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Addressing the secondary effects of COVID-19
This brief describes differences in the secondary
economic, social, health, and security effects of
pandemics across genders. It aims to help decisionmakers to address gender disparities in pandemic
preparedness, response, and recovery plans.
The document outlines the process of creating a
gender-responsive pandemic plan and priority areas
for action; it also provides recommendations on
partnership and resources to support stakeholder
efforts. This global guidance can be adapted to suit
specific contexts and the resources of different actors.
The Framework template illustrates how to record
related activities and key indicators. By the end of this
brief, readers should have a greater understanding
of how attention to critical gender-related issues can
facilitate development of pandemic plans that are
relevant and impactful.

A Gender-Responsive Pandemic Plan takes into
consideration the intersectional needs of women,
men, and gender minorities, in planning, data collection,
response and recovery.

Introduction

Pandemics can have a devastating impact on people,
communities, and countries. The experience of those impacts,
however, is not uniform. Some groups suffer more acutely
than others and struggle more to recover once the virus is
contained. To effectively prevent, address and mitigate the
differential effects of outbreaks, it is crucial to consider how
differences in social characteristics, such as gender, influence
not only how pandemics are experienced, but also the efficacy
of pandemic control and recovery efforts.
There are gender imbalances in both the primary and
secondary effects of pandemics. With respect to primary
effects, these include disparities between, and among, women,
men, and gender minorities in vulnerability1 2 3 to infection1 4,
exposure1 and health outcomes5. In recent disease outbreaks
– including Zika in Latin America and the Caribbean, Ebola in
West Africa and the Democratic Republic of Congo, and SARS
in Asia – the socioeconomic consequences, or secondary
effects, fell disproportionately on more vulnerable members
of society, including women and gender minorities6 7. In light
of these disparities, failure to take gender into consideration
compromises the effectiveness of pandemic responses and
puts at risk hard-won gains made towards gender equality.
Developing a gender-responsive pandemic plan must begin
with an evaluation of existing gender gaps within a particular

1

Examples of gender disparities in secondary effects
during the 2020 COVID-19 outbreak
• Work absences in Canada increased more sharply
among mothers compared to fathers. From February
to September 2020, the number of mothers who
worked less than half their usual hours for reasons likely
related to COVID-19 (i.e., caregiving responsibilities,
reduced work shifts etc.) increased by 70%, compared
to 24% for fathers1.
• In the United States, as of July 2020, 79% of heath care
personnel infected with COVID-19 were women2.
• Between March and July 2020, calls to the domestic
violence helpline in Peru increased by 48%; effect
increased over time3.
• Of 1.5 billion students worldwide; UNESCO estimates
that more than 11 million girls may not return to school
due to the pandemic4.
• Save the Children predicts that 500,000 more girls are
at risk of being forced into child marriage in 2020 due
to poverty and interruptions in education5.
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context, and
assessment
of how certain groups may be
disproportionately affected. It should encompass pandemic
preparedness, response, and recovery. Special attention
should be given to gender-based violence; mental health;
sexual and reproductive health services; economic and workrelated concerns; education and inclusive decision-making.
These topics are explored in more depth below.
21/5/11/0

stakeholders in conducting gender analysis
and monitoring gender disparities (see
details below under Resources).

Process

Data driven response
Data is the basis for developing, implementing, and evaluating
an effective gender-responsive pandemic plan. Although
gender research and newly emerging findings on COVID-19
effects highlight the differential impacts of pandemics
across genders, there remains a global gender data gap that
needs to be bridged to mount a stronger, gender-sensitive,
COVID-19 response. Ethical and safe collection and analysis
of intersectional disaggregated data exposes how pandemics
impact groups differently and facilitates realization of
appropriate social, economic, and health protections and
responses. Available tools and methodologies can guide

BEFORE

A gender-responsive pandemic plan must be
multisectoral, multi-step and iterative. Action is
needed before, during, and after an outbreak to
ensure preparedness, effective response, and
optimal recovery. The process of integrating
gender considerations into pandemic control
is best seen as a continuum rather than three
distinct phases. Due to the dynamic nature of
pandemics, approaches may change as the
disease course evolves; however, the incorporation of gender
should remain constant. Throughout this evolving process,
it is critical that multilevel, intersectional disaggregated data
is collected ethically, and that the data is analyzed, applied,
and disseminated to inform evidence-based pandemic
planning and implementation.

