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[bookmark: _Hlk10119176]A call to action for Universal Health Coverage –Why we need to address gender inequities in the Neglected Tropical Diseases community
The Sustainable Development Goals and the pledge to leave no one behind has raised the importance of ensuring equitable health outcomes and health care delivery. Multisectoral approaches to tackling neglected tropical diseases (NTDs) including prevention, diagnosis, treatment and health care have had a limited focus on gender. Yet, gender roles and relations shape vulnerability to NTDs, access to prevention and treatment, and experience of living with NTDs. (1)  Understanding the similarities and differences of disease vulnerability and experience between genders can support NTD actors to deliver equitable prevention, diagnosis and treatment services. The NTD community, including researchers and practitioners, needs to better understand these dynamics and take action to advance gender equality, meet the NTD roadmap 2020 goals and contribute towards the SDGs and Universal health coverage (UHC). The UHC Movement are advocating for clear action to address the gender determinants of health. This viewpoint synthesises evidence from a discussion paper (2) developed by UNDP, TDR (UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in Tropical Diseases) in partnership with the Liverpool School of Tropical Medicine, to support Governments and non-government organisations to understand how to recognise and address gender inequities within NTD programmes and improve delivery through gender analysis. 
Gender refers to the socially constructed roles, behaviours, activities, attributes and opportunities that any society considers appropriate for men and women, boys and girls and people with non-binary identities. (3, 4) Gender, sex and their intersections with other social determinants of health shape peoples’ vulnerability to and experience of multiple NTDs, and their ability to access care and treatment.  (3, 5) This can be complex and will vary between diseases, contexts and other social and demographic factors such as age. Figure 1 highlights differences in disability-adjusted life years (DALYS) from different NTDs by age and sex from the Global Burden of Disease (GBD) Study, 2013. (6) 
Figure 1 Disability-adjusted life years (DALYs) per 100,000 population by age and gender in 2013 from Herricks et al. 2017 (6)
By examining how gender shapes who is infected with NTDs, who accesses preventative medicines, who is diagnosed and treated or not, who is exposed or vulnerable to NTDs and how and whose behaviour is risk prone or risk-averse, inequities can be better understood, challenged and addressed. Figure 2 provides an illustrative example of how sex and gender differentials impact on exposure, transmission, manifestation and treatment for genital schistosomiasis. 
Figure 2 An illustrative example of how sex and gender differentials impact on exposure, transmission, manifestation and treatment for genital schistosomiasis.(7-11)
Gender analysis and mainstreaming in policy development, advocacy, legislation, resource allocation, planning, implementation, and monitoring of NTD programmes can help the NTD community move beyond dialogue to action (5). It is also important to consider how rapidly changing environmental and political contexts due to conflict, climate change, urbanization and migration, intersect with individual characteristics to affect levels of infection for people of different genders and how it impacts their vulnerability to infection, health care seeking behaviour and delivery of prevention and treatment programmes. This requires a whole of society approach that engages civil society, patients’ rights advocacy groups, communities, private sector (e.g. pharma), UN agencies, and bi/multilateral donors to ensure NTD programmes meet the needs of all genders. We propose a set of five recommendations for consideration.
[bookmark: _Hlk9411069]Recommendation 1: Account for how gender-related division of labour, everyday practices, social norms and beliefs within and beyond the household impact NTD risk.
Recommendation 2. Account for how gender impacts the accessibility and acceptability of treatment.
Recommendation 3. Address gender-related stigma and mental health impacts of NTDs.
Recommendation 4. Collect and use gender-sensitive and sex-disaggregated data and implementation research to continuously improve NTD programming and ensure equity.
