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Women’s Health Issues: A Full Review
Learning Objectives
Upon successful completion of this course, you will be able to list and explain issues related to:
● UNDERSTANDING WOMEN’S HEALTH IN THE WORLD TODAY—Increasing Life
Expectancy, Gender Inequities, Conflicts and Crisis, Women and the Health Care System
● THE GIRL CHILD—Too Many Deaths Among Infants and Children, Abuse and
Maltreatment, Sex Differentials in Health
● ADOLESCENT GIRLS—Puberty and Sexual Debut, Adolescent Pregnancy, Sexually
Transmitted Infections, Substance Use, Poor Diet and Physical Inactivity, Mental Health
● ADULT WOMEN: THE REPRODUCTIVE YEARS—Health During Reproductive Years,
Maternal Health, HIV/Aids, Sexually Transmitted Infections, Cervical Cancer, Infertility
● ADULT WOMEN—Mortality and Burden of Disease, Depression and Suicide, Risk Factors
for Chronic Disease, Violence, and Use of Health Services
● OLDER WOMEN—Aging, Socioeconomic Influences, Managing Disabilities, Caring for
Older Women
● POLICY IMPLICATIONS—Leadership, Health Responsive Services, Universal Coverage,
Public Policy, and Tracking Progress
Foreword
When I took office in 2007, I asked that my performance be judged by results as measured by the
health of women and of the people of Africa. My commitment to these populations is a
reaffirmation of WHO’s long history of reaching out to those in greatest need and to redressing
health inequalities and their determinants.
The Millennium Development Goals and other global commitments have focused primarily on
the entitlements and needs of women. The current financial crisis and economic downturn make
this focus even more urgent; protecting and promoting the health of women is crucial to health
and development – not only for the citizens of today but also for those of future generations.
This report reviews evidence on the health issues that particularly affect girls and women
throughout their life course. Despite considerable progress over the past two decades, societies
are still failing women at key moments in their lives. These failures are most acute in poor
countries, and among the poorest women in all countries.
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Not everyone has benefited equally from recent progress and too many girls and women are still
unable to reach their full potential because of persistent health, social and gender inequalities and
health system inadequacies.
This course report does not offer a comprehensive analysis of the state of women and health in
the world. The data and evidence that are available are too patchy and incomplete for this to be
possible. Indeed, one of the striking findings of the report is the paucity of statistics on key
health issues that affect girls and women. But the report does bring together what is currently
known and identifies areas where new data need to be generated, available data compiled and
analyzed, and research undertaken to fill critical gaps in the evidence base.
In presenting this report, it is my hope that it will serve to stimulate policy dialogue at country,
regional and global levels, to inform actions by countries, agencies, and development partners,
and to draw attention to innovative strategies that will lead to real improvements in the health
and lives of girls and women around the world.
Dr Margaret Chan
Director-General
World Health Organization

Introduction
This course uses currently available data to take stock of the health of girls and women around
the world and to draw attention to the consequences and costs of failing to address health issues
at appropriate points in their lives.
The report is structured around a life course divided into stages that have particular relevance for
health – early childhood (from birth to nine years), adolescence (from 10 to 19 years), adulthood
(from 20 to 59 years, and including the reproductive ages of 15–44 years) and older age (from 60
years onwards). While many of the factors that affect the health of the girl child, the female
adolescent, the adult and the older woman do not fit neatly or exclusively into these stages, the
approach fosters a deeper understanding of how interventions in childhood, through adolescence,
during the reproductive years and beyond affect health later in life and across the generations.
The data in this report are largely drawn from WHO databases and publications, and from
publications of other United Nations agencies. Readers should consult these sources for further
information on data compilation and methods of analysis. Main sources are referenced in the
text. While bringing together a wealth of evidence, the report does not set out to be comprehensive; indeed, it points to significant gaps in knowledge relating to women’s health.
While in some cases the course compares women with men, for the most part it draws attention
to the differences in health and health care that girls and women face in different settings. The
report highlights the interplay of biological and social determinants of women’s health and draws
attention to the role of gender inequality in increasing exposure and vulnerability to risk, limiting
access to health care and information, and influencing health outcomes.
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The report notes the importance of women’s multiple contributions to society in both their
productive and reproductive roles, and both as consumers and – just as importantly – as providers of health care. In recognition of this, the report calls for primary health care reforms to be
implemented in ways that ensure that health systems better meet the needs of girls and women.
Overview
This course is a report on women and health – both women’s health needs and their contribution
to the health of societies. Women’s health has long been a concern for WHO but today it has
become an urgent priority. This report explains why. Using current data, it takes stock of what
we know now about the health of women throughout their lives and across the different regions
of the world.
Highlighting key issues – some of which are familiar, others that merit far greater attention – the
report identifies opportunities for making more rapid progress. It points to areas in which better
information – plus policy dialogue at national, regional and international levels – could lead to
more effective approaches. The report shows the relevance of the primary health care reforms set
out in The world health report 2008: primary health care – now more than ever, laying
particular emphasis on the urgent need for more coherent political and institutional leadership,
visibility and resources for women’s health, to enable us to make progress in saving the lives and
improving the health of girls and women in the coming years. Finally, it sets out what the
implications are in terms of data collection, analysis and dissemination.
The life-course approach taken in this report fosters a deeper understanding of how interventions
in childhood, through adolescence, during the reproductive years and beyond, affect health later
in life and across the generations. It also highlights the interplay of biological and social
determinants of women’s health, and draws attention to the role of gender inequality in
increasing exposure and vulnerability to risk, limiting access to health care and information, and
impacting on health outcomes. While the report calls for greater attention to health problems that
affect only women – such as cervical cancer and the health risks associated with pregnancy and
childbirth – it also shows that women’s health needs go beyond sexual and reproductive
concerns.
The report draws attention to the consequences and costs of failing to address health issues at the
appropriate points of women’s lives. In a world with an ageing population, the challenge is to
prevent and manage the risk factors of today to ensure that they do not lead to the chronic health
problems of tomorrow.
The life-course approach reveals the importance of women’s multiple contributions to society –
in both their productive and reproductive roles, as consumers and, just as importantly, as
providers of health care. It is in recognition of this fact that the report calls for reforms to ensure
that women become key agents in health-care provision – centrally involved in the design,
management and delivery of health services.
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Key findings
1. Widespread and persistent inequities
Disparities between women and men
While women and men share many similar health challenges, the differences are such that the
health of women deserves particular attention. Women generally live longer than men because of
both biological and behavioural advantages. But in some settings, notably in parts of Asia, these
advantages are overridden by gender-based discrimination so that female life expectancy at birth
is lower than or equal to that of males.
Moreover, women’s longer lives are not necessarily healthy lives. There are conditions that only
women experience and whose potentially negative impact only they suffer. Some of these – such
as pregnancy and childbirth – are not diseases, but biological and social processes that carry
health risks and require health care. Some health challenges affect both women and men, but
have a greater or different impact on women and so require responses that are tailored
specifically to women’s needs. Other conditions affect women and men more or less equally, but
women face greater difficulties in getting the health care they need. Furthermore, gender-based
inequalities – for example in education, income and employment – limit the ability of girls and
women to protect their health.
Differences between high- and low-income countries
While there are many commonalities in the health challenges facing women around the world,
there are also striking differences due to the varied conditions in which they live. At every age,
women in high-income countries live longer and are less likely to suffer from ill-health and
premature mortality than those in low-income countries. In richer countries, death rates for
children and young women are very low, and most deaths occur after 60 years of age. In poorer
countries, the picture is quite different: the population is on average younger, death rates among
children are higher, and most female deaths occur among girls, adolescents and younger adult
women. The most striking difference between rich and poor countries is in maternal mortality –
99% of the more than half a million maternal deaths every year happen in developing countries.
Not surprisingly, the highest burden of morbidity and mortality – particularly in the reproductive
years – is concentrated in the poorest and often the institutionally weakest countries, particularly
those facing humanitarian crises.
Inequalities within countries
Within countries, the health of girls and women is critically affected by social and economic
factors, such as access to education, household wealth and place of residence. In almost all
countries, girls and women living in wealthier households have lower levels of mortality and
higher use of health-care services than those living in the poorest households. Such differences
are not confined to developing countries but are found in the developed world.
2. Sexuality and reproduction are central to women’s health
Women’s health during the reproductive or fertile years (between the ages of 15 and 49 years) is
relevant not only to women themselves, but also has an impact on the health and development of
the next generation. Many of the health challenges during this period are ones that only young
girls and women face.
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For example, complications of pregnancy and childbirth are the leading cause of death in young
women aged between 15 and 19 years old in developing countries. Globally, the leading cause of
death among women of reproductive age is HIV/AIDS. Girls and women are particularly
vulnerable to HIV infection due to a combination of biological factors and gender-based
inequalities, particularly in cultures that limit women’s knowledge about HIV and their ability to
protect themselves and negotiate safer sex. The most important risk factors for death and
disability in this age group in low- and middle-income countries are lack of contraception and
unsafe sex. These result in unwanted pregnancies, unsafe abortions, complications of pregnancy
and childbirth, and sexually transmitted infections including HIV. Violence is an additional
significant risk to women’s sexual and reproductive health and can also result in mental ill-health
and other chronic health problems.
3. The toll of chronic diseases, injuries and mental ill-health
While the sexual and reproductive health needs of women are generally well known, they also
face other important health challenges.
Road traffic injuries are among the five leading causes of death for adolescent girls and women
of reproductive age in all WHO regions – except for South-East Asia, where burns are the third
leading cause of death. While many are the result of cooking accidents, some are homicides or
suicides, often associated with violence by an intimate partner. More research is needed to better
understand the underlying causes of these deaths and to identify effective prevention strategies.
Suicide is among the leading causes of death for women between the ages of 20 and 59 years
globally and the second leading cause of death in the low- and middle-income countries of the
WHO Western Pacific Region. Suicidal behaviour is a significant public health problem for girls
and women worldwide. Mental health problems, particularly depression, are major causes of
disability for women of all ages. While the causes of mental ill-health may vary from one
individual to another, women’s low status in society, their burden of work and the violence they
experience are all contributing factors.
For women over 60 years of age in low-, middle- and high-income countries, cardiovascular
disease and stroke are major killers and causes of chronic health problems. Another significant
cause of death and disability is chronic obstructive pulmonary disease, which has been linked to
women’s exposure to smoke and indoor air pollution largely as a result of their household roles.
For many women, ageing is accompanied by loss of vision – every year, more than 2.5 million
older women go blind. Much of this burden of disability could be avoided if they had access to
the necessary care, particularly surgery for cataracts. In low-income countries, trachoma is a
significant, but preventable, cause of blindness that affects women in particular.
4. A fair start for all girls is critical for the health of women
Many of the health problems faced by adult women have their origins in childhood
Proper nutrition is a key determinant of health, both in childhood and beyond. The nutritional
status of girls is particularly important due to their future potential reproductive role and the
intergenerational repercussions of poor female nutrition.
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Preventing child abuse and neglect and ensuring a supportive environment in early childhood
will help children to achieve optimal physical, social and emotional development. These will
also help avoid risky behaviours and a significant burden of disease, including mental health
disorders and substance use later in life.
Changing behaviour now brings major health benefits later
It is essential to address the health and development needs of adolescents if they are to make a
healthy transition to adulthood. Societies must tackle the factors that promote potentially harmful
behaviours in relation to sex, tobacco and alcohol use, diet and physical activity, as well as
provide adolescents with the support they need to avoid these harmful behaviours. In many highincome countries, adolescent girls are increasingly using alcohol and tobacco, and obesity is on
the rise. Supporting adolescents to establish healthy habits in adolescence will bring major health
benefits later in life, including reduced mortality and disability due to cardiovascular diseases,
stroke and cancers.
Addressing the needs of older women will be a major challenge to health systems
Because they tend to live longer than men, women represent a growing proportion of all older
people. Societies need to prepare now to prevent and manage the chronic health problems often
associated with old age. Establishing healthy habits at younger ages can help women to live
active and healthy lives until well into old age. Societies must also prepare for the costs
associated with the care of older women. Many high-income countries currently direct large
proportions of their social and health budgets to care for the elderly. In low-income settings, such
care is often the responsibility of the family, usually of its female members. Policies are and
associated pension and social protection, and to the provision of residential and community care.
5. Societies and their health systems are failing women
Health system shortfalls deprive women of health care
The reasons why health systems fail women are often complex and related to the biases they face
in society. However, these shortfalls can be understood and they can and should be challenged
and changed. For example, women face higher health costs than men due to their greater use of
health care yet they are more likely than their male counterparts to be poor, unemployed or else
engaged in part-time work or work in the informal sector that offers no health benefits. One of
the keys to improving women’s health therefore, is the removal of financial barriers to health
care. For instance, where there are user fees for maternal health services, households pay a
substantial proportion of the cost of facility-based services, and the expense of complicated
deliveries is often catastrophic. Evidence from several countries shows that removing user fees
for maternal health care, especially for deliveries, can both stimulate demand and lead to
increased uptake of essential services. Removing financial barriers to care must be accompanied
by efforts to ensure that health services are appropriate, acceptable, of high quality and
responsive to the needs of girls and women.
Health systems depend on women as providers of health care
Paradoxically, health systems are often unresponsive to the needs of women despite the fact that
women themselves are major contributors to health, through their roles as primary caregivers in
the family and also as health-care providers in both the formal and informal health sectors.
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The backbone of the health system, women are nevertheless rarely represented in executive or
management-level positions, tending to be concentrated in lower-paid jobs and exposed to
greater occupational health risks. In their roles as informal health-care providers at home or the
community, women are often unsupported, unrecognized and unremunerated.
Societal failings damage women’s health
Women’s health is profoundly affected by the ways in which they are treated and the status they
are given by society as a whole. Where women continue to be discriminated against or subjected
to violence, their health suffers. Where they are excluded by law from the ownership of land or
property or from the right to divorce, their social and physical vulnerability is increased. At its
most extreme, social or cultural gender bias can lead to violent death or female infanticide. Even
where progress is being made there are reasons to keep pushing for more. While there has been
much progress in girls’ access to education for example, there is still a male–female gap when it
comes to secondary education, access to employment and equal pay. Meanwhile, the greater
economic independence enjoyed by some women as a result of more widespread female
employment may have benefits for health, but globally, women are less well protected in the
workplace, both in terms of security and working conditions.
Developing a shared agenda for women’s health
In publishing this report WHO seeks to identify key areas for reform, both within the health
sector and beyond. Primary health care, with its focus on equity, solidarity and social justice,
offers an opportunity to make a difference, through policy action in the following four areas:
Building strong leadership and a coherent institutional response
National and international responses to women’s health issues tend to be fragmented and limited
in scope. Identifying mechanisms to foster bold, participatory leadership around a clear and
coherent agenda for action will be critical to making progress. The involvement and full
participation of women and women’s organizations is essential. The significant advances in
women’s health achieved in some countries indicate that it can be done. The interventions are
known and the resources are attainable.
The Millennium Development Goals (MDGs) have been vitally important in maintaining a focus
on development and in setting benchmarks in the face of many competing claims on the world’s
attention. The existence of a separate goal on maternal health draws attention to the lack of
progress in this area, and has attracted both political and financial support for accelerating
change. The addition of the target on universal access to reproductive health has helped broaden
the scope of the goal. There is now a need to extend attention to the many other challenges to and
determinants of women’s health described in this report. In doing so, attention should be paid to
ensuring gender equality and women’s empowerment (MDG3). The situation is complex due to
the way women’s issues are handled both within and between governments and international
organizations, with multiple initiatives competing for resources. More collaboration is needed to
develop supportive structures, incentives and accountability mechanisms for improving women’s
health.
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Making health systems work for women
The report highlights the need to strengthen health systems so that they are better geared to meet
women’s needs – in terms of access, comprehensiveness and responsiveness. This is not just an
issue in relation to sexual and reproductive health – it is relevant throughout the life-course.
Progress in increasing access to the services that could make a difference to women’s health is
patchy and uneven. Some services, such as antenatal care, are more likely to be in place than
others, such as those related to mental health, sexual violence and cervical cancer screening and
care. Abysmally low levels of coverage with basic interventions, such as immunization and
skilled birth attendance, are found in several countries, and not only in those with humanitarian
crises. Exclusion from health care of those in need, particularly the poor and vulnerable, is
common, and the equity gap is increasing in many countries. Approaches to extending coverage
must deal with the content of benefit packages and must include a greater range of services for
girls and women of all ages. They must also address the issue of financial protection, by moving
away from user charges and promoting prepayment and pooling schemes.
