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Gender and health                  
in the Western Pacific Region

DIFFERENCES IN THE DETERMINANTS OF HEALTH

• Gender is a major determinant of health. The distinct roles and activities of men and women in a given society, dictated by that 
society’s gender norms and relations, give rise to gender differences. In many cases, these differences take the shape of gender 
inequalities, which systematically determine health risk, needs, access to health care and health outcomes. 

• The Gender Inequality Index (GII) measures the loss of achievement within a country due to gender inequality across three 
dimensions: reproductive health, empowerment and labour market participation (1). The lowest GII values in the Region, indicating 
higher levels of equality, are found in Australia (0.11) and Singapore (0.10), while Lao People’s Democratic Republic and Papua 
New Guinea have higher GII values of 0.48 and 0.61, suggesting less equality between men and women. In general, GII values are 
decreasing across most countries in the Region (Figure 1), suggesting improvements in gender equality. 

Figure 1: Trends in Gender Inequality Index, selected countries, Western Pacific Region
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• Women’s economic empowerment is associated with their improved access to monetary resources as well as exposure and social 
networks. Economic empowerment for women is also associated with their increased decision-making power within the household, 
community and society at large.

• Labour force participation rates for women aged 15 years and above are consistently lower than those for men in every country of 
the Region (2) (Figure 2), with Fiji showing the largest gap, where men are 40% more likely to be involved in the workforce compared 
to women. These data are likely to comprise an under-measurement of women’s actual participation in economic activities, much of 
which takes the form of home-based or informal work, which therefore renders it invisible in national policy-making. 

Source: Human development report 2013: the rise of the south: human progress in a diverse world. New York: United Nations; 2013  (http://hdr.
undp.org/en/2013-report, accessed 4 February 2014).

• Compared to men, women in 
the Region are significantly 
underrepresented in national 
parliaments (1). In 2012, 
Australia (29.2%) and New 
Zealand (32.2%) had the 
highest shares of women 
in parliament, while the 
Federated States of Micronesia 
(0.1%) and Nauru (0.1%) had 
the lowest (1). Even after 
getting elected, women often 
face unequal opportunity 
as parliaments are male-
dominated institutions. 

• The term “glass ceiling” is used to 
describe the unacknowledged 
barriers that prevent women’s 
equitable advancement in 
the workplace. For example, 
in the absence of adequate 
role-sharing at home by men, 
taking time off for childbirth 
and domestic duties falls on  
women, negatively impacting 
their ability to move to higher 
positions, and limiting their 
influence in economic and 
political decision-making (3).  

Figure 2: Adult labour force participation rates* by sex, selected countries, Western 
Pacific Region, 2010
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*Labour force participation rate: proportion of a country’s working-age population that engages in the formal labour market, either by working or actively looking for work, expressed as a percentage of the working-age population.  
Source: The world’s women 2010: trends and statistics. New York: United Nations, 2010 (http://unstats.un.org/unsd/demographic/products/Worldswomen/WW2010pub.htm, accessed 4 February 2014).
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• In the Region, women’s average earnings are usually lower than those of men, even within the same sector or for similar work (2). This, 
combined with disadvantages in education, employment and the double burden of work (both unpaid domestic tasks and reproductive 
activities), makes women in the Region particularly vulnerable to both poverty and poorer health outcomes.  

Table 1: Number of physicians, by sex, selected countries,
 Western Pacific Region, 2010–2011

Country Year Men Women

Source: Health Information and Intelligence Platform (HIIP) [online database]. Manila: World Health Organization Regional 
Office for the Western Pacific; 2013 (http://hiip.wpro.who.int/portal/default.aspx, accessed 7 July 2014).
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• Women’s economic activities are often characterized 
by informal sector or more insecure forms of work, 
which lack social protection and benefits such as 
pension or insurance. This increases their barriers 
to access to health care. The gender-based division 
of labour might also lead to different health risk 
exposures for women and men.

• Within the health workforce, women tend to be 
concentrated in professions with lower perceived 
occupational prestige and skills, such as nursing, 
and constitute a smaller proportion of physicians 
than men. For example, in Cambodia, there are 
2600 male physicians compared to 700 (21%) 
female physicians (Table 1). A similar distribution 
is also seen in the Republic of Korea and Marshall 
Islands, where female physicians comprise 23% and 
25%, respectively, of the total (4). In settings where 
women prefer to consult female health providers, 
as is the case in several countries of the Region, it is 
likely that a lack of female providers may influence 
women’s willingness to seek care.

