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incorporation of the gender perspective in health 
care-related policies. Based on the recommenda-
tions of international organizations, the impor-
tance of the incorporation of the gender concept 
in the health field is analyzed, in order to design 
health policies that seeking to redress existing 
inequalities by virtue of sex/gender. This paper 
presents an analysis of the published guidelines in 
order to facilitate the incorporation of the gender 
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cludes with a proposal of gender-sensitive health 
indicators that can ensure the gender perspective 
in health care policies.
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Introduction

Health systems are created to meet the health 
needs of communities, and are the result of a 
long historical development and various factors 
that are part of the social system. Health is a com-
plex process determined by the interplay of indi-
viduals’ biological, psychological and social fac-
tors and environmental factors. Since the 1990s, 
several studies1-4 have shown that women and 
men become ill in different ways and metabolize 
drugs differently, and have different lifestyles re-
lated to health problems. The main contribution 
of these studies is to show that gender, along with 
other dimensions such as social class, is a deter-
minant in the health-disease process, and creates 
inequalities that take the form of access to hos-
pitals, waiting lists and therapeutic strategies5,6. 
These factors are involved in health and health-
care, and lead to differences and inequalities 
based on sex/gender in health and in healthcare.

According to the World Health Organization 
(WHO), the concept of health inequality refers 
to the different opportunities and resources re-
lated to health that individuals have depending 
on their social class, gender, territory or ethnic-
ity; these opportunities and resources are asso-
ciated with a poor state of health among under-
privileged groups. The WHO argues that these 
differences in health are unnecessary, avoidable 
and unfair7.

These differences and inequalities can be 
changed by health and social policies. In this 
article, based on the recommendations of inter-
national organizations, we analyze the impor-
tance of introducing the concept of gender in the 
health sphere in order to design public policies to 
redress the existing inequalities. We analyze the 
guidelines published for this incorporation up to 
2008 as instruments for guidance in this process. 
We conclude the article with proposals that can 
ensure the inclusion of the gender perspective in 
health policies. 

According to Sen et al.8, an approach to 
health with a gender perspective, i.e. one which 
distinguishes between biological and social fac-
tors while examining how they interact and tak-
ing into account how inequality affects health ex-
periences, provides guidance for identifying the 
appropriate responses by the healthcare system 
and public policy.

Given this reality, international agencies and 
governments are concerned to introduce the gen-

der perspective in health policies. The overall ob-
jective of these policies is to address the inequal-
ities that arise from the different roles of women 
and men, as well as the unequal power relations 
between them, and the consequences of those in-
equalities for their lives, health and welfare.

  The United Nations (UN) Fourth World 
Conference9 on Women held in Beijing in 1995 
set out the guidelines for all government action, 
analyzing the effects of all policies and pro-
grammes from the point of view of gender. In 
2002, the World Health Organization (WHO)10 

produced a policy document on gender: Integrat-
ing gender perspectives in the work of WHO. In 
the introductory statement, Gro Harlem Brundt-
land, who was the organization’s Director-Gen-
eral at the time, said that integrating gender per-
spectives in health action is sound public health. 
According to the document, the Organization’s 
policy will be to ensure that all research, policies, 
programmes, projects, and initiatives with WHO 
involvement address gender issues. Its goals and 
objectives include:

• To promote equity and equality between 
women and men, throughout the lifecourse.

• To provide qualitative and quantitative in-
formation on the influence of gender on health 
and health care.

• To promote the integration of gender issues 
in health systems.

The Millennium Declaration of the United 
Nations11 and other international agreements 
acknowledge the importance of equal rights for 
men and women and the rights of all to live free 
from discrimination in any sphere of life, includ-
ing access to health care.