Healthier societies: leveraging changes in public policy
The report shows how social and economic determinants of health impact on women. Many of
the main causes of women’s morbidity and mortality – in both rich and poor countries – have
their origins in societies’ attitudes to women, which are reflected in the structures and systems
that set policies, determine services and create opportunities. While technical solutions can
mitigate immediate consequences, sustainable progress will depend on more fundamental
change. Public policies have the potential to influence exposure to risks, access to care and the
consequences of ill-health in women and girls. The report provides examples of such policies –
from targeted action to encourage girls to enroll in school and pursue their education (by
ensuring a safe school environment and promoting later marriage), to measures to build “agefriendly” environments and increase opportunities for older women to contribute productively to
society. Intersectoral collaboration is required to identify and promote actions outside the health
sector that can enhance health outcomes for women. Broader strategies, such as poverty
reduction, increased access to literacy, training and education, and increased opportunities for
women to participate in economic activities, will also contribute to making sustainable progress
in women’s health. Experience suggests that this requires a gender equality and rights-based
approach that harnesses the energy of civil society and recognizes the need for political
engagement.
Building the knowledge base and monitoring progress
The report highlights major gaps in knowledge that seriously limit what we can say with real
authority about the health of women in different parts of the world. While much is known about
women’s health, many gaps remain in our understanding of the dimensions and nature of the
special challenges they face and how these can be effectively addressed. We must also be able to
measure progress – and we must do it now. The foundations of better information about women
and health need to be strengthened, starting with civil registration systems that generate vital
statistics – including cause of death by age and by sex – and collection and use of age- and sexdisaggregated data on common problems. These data are essential for programme planning and
management and without such systems, efforts to monitor changes in, for example, maternal
mortality will remain thwarted. Research must systematically incorporate attention to sex and
gender in design, analysis and interpretation of findings.
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We must focus more attention on assessing progress in increasing coverage with key
interventions, together with the tracking of relevant policies, health system performance
measures and equity patterns.
Conclusion
In reviewing the evidence and setting an agenda for the future, this report points the way towards
the actions needed to better the health of girls and women around the world. The report aims to
inform policy dialogue and stimulate action by countries, agencies and development partners.
While this report highlights differences between women and men, it is not a report just about
women and not a report just for women. Addressing women’s health is a necessary and effective
approach to strengthening health systems overall – action that will benefit everyone. Improving
women’s health matters to women, to their families, communities and societies at large.
Improve women’s health – improve the world.
Why focus on women and health? The response, as described in this report, is that women and
girls have particular health needs and that health systems are failing them.
What are these needs? There are conditions that only women experience and that have negative
health impacts that only women suffer. Some of these conditions, such as pregnancy and
childbirth, are not in themselves diseases, but normal physiological and social processes that
carry health risks and require health care.
Some health challenges affect both women and men but, because they have a greater or different
impact on women, they require responses that are tailored specifically to women’s needs. Other
conditions affect men and women more or less equally, but women face greater difficulties in
getting the health care they need. Furthermore, gender-based inequalities – as in education,
income and employment – limit the ability of women to protect their health and achieve optimal
health status.
Women’s health matters not only to women themselves. It is also crucial to the health of the
children they will bear. This underlines an important point: paying due attention to the health of
girls and women today is an investment not just for the present but also for future generations.
This implies addressing the underlying social and economic determinants of women’s health –
including education, which directly benefits women and is important for the survival, growth and
development of their children. We return to this issue later in this chapter and in Chapter 7.
Analyses of women’s health often focus on, or are limited to, specific periods of women’s lives
(the reproductive ages, for instance) or specific health challenges such as the human
immunodeficiency virus (HIV), maternal health, violence, or mental ill-health. This report, by
contrast, provides data on women’s health throughout the life course and covers the full range of
causes of death and disability in the major world regions.
The report is based on data currently available to WHO. However, the analysis reveals serious
shortcomings in the systems needed to generate timely and reliable data on the major health
challenges that girls and women face, especially in low-income countries.
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Many of the conclusions are based on extrapolation from incomplete data. Nonetheless, the
available information points clearly to challenges and health concerns that must be addressed
urgently if girls and women are to realize fully their human right to health and, by extension, to
their economic and social rights.
The aim of the detailed epidemiological analysis in the following chapters is to provide the
foundation for a comprehensive understanding of the health challenges faced by girls and women
around the world throughout their lives. From this overview of the burden of ill-health women
face at different ages – not only deaths but also non-fatal, often chronic conditions – four main
themes emerge. These are explored more fully in later chapters.
Box 1 Burden of disease and DALYs
Diseases that cause a large number of deaths are clear public health priorities. However,
mortality statistics alone do not show the loss of health among girls and women caused by
chronic diseases, injuries, sensory disorders and mental disorders. Disability-adjusted life years
(DALYs) incorporate lost healthy years of life due to premature mortality and to non-fatal
1
chronic conditions into measures of disease burden in populations, and give greater weight to
deaths that occur at younger ages. The DALY extends the concept of potential years of life lost
due to premature death to include equivalent years of healthy life lost by virtue of being in a state
of poor health or disability. One DALY can be thought of as one lost year of healthy life, and the
burden of disease can be thought of as a measurement of the gap between current health status
and an ideal situation where everyone lives into old age, free from disease and disability.
First, the leading global causes of the overall burden of disease in females are lower respiratory
infections, depression and diarrheal diseases. Box 1 explains how the burden of disease in
females is calculated in disability-adjusted life years, or DALYs. Neuropsychiatric conditions
and sensory disorders – related, for example, to vision and hearing – are also important causes of
DALYs worldwide. Infectious diseases continue to cause over half the DALYs in the African
Region but have a much smaller impact in other regions.1
Second, in all regions and age groups, girls and women in higher income countries have lower
levels of mortality and burden of disease than those who live in lower income countries. Across
all ages, the highest mortality and disability rates are found in Africa.
Third, the causes of death and disability among girls and women vary throughout the life course.
In childhood, most deaths and disabilities result from communicable diseases such as HIV,
diarrheal and respiratory diseases, malaria, and maternal and perinatal conditions. At older ages,
patterns of death and disability change to noncommunicable chronic diseases such as heart
disease, stroke and cancers. The single exception is in Africa, where communicable diseases
remain the chief causes of female deaths up to the age of 60 years.
Fourth, there are significant regional variations in the composition of the overall burden of death
and disability.

11

In Africa and South-East Asia, communicable diseases are important causes of death and
disability at all ages. However, in women aged 60 years and over, in all regions, most deaths are
due to noncommunicable diseases.
The following chapters explore the varying patterns of death and disability more fully and
identify policy and programme implications that emerge from the data. This initial chapter gives
an overall summary of the health status of girls and women, describes critical factors that
influence their health – including gender-based inequities and economic and social factors – and
shows that women are not simply potential consumers of health care but are also critical for the
provision of care in both the formal and informal sectors.
Women around the world
Most of the world’s women live in low- or middle-income countries, almost half of them in the
South-East Asia and Western Pacific regions. Only 15% of the world’s 3.3 billion females live in
high-income countries. More than one female in every three lives in a low-income country. Since
low-income countries tend to have younger populations than high-income countries, one in every
two children under nine years of age lives in a low-income country. By contrast, one in three
women aged 60 years or more lives in a high-income country. High-income countries have the
largest proportions of population aged 60 years or more.
The regions with the largest proportion of children and young people under the age of 20 years
are Africa and South-East Asia.
Today the lives of females of all ages and in all countries are being shaped by a series of factors
– epidemiological, demographic, social, cultural, economic and environmental. These same
factors influence the lives of males but some adversities affect girls and women in particular. For
example, it is a natural biological phenomenon that sex ratios at birth tend slightly to favor boys.
Thus, for every 100 boys born there are between 94 (Africa) to 98 (other parts of the world) girls.
However, in some settings, societal discrimination against females and parental preference for
sons result in skewed sex ratios. In India, for instance, the 2001 census recorded only 93 girls per
100 boys – a sharp decline from 1961 when the number of girls was nearly 98. In some parts of
India, there are fewer than 80 girls for every 100 boys. Low sex ratios have also been recorded in
other Asian countries – most notably China where, according to a survey in 2005, only 84 girls
were born for every 100 boys. This was slightly up from 81 during 2001–2004, but much lower
than 93 girls per 100 boys as shown among children born in the late 1980s.3
Increasing life expectancy
Females generally live longer than males – on average by six to eight years. This difference is
partly due to an inherent biological advantage for the female. But it also reflects behavioural
differences between men and women. As Chapter 2 shows, newborn girls are more likely to
survive to their first birthday than newborn boys are.4 This advantage continues throughout life:
women tend to have lower rates of mortality at all ages, probably due to a combination of the
genetic and behavioural factors that are described in the chapters that follow.1 Women’s
longevity advantage becomes most apparent in old age, and this is explored more fully in
Chapter 6.
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This may be the result of lower lifetime risk behaviours such as smoking and alcohol use.
Alternatively, it may be the effect of harder-to-identify biological advantages that result in
relatively lower rates of cardiovascular disease and cancer in women. The gap in life expectancy
between women and men is narrowing to some extent in some developed countries. This may be
due to increased smoking among women and falling rates of cardiovascular disease among men,
but the question is open to debate.5,6
The female advantage in life expectancy may be a relatively recent phenomenon. Accurate
historical data are hard to come by, but there is evidence that in 17th century England and Wales
the life expectancy of men surpassed that of women.7,8 Part of the explanation may lie in the
low social position of women at the time, coupled with high rates of mortality that were often
associated with pregnancy and childbearing.
Globally, female life expectancy at birth has increased by nearly 20 years since the early 1950s
when it was just 51 years. In 2007, female life expectancy at birth was 70 years compared with
65 years for males. Life expectancy for women is now more than 80 years in at least 35 countries, but the picture is not uniformly positive. For instance, life expectancy at birth for women in
the African Region was estimated at only 54 years in 2007 – the lowest of any region. In some
African countries, particularly in East and Southern Africa, the lack of improvement in life
expectancy is mainly due to HIV/AIDS and maternal mortality, but these are not the only factors
at work. In a few countries, women’s life expectancy is equal to or shorter than men’s as a result
of the social disadvantages that women face.4
However, life expectancy alone tells only part of the story; the extra years of life for women are
not always lived in good health. In low-income countries especially, the difference between
women and men in terms of healthy life expectancy is marginal (only one year) and in several
countries, healthy life expectancy for women is lower than for men.4
The health Transition
One of the most striking features of recent decades has been a shift in the underlying causes of
death and disease around the world. This so-called “health transition” affects men, women and
children in all countries and stems from changes in three interrelated and mutually reinforcing
elements – demographic structures, patterns of disease and risk factors.
The demographic transition is characterized by lower mortality rates among children under five
years and declining fertility rates, which result in an ageing population. The average number of
children per woman has fallen globally from 4.3 during the early 1970s to 2.6 by 2005–2010.
These declines are largely the result of increasing use of contraception (see Chapter 4).
The epidemiological transition reflects a shift in the main causes of death and disease away from
infectious diseases, such as diarrhea and pneumonia (diseases traditionally associated with
poorer countries), towards noncommunicable diseases such as cardiovascular disease, stroke and
cancers (long considered to be the burden of richer countries).
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The risk transition is characterized by a reduction in risk factors for infectious diseases
(undernutrition, unsafe water and poor sanitation, for example) and an increase in risk factors for
chronic diseases (such as overweight, and use of alcohol and tobacco).
This health transition is occurring at different rates in different countries. In many middleincome countries, including much of Latin America and China, the health transition is already
quite pronounced. In Mexico in 2006, for instance, only 13% of deaths (both male and female)
were caused by communicable, nutritional and maternal factors compared with over 60% in
1955. Even though death rates due to noncommunicable diseases have declined in Mexico, these
diseases cause an increasing proportion of total deaths, reaching 80% by 2006. As in many other
countries, in Mexico women were less likely to die from injuries than men were. During the
1980s, 23% of male deaths were caused by injuries, but only 7% of women died from injuries.
The health transition is least advanced in Africa, where patterns of mortality among girls and
women are still characterized by a predominance of infectious diseases.
In the early stages of the health transition, women and children face high levels of mortality,
often linked to nutritional deficiencies, unsafe water and sanitation, smoke from solid fuels used
for cooking and heating, and lack of care during childhood, pregnancy and childbearing. These
traditional risks not only exact a direct toll on the health of women and children but also have an
adverse impact on the health of the next generation. Women with poor nutrition, infectious
diseases and inadequate access to care tend to have infants with low birth weight whose chances
of health and survival are compromised.10,11 Public health interventions have long focused on
combating these problems through improved nutrition, cleaner household environments, and
better health care. However, new or previously unrecognized health challenges continue to
emerge – including overweight and obesity, lack of exercise, use of tobacco and alcohol,
violence against women, and environmental risks such as poor urban air quality and adverse
climate change. The impact of these emerging risks varies at different levels of socioeconomic
development. Urban air pollution, for example, is often a greater risk to health in middle-income
countries compared with high-income countries because the latter have made greater progress in
environmental and public health policies.
The risk transition reflects differences in the patterns of behaviour of men and women. For
example, in many settings, use of tobacco and alcohol was traditionally higher among men than
women. More recently, however, smoking rates among females have started to approach those of
males; the health consequences (e.g. increased rates of cardiovascular diseases and cancers) will
emerge in the future. In low-income and middle-income countries, alcohol use is generally
higher among men. However, in many higher income countries, male and female patterns of
alcohol use are beginning to converge.
Socioeconomic inequalities adversely affect health
Socioeconomic status is a major determinant of health for both sexes. As a general rule, women
in high-income countries live longer and are less likely to suffer from ill-health than women in
low-income countries. In high-income countries, death rates among children and younger women
are very low and most deaths occur after the age of 60 years (Figure 6). In low-income countries
the picture is quite different.
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The population is younger and death rates at young ages are higher, with most deaths occurring
among girls, adolescents and younger adult women.
In high-income countries, noncommunicable diseases, such as heart disease, stroke, dementias
and cancers, predominate in the 10 leading causes of death, accounting for more than four in
every 10 female deaths. By contrast, in low-income countries, maternal and perinatal conditions
and communicable diseases (e.g. lower respiratory infections, diarrheal diseases and HIV/AIDS)
are prominent and account for over 38% of total female deaths.
Poverty and low socioeconomic status are associated with worse health outcomes. Data from 66
developing countries show that child mortality rates among the poorest 20% of households are
almost double those in the richest 20%.4 In both high-income and low-income countries, levels
of maternal mortality may be up to three times higher among disadvantaged ethnic groups than
among other women.12,13 There are similar differentials in terms of use of health-care services.
For instance, women in the poorest households are least likely to have a skilled birth attendant
with them during childbirth (see below).
Gender inequities affect women’s health
The adverse impact on health of low socioeconomic status is compounded for women by gender
inequities. In many countries and societies, women and girls are treated as socially inferior.
Behavioural and other social norms, codes of conduct and laws perpetuate the subjugation of
females and condone violence against them. Unequal power relations and gendered norms and
values translate into differential access to and control over health resources, both within families
and beyond. Gender inequalities in the allocation of resources, such as income, education, health
care, nutrition and political voice, are strongly associated with poor health and reduced wellbeing. Thus, across a range of health problems, girls and women face differential exposures and
vulnerabilities that are often poorly recognized.
Although women’s political participation is growing, men still wield political control in most
societies and, by extension, they wield social and economic control as well.14 No reliable data
are available on the proportion of women living in poverty, but women are particularly
vulnerable to income poverty because they are less likely than men to be in formal employment
and much of their labour is unpaid.15 In many developing countries, a large proportion of
agricultural workers are women and many are unpaid as this is part of their role within the
family.15
Women’s participation in paid, non-agricultural employment has increased since 1990 so that by
2005 almost 40% of employees were women.14 Nonetheless, employment ratios (i.e. the number
of employed persons as a percentage of the population of working age) are significantly higher
for men than for women, with a gender gap that ranges from 15% in developed regions to more
than 40% in South Asia and in the Middle East and North Africa.16 Even when they are in
formal employment, women generally earn less than men. The ratio of female-to-male earned
income is well below parity in all countries for which data are available.17
Because they are less likely to be part of the formal labour market, women lack access to job
security and the benefits of social protection, including access to health care.
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Within the formal workforce, women often face challenges related to their lower status,18 suffer
discrimination and sexual harassment,19 and have to balance the demands of paid work and
work at home, giving rise to work-related fatigue, infections, mental ill-health and other
problems.20
Data from nearly 50 national Demographic and Health Surveys show that on average a woman is
head of one in five households and that these households are particularly vulnerable to
poverty.21 Nor is the problem confined to developing countries. According to the United States
Census Bureau, more than 28% of women and children in female-headed households live below
the federal poverty line compared with less than 14% of families in male-headed households and
5% of married-couple families.22
Women’s health may also be at risk as a result of their traditional family responsibilities. For
instance, women prepare most of the family food and, where solid fuels are used for cooking,
girls and women often suffer as a result of exposure to indoor air pollution. Breathing air tainted
by the burning of solid fuels is estimated to be responsible for 641 000 of the 1.3 million deaths
worldwide due to chronic obstructive pulmonary disorder (COPD) among women each year.1
The burden of COPD caused by exposure to indoor smoke is over 50% higher among women
than among men.
