
Gender Effects on Health
Gender and sex are often used interchangeably in everyday conversation.  However, the two are not the same and it is an important distinction to clarify.  According to the Oxford English Dictionary (2nd ed.) sex is defined as “either of the two divisions of organic beings distinguished as male and female respectively.”  Sex specifically refers to the biological differences that occur between men and women such as differences in chromosomes, hormones, and internal and external reproductive organs.  Gender, on the other hand, is defined in Oxford’s as “a euphemism for the sex of a human being, often intended to emphasize the social and cultural, as opposed to the biological, distinctions between the sexes.”  Gender specifically refers to the factors in the environment that determine what it means in society to be either male or female.  To simplify it even further, sex is the biological group into which we are born and gender includes what it means within society to be labeled as either male or female and the corresponding roles that go along with the labels. 

Gender is a basic social stratifier that both interacts with and is influenced by many other aspects of society.  This social stratification between the sexes, leads to differential access to all parts of society be it jobs, health care, or discriminatory policies.  This differential treatment that men and women experience manifests itself differently among the sexes and could help to explain some of the variations in health that we see among men and women.  Along with these societal factors, biology itself plays a role in helping to explain some of the differences that we find between men and women.  As a result of men and women’s inherent biological differences, women and men do not seem to suffer from the same types of diseases and do not react in the same manner to them.  One of the most basic statistics that exemplifies this is the average life expectancy.  In the United States, the average life expectancy for a male born in 2000 was 74.1 years.  The average life expectancy for females at birth at was 79.5.  (National Vital Statistics Reports, Vol. 51, No. 3).  This shows that women generally live 5.4 years longer than men.  However, when it comes to illness, or morbidity, women often report higher levels of illness than men.  This results in women living longer lives but not necessarily in better health.  A commonly used expression sums it up very well, “women get sick and men die.”  Rather than being forced to choose one side or the other it is important to look at the interaction that societal factors have with biological factors that result in the variations in health that we find amongst women and men.  
When investigators study health they can either ignore the effects that gender has on health, control for gender’s health effects, or alternatively analyze the effects of gender. 
   Walsh et.al. discerned four distinct lines of study on gender and health through their literature review.   They determined that all four lines of work revolved loosely around some notion of a social role.  The first strand of research revolves around the impact of the multiple roles that women take on as a source of both strength and stress in their lives which leads to effects on their emotional and physical health.  A smaller part of this strand of research focuses specifically on the impact of the work role itself.  The researchers looking into this aspect are concerned with whether the different types of work experience that men and women encounter results in any added risks or benefits to their health.  Another strand concentrates on the internalization of socially created masculine and feminine roles.  This body of work focuses on the social structures and networks that help people cope when they find themselves in stressful situations and how these structures affect an individual’s physical and mental health. The final strand of research that Walsh et.al. parsed out was the importance of power within relationships and the subsequent effects on health that this control or lack thereof have on health.
  
Culture, Context, and Meaning
The WHO describes gender as the way in which “we are perceived and expected to think and act as women and men because of the way that society is organized, not because of our biological differences”. 
  As a result of gender being a socially constructed phenomenon, what it means to be a man or a woman and what is considered to be appropriate behavior varies across cultures.  When looking at determinants of health, it is important to remember to always keep an eye open to the surrounding culture and contexts within which events are occurring.  This is especially true when we look at the effects of gender.  Gender is a distal social factor and as such it is an ever present social force that changes very slowly over time.
  The culture within which people are raised and are currently living as well as the meaning that that culture attaches to certain aspects of their lives is very important in understanding what is truly affecting a person’s health.  


According to Cassel, culture is “an ordered system of meaning and symbols in terms of which social interaction takes place.” 
  In other words, culture is how an individual or group of individuals defines their world.  One way to think about culture is as a beveled glass wall through which an individual looks out onto the world.  This beveled glass shapes their beliefs and values and is helpful to the individual in determining how they will evaluate the world.  Many aspects of a person’s life when added together determine their culture.  From the make-up of their family, to the neighborhood that they grew up in, their religious beliefs, their racial and ethnic classifications, as well as the socioeconomic status of the individual, all play a large role in a person’s life as well as their culture and belief system.  Within these classifications, culture can further affect a persons’ health based on the gender of the person.  Each culture thinks of the roles of men and women within society in different ways.  These differing gender-specific roles and the associated behaviors that go along with the roles could help explain some of the differences that we see in the morbidity and mortality rates of women and men.  