Recommendation 5. Promote intersectoral working and a person-centred approach to ensure community engagement is at the centre of NTD programmes 


[bookmark: _Hlk9262492]Recommendation 1. Account for how gender-related division of labour, everyday practices, social norms and beliefs within and beyond the household impact NTD risk
The division of labour within and beyond the household and everyday practices intersect with other determinants such as age and socio-economic status, to affect exposure to NTD risks. For example, in contexts, such as the Republic of Congo, where fishing, farming or hunting are the main income activities, prevalence of lymphatic filariasis (LF) in men is higher, especially where men sleep outside during these activities.(12) However, where people have similar occupational activities such as agricultural work, as found in rural India, LF infection patterns among men and women were almost equal.(13) Understanding who does what in paid and unpaid labour and in the everyday practices of people of different genders, in relation to demographics and social determinants, and their impact on NTD experience is important when designing effective health promotion campaigns, developing protective factors such as bed nets and vector control mechanisms and identifying hot spots for NTDs. (13) As shown in Figure 2, women, men, boys and girls are exposed differently to Urogenital Schistosomiasis based on variation of reproductive and productive activities. Such activities are influenced by the broader social context and should be considered to enable context specific responses.   
[bookmark: _Hlk9262520]Recommendation 2. Account for how gender impacts the accessibility and acceptability of treatment
(A) Preventive Chemotherapy
Gender relations, occupation and other social factors affect accessibility and acceptability of medicines delivered by community drug distributers (CDDs) during mass drug administration (MDA) (9). Gender disaggregated data collection that also reflects the gender of the distributer will help shed light on potential gendered biases in MDA delivery. The gender of CDDs matters and programmes should be supported with a set of probing questions to help district and local level implementers consider who is recruited as a CDD and where they will be best placed (Box 1) (5). Providing training and supportive supervision structures would also help CDDs reflect on how they promote gender equity in their work and to consider which ‘coverage improvement’ strategies will be most appropriate in different contexts.(5)  
Critical questions to help district and local level implementers consider who is recruited as a CDD, how this is influenced by broader power relations and where they will be best placed
· Who is chosen to distribute the drugs and why? (how is this shaped by community members ability to participate)
· How are they chosen and who is involved? (what institutions or individuals are making the selection). 
· Does the CDD’s gender affect their ability to access certain household members or enter the home? (what is their access to specific resources or social networks)
· Does this access also influence individual, household and community adherence?
· What are the ‘coverage improvement’ strategies?
· Who decides on them?


Box 1 Questions to consider when recruiting CDDs adapted from Theobald et al. 2017 
(B) Intensified case management, health seeking, diagnosis and holistic treatment
Intensified case-management (ICM) for NTDs not treatable through preventive chemotherapy involves ongoing care for affected individuals and those at risk of infection. The interplay between poverty, gender, age, disability and other axes of inequity can affect an individual’s decision to access health care or outreach services for screening, diagnosis and case management (14). For example, studies in India have demonstrated that women with signs of NTDs often delayed seeking health care until their husband or guardian agreed and as a result had more severe disease outcomes.(3, 15) For men, hegemonic masculinity and prevailing gendered norms which combine sexual functioning and social responsibilities can present barriers to accessing diagnosis and ongoing treatment as found in Ghana (16). 
To address inequities found within ICM of NTDs, education of frontline health workers (including CDDs) is necessary to provide accurate information through better communication techniques. National programmes that offer culturally acceptable health education to promote early reporting of disease signs could support early access at health services.(15) The use of participatory approaches to understand the ongoing needs and priorities of affected individuals (not just those already engaged with the health system) is also essential to the development of more equitable person-centred health systems. Such approaches can explore variations in experience based on gender and other intersecting axes of inequity and through the promotion of community based collective action can support in the establishment of gender transformative processes that are led by communities.  
