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Abstract 
The traditional male-female sex divide does not correctly reflect gender. It is a fundamental social framework that 

underpins all human life expertise. Those who are naturally male or female are assigned a gender. As a result of gender 

inequity and paternal instinct merging women's health suffers as a result of various forms of prejudice such as racism, 

classism, and homophobia. Women are the backbone of any society, and if the society is to be healthy, they must be 

adequately cared for. Male and female life expectancy numbers are similar at birth, but women's health suffers from 

increased mortality rates during childhood and their productive years. Women's health is inextricably linked to their 

gender (Artazcoz et al., 2001). When it comes to basic healthcare, women from all socioeconomic backgrounds are 

frequently ridiculed or ignored. In patriarchal societies, where men dominate the utilization and management of resources 

and economic opportunities, gender differences are linked to some feeding and nutritional habits that have negative health 

consequences for women due to differential exposures, gender health assessments and health systems that cause gender 

discrimination with major health implications. Food, stress, substance use, and environmental contaminants, as well as 

discriminatory laws, rules, and institutions, all play a role in the cumulative repercussions of organized disadvantage, 

resulting in social disparity in health maintenance. Racial and socioeconomic barriers also play a significant role. If the 

United Nations' global health goals and wider women's empowerment goals are to be met, a fresh methodology and 

political commitment are required. Gender disparities must be resolved in order to cultivate the health and nutrition 

needed to fulfil parental challenges. 
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I. INTRODUCTION 

Gender is divided into two categories: female and male, implying a fundamental hierarchy in which the male is superior to 

the female, and neither of which can be understood without first understanding the gender system that shapes both. It's 

critical to understand how gender inequality and restrictive gender norms contribute to social power, as well as how 

social experience combined within a gender system contributes to health disparities. The achievement of the Sustainable 

Development Goals (SDGs) for global health requires gender equality and the reformation of restrictive gender norms 

(Bhardwaj, 2013). 

Gender is a social framework that divides men and women and distributes power, resources, and locations based on 

these distinctions, according to feminist and sociological traditions. Even while some gender systems are egalitarian, the 

vast majority of them are patriarchal and favour men. Gender identities or expressions that do not correspond to a clear 

dichotomy of authorized jobs for men and women are typically ignored by most gender systems (2015) (Sherri Grasmuk 

& Rosario Espinal). 

 

Women's and men's masculinity, as well as non-traditional gender identities like transgender, are all under attack. 

Individuals who do not conform to gender norms may face discrimination and social shame, providing powerful incentives 

to conform. Gender norms are the frequently unstated guidelines that govern how men, women, and gender minorities 

are classed and behave. Institutions have conventions that dictate who hold leadership positions, who is recognized for 
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their achievements, and who has their needs satisfied (Ved et al., 2019). Gender norms are restricting for both men and 

women, boys and girls, as well as gender minorities. 

Gender equality has long been a global priority, as has study into gender disparities and their health repercussions. For 

decades, feminist researchers, women's rights organisations, and other like-minded professionals have pushed for gender 

equality in global health and development, culminating in the United Nations Decade of Women in the late 1990s and 

early 2000s (197585).  Inequality between men and women, as well as rigid gender standards, have several severe health 

consequences for everyone, but especially for women and girls. (Gram et al., 2018). The Social Determinants 

Commission, which built on previous work such as health promotion charters and other initiatives, was a watershed 

moment in global health because it asserted that health inequalities are caused by social, political, and environmental 

factors rather than a lack of access to health care. (Balgir, 2009). Birth circumstances, employment, and age all have an 

impact on a person's ability to live a healthy life. Health outcome gradients can be seen along a variety of benefit axes, 

according to the commission. 

Gender and society 
  Even before birth, gender norms and other features of the gender system have an impact on the developing infant's life 

choices. Studies reveal that after a baby's gender is known or identified, parenting behavior alters. As teens get older, 

they become more aware of increasingly subtle and overt indicators about what is valued, who has power, and how to 

act. Teachers, religious leaders, peers, and media exposure support or oppose gender socialization that begins in the 

family. Children have already acquired gendered conduct norms by the age of ten, which are rigorously scrutinized by 

parents and peers(Sen & Mukherjee, 2014). Boys are trained to be tougher and more self-sufficient, while girls are 

portrayed as vulnerable victims. Social norms shift and alter frequently. Communication standards changed when email, 

text messaging, and Facebook were available, for example. The use of these platforms exemplifies how social norms can 

