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Abstract: Health is the general condition of a person’s mind and body, usually indicating the state of 
being free from illness, injury or pain. The World Health Organisation (WHO) has defined health as “a 
state of complete physical, mental, and social well-being and not merely the absence of disease or 
infirmity”. Identified by the 2012 World Development Report as one of two key human capital 
endowments, health can influence an individual’s ability to reach his or her full potential in society. Yet 
while gender equality has made the most progress in areas such as education and labour force 
participation, health inequality between men and women continues to plague many societies today. 
While both males and females face health disparities, girls and women experience a majority of health 
disparities. This comes from the fact that many cultural ideologies and practices have structured society 
in a way whereby women are more vulnerable to abuse and mistreatment, making them more prone to 
illnesses and early death. Women are also restricted from receiving many opportunities, such as 
education and paid labour that can help improve their accessibility to better health care resources. 
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Introduction: Health disparity has been defined by the World Health Organisation as the differences in 
health care received by different groups of people that are not only unnecessary and avoidable but also 
unfair and unjust. The existence of health disparity implies that health equity does not exist in many 
parts of the world. Equity in health refers to the situation whereby every individual has a fair 
opportunity to attain their full health potential, and that no one should be denied from achieving this 
potential. Overall, the term “health disparities”, or “health inequalities”, is widely understood as the 
differences in health between people who are situated at different positions in a socioeconomic 
hierarchy. 
 
Gender As An Axis of Difference: 
Predominantly Female-Bias: The social structures of many of these places perpetuate the 
marginalization and oppression of women in the form of cultural norms and legal codes. As a result of 
this unequal social order, women are usually relegated into positions where they are not only more 
vulnerable to suffering from health problems, but also less able to have access and control over 
healthcare resources than men. For example, women living in areas with a patriarchal system are often 
less likely to receive tertiary education or to be employed in the paid labour market due to gender 
discrimination. As a result, female life expectancy at birth and nutritional well-being, and immunity 
against communicable and non-communicable diseases, are often lower than those of men. 
 
Male-Female Sex Ratio: At birth, boys outnumber girls with the ratio of 105 or 106 male to 100 female 
children. However, after conception, biology favours women. Research has shown that if men and 
women received similar nutrition, medical, attention, and general health care, women would live longer 
than men. This is because women, on a whole, are more resistant to diseases and less prone to 
debilitating genetic conditions. However, despite medical and scientific research that shows that when 
given the same care as males, females tend to have better survival rates than males, the ratio of women 
to men in developing regions such as South Asia, West Asia, and China can be as low as 0.94, or even 
lower. 
 
This deviation from the natural male to female sex ratio has been described by Indian philosopher and 
economist Amartya Sen s the “missing women” phenomenon. According to the 2012 World 
Development Report, the number of missing women is estimated to be about 1.5 million women per 
year, with a majority of the women missing in India and China. 
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Female Mortality: In many developing regions, women experience high levels of mortality. Many of 
these deaths result from maternal mortality and HIV/AIDS infection. Although only 1,900 maternal 
deaths were recorded in high-income nations in 2008, India and Sub-Saharan Africa experienced a 
combined total of 266,000 deaths from pregnancy-related causes. In Somalia and Chad, one in every 14 
women die from causes related to child birth. In addition, the HIV/AIDS epidemic also contributes 
significantly to female mortality. The case is especially true for Sub-Saharan Africa, where women 
account for 60% of all adult HIV infections. 
 
Health Outcome: Women tend to have poorer health outcomes than men for several reasons ranging 
from sustaining greater risk to diseases to experiencing higher mortality rates. In the Population Studies 
Center Research Report by Rachel Snow that compares the disability adjusted life years (DALY) of both 
male and females, the global DALYs lost to females for sexually transmitted diseases such as gonorrhea 
and Chlamydia are more than ten times greater than those of the males. Moreover, the female DALYs to 
male DALYs ratio for malnutrition-related diseases such as Iron-Deficiency Anemia are often close to 1.5, 
suggesting that poor nutrition impacts women at a much higher level than men. Additionally, in terms 
of mental illnesses, women are also two to three times more likely than men to be diagnosed with 
depression. With regards to suicidal rates, up to 80% of those who committed suicide or attempted 
suicide in Iran are women. 
 
In developed countries with more social and legal gender equality, overall health outcomes can disfavor 
men. For example, in the United States, as of 2001, men’s life expectancy is 5 years lower than women’s 
(down from 1 year in 1920), and men die at higher rates from all top 10 causes of death, especially heart 
disease and stroke. Men die from suicide more frequently, though women more frequently have suicidal 
thoughts and the suicide attempt rate is the same for men and women. Men may suffer from 
undiagnosed depression more frequently, due to gender differences in the expression of emotion. 
American men are more likely to consume alcohol, smoke, engage in risky behaviours, and defer 
medical care. 
 