• Education, specifically health-related knowledge 
and awareness, leads to better nutrition and 
child-feeding practices, improved sanitation, and 
increased use of maternal and child health services. 
In the Region, the gap is small between boys’ 
and girls’ educational enrolment rates in primary 
and secondary schools (5). However, the positive 
influence of education on health is unevenly 
distributed in the Region, as literacy rates vary across 
countries and between men and women within 
countries (5) (Table 2). Substantial differences in 
men’s and women’s literacy rates exist in Lao People’s 
Democratic Republic (82.5% for men and 63.2% for 
women) and Papua New Guinea (63.6% for men and 
55.6% for women).

Table 2: Adult literacy rates by sex, selected countries, 
Western Pacific Region, 2005–2008

Country Year Men Women

Adult (15+ years) literacy rate (%)

Percentage 
Difference

Brunei Darussalam
Cambodia
China
Lao People’s Democratic Republic
Macao (China)
Malaysia
Mongolia
Papua New Guinea
Philippines
Samoa
Singapore
Tonga
Vanuatu
Viet Nam

2008
2008
2008
2005
2006
2008
2008
2008
2008
2008
2008
2006
2008
2008

96.6
85.1
96.7
82.5
96.5
94.3
96.7
63.6
93.3
99.0
97.4
99.0
83.0
95.1

93.3
70.9
90.5
63.2
90.7
89.8
97.8
55.6
93.9
98.5
91.6
99.1
79.5
90.2

3.3
14.2
6.2

19.3
5.2
4.5
1.1
8.0
0.4
0.5
4.8
0.1
3.5
4.9

Source: United Nations Educational, Scientific and Cultural Organization [online database]. Canada: UNESCO Institute for 
Statistics; 2014 (http://stats.uis.unesco.org/unesco/TableViewer/tableView.aspx?ReportId=182&IF_Language=eng, 
accessed 4 February 2014).

• Across the Region, women tend to have a longer life expectancy at birth than men 
(Figure 3). Although women in the Region typically live longer (a phenomenon known 
as “the feminization of ageing”), they are likely to have more illness and disability 
than men (6). This, combined with their typically lower rates of education, formal 
employment and related social security, makes it more likely that women will face 
poverty or deprivation in their old age.

• In the Region, sex ratios (proportion of men to women in the population) across 
age groups are typically favourable to  men until the age of 60 years, after which 
the ratios reverse and become favourable to women, as women typically live 
longer than men (Figure 4) (7). Sex-selective abortions and neglect of the girl child 
may explain the larger ratio of boys to girls in the younger age groups (despite 
boys having a higher under-5 mortality rate). Son preference is evident in China 
where the sex ratio of boys to girls at birth was estimated to be 1.17 for 2005–2010 (8).

DIFFERENCES IN LIFE EXPECTANCY
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Figure 3: Life expectancy at birth, selected countries, 
Western Pacific Region, 2011
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Source: Global Health Observatory data repository [online database]. Geneva: World Health Organization; 
2013 (http://apps.who.int/gho/data/node.main, accessed 5 February 2014).

Figure 4: Population by age and sex (thousands), 
Western Pacific Region, 2010

Source: World population prospects: the 2002 revision. Volume 3: analytical report. New York: United 
Nations; 2004 (http://www.un.org/esa/population/publications/wpp2002/WPP2002_VOL_3.pdf, 
accessed 5 February 2014).
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• The adult mortality rate (probability of dying between 15 and 60 years per 1000) in the Region is 142 for men and 83 for women (6). 
Noncommunicable diseases account for 79% of all deaths among women in the Region, while communicable diseases contribute to 
only 12.6% and injuries 8.4% of deaths (9). The corresponding figures for men are 76.1%, 12.7% and 11.2% respectively (9).

