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the wrong questions. For example, “Which is the 
weaker sex?” is framed in the binary language of 
biological advantage of one sex over the other and 
“Which gender is more advantaged?” assumes so-
cial advantage of one gender over the other. Even 
if there are real circumstances where biological 
superiority and social inequality can be observed, 
the framing of such questions implies that biologi-
cal di�erences or social positions and roles can be 
summed up to determine which sex is the �ttest 
or which gender is the most privileged. At best, 
this approach produces oversimpli�ed models 
of the complex patterns of gender di�erences in 
health with little thought given to similarities.

A binary approach has the additional limita-
tion of treating men and women as distinct ho-
mogenous groups, whereas gender di�erences in 
health vary substantially by age, race/ethnicity, 
and socioeconomic status. �e dichotomy also 
ignores the wide array of gender identities and 
sexualities. Although men and women do seem 
to have on average some unique biological advan-
tages and disadvantages over each other, substan-
tial variation occurs among women and among 
men, and these di�erences seem to vary with 
certain social conditions (Fausto-Sterling 2005, 
2008). It is still the case that much of clinical re-
search tends to minimize or ignore the social and 

A central feature of mortality trends throughout 
the twentieth century is the sex/gender di�erence 
in life expectancy: in the United States, women live 
on average 5.2 years longer than men do (NCHS 
2009). Women have not always held a mortality 
advantage (Berin, Stolnitz, and Tenenbein 1990) 
and it may not continue. In fact, the age-adjusted 
gender gap in longevity appears to widen and nar-
row due to environmental/behavioral risk and 
protective factors, as well as genetic, biological, 
and hormonal processes (Annandale 2009). Bio-
medical and social science researchers who have 
pursued the causes of men’s and women’s di�eren-
tial mortality seldom agree on explanations, partly 
because, as Nathanson (1984, 196) stated in her 
discussion of the literature on di�erences in men’s 
and women’s health, “investigators’ disciplinary 
orientations are re�ected in speci�cation of what 
is to be explained . . .  in their choice of potential 
explanatory variables, and in the methods they 
employ; . . .  the biologist sees hormones; the epi-
demiologist, risk factors; and the sociologist, social 
roles and structural constraints.” 

Even sociologists’ understanding of the di�er-
ences and similarities in men’s and women’s physi-
cal and mental health has changed dramatically 
over the past twenty-�ve years. Reviews of this lit-
erature indicate that researchers have often asked 
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environmental processes that can in�uence health 
di�erentially and to reify biomedical models that 
portray men’s and women’s health disparities as 
inherently biological or genetic.

In recent years, a growing number of clinical 
researchers has come to recognize that social and 
biological factors interact in complex ways, and 
that this explains not only health or illness at the 
individual level but also population health and the 
observed patterns of men’s and women’s health and 
longevity in general. Yet relatively few biomedical 
or sociological studies examine both sets of factors 
(Institute of Medicine 2001a, b), highlighting the 
need to move beyond the binary in thinking and 
research, as ultimately integrating them will con-
tribute to better science. Biological “sex” and social 
“gender” processes can interact and may be con-
founded. In acknowledgement of this, we use the 
term “gender” to refer to observed di�erences in 
men’s and women’s lives, morbidity, and mortality.

In this chapter, we brie�y review gender dif-
ferences in longevity and health in the United 
States and cross nationally, examine U.S. disease 
patterns for four speci�c conditions to illustrate 
gender disparities, review recent �ndings on the 
relationship between mental and physical health 
and its possible connection to gender di�erences 
in health, and consider limitations of current ap-
proaches to understanding men’s and women’s 
health. We suggest that in contrast to prevailing 
models of inequality, our integrative framework of 
constrained choice describes how decisions made 
and actions taken at the levels of family, work, 
community, and government shape men’s and 
women’s opportunities to pursue health and con-
tribute to observed disparities. �e constrained-
choice model and gender-based analysis provide a 
new direction for discourse, research, and policy. 
We close with suggestions of interesting questions 
and issues for researchers to consider.

Gender Gaps in Health and 

Longevity: Puzzle or Paradox?

For decades di�erences in men’s and women’s lon-
gevity and physical health have been considered 
paradoxical, although some challenge the concep-
tion of a “gender paradox” (Hunt and Annandale 

1999). In the United States, as in most industrial-
ized countries, men live shorter lives than women 
do, yet women have higher morbidity rates and 
in later years a diminished quality of life. �e 
gender gap in longevity in the United States has 
been decreasing, from 7.8 years in 1970 to 5.2 
years in 2006 (NCHS 2009). U.S. women’s life 
expectancy has exceeded that of men since 1900, 
with women experiencing lower mortality rates 
in  every age group and for most causes of death. 
Even though the female advantage is persistent 
and life expectancy has been increasing for both 
men and women, the gender gap in longevity has 
been closing in the United States and other coun-
tries. For example, Annandale (2009, 128) shows 
that between 1969 and 2007 in the United King-
dom men gained 9.0 years compared to women’s 
6.7 years. �e same decreasing gender gap pre-
vails in most industrialized countries, including 
Sweden, Finland, and Australia.

�is female longevity advantage pattern holds 
worldwide except in the poorest countries, where 
life expectancy is low for both men and women 
(WHO 2006). However, the causes of death and 
gender di�erence in mortality rates vary substan-
tially across age groups, as do the leading con-
tributing factors (WHO 2008). For example, the 
higher infant mortality rates among boys compared 
to girls in the United States and other developed 
countries may have largely biological causes, such 
as congenital abnormalities and X-chromosome 
immune-related disorders (Abramowicz and Bar-
nett 1970; Waldron 1998), while the gender gap 
among young adults between the ages of nineteen 
and twenty-two years may have primarily behav-
ioral causes, such as motor vehicle accidents and 
homicide. Similarly, the gender gap in mental 
health is both age- and disorder-speci�c, with 
women experiencing higher rates of depression 
and anxiety, and men experiencing higher rates of 
alcoholism, other substance abuse, and antisocial 
behaviors (Bird and Rieker 2008; Kessler, Barker, 
et al. 2003; Kessler, Berglund, et al. 2003).

Life Expectancy Cross-Nationally

When we consider data on cross-national gen-
der di�erences in life expectancy, the paradox 
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becomes even greater. �e comparative life ex-
pectancy rates listed in Table 4.1 help capture 
these di�erences, showing that both the size of 
the gender gap and the pattern of longevity vary 
considerably by country and by national wealth 
(United Nations 2005). As one would expect, the 
gap in life expectancy at birth between the thirty 
countries with the highest life expectancy and the 
thirty with the lowest life expectancy is dramatic, 
ranging from 82.3 years in Japan to 40.5 years in 
Zambia and 40.9 years in Zimbabwe.

