
64

9  |  Gender as a social determinant of health: 
evidence, policies, and innovations1

Gita Sen and Piroska Ostlin

Gender relations of power constitute the root causes of gender inequality and are 
among the most influential of the social determinants of health. They operate 
across many dimensions of life affecting how people live, work, and relate to each 
other. They determine whether people’s needs are acknow ledged, whether they 
have a voice or a modicum of control over their lives and health, whether 
they can realize their rights. Addressing the problem of gender inequality 
requires actions both outside and within the health sector because gender 
power relations operate across such a wide spectrum of human life and in such 
interrelated ways. In particula r, intersectoral action to address gender inequality 
is critical to the realization of the Millennium Development Goals (MDGs).

It can be difficult, however, to understand how gender power relations 
work to reproduce health inequity without also understanding how gender 
intersects with economic inequality, racial or ethnic hierarchy, caste domina-
tion, differences based on sexual orientation, or a number of other social 
markers. Focusing only on economic inequalities among households can seri-
ously distort our understanding of how inequality works and who actually 
bears much of its burden. Gender analysis itself has been challenged more 
recently by work deriving from social movements for sexual rights, in particu-
lar the lesbian/gay/bisexual/transgender (LGBT) movement. These movements 
have challenged feminist movements to be more inclusive and to recognize 
sexual and gender orientation as an important source of discrimination, bias, 
violence, and challenges to health. If the feminist movement has challenged 
masculinist norms, the LGBT movement challenges heterosexual norms that 
are also sources of discrimination and bias.2

The right to health is affirmed in the Universal Declaration of Human 
Rights (United Nations 1948) and is part of the WHO’s core principles. Yet the 
egregious violation of women’s human rights through violence was globally 
recognized only at the World Conference on Human Rights in Vienna in 1993. 
Even after this, gender equality remains in a limbo where everyone agrees 
publicly about the need to act but resources are not allocated and follow-
up action is weak or nonexistent. The heart of the problem is that gender 
discrimination, bias, and inequality permeate the organizational structures of 
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governments and international organizations, and the mechanisms through 
which strategies and policies are designed and implemented. People within 
these structures are themselves often deeply invested in the gender status quo.

Gendered structural determinants of health

Gender systems have a variety of different features, not all of which are the 
same across different societies. Women have less land, wealth, and property in 
almost all societies; yet they have higher burdens of work in the economy of 
‘care’ – ensuring the survival, reproduction, and security of people, including 
young and old. Girls, in some contexts, are fed less, educated less, and more 
physically restricted; and women are typically employed and segregated in 
lower-paid, less secure, and ‘informal,’ occupations. Gender hierarchy gov-
erns how people live, and what they believe, and claim to know about what 
it means to be a girl or a boy, a woman or a man. Restrictions on their 
[girls’ and women’s] physical mobility, sexuality, and reproductive capacity 
are perceived to be natural; and, in many instances, accepted codes of social 
conduct and legal systems condone, and even reward, violence against them 
(Garcia-Moreno et al. 2006).

Women are thus seen as objects rather than subjects (or agents) in their 
own homes and communities, and this is reflected in norms of behavior, 
codes of conduct, and laws that perpetuate their status as lower beings and 
second-class citizens. 

Intersecting inequalities The other side of the coin of women’s subordinate 
position is that men typically have greater wealth, better jobs, more education, 
greater political clout, and fewer restrictions on behavior. Moreover, men in 
many parts of the world exercise power over women, making decisions on 
their behalf, regulating and constraining their access to resources and personal 
agency, and sanctioning and policing their behavior through socially condoned 
violence or the threat of violence. Again not all men exercise power over all 
women; gender power relations are intersected by age and life-cycle, as well 
as the other social stratifiers, such as economic class, race, or caste. The 
impact of gender power for physical and mental health – of girls, women, and 
transgender/intersex people, and also of boys and men – can be profound.

Education deficits Despite recent advances, a gender gap in literacy and educa-
tion persists in many parts of the world (Herz and Sperling 2004). Significant 
numbers of women reach adulthood with no education, especially in South 
Asia, where the literacy rate for women (equal to and over fifteen years of 
age) in 2004 was as low as 48 percent, only two-thirds the rate for men (HDR 
2006). The children of women who have never received an education are 50 
percent more likely to suffer from malnutrition or to die before the age of 
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five (UNFPA 2002). Children and especially girls with low levels of schooling 
assume the work burdens of adults prematurely. In many countries millions 
of girls ‘disappear’ into early traditional marriages, hazardous labor, or even 
combat roles (UNICEF 2006).