Incidence of melanoma has strong gender-related differences which vary by age. 
 
Access to Healthcare: Women tend to have poorer access to health care resources than men. In certain 
regions of Africa, many women often lack access to malaria treatment as well as access to resources that 
could protect them against Anopheles mosquitoes during pregnancy. As a result of this, pregnant 
women who are residing in areas with low levels of malaria transmission are still placed at two to three 
times higher risk than men in terms of contracting a severe malaria infection. These disparities in access 
to healthcare are often compounded by cultural norms and expectations imposed on women. For 
example, certain societies forbid women from leaving their homes unaccompanied by a male relative, 
making it harder for women to receive healthcare services and resources when they need it most. 
 
Gender factors, such as women’s status and empowerment (i.e., in education, employment, intimate 
partner relationships, and reproductive health), are linked with women’s capacity to access and use 
maternal health services, a critical component of maternal health. Still, family planning is typically 
viewed as the responsibility of women, with programmes targeting women and overlooking the role of 
men–even though men’s dominance in decision making, including contraceptive use, has significant 
implications for family planning and access to reproductive health services. 
 
In order to promote equity in access to reproductive health care, health programmes and services should 
conduct analyses to identify gender inequalities and barriers to health, and determine the programmatic 
implications. The analyses will help inform decisions about how to design, implement, and scale up 
health programmes that most the differential needs of women and men. 
 
Reasons: 
Cultural Norms and Practices:Cultural norms and practices are two of the main reasons why gender 
disparities in health exist and continue to persist. These cultural norms and practices often influence the 
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roles and behaviours that men and women adopt in society. It is these gender differences between men 
and women, which are regarded and valued differently, that give rise to gender inequalities as they work 
to systematically empower one group and oppress the other. Both gender differences and gender 
inequalities can lead to disparities in health outcome and access to health care. Some of the examples 
provided by the World Health Organisation of how cultural norms can result in gender disparities in 
health include a woman’s inability to travel alone, which can prevent them from receiving the necessary 
health care that they need. Another societal standard is a woman’s inability to insist on condom use by 
her spouse or sex partners, leading to a higher risk of contracting HIV. 
 
Son Preference: One of the better documented cultural norms that augment gender disparities in 
health is the preference for sons. In India, for instance, the 2001 census recorded only 93 girls per 100 
boys. This is a sharp decline from 1961, when the number of girls per 100 boys was nearly 98. In certain 
parts of India, such as Kangra and Rohtak the number of girls for every 100 boys can be as low as in the 
70s. Additionally, low female to male numbers have also been recorded in other Asian Countries– most 
notably in China where, according to a survey in 2005, only 84 girls were born for every 100 boys. 
Although this was a slight increase from 81 during 2001-2004, it is still much lower than the 93 girls per 
100 boys in the late 1980s. The increasing number of unborn girls in the late 20th century has been 
attributed to technological advances that made pre-birth sex determination, also known as prenatal sex 
discernment, such as the ultrasound test more affordable and accessible to a wider population. This 
allowed parents who prefer a son to determine the sex of their unborn child during the early stages of 
pregnancy. By having early identification of their unborn child’s sex, parents could practice sex-selective 
abortion, where they would abort the fetus if it was not the preferred sex, which in most cases is that of 
the female. 
 
Additionally, the culture of son preference also extends beyond birth in the form of preferential 
treatment of boys. This preferential care can be manifested in many ways, such as through differential 
provision of food resources attention, and medical care. Data from household surveys over the past 20 
years has indicated that the female disadvantage has persisted in India and may have even worsened in 
some other countries such as Nepal and Pakistan. 
 
Female Genital Mutilation: Harmful cultural practices such as female genital mutilation (FGM) also 
cause girls and women to face health risks. Millions of females are estimated to have undergone FGM, 
which involves partial or total removal of the external female genital for non-medical reasons. It is 
estimated that 92.5 million females over 10 years of age in Africa are living with the consequences of 
FGM. Of these, 12.5 million are girls between 10 and 14 years of age. Each year, about three million girls 
in Africa and subjected to FGM. 
 