Men

DIFFERENCES IN HEALTH STATUS

Figure 5: Leading causes of death in men and women (all ages), Western Pacific Region, 2012

MEN

Stroke 1 351 385

WOMEN

Ischaemic heart disease 923 151

Chronic obstructive pulmonary disease 509 745

Lower respiratory infection 226 998
Trachea, bronchus, lung cancer 214 365

Diabetes mellitus 187 152

Stomach cancer 130 955
Liver cancer 125 241
Road injuries 107 523

Hypertensive heart disease 161 459

Stroke 1351 971

Ischaemic heart disease 907 888

Chronic obstructive pulmonary disease 587 931

Trachea, bronchus, lung cancer 517 316

Liver cancer 335 880

Stomach cancer 273 465

Lower respiratory infection 236 317

Road injuries 229 807
Oesophagus cancer 156 556
Hypertensive heart disease 136 986

Source: Global health estimates 2014: deaths by cause, age and sex, WHO region, 2000–2012. Geneva: World Health Organization; 2014 (http://www.who.int/healthinfo/global_burden_disease/estimates/en/index1.
html, accessed 7 July 2014).

• The most common cancers found in men are lung, liver, stomach and oesophagus cancer, and for women, lung, stomach and liver 
cancer (9) (Figure 5). In Viet Nam, for example, 24.5% of all cancer deaths among men are attributable to lung cancer, compared to only 
14.4% among women (10). Smoking has traditionally been seen as a male activity, associated with masculinity, resulting in historically 
higher rates of smoking and related lung cancer deaths among men. 

• In the Region, due to the natural biological disadvantage faced by boy babies, infant and under-five mortality rates are consistently 
higher among boys compared to girls (Table 3) (6). 
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Infant mortality rate (probability of dying 
between birth and age 1 per 1000 births)

Under-five mortality rate (probability of 
dying by age 5 per 1000 live births)

Country Year Boys Girls Boys Girls

Cambodia 2000
2005
2010

102.9
96.8
66.1

82.3
78.8
48.0

132.4
114.6
76.0

109.9
96.7
58.8

Philippines 1993
1998
2003

43.1
39.0
34.6

32.7
32.3
25.0

69.5
58.3
48.1

56.2
49.9
34.0

Viet Nam 2008
1997
2002

30.9
42.2
24.5

24.8
26.8
25.3

40.6
51.3
34.2

33.6
40.2
30.8

Table 3: Infant and under-five mortality rates, selected countries, Western Pacific Region, various years

• Variation in disability-adjusted life years (DALYs) reflects the intersecting roles of both sex and gender as determinants of health 
differences between men and women (11) (Figure 6). For example, evidence suggests that biological factors, including hormonal 
changes around the time of childbearing and menopause, may put women at higher risk than men for depression. At the same time, 
depression among men may manifest as anger or irritability rather than the sadness, low mood or apathy more typical among women, 
potentially leading to underdiagnosis or lack of treatment of depression in men.

• Contrary to evidence showing similar rates in men and women, cardiovascular diseases, including cerebrovascular disease, have 
traditionally been seen largely as diseases of men. Notably, women’s heart attack symptoms can look different from those of men. 
The most common symptom, for both women and men, is chest pain or discomfort. However, women are also more likely than men 
to experience some other common symptoms, such as light-headedness, nausea, back pain and stomach discomfort. Consequently 
women’s heart attacks are more likely than men’s to go underrecognized, misdiagnosed or untreated.

 Source:  Global Health observatory data repository [online database]. Geneva: World Health Organization; 2013 (http://apps.who.int/gho/data/node.main, accessed 5 February 2014).

• Intimate partner violence is a significant contributor to morbidity and mortality among women in the Region (Figure 7). The lifetime 
prevalence of violence against women is estimated to be between 9% and 68% (12–17). Kiribati (68%) (17) and the Solomon Islands 
(64%) (14) have a particularly high prevalence of violence against women. Such violence is rooted in gender inequality and the unequal 
position of women relative to men, as well as the normative use of violence to resolve conflicts.

Figure 6: Estimation of leading causes of DALYs (thousands) in men and women, all ages, Western Pacific Region, 2012

Unipolar depressive disorder 6 480

Stroke 25 919

Source: Global health estimates 2014: DALY by cause, age and sex, WHO region, 2000–2012. Geneva: World Health Organization; 2014 (http://www.who.int/healthinfo/global_burden_disease/estimates/en/index2.
html, accessed 7 July 2014).