Public policies with a gender perspective are 
processes through which public policy initiatives 
seeking to redress the inequality generated in the 
gender system by promoting equity between men 
and women are developed and implemented12. 
According to Astelara13, the relationship between 
gender and politics must be taken into account, 
i.e. policy is determined by the gender system as 
it is a predominantly male activity. The gender 
system is also maintained and reproduced by 
political intervention, since each initiative by the 
State may have a different impact on the situation 
of men and women and create situations, albeit 
indirectly, that impair gender equality. Based on 
these considerations, it is therefore necessary to 
introduce the gender dimension in all activities 
by State institutions.
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On the relationship of the sex/gender 
system to health and disease
 

When considering gender in relation to equality 
policies within the health system we must de-
scribe the relationship of the sex/gender system 
to health and its problems. We have already men-
tioned that there have been various initiatives, 
studies and publications since the 1990s for the 
consolidation of scientific knowledge on the rela-
tionship between sex/gender and health. 

One such initiative was undertaken by the in-
ternational networks who met in various forums 
worldwide in 1990. Barcelona hosted the First 
International Symposium on Women and Qual-
ity of Life, organized by CAPS, Women’s Health 
Meeting in Boston1. In 1991, Women’s Health was 
included in the Index Medicus, which is consid-
ered the most comprehensive index of articles 
from scientific and medical journals published 
in the United States since 1879. Also in 1991, Dr 
Healy14, with the publication of the article “The 
Yentl syndrome” in the New England Journal of 
Medicine, highlighted the malpractice of Amer-
icans cardiology services due to their failure to 
perform the same diagnostic techniques and ex-
aminations for women as for men. That analysis 
showed that many more coronariographies were 
performed on men than on women, and that 
women were systematically excluded from clin-
ical trials. 

All these women’s movements were of crucial 
importance due to being the beginning and the 
reference point in the construction of knowledge 
about the influence of gender on health and its 
problems. In the editorial of The New England 
Journal of Medicine of July 1993, Marcia Angell 
analyzed discrimination against women in med-
ical research and highlighted discrimination in 
three areas: 

1. Women’s diseases have been studied to a 
lesser extent.

2. Women are less likely to be included as par-
ticipants in clinical trials.

3. Women are unlikely to be able to become 
research directors to conduct clinical trials15. 

These research lines were developed based on 
the formulation and development of gender the-
ory. This theory considered the influence of sex/
gender to be an explanatory factor in health.

The roots of gender theory lie in ethnograph-
ic descriptions and observations of other cul-
tures, which revealed societies with more than 
two genders. There was shown to be a diversity 
of content in terms of what is considered male 
and female in different cultures and eras. This 
discovery helped to deconstruct the supposedly 
natural character of the masculine and feminine 
identities. The background to gender theory lies 
in the anthropological studies by Margaret Mead 
and Simone de Beauvoir’s The Second Sex, with 
the statement: “One is not born, but rather be-
comes, a woman.” The discovery of the varying 
abilities and aptitudes attributed to women and 
men from one society to another, and from one 
era to another, meant that these skills and apti-
tudes were not established by biology, but were 
instead socially determined. This approach rev-
olutionizes traditional ideas about the subject, 
because it frees men and women from biologi-
cal determinism and opens up new possibilities 
for social identity16. This conceptual system (sex/
gender) questioned the alleged biological basis 
of male and female behaviours and states that 
gender is a social construct, i.e. that what is un-
derstood to be a man or a woman is not a set of 
anatomical details, but instead social and cultur-
al constructions with an ambiguous and unstable 
biological basis17.

For Marina Subirats, the theory of sex/gen-
der introduces these two terms to facilitate the 
distinction between biological facts and social 
facts. It is indisputable that there are differences 
between men and women from a biological point 
of view. However, it has not been demonstrated 
that these biological differences, for which the 
term “sex” is used, implicitly entail differences in 
abilities, aptitudes and attitudes between individ-
uals. What creates different abilities, behaviours 
and personalities is gender: gender is the differ-
entiated set of rules for each sex, which each so-
ciety creates according to its needs and which are 
imposed on individuals from birth, as patterns 
that govern their entire behaviour, desires and 
actions. Genders are continuously redefined by 
society, are never completely stable, and change 
in relation to other social changes, such as the 
division of labour, sexual morality, demographic 
changes, including wars16.
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Gender and health: two concepts 
in continuous interaction

As mentioned above, health is a complex 
process determined by the interplay of biologi-
cal, psychological and social factors. According to 
Rohlfs et al.4, the variables to consider when de-
signing health surveys in order to facilitate anal-
ysis of health and its problems from the gender 
perspective are those shown in Chart 1.

