethnicities and more than 400 tribes.28 French is 

the official language and there are four national languages: Kikongo, Lingala, Swahili and Tshiluba.29 Armed conflict 

concentrated in Eastern DRC is responsible for over 5.6 million internally displaced people.30  

According to the most recent Demographic and Health Survey (EDS 2013-2014),28 the proportion of male and female 

students attending primary school is fairly balanced (gender parity index of 0.97, on a scale of 0 to 1, with 1 indicating 

complete parity), but there is a significant discrepancy between male and female attendance in secondary school 

(0.68). This index varies between provinces, and Kinshasa is the only province with a secondary index slightly above 1 

(indicating slightly more girls than boys enrolled). These differences in access to education result in literacy disparities, 

with an estimated 72% of adult women nationally considered literate compared to 90% of men.31 

Approximately 52% of women in DRC age 15-49 have experienced physical violence32 with the husband or partner 

generally cited as the perpetrator.33 Nationally, over 74% of women believe it is justified for a husband to beat his 

wife for reasons including letting a meal burn, not wanting to engage in sexual relations, or leaving the house without 

the husband’s permission.32  However, IPV is expected to be under-reported by women due to social barriers and 

limited legal support.34 Sexual and gender-based violence has also been widely documented in connection to the 

ongoing armed conflict in eastern DRC.35  
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Women are generally expected to meet daily household needs and serve as the primary caregivers for children, while 

they may have limited control over decision-making or household-income.33 Survey data indicates gender-based 

disparities in household decision-making and access to resources. For married women in DRC, 29% indicate they can 

decide how to use the money they earn, 46% regularly participate in decision-making about their own health care, 

and 60% regularly participate in important household decisions.32 In comparison, 80% of married men indicate they 

regularly make important household decisions. Women who live in rural areas may face additional challenges related 

to limited transportation infrastructure, electricity or running water, which can lead to isolation and vulnerability, 

especially in areas with armed conflicts.29 

Many women in DRC face challenges accessing health services. Less than 50% of health zones in DRC offer 

reproductive health or family planning services, with rural areas experiencing even more limited access; in 2014, only 

4% of rural areas offered family planning services compared to 15% of urban areas.36 

Regional distinctions: 

• Western: Includes urban Kinshasa, a city with a population of approximately 18 million. Primary languages 

include Kikongo and Lingala. Higher education levels and economic status in comparison to other regions. 28  

• Northern DRC: More rural with lower access to reproductive health and family planning services, lower 

education levels and lower economic status in comparison to other regions.28 

• Central-South DRC: Includes urban Lubumbashi along with many rural areas. Lower access to reproductive 

health and family planning services. Primary languages include Tshiluba. Lowest education levels and lower-

mid level economic status in comparison to other regions. 28 

• Eastern DRC: More rural areas with exposure to armed conflict and attacks on civilians leading to internally 

displaced populations.30 Higher reports of sexual violence.37 Primary languages include Swahili. Lower 

education levels and lower-mid level economic status in comparison to other regions. 28 

SECONDARY DATA ANALYSIS FINDINGS 

Direct and indirect costs are barriers to female caregivers accessing immunization services.  

● Safety concerns related to armed conflict can hamper access to immunization services, especially for 

women.38 

● Direct costs of vaccination and vaccination services and indirect costs of vaccination and vaccination 

services (e.g., transport costs, loss of income) impact female caregivers’ capacity to take children to 

access immunization services.38 Vaccination coverage increases with household income - 36% in 

households in the lowest quintile compared to 65% in households in the highest quintile. 28 

● Vaccination service hours may not accommodate female caregivers' schedules and priorities, including 

income-generating work, childcare and household responsibilities.38 Vaccination coverage decreases 

with birth rank, falling from 49% for firstborn children to 44-45% for second- to sixth-born children. 28 

● Proximity or travel time to vaccination services is a key factor in accessing immunization services. Limited 

road infrastructure is further hampered by flooding. In DRC the majority of zero-dose children are 

estimated to be in rural, isolated areas.39. There are notable differences in vaccination coverage between 

rural (42%) and urban areas (53%).32  
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Female caregivers often have limited agency to seek immunization services for their children.   

● Prohibitive social, cultural and religious norms limit women’s mobility, decision-making, and health 

behaviors.40  

● Some women are afraid to vaccinate their infants because they risk being expelled from their families or 

subjected to physical violence. Over 60% of married women report their partner insists on knowing 

where they are at every moment, and over 68% report their partner is jealous or angry if they speak to 

another man, which can limit a female caregiver’s ability to independently seek care for their children, 

especially from a male service provider.32 

● Married women may not be able to independently make decisions about use of household resources or 

accessing health care for themselves, with decisions often made jointly with or exclusively by the male 

partner. Discussions around income management are often linked to IPV, with 45% of married women in 

DRC reporting experiencing IPV in the past 12 months.32  

● Women often feel limited agency in decision making about their own health, such as decisions related to 

reproductive health or family planning.41  

Caregivers may not seek childhood vaccination services due to negative perceptions of vaccines or vaccination 
services. Male and female perceptions of the importance and safety of vaccines may differ.  

● Previous experiences, such as waiting times, previous adverse events, or unfulfilled conditional 

distributions tied to immunization, may discourage continuing to seek immunization.40        

● Female caregivers may not perceive vaccines to be important, or may have negative perceptions of 

vaccines due to the influence of community leaders or religious leaders, or due to lack of trust of 

government or vaccine producers.40 

● In instances where women have positive perceptions of vaccines but their husbands or partners have 
negative perceptions, female caregivers may be unable to take their child to get vaccinated in the 
presence of their husband, or may choose to vaccinate their children when not in the presence of their 
husband.40 

Women may have less access to information about immunization services than men.  