DURING

Assess

Budget

Plan

AFTER

Implement

Implement

Assess

Draft Policies

Adapt

Reﬁne

Continuous Intersectional Disaggregated Data Collection

Before: Budget, plan, draft policies
Stakeholders should integrate lessons learned from previous
public health emergencies into pandemic preparedness
strategies, as well as collect intersectional data, conduct
intersectional disaggregated analysis, and monitor indicators
of interest to identify priorities and needs. Findings from
context-specific gender analyses can then be used to: budget,
i.e., determine priorities and decide how to allocate financial
and material resources to specific programs and initiatives
that target vulnerable groups. Gender budgeting should
include established procedures for when and how funding
flows will be triggered; stakeholders can then formalize plans
for multisectoral program design and activities. This includes
agreeing on commitments, outlining specific strategies to

2

integrate gender and reduce inequalities at every stage of
pandemic management, and designing a data collection
plan to monitor the situation. At this stage leaders should
also conduct stakeholder mapping to identify appropriate
and representative entities that can implement and oversee
response and recovery, and then establish partnerships.
Every effort should be made to identify local and grassroots
groups that may best represent vulnerable and marginalized
populations. Decision-makers may find it prudent to consider
the gender impacts of different strategies that may be
adopted depending on how the pandemic evolves, and plan
accordingly for each possibility. They should also draft policies,
i.e., targeted social, economic and health policies should be
crafted to protect and support communities in the event of
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a pandemic.
It is important
to collaborate meaningfully with
gender experts, gender equality advocates and organizations,
and representatives of vulnerable groups while developing
budgets, plans, and policies.
21/5/11/0

During: Implement, assess, adapt
This period requires flexibility depending on how far along
one is in establishing a gender-responsive pandemic plan.
Those who have taken the preparatory steps outlined in
the Before section can respond more quickly and effectively.
Less prepared stakeholders should proceed to assess the
needs of different groups by undertaking a rapid gender
analysis to identify priorities, risks, capacity, and resources
to inform strategies for response. More prepared stakeholders
can begin by determining which strategies to execute
according to the current epidemiological context and conduct
a more thorough assessment following implementation of
planned activities to monitor both the process and outcomes.
As actors implement, they will rollout protective and
response interventions in collaboration with multisectoral
partners. Clear communication and coordination are critical
during this phase, and implementers should institute
mechanisms to facilitate these activities. Finally, stakeholders
should be prepared to adapt priorities, and planned or
initiated activities, based on any new information learned
through assessment, as well as inputs from representative
partners and groups, to ensure that interventions remain
relevant to the current context.
After: Assess, implement, refine
Once disease transmission is under control, stakeholders
will need to pivot to recovery and reconstruction as they
implement transition planning and maintain support
for groups continuing to struggle with the impacts of
the pandemic. This stage should also include regular
intervals to assess implementation progress and
conduct after-action reviews to glean lessons learned
from the previous stage. Stakeholders should then
refine activities accordingly and record lessons
learned for future planning. Decision-makers should
also keep in mind that as disease transmission is
often nonlinear, they must be prepared to adapt
and refine policies and activities as needed once
data makes the context clearer, particularly as it
applies to vulnerable groups and communities.