evolve as a result of external events (Sanders, 2017). It is possible to set in motion a process that encourages the 

emergence of new norms when social standards stifle human development or endanger health and happiness, such as 

social movements and programmes to reduce violence against women, eradicate female genital mutilation, and 

successfully postpone marriage, to name a few examples. If well-executed and long-term efforts are made to promote 

with the onset of puberty, many girls' horizons constrict, but the chances and freedoms of boys, particularly in poorer 

countries, rise. Intersectionality is defined as the social production of gender, which defines a person's social position 

through contact with other axes of power. It is described as the social production of gender, which defines a person's 

social standing through interaction with other axes of power (Mbilinyi, 2016) as shown in Fig. 1. 

       Gender equality's development as a worldwide problem 
         When it comes to a specific health outcome, women have a higher morbidity rate than men because they are more likely 

to be affected by poverty, racism, and other forms of socioeconomic disadvantage. The health consequences of so-called 

grouped deprivations, rich vs. poor, black vs. white (Heise et al., 2019). Interlocking sorts of advantage and oppression 

influence social rank, such as: B. Differences depending on class, race, ethnicity, ability, and gender. Gender discrimination, 

financial status, and racial and ethnic discrepancy all have a multiplicative effect on the development of high blood 

pressure, according to life cycle studies in the United States as illustrated in Fig. 2. Poor African men and women's self-

reported health status and BMI (Hesse-Biber et al., 2006). 

Discrimination against women and girls 
The societal difficulty that women and girls endure as a result of inequity in their rights. Women and girls are treated 

unequally in health, education, politics, and the labour market, among other areas, with fatal repercussions for their skill 

development and freedom of alternative preferences. The Gender Inequality Index (GII) is a measure of inequality 

between men and women. It assesses gender disparities in three key areas of human development: Women's 

reproductive health is evaluated by maternal and youth morbidity rates, whereas empowerment is determined by the 

proportion of women in parliament relative to men. Women are more negatively affected by the development than men. 

Women's health must be prioritized in order to achieve effective economic growth. Women's health, education, 

economic opportunity, and human rights are essential for effective economic growth (Hillenbrand et al., 2015). These 

historical events set the ground for the emergence of three distinct models of women and their relationship to 

development: Women in Development (WID), Women and Development (WAD), and Gender and Development 

(GGD) (GAD). A Gender Related Development Index (GDI) is a metric that measures gender disparities among core 

human development indicators as shown in Fig.3. It's comparable to the Human Development Index (HDI), except it 

accounts for the disparities in men's and women's performance (KMurthy & Mobile Creches, 2018). Poverty affects 

women more than it does males. Women in poor countries earn significantly less than men on a yearly basis. 
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The creation of gendered health inequities 
"A state of total physical, mental, and social well-being, not only the absence of disease or illness," according to the 

World Health Organization (World Health Organization, 2001). Health is one of two main human capital endowments 

that determine an individual's capacity to fulfil their full potential in society, according to the 2012 World Development 

Report. Health disparities between men and women are still a problem in many communities today. While both men and 

women suffer from health disparities, girls and women suffer from the most (World Health Organization, 2016). This is 

because many cultural ideas and practises have constructed society in such a way that women are also exposed to abuse 

and violence, rendering them more vulnerable to diseases and mortality at an early age (Dhar, 2018). Women are denied 

access to a variety of possibilities, including as education and paid labour, that could help them enhance their access to 

and use of health-care resources as shown in Fig. 4. 

Nutritional status of women  
Maternal health is an essential indication of a woman's status because it is influenced by socioeconomic factors and 

government-provided services. The mothers' bad health reflects the low position of women in society as mentioned in 

Fig.5. In India, a higher percentage of women do not have access to health care during pregnancy, which has a direct and 

indirect impact on women's and children's survival (Alston, 2014). 

 

Malnutrition and morbidity 
Diet has a significant impact on a person's overall health. The presence of a deficient condition has a significant impact on 

one's emotional and physical well-being (malnutrition). The gender-specific distribution of food resources is one of the 

causes of malnutrition as given in Fig.6. Malnutrition in mothers has been related to an increased risk of maternal death 

and birth abnormalities (Muneer, 2011). 

 

Anemia  
Anemia is a serious health concern that can cause maternal mortality, weakness, and poor physical and mental 

performance as shown in Fig.7, as well as increased morbidity from infectious infections, prenatal mortality, early birth, 

and low birth weight in children (Hamdan, 2005). 