● Increased female caregiver education level is associated with increased vaccination coverage.32  

● During COVID-19, access to information about the disease was unequal between men and women, as 

men often have control over radios and other household media, are more likely to own a telephone, and 

understand messages better. Girls and women found it harder to understand messages about the 

pandemic as they were either in French or in a variation of Swahili which was not well understood.33 

● Young boys may be more able to participate in immunization outreach, whereas young girls may not 

have time or permission to participate due to concerns about sexual abuse or exploitation.33 

Women vaccinators may fear participating in immunization service provision due to risks of gender-based violence. 

● Reports from women recruited to participate in the Ebola response in Eastern DRC revealed that they 

experienced sexual harassment and violence perpetrated by other staff supporting the response.33,42 
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MALAWI  

Figure 5: Population density map, Malawi27  Figure 6: Trend in MCV1 coverage (%) 6,43,44 

 

 

 

SOCIO-DEMOGRAPHIC SNAPSHOT 

Despite the prevalence of matrilineal households in the Southern and Central Regions, Malawi is a highly patriarchal 

society with pronounced socio-economic, cultural, and political disparities between genders.45 Educational gender 

gaps persist, with a higher proportion of literate males compared to females. In terms of economic indicators, female-

headed households bear a disproportionate burden of poverty, reflected in the Multidimensional Poverty Index (MPI) 

comparison with male-headed households.46 High fertility rates, correlated with reduced economic activity, limited 

education opportunities, and poverty, hinder women's agency and exacerbate health disparities for both women and 

their children.  

The rural-urban divide further complicates the gender landscape, with 84% of the population residing in rural areas. 

Urban areas have significantly higher literacy rates, with 98% of individuals being literate compared to only 72% in 

rural areas. Poverty disproportionately affects rural communities, as evidenced by the higher poverty rate of 57% in 

rural areas compared to 19% in urban areas. Gender dynamics play a crucial role, with females having lower literacy 

rates (69%) compared to males (83%) and female-headed households experiencing higher poverty rates (57%) 

compared to male-headed households (49%).47 

A greater percentage of females are engaged in household agricultural or fishing activities (82% vs. 77%) and casual 

labor (58% vs. 47%), while males show higher involvement in formal wage-based employment (11% vs. 7%).47 These 

differences may reflect societal norms, access to opportunities, and gender-specific roles within the community. 

Education plays a significant role in shaping the types of income-generating activities individuals are involved in, with 

higher education levels often associated with more diverse and formalized employment opportunities. 

The social justification of IPV (specifically husbands beating wives) is more pronounced in rural populations, the 

northern region, amongst those with lower education levels, members of the Nkhonde tribe, in the least wealthy 

households and in the younger population.5 Rurality is also associated with lower levels of women's empowerment 

and higher levels of inequality, implying that rural women face significant challenges in accessing resources, 
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opportunities, and decision-making power compared to their urban counterparts.48 Participation in decision-making 

also varies by women's background characteristics. Age, household wealth, residing in urban areas, employment, and 

education level are positively correlated with decision-making power.49 

Regional distinctions: 

• Northern Region: Higher literacy rates50 and lower poverty rates.46  A highly patrilineal society with lower 

scores in terms of women’s decision-making power.49 Land ownership is dominated by males, at 41% 

compared to females at 35%.51 Largely a Christian society.  

• Central Region: The highest proportion of low-income people, with the lowest-income communities 

concentrated in districts like Mchinji, Lilongwe Rural, and Salima. Highly matrilineal with higher scores on 

women's decision-making power. Gender disparities in land ownership are minimal. Largely a Christian 

society.  

• Southern Region: Regionally low literacy rates, with the lowest in Mangochi district. Mangochi and Machinga 

districts are primarily Islamic and predominantly matrilineal, though some districts exhibit a higher proportion 

of patrilineal lineage.52 More pronounced gender-based disparities in land ownership in favor of women. 

SECONDARY DATA ANALYSIS FINDINGS 

Women face systematic socio-cultural and religious barriers that limit their agency and access to vaccines. 

● Harmful sociocultural beliefs and norms impede progress despite policies, laws and advancements.45 
● Women's empowerment correlates with increased vaccine acceptance, while male dominance in decision-

making acts as a barrier.53 
● Women's agency in accessing healthcare, including vaccination, is limited by high rates of IPV and controlling 

behavior.54,55 
● Societal barriers to vaccination include men's disinterest, influence from older women, and religious 

beliefs.56,57 
● Traditional gender roles perpetuated by women (especially mothers-in-law and older women) hinder the 

health of women and girls.58 
● Decision-making dynamics impact women's mobility, control over financial resources for healthcare, 

spending priorities and intention to vaccinate.59,60 

Caregiver knowledge gained either through formal education, experience or media exposure significantly 
influences intent to vaccinate. 

● Age of caregivers, which reflects their experience, is positively correlated to uptake of vaccination.61 
● Lower caregiver education levels are linked to decreased vaccination coverage and delays.61 
● Women’s exposure to media is positively associated with adoption of vaccination.62 

Health system issues, such as operational challenges and poor quality of services, significantly impact vaccination 
efforts, leading to missed opportunities and hindering universal immunization coverage. 