Barriers to the education of girls include negative perceptions about women 
that devalue their capabilities, strong beliefs about the division of labor that 
places inequitable burdens on females, gender-biased beliefs about the value 
of educating girls, and curricula that are seen as inappropriate for girls (Abane 
2004). Such beliefs are exacerbated by structural barriers such as school fees 
or school-going costs; distance from schools; perceived or actual lack of safety 
for girls going to school; absence of female teachers; lack of gender sensitivity 
in schools, including absence of decent toilet facilities for adolescent girls; 
and inflexibility of classroom programs. 

Demographic changes and women’s burdens Changes in the demand for and 
supply of education have been fueled in part by the demographic transition 
in birth rates and death rates. Some countries have seen falls in death rates 
without corresponding declines in birth rates. In regions seriously affected by the 
HIV/AIDS pandemic, the age pyramid appears hollowed out in the middle ages 
owing to the high infection rates among women and men in the reproductive 
ages. In regions with endemic son-preference, the availability of ultrasound 
technologies has significantly altered the sex ratio in the population as a whole, 
and particularly the child sex ratio, against girls and women (UNFPA 2006).

These processes have important implications for girls and women as the 
first-line providers of all forms of care, including healthcare within and outside 
the home. When mothers work for low incomes, girls are often recruited to 
care for siblings at the expense of their own education (Herz and Sperling 
2004). The aging of populations also increases women’s care-work burdens 
in supporting the elderly. Widows tend to be poorer, and their rates of im-
poverishment and destitution higher than those of widowers and many other 
subsets of the population. 

The extent to which the needs of young populations, as well as older popula-
tions, have to be met through the unpaid ‘care’ work of women is exacerbated 
by crumbling health services and vanishing paid health staff. 

Globalization During the last four decades, the effect of demographic transi-
tions and of increased education have been crosscut by technological and 
other changes that have brought local, national, and regional economies ever 
closer. Fueled by the revolution in information technology and its penetration 
to the core of economic and production systems, this globalization, which has 
been driven by the rising dominance of highly volatile finance capital, has also 
given birth to social movements that are more global in scope. 
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Three implications of globalization are of particular significance for our 
focus on gender relations. The first is how it has transformed the composition 
of workforces, and the resulting impacts on women’s health. Feminization of 
workforces has gone hand in hand with increased casualization, and continuing 
unequal burdens for unpaid work in the household, with serious implications 
for women’s occupational health and the consequences of insufficient rest and 
leisure (Joekes 1995; Standing 1997; Messing and Ostlin 2006).

A second gendered consequence of globalization is through its narrowing 
of national policy space resulting in reducing funds for health and education 
with negative impacts on girls’ and women’s access (Stiglitz and Charlton 
2005; Herz and Sperling 2004). In the 1990s, these harsh structural adjust-
ment policies springing from the so-called Washington Consensus began to 
be somewhat modified. Commitment to Poverty Reduction Strategies (PRS) or 
equivalent National Development Strategies (NDS) by countries were made the 
basis of foreign lending. But while program lending for health increased in a 
number of cases, it has often been associated with pressures for privatization 
and increases in user fees. 

A third aspect of globalization of importance for health is the rise in violence 
linked to the changing political economy of nation-states in the international 
order. Petchesky and Laurie [see Sen and Ostlin 2010, ch. 4] argue(s) that a 
human rights approach to gender and health equity is especially critical in ‘sites 
of exclusion’ – refugee camps, detention areas for undocumented migrants 
or trafficked persons, spaces on the margins of national regimes or under 
contested international jurisdiction. Importantly, gendered violence does not 
only affect girls and women in these sites, but includes violence against boys 
and men, as well as transgender and intersex persons, and all those who do 
not meet heterosexual norms.

Deepening the human rights agenda Some of the negative consequences of 
globalization contrast with the deepening, during recent decades, of the norma-
tive framework of human rights. This deepening has been important in altering 
values, beliefs, and knowledge about gender systems and their implications 
for health and human rights.

The explicit recognition of lived realities, for example of rape as a violation 
of women’s human rights (United Nations 1993), or racism as a violation of 
the human rights of specific racial or ethnic groups (United Nations 2001), was 
critical to their being acknowledged as needing legal and policy remedies. One 
important precursor at the global level was the adoption of the Convention 
on the Elimination of All Forms of Discrimination against Women (CEDAW) 
in 1979. CEDAW provided a broad framework for women’s rights that has 
been used in a number of countries to advance action at the national level. 

A further important way in which the human rights framework has been 
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deepened is through interpreting the right to health to include reproductive 
and sexual health and reproductive rights (United Nations 1994) and sexual 
rights (United Nations 1995). In 2007, international human rights experts 
launched the Yogyakarta Principles on the application of international human 
rights law to sexual orientation and gender identity.3

Transforming the gendered structural determinants of health Deepening the 
recognition of human rights is, however, only half the needed action. The other 
half is to turn such norms into reality through mechanisms for implementa-
tion and accountability.