 

Antenatal care 
Almost a quarter of women who gave birth in the last five years (2015-2020) did not receive any prenatal care (ANC), 

and at least 40% of expectant women in underdeveloped countries did not Fig. 8.The distance to a healthcare institution, 

authorization not to see a doctor, and finding someone to accompany them are the most prevalent hurdles(Ostlin et al., 

2006). 

 

Breast cancer 
The world is facing a growing cancer epidemic, with a sharp increase in the number of women diagnosed with breast 

cancer as a result of the westernization of life in developing countries Fig.9. The Western diet, greater urbanization of 

women, later births, inadequate screening and access for women, shortages of trained oncologists and cancer centers, all 

of which led to poorer health outcomes than in more developed countries(Shastri et al., 2019). 

 

HIV/AIDS 
The present HIV/AIDS death rate is higher in women than in men. Because of the higher illiteracy rate and economic 

dependence on men, the causes of inequality are multi-faceted. Women are less likely than men to be admitted to 

hospitals or receive medical care, and they are more likely to have HIV-related problems as shown in Fig.10. Cultural 

standards, a lack of information, and a lack of access to contraceptives like condoms are all blamed(Gupta & Yesudian, 

2006). 

 

Mental Health 
Depression, stress, and self-worth are all part of mental health. Gender has a significant influence in postpartum 

depression, with women being more likely than males to be depressed Fig.11. shown in Women are more likely than 

males to be diagnosed with schizophrenia disorder later in life, frequently after having children (Annandale & Hunt, 2000). 

 

Gender gaps of women in the east in health & nutritional aspects 
Arab women and Israeli citizens are more prone to health problems than Jewish women. A healthy lifestyle, barriers 

noted included patriarchal customs, rapid lifestyle changes, the political climate, poverty and low socioeconomic standing, 

and limited access to certain health treatments. These numerous obstacles appear to work in concert to limit women's 

access to social support and health treatment, raise feelings of powerlessness, and encourage unhealthy behavior. 
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Furthermore, these perceptions differed based on the group's socioeconomic position. The beneficiary organizations did 

not address concerns such as poverty or access to health care as mentioned in Fig.12. The majority of the health-

preserving measures presented were personal and conservative and took into account traditional Arab cultural standards 

(Austad & Bartke, 2015). 

Differential health outcomes 
Some health outcomes are completely determined by gender and are unaffected by the gender system. Such factors 

include diseases of sex-specific organs (e.g., ovarian or prostate cancer) as well as sex-linked hormones (e. g. estrogen-

responsive cancer in women). These discrepancies can have an impact on health outcomes in less obvious ways. Males 

are more prone to chromosomal problems since they have only one X chromosome; nevertheless, the female immune 

system is more aggressive, making women and girls more susceptible to vaccinations and autoimmune diseases. (Danyi 

Kuusaana & Kidido, 2013). Differences in gender-related health outcomes are more likely than disparities. The unjust and 

avoidable gaps that come from structural disadvantage and inequality are defined as inequality (Bhardwaj, 2013). Gender 

inequality and other stratification axes, not gender, are the primary causes of health disparities. As seen in Figure 13, 

programmes such as paid parental leave have a considerable favorable impact on women's and children's health. Social 

determinants such as socioeconomic status, neighborhood, food security, and working conditions influence the 

distribution of health and well-being at the population level. According to the UN Food and Agriculture Organization's 

life course, women face greater food insecurity than men in over two-thirds of 141 nations. Indirectly, social standing has 

an impact on health. (Aziz et al., 2020). 

Differences in exposures between men and women in terms of health 
Men are more likely to work in physically demanding occupations such as mining, construction, heavy industry, and 

defense, whereas women are more likely to work in nursing or service-related occupations. Men and women often have 

different jobs and are paid differently even though they have the same job title (Bhaswati Das & Vimal Khawas, 2009). 

People are more likely to be exposed to sickness, disability, and harm as a result of persistent gender disparity in the 

workplace. Men are more likely to be injured at work by chemicals, vibrations, and noise, as well as acute traumatic 

injuries from heavy lifting, falls, or electric shocks. (Achala Srivastava, 2010). Repetitive actions and bad work posture are 

to blame as women are more susceptible to specific workplace toxins such as detergents, hair dyes and textile dust, as 

well as diseases such as asthma and musculoskeletal disorders. Because of their gender-specific tasks in the household, 

women run health risks. Collecting water and fuel requires a lot of physical labor, which puts women and girls at risk of 

infectious diseases, injuries, and physical and sexual abuse. It is also unsafe to carry large containers of water or fuel 

components on your head. As seen in Fig.14, it has been associated to negative energy balance, chronic musculoskeletal 

problems, acute injuries, pain, and poor reproductive outcomes. The most significant home health burden for women in 

low-income countries is the use of solid fuels and environmentally damaging stoves for household energy. (Moser & 

Bridge (Organization), 2007). 