�e countries with the lowest life expectancy, 
with few exceptions, are mainly poor countries in 
Southeast Asia and sub-Saharan Africa. However, 
a country’s wealth does not necessarily guaran-
tee higher average longevity. For example, Japan 
ranks �rst in overall life expectancy (82.3) but 
sixteenth in its gross domestic product (GDP) 
per capita ($31,267). Luxembourg ranks �rst in 
GDP per capita ($60,228) but twenty-fourth in 
life expectancy (78.4 years). In fact, none of the 
four wealthiest countries (Ireland, United States, 
Luxembourg, and Norway) rank among the top 
�ve countries in terms of overall life expectancy.

Another interesting aspect of the information 
in Table 4.1 is that the variation in the gender 
gap in life expectancy itself is greater in the thirty 
wealthier countries (with higher overall life ex-
pectancy) than in the thirty poor countries (with 
lower life expectancy). �e gap ranges from 3.2 
to 7.5 years in the wealthier countries and –1.8 
to 4 years in the poorer countries, with some 
exceptions. Pinnelli (1997), a demographer, has 
discussed “male supermortality” and suggests that 
a �ve-year life-expectancy gender gap favoring 
women might be normal. She also contends that 
a greater di�erence indicates that men may be 
disadvantaged, in part because of their aggressive 
and risky health behaviors, while a smaller gap 
indicates that women may be disadvantaged re-
garding access to medical care, diet, and restricted 
labor-force participation. One clear example of 
this is the overall decline in life expectancy in the 
Rus sian Federation (not shown in the table) with 
a thirteen-year gap between men and women 
(�fty-nine vs. seventy-two), which generally is at-
tributed to men’s excessive alcohol use and greater 
smoking, suicide, and homicide rates (Kalben 
2002). While it is debatable whether a �ve-year 

gap re�ects a normal or biologically  driven gen-
der di�erence in life expectancy, changing envi-
ronmental hazards, such as pandemics or civil 
wars, might alter this interpretation by shifting 
the balance one way or the other. However, we 
generally agree that the current data tend to sup-
port Pinnelli’s interpretation.

In contrast to the worldwide pattern of 
women outliving men, the di�erence disappears 
and is even reversed in several of the poorer coun-
tries, with women outliving men by one year or 
less, if at all (e.g., Zimbabwe, Zambia, and Ma-
lawi). �e lower overall life span and the minimal 
gender gap in these countries illustrates the extent 
to which extreme poverty, political disruption, 
and disease-speci�c mortality patterns (such as 
AIDS, malaria, and other infectious diseases) di-
minish life expectancy for both men and women 
(Andoh et al. 2006; Rao, Lopez, and Hemed 
2006). �ese data also suggest that if women 
do indeed have some biological advantages that 
contribute to greater life expectancy, they can be 
attenuated by harsh social conditions and restric-
tive gender roles. Although a country’s wealth (as 
mea sured by GDP) can contribute to population 
health, it does not appear to be the main factor 
a�ecting the gender gap in life expectancy among 
relatively wealthy countries; but a speci�c wealth 
threshold may be more critical in poor countries.

�e variability in the gender gap highlights 
the impact of di�erences in life circumstances 
overall, as well as between men and women. Hav-
ing considered the variation in life expectancy 
across countries, we need also to consider how 
the causes of death di�er geographically and by 
gender. In some parts of the world, adults typi-
cally die relatively young and most often from 
infectious disease (particularly Southeast Asia and 
sub-Saharan Africa). Yet even in these societies, 
the factors that contribute to early mortality di�er 
somewhat for men and women. And the variation 
is not only by gender. For example, in countries 
with high rates of abject poverty such as Zambia 
and Zimbabwe, there are also geographic patterns 
to the leading causes of death both among men 
and among women. In Zambia (40.3 vs. 40.6) 
and Zimbabwe (41.4 vs. 40.2) there is little gen-
der di�erence in life expectancy, which has been 
declining for both men and women due in large 
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part to political turmoil and the countries’ inabil-
ity to control infectious diseases. In fact, a review 
of the data on the ten countries with the high-
est seropositivity rates over the past �fteen years 
shows that the female gender advantage decreases 
as HIV prevalence increases, a further reminder 
that neither the trends nor the gaps in life expec-
tancy will remain constant over time, particularly 
as the leading causes of death vary with changing 
social and environmental circumstances (Velko� 
and Kowal 2007).

�us, it is clear that biological sex di�erences 
between men and women are not equally advan-
tageous (or disadvantageous) in all circumstances; 
consequently the gender di�erences in mortality 
are dynamic. �is insight is not new. Kalben (2002, 
2) quotes a 1974 report by the Committee on 
Ordinary Issuance and Annuities that noted that 
di�erences in the leading causes of death “strongly 
suggest that sex di�erentials in mortality are due 
to biological as well as environmental factors and 
that the relative importance of the biological com-
ponents varies by sex and social circumstances.” 

�ere is little precise understanding of the 
biological and social factors or pathways between 
them that can or do widen or narrow the gender 
gap in both longevity and general health. Al-
though many reasons for the variation have been 
identi�ed, biological or social factors alone are not 
considered a su!cient explanation for the cross-
national gender di�erences (Kalben 2002; Krieger 
2003; Yin 2007). Some social scientists argue 
that health status di�erences among individuals 
and groups within a country are due to income 
inequalities or other fundamental social causes 
(Phelan et al. 2004), while others contend it is 
the status syndrome associated with positions in 
the social hierarchy that explains such phenomena 
(Marmot 2004, 2005). Cross-national di�erences 
in life expectancy are often linked to a country’s 
wealth (Kawachi and Kennedy 2006) or to the 
dis tri bu tion of income within a country (Wilkin-
son 1996). Moreover, when Krieger and col-
leagues (2008) examined inequities in premature 
mortality rates in the United States between 1960 
and 2002, they found that as population health 
improves the magnitude of health inequalities can 
either rise or fall, and the reasons for the observed 
trends are largely unknown. For the most part, the 

general explanations of population health dispari-
ties are not focused on gender di�erences or the 
gender gap, so they don’t provide a comprehensive 
understanding of these complexities.

However, some evidence of what contrib-
utes to the gender gap is provided by biomedi-
cal studies of sex-related changes in mortality 
rates in cardiovascular diseases and other speci�c 
diseases. In an in�uential article, Verbrugge and 
Wingard (1987) explained the paradox of men’s 
higher mortality and lower morbidity compared 
to women’s on the basis of gender di�erences in 
the patterns of disease. Unlike others who ad-
vanced the prevailing paradigm of focusing on 
men’s premature mortality, Verbrugge and Win-
gard also called for researchers and clinicians to 
move beyond the focus on men’s higher cardio-
vascular disease (CVD) mortality  toward a more 
nuanced view of the gender di�erences in disease 
patterns over the life course. �ey also o�ered 
more complex explanations of the implications 
of gender di�erences in disease prevalence, in-
cluding women’s increased risk for CVD after 
menopause and their greater morbidity from de-
bilitating illnesses such as rheumatoid arthritis. 
But a knowledge gap remains in understanding 
the sex-speci�c di�erences in the epidemiology of 
many speci�c diseases, and most notably cardio-
vascular diseases.