In many situations, having a strong network of social support has proven to be a helpful and insulating variable for health.  However, the support that comes from extended family or friends can also add excess stress and have ill effects on a person’s health.  For example, Dressler found that in a southern black community the presence of a supportive extended family was associated with lower rates of mental health symptoms among men.  However, in the same community, the greater the amount of social support present among 17-35 year old women was associated with a higher prevalence of mental health symptoms.  Dressler concluded that this difference in effect could result from the fact that young women were closely watched within the community.  When the women were given advice from their extended families, they were expected to follow it strictly.  This could impose more obligations and lead to more stress in the woman’s life.
  


Another interesting effect on health is the relationship of marriage on the individual’s health.  When marriages are set within more traditional cultures – male as the breadwinner, woman as the homemaker – then the power within the marriage is fairly one-sided.  Generally, the more money that a man makes provides him with more power and control over the decisions to be made within the marriage.  Mirowsky found that this reduced the dominant spouse’s depression, but only to a point.  What Mirowsky discovered was that in fact when marriages share the power within a relationship that both the man and woman benefit from lower rates of depression.
  Each relationship will have its own balance of power which will help to determine the happiness of the members.  This finding of equity leading to reduced depression within marriage is very significant in showing the success that can come from equality within a relationship.  


The Hispanic community within America, generally adheres very closely to the traditional sex roles, and has a strong emphasis on the family and the church.  Many Hispanics are of the Catholic faith which promotes large families and the nonuse of any methods of birth control.  As a result of these factors the Hispanic culture is very paternalistic with the male dominating.  This culture of male domination has been referred to as “machismo”.  The man’s responsibility is to work and support his family.  Women on the other hand are expected to stay at home with their children and to tend to the issues at home.  Researchers have found that this situation can have adverse effects of women’s health because if their husbands are unable to provide financially for the family he feels a sense of failure.  Within a culture centered on a structure of machismo it is very important for the man be in control.  
Because of the biases that are present in the American society, a Hispanic man out in general society will be faced with many obstacles throughout his day.  He will encounter discrimination and in many cases a lack of control over the type of work that he is performing.  To compensate for his lack of control at his job, he may exert a greater amount of control when he gets home.  Many times this exertion of power in the home results in violence in the form of abusive behavior either physically or verbally to his family.  
Men and women also react in different manners to comparable stressful circumstances.  They cope in different ways.  Marriage, for example, has been shown to be very beneficial for men.  The simple fact that a man is married results in higher levels of health in almost every category.
  Research has hypothesized that this outcome results from the fact that marriage usually results in men gaining broader social relationships which generally have a cushioning effect on the ill effects of daily life.  Women, on the other hand, generally already have strong social networks before they get married, and primarily gain financial resources upon marriage.
  As a result of these differences that marriage brings to a man or woman’s life, upon widowhood or divorce they will differ in their reaction to the loss.  In fact, Umberson et.al. suggests that the loss of a spouse is not the same experience for men as for women, the impact of such as loss manifests in very different ways.
  Generally this loss has been found to be more detrimental to men resulting in higher mortality rates upon the loss of their spouse.
  


When reviewing research articles that are dealing with gender effects on health, or any other social determinant of health, it is always important to look and see if the researchers have examined the culture of their study participants.   If they have taken culture into effect then the information more accurately reflect the true situation.  However, if the researchers did not take it into account a red flag should be raised before their data can be truly accepted.  By failing to look at circumstances within the study participant’s culture the researchers may find associations that are not really present, or at a minimum, do not operate exactly as the researchers have thought them to.    A person’s culture is so fully engrained in their sense of self, that it must always be considered because the participant’s culture may be causing some of the differences which are present.  A researcher can quiet some of this concern by simply looking at each study participant’s culture and seeing if any obvious differences are present between the participants.  This does not have to be an exhaustive examination of the differences; the important thing is simply that the cultural differences were considered in the noted effects on the health of the participant.  
Pathways through which gender affects health 

Inequalities between the genders can be seen at many levels.  Some of these inequalities are biological in origin, however, the majority of these differences stem from environmental factors that act upon and affect men and women in different ways.  Inequalities can be witnessed in all aspects of life – work, home environment, education, status within society, etc.  In some countries around the world the differences in for example, status within society, are great and provide interesting places to look to see what effect, if any, this has on health.  Underlying all of the research that looks to analyze data on the basis of gender is the realization that biases and gender roles into which we are socialized need to always be present in our minds as we examine the data.  

