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Background 

ika is a virus that can be 
transmitted through mosquito 
bites, from mother to child during

pregnancy and breastfeeding, through 
sex, or through the exchange of other 
bodily fluids, such as blood, saliva, and 
urine [1]. As of mid-2017, 48 countries 
and territories in the Americas, Africa, 

sia, and Europe have confirmed 
ector-borne transmission of the Zika 
irus, while five countries have reported 

sexually transmitted Zika cases [2]. The 
Latin American and Caribbean (LAC) 
region has seen the bulk of infections, 

here females account for the majority 
(61-75%) of all Zika cases. In fact, the 
rates of probable Zika cases were highe
in women of reproductive age, between
20-49 years [3-4] . 

Pregnant women can be infected w ith t
ika virus throughout the pregnancy, an

the virus is capable of spreading from a 
pregnant woman to her child [5]. While 
many people infected are asymptomatic
or have mild symptoms, Zika infection is
of particular concern for pregnant wom
because it has been linked to cases 
of serious birth complications such as 
microcephaly and other brain anomalie
among infants [3,6]. One study found 
the estimated risk for microcephaly w ith

ika infections in the first trimester of 
pregnancy ranged from 1-13% in Brazi I 
[7]. Currently, there is no vaccine or 
treatment for Zika; medications are only
used to alleviate symptoms. 
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A couple receives counselling about Zika at the Teculutan health center in Zacapa, Guatemala. 
Photo by Carolina Luna, URC. 

Gender issues in Zika-related 
health services 
International recommendations on Zika 
prevention and public health response 
efforts often do not take into account 
gender issues and social realities on 
the ground. Recommendations that 
encourage women to avoid or delay 
pregnancy or practice safe sex or 
abstain from sex during pregnancy 
assume that women have high levels 
of reproductive control and autonomy 
[8,9]. Yet the ability to comply w ith these 
recommendations often varies w ith a 
woman's socioeconomic context. 

Disparities in access to reproductive 
and maternal health services persist 
w ithin and between affected countries 

in the LAC region. Some women have 
limited access to contraceptives and 
other reproductive health services, 
experience high rates of sexual violence, 
and face other reproductive health 
decision-making barriers that result in 
high rates of unintended pregnancies 
[10 -1 2]. Gender norms and inequalities 
and gender-based violence affect health 
outcomes for a ll people. Understanding 
the unique needs and vulnerabilities 
of men, women, boys, and girls helps 
us identify target populations, tailor 
responses, and dedicate resources 
where they are most needed. This 
technical brief focuses on gender issues 
that affect Zika-related antenatal care, 
family planning, delivery, and newborn 
care. 
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Gender-related roles and values 

Women and girls—especially in female-
headed households—bear the main  
burden of productive and reproductive 
work. They tend to spend more time at 
home doing domestic chores and are 
therefore more likely to be exposed to 
Aedes mosquitos (which carry the Zika 
virus) [4]. Lack of adequate water and 
sanitation infrastructure—a particular 
concern for poor families and indigenous 
groups—leads to breeding grounds for  
mosquitos. For example, indigenous  
peoples are 10-25% less likely to have 
access to piped water and 26% less likely 
to have access to improved sanitation 
[13]. 

There are also traditional gender roles 
and values that influence patterns of 
sexual behavior and thus the spread of 
Zika. In Latin American cultures, men 
face fewer social sanctions for having 
sexual partners outside of marriage. In 
comparison, women are expected to be 
submissive to their male partner, to wait 
until marriage to initiate sex, to have only 
one sexual partner, and to be faithful to 
that partner [14]. 

Specifically related to Zika, research 
suggests that women believe pregnancy 
prevention and Zika prevention (when 
pregnant) are their responsibility and that 
mothers are expected to take care of 
children and have a considerably larger 
role than participating males [15]. Some 
men also refrain from talking about health 
issues such as Zika, to demonstrate 
strength and avoid vulnerability in 
alignment with traditional gender roles in 
Zika-affected countries [15]. 