● Poor quality of services (including lack of confidentiality, poor treatment by staff, and poorly scheduled 
appointments) contributes to missed vaccination sessions.63,64   

● The design and nature of health education tend to make men feel uncomfortable participating during 
antenatal care and children’s healthcare visits. 65 

● Operational challenges, including vaccine stock-outs, staff shortages, 63 and long travel distances,66,67 hinder 
vaccination efforts, leading to unsafe transportation methods and service availability issues. 
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Competing responsibilities present significant challenges to accessing vaccination services. 

● Competing responsibilities such as farming businesses reduce vaccination uptake.67 
● Competing responsibilities intersect with economic status, knowledge of vaccination benefits and caregivers’ 

lack of decision-making power to influence vaccination coverage.57  

Transport barriers affect both the supply and the demand side of immunization services. 

● Safety concerns during travel to clinics may hinder healthcare access, especially for women in remote areas.6 
● Long travel distances hinder vaccination efforts, leading to unsafe transportation methods and service 

availability issues. Poor road infrastructure and limited transport options affect vaccination services 
especially in the rainy season. 62 

AEFIs play a role in child immunization hesitancy and contribute to missed and delayed vaccinations. 

● Some caregivers hesitate to receive vaccines due to fears of AEFIs experienced by themselves or others.68  
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NIGERIA  

Figure 7: Population density map, Nigeria27  Figure 8: Trend in MCV1 coverage (%)7 

 

 

 

SOCIO-DEMOGRAPHIC SNAPSHOT 

In Nigeria, gender disparities are complex, exacerbated by socio-cultural norms and traditional practices.69 Disparities 

are seen between the Muslim North and the heterogenous Christian South. Vast differences exist between (and within) 

the six geo-political zones of the country. Educational attainment is notably lower for women, with a 2021 literacy rate 

of 43% compared to 55% for men. 7 This rate further differs greatly between geographical zones; only 22% of women 

in the Northeast are literate compared to the literacy rate of 74% of women residing in the Southeastern region.7 

Similarly, only 41% of men are literate in the Northeast while 73% of men in the Southeast are literate. This educational 

inequality exacerbates barriers to employment opportunities in the North. The importance of women’s education on 

the family’s wellbeing is evident, as highlighted by the MICS 2021 finding that a mother‘s educational attainment 

directly affects the health of her children. The survey revealed that 31% of children whose mothers have no education 

received no vaccination compared to the 2% of unvaccinated children whose mothers have higher education. 7 

Despite recognizing the importance of women’s political empowerment within the SDG framework, representation at 

the National Parliament was 94% male and 6% female in 2019.70 This underrepresentation in politics and decision-

making limits women’s political, social, and economic opportunities. This marginalization of women is attributed to 

patriarchal values, poverty, illiteracy, and religious and cultural norms.71  Also, within households, women have limited 

decision-making autonomy with husbands and fathers typically holding the decision-making power. This dynamic often 

disempowers women, who are primarily responsible for childcare, along with making immunization and other health 

seeking decisions. Fathers' refusal or lack of permission can significantly hinder vaccination uptake, as their approval is 

often crucial. 

Women in Nigeria encounter a range of challenges spanning education, economic participation, political 

representation, social, and religious domains, preventing them from contributing fully to the nation’s development in 

the same way as men do. Both in terms of inputs they make to development and the advantages they receive from it, 

women in Nigeria remain under-reached and underrepresented.  
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Rural women face additional challenges, including long travel times to reach healthcare facilities where services are 

often insufficient or substandard.72  The health care system is understaffed, available staff lack adequate training, and 

there is a need for improved service coordination.73 

Regional distinctions:  

• Northern Nigeria: Predominantly Muslim population. Higher informal sector occupations, especially in rural 

areas (male farmers, traders, and hired laborers; female petty traders). Poorer health indices and health-

seeking behavior. Higher insecurity rates. 

• Southern Nigeria: Predominantly Christian population. More upwardly mobile and higher literacy rates. Men 

and women are both involved in agriculture and petty trade, but gender disparity in economic achievement. 

SECONDARY DATA ANALYSIS FINDINGS 

Limited legal and political support for gender-responsive immunization program design. 

● Policies and laws do not integrate gender commitments, mandates, or awareness.74 
● Widespread poor adoption of policies and strategies that address gender barriers, including those relevant 

to healthcare.75 
● Evaluation of the implementation of the Nigeria Vaccine Policy 2021 is not gender-sensitive. 
● The National Gender Policy is recognized but not practiced, as the structures and processes to use it are 

not in place.76 

Caregiver perceptions and concerns about vaccine safety may hamper childhood vaccination. 

● Vaccine hesitancy in stakeholders is a community-level barrier to uptake of immunization services.77 
● Female caregivers’ fear of AEFI is a significant deterrent to vaccination and also influences mothers’ 

decision to vaccinate.78 
● AEFI surveillance is weak in both identification and response. 

Low socioeconomic status and limited women’s autonomy may hamper childhood vaccination uptake. 

● Socio-economic, cultural, and gender differences contribute to variations in immunization coverage across 
geopolitical zones.79 

● Poor geographical conditions, combined with the inability to afford transportation costs to health facilities 
and the additional expense of vaccination registration, present significant barriers for women seeking 
vaccination services.80 

● Low autonomy for women within households and limited access to resources impact caregivers' decisions 
to vaccinate their children.81 

● Prioritization of economic activities over vaccination activities and distance to health facilities are major 
constraints.82 

● Women's daily roles or occupations, along with cultural restrictions, influence access to and utilization of 
vaccination services. 

● Religious beliefs play a role in vaccination service uptake.83 
● Socio-economic, cultural, and gender differences contribute to variations in immunization coverage across 

geopolitical zones.84  
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Access to timely and accurate knowledge about vaccines enhances vaccination uptake.  

