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Shifting gender barriers 
in immunisation in the 
COVID-19 pandemic 
response and beyond
2 years into the COVID-19 pandemic, 
gender remains marginalised in 
the global vaccine response. As a 
stark example, of the 157 countries 
that reported on COVID-19 vaccine 
coverage to WHO in April, 2022, only 
21 (13%) provided sex-disaggregated 
data.

Before the COVID-19 pandemic, 
gender-related vaccine coverage 
challenges affected child populations 
with low and zero vaccine coverage.1 
Similarly, women were less likely than 
men to receive relevant or trustworthy 
vaccine information because of literacy, 
education, and digital gaps. Women 
were also less likely to get vaccinated 
because of work and domestic care 
obligations. Compared with men, 
women had less trust in vaccines, were 
less able to make health-care decisions 
because of limited household decision-
making power, and had greater 
difficulty reaching vaccination sites 
because of limited mobility.2

During the pandemic, concerns about 
potential side-effects, disinformation 
and misinformation, overall declines 
in health-seeking behaviour, and 
confusing messaging compounded 
these barriers for women.

In Ghana, an analysis of vaccine 
rollout data by the Greater Accra 
Regional  Health Directorate 
(unpublished) showed that childcare 
and informal sector work duties 
prevented women from travelling to 
fixed-site vaccination centres, whereas 
women in the formal workforce could 
access staff vaccination programmes. 
This disparity led to a new community-
based strategy to bring vaccines 
to where women work and live to 
increase coverage.

In India, a progressive digital-first 
approach to vaccine roll-outs was used; 
had this approach been augmented by 
an analysis of the country’s gendered 

digital divide in terms of technological 
literacy, access, and usage,3 a more 
inclusive delivery campaign to reach 
women could have been delivered. 

It is possible to change the status 
quo. First, sex-disaggregated data 
must be made non-negotiable. This 
requires making disaggregated data 
collection mandatory and supporting 
the development of necessary capacity 
and resources for compliance and 
cooperation.

Second, we must stop waiting for 
change, which has still not happened 
decades after the adoption of 
requirements for gender-disaggre
gated data by the Convention on 
the Elimination of All Forms of 
Discrimination Against Women and the 
World Health Assembly. International 
agencies and governments must 
support an effective push-and-pull 
strategy that requires countries to 
report sex-disaggregated and gender-
disaggregated data and provide support 
to meet this requirement.

Finally, women-led and girls-led 
groups must be included in programme 
development and design. Acting upon 
their knowledge of community needs, 
these groups can be empowered with 
data to drive experience-informed and 
evidence-informed change.4 The UN-
endorsed WHO checklist for tackling 
gender-related barriers to equitable 
COVID-19 vaccine deployment gives 
step-by-step guidance on this. The 
example from Ghana shows how a 
process of community participation 
can inform planning and day-to-day 
operations in vaccine delivery.

Given the billions of dollars spent on 
COVID-19, we must emerge from the 
pandemic with a robust data system 
that allows for real-time collection and 
the use of sex-disaggregated and other 
disaggregated data for pandemic 
response and beyond.
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For WHO COVID-19 vaccine 
data see https://covid19.who.

int/

For the WHO checklist see 
https://www.who.int/

publications/m/item/gender-
related-barriers-to-equitable-

covid-19-vaccine-deployment
Department of Error
Li G, Cappuccini F, Marchevsky N G, et al. Safety 
and immunogenicity of the ChAdOx1 nCoV-19 
(AZD1222) vaccine in children aged 6–17 years: 
a preliminary report of COV006, a phase 2 single-
blind, randomised, controlled trial. Lancet 2022; 
399: 2212–25—In this Article, in figure 2, “LI” 
has been added to the x-axis labels reporting 
results of first and second vaccination doses in 
children aged 6–11 years, to indicate that 
these participants were assigned to the long 
interval schedule. Additionally, the eighth 
sentence of the second paragraph of the 
Statistical analysis section should have read 
“…who had an increase in anti-nucleocapsid 
IgG (by the multiplexed electrochemilumin
escence immunoassay at PPD laboratories) of 
at least two times, or self-reported 
COVID-19…”. These corrections have been 
made to the online version as of 
June 30, 2022.
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