Limited access to and/or control 
over sexuality education, 
contraceptives, and other  
reproductive health services 

Many people in Zika-affected countries 
have limited access to comprehensive 
sexual education and lack accurate 
information related to sexual health 
and Zika transmission, particularly that 
Zika can be transmitted through sexual 
contact. For example, in the Dominican 
Republic, only 30% of males and females 
surveyed were aware that Zika could be 
sexually transmitted [4].   

Gender issues in Zika services 

•		 Gender-related roles and values 

•		 Limited access to and/or 
control over sexuality education, 
contraceptives, and other 
reproductive health services 

•		 Women’s lack of power to 
negotiate contraceptive use 
(including condoms) 

•		 Stigma leading to mother and 
child abandonment 

Women and couples that intend to 
follow recommendations to abstain from 
sex if pregnant or prevent pregnancy  
during the recommended timeframe  
may experience several challenges. 
21% of women of reproductive age in 
LAC have an unmet need for modern 
contraception (24 million in 2017—an 
increase of 1.2 million since 2014), and 
an estimated 69% of all pregnancies in 
the region are unintended [16]. Rates of 
modern contraceptive use in the Zika
affected regions range from 34-76%, 
however, these rates tend to be lower 
among women in rural areas and poorer 
communities [10]. Although many of  
these countries provide family planning  
services for free in public facilities, 
frequent stock-outs force many women 
to pay out of pocket and prevent them 
from accessing their method of choice 
[17].  

Although the modern contraceptive 
prevalence rate (mCPR) has increased 
in every country in the LAC region over 
the past 50 years, many disparities 
still persist in vulnerable populations, 
including indigenous, uninsured, and  
low-income women who face further 
discrimination in accessing education 
and health services. For example, a 
study of five countries in LAC found that 
mCPR was 20% lower among indigenous 
women than the general population,  
5% lower among uninsured women 
than insured, and 7% lower among the 
poorest women than the wealthiest [17]. 



Women’s lack of power to 
negotiate contraceptive use  
(including condoms) 

The concept of machismo, where men 
are taught to be strong and aggressive 
to achieve their goals, often manifests 
as social domination over women in 
the LAC region. Men are expected to 
be dominant and sexually experienced, 
while women are expected to be 
submissive and faithful. In the context of 
HIV-transmission, and relevant to Zika, 
machismo culture influences norms of 
condom use [19]. Fewer women than 
men reported using a condom during 
their last sexual encounter [14], which 
is consistent with reports that women 
find it difficult to negotiate condom use 
with their partners [15].  In Latin America, 
condom use is associated with non-
marital sexual relations, suggesting 
that either her or her husband has 
been unfaithful, thus challenging the 
female norm of fidelity and significantly 
threatening the authority of her husband 
and condoning his extramarital affairs 
[20]. This may be an explanation for the 
high number of women infected by their 
long-term partners [14]. 

An additional obstacle is the difficulty 
that men may have understanding why a 
condom should be used, given that the 
woman is “already pregnant”. Condoms  
are widely perceived as contraceptives. 
When they are presented as a barrier 
to sexual transmission of the virus, 
many men perceive that they are being 
accused of having caught the virus from 
another partner. 

Due to high rates of gender-based 
violence in Latin America (with intimate 
partner violence ranging from 23.7-41% 
[21]), women fear violence at home and in 
transport to health facilities. Women also 
experience higher rates of mistreatment 
by health care professionals and can be 
particularly vulnerable to violence during  
a crisis [4]. This can make women fearful 
of negotiating contraceptive use as well 
as leading to unintended pregnancy or 
Zika infection. 
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Stigma leading to mother and child  
abandonment 

There has been increased stigma against 
pregnant women—especially against  
infected pregnant women—throughout  
the epidemic. In addition, men have 
been stigmatized for fathering a ‘Zika 
baby’–further reinforcing stereotypical  
norms related to virility, fertility, and 
machismo–and in some cases leading to 
the abandonment of their partners and 
children [22]. 