● Caregivers lack knowledge on vaccination schedules and awareness of their necessity, which impacts 
vaccination service uptake.85  

● Social stigma linked to adolescent pregnancy impacts access to timely and accurate knowledge.86 

Limited gender considerations in health systems may hamper vaccination uptake.  

● Immunization programs are not aligned with the needs of vulnerable caregivers due to the sub-optimal 
implementation of pro-equity strategies.87  

● Unstructured and conflicting vaccination hours are a barrier for caregivers.88   
● The layout of healthcare facilities prevents privacy, dignity, and comfort for caregivers. Additionally, facility 

premises are unhygienic.89 
● Healthcare facilities lack uniformity in gender training efforts, and there are insufficient institutional and 

personnel capabilities to implement health policies.90 
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PAKISTAN  

Figure 9: Population density map, Pakistan27  Figure 10: Trend in MCV1 coverage (%)22–25 

 

 

 

SOCIO-DEMOGRAPHIC SNAPSHOT 

Rooted in a patriarchal system, women’s agency and decision-making power in Pakistan are often restricted, 

particularly in rural areas, by cultural norms and family structures. Education, a crucial lever for empowerment, is 

unequal:  63%91 of girls complete primary education compared to 73% of boys92. This contributes to lower economic 

participation amongst women, with unemployment rates nearly double for women in comparison to men. Socio-

economic status also intersects with gender, amplifying challenges for marginalized communities. For instance, rural 

women have less access to education, healthcare, and economic opportunities whereas urban areas see higher 

female literacy rates and growing participation in the workforce. 

Regional distinctions: 

• Punjab: Primarily Muslim (Sunni), with men dominating formal employment and women in agriculture, textile 

and the domestic sector. The gender gap in literacy and education attainment is the highest nationally.  

• Sindh: Diverse population with considerable Hindu and Christian minorities. Gendered occupations are similar 

to Punjab, and literacy rates for both genders are lower than Punjab.  

• Balochistan: Diverse population with Muslim (Sunni) majority and Muslim (Shia) and Hindu minorities. Women 

are generally involved in agriculture and livestock rearing. Lowest literacy rates and limited access to 

education for girls nationally.  

• Khyber Pakhtunkhwa:  Predominantly Muslim (Sunni) and ethnically Pashtun with tribal customs shaping 

gender roles, leading to limitations on mobility and autonomy of women. Women engage in agricultural labor 

and handicrafts. High gender gap in education access.  
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SECONDARY DATA ANALYSIS FINDINGS 

Lack of gender policy implementation at national and provincial levels. 

● The patriarchal structure of the society renders women submissive to men, resulting in their rights being 
ignored.93 Socio-cultural and religious beliefs and norms tend to hamper advances in implementation of 
policies and gender equality. 

● Challenges in oversight, implementation, and compliance persist. Efforts to localize international 
commitments to national and provincial policies, enhance data collection, and build capacity for using and 
analyzing available data are ongoing, yet gaps remain.94 

● There is limited availability and analysis of comprehensive gender-disaggregated data, which hinders 
quality reporting as well as priority setting and decision-making. Despite efforts like the National Gender 
Data Portal (NGDP) in 2021, established to consolidate gender data at a national level using digital tools, 
significant gaps remain that limit development of evidence-based policies and programs to advance 
gender equity.95 

Lack of autonomy and decision-making power for women is a key barrier to childhood vaccination. 

● Women often face restrictions in making decisions for themselves or their families, with decisions 
typically made by male family members such as fathers, husbands, or sons. This limitation extends to 
various aspects of life, including access to health, education, and employment, where women face 
inequalities and discrimination. The portrayal of women in media and societal expectations further 
reinforce their roles focused on domestic tasks, limiting their access to and control over financial and 
physical assets.93 

● Many women are not involved in decision-making processes at all, including decisions about spending 
money, major household purchases, women's healthcare, and visiting family or relatives. Women also 
have a lack of autonomy in owning a house or land, either alone or jointly.96 

● Women's autonomy in healthcare decision-making is influenced by factors such as age, education, and 
socio-economic status. Higher education and socio-economic status are positively associated with greater 
autonomy in healthcare decisions. Additionally, cultural norms and the husband's education and 
occupation play significant roles in influencing women's autonomy in these decisions.97 

Low literacy among female caregivers is a key barrier to childhood vaccination. 

● Low literacy is associated with decreased knowledge and poorer reported health status, indicating a 
direct link between caregiver literacy and child health outcomes.98 

● Low literacy often results in the late presentation of diseases, poor adherence to treatment, and a limited 
understanding of wellness and disease prevention.99 

● Particularly in rural areas, the literacy rate for women is significantly lower than for men, highlighting the 
gender disparity in access to education and, by extension, health literacy.100 

● Higher education among parents, especially mothers, correlates with increased vaccination rates among 
children. Educated parents are more likely to understand the importance of vaccinations, leading to 
better healthcare decisions for their offspring.101 

● IPV  is a critical issue in Pakistan, with deep roots in gender inequality, societal isolation, and patriarchal 
norms. Between 70% and 90% of married women in Punjab have experienced spousal abuse. Pakistan 
ranks low globally in terms of health and survival for women, partly due to IPV. The lack of education for 
women is both a cause and effect of this violence, reinforcing a cycle of inequality.102 

● Caregivers' beliefs, in areas with low vaccination, were characterized by a lack of awareness and a 
confusion of routine immunization with polio and a fear of side effects. Religious beliefs were not major 
considerations.103 
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Long distances and poor transport infrastructure are key barriers to childhood vaccination. 