Intermediary factors – discriminatory values, norms, practices and 
behaviors

Direct causal relationships, linking cultural biases against girls and women 
to health outcomes, vary widely across regions and cultures, and over time. 
These biases include differential access to nutrition and healthcare for boys 
versus girls, and women versus men. Norms of masculinity vary, as do models 
of what represents perfect femininity.

Challenging gender stereotypes and how they affect health No single or simple 
action or policy intervention can be expected to provide a panacea for the 
problem. Multilevel interventions are therefore needed. We identify three sets 
of actions.

The first is creating formal agreements, codes, and laws to change norms 
that violate women’s human rights, and then implementing them. The cardinal 
rule for this is that there must be local groups of advocates, especially women’s 
organizations or human rights groups. 

Recent years have seen a number of legal changes in different countries. A 
milestone was the change in the personal status law in Tunisia. This legisla-
tion has brought about a profound change in the norms regarding women’s 
position in society and within marriage. In Egypt the revision in 2000 of the 
1979 law on formal marriage contracts gave a woman much wider rights to 
ask for divorce unilaterally provided she is willing to renounce her financial 
rights. A remarkable combination of coalition politics, legal activism, and an 
intelligent reclaiming of Islam by women’s rights advocates made this possible.

Yet another example was the act against domestic violence in India. As 
a result of strong lobbying by women’s groups, and effective redrafting by 
feminist lawyers, a considerably improved act has recently come into force as 
the Protection of Women from Domestic Violence Act 2005. 

Once laws are there, they need to be enforced, and this requires that appro-
priate institutions and budgets be assigned for this. One of the most thorough 
attempts to date to delineate a multilevel and multisectoral strategy for an 
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important manifestation of unequal gender norms is in WHO’s report on 
violence against women (WHO 2005), based on a multi-country study.

 Complementing legal changes and multilevel actions is the third action 
priority – working with boys and men towards male transformation. Program 
H, an innovative educational program that was pioneered by Latin American 
NGOs, attempts to create a safe space in which young men can question 
manhood norms and learn alternatives through group activities and processes. 
Another example is Stepping Stones in South Africa, a behavioral intervention 
that approaches HIV prevention and reduction in violence against women from 
the perspective of gender inequality, relationships, and skills, and broader 
reproductive health concerns (Jewkes et al. 2007). Stepping Stones provides 
evidence of success in reducing sexually transmitted infections in women, 
changing men’s sexual risk-taking behavior, and reducing their violence against 
women.

Intermediary factors – differential exposures and vulnerabilities In a wide 
range of countries male survival at all ages is inferior to that of females and 
this is reflected in lower life expectancy for men. Even where men die earlier 
than women, most studies on morbidity from both high- and low-income 
countries show higher rates of illness among women.

Many health conditions reflect a combination of biological sex differences 
and gendered social determinants. Gender differentials in exposure and vul-
nerability to health risks can arise from two main reasons: the interplay of 
biological sex with the social construction of gender, and the direct impacts 
of structural gender inequalities. Vulnerability reflects an individual’s capac-
ity to avoid, respond to, cope, and/or recover from exposures. As such, one’s 
ability to deflect or absorb exposures with differing health effects and social 
consequences depends on a range of normative and structural social processes. 

Biological differences are important, but they do not always have sufficient 
power to determine health outcomes on their own. Yet women’s health con-
cerns are often understood as being mainly determined by biology. Tuberculosis 
increases poor health outcomes during pregnancy for both mother and child. 
For men, however, it is behavior in the form of smoking which influences 
TB’s disease progression.

In unprotected heterosexual intercourse, females are about twice as likely 
as males to contract HIV from an infected partner.4 Most significant are the 
power relations that influence sexual behavior and constrain health-seeking 
behavior and social support. Increasingly, men at risk of HIV have been ini-
tiating sex with younger and younger female partners, and this places young 
girls at increasing risk (Brown et al. 2001). At a policy level, women are also 
more vulnerable to HIV owing to the conservative hierarchy of policy options 
that does not acknowledge women’s realities or rights. 
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There are health risks and conditions that are determined primarily by 
gender structures and relations. For example, an outcome of masculinity norms 
as manifested through risk behavior is that, globally, 2.7 times as many men 
as women die from road traffic injuries. Violence against women is another 
consequence of macho male behavior and unequal power relationships between 
women and men (Garcia-Moreno 2002).

Reducing the health risks of being women and men Where biological sex dif-
ferences interact with social determinants to define different needs for women 
and men in health, policy efforts must address these different needs. Two 
intertwined strategies to address social bias are: tackling the social context of 
individual behavior, and empowering individuals and communities for positive 
change. For strategies to succeed they must provide positive alternatives that 
support individuals and communities to take action against the status quo.