Women are disproportionately responsible for collecting household fuel and water. The time
spent on collecting household fuel and water could otherwise be spent on income-generation,
education, or care for family members, all of which are related to the health status of women and
of their families.
Achieving parity in education – in primary school and beyond – is critical if women are to
engage fully in society and the economy. Female education not only directly benefits women
themselves but is also important for the survival, growth and development of their children. In all
countries with relevant data, child mortality rates are highest in households where the education
of the mother is lowest.4 Despite impressive gains in female enrolment in primary education
between 2000 and 2006, girls still account for 55% of the out-of-school population. Over 580
million women are illiterate (twice the number of illiterate men) and more than 70 million girls
are not in school.24
In some settings, gender inequity is associated with particular forms of violence against females
– including violence by an intimate partner, sexual violence by acquaintances and strangers,
child sexual abuse, forced sexual initiation, and female genital mutilation. Women and girls are
also vulnerable to less well-documented forms of abuse or exploitation, such as human
trafficking or “honor killings” for perceived transgressions of their social role. These acts are
associated with a wide range of health problems in women such as injuries, unwanted
pregnancies, abortions, depression, anxiety and eating disorders, substance use, sexually
transmitted infections and, of course, premature death.25,26
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Women amid conflicts and crisis
Women face particular problems in disasters and emergencies. Available data suggest that there
is a pattern of gender differentiation at all stages of a disaster: exposure to risk, risk perception,
preparedness, response, physical impact, psychological impact, recovery and reconstruction.27
Studies of several recent disasters in South-East Asia found that more women than men died as a
result of the disaster.28 In situations of conflict and crisis, women are often at greater risk of
sexual coercion and rape.29 In the midst of natural disasters and armed conflicts, access to health
services may be even more restricted than normal, contributing to physical and mental health
problems that include unwanted pregnancy, and maternal and perinatal mortality. Even when
health care is available, women may be unable to access it because of cultural restrictions or their
household responsibilities.30
Women and the health-care system
The socioeconomic and gender-based inequalities that women face are played out in their access
to and use of health-care services. As already noted, and as highlighted in the chapters that
follow, the poorest women are generally least likely to use health-care services. The reasons are
complex: services may be unavailable or inaccessible, or women may be unable to find
affordable transport. Sociocultural norms also often limit women’s mobility and interaction with
male health providers.
The way that socioeconomic inequality plays out in different settings is important for
determining the most effective policy and programme responses. In some settings, barriers to
access to health care affect all households except the wealthiest. In Chad and Nepal, for instance,
only the wealthiest households use a skilled birth attendant at delivery. In India, Indonesia and
Pakistan, while access to health services is better across all income groups, the wealthiest benefit
most and poorer households are left behind. In Colombia and Gabon, the use of skilled birth
personnel is relatively high across most income groups but not in the poorest group. These
different patterns of inequality imply the need for different programmatic interventions that
range from targeting the poorest to strengthening the whole health system, to a combination of
both strategies.31
It is a paradox that health services are so often inaccessible to women or unresponsive to their
needs given that health systems are so highly dependent on women. Women are the main
providers of care within the family and constitute the backbone both of the formal health
workforce and of informal health-care provision. Women predominate in the formal health
workforce in many countries. The available data are of variable quality and derive from different
sources but they indicate overall that women make up over 50% of formal health-care workers in
many countries.34,35 With an estimated 59 million health workers in full-time employment
around the world,36 this suggests that some 30 million of them are women. Many millions more
women are informal providers of health care.
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Women tend to be concentrated in occupations that may be considered to have lower status –
such as nursing, midwifery, and community health services – and are a minority among the
highly trained professionals.35 Nursing, midwifery, the community health workforce and other
front-line providers remain predominantly female almost everywhere while men continue to
dominate among doctors and dentists. Notable exceptions exist, however. For example, Estonia,
Mongolia, the Russian Federation and Sudan report more female than male doctors.
Typically, more than 70% of doctors are male while more than 70% of nurses are female – a
marked gender imbalance. In many countries, female health-service providers are particularly
scarce in rural areas, a situation that may arise in part because it is unsafe for females to live
alone in some isolated areas. The picture may well be different if traditional birth attendants and
village volunteers were included in the calculations as these are the domains of women in many
countries. However, this information is rarely routinely available. Moreover, there are some
notable exceptions. For example, Ethiopia and Pakistan are among the countries that have sought
actively to recruit and train female health workers in rural areas.
Female health workers face several work-related health problems. Because there are more
women in the health-care workforce and because female health-care workers are often working
with sharps, women account for about two-thirds of all global hepatitis B and C infections and
HIV infections due to needlestick injuries.37 Women are also prone to musculoskeletal injuries
(caused by lifting) and burn-out.37–41 Female health workers are exposed to hazardous drugs
that are mutagenic and possibly carcinogenic, and to chemical hazards such as disinfectants and
sterilants which cause asthma,42 as well as to adverse reproductive outcomes such as
spontaneous abortion and congenital malformations. Female community health workers may also
be subjected to violence.34
Conclusion
This introductory chapter has summarized some of the health challenges faced by women across
their lives and has given an overview of some of the underlying determinants of women’s health.
It is clear that women around the world face health challenges at every stage of their lives from
early childhood to old age, and whether at home, at work or in wider society. The chapters that
follow look in greater detail at these challenges as they manifest at different stages of life and
show how health systems are failing to respond adequately to women’s needs.
Summary findings and implications
■■There have been major improvements in life expectancy among women over the past halfcentury but not all women have benefited. Thus, there remain significant variations in life
expectancy and health for women in different parts of the world. A woman born in a highincome country can expect to live for more than 80 years; by contrast, a woman born in East or
Southern Africa can expect to live only for 50 years.
■■A health transition is sweeping around the world, leading to a shift in the patterns of death and
disease – away from infectious diseases and maternal conditions to noncommunicable and
chronic diseases. However, the transition is happening at different rates in different parts of the
world. In many settings women are confronted by a dual burden of traditional health threats
related to infectious diseases and maternal conditions alongside emerging challenges associated
with noncommunicable chronic diseases.
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■■Women provide the bulk of health care worldwide, both in the formal health-care setting as
well as in the informal sector and in the home. Yet women’s own needs for health care are often
poorly addressed, especially among rural and poor communities.
■■Both sex and gender have a significant impact on the health of women and must be
considered when developing appropriate strategies for health promotion and for the prevention
and treatment of ill-health. Gender inequality, both alone and in combination with biological
differences, can increase women’s vulnerability or exposure to certain risks: it may lead to
differences which are not always recognized in the manifestation, severity and consequences of
disease, or to different responses by the health services, or different consequences, and it may
limit women’s access to resources and to health-care information and services.
■■Societies and their health systems need to be better geared to meet women’s health needs in
terms of access, comprehensiveness and responsiveness. Policies and programmes must ensure
that gender norms and socioeconomic inequalities do not limit women’s ability to access health
information and health-care services. Broader strategies such as poverty reduction, increased
literacy, training and education, and increased opportunities for participation in economic, social
and political activities will contribute to progress in women’s health.
Still too many deaths of infants and children
The past 50 years have seen a dramatic decline in mortality in children. Nevertheless, millions of
children die prematurely, and childhood continues to be a time of vulnerability to a wide range of
health risks. The burden of disease is particularly severe in Africa, but is also significant in the
Eastern Mediterranean and South-East Asia regions. Globally, the leading causes of death and
disability in girls under 10 years of age are communicable diseases (respiratory tract infections
and diarrhea) and neonatal conditions (low birth weight, birth asphyxia and trauma) which
together account for over 60% of the total.
Most deaths in children under the age of 10 take place before they reach their fifth birthday.
Despite considerable improvements in child survival over the past two decades, every year some
nine million children under five years, including 4.3 million girls, die from conditions that are
largely preventable and treatable. The main causes of these deaths are prematurity and low birth
weight (11%), neonatal infections (11%), diarrheal diseases (17%), and post-neonatal acute
respiratory infections, mainly pneumonia (18%). It is estimated that 200 million children under
five years of age fail to reach their full potential because of poor health.4
Malnutrition is both a direct cause of child deaths and an underlying cause of many more. In
addition to malnutrition (undernutrition), other leading risk factors for child mortality and illhealth include unsafe water, poor sanitation and hygiene, suboptimal breastfeeding, and indoor
smoke from solid fuels. Climate change is likely to affect the basic requirements for maintaining
child health, namely clean air and water, sufficient food and adequate shelter. Many of the
biggest global killers are highly sensitive to climatic conditions. More than three million deaths
each year are caused by a combination of malaria, diarrhea and protein-energy malnutrition.5
A very large proportion of child deaths take place very early in life, usually within the first
month. Deaths in this neonatal period represent nearly half of child deaths in all regions apart
from the African Region.
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As overall levels of child mortality decline, the proportion of total deaths during the neonatal
period tends to increase. To a significant extent, this is because critical interventions during this
period depend on a well functioning health system that is able to deliver high-quality care to
pregnant women and their newborn infants, but access to such care is unattainable in many
settings.6
Inequalities in child mortality relate primarily to income: children living in poor countries are far
more likely to die prematurely than those living in wealthier countries; and within a country,
children living in poor households are more likely to die than those living in richer ones.
Sex differentials in health
Globally, girls are not more likely to die under the age of five years than boys are. In fact, girls
may have a certain advantage. However, in a few countries (including China and India) mortality
rates for children under five years are higher among girls than boys.2 Data from household
surveys over the past 20 years indicate that the female disadvantage has tended to persist in India
and may have worsened in some other countries such as Nepal and Pakistan. By contrast,
recently released data for Bangladesh show that the gap has narrowed significantly over time and
females under five years currently have lower mortality rates than males.7
Although there are some differences between girls and boys in terms of access to key elements of
care during childhood, these are generally not systematic or uniform within regions or countries,
either across interventions or across countries and regions. For instance, available data on
immunization coverage show that while significant sex differentials in coverage in different
countries do occur, there is no overall systematic bias against either boys or girls. In some
countries immunization coverage is higher for boys, while in others it is higher for girls.
However, there is evidence that boys are more likely to suffer from severe malnutrition
(stunting) than girls are.
Undernutrition is the underlying cause of 3.5 million child deaths and accounts for 35% of the
disease burden in children under five years.8 Malnutrition is often acute in populations affected
by humanitarian crises.9
Lack of access to nutritious foods, especially in the present context of rising food prices, is a
common direct cause of malnutrition. Poor feeding practices, such as inadequate breastfeeding
and offering insufficient or less nutritious food, are major contributory factors. Indirect causes of
malnutrition actually account for a higher toll of mortality and burden of disease than the direct
causes.10 An important indirect cause is infection – particularly frequent or persistent diarrhea,
pneumonia, measles and malaria – which undermines a child’s nutritional status.11 In particular,
severe diarrhea leads to fluid loss and may be life-threatening, especially in young children and
people who are malnourished or have impaired immunity. Underweight children are also more
vulnerable to almost all infectious diseases and have a lower prognosis for full recovery.
Risk factors for such infections include unsafe water, inadequate sanitation and insufficient
hygiene.
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It has been estimated that 88% of cases of diarrhea worldwide are attributable to unsafe water,
inadequate sanitation or insufficient hygiene.10 An estimated 860 000 deaths per year in children
under five years of age are caused directly and indirectly by malnutrition that is induced by
unsafe water, inadequate sanitation and insufficient hygiene.10
Malnutrition among pregnant women can lead to premature and low-birth-weight babies, putting
them at risk of poor health and early and premature death, and of learning disabilities later in
life.12,13
Undernutrition is one aspect of malnutrition. At the same time, increasing rates of overweight
and obesity among children worldwide represent major risks for poor health in adulthood. In
some countries, up to 20% of children under the age of five years are overweight (e.g. Albania,
Lesotho, Ukraine)14 and in a few countries (Albania, Bosnia and Herzegovina, Ukraine) more
than 10% of children under five years are obese. In both developed and developing countries,
girls under five years and adolescent girls are more likely to be overweight than boys (see also
next chapter).15–17
Female genital mutilation
Girls and women face particular health risks due to harmful practices such as female genital
mutilation (FGM). Millions of girls and women are estimated to have undergone FGM, which
involves partial or total removal of the female external genitalia or other injury to the female
genital organs for nonmedical reasons.18
It is estimated that 92.5 million girls and women above the age of 10 years in Africa are living
with the consequences of FGM. Of these, 12.5 million are girls between 10 and 14 years of
age.19 Each year, some three million girls in Africa are subjected to FGM.20 Although available
data are incomplete, it appears that there have been small decreases in the extent of FGM in
recent years. However, the data indicate a growing tendency for FGM to be carried out by health
professionals, a decline in the average age at which FGM is performed, and a marked increase in
the proportion of girls who undergo FGM before the age of five years.
Abuse and maltreatment
Many children of both sexes suffer from physical and emotional maltreatment, sexual abuse,
neglect and negligent treatment, and commercial or other exploitation. Although reliable and
comprehensive data are limited, the evidence that is available indicates that girls are far more
likely than boys to suffer sexual abuse. A review of evidence generated estimates of prevalence
of different types of sexual abuse in children and young people up to the age of 18 years as
follows:
■■non-contact sexual abuse (3.1% boys, 6.8% girls);
■■contact sexual abuse (3.7% boys, 13.2% girls);
■■penetrative sexual abuse (1.9% boys, 5.3% girls);
■■any sexual abuse (8.7% boys, 25.3% girls).21
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Child abuse has both immediate and long-term consequences for the health of women and
contributes significantly to depression, alcohol and drug use and dependence, panic disorder,
post-traumatic stress disorder, and suicide attempts.21 In emergency and refugee settings, girls
may be at particular risk of sexual violence, exploitation and abuse by combatants, security
forces, members of their communities, aid workers and others.22
Conclusion
The health of the adults of tomorrow is critically dependent on the health of the children of
today. While the girl child benefits from a number of biological advantages in terms of her
survival and health, she also faces social, cultural and gender-based disadvantages that place her
health at risk. Many of the health problems faced by adult women have their origins in
childhood. These include poor nutrition, which is particularly important because of its intergenerational repercussions. Preventing child abuse and neglect and ensuring a supportive
environment in early childhood will help girls to achieve optimal physical, social and emotional
development and will avoid a significant burden of disease associated with chronic diseases,
including mental health disorders and substance use, later in life.

Summary findings and implications
■■Considerable advances have been made in child health, and girls have a much greater chance
of surviving childhood than they had several decades ago. However, progress has been uneven,
especially in the poorest countries. Progress has been slowest in countries affected by high levels
of HIV/AIDS and conflict. Pneumonia and diarrhea – conditions that are readily preventable and
treatable – continue to kill more than three million girls under the age of five every year.
■■Malnutrition is an important determinant of health, both in childhood and beyond. The
nutritional status of girls is of particular importance due to their future reproductive role and the
intergenerational effects of poor female nutrition.
■■Girls and women may face particular health risks due to harmful practices. Over 100 million
girls and women have been subjected to FGM. The evidence indicates that, despite some
declines in overall prevalence, the procedure is being increasingly medicalized and carried out at
younger ages
.■■Girls are far more likely than boys to have been subjected to sexual abuse, with one girl in
four reporting such abuse in the course of their lives.
■■To address these problems, attention must be directed to priority interventions, including safe
child-birth, improvement of nutritional status, access to immunization and health care for
childhood diseases, integrated approaches to address child abuse and maltreatment, and ensuring
a supportive early childhood environment that will help girls to achieve optimal physical, social
and emotional development. Political, legal and social interventions are also needed to eliminate
FGM and other harmful practices. There must be attention to the physical and psychosocial
needs of children growing up amid humanitarian crises.
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ADOLESCENT GIRLS
Adolescence is usually a time of good health for girls, with opportunities for growth and development. But it can also be a time of risk, particularly with regard to sexual activity and substance
use. Preventing and dealing with such risks is essential for the health of young people now and
for their health in future years.
Worldwide there are some 1.2 billion adolescents aged between 10 and 19 years. Around 90% of
them live in developing countries, and approximately 600 million are female.1 The health and
development of these girls is very important now, and continues to be important as they mature
into adults. The health of adolescents sets the stage for their future health and well-being, as well
as for the health of their children and the development of their societies.
A time of good health but also risk
Adolescence is normally characterized by low levels of disease and death; it is the period of life
when mortality rates are lowest. However, it is also a time of huge physical, social and emotional
changes. In many settings, girls are not given the support they need to deal with these changes.
The societies in which they live are unable to provide optimal conditions for their healthy
development. As a result, girls may miss opportunities to progress successfully through the
transition to adulthood, becoming vulnerable to behaviours that put their health at risk.