Disease Patterns in the United States

Our examination here of four conditions that 
vary considerably by gender—CVD and immune 
function disorders for physical health, and de-
pression and substance abuse for mental health—
is not intended to be exhaustive; rather we seek to 
provide a more complex portrait of speci�c pat-
terns of gender di�erence in mental and physical 
health that extends beyond the life expectancy and 
mortality di�erence. We contend that this more 
nuanced picture also requires more multifaceted 
explanations than are typically articulated in a 
summary of gender di�erences in health.

CARDIOVASCULAR  D ISEASE  (CVD)

CVD is the world’s leading cause of death, caus-
ing one-third of all deaths globally, and the single 
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largest cause of death among both men and 
women worldwide. In the United States, 8.4 per-
cent of men and 5.6 percent of women report a di-
agnosis of CVD (�om et al. 2006). Historically, 
men have greater prevalence and age-adjusted 
CVD mortality rates than women, a consistent 
�nding across most developed countries (WHO 
2006). While men outnumber women three or 
four to one in mortality from coronary heart dis-
ease (CHD) before age seventy-�ve, the gender 
di�erence in prevalence and incidence narrows 
at older ages (Verbrugge and Wingard 1987). A 
growing body of research indicates that despite 
later onset in women, risk factors such as smok-
ing, family history, depression, diabetes, and in-
�ammation (mea sured using C-reactive protein) 
may have a more negative in�uence on CVD in 
women than in men (Bassuk and Manson 2004; 
Pai et al. 2004; �orand et al. 2007).

Due in part to earlier onset among men than 
among women, CVD also contributes substan-
tially to gender di�erences in the number of years 
lived with and without CVD and related condi-
tions (Crimmins, Kim, and Hagedorn 2002). 
For example, Crimmins and colleagues indicate 
that a cohort of women in the United States will 
experience 70 percent more years of life after age 
sixty-�ve with hypertension than a similar-sized 
birth cohort of men. Today, the patient undergo-
ing treatment for CVD and hypertension is likely 
to be a woman beyond middle age. Yet until 
recently, scientists and clinicians focused on ex-
plaining and addressing the earlier onset of CVD 
in men, whereas the role of biological mecha-
nisms in women’s greater lifetime risk remained 
largely unexplored.1 Ultimately women’s increased 
inclusion in research led to a dramatic shift in 
knowledge and understanding regarding women’s 
CVD risk (see Bird and Rieker 2008 for details 
on the Women’s Health Initiative and this shift in 
research). However, this shift is only beginning to 
produce insights into the antecedents of gender 
di�erences in risk and life expectancy di�erences. 
For example, Shetty and colleagues (2009) took 
advantage of the sharp drop in women’s use of 
Hormone Replacement �erapy (HRT) follow-
ing the negative �ndings reported in 2002 regard-
ing HRT and CVD to conduct an observational 
study of the relationship between HRT use and 

cardiovascular outcomes in the entire U.S. popu-
lation. �ey found that the decreased use of HRT 
was associated with a decreased acute myocardial 
infarction rate among women but not with a re-
duced stroke rate. 

IMMUNE  FUNC TION  AND  D ISORDERS

Researchers and clinicians are challenged and 
perplexed by the sex-linked patterns of immune 
function and disorders. �e sex ratios in immune 
function also contribute to substantial di�erences 
in men’s and women’s disease risks and longevity. 
Although men and women tend to develop dif-
ferent disorders, women still have a greater risk 
than men of autoimmune rheumatic disorders 
and a higher risk of genetic immune suppression 
disorders (Jacobson et al. 1997; Lockshin 2001; 
Walsh and Rau 2000). Although the incidence of 
female/male ratios varies, the severity of the dis-
ease does not. For example, the female-to-male 
ratio of lupus, Graves’, and Sjögren’s is 7–10:1; 
that of rheumatoid arthritis, scleroderma, and 
multiple sclerosis is 2–3:1; while Type 1 diabetes 
and in�ammatory bowel disease have equal sex 
frequencies (Lockshin 2006). Much of the dis-
ability men and women experience from rheu-
matologic and thyroid disorders, especially from 
middle age on, can be attributed to autoimmune 
disease. However, the di�erences in incidence in 
the most common disorders contribute to wom-
en’s greater morbidity.

Since Selye’s original work (1956) delineating 
physiological responses to stress, transdisciplinary 
research has greatly expanded our knowledge of 
human physiology and the ways that it can be in-
�uenced by social psychological phenomena (see 
Dedovic et al. 2009 for a review of gender so-
cialization and stress reactivity). A growing body 
of evidence indicates that a variety of psychoso-
cial factors can a�ect physiologic processes with 
implications for immune function. Researchers 
have described various possible pathways through 
which psychological factors impact immune func-
tion (Kiecolt-Glaser et al. 2002a, b). For example, 
some researchers and physicians argue that gen-
der di�erences in men’s and women’s exposure 
to environmental substances and experiences 
of stress also contribute to gender di�erences 
in autoimmune disease incidence and severity 
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(Legato 2002; Lockshin et al. 1999). Moreover, 
there is considerable debate about whether sex 
hormones, including estrogen and testosterone, 
a�ect in�ammatory and immune responses (Begg 
and Taylor 2006; Lockshin 2006; Lockshin, 
forthcoming).

MENTAL  HEALTH

Although the overall rate of mental health disor-
ders in the United States is similar for men and 
women, researchers, clinicians, and even women’s 
rights advocates believed until the early 1990s 
that women su�er from higher rates of mental 
illness than do men (Chodorow 1978; Cleary, 
Mechanic, and Greenly 1982; Dohrenwend and 
Dohrenwend 1976, 1977; Gove and Tudor 1973). 
�is assumption was based largely on the higher 
prevalence of depression among women and the 
fact that more women than men sought care for 
mental health problems. In addition, clinical 
studies suggested that the gender di�erences in 
depression had a hormonal basis and were at least 
partly biological, while sociologists contended 
that the di�erences were due to gender inequali-
ties and restricted social roles.

However, �ndings based on the 1991 Epide-
miologic Catchment Area Data (ECA) revealed 
that there are no large gender di�erences in the 
overall prevalence of major psychological disor-
ders, whether one compares prevalence rates for 
one month, six months, a year, or a lifetime (Kes-
sler, McGonagle, Zhao, et al. 1994; Regier and 
Robins 1991; Regier et al. 1993). Ten years later, 
the �rst nationally representative mental health 
study, the National Comorbidity Survey (NCS 
1), con�rmed these �ndings (Kessler and Walters 
2002; Narrow et al. 2002).