We consider some of these variables in terms 
of their importance to health and its problems 
below. Marital status or domestic partnership has 
a different effect on health depending on gender. 
For men, it is a protective factor and for women, 
due to the unequal distribution of housework, it 
entails an increase in reproductive work and may 
contribute to deterioration in health4.

Social class is one of the most important de-
terminant factors in health. In our society, wom-
en are more vulnerable to poverty and social ex-
clusion. It is essential to analyze how gender is 
associated with individual socioeconomic and 
family circumstances, so that as environmental 
conditions deteriorate, health indicators become 
more negative. For this reason, it is important to 
study how conditions in the social environment, 
working conditions (productive and reproduc-
tive) and lifestyle affect individuals’ health, as 
well as to highlight the points at which the deter-
minants are different depending on sex, and to 
review the health of a society that is deeply un-
equal as regards gender4.

For Borrell et al.18, few studies have analyzed 
health inequalities taking into account different 
measures of social class for women. Women are 
assumed to belong to their husband’s or the head 
of the family’s social class. According to Borell, 
there are various indicators for assigning social 
class to women:

• Conventional social class, which attributes 
women’s social class based on the occupation of 
the husband or the head of household.

• Individual social class, which uses women’s 
social class based on their own occupation.

• The dominant class, which is based on at-
tributing social class based on the most privi-
leged occupation in the household.

The influence of work on health has been 
widely evidenced; numerous studies highlight 
the influence of working conditions on health 
and the difference in distribution by gender. Men 
tend to have a job that requires more physical 
exertion, and women are often more exposed 
to psychosocial risk factors19. Studies of the em-
ployed population aged 25-64 years old, married 
or living with a partner, show the negative impact 
of the double working day on various health in-
dicators in women, but no association is found 
among men20,21. 

Various authors22,23 suggest that there are two 
types of segregation on gender grounds in pro-
ductive or paid work. These are horizontal seg-
regation, i.e. difficulty in accessing certain jobs 
classified as being for a specific sex, and vertical 
segregation, or the glass ceiling, which is the term 
used to describe an invisible upper threshold in 
women’s careers that is difficult to cross, which 
prevents further progress. Their invisibility is due 
to the fact that there are no laws or established 
social mechanisms or visible codes imposing this 

Source: Rohlfs et al.4.

Chart 1. Variables that enable analysis from a gender 
perspective.

1. Socio-demographic and employment variables
▪ Marital status
▪ Social class
▪ Level of education
▪ Employment situation
▪ Productive work (paid)

Occupation or place of work
Type of contract
Type of shift
Weekly working hours

2. Reproductive work (unpaid)
▪ Family structure (cohabitation): age, sex, 
relationship between the people living together
▪ Domestic work
▪ Carrying out domestic work: doing the shopping, 
cooking, cleaning, ironing...
▪ Sharing of domestic work
▪ Care for dependents (children, elderly people, 
disabled)
▪ Sharing of care work
▪ Availability of external help (from family 
members or from paid assistance) for domestic and 
care work
▪ Hours spent on reproductive work 
3. Morbidity, perceived health, quality of life and 
mental health. Chronic disorders.
4. Social support (presence and type of social 
network). Functional social support (affective and 
confidential)
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limitation on women, but they are instead based 
on other factors that are difficult to identify.