The highest rates of mortality and burden of disease in adolescent girls are found in Africa and
South-East Asia. Deaths from suicide and injuries associated with road traffic accidents and
burns figure prominently as causes of death around the world.2 Communicable diseases
including HIV/AIDS are important causes of death, especially in Africa. In all regions,
adolescent girls face significant burdens of disease associated with mental health problems.2 In
high-income countries in the Americas, Europe and Western Pacific regions, neuropsychiatric
conditions, such as unipolar depressive disorders, schizophrenia and bipolar disorders,2 are
responsible for a large share of the burden of ill-health among female adolescents In the Eastern
Mediterranean and South-East Asia regions, injuries stand alongside neuropsychiatric problems
in terms of their impact on disease burden. In high- and middle-income countries in general, road
traffic accidents are the leading cause of death among adolescent females, whereas respiratory
tract infections and other communicable diseases dominate in low-income countries.
Puberty and sexual debut
For girls, the onset of puberty is the most obvious signal of the start of their sexual and reproductive lives. Girls’ experiences during this period, and the opportunities and protection that
their cultures and societies provide, can make the difference in their lives between good health
and the ability to contribute fully to society on the one hand, and suboptimal functioning marked
by harmful behaviours that lead to ill-health and unhappiness on the other.
Many adolescent girls face constraints and marginalization as a result of poverty, harmful social
and cultural traditions, humanitarian crises and geographical isolation. These factors hinder their
access to information, education, health care and economic opportunities.3 At precisely the time
when they are most in need of support that could help protect them from health risks, in some
settings adolescent girls are pressured into early marriage and childbearing.
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A full 38% of girls in developing countries, notably in Asia, marry before the age of 18, and 14%
before the age of 15.3
Contrary to popular belief, there is little evidence at the global level that girls today have their
first sexual encounters at younger ages than in the past. Almost everywhere in the world, girls’
first sexual activity occurs during late adolescence – between the ages of 15 and 19 years.4
Unfortunately, for many girls early sexual activity is associated with coercion or even violence.5
The younger the woman is at first sex, the greater the likelihood that her sexual initiation is
forced.5 Female adolescents are exposed to unwanted pregnancy and to sexually transmitted
infections, including HIV, and they experience long-term mental and physical health
consequences.
Few young women use a contraceptive of any kind at their first sexual experience.6 Their access
to contraception is limited by their own lack of information and skills, and by the fact that most
reproductive health-care services in developing countries are designed to serve the needs of
married women of reproductive age.7
Adolescent pregnancy
Adolescent birth rates have been declining globally but they remain high in parts of Africa and
Asia.8 Adolescent pregnancy is more common in adolescents who live in poverty and in rural
areas, and it is more likely to occur among the less educated (Figure 2).
For several reasons pregnancy and childbirth are more risky for very young adolescents. In
developing countries, complications of pregnancy and childbirth are the leading cause of death in
young women aged between 15 and 19 years. About 15% of total maternal deaths worldwide,
and 26% in Africa, occur among adolescents.9 The adverse health effects of adolescent
childbearing are reflected in the poor health of their infants: perinatal deaths are 50% higher
among babies born to mothers under 20 years of age than among those born to mothers aged 20–
29 years. Moreover, babies of adolescent mothers are more likely to have low birth weight,
which is a risk factor for ill-health during infancy.10
Because many adolescents face unwanted pregnancy, rates of unsafe abortion among young
women are high, especially in Africa where girls aged 15–19 years account for one in every four
unsafe abortions.11 Even when they do not result in death, the immediate and long-term health
consequences of such interventions – which include hemorrhage, reproductive tract infections
and infertility – can be severe.
Sexually transmitted infections
Young women are particularly vulnerable to HIV infection, due to a combination of biological
factors, lack of access to information and services, and social norms and values that undermine
their ability to protect themselves. Their vulnerability may increase during humanitarian crises
and emergencies when economic hardship can lead to increased risk of exploitation, such as
trafficking, and increased reproductive health risks related to the exchange of sex for money and
other necessities.
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Young women tend to have sex with older men who are more sexually experienced and more
likely to be infected with HIV.
In most African countries that have data, adolescent girls are much more likely to be infected
than young men of the same age (see Chapter 4) (Figure 3). Although many young girls have
heard about HIV/AIDS, only 38% are able to describe correctly the main ways to avoid
infection. Only a minority use condoms when having high-risk sex and fewer still are aware of
their HIV status.7,12 This is perhaps not surprising since programmes for HIV prevention,
information and services directed at young people have generally been poorly implemented.12
Substance use
Unsafe sexual activity is by no means the only important risk factor in adolescent girls. In several European countries, alcohol consumption increased among female adolescents between
1993 and 2003.13 Meanwhile, data from 37 low- and middle-income countries indicate that 14%
of girls aged 13–15 years reported drinking alcohol in the past month compared to 18% of
boys.14 Because of male–female differences in body weight and body water content, girls are
more vulnerable than boys to the psychoactive effects of alcohol and are therefore more likely to
suffer the consequences of its use – including violence, unintentional injuries and vulnerability to
sexual coercion.15
Like adolescent boys, many girls take up smoking during adolescence and there is evidence that
tobacco advertising is increasingly targeting girls and women.16 Data from 151 countries
indicate that approximately 10% of adolescents (12% among boys and 7% among girls) smoke
cigarettes and 10% use tobacco products other than cigarettes (e.g. pipes, water pipes, smokeless
tobacco, and bidis).17 Smoking among girls is more common in high-income countries than in
lower income countries.18
Poor diet and physical inactivity
Poor diet and physical inactivity are major risk factors for chronic diseases, leading to premature
death and disability in adulthood. Adolescence is a time when girls start to take decisions about
the food they eat and the physical activity they engage in (although in impoverished communities
their choices are limited). Poor habits can lead to overweight and obesity. Obese adolescents tend
to grow up to be obese adults and are thus exposed to a higher risk of diseases, such as osteoarthritis, diabetes and cardiovascular diseases, at a younger age than those who are not obese.19
While adolescent girls in many countries still suffer from undernutrition, data from 20 low- and
middle-income countries show that around 12% of school-going 13–15-year-old girls are
overweight.20
Physical activity is not only crucial to avoiding weight gain but is also an important factor in
improving adolescents’ control over anxiety and depression. Physically active adolescents more
readily adopt other healthy behaviours – including avoiding tobacco, alcohol and drug use – and
show higher academic performance at school.20 However, data from 36 low- and middle-income
countries indicate that 86% of girls do not meet recommended levels of physical activity, which
is a far higher proportion than among boys.
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Mental health in adolescence
Since adolescence is a time of social, emotional and physical change, it is perhaps not surprising
to find that young women are at significant risk of mental health problems such as unipolar
depressive disorders, schizophrenia and bipolar disorders.2 The risk factors driving these
disorders go well beyond adolescent identity crises or peer pressure; they include exposure to
violence (childhood sexual abuse, parental domestic violence, corporal punishment at school,
bullying and sexual coercion), the devaluation or restriction of girls’ opportunities, and poverty
(especially where this affects the adolescent’s ability to attend school).21 Lack of care for such
conditions during adolescence can have serious repercussions as young people grow into
adulthood and older age. This issue is also dealt with in Chapters 5 and 6.
Conclusion
Adolescence is a crucial time for girls today and profoundly influences the women and mothers
that they will become tomorrow. The behaviours developed during adolescence are often
determined by the social and economic environment in which adolescents grow up. Today, these
environments are too often neither safe nor supportive. Actions are needed to ensure that
societies and their health systems respond appropriately to the health and development needs of
adolescent girls.
Summary findings and implications
■■For girls, adolescence is generally a time of good health and of opportunities for growth and
development. However, injuries, road traffic accidents, and HIV/AIDS contribute significantly to
deaths and disabilities in this age group. Maternal mortality is the leading cause of death and
disability among 15–19-year-old young women in developing countries.
■■During adolescence, mental health problems contribute significantly to morbidity and
mortality and, if unrecognized, may render adolescents vulnerable to poor psychological and
social functioning in the immediate and longer term.
■■Adolescent girls are at risk of unsafe and often unwanted sexual activity that leads to
HIV/AIDS, sexually transmitted infections and unwanted pregnancy. Adolescent birth rates
remain high in parts of Africa and Asia and pregnancy is more likely to occur among girls living
in poverty and in rural areas and among the least educated. Early pregnancy and childbearing
may be associated with significant health problems, including unsafe abortion. The health impact
affects not only adolescents themselves but also their infants.
■■HIV infection is high in girls under 20 years of age in virtually all countries that have
generalized HIV epidemics. This reflects the fact that girls generally have sexual relations with
older men who are more sexually experienced and are therefore more likely to be infected
themselves.
■■Adolescent girls are increasingly using tobacco and alcohol. These behaviours risk
compromising their health in later life, as do poor diet and physical inactivity.
■■The implications of these findings are that it is important to ensure that adolescent girls have
access to both primary and secondary education, including comprehensive skills-based sex
education, and opportunities for adequate diet and physical activity. They need protection from
early marriage, exploitation and abuse, including the prevention of intimate partner violence and
sexual violence.
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Furthermore, female adolescents need to be able to access and use health services, particularly
for sexual, reproductive and mental health care. Policy measures to limit tobacco and alcohol use
and to improve road safety are important. Improved age and sex disaggregation of health
information and intervention research will help to highlight the particular needs of adolescent
girls and the approaches to address them. Societies as a whole must provide the support that girls
need to deal successfully with the physical and emotional changes of adolescence and to make a
healthy transition to adulthood.
ADULT WOMEN: THE REPRODUCTIVE YEARS
In many societies the passage of women from adolescence to adulthood has traditionally been
symbolized, and to a certain degree defined, by marriage and childbearing. But as Chapter 3
showed, women are generally marrying later, having their first baby later, and living longer.
Women’s reproductive or fertile years are potentially rich and rewarding, and have an enormous
impact on women’s general health and well-being. This chapter looks at key issues in the sexual
and reproductive health of women from puberty to the menopause. For statistical purposes, that
period is defined here as extending from 15 to 44 years.
Women’s health during the reproductive years
For many women, the years between puberty and menopause offer multiple opportunities for
personal fulfillment and development. However, this can also be a time of health risks specifically associated with sex and reproduction that may result in a significant burden of mortality
and disability. The burden of ill-health in this age group is particularly high in Africa due to high
rates of mortality and disability associated with HIV/AIDS and maternal conditions .
Moreover, while it takes two to make a baby, women alone face the health problems that are
associated with pregnancy and childbearing and which cause 14% of deaths globally in this age
group. Women also take on most of the responsibility for contraception.
Patterns of mortality during the reproductive years differ greatly between low- and high-income
countries. In the latter, the three leading causes of female deaths are road traffic accidents,
suicide and self-inflicted injuries, and breast cancer. Together these account for more than one in
every four deaths. In contrast, the three leading causes of death in low-income countries are
HIV/AIDS, maternal conditions and tuberculosis, which together account for one in every two
deaths.
Globally, the single leading risk factor for death and disability in women of reproductive age in
low- and middle-income countries is unsafe sex, which can lead to sexually transmitted
infections, including HIV. Women who do not know how to protect themselves from such
infections, or who are unable to do so, face increased risks of death or illness. So do those who
cannot protect themselves from unwanted pregnancy or control their fertility because of lack of
access to contraception. There is emerging evidence that violence against women is an important
risk factor for their health, although the full dimensions of the problem remain insufficiently
measured.
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Pregnancy and childbearing are particularly risky for women who suffer from malnutrition – and
especially anemia. Other risk factors of growing importance include high blood pressure, high
cholesterol levels, tobacco use, obesity and violence. These factors contribute to poor
reproductive outcomes for both mother and infant and are direct causes of other health problems
for women (see Chapter 5).
Maternal health
Throughout human history, pregnancy and childbearing have been major contributors to death
and disability among women. Maternal mortality (i.e. the death of a woman during pregnancy,
delivery or the postpartum period) is a key indicator of women’s health and status, and shows
most poignantly the difference between rich and poor, both between countries and within them.
More than half a million maternal deaths occur every year and, of these, 99% happen in
developing countries. However, there is nothing inevitable about these deaths. With the
appropriate care, maternal mortality is in fact a very rare event. In industrialized countries, there
are on average nine maternal deaths per 100 000 live births, whereas this figure can be as high as
1000 or more per 100 000 live births in the most disadvantaged countries. In settings where high
fertility is the norm, women face such risks with each pregnancy. Thus, a woman in Africa may
face a lifetime risk of death during pregnancy and childbirth as high as one in 26, compared with
only one in 7300 in developed regions.3
As deplorable as this situation is, efforts to address it are complicated by the lack of reliable data
on the extent of the problem. The scant information that is available indicates that there have
been declines in maternal mortality in some regions since the 1990s, notably in North Africa,
East Asia, South-East Asia and Latin America and the Caribbean. The reasons for these declines
are complex and specific to the local situation, but they share a number of common features,
namely: increased use of contraception to delay and limit childbearing, better access to and use
of high-quality health-care services, and broader social changes such as increased education and
enhanced status for women. In contrast, there has been only limited progress in sub-Saharan
Africa and South Asia where most of these maternal deaths continue to occur.
Countries affected by conflict or facing other forms of instability have the highest maternal and
neonatal mortality rates.4 Periods of conflict and instability bring women many additional
problems such as violence, trauma and injury, disruption of primary health-care services, and
poor access to health care. Such situations may also expose women to adverse environmental
factors, and can lead to a shortage of health providers who may be killed, displaced, or injured.
Pregnancy and childbirth are of course not diseases. Nevertheless, they carry risks that can be
reduced by health-care interventions such as the provision of family planning and maternity care
and access to safe abortion care (see below). Most maternal deaths occur during or shortly after
childbirth and almost all could be prevented if women were assisted at that time by a health-care
professional with the necessary skills, equipment and medicines to prevent and manage
complications. As noted in Chapter 1, poorer and less educated women and those living in rural
areas are far less likely to give birth in the presence of a skilled health worker than bettereducated women who live in wealthier households or urban areas. The reasons for this include
physical inaccessibility and prohibitive costs, but may also be the result of inappropriate
sociocultural practices.
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It is not enough for services to be available; they must also be of high quality and should be
provided in a way that is both culturally appropriate and responsive to women’s needs.
Despite ongoing challenges, there are some encouraging trends. Since the 1990s, in countries
with trend data, the presence of skilled attendants at delivery has increased in all regions, except
East and Southern Africa, with a particularly marked increase in the Middle East/North Africa.5
Skilled care at childbirth is but one element of the continuum of care that is required throughout
and following pregnancy. Antenatal care provides opportunities for regular check-ups to assess
risks, as well as to screen for and treat conditions that could affect both the woman and her baby.
Delivery care ensures that obstetric emergencies are effectively managed. Postpartum care is
important for detecting and treating infection and other conditions, including postpartum
depression, and for providing advice on family planning. Unfortunately, at present few women
receive such continuing care throughout pregnancy, childbirth and the postpartum period.
Evidence from several African countries shows a dramatic drop in the coverage of care during
the antenatal, delivery and postpartum periods.6
Antenatal care is particularly important because many women have nutritional deficiencies when
they begin their pregnancy. Iron deficiency anemia and deficiencies of vitamin A and iodine are
commonplace. It is estimated that almost half of all pregnant women and one third of nonpregnant women worldwide have anemia, a deficiency that significantly increases the risks to
health for both mothers and infants. Maternal deficiencies in micronutrients may also affect the
infant’s birth weight and chance of survival, and poor vitamin A intake increases the mother’s
risk of night blindness.
Violence during pregnancy is common. Significant numbers of women report being physically
abused during this particularly vulnerable time.3 Violence during pregnancy is associated with
an increased risk of miscarriage, stillbirth, abortion and low birth weight.4–7
Unsafe abortion causes a significant proportion of maternal deaths. Nearly 70 000 women die
each year due to the complications of unsafe abortion. The evidence shows that women who seek
an abortion will do so regardless of legal restrictions. Abortions performed in an illegal context
are likely to be unsafe and provided by unskilled persons in unhygienic conditions.7 Poor
women and those affected by crises and conflicts are particularly at risk. Where there are few
restrictions on the availability of safe abortion, deaths and illness are dramatically reduced
(Figure 4).8 The use of modern contraception has reduced the need for induced abortion,7,9 yet
young women, especially when they are unmarried, often face difficulty in obtaining
contraception and may resort to unsafe abortion. Globally, women of all ages seek abortions but
in sub-Saharan Africa, which has the highest burden of ill-health and death from unsafe abortion,
one in four unsafe abortions is among adolescents aged 15–19 years.
Women’s ability to plan the number and timing of the children they bear has greatly reduced the
health risks associated with pregnancy and is an important success story. The use of
contraception in developing countries rose from 8% in the 1960s to 62% in 2007.10 Even so,
significant unmet needs remain in all regions (Figure 5).