Risk Behaviors


One such pathway that gender operates through includes the behaviors that men and women choose to engage in.  Men for example, choose to participate to a larger degree in risky behaviors.  From a young age, boys are conditioned and socialized to be more daring and rough – to live up to the macho man standard.  In fact when they do not behave in such a way they are often chastised by their peer groups.  This socialization of their behavior carries over into their automobile driving characteristics, leading to more extreme and radical driving styles.  The frequency in which more males participate in reckless driving leads to a greater occurrences of fatal crashes.  Men are found to also engage to a greater degree than women in other health-adverse behaviors such as higher rates of alcohol consumption, drug abuse, smoking and violence.
,
   These individual behavior choices have a direct effect on their health.

Women on the other hand have been shown to participate in many more health promoting behaviors, such as preventive doctor visits, earlier detection of illness, and lower rates of high-risk behaviors.13  However in recent years, the mortality advantage that women have enjoyed has begun to decline.
  Some researchers have hypothesized that this decrease in advantage may be a result of women gaining more equality (in developed countries) and as a result beginning to participate in more risky behaviors such as smoking.  This increase in smoking behaviors may be attributing to women’s decrease in their mortality advantage over men due to the corresponding effects that smoking has on health such as increasing blood pressure, increasing the risk of heart disease, and increasing the risk of lung cancer.14
Gender Roles / Multiple Roles


The differences in health and health outcomes that we see between men and women are in part due to how society acts upon the person.  Societal gender roles contribute a large part of this difference that is found.  A child begins to learn gender roles at a very early age.  For example, while the child is still in the hospital, the hospital staff wraps the girls in pink blankets and the boys in blue.14 When children enter child care, gender roles really begin to be reinforced and rewarded.  In many instances girls are encouraged to participate more in the dramatic play or book area and boys are more likely to be encouraged to play with the cars or building blocks.  These subtle attitudes toward gender roles that are expressed by the teachers subconsciously become engrained in the children.  As they grow older the socialization tends to get stronger and the children begin to internalize the roles and behave accordingly.    

Throughout history, women have been perceived as the “weaker sex” who are in need of extra protection.  Women have also been in charge of the majority of domestic tasks such as cooking, cleaning, rearing the children – all of which lead to the view as the woman as a nurturer.  A man’s role has primarily been that of the breadwinner.  Men are expected to leave the home in order to make money to support the family.  


As a result of these traditional gender roles, some of the health behaviors that women exhibit are a result of their traditional role of being perceived of needing help and being the nurturer of the family.  It is more accepted and encouraged for a woman to be sick and to go to the doctor’s office to ask for help.
  This could be a large part of the reason that we find that more women seek care and at earlier times throughout an illness. This internalization of the gender role could also be a contributing factor to why we find higher levels of morbidity in women.  When women get sick they go to the doctor at earlier stages, whereas men who are supposed to be able to handle the discomfort will hold off from going and wait until the situation escalates to a higher degree of severity. 
 This can result in diagnosing illnesses at later stages in its life course and could result in more severe outcomes.  


This same pattern that we see with physical illnesses also holds true for mental illnesses.  Women who are brought up under the traditional gender roles are taught to express their emotions and to discuss their feelings.  Historically, and still to a great extent, men are brought up to keep their emotions under the surface.  Many boys have heard the expression that “boys don’t cry.”  This socialization paves the way for many repressed feelings as they grow older. It could also help to explain some of the more destructive behavior that can be witnessed within men.
  Women have closer support groups within their network of friends who can help them work through any issues in their lives that may result and when this is not enough they have the acceptance and encouragement to seek care from a psychiatrist or counselor.  Once again this same social network and acceptance to seek care is not as available for men.  

However, in recent years these roles have begun to be less static.  Many women now are working in the workforce and as a result have begun to take on multiple roles within society.  