Often performed by traditional practitioners using unsterile techniques and devices, FGM can have both 
immediate and late complications. These include excessive bleeding, urinary tract infections, wound 
infection, and in the case of unsterile and reused instruments, hepatitis and HIV. In the long run, scars 
and keloids can form, which can obstruct and damage the urinary and genital tracts. According to a 
2005 UNICEF report on FGM, it is unknown how many girls and women die from the procedure because 
of poor record keeping and a failure to report fatalities. FGM may also complicate pregnancy and place 
women at a higher risk for obstetrical problems, such as prolonged labour. According to a 2006 study by 
the WHO involving 28,393 women, neonatal mortality increase when women have experiences FGM; an 
additional ten to twenty babies were estimated to die per 1,000 deliveries. 
 
Psychological complications are related to cultural context. Women who undergo FGM might be 
emotionally affected when they move outside their traditional circles and are confronted with the view 
that mutilation is not the norm. 
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Prevalence of Female Genital Mutilation in Africa, Yemen and Iraq 

 

Violence and Abuse: Violence against women is a widespread global occurrence with serious public 
health implications. This is a result of social and gender bias. Many societies in developing nations 
function on a patriarchal framework, where women are often viewed as a form of property and as 
socially inferior to men. This unequal standing in the social hierarchy has led women to be physically, 
emotionally, and sexually abused by men, both as children and adults. These abuses usually constitute 
some form of violence. Although children of both sexes do suffer from physical maltreatment, sexual 
abuse, and other forms of exploitation and violence, studies have indicated that young girls are far more 
likely than boys to experience sexual abuse. In a 2004 study on child abuse, 25.3% of all girls surveyed 
experienced some form of sexual abuse, a percentage that is three times higher than that of boys (8.7%). 
 

 
National Institute of Health: Among more than 1,400 adult females, 

childhood sexual abuse was associated with increased livelihood of 
drug dependence, alcohol dependence, and psychiatric disorders 
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Such violence against women, especially sexual abuse, is increasingly being documented in areas 
experiencing armed conflicts. Presently, women and girls bear the brunt of social turmoil worldwide, 
making up an estimated 65% of the millions who are displaced and affected. Some of these places which 
are facing such problems include Rwanda, Kosovo, and the Democratic Republic of the Congo. This 
comes as a result of both the general instability around the region, as well as a tactic of warfare to 
intimidate enemies. Often being placed in emergency and refugee settings, girls and women alike are 
highly vulnerable to abuse and exploitation by military combatants, security forces, and members of 
rival communities. 
 
The sexual violence and abuse of both young and adult women have both short and long-term 
consequences, contributing significantly to a myriad of health issues into adulthood. These range from 
debilitating physical injuries, reproductive health issues, substance abuse, and psychological trauma. 
Examples of the above categories include depression and post-traumatic stress disorder, alcohol and 
drug use and dependence, sexually transmitted diseases, and suicide attempts. 
 
Abused women often have higher rates of unplanned and problematic pregnancies, abortions, neonatal 
and infant health issues, sexually transmitted infections (including HIV), and mental disorders (such as 
depression, anxiety disorders, sleep disorders, and eating disorders) as compared to their non-abused 
peers. During peacetime, most violence against women is perpetrated by either male individuals whom 
them know or intimate male partners. As eleven-country-study conducted by WHO between 2000 and 
2003 found that, depending on the country, between 15% and 71% of women have experienced physical 
or sexual violence by a husband or partner in their lifetime, and 4% to 54% within the previous year. 
Partner violence may also be fatal. Studies from Australia, Canada, Israel, South Africa and the United 
States show that between 40% and 70% of female murders were carried out by intimate partners. 
 
Other forms of violence against women include sexual harassment and abuse by authority figures (such 
as teachers, police officers or employers), trafficking for forced labour or sex, and traditional practices 
such as forced child marriages and dowry-related violence. At its most extreme, violence against women 
can result in female infanticide and violent death. Despite the size of the problem, many women do not 
report their experience of abuse and do not seek help. As a result, violence against women remains a 
hidden problem with great human and health-care costs. 
 
Poverty: Poverty is another factor that facilitates the continual existence of gender disparities in health. 
Poverty often works in tandem with various cultural norms to indirectly impact women’s health. While 
many communities and households are not opposed to helping women attain better health through 
education, better nutrition, and financial stability, poverty often act as a form of barrier against gender 
equity in health for women., Oftentimes, due to financial constraints and limited capital, only a select 
few are able to receive opportunities, like education and employment, that might help them attain 
better health outcomes. However, cultural norms would often prioritised men in receiving these 
opportunities. This prioritisation of males stems from the societal perception that the potential returns 
to both the household and the community is higher for men than women. 
 
Healthcare System: The World Health Organisation defines health systems as “all the activities whose 
primary purpose is to promote, restore, or maintain health”. However, factors outside of healthcare 
systems can influence the impact healthcare systems have on the health of different demographics 
within a population. This is because healthcare systems are known to be influences by social, cultural 
and economic frameworks. As a result, health systems are regarded as not only “producers of health and 
health care”, but also as “purveyors of a wider set of societal norms and values”, many of which are 
biased against women. 
 