Stroke 29 203

Ischaematic heart disease 20 928

Road injuries 13 318

Chronic obstructive pulmonary disease 13 134

Trachea, bronchus, lung cancer 12 057

Liver cancer 10 165

Alcohol use disorder 8 671

Lower respiratory infection 6 933
Stomach cancer 6 579

MEN WOMEN
Osteoarthritis 3 745
Trachea, bronchus, lung cancer 4 656
Lower respiratory infection 5 546
Road injuries 5 870
Back and neck pain 6 980

Diabetes mellitus 7 471

Chronic obstructive pulmonary disease 10 759

Ischaematic heart disease 17 552

Unipolar depressive disorder 20 223
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Figure 8:  Adults aged >20 years who are obese (%), selected countries, Western Pacific Region, 2008

• Biological and gender-related factors interact to affect men’s and women’s health risks and vulnerabilities.

• Biological factors, such as women’s and men’s physiological, chromosomal and hormonal differences, expose them to different health 
risks. For example, immunosuppression during pregnancy leads to a higher vulnerability to malaria infection, including more severe 
infection, which in turn increases the risk of maternal death, low birth weight and neonatal death. 

• In addition to biological factors, gender norms, roles and relations lead to differences between men and women in exposure to risk and 
vulnerability.  

Gender norms 
• Norms about masculinity may encourage risk-taking among men and boys. For example, more than twice as many men as women 

are involved in road traffic accidents. This is partly because masculinity is associated with speeding and other hazardous behaviours, 
combined with the higher likelihood of men and boys owning and driving motor vehicles.

• In most countries of the Region, men who drink alcohol have more heavy drinking episodes per week than women. The largest 
disparities in alcohol use between men and women are seen in Samoa, where 52% of men who drink have at least one heavy drinking 
episode per week, compared to only 7% of women, and in Kiribati, where the rates are 42% for men and 11% for women (6). Drinking 
by women is not encouraged in many cultures in the Region.

• Important gender-based differences exist in smoking prevalence. Smoking rates among men are much higher than those among 
women in most countries of the Region, ranging from 15% to 74% for men, and from less than 2% to 62% for women (6). This variation 
reflects social expectations and behaviours—women are not encouraged or expected to smoke in many cultures, while it is considered 
an integral part of social behaviour in men (18). Tobacco companies increasingly target young women while marketing cigarettes, 
linking smoking with western-style independence, stress relief and weight control. 

• The prevalence of obesity among adults in the Region varies from less than 5% to 75% (Figure 8). Women are more likely to be obese 
than men, especially in many Pacific Island countries. The prevalence of obesity among women in the Cook Islands is 69%, in Tonga 
70%, and in Nauru 75% (6). Obesity is a significant risk factor for noncommunicable diseases.

Figure 7: Prevalence estimates of lifetime exposure to intimate partner violence against women 15–49 years old, 
selected countries, Western Pacific Region, 2000–2010
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Notes: Except Japan and New Zealand, where women 18–49 were surveyed, and Viet Nam, where women 
18–60 were surveyed. Rates for Japan and New Zealand represent site-specific estimates and are not 
nationally representative. 

Source: WHO Multicountry study on women’s health and domestic violence against women: initial results 
on prevalence, health outcomes and women’s responses. Geneva: World Health Organization; 2005.  
National Study on Domestic Violence against Women in Tonga. Kingdom of Tonga: Ma`a Fafine mo e Famili; 
2012. Secretariat of the Pacific Community for the Ministry of Women, Youth & Children’s Affairs.  Solomon 
Islands Family Health and Safety Study: a study on violence against women and children. Noumea: 
Secretariat of the Pacific Community; 2009. General Statistics Office (Viet Nam) with technical assistance 
from the World Health Organization. “Keeping silent is dying”. Results from the National Study on Domestic 
Violence against Women in Viet Nam. Hanoi: General Statistics Office; 2010. The Vanuatu National Survey 
on Women’s Lives and Family Relationships. Port Vila: Vanuatu Women’s Centre; 2011. Secretariat of the 
Pacific Community for Ministry of Internal and Social Affairs. Kiribati Family Health and Support Study: a 
study on violence against women and children. South Tarawa: Ministry of Internal and Social Affairs; 2010.
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Gender roles
• The roles of men and women in a society influence the range of health risks they might experience. In many countries, for example, 

women are primarily responsible for the care and nutrition of their families. Thus, they typically spend more time than men on 
productive and reproductive work at home, and fewer hours outside the house. The nature of their domestic duties exposes women 
and girls to distinct health risks, such as exposure to  indoor  household smoke or the risk of back pain from carrying large head-loads 
of water and fuel wood over long distances in rural areas.  