● The distance to health facilities, availability of transportation, and travel costs significantly influence 
health service utilization, particularly in rural areas. Long distances and poor infrastructure can deter 
people, especially women, from seeking care.104 

● Logistical constraints like time and public transport limit access to EPI centers, hindering vaccination 
coverage, especially in remote areas.103 

● Disapproval of unassisted travel and long travel time limit women’s access to health services, especially 
younger women.105 

Difficult working conditions and shortage of female healthcare providers is a barrier to childhood vaccination. 

● During the COVID-19 outbreak in Lahore, Pakistan, female healthcare professionals faced challenges 
including unsupportive family norms, an unwelcoming work environment, and insensitive hospital 
administrations. Additionally, rumors, lack of proper training, unavailable incentives, and improper 
system surveillance heightened anxiety and stress.106 

● Lady Health Workers (LHWs), responsible for going door-to-door and educating families about 
vaccinations, face challenges due to gender-based cultural constraints, disrespect towards working 
women, poor health service infrastructure, unsafe environments, delayed salaries, lacking management 
and supervision, and conflicts between family responsibilities and paid work.107–109 

● There is a lack of female healthcare providers in urban poor areas of Pakistan which limits the availability 
of gender-sensitive health services and exacerbates existing health inequities, especially for younger 
women. Female health workers face interconnected challenges, such as hierarchical management issues, 
disrespect, and the balancing act between work and domestic responsibilities. The difficult working 
conditions, coupled with the shortage of female staff, impede effective healthcare delivery, especially for 
women and children.105,110 

Interaction with the health system determines vaccination coverage. 

● Lack of health literacy is associated with lack of ante-natal care visits and home deliveries,111 which in 
turn lead to lower postnatal visits and child vaccination coverage.112,113 

● Health systems issues of hurried and infrequent vaccination encounters, driven by LHWs' poor capability 
to handle the vaccine counter-narrative, have resulted in lower vaccination coverage in villages.103 

● Fever and pain at the injection site following immunization, use of alternative medicines, and a history of 
AEFI are associated with increasing likelihood of immunization refusal.114 
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Cross-Cutting Findings and Recommendations for the Study 

In general, the secondary literature review identified gender-specific barriers to childhood immunization broadly, 

however, the review did not identify information about gender factors specific to delay or dropout between the infant 

vaccination series and the 9-month immunization touchpoint. This points to a gap in literature in this area. 

Additionally, there was very limited information on gender-specific factors related to “facility readiness,” indicating a 

need to explore workforce and supply chain issues in greater detail during the primary data collection phase of the 

study.  

Available literature focused almost exclusively on the role of women in immunization, and the current role of men 

beyond decision-making is not well-understood. There is a need to better understand this current role as well as the 

potential for men to contribute to efforts to improve immunization coverage. 

The secondary analysis also revealed key intersecting identities including socio-economic status, age, religion, 

ethnicity, education, occupation of the caregiver and head of household, geographic location, and migration status. 

However, there was limited information on how these intersections may influence immunization delay or dropout 

between the infant series and 9 months of age.  

The table below summarizes key findings from the gender analysis and resulting recommendations for the research 

study, organized by the study’s analysis framework domains (national gender context, intent to vaccinate, community 

access, and facility readiness). Opportunities to integrate gender analysis findings into subsequent phases of the study 

(primary data collection, analysis, and solution generation) were identified by reviewing follow-up questions 

generated by each country team in response to the findings from the secondary data review and gaps in the available 

secondary literature requiring further exploration.  

Table 1: Gender Analysis Cross-Cutting Findings and Recommendations for the Study 

A.  NATIONAL GENDER CONTEXT 
Gender-related policies and practices 

Findings Recommendations for the Study 

A1. Although gender policies exist in 

each study country (including policies 

on gender-based violence, women’s 

empowerment, and equal access to 

education), implementation is generally 

limited. By extension, national 

immunization programs are typically 

designed without explicit consideration 

for gender inequities. 

● Data collection tools: In EPI stakeholder tools, explore awareness 

of national gender policies and explore gender-sensitivity of 

existing immunization policies, including challenges in 

implementation.  

● Human-centered design workshops: Acknowledging that 

stakeholders may not be aware of how gender policies or 

practices may apply to immunization, ensure that workshops 

begin by building awareness of the importance of gender in 

immunization. 

● Community-generated solutions: Prompt stakeholders to 

consider gender-sensitive national policies and strategies as 

enablers for solutions, with consideration for how these policies 

will be implemented, including budget. 
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B. INTENT TO VACCINATE 
Attitudes and knowledge, awareness of needs and services, community norms, agency and prior experience 

Findings Recommendations for the Study 

B1. In some contexts, female caregivers 

may have limited autonomy to carry out 

vaccination decisions. Female caregivers 

may be viewed as responsible for 

seeking vaccination services, but others 

(often the male head of household; 

varies by context) may be considered 

responsible for making the decision, or 

allocating financial and other resources 

to carry out this decision. Female 

caregivers may also be at risk of 

intimate partner violence (IPV) when 

navigating such interactions within the 

household.  

 

B2. In addition to limited autonomy to 

make and act on vaccination decisions, 

social norms may dictate female 

caregivers’ freedom of movement away 

from the home. Female caregivers may 

not be allowed to travel independently, 

may be required to travel with a male 

chaperone, or ay be required to seek 

permission from a male head of 

household.  

 

If caregivers faced challenges due to 

limited autonomy (B1) or social norms 

(B2) limiting their ability to seek 

vaccination at earlier touchpoints, they 

may be less motivated to seek 

vaccination services by the 9-month 

touchpoint. 