�e discrepancy with respect to prior �ndings 
is partly the result of the development of more 
rigorous research methods and of previous stud-
ies’ focus on rates of depressive and anxiety disor-
ders, which are higher among women; the ECA 
and the NCS included substance abuse, which is 
more common among men. �e interpretation 
of the overall gender di�erences in mental health 
changed radically in light of new information on 
the full range of mental health disorders from 
these population-based studies. �e new insights 
into men’s and women’s mental health re�ected 

a typical pattern of scienti�c progress resulting 
from challenges to prior �ndings along with the 
application of more rigorous methods to answer 
both old and new questions.

In our discussion of gender di�erences in men-
tal health, we focus on depression and substance 
abuse because they represent disorders with sub-
stantially di�erent prevalence rates among men 
and women and because they create an enormous 
health burden (Kessler, Barker, et al. 2003). �e 
World Health Organization (WHO) ranks major 
depression and substance abuse among the most 
burdensome diseases in the world (WHO 2002). 
Moreover, a growing body of research links de-
pression and serious psychological distress with 
physical health (Pratt 2009; Whang et al. 2009), 
further illustrating the need to consider the in-
teraction between physical and mental health in 
unraveling the puzzle of gender di�erences in 
health.

DEPRESSIVE  D ISORDERS

Women’s rates of depressive disorders are 50 to 
100 percent higher than men’s (Gove and Tudor 
1973; Kessler, Barker, et al. 2003; Kessler, Ber-
glund, et al. 2003; Mirowsky and Ross 2003). 
Until the recent men’s health movement, wom-
en’s disproportionately high depression rates gen-
erated the erroneous impression that men were 
comparatively immune to depression (Courtenay 
2000a, b). Clinicians’ underdiagnosis of men’s 
depression has been linked to a combination 
of gender di�erences in the causes and symp-
toms of depression, men’s unwillingness to seek 
help for such feelings, as well as men’s tendency 
to cope with sadness and loss through drinking 
and drug use and through acting-out and risk-
taking behaviors (Bird and Rieker 2008; Chino 
and Funabaki 1984; Courtenay 2000a, b; Nolen-
Hoeksema 1987, 1990). When symptoms of de-
pression are acknowledged and diagnosed, men as 
well as women appear to seek treatment (Nazroo, 
Edwards, and Brown 1998; Rhodes et al. 2002).

Although men and women do di�er in the 
age and rates of onset of depression (young males 
have higher rates until early adolescence), the 
gender gap appears to be greatest during the re-
productive years (Bebbington 1996; Piccinelli 
and Wilkinson 2000). Moreover, while cross-
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sectional studies indicate that once major de-
pression develops, the course is similar for both 
genders (Kessler, McGonagle, Swartz et al. 1993; 
Wilhelm, Parker, and Hadzi-Pavlovic 1997), sev-
eral longitudinal studies have reported that girls 
and women have longer episodes and higher rates 
of recurrent and chronic depression (Aneshensel 
1985; Ernst and Angst 1992; Keitner et al. 1991; 
Kornstein et al. 2000; Sargeant et al. 1990; Wi-
nokur et al. 1993). What is clear is that women 
have consistently higher lifetime prevalence 
rates for depression, and that depressed women 
are more likely than are men to have comorbid 
anxiety (Gregory and Endicott 1999; Kessler, 
Berglund et al. 2003), while men are more likely 
to have comorbid substance abuse or dependence 
(Endicott 1998; Kessler, Berglund et al. 2003). 
However the determinants of these gender di�er-
ences and how they are related to substance abuse 
and other mental health disorders is unclear (Pic-
cinelli and Wilkinson 2000).

SUBSTANCE  ABUSE  D ISORDERS

Men have signi�cantly higher rates of alcohol 
and drug use, abuse, and dependence, as well as 
antisocial behavior disorders, than do women 
(Kessler, McGonagle, Zhao et al. 1994; Regier 
et al. 1993). In fact, the prevalence of substance 
abuse disorders in men and women is the reverse 
of that seen for depression. �e gender di�erence 
in prevalence of substance use is smallest among 
adolescents, increases with age, and varies by 
type and level of drug use (Kandel, Warner, and 
Kessler 1998).

Although those who initiate substance use 
earlier in life are more likely to continue using 
and to become de pen dent, not all users in any 
age group become de pen dent (even with highly 
addictive substances). With the exception of to-
bacco, lifetime dependence rates are considerably 
higher for men than for women (Kessler, Crum 
et al. 1997; Kessler, McGonagle, Zhao et al. 
1994; Kessler, Nelson et al. 1996). It is unclear 
whether the gendered patterns in dependence 
among users are due to greater use of alcohol by 
men and of psychotherapeutics by women, or to 
other biological and environmental factors that 
vary by drug type (see Pescosolido et al. 2008 for 
a detailed and nuanced analysis of the pathway 

to alcohol dependence in men and women and 
the complex interplay between social and genetic 
in�uences). However, extensive comorbidity ex-
ists between drug and alcohol disorders, as well 
as with other psychiatric disorders in both men 
and women, especially in those with a major de-
pressive disorder (Kessler, Berglund et al. 2003; 
Kessler, Nelson et al. 1996).

�e emerging �eld of men’s studies recog-
nizes that while gender roles advantage men in 
some ways, they disadvantage them in others, 
and that not all men are equally advantaged nor 
are all women equally disadvantaged (Cameron 
and Bernardes 1998; Harrison 1978; Kimmel 
and Messner 1993; Pleck 1983, 1984; Pleck and 
Brannon 1978; Rieker and Bird 2000, 2005; 
Sabo and Gordon 1995). Work by Courtenay 
(2000a, b) and others has also begun to reexam-
ine the role of masculine identities in the develop-
ment of men’s unhealthy and risky behaviors and 
subsequent mental and physical health problems. 
Other research has focused on stressors to which 
men are either more exposed or potentially more 
vulnerable, such as those in the workplace and in 
the military (Connell 1987; Jaycox 2008; Levant 
and Pollack 1995; Sabo and Gordon 1995). For 
instance, combat duty, which continues to be 
more common for men, puts soldiers at risk for 
post-traumatic stress disorder (PTSD), whereas 
physical and sexual abuse remains the most likely 
PTSD risk factor for women (Rieker and Carmen 
1984).2 In contrast, the stress associated with be-
ing unemployed can di�er depending on one’s 
options and constraints: unemployed women 
frequently have access to more socially accept-
able roles than men do, including caregiver and 
housewife, which are more highly stigmatized 
for men and may therefore lead to greater stress 
or simply deter men from considering or accept-
ing these roles (Lennon 2006). �e high rates 
of combat duty in recent and ongoing wars and 
con�icts, along with the high current rates of un-
employment, provide an important opportunity 
for much-needed research to better understand 
vulnerability to depression and PTSD and to 
learn more about how to provide better care to 
men and women a#icted with these debilitating 
disorders. Such research can also inform theories 
that explain both male and female psychological 
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health and illness and the ways these gender pat-
terns vary across race, class, and ethnicity.