Carrasquer et al.24 define reproductive work 
as household activities, which may be work 
aimed at ensuring the biological, social and ideo-
logical reproduction of the labour force, as dis-
tinct from productive work (the production of 
goods and services). Reproductive work is con-
sidered part of women’s role and suffers from a 
significant lack of recognition. It mainly involves 
monotonous and repetitive tasks, which in some 
cases amount to a double workload24. The de-
mands of housework have a negative impact on 
women’s health, but not on men’s health. There is 
an imbalance between women and men in terms 
of the time spent on reproductive work25. Rolhlfs 
et al. emphasize that for women, “living together” 
invariably means “caring” - not only for children, 
but for everyone in the household4.

The level of services for families is low, and 
the overload of responsibilities (on women in 
particular) is high. The limited nature of public 
services helping families creates an overload on 
Spanish women as they care for children, young 
people, their husbands or partners, and for the 
elderly and disabled26. For women, their role as 
caregivers often means they have to ask for leave 
from work or seek part-time employment. Ac-
cording to the 2012 statistical bulletin “Mujeres 
en cifras” [“Women in figures”], people em-
ployed on a part-time basis had that kind of work 
day because they also cared for family members 
who were young, sick, disabled or elderly. 97.23% 
of those in part-time work for those reasons were 
women (287,900 in absolute terms), and 59.05% 
of those women stated that they had a part-time 
job because of the lack of adequate services pro-
viding care for the people mentioned or because 
they were unable to afford them27.

In a study of 100 main caregivers of elderly 
people with dementia, 86 were women. Another 
person over 65 years old lived in 51 households28. 
According to figures from the Senior Citizens 
Observatory (IMSERSO), cited by Navarro and 
Quiroga26, there is a pattern of care that is defined 
by the sex of the dependent individuals. Depen-
dent elderly women are cared for primarily by 
their daughters. Dependent elderly men are cared 
for by their wives or daughters. “The model of 
care for disabled older people is based on women, 
wives or daughters, caring for men - husbands or 
fathers. Most care is provided by middle-aged 
women (40-65 years old). Worryingly, nearly 

12% of caregivers (mainly women) are over 70 
years old26. In a Spain-wide cross-sectional epi-
demiological study by the Survey on Disability, 
Personal Autonomy and Dependence in 2008, in-
volving a sample of 7,512 primary caregivers, the 
results confirm that the care of dependent people 
remains a highly feminized task. The increased 
perception of deterioration of health as a result 
of providing care among women compared to 
male caregivers is related to both the greater per-
ception of the responsibility for care and to the 
characteristics of the care given, which is more 
intense and focuses more on tasks associated 
with risks for health29.

Guidelines for the inclusion of the gender 
perspective in health systems
 

According to the WHO, the incorporation of the 
gender analysis should permeate all aspects of 
public policy. However, it is not a question of con-
sidering both sexes equally, but instead of taking 
biological and social differences and inequalities 
in terms of roles, resources and power into ac-
count30. According to Villela et al., gender analysis 
refers “to the construction of a new perspective 
on women and men which in healthcare enables 
their needs to be redefined”31. In other words, the 
issue is one of meeting the specific needs of wom-
en and men in order to achieve gender equality30  
At present, a common objective in all areas of 
health systems is to promote the inclusion of the 
gender approach to achieve equality and equity 
in health, following the recommendations of in-
ternational organizations.

60th World Health Assembly WHA 60.25 
Point 12.12 on the Agenda, 23 May, 2007. Incor-
poration of gender analysis and actions in WHO 
activities: a strategy project, following the recom-
mendations of the Programme of Action of the 
International Conference on Population and De-
velopment (Cairo, 1994), the Beijing Declaration 
and Platform for Action (1995), the recommen-
dations of the Beijing + 10 Conference (2005), the 
1997/2 conclusions of the Economic and Social 
Council, the Millennium Declaration of the Unit-
ed Nations, 2000, the Final Document of the 2005 
World Summit, resolution WHA58.30 on accel-
erating achievement of the internationally agreed 
health-related development goals, including 
those contained in the Millennium Declaration.