● Literature review: Review literature on strategies or 

interventions to increase female autonomy in healthcare 

decision-making and vaccination specifically within a given social 

context.  

● Respondent recruitment: Ensure that all respondents are 

recruited to enable reflection on gender-specific contextual 

differences within each country, such as private vs. public 

facilities or urban vs. rural areas and areas with different 

religious or cultural norms.  

● Data collection methods and tools: Add heads of household as a 

respondent to explore gender-related dynamics in vaccination 

decision-making specific to the 9-month touchpoint (including 

resource allocation) and social norms around household 

decision-making. 

● Human centered design workshop: Consider the effects of 

limited autonomy on women’s participation in workshops: 

1. Participants: When consulting stakeholders, ensure that both 

caregivers and heads of household are able to actively 

engage, such as by holding small group consultations with 

one type of respondent at a time.  

2. Logistics: Hold workshops at sites accessible to all targeted 

caregivers or design the workshops to enable their 

participation within social norms, such as by reimbursing for 

travel for the caregiver and a chaperone.  

• Community-generated solutions: When designing solutions, 

guide stakeholders to consider gendered power dynamics.  
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B3. Lower education and literacy levels 

amongst women compared to men may 

limit women’s awareness and 

knowledge of immunization 

recommendations if they are 

disseminated through writing. This is 

particularly relevant for the 9-month 

touchpoint, as written vaccination 

cards are typically used as reminders to 

return after a longer delay than 

previous touchpoints. With lower 

education levels, women may be more 

likely to rely on local languages, and 

immunization promotion materials and 

vaccination cards may not be available 

in their language of preference.  

● Respondent recruitment: Track the education and literacy levels 

and spoken languages of caregivers and heads of household and 

ensure recruitment of caregivers with low literacy levels and 

those who do not speak the dominant language. Where feasible, 

include caregivers under 18 in the study.  

● Data collection tools: Integrate specific questions to explore the 

impact of low education and literacy on awareness of 

vaccination information. 

1. Observation: Whether immunization promotion 

strategies are gender-responsive, for example, do they 

rely on access to assets like radios or mobile phones or 

ability to understand written materials and is the 

content gender-sensitive. 

2. EPI and immunizers: How immunization promotion 

materials are designed (reliant on text or combined with 

pictures, provided in one or multiple languages, use of 

everyday language rather than technical jargon). 

3. Immunizers, community influencers, caregivers and 

heads of household: Perceptions of how men and 

women are treated when they come to the health 

facility and whether women who do not speak the 

primary language or younger women face any specific 

communication or other challenges. 

4. Caregivers and heads of household: Perceptions of the 

effectiveness of existing immunization promotion 

strategies and preferred mechanisms for receiving 

vaccine information. 

● Human centered design workshop: Facilitate the exchange of 

ideas through methods that don’t require strong literacy skills 

such as role playing or skits and limiting written content. Be 

aware of the power dynamics that can exist between high 

literacy and low literacy groups, and ensure that participants are 

able to contribute in their language of preference, including 

holding small sessions with participants who all speak the same 

language. 

● Community-generated solutions: Ensure that any social-behavior 

change materials are designed for individuals with low literacy 

(including diagrams or familiar images) and in relevant 

languages.  

B4. Concerns around vaccine safety may 

differ between men and women and/or 

based on the child’s gender, for 

example, that infant girls will become 

sterile after vaccination. Concerns 

around vaccine safety may differ by 

● Data collection tools: Integrate specific questions to explore 

trusted sources of information and perceptions of vaccine safety 

and adverse events following immunization (AEFIs). 

1. Immunizers and community influencers: Explore whether 

they perceive that their gender influences their 

credibility in influencing vaccination decisions. 
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gender because men and women may 

have different access to common 

sources of information about vaccine 

safety, such as social media. These 

concerns can become more 

pronounced by the 9-month 

touchpoint, particularly if adverse 

events are experienced at previous 

touchpoints to further raise concern 

about vaccine safety. 

2. Caregivers and heads of household: Explore differences 

between caregivers’ and heads of households’ concerns 

about vaccine safety, trusted sources of information, 

and experience of AEFIs, as well as response to AEFIs 

based on gender of child. 

● Data analysis: For all respondents, analyze data on trusted 

sources of information and perceptions of vaccine safety and 

AEFIs by gender of the respondent and whether the perception 

differs based on gender of child. 

C. COMMUNITY ACCESS 
Accommodation, acceptability and structural barriers 

Findings Recommendations for the Study 

C1. Female caregivers face increased 

transportation barriers when seeking 

vaccination. Female caregivers responsible for 

taking children for vaccination often face long 

travel times, may need to pay for transport, 

and may encounter safety concerns in transit. 

These barriers can decrease motivation to seek 

vaccination services by the 9-month touchpoint 

if previous trips to seek vaccination were 

challenging.  

C2. In addition to seeking vaccination services, 

female caregivers are often primarily 

responsible for household tasks, including 

caring for other children, cooking, and cleaning. 

These competing responsibilities may prevent 

a female caregiver from seeking vaccination in 

general, and as children grow from the early 

months of infancy into later infancy and 

become more independent of the mother, 

these responsibilities may evolve even further.  

• Data collection tools: Integrate questions into the 

caregiver and head of household tools. 

1. To explore transportation barriers (long travel 

times, direct cost of transport, safety concerns). 

When asking about these barriers, explore the 

ways that female caregivers may mitigate these 

concerns such as through the use of chaperones 

and whether this presents additional challenges 

to seeking vaccination.  