 

Women and Care Economy 
Women's involvement in the care business has an impact on them as well. Women spend two to 10 times as much time 

as males caring for children, the elderly, and the sick around the world. If women's unpaid time spent on care were 

monetized, it would be nearly comparable to the value of their contribution to paid health workers; women often have a 

negative impact on their own health (Kiser, 2015). Nurses who care for dementia patients are more stressed and have 

mental health issues than other caregivers, with at least a third showing signs of depression as shown in Fig.15. Similarly, 

two-thirds of HIV-related care in Sub-Saharan Africa is provided by women and girls, who face significant physical and 

mental health difficulties, social isolation, and stigma. (Clement et al., 2013). 

Dangerous masculinity and toxic femininity  
Some concepts of masculinity can lead to men acting in a harmful manner while maintaining their social superiority. 

Various studies in different attitudes and age groups have found correlations between a wide range of male behaviors and 

unfavorable health outcomes, including mortality and disease rates in both men and women (Dyson, 2019). The 

development of sexually transmitted illnesses and unwelcome feminine norms can have opposing effects with most ideas 

of masculinity, which favour sexual power, dexterity, and experience. They have the potential to improve women's health 

while also exposing them to a number of hazards, such as sexually transmitted diseases, assault, and eating disorders. The 

dangers of cosmetic plastic surgery are disproportionately borne by women, mercury-containing skin whitening 

procedures, phthalate-containing vaginal douches, and talcum powder, making their use of toxic beauty products a 

concern of environmental justice (Fatuma Chege & Daniel N. Sifuna, 2006). 
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Gender impacts on accessing health care  
Gender norms also influence what is considered a woman's or a man's domain, which keeps males out of maternity and 

child health care. Financial resources, time availability and authority or permission to act, as well as gender norms for 

acceptable health-related activities, influence people's ability to seek help as given in Fig.16. Naturopaths often require the 

husband's consent to set up a treatment, which is even anchored in some laws. Men, mothers-in-law, and elder family 

members are frequently the gatekeepers to women's health care, and doctors routinely seek consent from spouses 

before beginning therapy. Health-care access benefits from women's increasing decision-making autonomy and financial 

capabilities (Kenyakoech Martha Chepkoech, 2020). 

II. CONCLUSION 

Only through empowering women can we achieve gender equality in the areas of education, labour, and health, according 

to the United Nations. This is typically due to women's crucial duties as careers in their families and communities, both 

formally and informally. "Gender equality is an element that will address the challenge of lowering poverty income, 

supporting sustainable development, and developing rational governance," said UN Secretary-General Kofi Anan (Sherri 

Grasmuk & Rosario Espinal, 2015). Women will be able to make adequate money if they acquire proper education and 

skills. Women will spend more money on their children's education and health if they make more money. Discrimination 

against women can only be eliminated by taking remedial action. Female participation has increased, which has resulted in 

higher life aspirations. The high rate of women's social standing and organisations power-centric women's policy and 

governmental implementations, as well as the quick rise in social status of lower-class women, are examples of these 

changes. Community-based programmes help to reduce female mortality and morbidity rates, as well as improve 

women's nutritional status and overall health. 
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Fig. 1. Gender and society 

 

 
Fig. 2. Gender equality’s development as a worldwide problem 

 

 
Fig. 3. Discrimination against women and girls 
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Fig. 4. The creation of gendered health inequities 

 

 

 
Fig. 5. Nutritional status of women 

 

  

 
Fig. 6. Malnutrition and morbidity 

 

 
Fig. 7. Anemia 
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Fig. 8. Antenatal care 

 

 

 
Fig. 9. Breast cancer 

 

 
Fig. 10. HIV/AIDS 

 

 
Fig. 11. Mental health 
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Fig. 12. Differential health outcomes 

 

 
Fig. 13. Differences in exposures  between men and women in terms of health 

 

 
Fig. 14. Women and Care Economy 
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Fig. 15. Gender impacts on accessing health care 
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