Priority areas

Pandemics exert pressure on economic and social
systems. In responding to the immediate challenges
caused by pandemics, governments have to make difficult
decisions about how to best allocate resources. Some of
these decisions are necessarily context driven, however,

3

it is also critical to continue to work towards long-term goals
and maintain progress that is at great risk of backsliding. The
six priority areas summarized below require urgent action to
protect against lasting harm to people’s health and wellbeing,
and to national economies.
Gender-based violence
Gender-based violence (GBV) can refer to physical, sexual,
or psychological coercion and violence. While GBV can be
perpetrated against people of all genders, women, and girls
(especially adolescents) are more likely to encounter GBV8.
According to global estimates, 1 in 3 women (35%) experience
some form of physical and/or sexual violence in their lifetime9.
GBV experienced by women is often referred to as a ‘hidden’
or ‘shadow’ pandemic, yet even less attention has been paid
to another vulnerable group – LGBTQI people experience
GBV at rates as high or higher than the general
population10 11. The consequences of these experiences
are compounded for LGBTQI people who are also often
excluded from humanitarian services and resources
during disasters12 13.
Data from past emergencies and outbreaks and
COVID-19, show increased levels of GBV across
contexts compared to before pandemics6 14.
Numerous direct and indirect pathways can
be linked to this increased violence. Increased
economic strain on households, stress, and reduced
access to support systems can aggravate GBV.
Quarantines and stay-at-home measures can then put
vulnerable groups at increased risk of violence15. The risk
factors engendered by pandemics are further magnified
in fragile settings where power imbalances are more
extreme for people dependent on aid for survival who are
vulnerable to abuses at the hands of those able to offer
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assistance. For example, sexual exploitation by community
leaders and first responders was reportedly common in Sierra
Leone and the Democratic Republic of the Congo during the
Ebola crisis15 16.
Mental health
The mental health impacts of pandemics are far-reaching,
with many people burdened by fear of infection, social
isolation, worry over economic fallout, and grief over personal
loss. Studies of past pandemics have outlined the negative
psychological impacts of widespread contagion and the
resulting socioeconomic fallout and disease prevention
measures. Early reports from several countries indicate worse
mental health outcomes among the general population since
the start of the COVID-19 pandemic. These include increases
in drug use, and rates of anxiety and depression17 18 19 20 21 22.
Even before COVID-19, mental health represented a chronically
underfunded sector with many countries spending only a
fraction of their national health budgets on mental health
services. In most countries, mental health services, and
community-based services in particular, have been interrupted
due to COVID-1923 24. While many countries have implemented
telemedicine in response to the disruptions, there
is a marked decline in use across high-, middle- and lowincome countries. Most high-income countries have reported
rolling out these services in contrast to less than half of lowincome countries25.

4

Certain groups are at greater risk of worse mental health
outcomes during a public health crisis, including: women
overburdened by balancing work, home, and care activities;
children, adolescents and older adults struggling with the
effects of social isolation; individuals with preexisting mental
health conditions; the LGBTQI community; and frontline health
workers at increased risk of infection, depression, burnout,
and post-traumatic stress26 19 17.
Sexual and reproductive health services
As health systems respond to emergency needs during
pandemics, resources are often diverted away from outpatient care, including sexual and reproductive health services
for women and girls. Studies and reports from past epidemics
in Latin America and the Caribbean, West Africa, and Asia
describe how reductions in these essential services during
public health crises contributed to increases in unintended
pregnancies (including adolescent pregnancy); sexually
transmitted infections, including HIV; unsafe abortions; and
maternal morbidity and mortality, as well as worse birth
outcomes16 6 1. Lack of service delivery due to limited or
redirected resources is likely to more severely impact the
most vulnerable and marginalized populations who may
rely on subsidized care or reside in areas with low human
resources for health27.
Women and girls of reproductive age may face many obstacles
to accessing sexual and reproductive health services during
pandemics, including movement restrictions, lack of affordable
childcare, and financial constraints due to unemployment.
Supply chain disruptions of essential health commodities
(e.g., menstrual health products) and medications, including
contraceptives, clearly illustrates the potential ripple effect
of conditions produced during pandemics. During the first
quarter of 2020, the implementation of public health safety
measures in China, a major exporter of pharmaceutical
ingredients, delayed production of generic medicines in India.
UNFPA estimates that, depending on the level of disruption
to the health system during COVID-19,
in the event of a 12-month ‘lockdown’
20-51 million women in 114 low- and
middle-income countries will not be
able to use modern contraceptives
and there will be 6-15 million
unintended pregnancies27 28 29.
Although many sexual and
reproductive health needs are time
sensitive and require intervention
from trained providers, women
and girls may delay care-seeking
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during pandemics
due to fear of exposure to infection and
being misdiagnosed. During the Ebola outbreak in West Africa
symptoms of pregnancy complications such as, “unexplained
bleeding,” were misclassified as symptoms of Ebola infection
and patients were transferred to Ebola treatment centers.
Reports from Sierra Leone revealed that women in labor were
also reluctant to seek care due to fears that clinicians would
not have sufficient personal protective equipment30 29. Facilitybased services, including abortion and antenatal, postnatal,
and emergency obstetric care need to continue uninterrupted
during pandemics, with necessary infection control measures
in place31 28 27.
21/5/11/0