• Similarly, men’s health is affected by their roles and responsibilities, particularly with regard to occupational health risks. For example, 
studies have demonstrated a significant link between increased risk of malaria and regular work in the forest, which is traditionally a 
role performed by men.  According to the Cambodia Malaria Survey (2010), the male–female distribution of malaria infections was 69% 
to 31% (19). 

Gender relations
• Unsafe sex is a significant risk factor for sexually transmitted infections and unwanted pregnancies. Gender norms often impose on men 

the expectations to be risk-takers, initiate sex and have multiple partners. Wearing a condom can be considered “unmanly”. Women, 
on the other hand, are expected to assume passive roles. This, combined with their weaker bargaining power, can limit their ability to 
negotiate safe sex.

• The unequal bargaining power of many women within households is also linked to adverse nutritional and health outcomes for women 
and families. For example, gender inequality and poverty often interact in a manner that places girls and women at a greater risk of 
under- or malnutrition than boys and men. Despite a general lack of sex-disaggregated data, some studies point to differences in 
diets available to girls and boys, with the latter, for example, having access to more protein-rich foods (20). Undernutrition is especially 
harmful to women’s productivity and their health during pregnancy and childbirth, as well as their children’s health. On the other hand, 
improvements in women’s status are also correlated with improved nutritional outcomes in women and in children.

• Women and men’s access to services varies based on gender-related factors, with women and girls sometimes being at a disadvantage. 
For example, in some countries of the Region, such as Cambodia, Philippines, and Solomon Islands, boys are more likely than girls to 
receive full immunization (21–23). In Samoa, slightly more boys (15.7%) than girls (14.7%) receive no vaccination (Figure 9).

DIFFERENCES IN ACCESS TO HEALTH SERVICES

Figure 9: Immunization status of children aged 12–23 months, selected countries, Western Pacific Region, various years
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(excluding polio vaccine given at 
birth)

**Children aged 18–29 months. 
Based on 25–49 cases

Source: National Institute of Public Health, National Institute of Statistics [Cambodia] and ORC Macro. Cambodia Demographic and Health Survey 2005. Phnom Penh and Calverton: National Institute of Public Health 
National Institute of Statistics and ORC Macro; 2006. Committee for Population, Family and Children [Viet Nam], and ORC Macro. Viet Nam Demographic and Health Survey 2002. Hanoi and Calverton: Committee for 
Population, Family and Children and ORC Macro; 2003. National Statistics Office (NSO) [Philippines], and ICF Macro. National Demographic and Health Survey 2008. Manila and Calverton: National Statistics Office and ICF 
Macro; 2009. Ministry of Health [Samoa], Bureau of Statistics [Samoa] and ICF Macro. Samoa Demographic and Health Survey 2009. Apia and Calverton: Ministry of Health and ICF Macro; 2010. National Statistics Office 
(SISO), Secretariat of the Pacific Community and Macro International Inc. Solomon Islands 2006–2007 Demographic and Health Survey. Honiara, Nouméa and Calverton: SISO, SPC and Macro International Inc.; 2007. 
Central Statistics Division (TCSD) [Tuvalu], Secretariat of the Pacific Community and Macro International Inc. Tuvalu Demographic and Health Survey. Funafuti, Nouméa and Calverton: TCSD, SPC and Macro International 
Inc.; 2007. 
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• Women’s access to a skilled birth attendant during delivery is not equitable across 
countries of the Region. Although most (100% in 2000–2009) women in high-
income countries are assisted by skilled health personnel, home deliveries in the 
absence of a skilled attendant still account for a significant share of births in 
countries such as Lao People’s Democratic Republic (71%), Papua New Guinea 
(61%) and Cambodia (56%). Living in rural areas, the mother’s education level 
and household income are major determinants of whether a woman will be 
assisted by a skilled professional during birth (24). Although childbearing is 
a biological function, the likelihood of a mother’s being assisted by a skilled 
attendant and thereby surviving childbirth depends partly on the value 
society places on women and their well-being.