Suggestions to integrate gender  
considerations in Zika-related  
health services 
Different gender-related issues need to  
be taken into account when designing 
and implementing Zika-related health  
services. The following actions will 
help advance quality of care, improve 
patient outcomes, and reduce existing 
inequalities. 

1.  Assess the unique needs of men, 
women, boys, and girls in Zika
affected areas related to Zika 
infection and reproductive health. 

•		 Conduct a gender analysis, preferably 
before the start of a program, to 
identify gender-related issues relevant 
to Zika infection and the reproductive 
health needs of women, men, girls, 
and boys. For example, it is crucial 
to determine who in a family makes 
decisions about contraceptive use. 

2.  Optimize contact with clients to 
educate them on how to minimize 
Zika virus infection and its 
consequences 

•		 Ensure messaging for Zika-related 
clinical guidelines, processes,  
counseling, and training materials  
are tailored for men, women, boys, 
and girls, as appropriate, to reflect  
sociocultural realities and the shared 
responsibility for reproductive  
outcomes. 

•		 Expand health education related 
to Zika beyond antenatal clinics, in 
the event the male partner does not 
attend.  

•		 Determine the best opportunities  
to reach both men and women. 
For example, consider offering Zika 

prevention counseling to both partners 
during antenatal care visits. 

•		 Train family planning counselors to  
screen for gender-based violence and 
strengthen the provision of support 
services (e.g., counseling, pregnancy  
testing, emergency contraception). 

•		 If possible, ensure both male and 
female providers are available for 
counseling. 

3.  Improve access to a wide range of 
contraceptive methods 

•		 Expand access to a full range of high-
quality, voluntary, and user-friendly  
contraceptive methods (e.g., long-
acting reversible contraception, female 
condoms, male condoms, emergency  
contraception, vasectomy) that will be 
acceptable and feasible (e.g., cost, 
logistics). 

•		 Ensure all men, women, boys, and 
girls have access to these goods and 
services, as appropriate, particularly  
among poor and vulnerable groups.  
Engage community health workers to  
reach women and couples who face 
barriers in accessing care. 

4.  Engage male partners and other  
influential actors, when appropriate 

•		 Sensitize clients on the essential role 
men play in decision making and 
behaviors related to Zika transmission, 
preventing unintended pregnancies,  
and related health outcomes of their 
families. Staff should promote gender 
equality, open communication, and  
shared decision-making (e.g., about 
fertility, pregnancy, and contraception) 
between males and females. Involving 
men in these discussions could 
help make them more supportive of 
contraceptive use. 

•		 Involve men in program design to 
ensure that services and products 
address their concerns and needs. 

•		 Engage community champions and  
influencers to support members of the 
community, especially ones affected  
by Zika. 

•		 Design activities to address stigma 
against pregnant women, infants, and 
children affected by Zika. Specific 
messaging should be geared towards 

reducing the stigma fathers may have 
against their infected partner or child. 

5.  Sensitize and provide continuous 
support to health care providers 
and community health workers to  
address gender issues affecting  
Zika-related health services 

•		 Sensitize health care workers on 
gender issues surrounding Zika and  
gender integration. 

•		 Educate staff on all recommended 
contraceptive methods, how they 
can be accessed, and the risks and 
effectiveness of each method.  

•		 Train health workers to welcome 
male partners, when agreed upon  
by the female client, in clinical visits 
and health discussions. Health care  
workers should also be sensitized 
against projecting their own beliefs 
on clients that may generate socially-
driven, negative attitudes (e.g., stigma 
against pregnancy while infected with 
Zika). 

•		 Observe the “do no harm” principle 
while designing and implementing  
activities to avoid harmful practices 
against women and men, boys, and 
girls. 

References 
 1.  Centers for Disease Control and Prevention 

(CDC). Zika virus | Transmission. https:// 
www.cdc.gov/zika/transmission/index. 
html. Published January 12, 2018. Accessed 
January 27, 2018. 