Economic and work-related concerns
Pandemics place millions of jobs at risk; however, certain
groups are more vulnerable to the economic and work-related
concerns that stem from market contractions and resulting
losses in income. Groups disproportionately disadvantaged
during pandemics include workers without social protection
in the event of unemployment (e.g., self-employed, part-time,
informal workers etc.); migrant workers who may also lack
legal immigration status; and women, many of which are racial
and ethnic minorities, who are overrepresented in the more
adversely affected sectors32. Women are also on the front
lines of the current COVID-19 pandemic – in the health and
social workforce where they represent 70% of paid employees,
and at home, where they carry out more of the unpaid care
work33. Their risk of infection during pandemics can be further
compounded by context specific power dynamics. During the
2014 Ebola crisis in West Africa there were reports that in
clinical settings men, who comprised the majority of higherranking staff (i.e., doctors), received more personal protective
equipment than women in lower ranking positions (i.e., nurses,
traditional birth attendants, community health workers etc.)16.

Livelihoods
Vulnerable groups tend to be overrepresented in certain
types of work. In many countries, specific sectors
(i.e., tourism, travel, retail, services etc.), in which women
generally constitute the majority, tend to be more vulnerable
to pandemic control measures32 34 16. According to the US
Labor Department, women accounted for approximately
60% of the 700,000 jobs lost in the first COVID-19 wave –
a trend observed in multiple other countries since the start
of the pandemic35 36. The global garment industry which is
75% women, has also been devastated by the COVID-19
pandemic, with laborers losing income as factories suspend
or lay off employees. These workers are more likely to be
subject to acute economic loss from the immediate disruption
of their work. Those who continue to work generally lack social
protections (e.g., paid sick leave) and may be at increased risk
of infection due to close working quarters or the nature of their
work37 16. Adverse economic outcomes run the risk of pushing
people and households into multidimensional poverty. UN
Women estimates that by 2021, 96 million more people will
be forced into extreme poverty, and the gender poverty gap
will expand34. Globally, women are also more likely to live in
poor households with underage dependents. Women and girls
in lower-income settings may be disproportionately impacted
by some of the consequences of compromised livelihoods,
such as early marriage and food insecurity16.
Informal work sector
The 2-billion-person global informal workforce is another
sector differentially affected by disease outbreaks. It was one
of the hardest hit during the COVID-19 pandemic. During
the first month of the pandemic, estimates suggest that
globally informal workers, many of which are from minority

5

3/61/54/0
77/46/0/0
100/89/32/20

Co Headline Light
Co Headline Regular
Co Headline Bold
CO HEADLINE LIGHT
CO HEADLINE REGULAR