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For instance, in sub-Saharan Africa, one in four women who wish to delay or stop childbearing
does not use any family planning method. Reasons for non-use include poor quality of available
services, limited choice of methods, fear or experience of side-effects, and cultural or religious
opposition. Gender-based barriers are also a factor, as is lack of access to services, particularly
for young people, the poorer segments of the population, and those who are not married.
Women and HIV/AIDS
Globally, HIV is the leading cause of death and disease in women of reproductive age.12 Of the
30.8 million adults living with HIV in 2007, 15.5 million were women. The prevalence of HIV
infection in women has increased since the early 1990s and is most marked in sub-Saharan
Africa Southern Africa is most affected; in 2005–2006, median HIV prevalence among pregnant
women attending antenatal care was above 15% in eight Southern African countries. Infection
was acquired primarily through heterosexual transmission. In all regions, HIV disproportionately
affects female sex workers and injecting drug users, as well as the female partners of infected
males.
Women’s particular vulnerability to HIV infection stems from a combination of biological
factors and gender inequality. Some studies show that women are more likely than men to
acquire HIV from an infected partner during unprotected heterosexual intercourse.13 The risk
posed by this biological difference is compounded in cultures that limit women’s knowledge
about HIV and their ability to negotiate safer sex. Stigma, violence by intimate partners, and
sexual violence further increase women’s vulnerability. Fewer young women than young men
know that condoms can protect against HIV.14 Furthermore, while women generally report
increased condom use during high-risk sex, they are generally less likely to protect themselves
than men are.15
The youngest women are the most vulnerable.17 They not only face barriers to information
about HIV – and in particular how they can protect themselves from infection – but in many
settings they often engage in sexual activity with older men who are more sexually experienced
and more likely to be infected.18
Female drug users and sex workers are particularly vulnerable; stigma, discrimination and
punitive policies only increase their vulnerability.19 The rate of HIV infection among female sex
workers is high in many parts of the world, and a large proportion of women who use drugs also
engage in sex work.20 In prisons, the proportion of drug users among females is higher than
among males. The use of contaminated injection equipment is particularly prevalent among
women, resulting in higher rates of HIV infection.21–24
Economic vulnerability is another key factor driving HIV infection among women. Economic
vulnerability is sometimes associated with migration, which increases high-risk behaviours
among women who may be driven into sex work by economic necessity.25 On a more positive
note, in recent years women have benefited from increased access to HIV prevention, treatment
and care.15 Data from 90 low- and middle-income countries suggest that, overall, women are
slightly advantaged in terms of access to antiretroviral therapy: at the end of 2008, 45% of
women in need and only 37% of men in need received antiretro
viral therapy.
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In 2008, 45% of pregnant women living with HIV received antiretrovirals to prevent mother-tochild transmission of HIV, up from 10% in 2004. Nonetheless, challenges remain: only 21% of
pregnant women received HIV testing and counseling, and only one third of those identified as
HIV-positive during antenatal care were subsequently assessed for their eligibility to receive
antiretroviral therapy for their own health.
Sexually transmitted infections
The combination of biological and social factors (including humanitarian crises) that makes
women more vulnerable to HIV infection also makes them far more likely than men to have
sexually transmitted infections – particularly Chlamydia and trichomonas. Because the symptoms tend to be less evident in women than in men, and because women overall have more
limited access to diagnosis and treatment services, women’s infections are detected later and thus
go longer without treatment. Delays in diagnosis and treatment, coupled with women’s greater
biological vulnerability to complications from untreated infection, result in women suffering far
greater morbidity due to sexually transmitted infections than men do. Treatable infections – such
as gonorrhea, Chlamydia, syphilis and trichomoniasis – not only give rise to acute symptoms but
also provoke chronic infection. The longer-term consequences of sexually transmitted infections
include infertility, ectopic pregnancy and cancers, as well as increased vulnerability to HIV
infection. Sexually transmitted infections increase the risk of adverse pregnancy outcomes,
including stillbirths, low-birth-weight infants, neonatal deaths and congenital syphilis. In
addition, women bear much of the stigma associated with these infections.26
Women in Latin America and sub-Saharan Africa are most at risk, with one in approximately
four women having one of the four treatable infections at any point in time. In general, sexually
transmitted infections are more common among the young, and almost half of all infected
persons worldwide are aged between 15 and 24 years.27 Women are more likely than men to be
infected with genital herpes,28 and younger women are most at risk.
Another sexually transmitted infection, the human papillomavirus (HPV), is important to
women’s health largely because of its relationship to cervical cancer and other genital cancers
(see below). Infection with HPV is widespread and 10% of women with normal cervical
cytology at any point in time are positive for HPV in the cervix. HPV is more prevalent in less
developed countries where it stands at 13% overall, while in the more developed regions it is
estimated to be at 8%. The highest prevalence of HPV is in Africa where it is estimated that one
in five women is affected. HPV is highly transmissible, and most sexually active men and
women will acquire an HPV infection at some time in their lives. Whereas most HPV infections
are short-lived and benign, persistent genital infection with certain genotypes of the virus can
lead to the development of ano-genital precancers, cancers and genital warts.
Cervical cancer
Cervical cancer is globally the second most common type of cancer among women and virtually
all cases are linked to genital infection with HPV. There were more than 500 000 new cases of
cervical cancer and 250 000 deaths from it worldwide in 2005.1 Almost 80% of cases today
occur in low-income countries, where access to cervical cancer screening and prevention
services is almost non-existent (Figure 8). A highly effective vaccine against HPV is now available but cost and accessibility limit its use in less developed countries.
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Cervical cancer can also be prevented through regular screening coupled with treatment, but this
is rarely available in most developing countries.
Infertility
Although men are just as likely to be infertile as women, their female partners are more often
stigmatized and blamed when couples fail to produce offspring.29 In high-income countries,
infertility is often associated with late start of childbearing, but can be resolved through easy and
affordable access to infertility treatments. In low-income countries, much infertility is caused by
sexually transmitted and other infections as well as the complications from unsafe abortion. In
poorer countries, involuntary primary infertility (i.e. the inability to bear any children) is often
low compared to involuntary secondary infertility (i.e. the inability to have another child after
having given birth to at least one).
Data from 47 developing countries (excluding China) show that in 2004 an estimated 187 million
couples were affected by infertility – approximately 18 million with primary infertility and the
remaining 169 million with secondary infertility. The percentage of couples with primary or
secondary infertility was highest in countries of sub-Saharan Africa (30%) compared to countries
in South-Central Asia (28%), South-East Asia (24%), and countries in Latin America and the
Caribbean (16%).29
Conclusion
This chapter has focused on many compelling issues relating to women’s sexual and reproductive health. Chapter 5 shows how these issues should be considered in a wider discussion of the
health of adult women – when they face many other health risks and challenges alongside those
related specifically to sex and reproduction. Chapter 5 is therefore closely related to this one.
Summary findings and implications
■■Maternal health problems, including those resulting from unsafe abortion, are an important
cause of death and disability among women, particularly in low-income settings, despite the fact
that the interventions needed to prevent such problems are well known and cost-effective.
■■The leading cause of death of women of reproductive age in low- and middle-income
countries is HIV/AIDS. Women are particularly vulnerable to infections for both biological and
social reasons; they may be unable to obtain the knowledge they need to protect themselves or
may not be in a position to use it. Tuberculosis is also a major cause of death among women in
this age group.
■■Women in all parts of the world face a heavy burden of ill-health linked to sexually
transmitted infections, including cervical cancer. Although many of these infections can be
prevented and treated, women in many parts of the world have no access to appropriate
information and services.
■■Priorities for action include: increasing the number of births attended by skilled birth
attendants in all countries with high maternal mortality rates; ensuring that a continuum of
antenatal, delivery and post-partum care is available and accessible to all pregnant women; and
ensuring that all women have access to modern contraception, safe abortion services (to the
fullest extent permitted by law) including post-abortion care, and screening and treatment for
sexually transmitted infections, including HIV and HPV.
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Equally important are strategies to prevent and respond to intimate partner violence and sexual
violence, and to empower women and increase their opportunities for participating in economic
activities. It is vital to ensure that women have access to essential reproductive health care and
services during humanitarian crises.
Chapter 4 showed that sexual and reproductive health concerns are critically important for
women around the world. This chapter shows that adult women face many other important health
challenges, including chronic diseases, mental health, injuries and violence. This chapter looks at
the health of women aged 20–59 years, here referred to as “adult women”. Chapter 6 will focus
on women aged 60 years and over, termed “older women”.
Mortality and burden of disease
For women in developed countries, life between the ages of 20 and 60 years is generally a time
of good health. There is a low risk of premature death - only 6% in high-income countries. Like
their male counterparts, these adult women generally have a better life than their parents and
grandparents did. Unfortunately, the situation is very different for hundreds of millions of
women of comparable age in other parts of the world. In terms of the risk of premature death, the
differences are stark. In the South-East Asia Region, for example, women face a 21% risk of
death, and this proportion rises to 42% in the African Region. HIV/AIDS is by far the leading
cause of death among adult women in Africa (Figure 1), but tuberculosis - often linked to HIV
infection - is also a significant killer. Tuberculosis is also the second ranked cause of death in the
Eastern Mediterranean and South-East Asia regions, and the fifth ranked cause of death for
women in this age group worldwide. In 2004, tuberculosis accounted for around 313 000 deaths
among women aged 20–59 years.
While infectious diseases take a great toll, especially in Africa, it should be noted that half of the
deaths among adult women globally are caused by noncommunicable diseases – particularly
cardiovascular diseases, cancers and chronic respiratory diseases. As the health transition
(described in Chapter 1) has progressed, noncommunicable diseases have become more
significant and currently account for 80% of deaths among adult women in high-income countries, compared with only 25% in low-income countries. Injuries account for 15% of deaths
globally among adult women, although there is considerable regional variation. Suicide and road
traffic accidents are among the top 10 causes of death of adult women globally.
Mortality statistics alone do not capture the loss of health among adult women caused by chronic
diseases, injuries and mental disorders, especially in developed countries. A better sense of the
total burden of disease and injury suffered by women in this age group can be obtained by using
DALYs (see Box 1 in Chapter 1). This alters the relative importance of different diseases, as can
be seen in Figure 1. For example, cardiovascular diseases – mainly coronary heart disease and
stroke (cerebrovascular disease) – killed 1.2 million women aged between 20 and 59 years in
2004 but caused ill-health and suffering to many millions more. Although it is sometimes
assumed that these are the diseases of the richer countries, over 90% of them occur in low- and
middle-income countries, which account for 85% of the world’s women aged 20–59 years.
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Heart disease and stroke are the third and sixth leading causes of death in low-income countries.
In 2004, cancers killed just under one million women aged 20–59 years, with 80% of these
deaths occurring in low- and middle-income countries, where women consistently have a lower
cancer survival rate because of limited access to screening, late diagnosis, and inadequate access
to effective treatment.2,3 The most common cancer in women under age 60 globally is cancer of
the breast, followed by cancers of the cervix, lung and stomach. Breast cancer is the leading
cause of death among women between the ages of 20 and 59 years in high-income countries,
where it causes more than one in every 10 deaths in this age group. Cancers and other chronic
diseases are discussed further in the next chapter insofar as they affect older women.
Injuries are a leading cause of death and disability for adult women in all regions. The SouthEast Asia Region has a disproportionately high rate of fire-related deaths, while self-inflicted
injuries are particularly high in developing countries of the Western Pacific Region. Road traffic
accidents are relatively common in all regions and were responsible for an estimated 275 000
deaths of women aged 20–59 years in 2004.
Fire-related injuries are of particular concern to women since they suffer significantly more of
them than men do. Every year 168 000 adults aged 20–59 years worldwide die from
unintentional fire-related injuries and 62% of them are women. A full 80% of these fire-related
deaths happen in South-East Asia. Millions more women suffer burn-related disabilities and
disfigurements, many of them permanent. These injuries can set off a cascade of secondary
personal and economic problems for both the victim and her family. Many fire deaths are
probably related to cooking accidents but this is not the only cause. In India, fire is implicated in
an estimated 16% of suicides in women and an unknown number of homicides.4
The health of women who live in poverty in countries that are themselves poor is severely
affected by conditions that more well-off women around the world have never heard of. These
conditions include 14 neglected tropical diseases that are found in over 100 of the poorest
countries, particularly in Africa but also in Asia and Latin America. Most of the diseases can be
prevented or eliminated altogether but many remain very common, affecting some 100 million
people in total.
An estimated 56 million adult women have schistosomiasis. A further 28 million are infected
with intestinal nematodes. Some 12 million have lymphoedema caused by lymphatic filiariasis.
Adult women are three times more likely than men to develop the blinding complication of
trachoma because they are more likely to be infected through close contact with their children.
This highly infectious disease, although completely preventable and treatable, blinds an
estimated one million of the world’s poorest women and is in the process of destroying the sight
of others at a rate of between four and five million a year.
Women, depression and suicide
While women are less likely than men to suffer from alcohol and drug use disorders, they are
more susceptible to depression and anxiety. An estimated 73 million adult women worldwide
suffer a major depressive episode each year.
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Mental disorders following childbirth, including postpartum depression, are estimated to affect
about 13% of women within one year of delivery.
In higher income countries, almost 40% of women who report moderate or severe mental
disorders received treatment during the previous 12 months, compared with only around 14% in
lower income countries (Figure 3). In both high- and low-income countries, women in the
poorest households report more mental ill-health than women in the wealthiest ones and yet a
smaller proportion of them receive treatment.5 In high-income settings a smaller proportion of
women with low education receive treatment compared with women with higher levels of
education, but the reverse pattern is seen in low-income countries. Accompanying generally
lower levels of treatment in low-income countries, the fact that women with higher levels of education in these settings are even less likely to receive care than those with low education suggests
additional barriers to care. It is possible that stigma, associated with incorrect knowledge and
negative attitudes, prevents access to care in addition to the limited availability of services.
Suicide, arguably the most extreme expression of mental illness, is the seventh leading cause of
death globally for women aged 20–59 years, and the second leading cause of death in low- and
middle-income countries of the Western Pacific Region. One in three female suicides worldwide
occurs in women between 25 and 44 years of age. Suicide is the fifth leading cause of death
globally for women aged 20–44 years, putting it ahead of road traffic accidents.
More women attempt suicide than men and suicidal behaviours are a significant public health
problem for girls and women worldwide. The factors that increase the risk of suicide in women
include exposure to childhood sexual abuse and intimate partner violence (discussed below).
Abusive alcohol consumption is another risk factor, leading to depression and opening the way
to intentional self-harm.6 Gender differences in social roles may also play a part in suicidal
behaviour. There is evidence in some cultures that social inequality and membership in tightly
structured social units, especially patriarchal families, are risk factors for female suicidal
behaviour. In China, where suicide is the leading cause of death among adult women in rural
areas and where suicide rates of women are higher than those of men,7 the most significant
contributing factors are considered to be severe stress from acute life events and the ready
availability of potentially lethal pesticides.
Risk factors for chronic disease
Much of the burden of disease that adult women face could be prevented by addressing critical
risk factors. It is important to understand that each risk has specific causes.
Six risk factors for chronic disease jointly account for 37% of global deaths in women aged 30
years and over.8 These risk factors account for 63% of deaths from cardiovascular disease and
diabetes and over three-quarters of deaths from ischaemic heart disease. They are also women’s
deaths from cancer and chronic respiratory disease. While most of the deaths caused by these
risk factors occur at older ages, much of the exposure starts earlier in life, often during
adolescence, as mentioned in Chapter 3. Preventive interventions need to be targeted at younger
women as much as, if not more than, at older women.
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High blood pressure is the leading risk for adult women everywhere and is responsible for 18%
of deaths of women over 20 years of age.
High blood pressure, high blood glucose levels, physical inactivity and high serum cholesterol
cause similar proportions of deaths across all income levels. Tobacco smoking, overweight and
obesity are currently more prevalent in middle- and high-income countries. That said, the
incidence of these problems is rising in low- and middle-income countries. It is important to note
that cost-effective interventions to address these major risk factors in adult women are available
at population and individual levels.9
Tobacco use is one of the most serious avoidable risk factors for premature death and disease in
adult women and is responsible for about 6% of female deaths worldwide.8 Globally, 71% of
lung cancer deaths are caused by tobacco use. Without continued action to reduce smoking,
deaths among women aged 20 years and over will rise from 1.5 million in 2004 to 2.5 million by
2030; almost 75% of these projected deaths will occur in low- and middle-income countries.8
Tobacco and other environmental and behavioural risk factors are responsible for 35% of cancer
deaths. Together with known infectious agents such as HPV and hepatitis B and C, these
modifiable risk factors explain 42% of global cancer deaths in women aged 30 years and over.
Tobacco is also implicated in about 42% of chronic respiratory disease and nearly 10% of
cardiovascular disease in women.