2. To explore whether household responsibility 

changes between early infancy (around 3-4 

months) and later in infancy (around 9 months) 

and whether this impacts seeking vaccination 

services, including whether a subsequent 

pregnancy may affect seeking vaccination service 

for older infants. 

• Human centered design workshops: Provide 

transportation support for caregivers and heads of 

household to attend HCD workshops and work with the 

community to identify safe and acceptable locations and 

schedules that are appropriate in light of household 

responsibilities. If appropriate, consider providing 

support for trusted chaperones to join female caregivers 

to ensure acceptability of participation.  

• Community-generated solutions: Ensure that any solution 

identified to resolve transportation challenges takes 

gender into account to promote acceptability and 

feasibility of the solution. 
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C3. Female caregivers may have negative 

service delivery experiences resulting from 

interactions with health workers, the physical 

environment of the health facility and health 

facility operations.   

a. Interactions from health workers 

resulting from power imbalances with 

health workers (typically men) or social 

norms regarding male-female 

interactions in public spaces. 

b. Poor physical design of health facilities, 

including limited provision for privacy 

during consultation and inadequate 

sanitation and hygiene facilities 

(including toilets and water), which 

affect women more than men. 

c. Operating context, such as operating 

hours and availability of services and 

long wait times, which may not be 

appropriate for women’s competing 

priorities and other social norms. 

If caregivers had negative service delivery 

experiences at earlier touchpoints, it may be 

more likely that they will be less motivated to 

seek services by the 9-month touchpoint. 

• Data collection tools: Integrate questions to explore 

negative service delivery experiences. 

1. Caregiver and head of household tools: Explore 

the occurrence of negative service delivery 

experiences at earlier touchpoints and the 

potential effect on adherence to the 

immunization schedule, as well as their 

preferences for how the physical and operational 

context could be made more conducive for 

women (caregivers) and whether the 

environment is conducive for men (heads of 

household). Examine whether these differ 

between facility-based service compared to 

outreach or mobile services, as well as private vs. 

public facilities. 

2. Immunizers: Explore their awareness and 

perceptions of interactions with caregivers and 

the physical and operational context of the 

health facility itself.  

● Human centered design workshops: Consult caregivers 

and heads of households to establish a workshop 

schedule that is appropriate for their participation and 

ensure that the workshop venue has appropriate water, 

sanitation and hygiene facilities, and ensure that women 

are part of the workshop facilitation team. 

D. FACILITY READINESS 
Health workforce and supply chain  

Findings Recommendations for the Study 

D1. Female caregivers may be required to interact with 

male providers to receive children’s vaccination 

services. If female caregivers experience discomfort or 

uncertainty interacting with male immunizers at 

previous touchpoint, they may be less motivated to 

return at 9 months. 

● Respondent recruitment: Recruit for an equal 

number of male and female immunizer 

respondents to ensure that both perspectives are 

captured. 

● Data collection tools: Integrate questions on 

whether the gender of the immunizer has an 

effect on vaccination experience and adherence 

to the vaccination schedule, and whether this 

differs between private and public facilities or 

urban and rural facilities. 

1. Caregivers and heads of household: 

Explore whether immunization has been 

received in the past by a male or female 

immunizer, whether they have a 

preference, and the reasons for any 

preference. Ask female caregivers about 
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their direct experience and heads of 

household’s perceptions of the female 

caregiver interacting with potentially 

male immunizers in a public setting or 

enclosed room. 

D2. Female immunizers and supply chain professionals 

may experience additional barriers in carrying out their 

roles in a predominantly male context. In some cases, 

particularly in smaller health facilities, a health worker 

administering vaccinations may also be responsible for 

supply chain management. 

a. Immunizers may experience difficult working 

conditions in busy health facilities as well as 

balance multiple tasks. The work environment 

may not be suited to women, leading to a 

shortage of female vaccinators. 

b. Supply chain professionals are responsible for 

managing supply chain data to ensure 

available stock for immunization activities.  

Since women often have lower literacy and 

limited access to mobile phones and other 

digital tools, supply availability may suffer as a 

result. 

c. Supply chain professionals are often also 

responsible for traveling to pick up 

immunization products, which may pose 

unique challenges for women, such as safety 

and competing household tasks. 

Previous experiences of vaccine stockouts could 

decrease caregiver motivation to return, and when 

supply is low or uncertain, immunizers could be 

discouraged from conducting education and 

mobilization for caregivers to return at 9 months. 

● Data collection tools: Explore whether female 

health workers experience unique challenges in 

accessing training to build their skills and 

performing their duties in the working conditions, 

and whether these challenges affect the 

availability of immunization services or the 

availability of female health workers. 
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Appendix: Secondary Analysis Guiding Questions 

The questions in the table below were used to guide the secondary data collection and analysis process for this 

gender analysis. The questions were informed by the Gender Integration of the Zero Dose Learning Agenda Exemplars 

in Global Health (EGH) Vaccine Delivery Framework, the JHPIEGO’s Gender Analysis Framework,  WHO’s Behavioral 

and Social Drivers of Vaccination Framework, VillageReach’s Supply Chain Equity Guide, and learnings from 

VillageReach’s BatePapoVacina! Project.  

Domain & 
Sub-Domain 

Questions 

National Gender Context 

National legal 
structures 
and policies 
related to gender 
equality 

• What national policies and legal structures support gender equality? Are they being acted 
upon? 

• Are there additional factors related to intersecting identities (people with disabilities, 
people who are low-income, people who are from certain religious or ethnic groups, etc.) 
that should also be considered?  