Pathways and Mechanisms 

Underlying Gender Di!erences

Although social and biological pathways to ill-
ness and the mechanisms connecting them with 
gender di�erences in health are relatively unex-
plored, we would like to suggest some topics that 
warrant attention. For example, a growing body 
of research demonstrates that mental and physi-
cal health are deeply intertwined. �us, not only 
can physical health problems cause symptoms 
that appear to be attributable to one’s mental 
health or current mental state (such as fatigue, 
hopelessness), but also mental health conditions 
can exacerbate physical health problems, and 
serious or chronic physical health problems can 
lead to depression or anxiety. Understanding re-
lationships between physical and mental health 
is relevant to researching and explaining health 
trajectories, identifying opportunities for inter-
vention, and recognizing the full bene�ts of such 
interventions in terms of reduced morbidity and 
mortality.

Impact of Health Behaviors on Physical 

and Mental Health

Health behaviors are a primary pathway through 
which psychological distress and depression im-
pact health. For example, a longitudinal study of 
patients with stable cardiovascular disease found 
that the association between depressive symp-
toms and subsequent cardiovascular events was 
explained in part by di�erences in health behav-
iors, including smoking, alcohol use, and level of 
physical activity (Whooley et al. 2008). Individu-
als with more depressive symptoms at baseline en-
gaged in fewer positive and more negative health 
behaviors and consequently faced an increased 
risk of cardiovascular events.

Gender di�erences in both mental health and 
self-care may exacerbate the problem of negative 
e�ects of psychological distress and depression on 
speci�c health behaviors. In particular, although 

women engage more often in self-care behaviors 
than men do, they are somewhat less likely to 
engage in regular physical activity. Moreover, de-
pressed mood may reduce any female advantage 
in health behaviors, as women typically begin to 
drop self-care behaviors before decreasing their 
caring for others (Rosen�eld 1999). Depressed 
mood and other mental health problems may 
similarly a�ect men and women by reducing 
positive health behaviors, even though men and 
women engage on average in somewhat di�er-
ent positive behaviors (Reeves and Ra�erty 2005; 
Whooley et al. 2008).

Recent research also suggests that some nega-
tive health behaviors play a central role in gender 
di�erences in health. For example, Grundtvig 
and colleagues (2009) examined data from 1,784 
patients admitted for a �rst heart attack at a hos-
pital in Lillehammer, Norway. �eir retrospec-
tive study found that on average men had their 
�rst heart attack at age seventy-two if they didn’t 
smoke, and at sixty-four if they did. In contrast, 
women in the study had their �rst heart attack 
at age eighty-one if they didn’t smoke, and at age 
sixty-six if they did. If supported by prospective 
studies, their data suggest that smoking drasti-
cally reduces gender di�erences in age at �rst 
heart attack, narrowing women’s advantage from 
nine to merely two years. Grundtvig speculated 
that smoking may lead to earlier onset of meno-
pause in women, reducing the length of women’s 
premenopausal protection from heart disease. 
�us smoking represents a negative health behav-
ior that is frequently used in part as a means of 
coping with stress, but that also interacts di�er-
ently with men’s and women’s biology to increase 
their health risks. Other health conditions related 
to health behavior and cardiovascular disease 
have also been found to have a greater negative 
e�ect on women’s health than men’s. For ex-
ample, diabetes in particular has been found to 
outweigh (and even eliminate) women’s other-
wise lower cardiovascular risk prior to menopause 
(Kannel and Wilson 1995; Sowers 1998). In 
regard to diabetes, Lutfey and Freese (2005) use 
ethnographic data to provide an in-depth analysis 
of the mechanisms that perpetuate disparities in 
diabetes treatment regimens, including some dif-
ferences between men and women.
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Social Norms, Biology, and Gendered Behaviors

As West and Zimmerman (1987) argued, a cost 
and consequence of living in a social world is the 
ongoing process of doing gender. Speci�cally, indi-
viduals are expected in innumerable social circum-
stances to express themselves in gender-appropriate 
ways (Ridgeway and Smith-Lovin 1999; Taylor et 
al. 2000). While gender roles have become far less 
circumscribed over time, gender scripts remain 
and are obvious even in �tness recommendations 
(Dworkin and Wachs 2009). Moreover, behaving 
and communicating in ways that are seen as gen-
der appropriate are rewarded in subtle ways.

Recent work suggests that men and women 
also have some physiologic di�erences that may 
complement the social norms to behave in gender-
appropriate ways. Partly in response to the ex-
tensive literature on the �ght-or-�ight response, 
most of which was theorized and studied in males 
(including animal studies), Taylor and colleagues 
(2000) began to study and write about the “tend 
or befriend” stress response, which they contend 
is supported by a hormonal response present 
only in females. �ey do not suggest that males 
are prevented from responding to stress with the 
same hypervigilance aimed at protecting and car-
ing for others they found in females, but that 
in females, oxytocin encourages these speci�c 
behaviors. Compared to men, women tend to 
engage in more nurturant activities designed to 
protect the self and others that in turn promote 
safety and reduce distress. Women also tend to 
create and maintain social networks that may aid 
in this process. �is gendered response to stress 
is encouraged and supported both socially and 
biologically (Ridgeway and Smith-Lovin 1999; 
Taylor et al. 2000). Unlike the �ght-or-�ight re-
sponse, which is hormonally present in both men 
and women, oxytocin in conjunction with female 
reproductive hormones and endogenous opioid 
peptide mechanisms supports the “tend and be-
friend” stress regulatory mechanism. Taylor and 
colleagues proposed that the attachment-care-
giving system forms the biobehavioral underpin-
nings of tending and befriending in response to 
stress. �ese in turn may contribute to di�erences 
in men’s and women’s CVD risk and mortality.

Pescosolido and colleagues (2008) provide 

another example in their study of how gendered 
stress reactions become part of the pathway to 
alcohol dependence. In their provocative �nd-
ings, they explicate the causal pathway through 
which the gene GABRA2 interacts with social 
factors to produce gender di�erences in alcohol 
dependence. Speci�cally, they conclude that “ge-
netic predisposition to alcohol dependence on 
GABRA2 is operative in men but not in women” 
(S192). �e genetic inheritance of GABRA2 can 
become triggered or suppressed through social 
patterns. Daily hassles, past stressors, and the 
coping response di�erentiate men and women 
regarding their propensity to engage in “escapist 
drinking.” �e researchers contend that drinking 
to excess in public is also more acceptable for men 
and that such behavior sets men up for greater al-
cohol dependence, which then can be attenuated 
or exacerbated by early childhood deprivation 
and family-based social support.

�us social processes and biological mecha-
nisms can interact in complex ways to produce 
observed di�erences in men’s and women’s health. 
Earlier explanations of women’s higher mor-
bidity hinged largely or exclusively on the nega-
tive consequences of female social and economic 
disadvantages (for a review, see Wingard 1984), 
whereas the explanations of women’s greater lon-
gevity focused solely on the hypothesized biologi-
cal advantages of hormones (see Ramey 1982). 
Yet each explanation applied to only a narrow 
portion of the complex di�erences in men’s and 
women’s health. As we have argued elsewhere, 
what is needed to advance research and under-
standing of gender di�erences in morbidity and 
mortality is a synthesis of social and biological 
theories and evidence. To begin to address this co-
nundrum, we introduced a model of constrained 
choice as a promising direction for understand-
ing and researching gender di�erences and other 
health disparities (Rieker and Bird 2005).