Overweight and obesity are major risk factors for cardiovascular diseases, diabetes, musculoskeletal disorders and some cancers. Together they caused an estimated 1.5 million deaths in
women aged 30 years and over in 2004, 77% of them in low- and middle-income countries.
Many such countries are experiencing a rapid upsurge in chronic disease risk factors, particularly
in urban settings. WHO’s latest projections indicate that by 2015 the number of overweight and
obese adult women will rise to 1.5 billion.
Violence
Violence against women is a widespread experience worldwide with serious public health
implications. Violence against women can lead directly to serious injury, disability or death. It
can also lead indirectly to a variety of health problems such as stress-induced physiological
changes, substance use, or lack of fertility control and personal autonomy as often seen in
abusive relationships. Abused women have higher rates of unintended pregnancies, abortions,
adverse pregnancies and neonatal and infant outcomes, sexually transmitted infections (including
HIV), and mental disorders (such as depression, anxiety disorders, sleep disorders and eating
disorders)10–17 compared to their non-abused peers.
Most violence against women is perpetrated by intimate male partners. A WHO study in 11
countries found that between 15% and 71% of women, depending on the country, had
experienced physical or sexual violence by a husband or partner in their lifetime, and 4% to 54%
had experienced it within the previous year (Figure 4).19
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Partner violence may also be fatal. Studies from Australia, Canada, Israel, South Africa and the
United States show that between 40% and 70% of female murders were carried out by intimate
partners.20 Sexual violence, whether by partners, acquaintances or strangers, also affects
primarily women and girls. In conflict and post-conflict situations sexual violence is increasingly
recognized as a tactic of war.
Other forms of violence against women include sexual harassment and abuse by authority figures
(such as teachers, police officers or employers), trafficking for forced labour or sex, and
traditional practices such as forced or child marriages and dowry-related violence. Violence
against women is often related to social and gender bias and, at its most extreme, may lead to
violent death or female infanticide. Despite the size of the problem, many women do not report
their experiences of violence and do not seek help. As a result, violence against women remains
a hidden problem with great human and health-care costs.
Illness and use of health services
Chronic conditions that require ongoing medical care – such as asthma, heart disease, arthritis,
depression and diabetes – are common in women as they age, particularly in poorer women and
those living in rural areas.21 Most of these conditions can be prevented or managed effectively.
Needed interventions include health education, control of risk factors, screening programmes,
and access to cost-effective treatment.1,22 Yet these are not available to many women. Although
evidence is patchy and incomplete, it seems likely that there is a significant unmet need for
medical care among women in lower income countries. While utilization rates of outpatient care
are broadly similar around the world, there are major differences in inpatient utilization rates
between women in lower income countries and those in higher income countries. The poorest
women in lower income countries have utilization rates that are 50% lower than the wealthiest
women in higher income countries.22
Conclusion
Adult women face a range of health challenges that include growing risks for chronic noncommunicable diseases, injuries and violence. Suicide is one of the leading causes of death in
women between the ages of 20 and 59 years globally and the second leading cause of death in
the low- and middle-income countries of the Western Pacific Region. Mental health problems,
particularly depression, are major causes of disability in women of all ages. Women’s low status
in society, their burden of work, and the violence they experience are all contributing factors. For
many of these problems, effective interventions are available but progress in increasing access to
the services that could make a difference to women’s health is uneven. As women go through
adulthood, those who are poor and live in rural areas face an unmet need for health-care services
related to mental health and chronic conditions such as asthma, heart disease, arthritis and
diabetes - all of which require ongoing medical care.
Summary findings and implications
■■Globally, rates of premature mortality in women aged 20–59 years are low. However, this is
not the case in the African Region where more than two women in every five will die during this
period of their lives, mostly from infectious diseases including HIV/AIDS.
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■■As the health transition continues, deaths and disabilities in adult women are increasingly due
to non-communicable diseases such as cardiovascular diseases, cancers, injuries and mental
disorders, including suicide. Fire-related injuries are of particular concern to women in SouthEast Asia while suicide is a major cause of death and disability in the Western Pacific Region.
■■High blood pressure – often related to overweight, obesity and physical inactivity – is the
leading risk factor for adult women. Violence is an important, though poorly measured, risk
factor for a range of adverse health problems as well as being a direct cause of death and
disability in women.
■■There is a need for health services to be organized so that they address the evolving needs of
adult women. Currently, some services, such as antenatal care, are more likely to be in place than
others – such as those related to mental health, chronic noncommunicable conditions and
violence. Effective interventions include better access to health education, control of risk factors,
implementation of screening programmes, and access to cost-effective treatment.
OLDER WOMEN
Inevitably, mortality and disability rates rise at older ages but the extent and rapidity of these
increases is not the same across all regions. While communicable diseases continue to take their
toll in low-income settings, and particularly in Africa, the overall pattern of mortality and
disability among women is characterized by a predominance of noncommunicable diseases,
especially cardiovascular diseases (heart disease and stroke) as well as diabetes and cancers.
Women and ageing
Because they tend to live longer than men, women represent a growing proportion of all older
people. Worldwide in 2007, 55% of adults aged 60 years and over were women, a proportion
that rises to 58% at age 70 and above.2 Ageing is sometimes assumed to be a concern mainly in
countries with low birth rates, high incomes and effective geriatric health care. But in fact, the
developing regions of the world are home to the majority of older women. In 2007, there were
270 million women aged 60 years and over living in low- and middle-income countries,
compared with 115 million in high-income countries. The proportion of older people in the total
population is increasing over time (Figure 2). By 2050, 84% of the population over age 60 is
expected to be living in countries currently classified as low-income and middle-income.
Far from being a social or economic burden, this growing pool of older women should be viewed
as a potential resource for society. For example, older women play key roles in their families and
communities, acting as caregivers – including during humanitarian crises.3 In countries with
severe HIV epidemics, older women play a crucial role in caring for the large numbers of
orphans. In 18 national surveys in sub-Saharan Africa, half of all orphans not living with a
surviving parent were taken care of by grandparents, mostly the grandmother.4
Ways should be found to extend and enhance the lives these older women live. This is a twofold
challenge which involves both taking action early on to prevent the development of chronic
disease and providing health care specifically designed to manage the health problems women
encounter as they age.

38

Keeping older women healthy, fit and active not only benefits the individual but also makes
sound economic and social sense; preventive interventions can help reduce the costs of long-term
care for chronic conditions. However, this cannot be achieved without significant forward planning and public health action. The challenges to health systems are particularly acute in highincome countries with low levels of fertility and growing proportions of older people in the
population. But they are increasingly relevant in today’s low- and middle-income countries
where the trends identified above have emerged only recently and health systems remain largely
geared to the health needs of younger women, especially those of reproductive age, and to the
management of communicable diseases.
Socioeconomic influences on health in older women
The health of older women varies significantly from culture to culture and country to country. In
many so-called “traditional” societies, for instance, where the extended family predominates,
older women often acquire enhanced social status when their children marry and have their own
children. However, increasing urbanization and more nuclear family structures often lead to
isolation of the elderly of both sexes.
Because women tend to marry older men, and because women usually live longer, many older
women will be widows. In most cases, they adjust both emotionally and financially to their
changed situation. However, in some settings traditional practices relating to widowhood may
result in violence and the abuse of older women, posing a serious threat to their health and wellbeing.5
In the few countries that have sound data on poverty levels by age and sex (mostly developed
countries), there is evidence that older women are more likely to be poor than older men are.6,7
Little is known about the extent to which women in developing countries face similar problems.
What are the health problems that older women face?
Globally, the leading causes of death and disability among women over age 60 are ischaemic
heart disease, stroke and chronic obstructive pulmonary disease. Together, these conditions
account for 45% of deaths in women over 60 worldwide. A further 15% of deaths are caused by
cancers – mainly cancers of the breast, lung and colon.
As with men, many of the health problems faced by women in old age are the result of risk
factors experienced in their youth and adulthood. Smoking, sedentary lifestyles, and diets that are
heavy in cholesterol, saturated fat and salt, but low in fresh fruits and vegetables, all contribute to
the health problems women experience later in life.
Cardiovascular disease, often thought to be a “male” problem, is the main killer of older people
of both sexes almost everywhere in the world. In fact, each year cardiovascular disease causes a
larger number of deaths in older women than in older men – 7.4 million women over 60 years of
age compared to 6.3 million men in 2004.1 Although cardiovascular diseases are often thought
of as diseases of affluence, cardiovascular mortality rates for women age 60 and over are more
than twice as high in low- and middle-income countries as in high-income countries. They are
particularly high in middle-income European countries, followed by the Eastern Mediterranean
and the African regions.1
39

Part of the explanation is that cardiovascular mortality rates among women in high-income
countries have significantly declined over the past 50 years. These declines are the result of
several factors, namely: reductions in risk behaviours such as use of tobacco and lack of physical
activity; better management and medication of metabolic risk factors such as high blood pressure
and high cholesterol; and improved treatment of existing cardiovascular conditions.8
There is no reason why the same declines should not be achieved in middle-income countries
today, but the necessary public health interventions have yet to be widely implemented.
Meanwhile, access to cost-effective pharmaceutical interventions is lacking, as is the prompt
treatment of cardiovascular conditions to improve survival.
Cardiovascular disease in women is often unrecognized, especially in low- and middle-income
countries, for a number of reasons. Women with acute coronary syndromes often remain
undiagnosed, in part because they often show different symptoms from men.9–12 Women are
also less likely than men to seek medical help, and therefore do not get appropriate care until
later when urgent intervention is necessary but less likely to be successful.13 Data from the
World Health Surveys found that almost half of women in high-income and upper middleincome countries were receiving treatment for symptoms of chronic heart disease, compared
with only one in four in low-income and lower middle-income countries.14 Women also tend to
develop heart disease later than men. This further complicates diagnosis because it means that
other diseases, including diabetes and hypertension, are more likely to be present.13
Unfortunately, women tend to be under-represented in mixed-sex clinical trials for heart disease
treatments.15 This has hampered development of sex-specific treatment guidelines.
Another leading cause of disease and death among older women is chronic obstructive
pulmonary disease, or COPD. One of the main causes of COPD worldwide is tobacco use, an
addiction that is often acquired at younger ages. But, as noted in Chapter 1, exposure to indoor
air pollution caused by the burning of solid fuels for indoor heating and cooking is the primary
risk factor for COPD in women. These exposures contribute to higher COPD mortality rates for
older women in low- and middle-income countries, where rates are over five times higher than in
high-income countries.1,16
The most common forms of cancer suffered by women are cancer of the breast, cervix and
colon.1 In terms of mortality, the biggest killers are breast, lung, colon and stomach cancer.
Although these cancers can occur before the age of 60 years, most of the deaths (68%) occur at
older ages. As might be expected, there are significant variations between countries in both
cancer incidence and cancer types. This is also true of diagnosis and survival rates. For some
cancers, such as lung cancer and colorectal cancer, both incidence (new cases) and mortality are
higher in high-income countries. The reverse is true for cervical cancer, where incidence and
mortality are higher in low-income countries (Figure 4).1 This is mainly because of a higher
incidence of HPV infection at younger ages. In addition, most women in high-income countries
undergo screening for cervical cancer, thus increasing the chance of early diagnosis, which in
turn improves the likelihood of effective treatment. By contrast, in low- and middle-income
countries, women are more likely to die because of late detection and inadequate access to
treatment.17
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Incidence of breast cancer is considerably higher in high-income countries compared with lowand middle-income countries, but mortality is similar (Figure 4). This is due to the availability of
better treatment in the former countries. Early detection is essential for successful cancer
treatment but data from several low-income countries suggest that mammography screening rates
may be as low as 5% or less.18 Detection needs to be accompanied by effective treatment of the
cases identified. Unfortunately, for most women in many low- and middle-income countries,
effective treatment is out of reach because it is unavailable, inaccessible or unaffordable.
Managing disabilities – a matter of prevention and care
One of the keys to an old age characterized by good health is healthy behaviour, preferably
adopted early on in life – including healthy dietary choices and regular physical activity. Healthy
behaviour can increase life expectancy and delay the onset of chronic conditions and disability,
compressing the time spent in ill-health into a shorter period at the end of life.19
Despite this, ageing is often accompanied by declining health, including loss of muscular and
cognitive functions, which can have far-reaching consequences. Ageing is also associated with
increasing levels of comorbidity – i.e. when a person has several diseases or disabilities at the
same time – which significantly complicates treatment. Data on the prevalence of disabling
conditions are usually collected without considering this clustering of diseases. The main chronic
and debilitating health problems faced by older women are poor vision (including cataracts),
hearing loss, arthritis, depression and dementia.
Some recent studies have found evidence that self-reported disability prevalence may be
declining at all levels of severity in older adults in some developed countries.20–24 Changing
attitudes and increased acceptance of disability may have played a role in these declines.
Nevertheless, the overall prevalence and severity of disability among older women will continue
to increase due to the ageing of the population, and because higher proportions of older women
will be in the oldest age groups where disability levels are higher.
Loss of vision causes 32% of total years lost due to disability in women over the age of 60 years.
Older women are not only more likely to suffer from blindness than older men, but they also face
more difficulty in getting the care they need.1 Across all ages, 57% of blind people in the world
are female and this proportion rises with age. Why is this? In part, it is because women are not
getting access to treatment.
Women over the age of 60 in low-income countries are nine times more likely to be blind than
women in high-income countries, primarily due to cataracts and uncorrected refractive errors.1
Worldwide, 44% of blindness among women over age 60 is caused by cataracts, which can be
cured by simple and relatively cheap surgery.1 Yet women with cataracts are less likely to have
cataract surgery than men because of the barriers to care that exist at both the family and community levels and because of an inadequate supply of services.25
Trachoma causes about 5% of blindness in low-income countries and yet is entirely preventable.
Trachoma is more common in women because it is a highly infectious disease that is frequently
passed from child to child and from child to mother, especially where water is in short supply,
flies are numerous, and living conditions are crowded.1
41

Arthritis is another major cause of disability, with older people particularly at risk, notably to
osteoarthritis and rheumatoid arthritis.1 Overweight, which has become more prevalent in
women than in men, is an important risk factor for osteoarthritis and is responsible for
approximately 19% of cases among women aged over 60 years.16 However, there seem to be
few differences in prevalence across income groups, in rural and urban areas, and in low- and
middle-income countries.14 Although treatments are available to alleviate the suffering associated with arthritis, the available evidence indicates that only a minority of both women and men
are receiving such care.
Osteoporosis is three times more common in women than in men.26 Osteoporosis is a major risk
factor for hip fractures, of which there were approximately 1.6 million worldwide in 2000.27
Nearly 70% of these fractures occurred among women. Hip fractures cause substantial disability
and often result in long-term institutionalization. In the United States, for example, about 20% of
hip fracture patients require long-term care in a nursing home.28
Each year in developed countries, more than a third of people over the age of 70 years report
falling.29 Women are more likely to be injured in a fall, in part because of the higher prevalence
of osteoporosis. Maintaining an active lifestyle is one of the most cost-effective ways to prevent
falls and their consequences.30
Perhaps one of the greatest challenges faced by the individual woman as she ages, and by the
society which surrounds her, is the disintegration of the self that occurs with dementia.
Dementia causes 13% of years of healthy life lost among women over 60 years of age. Women
with dementia also face an increased risk of depression and require substantial resources for care.
The prevalence of dementia appears to double approximately every five years after the age of 65
years. Older people who have a form of dementia as their main clinical condition are more likely
to have severe restrictions on their activities. Assuming that age-specific dementia prevalence
rates remain constant, the ageing of populations in many developed countries will result in a
doubling in the prevalence of dementia by 2030 at the same time as death rates decline.
Caring for older women
With adequate health care and a supportive environment, women can remain active and healthy
well into old age. However, health-care provision, especially in low- and middle-income
countries and in times of humanitarian crisis, may be biased against the old and is rarely geared
to the particular needs of older women. In many countries, access to health care is dependent on
social security and health insurance systems, which in turn are linked to previous employment in
the formal sector of the economy. Because many older women in developing countries work all
of their lives in the informal sector or in unpaid activities, health care is inaccessible,
unaffordable or both.
In many settings, especially in developing countries, the care of older people is often provided
informally by family and neighbors, and falls primarily on the female family members.31 The
provision of that care imposes significant economic, social and health burdens on the
caregivers,31 including a higher risk of depression.