 2.  Pan American Health Organization (PAHO), 
World Health Organization (WHO). Regional  
Zika Epidemiological Update (Americas)  
August 25, 2017. Pan American Health 
Organization / World Health Organization. 
http://www.paho.org/hq/index. 
php?option=com_content&view=article&id 
=11599%3Aregional-zika-epidemiological
update-americas&catid=8424%3Acontents 
&Itemid=41691&lang=en. Published May 7,  
2015. Accessed January 27, 2018. 

 3.  Lozier M. Incidence of Zika Virus Disease 
by Age and Sex — Puerto Rico, November 
1, 2015–October 20, 2016. MMWR Morb 
Mortal Wkly Rep. 2016;65(44):1219-1223.  
doi:10.15585/mmwr.mm6544a4 

 4.  Doctors of the World, OXFAM. Dominican 
 
Republic Gender Analysis: A study of the 
 
impact of the Zika virus on women, girls, 
 
boys and men. April 2017.
 




 

 

  

 5.  Meaney-Delman D, Rasmussen S, Staples 
 
J, et al. Zika Virus and Pregnancy: What 
 
Obstetric Health Care Providers Need 
 
to Know. Obstetrics & Gynecology.
 
 
2016;127(4):642-648. http://www.ncbi.nlm.


nih.gov/pubmed/26889662. doi: 10.1097/
 

AOG.0000000000001378.
 


 6.   Action plan on Science in Society related  
issues in Epidemics and Total pandemics 
(ASSET). Looking at Zika from a gender 
perspective. ASSET. http://www.asset
scienceinsociety.eu/news/features/looking
zika-gender-perspective. Published January  
25, 2016. Accessed January 27, 2018. 

 7.  Johansson MA, Mier-y-Teran-Romero L, 
Reefhuis J, Gilboa SM, Hills SL. Zika and  
the Risk of Microcephaly. N Engl J Med.  
2016;375(1):1-4. doi:10.1056/NEJMp1605367 

 8.  Davies SE, Bennett B. A gendered human 
rights analysis of Ebola and Zika: locating 
gender in global health emergencies. Int Aff.  
2016;92(5):1041-1060. 

 9.  Marteleto L, Weitzman A, Coutinho RZ, Alves 
SV. Women’s Reproductive Intentions and  
Behaviors during the Zika Epidemic in Brazil. 
Popul Dev Rev. 2017;43(2):199-227. 

 10.  Kates J, Michaud J, Valentine A. Zika Virus: 
The Challenge for Women. Henry J Kais 
Fam Found. February 2016. https://www.kff. 
org/global-health-policy/perspective/zika
virus-the-challenge-for-women/. Accessed  
January 27, 2018. 

 11. Contreras JM, Bott S, Guedes A, Dartnall 
E. Sexual Violence in Latin America and 
the Caribbean: A Desk Review. PAHO 
and SVRI. March 2010.  http://www. 
paho.org/hq/index.php?option=com_co 
ntent&view=article&id=3341%3A2010
sexual-violence-latin-america-caribbean
desk-review&catid=3425%3Aviolence
publications&Itemid=0&lang=en. Accessed  
January 17, 2018. 

 12.  	 Investing in Sexual and Reproductive Health 
in Latin America and the Caribbean; UNFPA 
and the Guttmacher Institute. December 
2014. https://www.unfpa.org/sites/default/ 
files/resource-pdf/383%20AIU3%20 
Regional%20LA%26C_ENG%20FINAL%20 
11.19.14_1.pdf. Accessed January 17, 2018. 

 13.  Stip CM. Reaching the last mile in Latin 
America and the Caribbean: How to provide 
sustainable water supply and sanitation to  
Indigenous Peoples. Water Blog. November 
2016. http://blogs.worldbank.org/water/ 
reaching-last-mile-latin-america-and
caribbean-how-provide-sustainable-water
supply-and-sanitation. Accessed January  
27, 2018. 