Of particular interest is the 60th World 
Health Assembly32, which in paragraph 12.12, 
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calls on its Member States to adopt the following 
recommendations:

1. To include gender analysis and planning 
in joint strategic and operational planning, and 
budget planning as appropriate, including coun-
try cooperation strategies; 

2. To formulate national strategies for ad-
dressing gender issues in health policies, pro-
grammes and research, including in the area of 
reproductive and sexual health; 

3. To lay emphasis on training and sensitiza-
tion on, and promotion of, gender, women and 
health.

4. To ensure that a gender-equality perspec-
tive is incorporated in all levels of health-care 
delivery and services, including those for adoles-
cents and youth.

5. To collect and analyse sex-disaggregated 
data, conduct research on the factors underlying 
gender disparities, and use the results to inform 
policies and programmes.

6. To make progress towards gender equality 
in the health sector, in order to ensure that the 
contribution of women, men, girls and boys as 
providers of health care is considered in health 
policy and planning and training for health-care 
workers; 

Various agencies have developed action plans 
that include recommendations, practical instruc-
tions and theoretical and methodological ap-
proaches for the implementation of the gender 
approach in health. We mention here the guides 
that focus on gender in healthcare. A description 
and analysis is presented below.

Guides focusing on the integration 
of gender in healthcare

As mentioned in the health-disease process, 
biological differences clearly interact with social 
determinants, defining the needs and experiences 
of women and men. In this case, gender equity 
may require treatment and care that is qualita-
tively different and sensitive to these different 
needs. When there is no biological reason to ex-
plain the different results, we must consider that 
social discrimination may be the prime suspect 
for these results8. In specific terms, guidelines 
with recommendations have been developed 
to integrate the gender perspective in health 
programmes and comprehensive health plans. 
Lasheras et al.33 mention the strategic lines of in-

tervention on women’s health with a gender ap-
proach. They are:

1. The development of healthy policies from 
the public sector, referring to general policy deci-
sions in all sectors and at all levels of government, 
characterized by an explicit concern for health 
and equity, and potential impact in this field. 
Within this group, we can highlight the following 
measures:

• To promote an integrated gender approach 
to laws, programmes, planning and budget allo-
cations.

• To take all necessary measures to eliminate 
all forms of discrimination against women and 
girls.

• To eradicate the various ways in which vi-
olence against women occurs, promoting the 
empowerment of women, the participation of 
women’s associations, and the reorientation of 
health services.

2. The creation of healthy environments, not 
only physically, but also in terms of social, polit-
ical and economic dimensions, such as working 
conditions and health, suitable jobs, monitoring 
environmental factors that affect the women’s 
health, also involves designing urban measures 
with a gender approach.

3. The development of personal skills by 
means of health education. This group includes 
empowerment, which Marcela Lagarde defines as 
follows: “Empowerment is created in processes in 
which each woman strengthens and develops the 
political capacity that enables her to defend her-
self, confront oppression and cease to be subject 
to control. That is the profound sense of individ-
ual empowerment, which only occurs if is sup-
ported collectively.” She adds: “This also means 
collective gender empowerment, and women’s 
collective ability to confront consciousness and in 
political alliance, to dismantle the old order and 
the daily construction of renewed forms of social, 
economic, political and cultural coexistence”34.

4. Reinforcement of community action, co-
ordinating community participation, so that 
women’s associations can access decision-mak-
ing spheres.

5. Reorientation of health services to intro-
duce changes to ensure fairness, including the 
training of professionals in the gender approach 
and access to care32.

Velasco points out that promoting the inclu-
sion of the gender approach to achieve equality 
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and equity in health is currently a common goal 
in all areas of health systems, and she considers 
addressing social and psychosocial vulnerability 
factors and taking action on health to be equally 
necessary35.