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In high-income countries, care of the elderly may be covered by social insurance schemes but
mounting costs mean that family members often have to make substantial financial contributions
to such care. Studies in Estonia, Latvia and Uganda, for example, show that households with
members over 65 years of age are more likely to face catastrophic health expenditure than
households with no elderly members.32–34
As the number of older people continues to increase compared to the pool of available
caregivers, and as traditional social structures break down, families and policy-makers will
increasingly need to look for other options. The situation is exacerbated in many rural areas of
developing countries where the migration of younger people to cities has left many older women
without family support. Part of the answer may lie in increased home and community support
services, but it is likely that the number of very old women who spend their last years in
institutional settings will also increase.35
Unfortunately, the stresses associated with long-term care, whether in the home or in an
institutional setting, may be associated with neglect and abuse of elderly women. Until very
recently, the abuse of older people was a social problem hidden from public view. Evidence is
accumulating, however, that elder abuse – which includes both harmful actions and lack of
action – is an important public health and societal problem that manifests itself in both developing and developed countries.36
Conclusion
Chronic conditions – ischaemic heart disease, stroke and chronic obstructive pulmonary disease
– account for 45% of deaths in women over 60 years of age worldwide. A further 15% of deaths
are caused by cancers, mainly of the breast, lung and colon. Many of the health problems faced
by women in old age are the result of risk factors that arise in their youth and adulthood – such as
smoking, sedentary lifestyles, and unhealthy diets. Societies need to prepare now to prevent and
manage the chronic health problems associated with old age. Establishing healthy habits at
younger ages can help women to live active and healthy lives until well into old age. Societies
must also prepare for the costs associated with the care of older women. Many high-income
countries currently direct large proportions of their social and health budgets to care for the
elderly. In low-income settings, such care is often the responsibility of the family, and usually of
its female members. Policies are needed in relation to health financing, pension and tax reform,
access to formal employment and associated pension and social protection, and the provision of
residential and community care.
Summary findings and implications
■■The leading causes of death and disability among women over age 60 are ischaemic heart
disease, stroke, chronic obstructive pulmonary disease and cancers. Many of the health problems
faced by women in old age are the result of behaviours established in their youth and adulthood,
including smoking, sedentary lifestyles, and diets heavy in cholesterol, saturated fat and salt, but
low in fresh fruits and vegetables.
■■A major cause of disability in older women is vision loss; every year, more than 2.5 million
older women go blind. Much of this burden of disability could be avoided if these women had
access to the necessary care, particularly surgery for cataracts.
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However, women face difficulty in getting the care they need. In low-income countries,
trachoma is a significant but preventable cause of blindness that affects women in particular.
■■With adequate health care and a supportive environment – including increasing opportunities
for older women to contribute productively to society – women can remain active and healthy
well into old age. However, in low- and middle-income countries, health care may be
inaccessible due to cost and is rarely geared to the particular needs of older women.
■■Interventions should focus on promoting behavioural and lifestyle changes – such as healthy
nutritional practices and active living. These can help prevent or delay some health problems. In
ensuring access to care, there is a need for screening and treatment programmes for diabetes,
cancer, hypertension and heart disease, as well as cataract repair services for women with low
incomes.
■■It is essential to build “age-friendly environments” for older women. They need to be
supported in their caring and other roles where needed. Longer and healthier life is a social goal
that will give women opportunities that they and their communities will value, and at the same
time will lead to major social changes in the organization of work, family and social support.
POLICY IMPLICATIONS
This final chapter considers the policy implications of the evidence presented in Chapters 1 to 6.
It identifies opportunities for making more rapid progress, as well as areas in which further
information – and policy dialogue at national, regional and international levels – could lead to
more effective approaches and better outcomes for women’s health.
Despite huge advances in health in recent years, women in many parts of the world still face
health problems that should have been tackled many years ago. Elsewhere, women have
benefited from progress only to find themselves confronting new problems, many of them
chronic and emerging at older ages. These problems can be improved by health promotion and
health-care interventions earlier in life.
Women and men share the same right to the enjoyment of the highest attainable standard of
physical and mental health.1 However, women are disadvantaged due to social, cultural, political
and economic factors that directly influence their health and impede their access to health-related
information and care. Strategies to improve women’s health must take full account of the
underlying determinants of health – particularly gender inequality – and must address the
specific socioeconomic and cultural barriers that hamper women in protecting and improving
their health. These strategies must be placed in the broader context of revitalized primary health
care, which addresses both priority health needs and the underlying determinants of health.2
Primary health care can make a difference through policy action to strengthen leadership, build
responsive health services, achieve universal coverage and leverage change in public policy.
Leadership
Building strong leadership
Leadership is needed to make sure that all women reach their full health potential. The significant advances made in women’s health in some countries indicate that it can be done. The
interventions are known and the resources are attainable.
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The lack of progress in some countries can partly be attributed to socioeconomic constraints,
along with political instability, civil strife and other crises. However, differences in health status
are also related to policy decisions and investments in key programme areas. It is important to
recognize that health systems may not balance different programme areas effectively. Nor do
they naturally lead to more equitable health outcomes. In fact, the trend is towards a widening
gap in key health outcomes related to women’s health, both between countries and within
countries.
The Millennium Development Goals have been vitally important in providing impetus to
accelerate action towards health goals within the context of development despite many other
competing claims on the world’s attention. The existence of a separate goal on maternal mortality draws attention to the lack of progress in this area, and has attracted both political and
financial support for accelerating change. The addition of the target on universal access to
reproductive health, in line with previous commitments on women’s health, has helped to
broaden the scope of the goal. However, the focus remains limited to one aspect of women’s
lives, albeit a critical one. There is now a need to extend attention to the many other challenges
to, and determinants of, women’s health described in this report. In doing so, it is important to
work towards gender equality and women’s empowerment (Goal 3).
The situation is made more complex by the way women’s health is handled both within and
between international organizations, with multiple initiatives competing for attention and
resources. National responses to women’s health issues also tend to be fragmented and limited in
scope. There is a need for sustained commitment to achieving results and for agreement on a
coherent and unified approach.
Bold, participatory leadership with a clear and coherent agenda for action is key to moving
forward. Leadership must take into account the range of issues that affect women’s lives and
must deliberately address problem areas where progress is inadequate or inequities are growing.
The participation of civil society, and particularly women’s health advocates and leaders, is
critical. Their meaningful engagement at all levels of assessment, priority setting and
implementation should be championed and their ability to bring decision-makers to account
strengthened.
The role of gender mainstreaming
Over the past few years, “gender mainstreaming” has become a preferred approach for achieving
women’s health. It stems from recognition that while technical strategies are necessary, they are
not sufficient unless we address the gender discrimination, bias and inequality that permeate the
organizational structures of governments and organizations – including health systems – and
unless we change the way such structures operate (“institutional mainstreaming”). Gender
mainstreaming also implies that gender concerns must be dealt with in every aspect of policy
development and programming, through systematic gender analyses and the implementation of
actions that address the balance of power and the distribution of resources between women and
men (“operational mainstreaming”).3
Gender mainstreaming in health aims to promote equality between women and men throughout
the life course and to achieve health equity. The Women and Gender Equity Knowledge
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Network of the WHO Commission on Social Determinants of Health proposes concrete
approaches to gender mainstreaming for health in government and nongovernmental
organizations and describes collaborative efforts to protect the rights and health of women.4,5
Documented experiences include many initiatives that are intended to address neglected issues
and improve health outcomes for women. These initiatives range from efforts to press for breast
and cervical cancer screening and treatment services in Ghana to the development of policies on
abortion and violence against women in South Africa. Women leaders, including those in
ministries of health, have a clear influence in driving these changes. In addition, efforts have
been made to integrate gender into the training curricula of health professionals.6,7
To move beyond “business as usual” and to accelerate the pace of reform, some countries have
taken deliberate steps to integrate gender analysis and actions into their public health policies.
For instance, Sweden’s public health policy specifically highlights its commitment to reducing
gender-based inequities in health, alongside reductions in inequities by socioeconomic and ethnic
group and geographical region.8
Building accountability
The focus on governance and the policy environment requires improved understanding and
tracking of change in these areas. A useful example is provided by the Countdown to 2015 initiative which is promoting the use of indicators of health policies and health systems as critical
complements to tracking coverage of interventions for the improvement of maternal, newborn
and child health. The initiative proposes selected indicators to assess specific policies in relation
to evidence and information, governance and leadership, quality and efficiency of care, financing
of health services, and health workforce availability. Available data are provided for 68 priority
countries.9 Further work of this kind would help health leaders and governments identify the
steps that must be taken to remove policy and health system impediments to progress, and to
support the development of more effective accountability systems.
Some countries have taken steps to institutionalize such accountability systems. South Africa, for
instance, not only requires that all maternal deaths be notified but also conducts audits of
maternal deaths under an audit system called “every death counts” which also covers stillbirths,
and neonatal and child deaths.10
Murthy has identified several mechanisms by which governments have promoted accountability
on health, including women’s health, to citizens.11 Health observatories can serve this purpose,
as they involve a range of stakeholders in tracking and interpreting data, with direct links to
policy-making and to the sharing of best practices. In Latin America and elsewhere, there are
several instances of health observatories being set up to bring together better data and to build
accountability in order to reduce gender-based inequities in health. Some are run by civil society
and others by ministries of women’s affairs (as in Chile and Colombia), or ministries of health
(as in Spain).12 Some observatories are run by a combination of ministries, as is the case for
observatories of gender-based violence in several countries.
Responsive health services
Health systems reflect the societies that create them. To avoid a situation where they contribute
to perpetuating health inequities, they must become more responsive to the needs and expectations of women as both consumers and producers of health care.
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What women need
A central tenet of primary health care is to “put people first”.2 This requires attention to specific
features of health systems that are essential for improving health and social outcomes for
women.
The first set of features addresses the responsiveness of the health services to women’s health
needs. Although women are the main users of health care, insufficient attention is given to their
needs and perspectives throughout the life course, and to the constraints that they face in
protecting their health or in accessing or making the most of available services. Key concerns for
women seeking health care include respect, trust, privacy and confidentiality - values that are
often compromised in busy facilities, particularly among certain age groups and social groups.13
Those responsible for health care are also responsible for protecting women’s autonomy in
respect of their own health. This means eliminating gender biases and discrimination in health
services, and making sure that women are not excluded from services. For example, unmarried
girls seeking care for sexually transmitted infections should receive that care, yet they are often
ostracized while their male peers are able to access treatment. Women should not be refused
contraception or other services if they do not have their partner’s consent.7 Further, health-care
providers need to take firm action and speak out against practices that violate the rights and harm
the health of women and girls – as with intimate partner violence, sexual violence, female genital
mutilation, early marriage and other harmful practices.
Second, health systems must build capacity to address the broader range of health issues that
affect women, in line with the local disease burden and trends and in ways that will redress the
fragmentation of care that has built up around priority programmes. Improving women’s health
requires attention to sexual and reproductive health conditions that primarily affect women, but it
is also important to deal with other common conditions that remain undetected and untreated in
women. For example, women with acute coronary syndromes are often undiagnosed, in part
because they often show different symptoms from men. In particular, the growing threat of
noncommunicable diseases and mental health problems in women is neglected in many settings.
Vision loss causes 32% of years lost due to disability among older women yet they face
difficulty in obtaining care.
Third, continuity of care is essential when seeking to address the range of interrelated health
problems, both acute and chronic, that affect women over their life course. One of the most
serious avoidable risk factors for premature death and disease in adult women is tobacco use.
The increasing prevalence of smoking among young women requires urgent action. Starting with
the early childhood period and continuing over the years through the promotion of active and
healthy ageing, a long-term and comprehensive perspective is needed when investing in the
health of women.
Sexual and reproductive health services have often been at the forefront of attempts to promote
women-centered care, but these services have tended to focus too narrowly and have missed
opportunities to deliver a broader set of interventions or have neglected certain groups of
women.
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For instance, antenatal care should be seen as a potential entry point for a broader package of
health services that take into account women’s overall health needs.14 Women living with HIV
should have access to disease assessment and treatment for their own sake, and not just for
interventions to reduce the risk of transmitting the virus to their infants.15 Sexual and
reproductive health services should also avoid focusing solely on married women and ignoring
the needs of unmarried adolescents and marginalized women such as sex workers.
Giving women a voice
There are growing expectations regarding the effective participation of women in the design and
implementation of health services that aim to have an impact on their health.16
The demand for health services that meet women’s needs often comes from organizations
working with women or with women’s groups at the community level. It is important to work
with such organizations and support community participation in planning change. In Nepal a
community-based participatory intervention involving women’s groups in identifying local
birthing problems and formulating strategies to address them has been shown to be effective in
reducing maternal and neonatal mortality in a rural population.17 Community participation has
also been successful in organizing transport to health facilities for delivery.18 These
developments in maternal health care for women can lead to far-reaching changes. There is
evidence from Malaysia and Sri Lanka that community contacts with skilled midwives as frontline health workers can serve as a basis for expanding a comprehensive health system in rural
areas.19
It is also essential to empower women who work within the health system at all levels. As noted
in Chapter 1, women make up the majority of health workers in most settings but are often
excluded from positions of responsibility, thus reflecting more general inequalities in society.20
A genuine commitment backed up by action is required to increase women’s participation at all
levels of health governance and particularly in decision-making positions.21 In the same spirit,
women-specific concerns must be mainstreamed through measures such as improved recognition
of women-dominated professions (such as nursing), norms and codes of conduct for health
workers, supervision (with quality improvements), and pre-service and in-service training and
mentoring programmes. Where health workers feel valued, cared for and respected, they are
more likely to provide client-centered and better quality services.22 Finally, it is crucial that
steps be taken to prevent the health hazards that female health workers face, including violence
in the workplace, and to cater for their health and safety needs.
Approaches to strengthen human resources for health must acknowledge the critical role played
by women as informal caregivers in the home and community. It is estimated that up to 80% of
all health care and 90% of HIV/AIDS-related illness care is provided in the home.23 In the
context of the HIV/AIDS epidemic, it is generally recognized that women and girls are the
principal caregivers and bear the greatest degree of responsibility for the psychosocial and
physical care of family and community members.24 It is vital that these women are given the
recognition they deserve and the support they need from the formal and professional sectors –
including training, supervision, and functioning referral systems with access to drugs, equipment
and skilled expertise.25
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Universal coverage
A key primary health care reform is equitable access to health care through the provision of
universal coverage – i.e. access to a full range of health services, with social health protection for
all.
Improving access
Scaling up services towards the provision of universal access represents a major challenge.
Progress is patchy and uneven for most of the interventions that could make a difference to the
common health problems that affect women. Some services, such as antenatal care, are more
likely to be in place than others such as those related to mental health, sexual violence and
cervical cancer screening and care.
Most progress is being made by countries that were already in a relatively good position in the
early 1990s, whereas those less favorably placed, particularly in sub-Saharan Africa, have been
left behind. Stagnation, reversals and slow progress are found mainly in the poorest (and often
institutionally the weakest) countries, particularly those affected by conflict or disasters.
Aggravating factors specific to conflict and other forms of instability include the disruption of
primary health care services and the shortage of health-care providers.26
In such contexts, there are very low levels of coverage with basic interventions such as
immunization and skilled birth attendance. For many girls and women, the services simply do
not exist, or cannot be reached. For example, large numbers of mothers in rural areas are
excluded from life-saving care at childbirth simply because of lack of access to hospitals where
emergency obstetric care can be provided. Only a small minority of the population enjoys access
to a reasonable range of services – leading to a pattern of mass deprivation. At the other extreme
are countries where a large part of the population has access to a wide range of services but a
minority is excluded - a pattern of marginalization.27 The barriers to access are many; use of
health services is often constrained because of women’s lack of decision-making power or the
low value placed on women’s health.
Documenting and mapping exclusion from various essential services can be a useful tool for
planning and can also serve as a baseline against which to measure progress in coverage. In
many countries – especially those experiencing stagnation or reversal – the main challenge is to
extend the network of health services and build up the range of interventions. In other countries,
the determinants of specific patterns of exclusion must be tackled.
Social health protection
Ensuring universal coverage is not just a matter of increasing the supply of services. Financial
barriers to the use of services must be eliminated. Universal coverage carries particular significance for women. They face higher health costs than men due to their greater use of health
care, and they are also more likely than their male counterparts to be poor, unemployed or else
engaged in part-time work or work in the informal sector, which offers no health benefits.
Approaches to extending coverage of health care must deal with the content of benefit packages,
ensuring that they include a greater range of services for girls and women of all ages.
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Some countries, such as Thailand, have introduced universal coverage for a comprehensive
package of health services, including sexual and reproductive health interventions.28 Financial
protection against the costs of seeking health care must also be addressed – by moving away
from user charges and by making prepayment and pooling schemes more common. There is
evidence that, where user fees are charged for maternal health services, households pay a
substantial proportion of the cost of facility-based services, and the expense of complicated
deliveries is often catastrophic. The removal of user fees for maternal health, especially for
deliveries, can stimulate demand – as has been seen in Ghana where the government has introduced a policy of free delivery care for all women. Although funding and cash flow problems
have been a challenge, evidence indicates an increase in institutional deliveries.29 Cash transfers
(including conditional cash transfers) to women have also been considered as part of a larger
package aimed at protecting poor households from cutting back on essential health expenditure
during periods of economic downturn.30–32
Public policy
Public health policy and practice need to take into account the social context that shapes health
for both women and men, and must work towards removing gender-based differentials in
accessing health services and achieving positive health outcomes. The health sector also has an
important role to play in drawing attention to the ways in which policy in other sectors can affect
the health of women, and in encouraging intersectoral collaboration to enhance positive health
outcomes for women while minimizing adverse effects.