CO HEADLINE
populations,
lost BOLD
an average of 60% of their income34.
Although it varies, in most countries, women are employed
in the majority of informal work positions such as domestic
work; 72% of domestic workers worldwide, 80% of whom
were women, lost jobs due to the COVID-19 pandemic34.
In addition to the loss of income, often informal workers are
not covered by unemployment or health plans putting them
in the unenviable position of choosing between returning to
work early despite the risks to their health and being unable
to meet their basic needs for survival38.
21/5/11/0

Unpaid care work
Care work is historically undervalued, uncompensated, and
frequently excluded from formal social protection16. According
to the UN, even before COVID-19, on an average day women
did three times as much unpaid care and domestic work as
men. During pandemics, domestic work generally increases
for women, including those who already have full-time
jobs28. Often, confinement and infection control measures
(e.g., school closures) further compound the burden of unpaid
care work that tends to fall to women and girls28 39 37 1 40. This
can have many consequences, including limiting their ability
to continue their studies, carry out paid work, and even in
some cases return to the labor market after an outbreak1 41.
Representation and valuing diverse voices
In 2019, the World Health Organization declared that global
health is delivered by women and led by men33. Women
account for 70% of the global social and health workforce
and yet they hold a mere 25% of senior roles33. Gender parity
could help to expand global heath priorities and to make
them more inclusive. Given their marked majority in the
workforce, and disproportionate risk to certain impacts of
pandemics, women constitute an undeniably important
group of stakeholders. Decision-makers should demonstrate
a greater commitment to representation and valuing diverse
voices, including underrepresented minorities, in local,
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national, and global leadership positions. While important,
increased representation is not enough to advance gender
equality in global health governance. Commitment to
changing informal practices that may hinder certain groups’
participation (e.g., inflexible work hours disadvantage
mothers)42 and exploit existing gender norms (e.g., men’s
lack of involvement in unpaid care work) is also key43 44.
Exclusion and lack of meaningful participation also threatens
the success of public health interventions. For example, due
to their embeddedness in local communities, networks of
women and young people are often ideally positioned to
receive and communicate important information on detection,
prevention, treatment, and social support45 43. It is also
important to consider how certain policy landscapes can
enable better pandemic preparedness and response. There
has been much public discourse, and some limited evidence,
suggesting that women in leadership positions have more
successfully managed public health crises. Lower rates of
infection and death in some woman-led states during the first
quarter of the COVID-19 pandemic gave rise to speculation
that gender differences in leadership and risk management
styles might explain women’s relative success in this context
(i.e. several women leaders adopted ‘lockdown’ policies early
in the pandemic)46. However, more nuanced scholarship that
considers leadership in the context of national systems of
governance and cultural values suggests that successful
pandemic management was less the result of leaders’ gender
than the fact that some woman-led states already had
protocols in place that allowed their leaders to respond more
quickly and effectively to COVID-19. In these cases, the same
political and social values that motivated countries to prioritize
strong disaster management systems contributed to their
selection of women for positions of national leadership47.
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lifespan. Ample evidence shows that economic insecurity
puts adolescent girls at increased risk of abuse and sexual
exploitation, including early and forced marriage and early
pregnancy, further reducing the likelihood that they will
return to school16 39 51 55 54.
In addition to girls, refugees, and learners with disabilities,
students living in resource-poor or rural areas are at a
particular disadvantage as school closures reduce learning
opportunities. Parents who have limited education, or need
to work, may not be able to effectively facilitate remote
learning for their children. Low- and middle-income countries
and communities with limited internet connectivity may be
ill-equipped to support distance learning, and gender gaps in
access to digital devices and the information communication
technology skills necessary for online education can lead to
learning disparities between boys and girls53 39 51.