Many families have both parent’s working outside of the home (if there are two parents), which means that throughout the day women take on the roles of mother, worker, and homemaker.  Several researchers have looked into the phenomenon of multiple roles and have looked at the difference between the “scarcity hypothesis” and the “expansion hypothesis”.  The scarcity hypothesis posits that as a person takes on more roles, that the additional roles results in greater demands on the scarce and finite personal resources that they have.  Whereas the expansion hypothesis proposes that the additional roles lead to more experiences and greater actualization of ideals.
  There is limited support for either of these hypotheses but one thing that is clear is that being employed, being married, and having children does improve health in both of the sexes.13  However, there are differences between the sexes, for example, men receive an immediate decrease in their risk of dying once they marry.8  This is in part due to the traditional roles that accompany the majority of marriages.  Men benefit from their wife’s contribution to the household and the social ties that come from being married.  Also when men get married, many men reduce the risky behaviors that they might engage with as well as live a healthier lifestyle, such as improvements within their diets.  However, women’s benefit from marriage accumulates over time, the benefit is not immediate.8 
Even though women have been making strides to get to the same level as men in the work environment there is still not true equity between the sexes.  On the whole women are still primarily in jobs that have been classified as “women’s work” such as teachers, nurses, secretaries, etc.  The more prominent fields are beginning to have more women enter the field but it is taking longer than most would have hoped.  The corresponding income that women earn with these positions is generally less than what their male counterparts are earning.  This lack of funds leads to inadequate resources available to a woman and her children when she is a single mother.   This in turn leads to substandard housing, insufficient food, and lower quality child care which all affect the woman’s and her children’s health in detrimental ways.  

This difference in the gender roles can manifest itself directly through stress hormones that are released in men and women workers at the end of a workday.
  A fairly substantial difference has been found in the norepinephrine levels of men and women in Sweden when they return home at the end of the work day.  This study showed that after the work day, a man was able to return home, relax and unwind from the work day.  By the time the man would go to sleep their norepinephrine levels were the lowest that they had been the whole day.  The norepinephrine levels of the women, on the other hand, were found to be highest at bed time.  What this study was able to show is that the home environment is much more stressful for women.  When a woman finishes her job at 5:00, she must return home where she is expected to prepare the food, clean the house, and get the children into bed.  She is in effect going to her second job.19  This reality results in a woman never really having time to relax and unwind from their work day.  

Even though the workforce is beginning to change with women making some strides in male dominated professions, the distribution of work at home is even slower in changing.  It is still very common that the woman is primarily in charge of the household.  She is responsible for the daily chores such as cooking, cleaning, laundering, and assuring the children are prepared for their day.  Whereas the man’s primary chores at home are much more intermittent and include items such as cutting the grass, performing home repairs, and washing the cars.  This distribution of the house work load alone can have ill affects on a woman’s health.  The type of work that most women are still required to do in the home is very tedious and never-ending.  This work has been referred to as invisible labor and the lack of housework being publicly regarded as work adds even more strain to a woman’s life.  Performing these chores day after day and never getting any sense of accomplishment can cause unwanted stress which can lead to a general deterioration in a woman’s health.1, 
 

By fulfilling multiple roles, women often encounter much longer and more hectic days with less time for them to relax and recuperate.  This leads to women having higher levels of stress, receiving less sleep, developing worse eating habits, and not getting enough exercise to name a few.  All of these factors can affect an individual’s health in adverse ways – one way in particular is by increasing the woman’s allostatic load as a result of the chronic stress that the fulfillment of multiple roles provides.
  Chronic stress, as reported by McEwen, can act on a person’s well being in several harmful ways. It can result in prolonged exposure to stress hormones.  When this occurs, blood pressure may stay elevated for extended periods of time resulting in an increased risk for atherosclerosis as well as other diseases.21, 

Gender Discrimination


Gender discrimination is also a large contributor to the health differences that can be seen between men and women.  Although gender discrimination is still prevalent in the United States, it is much more pronounced in other countries, as a result, I will focus my discussion to those regions.  

It has been repeatedly demonstrated that in many countries women enjoy a substantial survival advantage at all ages throughout the life course.  The degree of this advantage fluctuates with both age and time.
  The variations that are seen across age, time, and place exemplify how the differing cultures play a role in affecting the societal factors that influence the survival differences between the sexes.  Waldron found that when there is less social discrimination against women that the women’s survival advantage was larger.
  Sen has noted that in countries where women are disproportionately deprived that their mortality rate is equal to and in very extreme case even surpasses that of men.
,
   Aside from the ill effects that gender discrimination has on women during their lives, since the mid 1980s their has been a growing number of sex-selected abortions in countries such as China, South Korea, and India. This trend is reflected in the male to female birth ratio at birth.  Generally, the male to female birth ratio is expected to be around 1.05 or in other words, 105 males born for every 100 females.
  Countries such as China, South Korea, and India have had sex ratios that are significantly higher than 1.05 which has led researchers to classify this as a phenomenon of “missing girls.”26