 14.  Jimenez MM, Andrade F, Raffaelli M, 
Iwelunmor J. Heterosexual transmission of 
HIV in the Dominican Republic: Gendered   
indicators are associated with disparities in 
condom use.  BMC Public Health. 2015;15.  
doi:10.1186/s12889-015-2432-8 

 15. Coutinho R, Martelo L, Weitzman A. Zika is a 
“Women’s Problem”: Gender Ideology and 
Infectious Disease in Brazil. 

 16. Darroch J, Audam S, Biddlecom A, et al. 
Adding it up: Investing in Contraception 
and Maternal and Newborn Health, 2017. 
Guttmacher Institute. 2017. https://www. 
guttmacher.org/fact-sheet/adding-it-up
contraception-mnh-2017. Accessed April 17, 
2018. 

 17. Fagan T, Dutta A, Rosen J, Olivetti A, Klein 
K. Family Planning in the Context of Latin 
America’s Universal Health Coverage 
Agenda. Global Health: Science and 
Practice. 2017;5(3):382-398. https://doi. 
org/10.9745/GHSP-D-17-00057. 

 18.  Chacham A, Simão A, Caetano A. Gender-
based violence and sexual and reproductive 
health among low-income youth in three 
Brazilian cities.  Reprod Health Matters.  
2016;24(47):141-152. 

 19.  	  Cianelli R, Ferrer L, McElmurry BJ. HIV 
Prevention and Low-income Chilean 



Resources to learn more 

Zika Virus: Promoting Male Involvement in the Health of Women and Families 
(2016) 

Accessed at: http://doi.org/10.1371/journal.pntd.0005127 

This article discusses the role of men in Zika virus infection and reproductive health 
care and offers recommendations and suggestions on how to promote male 
involvement in the Zika virus outbreak. 

A Guide to Integrating Gender in Improvement (2017) 

Accessed at: https://www.usaidassist.org/sites/assist/files/assist_gender_ 
integration_guide_final_aug2017.pdf 

This guide aims to support gender integration in quality improvement activities 
by helping the reader to understand gender and gender integration, details how 
to integrate gender in improvement activities, encourages additional areas for 
consideration, and provides resources that improvement teams can use to integrate 
gender. 

Engaging men in sexual and reproductive health and rights, including family 
planning (2017) 

Accessed at: https://www.k4health.org/topics/engaging-men-boys 

This resource is designed to assist program designers or managers in constructively  
engaging men as clients of sexual and reproductive health services, as supportive 
intimate partners, and as agents of change to address gender norms in their 
communities. It provides basic programming guidance as well as practical tools which 
can be used to accomplish such goals. 

Women: Machismo, Marianismo and HIV  
Misconceptions.  Culture, Health & Sexuality.  
2008;10(3):297-306. http://www.tandfonline. 
com/doi/abs/10.1080/13691050701861439.  
doi: 10.1080/13691050701861439. 

 20. 1. Hirsch JS, Higgins J, Bentley ME, 
Nathanson CA. The Social Constructions  
of Sexuality: Marital Infidelity and Sexually 
Transmitted Disease-HIV Risk in a Mexican 
Migrant Community. American Journal  
of Public Health. 2002;92(8):1227-1237. 
http://ajph.aphapublications.org/cgi/ 
content/abstract/92/8/1227. doi: 10.2105/ 
AJPH.92.8.1227. 

 21.   International Planned Parenthood Federation  
(IPPF). IMAP Statement on Zika Virus and 
Sexual and Reproductive Health. London,  
UK; 2016. https://www.ippf.org/sites/default/ 
files/ippf_imap_zika_web.pdf. 

 22.  Dean L, Hawkins K, Tolhurst R, et al. Zika 
virus, human rights, gender and disability: 
Opportunities to ‘build back better’ health  
and social systems. Health Systems Global. 
http://healthsystemsglobal.org/blog/96/Zika
virus-human-rights-gender-and-disability
Opportunities-to-build-back-better-health
and-social-systems.html. Accessed January  
27, 2018. 

USAID Applying Science to Strengthen and Improve Systems Project
 

University Research Co., LLC • 5404 Wisconsin Ave., Suite 800 • Chevy Chase, MD 20815 • USA
 


TEL 301-654-8338 • FAX 301-941-8427
 


www.usaidassist.org • assist-info@urc-chs.com
 