Education
During pandemics, education for adolescents and children
requires special protection. In addition to delivering learning
opportunities, schools also perform many other important
social services, including functioning as safe places for
reporting abuse, dispensing free or low-cost reproductive
health supplies (i.e., condoms, sanitary napkins), providing
social structures critical to healthy development, and supplying
free or subsidized meals for underprivileged students48.
Policy responses to the COVID-19 pandemic have disrupted
education for hundreds of millions of students from every
continent around the world. A rapid assessment of education
needs in 98 countries found that without intervention, the
lost opportunities to learn, and disparities in the ability
of households and schools to support remote learning
during the COVID-19 pandemic, would likely lead to “the
greatest disruption in educational opportunity worldwide in
a generation”49 50. These disruptions come at a high cost in
the short-term, and the ripple effects may negatively impact
individual livelihoods within communities for years to come.
Pandemics expose inequities across the education sector
and they also have the potential to widen existing disparities
in educational achievement51 52. During the 2014-16 Ebola
outbreak in West Africa, some struggling households turned
to children to contribute to the family income rather than
focusing on school. Girls were also often expected to take on
additional caregiving tasks within the home, limiting learning
opportunities for them during the pandemic, and increasing
rates of attrition after the crisis39 16 53 54. School attrition has
serious downstream social consequences, including less
economic earning power over a lifetime; girls who do not
complete school are also more vulnerable to decreased
agency at the household and societal level throughout their
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Partnerships

Partnerships and collaboration are essential to a successful
gender-responsive pandemic plan. Governments, nongovernmental organizations, international organizations,
the private sector, and civil society all have important roles
to play before, during, and after pandemics, and a shared
responsibility to find and execute effective solutions. Pandemic
impacts are not limited to the health sector, they require
multisectoral action. Failure to collaborate across sectors
can lead to service gaps or overlapping activities.

Benefits of partnership
• Share responsibility
• Avoid duplication

• Increase awareness
• Expand reach

• Pool resources

• Enhance community buy-in

•L
 everage cross-sectoral expertise and combine strengths
Shared responsibility also has the benefit of mitigating the
risk of overwhelming any one sector. Furthermore, plans to
prevent and address the effects of an outbreak may be so
interrelated that even by simply engaging in independent
action, one sector (e.g., health, education, economy) may
contribute to the objectives of another. For example, provision
of sexual and reproductive health services during a pandemic
can help to prevent unplanned teenage pregnancies that may
make it more difficult for adolescent girls to return to school,
leaving them more vulnerable to poverty throughout their
lifetime56. Given the complexity of intersectoral collaboration,
appointing a dedicated unit to manage strategic coordination
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Partnerships can be forged at different levels from the local
to the national and the international level. To identify which
level to target, the jurisdiction under which a given policy or
program of interest falls should be considered. Depending
on the context, federal-level partnerships may have a wider
influence and impact, while local-level partnerships may be
more accessible to civil society and public services (e.g., first
responders). Civil society partners frequently have more
insight into the cultural and socioeconomic realities on the
ground and are often already involved in providing critical
social services. They can also play an important role in
enhancing community support, which is essential to successful
adoption of social and health prevention, protection, and
promotion efforts. Such partners include communitybased organizations (e.g., women’s groups), humanitarian
organizations, and community leaders (e.g., religious
institutions, employers, local government, traditional leaders
etc.). Community-based members of the public sector, like
community health workers, should also be an integral part
of any gender-responsive pandemic plan.
A number of activities are prerequisite to partnership
development, including mapping key stakeholders; identifying
champions; and assessing each stakeholder’s interests,
constraints, and scope of authority. Understanding how

Resources

different parties are positioned helps to enable identification
of common ground. Both formalized groups and informal
channels on digital messaging platforms etc. can facilitate
communication among various actors. Information and data
sharing among partners are also essential to breaking down
silos and ensuring a coordinated and data-driven response
to pandemics. Stakeholders should be mindful that the
composition of partnerships and the level of engagement
of partners may change over the course of a pandemic,
as a result it is important to communicate roles,
responsibilities, and time frames clearly.
Gender refers to the socially constructed roles, norms,
and behaviors we associate with men, women, and gender
minorities. Expectations and implications of gender are
shaped by historical and cultural context and intersect
with other facets of identity (e.g., ethnicity or sexual
orientation) to influence how people experience life.