In the Women and Gender Equity Knowledge Network’s Final Report to the WHO Commission on 
Social Determinants of Health in 2007, health systems in many countries were noted to have been 
unable to deliver adequately on gender equity in health. One explanation for this issue is that many 
healthcare systems tend to neglect the fact that men and women’s health needs can be very different. In 
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the report, studies have found evidence that the healthcare system can promote gender disparities in 
health through the lack of gender equity in terms of the way women are regarded– as both consumers 
(users) and producers (carers) of health care services. For instance, healthcare systems tend to regard 
women as objects rather than subjects, where services are often provided to women as a means of 
something else rather on the well-being of women. In the case of reproductive health services, these 
services are often provided as a form of fertility control rather than as care for women’s well-being. 
Additionally, although the majority of the workforce in health care systems are female, many of the 
working conditions remain discriminatory towards women. Many studies have shown that women are 
often expected to conform to male work models that ignore their special needs, such as childcare or 
protection from violence. This significantly reduces the ability and efficiency of female caregivers 
providing care to patients, particularly female ones. 
 
Structural Gender Oppression: Structural gender inequalities in the allocation of resources, such as 
income, education, health care, nutrition and political voice, are strongly associated with poor health 
and reduced well-being. Very often, such structural gender discrimination of women in many other 
areas has an indirect impact on women’s health. For example, because women in many developing 
nations are less likely to be part of the formal labour market, they often lack access to job security and 
the benefits of social protection, including access to health care. Additionally, within the formal 
workforce, women often face challenges related to their lower status, where they suffer workplace 
discrimination and sexual harassment. Studies have shown that this expectation of having to balance the 
demands of paid work and work at home often give rise to work-related fatigue, infections, mental ill-
health and other problems, which results in women faring poorer in health. 
 
Women’s health is also put at a higher level of risk as a result of being confined to certain traditional 
responsibilities, such as cooking and water collection. Being confined to unpaid domestic labour not 
only reduces women’s opportunities to education and formal job employment (both of which can 
indirectly contribute to better health in the long run), but also potentially expose women to higher risk 
of health issues. For instance, in developing regions where solid fuels are pollution due to extended 
periods of cooking and preparing meals for the family. Breathing air tainted by the burning of solid fuels 
is estimated to be responsible for 641,000 of the 1.3 million deaths of women worldwide each year due to 
chronic obstructive pulmonary disorder (COPD). 
 
In some settings, structural gender inequity is associated with particular forms of violence, 
marginalisation, and oppression against females. This includes violent assault by men, child sexual 
abuse, strict regulation of women’s behaviour and movement, female genital mutilation, and 
exploitative, forced labour. Women and girls are also vulnerable to less well-documented forms of abuse 
or exploitation, such as human trafficking or “honor killings” for perceived behavioural transgressions 
and deviation of their social roles. These acts are associated with a wide range of health problems in 
women such as physical injuries, unwanted pregnancies, abortions, mental disorders such as depression, 
and anxiety, substance abuse, and sexually transmitted infections, all of which can potentially lead to 
premature death. 
 
The ability of women to utilise health care is also heavily influenced by other forms of structural gender 
inequalities. These include unequal restriction on one’s mobility and behaviour, as well as unequal 
control cover financial resources. Many of these social gender inequalities can impact the way women’s 
health is regarded, which can in turn determine the level of access women have to healthcare services 
and the extent by which households and the larger community are willing to invest in women’s health 
issues. 
 
Otehr Axes of Oppression: Apart from gender discrimination, other axes of oppression also exist in 
society to further marginalise certain groups of women, especially those who are living in poverty or of 
minority status in which they live. 
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Race and Ethnicity: Race is a well known axis of oppression, where people of colour tend to suffer more 
from structural violence. For people of colour, race can serve as a factor, in addition to gender, that can 
further influence one’s health negatively. Studies have shown that in both high income and low-income 
countries, levels of maternal mortality may be up to three times higher among women of disadvantaged 
ethnic groups than among white women. In a study on race and mother-death within the USA, the 
maternal mortality rate for African Americans is close to four times higher than that of white women. 
Similarly in South Africa, the maternal mortality rate for black/African women and women of colour is 
approximately 10 and 5 times greater respectively than that of white/European women. 
 
Socioeconomic Status: Although, women around the world share many similarities in terms of the 
health-impacting challenges, there are also many distinct differences that arise from their varying status 
of socioeconomic conditions. The type of living conditions in which women live is largely associated 
with not only their own socioeconomic status, but also that of their nation. 
 