[bookmark: _Hlk9262536]Recommendation 3. Address gender-related stigma and mental health impacts of NTDs
Understanding NTD-related stigma and how it is affected by gender norms will; help to minimise the negative impact of stigma, reduce discrimination, support social acceptance, improve disease control and knowledge, and prevent disability.(17) Constructions of mental health often vary significantly across contexts and between genders.(18) For example, women suffering from onchocerciasis, leprosy and LF describe feelings of embarrassment, shame, sadness, despair, and fear in studies from the Dominican Republic, west Africa and India.(15, 19, 20) Gender analysis is critical when considering co-morbidities between mental health and NTDs. Management of mental health and psychological stress caused by gender-related stigma as a consequence of NTDs should be integrated within health systems and services including awareness of social stigma among health professionals.(21) 
[bookmark: _Hlk9262547]Recommendation 4. Collect and use gender-sensitive and sex-disaggregated data and implementation research to continuously improve NTD programming and ensure equity 
Collecting gender-sensitive and sex-disaggregated data is possible and useful. There is need to use this data to improve the gender equity and responsiveness of NTD programmes, especially at district and community levels. Gaps in disaggregated data can be addressed by adding gender equity questions to coverage evaluation surveys and data quality assessments.(22) Funding research bodies could better promote research that links biomedical and social determinants of health with a focus on gender and equity analysis through the instigation of key indicators that are disaggregated by gender and other social stratifiers such as age and wealth (23). Implementation research that is gender aware and built into programmes will help ensure NTD programmes meet the needs of people of all genders. 
[bookmark: _Hlk9262558][bookmark: _Hlk17376104]Recommendation 5. Promote intersectoral working and a person-centred approach to ensure community engagement is at the centre of NTD programmes
NTD programmes could benefit from a health systems approach that identifies positive synergies between disease specific interventions, non-targeted health services and other sectors(24). An intersectoral approach is also required to address the social determinants of health, for example, in the case of schistosomiasis, repeated exposure to infected water. 
[bookmark: _Hlk17377010]Taking a person-centred approach means communities should be at the very centre of NTD Programmes so that no sections of the population are ‘left behind’ in striving toward control and elimination of NTDs. Health systems need to support community participation mechanisms that not only engage people of all genders, including women and girls, at risk or suffering from NTDs, but ensure their views are listened to and applied within NTD programme development and implementation. Civil society can help to ensure effectiveness and community accountability that challenges gender and other social determinants in NTD programme design and implementation. NTD decision makers and programme implementers should ensure that steps towards gender equity are an integral part of interventions, on an ongoing and permanent basis.
Conclusion
[bookmark: _Hlk528239385]Gender norms, beliefs, roles, access to resources and decision making constitute gender power relations (3, 4). These relations intersect with other social determinants of health, such as age, socio-economic status and structural and environmental dimensions of daily life that govern how power is embedded within social hierarchies (23). As such gender inequality and inequity in relation to NTDs is predominantly socially governed and therefore actionable and the time is now. As laid out here, collecting data on gender and developing strategies to address gender inequities within all aspects of NTD programmes, and building strategic cross-sectoral partnerships will support NTD goals, the SDGs, and universal health coverage. 


References
1.	De Maio F. Neglected Tropical Diseases.  Global Health Inequities: A Sociological Perspective: Macmillan International Higher Education; 2014.
2.	Ozano K, Dean L, MacPherson EE, Yoshimura M, Linou N, Halleux C, et al. Discussion Paper: The Gender Dimensions of Neglected Tropical Diseases: Access and Delivery Partnership; 2019 [Available from: http://adphealth.org/upload/resource/2523_ADP_Discussion_Paper_NTDs_211119_web.pdf.
3.	Allotey P, Gyapong M. The gender agenda in the control of tropical diseases: A review of current evidence. Switzerland: Special Programme for Research & Training in Tropical Diseases (TDR); 2005.
4.	Morgan R, George A, Ssali S, Hawkins K, Molyneux S, Theobald S. How to do (or not to do)... gender analysis in health systems research. Health policy and planning. 2016;31(8):1069-78.
5.	Theobald S, MacPherson EE, Dean L, Jacobson J, Ducker C, Gyapong M, et al. 20 years of gender mainstreaming in health: lessons and reflections for the neglected tropical diseases community. BMJ Global Health. 2017;2(4).
6.	Herricks JR, Hotez PJ, Wanga V, Coffeng LE, Haagsma JA, Basáñez M-G, et al. The global burden of disease study 2013: What does it mean for the NTDs? PLOS Neglected Tropical Diseases. 2017;11(8):e0005424.