Intermediary factors – biased health systems The WHO defines health systems 
as ‘all the activities whose primary purpose is to promote, restore, or maintain 
health’ (WHO 2001). Action priorities include supporting improvements in 
women’s access to services, recognition of women’s role as healthcare pro-
viders, and building accountability for gender equality and equity into health 
systems, and especially in ongoing health reform programs and mechanisms.

Changing how we care and cure Minimizing gender bias in health systems 
requires systematic approaches to building awareness and transforming values 
among service providers, steps to improve access to health services, and effec-
tive mechanisms for accountability. 

Transforming the medical curriculum is a key measure for building capac-
ity of healthcare providers in gender analysis and responsiveness. Improving 
women’s access to healthcare requires ensuring that user fees are not collected 
at the point of access to the service. Profamilia’s Clinica Para El Hombre in 
Colombia represents one of the most successful attempts to increase men’s 
access to comprehensive reproductive health services through the introduction 
of men-only clinics. Finally, absence of effective accountability mechanisms for 
available, affordable, acceptable, and high-quality health services and facilities 
may seriously hinder women and their families in holding government and 
other actors accountable for violations of their human rights to health.

Intermediary factors – biased health research Gender imbalances in research 
content include the following dimensions: slow recognition of health problems 
that particularly affect women; misdirected or partial approaches to women’s 
and men’s health needs in different fields of health research; and lack of 
recognition of the interaction between gender and other social factors. Mechan-

The Women, Gender and Development Reader, Zed Books, 2011. ProQuest Ebook Central,
         http://ebookcentral.proquest.com/lib/warw/detail.action?docID=765182.
Created from warw on 2022-07-22 15:32:04.

C
op

yr
ig

ht
 ©

 2
01

1.
 Z

ed
 B

oo
ks

. A
ll 

rig
ht

s 
re

se
rv

ed
.



1
.9

  |  S
e

n
 a

n
d

 O
stlin

71

isms and policies need to be developed to ensure that gender imbalances in 
both the content and processes of health research are avoided and corrected.

Changing what we know Without sex-disaggregated data gender analysis of 
health is not possible. The importance of having good-quality data and indica-
tors for health status disaggregated by sex and age from infancy through old 
age cannot be overstated. The Women and Health Program of WHO’s Center 
for Health Development (Kobe, Japan) has produced a detailed evaluation of 
indicators for Gender Equity and Health that is an important resource in this 
area (WHO 2003).

Removing organizational plaque

Gender mainstreaming came to the forefront of gender equity and equality 
policies after the Beijing Conference on Women in 1995. It was understood 
to mean systematic integration of gender perspective at all relevant levels. 
Insufficient resources, weak organizational mechanisms, and poor political 
commitment have resulted in fragmented efforts, significant mismatches 
between stated gender policy and these efforts, and serious gaps between 
political rhetoric and actual practice.

Many of the organizational structures of government and other social and 
private institutions, through which gender norms have to be challenged and 
practices altered, have been in existence for decades, even centuries. Work-
ing towards gender equality challenges longstanding male-dominated power 
structures, and patriarchal social capital (old boys’ networks) within organiza-
tions. Resistance to gender-equal policies may take the form of trivialization, 
dilution, subversion, or outright resistance, and can lead to the evaporation 
of gender equitable laws, policies, or programs.

Gender mainstreaming in government and nongovernment organizations 
has to be owned institutionally, funded adequately, and implemented effec-
tively. It needs to be supported by an action-oriented gender unit with strong 
positioning and authority, and civil society linkages to ensure effectiveness 
and accountability.

The way forward

Gender relations of power exist both within and outside the health sec-
tor, and they exercise a pernicious influence on the health of people. The 
consequences for people’s health are not only unequal and unjust, but also 
ineffective and inefficient. While there are still only a few countries that have 
taken comprehensive multisectoral actions backed by policies and legislation 
and supported by civil society, there are many smaller cases and examples 
from which all actors can learn, and which can be the basis for moving 
forward.
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Notes
1 This chapter is based on the 

Final Report of the Women and Gender 
Equity Knowledge Network of the WHO 
Commission on Social Determinants of 
Health.

2 ‘On February the 11th, the Andalu-
sian Parliament had the representatives 
of Identidad de Genero as guests for the 
discussion of a motion introduced by the 
PSOE [Socialist Party] about transsexual 
people’s rights. The motion was passed 
with no votes against’ (Euro-Letter, 68, 
March 1999). 

3 See www.yogyakartaprinciples.org/
docs/File/Yogyakarta_Principles_EN.pdf.

4 See www.unaids.org/en/IIssues/ 
Affected_communities/women.asp, 
 accessed 9 April 2007. 
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