At every single age category, women in high income countries tend to live longer and are less likely to 
suffer from ill health than and premature mortality than are also very low among children and younger 
women, where most deaths occur after the age of 60 years. l In low-income countries however, the death 
rates at young ages are much higher, with most death occurring among girls, adolescents, and younger 
adult women. Data from 66 developing countries show that child mortality rates among the poorest 20% 
of the population are almost double those in the top 20%. The most striking health outcome difference 
between rich and poor countries is maternal mortality. Presently an overwhelming proportion of 
maternal mortality if concentrated within the nations that are suffering from poverty or some other 
form of humanitarian crises, where 99% of the more than half a million maternal deaths every year 
occur. This comes from the fact that institutional structures which could protect women’s health and 
well-being are either lacking or poorly developed in these places. 
 
The situation is similar within countries as well, where the health of both girls and women is critically 
affected by social and economic factors. These who are living in poverty or of lower socioeconomic 
status tend to perform poorly in terms of health outcomes. In almost all countries, girls and women 
living in wealthier households experience lower levels of mortality and higher usage of health-care 
services than those living in the poorer households. Such socioeconomic status-related health disparities 
is present in every nation around the world, including developed regions. 
 
Management: The Fourth World Conference on Women asserts that men and women share the same 
right to the enjoyment of the highest attainable standard of physical and mental health. However, 
women are disadvantaged due to social, cultural, political and economic factors that directly influence 
their health and impede their access to health-related information and care. In the 2008 World Health 
Report, the World Health Organisation stressed that strategies to improve women’s health must take 
full account of the underlying determinants of health, particularly gender inequality. Additionally, 
specific socioeconomic and cultural barriers that hamper women in protecting and improving their 
health must also be addressed. 
 
Gender Mainstreaming: Gender mainstreaming was established as a major global strategy for the 
promotion of gender equality in the Beijing Platform for Action from the Fourth United Nations World 
Conference on Women in Beijing in 1995. Gender mainstreaming is defined by the United Nations 
Economic and Social Council in 1997 as follows: 
“Mainstreaming a gender perspective is the process of assessing the implications for women and men of 
any planned action, including legislation, policies or programmes, in all areas and at all levels. It is a 
strategy for making women’s as well as men’s concerns and experiences and integral dimension of the 
design, implementation, monitoring and evaluation of policies and programmes in all political, 
economic and societal spheres so that women and men benefit equally and inequality is not 
perpetuated. The ultimate aim is to achieve gender equality.” 
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Over the past few years, “gender mainstreaming” has become a preferred approach for achieving greater 
health purity between men and women. it stems from the recognition that while technical strategies are 
necessary, they are not sufficient in alleviating gender disparities in health unless the gender 
discrimination, bias and inequality that in organisational structures of governments and organisations – 
including health systems – are being challenged and addressed. The gender mainstreaming approach is 
a response to the realization that gender concerns must be dealt with in every aspect of policy 
development and programming, through systematic gender analyses and the implementation of actions 
that address the balance of power and the distribution of resources between women and men. In order 
to address gender health disparities, gender mainstreaming in health employs a dual focus. First, it seeks 
to identify and address gender-based differences and inequalities in all health initiatives and second, it 
works to implement initiatives that address women’s specific health needs that are a result either of 
biological differences between women and men (e.g. maternal health) or of gender-based discrimination 
in society (e.g. gender-based violence; poor access to health services) 
 
Sweden’s new public health policy, which came into force in 2003, has been identified as an key example 
of mainstreaming gender in health policies. According to the World Health Organisation, Sweden’s 
public health policy is designed to address not only the broader social determinants of health, but also 
the way in which gender is women into the public health strategy. The policy specifically highlights its 
commitment to address and reduce gender-based inequalities in health. 
 
Concluding Remarks: The United Nations has identified the enhancement of women’s involvement as 
way to achieve gender equality in the realm of education, work, and health. This is because women play 
critical miles as caregivers, formally and informally, in both the household and the larger community. 
Within the United States, an estimated 66% of all caregivers are female, with one-third of all female 
caregivers taking care of two or more people. According to the World Health Organisation, it is 
important that approaches and frameworks that are being implemented to address gender disparities in 
health acknowledge the fact that majority of the care work is provided by women. A meta-analysis of 40 
different women’s empowerment projects found that increased female participation have led to a broad 
range of quality of life improvements. These improvements include increases in women’s advocacy 
demands and organisation strengths, women-centered policy and governmental changes and improved 
economic conditions for lower class women. 
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