7.	Kukula VA, MacPherson EE, Tsey IH, Stothard JR, Theobald S, Gyapong M. A major hurdle in the elimination of urogenital schistosomiasis revealed: Identifying key gaps in knowledge and understanding of female genital schistosomiasis within communities and local health workers. PLOS Neglected Tropical Diseases. 2019;13(3):e0007207.
8.	Stecher CW, Kallestrup P, Kjetland EF, Vennervald B, Petersen E. Considering treatment of Male Genital Schistosomiasis as a tool for future HIV prevention: a systematic review. International Journal of Public Health. 2015;60(7):839-48.
9.	Parker M, Allen T. Does mass drug administration for the integrated treatment of neglected tropical diseases really work? Assessing evidence for the control of Schistosomiasis and Soil-transmitted Helminths in Uganda. Health Research Policy and Systems. 2011;9(1):3.
10.	Hotez PJ. Empowering Women and Improving Female Reproductive Health through Control of Neglected Tropical Diseases. PLoS Neglected Tropical Diseases. 2009;3(11):e559.
11.	Le L, Hsieh MH. Diagnosing Urogenital Schistosomiasis: Dealing with Diminishing Returns. Trends in parasitology. 2017;33(5):378-87.
12.	Chesnais CB, Missamou F, Pion SD, Bopda J, Louya F, Majewski AC, et al. A case study of risk factors for lymphatic filariasis in the Republic of Congo. Parasites & Vectors. 2014;7(300):1-12.
13.	Upadhyayula SM, Mutheneni SR, Kadiri MR, Kumaraswamy S, Nagalla B. A Cohort Study of Lymphatic Filariasis on Socio Economic Conditions in Andhra Pradesh, India. PLoS ONE. 2012;7(3):e33779.
14.	WHO. Accelerating work to overcome the global impact of Neglected Tropical Diseases: A Roadmap for Implementation. World Health Organisation; 2012.
15.	John AS, Rao PS, Das S. Assessment of needs and quality care issues of women with leprosy. Leprosy review. 2010;81(1):34-40.
16.	Gyapong M, Gyapong J, Weiss M, Tanner M. The burden of hydrocele on men in Northern Ghana. Acta tropica. 2000;77(3):287-94.
17.	Dijkstra JIR, Van Brakel W, H., Van Elteren M. Gender and leprosy-related stigma in endemic areas: A systematic review. Leprosy review. 2017;88:419-40.
18.	Litt E, Baker MC, Molyneux D. Neglected tropical diseases and mental health: a perspective on comorbidity. Trends in parasitology. 2012;28(5):195-201.
19.	Person B, Bartholomew LK, Gyapong M, Addiss DG, van den Borne B. Health-related stigma among women with lymphatic filariasis from the Dominican Republic and Ghana. Social Science & Medicine. 2009;68(1):30-8.
20.	World Health Organisation (WHO). Working together for health - The World Health Report 2006. 2006.
21.	Person B, Addiss D, Bartholomew LK, Meijer C, Pou V, Gonzálvez G, et al. “Can It Be That God Does Not Remember Me”: A Qualitative Study on the Psychological Distress, Suffering, and Coping of Dominican Women With Chronic Filarial Lymphedema and Elephantiasis of the Leg. Health Care for Women International. 2008;29(4):349-65.
22.	Simpson S. Towards universal coverage for preventive chemotherapy for Neglected Tropical Diseases: guidance for assessing “who is being left behind and why”: WORKING DRAFT FOR FURTHER PILOTING DURING 2018 – 2019. World Health Organisation; 2017.
23.	Sen G, Östlin P. Unequal, unfair, ineffective and inefficient: Gender inequity in health - Why it exists and how we can change it. Final report to the WHO Commission on social determinants of health. Stockholme: Karolinska Institute, Women and Gender Equity Knowledge Network; 2007.
24.	Cavalli A, Bamba SI, Traore MN, Boelaert M, Coulibaly Y, Polman K, et al. Interactions between Global Health Initiatives and Country Health Systems: The Case of a Neglected Tropical Diseases Control Program in Mali. PLOS Neglected Tropical Diseases. 2010;4(8):e798.