Constrained Choice: A Di!erent 

Way to View Health Disparities

Much of the recent work on health disparities fo-
cuses primarily on the contribution of socioeco-
nomic status. We take a broader perspective on 
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the range of factors that pattern individual lives. 
In so doing, we identify additional potential levers 
for addressing gender, racial/ethnic, and socio-
economic disparities in health. While population 
health and the health of disadvantaged subgroups 
are in part functions of the income dis tri bu tion 
in a society, it does not necessarily follow that in-
come redis tri bu tion is the most feasible and e�ec-
tive way to address such disparities. Nor is it clear 
that such e�orts would address gender di�erences 
in health or e�ectively resolve disparities among 
men and among women (James et al. 2009; Mur-
ray et al. 2006). While other countries (notably, 
the Nordic countries) have instituted a multifac-
eted series of policies a�ecting the dis tri bu tion of 
income, such policies are unlikely in the United 
States in the foreseeable future.

We o�er constrained choice as an alternative 
framework that recognizes a wider range of con-
tributing factors and thus identi�es additional re-
search foci and intervention points for improving 
individual and population health. Our approach 
is not intended to minimize the role of social 
inequalities in health or to emphasize individual 
behaviors over structural factors. To the contrary, 
we developed a framework that shows how struc-
tural constraints narrow the opportunities and 
choices available to individuals in both absolute 
and relative ways. In the extreme case, structural 
inequalities socially pattern health, creating or 
exacerbating particular gender, racial/ethnic, and 
socioeconomic disparities in health; for example, 
when discrimination creates di�erential opportu-
nities for speci�c groups, it enhances or protects 
the range of opportunities for some while con-
straining them for others. But discrimination is 
not the only factor that socially patterns the con-
straints that men and women (as a group or in-
dividually) experience in their  everyday lives and 
that also a�ect their health. While the impact of 
gender roles may be obvious —including di�er-
ences in the dis tri bu tion and nature of caregiving 
and other relationships at the level of family—the 
indirect health impact of decisions at the levels 
of community and social policy have received far 
less attention in research to date.

In Gender and Health (Bird and Rieker 2008), 
we presented the constrained-choice model to ad-
dress these gaps. �e multilevel model explains 

how decisions made and actions taken at the 
family, work, community, and government levels 
contribute to di�erences in individuals’ opportu-
nities to incorporate health into a broad array of 
 everyday choices. We argue that the unintentional 
and cumulative consequences of constrained 
choice socially pattern women’s and men’s lives 
in di�erential ways that impact their exposure to 
stressors, their health behaviors, and their physi-
ology. �erefore, we conclude that health is not 
only an individual responsibility but one shared 
by decision makers at multiple levels.

Levels and Processes of Constrained Choice

Individuals make  everyday choices that create 
health outcomes. Furthermore, they make these 
choices in the context of family, employment set-
tings, and community. For example, many young 
families must negotiate ongoing decisions on 
where to live, how to balance career with family 
life, child rearing, child care, and �nancial man-
agement. When attempting to meet these explicit 
priorities  every day, young families may make im-
mediate choices that are not health promoting. 
Consider a dual income family: over the course of 
a day a parent may choose to skip breakfast to en-
sure being able to drop a child o� at daycare and 
get to work on time. A parent may bring home 
a fast-food dinner in order to spend time with 
family rather than spend time cooking, or simply 
to get food on the table quickly to feed a hungry 
family. Similarly, a parent may choose to sleep less 
in order to spend time with children, manage the 
household, or complete work-related tasks. None 
of these actions are necessarily gender-speci�c nor 
may any of them as discreet, individual actions 
result in major health consequences. Yet when 
the wider context shapes and constrains opportu-
nities and choices, as it does in  everyone’s life to 
varying degrees, such trade-o�s can have cumu-
lative e�ects on health. �ese choices occur and 
play out in gendered ways, as men’s and women’s 
 everyday decisions and priorities di�er somewhat 
on average, due in part to di�erences in their 
social roles. Moreover, the consequences of such 
 everyday actions cumulatively a�ect health, and 
their impact depends in part on innate and ac-
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quired di�erences in men’s and women’s biology 
or genetic predisposition.

Our model of constrained choice includes 
three levels of or ga ni za tional context that can in-
�uence men’s and women’s health outcomes: social 
policy, community actions, and work and family 
(see Figure 4.1). �e model demonstrates how de-
cisions made within these or ga ni za tional contexts 
can limit the opportunities that individuals have 
to choose healthy behaviors. Two recent reports 
on racial and ethnic disparities in women’s health 
across the United States demonstrate clearly such 
constraints (James et al. 2009; Rustgi, Doty, and 
Collins 2009). �e model also acknowledges how 
the interplay between gendered health choices and 
sex-speci�c biological patterns and responses can 
shape morbidity and mortality outcomes. 

WORK  AND  FAMILY

Many of the di�erences in men’s and women’s 
lives are rooted in their work and family roles. 
Men and women are exposed to di�erent kinds 

of work, as well as di�erences in pay and other 
bene�ts. Occupations and social roles carry ex-
pectations, create routines of daily life, and es-
tablish norms of social interaction, all of which 
contribute to stress levels, health-related behav-
iors, and coping styles. For example, a role such 
as single parent or caregiver to aging parents or 
to children with special health-care needs can 
be time consuming and stressful, and these roles 
are more often performed by women. Moreover, 
both work and family roles include �exible or in-
�exible demands (such as urgent situations that 
require immediate attention) or routines that may 
not easily be combined with other obligations. 
Even for those who do not work from home, the 
boundaries between work and home life have be-
come increasingly blurred as technology makes us 
always available. While in theory this �exibility 
increases the possibilities for managing con�ict-
ing demands, it also reduces the physical and 
temporal boundaries between work and home life 
for both singles and couples.

Figure 4.1. Conceptualization of Constrained Choice
Source: Bird, C.E., & Rieker, P.P. (2008). Gender and health: The e�ects of constrained 

choices and social policies. New York: Cambridge University Press.
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Even though di�erences in men’s and women’s 
roles have diminished over time, the lingering dif-
ferences have cumulative e�ects on health and on 
the ways in which family decisions impact health. 
For example, compared to men, women typi-
cally acquire more health information and take a 
larger role in the health of their families. Clearly 
men and women continue to be di�erentially dis-
tributed across industries and workplaces, with 
more women in ser vice occupations and men 
more concentrated in manufacturing, transporta-
tion, and military work. Occupations and work 
environments di�er substantially in both the de-
mands placed on workers and the level of con-
trol individuals have over the speed and content 
of their work. Whereas some occupations and 
work environments provide manageable demands 
and healthy and supportive environments, others 
place substantial physical or emotional demands 
on employees. High-demand and low-control 
work has been shown to be particularly stressful 
in ways that impact health (�eorell and Kara-
sek 1996). Workplaces also di�er in the extent 
to which they provide work-life programs and 
policies that facilitate or even encourage positive 
health behaviors such as physical activity and 
healthy eating.