Intersectionality is a theoretical framework that
examines how people’s experiences of discrimination
and privilege are influenced by the combined aspects
of their social identity. An example of intersectional
disaggregated data would therefore be data broken
down by age, sex, gender, race, class, disability,
sexual orientation, and related combinations.

This curated selection of resources provides detailed guidance
and materials to support stakeholders in incorporating gender
into the various stages of pandemic plans.

• A WHO Toolkit provides guidance for infectious disease
researchers on how to incorporate an intersectional
gender approach into their work.

• The Jhpiego Gender Analysis Toolkit provides research
questions for project-level data collection and gender
analysis related to five domains: 1) Laws, regulations,
and institutional practices; 2) Cultural norms and beliefs;
3) Gender roles, responsibilities, and time used; 4) Access
to and control over assets and resources; and 5) Patterns
of power and decision-making.

• The One Health Gender Integration Toolkit contains
guidance on how to identify and manage gender
considerations related to preparedness and response
to public health threats. The Toolkit includes supporting
tools for gender-related disease prevention, detection,
and response as well as analysis.

• The Gender Analysis and COVID-19 Matrix provides a
template and examples to guide development of a framework
that factors multidimensional gender-related considerations
into the design of research and/or interventions.
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• A WHO critical review of 17 tools widely used for Gender
Analysis in Health describes the purpose, content, and
limitations of each tool. It also includes full references for
each of the tools reviewed.

Framework
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Outcomes

Key Activities
Before

Address genderbased violence

• Identify adequate and proportional budget
lines for programs that mobilize informal
support networks such as community-led
organizations women and youth rights
networks, and programs to engage men
as allies
• Sensitize and train health professionals/
first responders/ community-based and
humanitarian workers on risks and health
consequences of GBV, and put in place
robust procedures and guidelines on
how to screen and provide support

During
• Expect and prepare for a surge in
service utilization
• Advertise availability of local protective
services (e.g., shelters, hotlines, adolescent
girls’ groups, rape crisis centers,
counselling, mHealth, etc.) through
multiple channels

Indicators
After
• Continue to fund, support, and coordinate
with community, facility, formal, and
informal sector partners who provide GBV
response services (e.g., safe reporting
systems – in person and remote –, shelters/
safe housing etc.), and related referral
and complementary services (e.g., mental
health, legal, economic support etc.)

• Proportion of girls, women, and LGBTQI
children and adults who reported being
subjected to physical or sexual violence in
the previous 12 months1
• Proportion of women aged 20-24 years who
were married or in a union before age 15

• Adapt innovative communication
approaches to sensitize communities
to increased risk of GBV in all its forms

•E
 thical collection of intersectional disaggregated data on GBV incidence and use of GBV and complementary services
Provide mental
health support

• Identify adequate and proportional
budget lines for resourcing mental health
support, including community-based
initiatives/groups
•D
 raft policies to ensure support for mental
health services for at-risk groups, including
essential workers in all involved sectors

• Increase availability and accessibility of
mental health services and explore remote
options for care (i.e., telemedicine)
• Train both institutional and communitybased social and health care providers on
how to screen for psychological distress

• Expect and prepare for a surge in
service utilization
• Provide health care workers with
psychosocial support to mitigate
post-traumatic stress

• Incidence of mental health-related
symptoms/conditions among persons
with pre-existing mood disorders
• Coverage of treatment interventions
(pharmacological, psychosocial and
rehabilitation and aftercare services)
for substance use disorders

•E
 thical collection of intersectional disaggregated data on mental health incidence, service availability and use, and hospitalization rates,
with emphasis on at risk groups
This indicator is especially hard to track during a pandemic, as it may be unsafe to survey people during confined to their homes. Also, the turnaround time for such surveys is long. During the COVID-19 pandemic GBV has been measured
using proxy indicators such as the number of hotline calls and police reports, etc. Additional sources of information include reports from civil society organizations, shelters, community health workers, child services providers, and other
groups that have historically not been consulted in data collection.