Intent to Vaccinate 

Attitudes and 
Knowledge  

• In what ways does limited health literacy contribute to a lack of information or motivation 
among primary caregivers to have their children vaccinated at the 9-month 
touchpoint/continue to receive vaccines? 

• How do the attitudes and knowledge levels of husbands/partners, in-laws, other 
influential household members, and community leaders/influencers, impact the intent to 
vaccinate at the 9-month touchpoint/continue to receive vaccines?  

• What are the barriers or challenges faced by primary caregivers when trying to influence 
vaccination decisions within the household at the 9-month touchpoint?  

• What is the role of gender in access to and spread of misinformation about vaccines? 

Awareness of 
needs and 
services 

• How does child health literacy differ between men and women?  

• In what ways does limited health literacy and lack of knowledge about immunization 
services among primary caregivers affect immunization uptake at the 9-month 
touchpoint?  

• How knowledgeable are husbands/partners, in-laws, and other influential household 
members, and community leaders about immunization services?   

• How do the knowledge levels of husbands/partners, in-laws, and other influential 
household members, and community leaders about immunization services impact the 
intent to vaccinate at the 9-month touchpoint?  

• How do gender differences affect awareness of vaccine availability and access points? 

Community 
norms 

• How do prior experiences at health facilities influence caregivers' vaccination decision-
making at the 9-month touchpoint? 

• To what extent do gender norms influence the prioritization of one child over another to 
be vaccinated at the 9-month touchpoint? 

https://www.exemplars.health/topics/vaccine-delivery
https://www.exemplars.health/topics/vaccine-delivery
https://gender.jhpiego.org/analysistoolkit/gender-analysis-framework/
https://www.who.int/publications/i/item/9789240049680
https://www.who.int/publications/i/item/9789240049680
https://www.villagereach.org/wp-content/uploads/2023/10/VR_SupplyChainIntegrators_Technical-Brief_Digital.pdf
https://www.villagereach.org/project/bate-papo-lets-get-vaccinated/
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• How does the gender of the caregiver affect their access to health care services, 
particularly when it comes to receiving services from a health worker of the opposite 
gender?  

• What are the specific household responsibilities or competing priorities that caregivers 
consider when weighing the decision to go to a clinic for vaccination at the 9-month 
touchpoint?  

○ How does the gender of the caregiver affect who is considered responsible for 
taking the child to receive vaccination services? 

○ How do gender norms for household responsibilities affect a caregiver’s 
capacity (e.g. time, freedom of movement) to take a child to receive 
vaccination services? 

• What are the community norms around permission by a male family member for 
vaccination for children? Or being accompanied by male family member for vaccination 
for children? 

○ How does the availability of a male family member impact access, in line with 
operating hours of HF? 

Agency • Who in the household typically has decision-making authority regarding health services 
access, including vaccination? 

• How does decision-making power within the household impact the ability of the primary 
caregiver to follow through on their intention to vaccinate a child at the 9-month 
touchpoint? 

• What are the decision-making dynamics related to the allocation of resources required for 
accessing health services, such as transport and medical supplies, and how does this 
influence vaccination uptake? 

• To what extent do individuals of different genders feel empowered to make autonomous 
decisions regarding vaccination? 

• How do societal and family pressures based on gender impact one's ability to choose to 
vaccinate? 

Prior experience • How does gender discrimination experienced by caregivers at health facilities or 
with health workers influence their intent to vaccinate their children at the 9-month 
touchpoint?  

• How can healthcare systems address gender discrimination and improve the experiences 
of caregivers at health facilities to enhance their intent and ability to vaccinate their 
children at the 9-month touchpoint?  

Community Access 

Accommodation 
and acceptability 

• What are the economic barriers faced by women, particularly those from poor households 
or without control over household resources, in accessing vaccine services at the 9-month 
touchpoint and covering associated travel costs?  

• How do vaccination clinic hours and the primary caregivers' other duties contribute to 
barriers in accessing vaccines at the 9-month touchpoint?  

• To what extent does the lack of access to a female healthcare provider affect the 
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utilization of vaccination services among female caregivers at the 9-month touchpoint?  

• How does the lack of privacy and confidentiality in health facilities impact male and 
female caregivers' willingness to seek vaccination services at the 9-month touchpoint?  

• What are the challenges and deterrents related to safety while traveling to and from 
vaccination clinics?  

Structural barriers • Do gendered cultural norms restrict women's freedom of movement, such as by requiring 
a male or senior female escort, and impede female caregivers' access to health services, 
including vaccination? 

• Is there safe, reliable and affordable transport infrastructure available for women and 
children to access vaccines? 

• Is it safe and socially acceptable for women and children to travel the distance to 
vaccination sites? 

Facility Readiness 

Workforce • Does alignment between sex or gender of healthcare providers and caregivers affect the 
uptake of immunization services at the 9-month touchpoint?  

• Do women and men in the immunization health workforce have equitable access to 
training, growth, and leadership opportunities? 

• Do women hold decision-making positions in immunization health workforce positions?   

• Do women and men receive equitable compensation for the same duties in immunization 
health workforce positions?  

• Are sexual harassment and violence prevention policies in place and enforced in 
immunization-related places of work? 

Supply • Are health facility spaces conducive to patient privacy and confidentiality and what is the 
impact on the overall satisfaction of patients?   

• What are the potential risks and barriers faced by vaccination workers in terms of safe 
travel options? 

• What is the status and quality of gender data collection, including sex-disaggregated data 
on patients and caregivers, within immunization data systems? 
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