Some workplaces or work arrangements 
may indirectly promote destructive behaviors 
such as smoking, poor diet, or even excess alco-
hol consumption. For example, a British study 
demonstrated that working very long hours was 
negatively associated with women’s, but not men’s, 
health behaviors; among those who worked long 
hours, the women consumed more high-fat and 
high-sugar snacks, exercised less, and, if smokers, 
smoked more (O’Connor et al. 2005). �ere is 
generally less understanding about how men ex-
perience structural constraints, formulate their 
priorities, or respond to work and family stress, 
or about when and how, for example, they learn 
to turn to alcohol and drugs as forms of coping or 
self-care. Such information is essential to design-
ing gender-appropriate interventions to improve 
men’s and women’s health.

Norms of long work hours can a�ect the costs 
and consequences of achieving success at work by 
reducing the possibility of balancing work, family, 
and time for exercise and other positive self-care 

activities. In their insightful critique of the media’s 
role in selling the desire for perfect bodies rather 
than health and healthy behaviors, Dworkin and 
Wachs (2009) describe the di�erent priorities and 
time constraints on men’s and women’s health 
behavior and self-care. In describing the barriers 
women face after pregnancy and childbirth, they 
characterize paid work as the �rst shift, work in 
the home (child care, feeding oneself and the 
family, paying bills, and otherwise maintaining 
a household) as the second shift, and the time 
spent pursuing health and �tness regimens that 
allow for adherence to the latest bodily require-
ments as promoted in the media as the third shift 
(see also Dworkin 2001; Dworkin and Messner 
1999). Individuals, particularly those with long 
work hours or family caregiving responsibilities, 
typically �t exercise and other activities they view 
as health promoting into their schedules after 
addressing these other tasks and responsibili-
ties. �us, both theory and evidence suggest that 
women are more likely than men to minimize or 
forgo such self-care in response to the competing 
demands on their time and energy.

COMMUNIT Y  AC TIONS

In the constrained-choice model, “community” 
refers to both social networks of relationships with 
family, friends, and acquaintances at home and at 
work and the physical environment in which one 
lives. �us one can imagine these communities 
distributed on a continuum from supportive to 
draining, negating the e�ects of stress or exacer-
bating them or enlarging or diminishing options 
of many types. �ese social and physical envi-
ronments a�ect the ease or di!culty of men and 
women in meeting the demands of speci�c roles. 
However, the impact of living in a community 
at a given point along this continuum would on 
average di�er somewhat for men versus women, 
as they are di�erentially exposed to and impacted 
by available resources and stressors. For example, 
as noted earlier, men and women di�er in their 
exposure to speci�c daily stressors, which in turn 
a�ect their stress levels and responses due in part 
to gender di�erences in role activity and role ex-
pectations. At the community level, gender roles 
and responsibilities interact with resources and 
barriers such as employment opportunities or se-
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curity, the provision of child care and el der care 
(both as givers and recipients of each), mass tran-
sit, and public safety.

�e study of the impact of community or 
neighborhood on health is a rapidly growing 
transdisciplinary �eld of research. Yet research 
focused on assessing and explaining gender di�er-
ences in the links between neighborhood factors 
and mortality is just emerging. For example, Gra-
fova and colleagues (2008) found that economic 
and social environment aspects were important 
for men’s risk of obesity, whereas aspects of the 
built environment were more important for wom-
en’s. Similarly, Anderson and colleagues (1997) 
reported that the relationship between neighbor-
hood socioeconomic status and mortality var-
ied by age, gender, and race/ethnicity. Men and 
women typically live in the same neighborhoods, 
so unlike workplace e�ect, residential place ef-
fects are not related to gender segregation. Also, 
many studies have found gender di�erences in 
the link between neighborhood deprivation—an 
index generally based on unemployment, income, 
educational attainment, and utilization of public 
assistance—and health and mortality (Berke et 
al. 2007; Ross et al. 2007). Winkleby, Sundquist, 
and Cubbin (2007) found an association between 
higher neighborhood-level deprivation and both 
incident coronary heart disease and one-year case 
fatality for Swedish adults, with slightly stronger 
e�ects among women.

While such studies show that neighborhood 
e�ects contribute to gender di�erences in health, 
it remains unclear how neighborhood e�ects get 
under the skin. Men and women may di�er in 
their physiological responses to particular neigh-
borhood features partly through the possible im-
pact on health behaviors. For example, Ross and 
colleagues (2007) found metropolitan sprawl was 
associated with higher body mass index (BMI) 
for men, but the e�ect was not signi�cant for 
women. �is �nding may be explained by re-
search showing that men and women use neigh-
borhood features such as parks di�erently and 
that neighborhood walkability is more strongly 
associated with men’s walking (Cohen et al. 
2006; Moreno� and Sampson 1997). Other re-
search has shown gender di�erences in how men 
and women incorporate social support and social 

networks. For men, such in�uences are often 
more place based. For women, place of residence 
may not be as strong an in�uence as work, fam-
ily, and other social and role-related in�uences 
in their lives. Taken together, this work suggests 
that men’s health behaviors may be more strongly 
a�ected by characteristics of their residential 
environment.

SOCIAL  POLIC Y

Finally, the constrained-choice framework in-
cludes the impact of social policy, including fed-
eral, state, and local government decisions and 
policies. To illustrate this at the federal level, we 
explored the proposition that di�erent types of 
policy regimes formulate policies and regulations 
that directly and indirectly a�ect gender di�er-
ences in health. We used cross-national di�er-
ences in longevity and the gender gap in health 
behaviors to show how these policies  could dif-
ferentially increase the options and opportunities 
to for men and women to pursue health (see Bird 
and Rieker 2008, chapters 3 and 6). Obvious 
examples of social policies that a�ect health are 
universal day care, universal access to education, 
and retirement bene�ts not tied to employment 
or retirement bene�ts that a�ect continued em-
ployment. Such policies provide an economic 
safety net through a variety of public and private 
mechanisms and assure at least a minimum level 
of income and health-care access for a country’s 
citizens. In addition, for a more general discus-
sion emphasizing the value of integrating and 
the need to integrate medical sociology and so-
cial welfare theory, see Olafsdottir and Beck�eld 
2009.