1
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to sexual and
reproductive
health services
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• Identify adequate and proportional budget
lines for increased sexual and reproductive
health support, including provision of
dignity kits, accessible contraception,
abortion, and obstetric, maternal health
and newborn care
•D
 raft policies to ensure continuity of
support for sexual and reproductive
and maternal health services

• Increase availability of SRH services (e.g.,
free contraceptives through pharmacies
and community health workers) and
explore remote options for care

• Continue to investigate reasons for unmet
needs and unintended gaps in service
provision during the pandemic and
identify lessons learned for the future

• Prioritize infection control in facility-based
maternal and newborn health units

• Percentage of births attended by skilled
health personnel
• Percentage of women of reproductive age
who can identify a nearby source of safe
abortion care

• Ethical collection of intersectional disaggregated data on sexual, reproductive, maternal, and neonatal health morbidity and mortality,
as well as service availability and use, including hospitalization rates
Address economic
and work-related
concerns

• Develop culturally sensitive and contextspecific communication campaigns to
sensitize households to a more equitable
distribution of household and caregiving
responsibilities and advocate for
employers to adopt related measures
e.g., paternity leave
• Draft policies to improve the availability
and accessibility of safe, affordable, and
quality child and elder care services

• Ensure an equitable supply of occupational
health and safety amenities for all caresector workers (e.g., appropriate personal
protective equipment)
• Increase access to financial support
(i.e., unemployment benefits, maternity
protection, paid sick leave, insurance etc.)
for formal sector and informal
sector workers

• Support return to work programs that
purposefully plan for gender equity (i.e.,
targeted stimulus activities, trainings, credit
etc.) and target displaced workers, as well
as historically marginalized women
(i.e., indigenous women, sex workers,
women with disabilities, etc.)

• Percent of women employed in human
health activities with uninterrupted
access to appropriate personal
protective equipment
• Proportion of time spent on unpaid
domestic and care work for all genders

• Continue to provide emergency cash
transfers to assist those whose livelihoods
have been affected by the pandemic using
systems that allow women direct access to
the funds

• Ethical collection of intersectional disaggregated data on labor force participation including employment (informal and formal) and access
to social protections
Ensure equitable
and meaningful
representation in
decision making

• Engage in stakeholder mapping to identify
existing activities that can be supported
during a pandemic

• Collaborate with women’s advocacy
groups, youth groups, and community
volunteers to support local transmission
of messaging on disease detection,
prevention, and treatment

• Ensure equitable representation of women
on pandemic recovery task forces and
relevant governing bodies at all levels

• Ethical collection of intersectional disaggregated data on decision-makers at the local, national, and international levels of global health
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• Percentage of women in leadership
roles at all levels of national and global
health governance
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Ensure equitable
access to education
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•E
 xplore partnerships with private sector
to secure digital devices for low-resource
students, especially girls
• Identify adequate and proportional budget
lines to train teachers on how to effectively
integrate technology into instruction

• Implement programs to maintain school
retention, including alternative delivery
structures (e.g., podcasts, radio,
and television broadcasts)
• Distribute homeschooling educational
resources to households for girls
and boys

• Provide financial incentives to send
children and adolescents back to school
• Continue educational programs for
out-of-school pregnant girls

• Proportion of youth and adults with
information and communications
technology skills, by type of skill
• Percentage of girls who
do not return to school

• Ethical collection of intersectional disaggregated data on school attrition and return to school, as well as access to educational resources
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