Another form of gender discrimination that is prevalent throughout many poor countries is that of male preference when it comes to receiving the scarce resources of food or medical care.
  Sen and Sengupta performed a case study in India where they weighed all of the children within two large villages.  They saw that upon birth there was no difference in the nourishment of boys to girls, however, over time as the children age the situation gradually turns to one where the girls’ nutritional levels are disadvantaged.26 Similarly, there has also been several studies that show that there is also medical neglect in the manner that boys receive care at earlier stages.  Sen and Kynch studied admissions data from two large hospitals in Bombay where they discovered that the girls that were admitted were typically sicker than the admitted boys.  This finding suggests that a girl must be more severe before the family will take her to get medical care.26
Gender discrimination can also be seen to result in direct affects on biological susceptibility to various diseases.  One such example was offered by Zierler and Krieger in which they found that when women live in a society in which they suffer from low levels of social autonomy and high structural disadvantage that their biological susceptibility to HIV is exacerbated.
  
An Example: Cardiovascular Heart Disease


As has been demonstrated previously within this paper, both biological and social factors interact to help to explain some of the variations that we find between men and women.  
I will illustrate this further by using cardiovascular heart disease as an example.  For instance, we are beginning to find similar death rates from coronary heart disease for women and men.  This should be a source of great concern because women should be better protected from heart disease as a result of higher levels of estrogen within their bodies.
   This similarity in men and women’s rates suggests that their must be something in the women’s environment that is making their susceptibility to heart disease to increase.  

One such environmental contributor to this is the persistent gender-bias in clinical studies.  A large portion of clinical studies have included populations of study that included a majority of male participants.  One of the main reasons that have been given for the lack of studies which included women is because of fears of the possible repercussions that the tested exposures may have on women’s reproductive capabilities.  As a result, many of the gender differences that are found in men and women’s symptoms of cardiovascular heart disease have not been adequately studied and reported.  This has led to the application of ‘male-based’ diagnostic techniques and treatments for all patients.
  Since women arrive in the emergency rooms presenting with different symptoms than men traditionally do, they are not identified as having a heart attack as early in time.  Several studies reported in the early 1990s, found that it took longer for women to receive an initial electrocardiogram which helps to diagnose a heart attack.
,
  This delay in diagnosis as well as the fact that the average age for women who suffer from heart attacks is higher may help to explain why there more women who are found to die as a result of their first heart attack.
  

Studies from the animal world have also been able to demonstrate the association of low social status and the resultant disease susceptibility.  Shively
 has studied this association in female cynomolgus monkeys for several years.  Through her research she has discovered that when the female cynomolgus monkeys experience low social status that they are exposed to greater levels of hostility, aggression, and become much more socially isolated.  As a result she has shown that the monkey’s cortisol levels are higher, that they have abnormal menstrual cycles, and that they have poor ovarian function.  Shively reported that several researchers have found that like in the nonhuman primate population that women who experience poor ovarian function and abnormal menstrual cycles tend to be shown to be under more stress.  She reported on study by La Vecchia, et.al.
 that actually showed that women with a history of irregular menstrual cycles are at increased risk for coronary heart disease.  

One hypothesis that can be presented to explain the increase that we have been seeing in women’s coronary heart health is that as a result of the various gender roles that women are taking on and the chronic stress that this may contribute to their lives, women are becoming more susceptible to coronary heart disease.  Because of the male-focused model of CHD women are less likely to be identified as suffering from a heart attack and therefore receive the appropriate treatment at later stages of the disease which results in less effective endpoints.

Policy Implications
In 1985, Geoffrey Rose 
 put forth two perspectives that have proven to be helpful when studying the causes of disease.  The first of which is the population perspective.  The population perspective of disease prevention can best be described as an attempt to elicit a great amount of change in the population by creating programs or policies which will act upon the population as a whole.  The aim is that these policies/programs will actually get to the underlying root of what is causing disease within the community.  This attempt at controlling what is actually causing the disease, will in turn affect the average level of risk factors that a member of the population may have or encounter.  By affecting everyone within the population, the hope is that there can be a shift in the whole distribution of exposure to the disease in a favorable direction – improving the health of society at large.  

One of the most substantial drawbacks of the population perspective is that each individual will get very little benefit from any policy, program, or behavioral change.  The reason for this is that the majority of individuals were going to be okay without the intervention.  This reality stresses the fact that we need to be very concerned with the risks-benefits ratio that the proposed intervention offers.  Since an individual will likely see, at best, only a small benefit, it is imperative that the risks involved in participating in the population perspective intervention will be minimal to assure as complete participation as possible.  