The guides facilitate the inclusion of the gen-
der perspective in Health Plans. This inclusion is 
necessary since according to the “Guide to facil-
itate the inclusion of the gender perspective in 
Comprehensive Health Plans” produced by the 
Ministry of Health of the Government of Anda-
lusia, there is a predominant and false perception 
among the various groups of health professionals 
that technical, health and managerial work, the 
adjustment of resources, training opportunities, 
etc., are gender-neutral. Among the conditions 
mentioned in the guide for inclusion of the gen-
der perspective in healthcare is an explicit com-
mitment to ensuring its implementation in the 
political and organizational sphere, availability 
of the resources and means to carry it out, and 
awareness of the need for its implementation and 
training to do so36.

Public policies are the result of action by 
the State, which is responsible for sanctioning 
the formality that legitimises instruments of ex-
pression as public policy. They can be expressed 
through various types of instruments for their 
formulation, including laws, regulations, decrees, 
etc. and even administrative and technical instru-
ments, such as plans, budgets, projects that are 
approved37. 

In the next and final section of this paper, we 
discuss the elements which a public health poli-
cy should include within equality policies from a 
gender perspective.

By way of a proposal: dimensions 
of the gender perspective in health policies

Gender is a category of analysis that enables 
us to analyze the sociocultural construction of 
the sexes. As we have seen, the relationship of the 
concept of gender to knowledge of health began 
to be examined in the 1970s. The importance of 
this concept has led us to develop a definition of 
what a health policy with a gender perspective is.

After all the analyses, we define health policy 
with a gender perspective or gender sensitivity 
as a policy which in its institutional mechanisms 
makes women visible and ensures their partici-
pation, taking into account the mainstreaming 

of the gender perspective in the actions and the 
determining factors in the process of health and 
disease in relation to sex/gender, and promotes 
the gender perspective in the research and train-
ing of healthcare professionals. Furthermore, in-
cluding the gender perspective in health policies 
requires use of non-sexist and non-androcentric 
language. The aim is to reduce and eliminate so-
cial inequalities related to gender.

We propose the following points to imple-
ment the gender perspective:

1. Visibility of women. This involves making 
the reality of women visible and to do so, the first 
element to be taken into account in public policy 
with a gender perspective is to make women vis-
ible. To give women visibility in relation to their 
health and problems, all data generated during 
the process of health policies must be disaggre-
gated by sex.

2. Equal participation. Equal participation 
should be promoted throughout the design pro-
cess of certain plans and programs. In particular, 
parity between women and men must be pro-
moted so that appointments made to manage-
ment teams, editors, advisory councils and par-
ticipatory bodies tend towards parity.

3. Non-sexist language and images. Language 
that makes women and men equally visible must 
be used in the design of programmes and plans, 
in both written and visual language.

4. Inclusion of health and/or disease determi-
nants in relation to sex/gender. The risk elements 
and factors related to sex/gender which are deter-
minants of health and their problems in certain 
health programmes and plans must be taken into 
account. 

5. Promote mainstreaming. This implies that 
gender must be present in all general policies and 
measures and when they are planned, their im-
pact on men and women is taken into account.

6. Gender-sensitive training. Undergraduate 
and continuous training given to professionals 
must include the gender perspective in order to 
avoid bias in professional practice.

7. Gender-sensitive research. The presence of 
gender in the health/disease process must be re-
searched, and professionals must be guided with 
regard to the inclusion of gender dimensions in 
research.

In the health sciences, as in other sciences, 
gender theory opens up a wide range of possi-
bilities for investigating the causes of the differ-
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ences and inequalities in health problems. Health 
systems, which are created to meet the health 
needs of communities, must take into account 
the knowledge generated by research to alleviate 
these inequalities, following the guidelines of in-
ternational organizations. According to Villela et 
al., “making a broad-based axis in health research 
entails a commitment to the possibility that the 
presentation of evidence of health inequalities 
between men and women, which are the result of 
gender inequalities, can influence public policy 
in order to reduce these inequalities”31.

Collaborators

ML Panisello and I Pastor have participated 
equally in each stage of the preparation of this 
article.
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