In view of human rights concerns and international commitments, deliberate action is required to
address inequalities. Only if public policy is transformed in ways that empower women, will they
be able to reach their full health potential. “Health in all policies” is a call of the renewed
movement for primary health care which recognizes that population health can be improved
through policies that are mainly controlled by sectors other than health.33,34
Women’s health in all policies
A range of public policies that impact on the determinants of exposure to risks, disease vulnerability, access to care, and the consequences of ill-health among women is discussed in the
background paper of the Women and Gender Equity Knowledge Network of the WHO
Commission on Social Determinants of Health. Examples of policy actions that can support
progress include:
■■legal and social measures that protect women’s property rights;16,35
■■policies that support equal access to formal employment for women as well as gender equality
in the workplace, and that protect women against losing promotion, income or job as a result of
pregnancy or caring for children and family members;
■■targeted action to encourage girls to enroll in and stay in school, by providing school meals,
constructing separate sanitation facilities, ensuring a safe school environment and promoting
later marriage;36
■■health promotion and other measures to increase access of all adolescent girls to education,
including comprehensive sexuality education, and education and policies on tobacco and alcohol,
diet, physical activity, and road safety;
■■measures that specifically provide economic opportunities for women, especially in countries
that are most vulnerable to the effects of the global economic and food crises.
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■■measures that increase access to water, fuel and time-saving technologies;
■■strategies to challenge gender stereotypes and change discriminatory norms, practices and
behaviours;38
■■action to end all forms of violence against women, including in conflict situations;39
■■building “age-friendly” environments and increasing opportunities for older women to
contribute productively to society, while supporting them in their caring and other roles where
needed.
Lessons can be learned from bold national initiatives that have sought to address social inequality and exclusion in ways that promote gender equality and women’s health. For example,
Chile’s multisectoral and integrated approach to social protection for the poor includes a universal programme for early child development. Chile Crece Contigo (“Chile grows with you”)
includes access to child care, education and health services to help young children achieve their
optimal physical, social and emotional development, while enforcing the right of working
mothers to nurse their babies and also stimulating women’s employment.40
Important benefits for women’s health can come from social policies that appear to be genderneutral, such as investments in communications, rural infrastructure and roads, or the upgrading
of slums. Lessons may be learned from the persistence of threats to women’s health even in
high-income countries with strong public health programmes. These include high incidence of
sexually transmitted infections, substance use and mental health problems, including suicide. The
fact is that a gender analysis is a crucial component of all public policies that are critical to the
safeguarding and enhancement of women’s health.
Economic opportunities for women
The global financial crisis and economic downturn compounds the difficulties of many countries
that are struggling to reach universal coverage of health care. Countries with rapidly decelerating
growth, especially those already burdened by high levels of poverty, will find it even harder to
fund the provision of health care for those in need. Paradoxically, this situation provides an
opportunity to underline the urgency of women’s health concerns, and to advocate for the
implementation of social and economic measures that will protect the most vulnerable from
further economic shocks.
The crisis has already focused attention on the economic empowerment of women as an
important component of any policy response. The World Bank has proposed that industrialized
countries contribute a percentage of their economic stimulus packages to finance infrastructure
projects, social safety net programmes, and micro-financing institutions and small businesses.41
It has also urged that such efforts should seek to put money in women’s hands in poor
households because of the large development benefits that will result in terms of mitigating
current and future hardship.
Micro-finance schemes have already played an important role in alleviating poverty in certain
low-income countries (mainly in South Asia) where women comprise 85% of the poorest 93
million clients of micro-finance institutions.37
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Questions have been raised about the ability of micro-finance to reach the poorest of the poor but
there are indications that it is helping women to overcome financial barriers to health care.42
And there is interest in further exploring its potential to reduce health inequities and to provide a
safety net to poor women in settings where universal coverage is not yet in place.
Different approaches have been tried. Micro-credit allows clients to take out loans at low interest
rates that can be used to generate income or to pay for services. Micro-credit services for women
are increasingly linked with opportunities for training in areas, such as business development,
literacy, health and community-building skills, which can lead to a broader range of benefits. A
study in South Africa showed, for instance, that a programme that combined micro-credit with
gender-based health education halved the risk of intimate partner violence among the
participating women.43 In Bangladesh, health and nutrition benefits have been shown among the
women participating in the micro-credit programme of BRAC (Bangladesh Rural Advancement
Committee), as well as among their young children.44
Micro-insurance and micro-saving schemes are intended to provide some level of health
insurance cover, or to encourage women to save for future health needs, or to repay health costs
over time. A small health financing experiment in the Indian state of Karnataka included opening
a savings account to cover outpatient health-care costs for each woman who was enrolled, plus
insurance for inpatient care. More than half of the women’s health-care needs were met and the
programme’s reach was extended to women who had not previously used the formal health
system.45
Given their potential for women’s economic empowerment, and their possible stimulation of
health-seeking behaviours, further work is needed to better document and understand the various
innovative financing mechanisms that operate at community level. The context in which such
schemes flourish, their possible pitfalls, and their potential for replication and sustainability merit
more attention. So too, do the ways in which the schemes affect health – particularly the health
of poor women in times of economic recession.
Tracking progress
Improvements in planning and implementing policies for women’s health and in monitoring
results depend on investments in strategic information systems for the collection and use of data
disaggregated by sex and age, and the tracking of progress towards global targets and other
indicators relevant to women’s health and survival.
Currently, reliable data on critical aspects of women’s health are not available because of the
weakness of country health information and statistical systems. For example, maternal mortality,
a powerful indicator both of women’s health and the status of a health system, is poorly
measured in most low-income settings. To address this deficit and to generate more reliable and
timely data on the broader patterns of mortality among both women and men, increased support
is needed to build registration systems that identify and count births, deaths and causes of death.
While not focused on women’s needs per se, this will establish a basis for more accurate
monitoring of women’s health across the life course.46
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Women are “more than mothers”. Policy-makers have a responsibility to deal with a range of
other serious health problems that affect women.47 A concerted effort is required to better
document these issues, many of which are currently invisible or neglected, as highlighted in this
report. Better data are also needed for monitoring the performance of the health system in
increasing coverage with essential interventions, particularly where inequities are an issue. This
work is critical for identifying the various ways in which women and their health are being left
behind, whether it be as a result of insufficient progress in improving health, or widening
inequalities, or – for some health conditions and in some situations – the emergence of new
problems or the worsening of old ones.
Given the major gaps in our knowledge and understanding highlighted in earlier chapters,
substantial investments are required in research on women’s health issues. The greatest priority
should be given to research that will guide, monitor and evaluate action. Women should not be
just the subject of study but should be engaged in the research as active participants. Women
continue to be excluded from many observational studies and clinical trials, and that must stop.
The participation of women and representatives of women’s organizations in all steps of the
research process is essential for building a more relevant research agenda, bringing fresh insight
into the interpretation of research findings, and facilitating relevant changes in policy.
Conclusion
This global overview shows that while the health of girls and women has much improved over
the past 60 years, the gains have been unevenly spread. In many parts of the world, women’s
lives, from childhood to old age, are diminished by preventable illness and premature death. This
year, more than four million girls under the age of five will die from conditions that can, for the
most part, be prevented or treated. More than 2.5 million elderly women will go blind for reasons
that are similarly avoidable. Between these extremes of the human lifespan, a million women
will die from HIV/AIDS, half a million from tuberculosis, and another half a million from
complications related to pregnancy and childbirth.
This report highlights the commonalities in the health challenges facing women around the world
but also draws attention to the differences that arise from the varied circumstances in which they
live. The report makes the case that addressing women’s health is a necessary and effective
approach to strengthening health systems overall – action that will benefit everyone. Primary
health care – with its focus on equity, solidarity and social justice – offers an opportunity to
make a difference.
A startling fact that emerges from the report is the paucity of reliable data. Even maternal
mortality, one of the most egregious threats to women’s health in the developing world, remains
poorly measured. There are gaps in our understanding of the way that most health threats affect
females as distinct from males, and of the differential effects on girls and women of health
interventions and services. Not enough is known about how health systems should be structured
and managed to respond effectively to the particular needs of girls and women – especially the
poorest and most vulnerable among them. Thus this report is also a call for better data, for more
research, for more systematic monitoring of the health of the female half of the world, and for
addressing the barriers that girls and women face in protecting their health and in accessing
health care and information.
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In reviewing the evidence and setting an agenda for the future, this report points the way towards
the actions needed to improve the health of girls and women. The report aims to inform policy
dialogue and stimulate action by countries, agencies and development partners.
Improving women’s health matters to women, to their families, and to communities and societies
at large.
Improve women’s health – improve the world.
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Women’s Course Final Examination
Select the best answer to each of the following items. Mark your responses on the Answer Form.
1. The most striking difference between rich and poor countries is in maternal mortality –
____%of the more than half a million maternal deaths every year happen in developing
countries.
a. 80
b. 88
c. 90
d. 99
2. Within countries, the health of girls and women is critically affected by social and economic
factors, such as _______. In almost all countries, girls and women living in wealthier households
have lower levels of mortality and higher use of health-care services than those living in the
poorest households. Such differences are not confined to developing countries but are found in
the developed world.
a. access to education
b. household wealth
c. place of residence
d. All of the above
3. Globally, the leading cause of death among women of reproductive age is HIV/AIDS. Girls
and women are particularly vulnerable to HIV infection due to a combination of biological
factors and gender-based inequalities, particularly in cultures that limit women’s knowledge
about HIV and their ability to protect themselves and negotiate safer sex.
a. True
b. False
4. Mental health problems, particularly _______, are major causes of disability for women of all
ages. While the causes of mental ill-health may vary from one individual to another, women’s
low status in society, their burden of work and the violence they experience are all contributing
factors.
a. dementia
b. depression
c. paranoia
d. None of the above
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5. The nutritional status of girls is particularly important due to their future potential
reproductive role and the intergenerational repercussions of poor female nutrition. Preventing
child abuse and neglect and ensuring a supportive environment in early childhood will help
children to achieve optimal _______ development.
a. physical
b. social
c. emotional
d. All of the above
6. Supporting adolescents to establish healthy habits in adolescence will bring major health
benefits later in life, including reduced mortality and disability due to _______.
a. cardiovascular diseases
b. stroke
c. cancers
d. All of the above
7. Evidence from several countries shows that removing user fees for maternal health care,
especially for deliveries, can both stimulate demand and lead to increased uptake of essential
services. Removing financial barriers to care must be accompanied by efforts to ensure that
health services are _______ and responsive to the needs of girls and women.
a. appropriate
b. acceptable
c. high quality
d. All of the above
8. While there has been much progress in girls’ access to education for example, there is still a
male–female gap when it comes to ______. Meanwhile, the greater economic independence
enjoyed by some women as a result of more widespread female employment may have benefits
for health, but globally, women are less well protected in the workplace, both in terms of security
and working conditions.
a. access to employment
b. secondary education
c. equal pay
d. All of the above
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9. Progress in increasing access to the services that could make a difference to women’s health is
patchy and uneven. Some services, such as antenatal care, are more likely to be in place than
others, such as those related to mental health, sexual violence and cervical cancer screening and
care.
a. True
b. False
10. Why focus on women and health? The response, as described in this report, is that women
and girls have particular health needs and that health systems are failing them.
a. True
b. False
11. Analyses of women’s health often focus on, or are limited to, specific periods of women’s
lives (the reproductive ages, for instance) or specific health challenges such as _______. This
report, by contrast, provides data on women’s health throughout the life course and covers the
full range of causes of death and disability in the major world regions.
a. the human immunodeficiency virus (HIV)
b. maternal health
c. mental ill-health
d. All of the above
12. There are significant regional variations in the composition of the overall burden of death and
disability. In Africa and South-East Asia, communicable diseases are important causes of death
and disability at all ages. However, in women aged 60 years and over, in all regions, most deaths
are due to _______.
a. unknown causes
b. noncommunicable diseases
c. preventable causes
d. None of the above
13. Most of the world’s women live in low- or middle-income countries, almost half of them in
the South-East Asia and Western Pacific regions. Only _____% of the world’s 3.3 billion
females live in high-income countries. More than one female in every three lives in a lowincome country.
a. 5
b. 15
c. 25
d. 40
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14. Globally, female life expectancy at birth has increased by nearly 20 years since the early
1950s when it was just 51 years. In 2007, female life expectancy at birth was 70 years compared
with 65 years for males. Life expectancy for women is now more than 80 years in at least 35
countries, but the picture is not uniformly positive. For instance, life expectancy at birth for
women in the _______ was estimated at only 54 years in 2007 – the lowest of any region.
a. Chinese Area
b. African Region
c. Slavic Region
d. None of the above
15. One of the most striking features of recent decades has been a shift in the underlying causes
of death and disease around the world. This so-called “health transition” affects _______ in all
countries and stems from changes in three interrelated and mutually reinforcing elements –
demographic structures, patterns of disease and risk factors.
a. men
b. women
c. children
d. All of the above
16. In Mexico in 2006, for instance, only _____% of deaths (both male and female) were caused
by communicable, nutritional and maternal factors compared with over 60% in 1955. Even
though death rates due to noncommunicable diseases have declined in Mexico, these diseases
cause an increasing proportion of total deaths, reaching 80% by 2006. As in many other
countries, in Mexico women were less likely to die from injuries than men were. During the
1980s, 23% of male deaths were caused by injuries, but only 7% of women died from injuries.
a. 6
b. 13
c. 20
d. 33
17. Women’s health may also be at risk as a result of their traditional family responsibilities. For
instance, women prepare most of the family food and, where solid fuels are used for cooking,
girls and women often suffer as a result of exposure to indoor air pollution. Breathing air tainted
by the burning of solid fuels is estimated to be responsible for _______ of the 1.3 million deaths
worldwide due to chronic obstructive pulmonary disorder (COPD) among women each year.
a. 350,000
b. 641,000
c. half
d. None of the above
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18. Achieving parity in education – in primary school and beyond – is critical if women are to
engage fully in society and the economy. Female education not only directly benefits women
themselves but is also important for the survival, growth and development of their children. In all
countries with relevant data, child mortality rates are highest in households where the education
of the mother is lowest.
a. True
b. False
19. In situations of conflict and crisis, women are often at greater risk of sexual coercion and
rape. In the midst of natural disasters and armed conflicts, access to health services may be even
more restricted than normal, contributing to physical and mental health problems that include
_______, and and. Even when health care is available, women may be unable to access it
because of cultural restrictions or their household responsibilities.
a. unwanted pregnancy
b. maternal mortality
c. perinatal mortality
d. All of the above
20. It is a paradox that health services are so often inaccessible to women or unresponsive to
their needs given that health systems are so highly dependent on women. Women are the main
providers of care within the family and constitute the backbone both of the formal health
workforce and of informal health-care provision. Women predominate in the formal health
workforce in many countries. The available data are of variable quality and derive from different
sources but they indicate overall that women make up over _____% of formal health-care
workers in many countries.
a. 30
b. 40
c. 50
d. 50
21. Female health workers face several work-related health problems. Because there are more
women in the health-care workforce and because female health-care workers are often working
with sharps, women account for about _____ of all global hepatitis B and C infections and HIV
infections due to needlestick injuries. Women are also prone to musculoskeletal injuries (caused
by lifting) and burn-out.
a. one-third
b. half
c. two-thirds
d. None of the above
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22. Most deaths in children under the age of 10 take place before they reach their fifth birthday.
Despite considerable improvements in child survival over the past two decades, every year some
nine million children under five years, including _____ million girls, die from conditions that are
largely preventable and treatable.
a. 2
b. 3
c. 4.3
d. 5

23. Worldwide there are some 1.2 billion adolescents aged between 10 and 19 years. Around
_____% of them live in developing countries, and approximately 600 million are female. The
health and development of these girls is very important now, and continues to be important as
they mature into adults. The health of adolescents sets the stage for their future health and wellbeing, as well as for the health of their children and the development of their societies.
a. 66
b. 70
c. 90
d. None of the above
24. Pregnancy and childbearing are particularly risky for women who suffer from malnutrition –
and especially anaemia. Other risk factors of growing importance include _______. These factors
contribute to poor reproductive outcomes for both mother and infant and are direct causes of
other health problems for women
a. high blood pressure
b. tobacco use
c. obesity and violence
d. All of the above
25. Globally, women of all ages seek abortions but in sub-Saharan Africa, which has the highest
burden of ill-health and death from unsafe abortion, _______ unsafe abortions is among
adolescents aged 15–19 years.
a. one in six
b. one in four
c. one in three
d. None of the above
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