• Gender norms can also discourage or even prevent the use of health services. 
Evidence suggests that stigma related to their disease or health condition may 
be a more powerful deterrent for women than for men. For example, fear and 
stigma often prevent women from seeking sexual health care and treatment for 
ill-health or injuries resulting from intimate partner violence. 

• Gender also accounts for the differences between men and women in the extent of 
their access to and control over resources, typically putting women at a disadvantage. 
For example, women in Cambodia, Solomon Islands and Samoa reported that obtaining the 
needed money was the most important barrier to seeking health care they faced, possibly because 
they lacked full decision-making power over household income. This was cited by 74%, 62% and 55% of 
women, respectively (21, 25, 26). Between 88% and 98% of women experienced at least one major barrier in accessing health 
care (21, 25–28), such as not getting permission to go to a health facility, unwillingness to go alone and concern that women 
providers may not be available (see Table 4). This was the case even in households with higher levels of income, highlighting the 
importance of non-financial barriers. 

• Differences in access to information, including information about sexual and reproductive health, can influence the extent to 
which men and women are empowered to access services and make decisions about their health. For example, in Samoa, the 
percentage of women who read the newspaper at least once a week is 47% compared to 44% of men, while men are more likely 
to watch television or listen to the radio at least once a week (25). Analysis of sex-disaggregated data on access to information 
can refine efforts to increase health-related knowledge. Limited information not only makes men and women vulnerable to a 
number of health risks; it also influences their health-seeking behaviour, delaying or preventing access to care. 

Table 4: Problems in accessing health care when they were sick among women aged 15–49 years, 
selected countries, Western Pacific Region, various years

Percentage of women aged 15–49 years who had one or more of the following problems in accessing health care when they were sick

Country
Getting permission 

to to go for 
treatment

Getting money 
needed for 
treatment

Having to take 
transportation

Not 
wanting to 

go alone

Concern no female 
provider available

Concern no 
drug available

At least one problem in 
accessing health care

Cambodia

Naura

Samoa

Solomon Islands

Tuvalu**

14.3

10.3

29.4

27.5

11.2

74.1

25.7

55.2

62.3

19.9

38.7

49.4

51.8

54.5

24.9

45.0

34.3

38.5

43.5

24.7

36.9

42.5

61.3

58.6

71.7

88.5

91.9

92.4

95.8

98.3

51.4

82.1

80.0

89.2

96.3

Year

2005

2007

2009

2009

2007

Source: National Institute of Public Health, National Institute of Statistics (Cambodia) and ORC Macro. Cambodia Demographic and Health Survey 2005. Phnom Penh and Calverton: Institute of Public Health, National 
Institute of Statistics and ORC Marco; 2006. National Statistics Office (SISO), Secretariat of the Pacific Community and Macro International Inc. Solomon Islands 2006–2007 Demographic Health Survey. Honiara; Nouméa 
and Calverton: SISO, SPC and Macro International Inc.; 2007. Ministry of Health (Samoa), Bureau of Statistics (Samoa) and ICF Macro. Samoa Demographic and Health Survey. Calverton, Ministry of Health and ICF Macro; 
2010. Nauru Bureau of Statistics, Secretariat of Pacific Community and Macro International Inc. Nauru 2007 Demographic and Health Survey. Calverton and Yaren: Nauru Bureau of Statistics, and Macro International 
Inc.; 2007. Central Statistics Division (TCSD)(Tuvalu), Secretariat of the Pacific Community and Macro International Inc. Tuvalu Demographic and Health Survey. Funafuti, Nouméa and Calverton, TCSD, SPC and Macro 
International Inc.; 2007.
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• Evidence points to significant gender-based 
differentials with regard to household-level 
investments in nutrition, care and education 
for boys compared to girls.

• Conversely, evidence shows that societies with 
greater gender equality have better health 
and well-being outcomes for women as well 
as for families and communities. For example, 
improved education for women has been 
found to produce better health outcomes for 
them, their children and their grandchildren 
(Figure 10). 

DIFFERENCES IN HOUSEHOLD-LEVEL INVESTMENTS

Figure 10: Full immunization coverage rates among 1-year-olds (%) 
by mother’s education level, selected countries, 

Western Pacific Region, various years

Source: World Health Organization. Global Health Observatory data repository [online database]. Geneva: World Health Organization; 
2013 (http://apps.who.int/gho/data/node.main, accessed 5 February 2014). 
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