The other approach that Rose put forth is that of the high risk perspective.  In this perspective, we would develop a program that is directly tailored to those members of a population who are at the highest risk of developing the disease that we are attempting to control or prevent.  The high risk perspective is what is used in the clinical medicine setting.  When a patient presents in the doctor’s office or emergency room, the patient is evaluated and the physician determines what diseases that they are at risk of and performs the necessary tests to see if any are present.  Once the tests are analyzed, the physician speaks with the patient and discusses what their next option would be.  This perspective can be very effective at getting the patient to change their behavior because they can see quite clearly what the benefits are that would come from their behavior change.  Rather than just hearing a general statement that everyone should eat a more healthful diet, this patient is told if you do not eat more healthfully then you will be more likely to have heart disease, high blood pressure, etc, because you are already at risk of these diseases.  

At a public health level, the high-risk perspective has several advantages as well as disadvantages associated with its implementation.  One of the greatest advantages is that it is a focused approach.  Once a high risk individual is identified, resources can be directed to those individuals directly which makes for a more cost-effective intervention because it is directly targeting those individuals who the intervention should provide with the greatest benefit.  However, one major drawback to this approach is that, in many situations, there are not adequate tests which are able to determine who is in fact at the highest risk levels.  When attempting to use the high risk perspective in public health it will be necessary to perform the screenings on a very large scale.  The difficulties and costs associated with such a task will be great.  During this process of screening the population, many borderline cases will be identified.  One issue that will need to be addressed concerning these cases will be what level of intervention, if any, will the borderline cases have available to them.    

Another drawback of the high-risk perspective that applies in both the public health and clinical settings is that it does not actually address the underlying causes of the disease.  It is a more surface-level approach in which it addresses some of the issues that are associated with the disease, but not the disease in and of itself.  Many of these approaches will be temporary and provide palliative care at best.  


When we take a look at how gender affects health, (Figure 1), we see that there are several pathways through which gender’s effects either improve or deteriorate an individual’s health.  As a result of many of these pathways operating through environmental/social pathways I think that Rose’s population perspective will be more effective than simply targeting diseases based on biological differences that are present in men and women.  Many of the societal factors that affect health have a basis in societal biases that perpetuate stereotypes, gender roles, or discriminatory policies that adversely affect individual’s lives.  To address this persistent bias within society we need to decide to make gender equity a priority.  

There are several policies that can be implemented today that will go to address the persistent bias that we find within society.  For starters, simply bringing awareness that gender bias is still a problem that we are facing in the world will go along way to help start the process of change.  Identifying current discriminatory policies and identifying ways to improve them will be a good first step to help educate the public and policymakers.  Another important area where attention should be focused is in the area of education.  The educational system, including early child care, is where children learn and are able to reinforce the stereotypical gender roles.  Gender-neutral curriculum needs to be developed and teachers need to be retrained so that they will be able to identify when their actions may be reinforcing the stereotypical differences between boys and girls.  

Over the past twenty years, children’s books and materials have begun to portray both women and men of all colors and abilities are portrayed in various roles at both work and in the family not simply those that men and women have traditionally held.  This policy and practice 


[image: image1]

needs to be continued and it should be a priority if it is not already one.  By showing children that all roles in society are available to all people regardless of gender, race, or abilities then we will help to prevent any further discrimination from occurring.  

In countries where women are constantly discriminated against on a variety of issues such as provision of food, medical care, and access to education we need to assist movements within those countries that are working towards gaining more equality for women.  Activities and groups that foster individual empowerment and education have proven to help make women aware of their situation and begin to work towards bettering their situations.  Programs as simple as teaching women how to read are able to change their situation in many different ways.  

Even though I believe that these population perspective policies may be more effective at reducing the discrimination and biases that are present within societies that is not to imply that we should refrain from using Rose’s high-risk perspective when applicable.  There are genuine biological differences between men and women.   Targeted approaches should be continued to be utilized to address these differences.  
Hopefully, as women and minorities continue to make strides in all areas of the workforce, there will be more discussion and awareness of the effects that discrimination and biases present within society have on the differential health of men and women.  With concerted effort and adequate public awareness campaigns to bring light to these issues, I am confident that we can adequately address these issues to improve the health of all of our citizens.  
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