�ese policies can have intended and unin-
tended di�erential e�ects on men’s and women’s 
lives regardless of whether policy makers assume 
the genders are the same or di�erent. However, the 
more critical issue is how much responsibility the 
state assumes for protective public health regu-
lations and especially for family well-being and 
child care, and how much remains the responsi-
bility of individuals and families. For example, 
in social dem o cratic regimes such as the Nordic 
countries, where the state has more responsibility, 
both longevity and health status are better than 
in liberal regimes such as the United States and 
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Australia, where social policies rely on the mar-
ket and where health care is tied to employment. 
Other examples concern antismoking and alcohol 
regulations enacted at the country or state level 
and the demonstrable e�ects these have had on 
declines in smoking rates and alcohol abuse (see 
Bird and Rieker 2008, chapter 6).

Consider also, for example, how in the United 
States the current recession has had a far greater 
e�ect on men’s employment to date than on 
women’s, due largely to the job losses in manufac-
turing (U.S. Department of Labor 2009a, b, c), 
resulting in the highest gender gap in unemploy-
ment in U.S. history (10 percent for men vs. 7.6 
percent for women in April 2009). However, 
women are more highly represented in the part-
time work force, which o�ers fewer bene�ts; thus 
a combination of recent economic trends and 
employment policies di�erentially a�ect men’s 
and women’s exposure to job and income loss 
and the related risk of loss of health insurance. 
Ironically perhaps, within families, higher rates 
of unemployment among men increase pressure 
on women to �ll the role of breadwinner, despite 
their lower average incomes and di�erences in av-
erage work hours and bene�ts (Hartmann 2008; 
Lorber 1995; Risman 1998). Moreover as Heidi 
Hartmann (2008) noted in her congressional tes-
timony on the impact of the current economic 
downturn on women: “A recession or weak job 
growth will only exacerbate the problems that 
face mothers who want and need to work but 
must �nd work that is compatible with their 
families’ needs.”

Loue (2008) notes that our cross-national 
comparison of health and economic indica-
tors “underscores the irony of the position of 
the United States: even as we emphasize indi-
vidual choice and responsibility for health, we 
fail as a nation to address and rectify the larger 
constraints that constitute barriers to opportuni-
ties and impediments to choice.” �us while our 
work to date has focused on the ways in which 
the social or ga ni za tion of men’s and women’s lives 
contributes to gender di�erences in health, our 
constrained-choice model clearly applies to ra-
cial/ethnic and socioeconomic health disparities 
as well. For example, di�erences in opportunities 
shape the trade-o�s and choices made by racial 

and ethnic minorities—from where to live and 
what job to take, to who is responsible for car-
ing for children and the el derly (Bird and Rieker 
2008). �us, we argue that the constrained-
choice framework is also relevant to understand-
ing and intervening on racial/ethnic disparities 
in health. An explanation of the complex link 
between gender and health behaviors cannot be 
complete without addressing the relationship of 
SES to healthy lifestyles and to health over the 
life course, but that broader discussion is beyond 
the scope of this chapter.

Future Research Questions 

and Issues to Consider

�e idea that decisions and policies at multiple 
levels a�ect health is not new. Researchers, em-
ployers, public health o!cials, and policy makers 
use both implicit and explicit ecological models 
to understand and estimate the health e�ects of 
speci�c decisions and to identify individual, envi-
ronmental, and population-based ways to reduce 
risk and unsafe behaviors. However, such models 
and health improvement e�orts seldom focus on 
whether and how pathways and e�ects may di�er 
by gender.

What do constrained-choice and gender-
based analysis have to contribute to the study 
of health disparities and ultimately to popula-
tion health? �ey can provide an understanding 
of how decisions made and actions taken at the 
family, work, community, and government levels 
di�erentially shape women’s and men’s health-
related priorities, opportunities, and choices. 
�is is not to suggest that individual health and 
behavior are fully determined by external forces, 
but that priorities and decisions beyond the level 
of the individual can reduce the latitude or sense 
of agency individuals have and the options they 
perceive in  everyday life to pursue health. Clearly, 
many regulatory mea sures such as protecting and 
improving air quality and assuring a clean water 
supply or the safety of food and other products 
are largely beyond the reach of most individuals. 
�us, we view constrained choice as a platform 
for prevention where the intention is to create a 
di�erent kind of health consciousness, one that 
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recognizes the role of di�erential gender con-
straints as an additional means for improving 
population health, both among individuals and 
decision makers at all levels. Moreover this model 
includes consideration of how racial/ethnic and 
socioeconomic constraints interact with sex and 
gender to produce health disparities among men 
and among women. As a research framework, it 
calls for transdisciplinary and comparative ap-
proaches at a variety of levels, and for studies that 
take into account the longer-term costs of poli-
cies that damage or undermine health, as well as 
the bene�ts of policies that foster health.

Recognizing the contributions to both in-
dividual and population health and to health 
disparities of decisions made at multiple levels 
beyond the individual raises key questions for 
researchers, clinicians, and policy makers. For 
example: Whose responsibility is health? Are pro-
tective mea sures, preventive behaviors, and the 
costs and consequences of poor health practices 
the province of individuals, families, the work-
place, communities, states, or some combination 
of these? How such questions are answered has 
rami�cations for improving population health 
and studying gender and health (see for example 
Walter and Neumann 2009 on how advances in 
gender sensitivity and analysis can a�ect health).

Other key questions seldom raised are: How 
can we mea sure the contribution of social, politi-
cal, and economic policies to gender di�erences in 
health? How important are nonhealth policies for 
improving population health and preventing ill-
ness? How do we account for health-care access 
and quality within a constrained-choice framework 
(see Banks et al. 2006 and Schoeni et al. 2008 for 
an elaboration of some of these issues)? How do 
such policies interact with advances in biomedi-
cal science and technology to produce health? Al-
though not focused on gender, others have been 
thinking about these topics as well. For example, 
Phelan and Link (2005) address the bidirectional-
ity of biomedical processes and social phenomena 
in a way that resonates with our model. �ey ar-
gue that over the past century biomedical science 
and technology advances have made it possible 
for individuals to avoid some diseases and live 
longer, thereby transforming disease patterns and 
increasing human control over health. �e added 

control makes understanding social factors even 
more important for improving population health 
through a “social shaping” approach (Link 2008). 
Link also notes that “when humans have control, 
it is their policies, their knowledge, and their be-
haviors that shape the consequences of biomedical 
accomplishments and thereby extant patterns of 
disease and death” (36). 

We contend that constrained choice along 
with gender-based research can lead to better 
science. �is approach provides an opportunity 
to explore biological and social pathways and 
mechanisms together as gender opens a window 
into biological processes, which is not the case 
with race/ethnicity and SES. However, if we 
start with gender and examine the intersectionali-
ties with race/ethnicity and SES, then constrained 
choice can provide a glimpse of the pathways and 
mechanisms that create gendered health behav-
iors and outcomes (see Loue 2006 for a discus-
sion of methods and mea surement issues in such 
sex/gender research). Moreover there are a variety 
of ways and levels at which gender di�erences 
can be addressed. Brie�y, research can be focused 
on: disease patterns; a speci�c disease or biologi-
cal and genetic predispositions; health behaviors; 
comparative social regimes and health status; 
employment patterns; di�erential stress exposure 
and responses; and social networks. �ese topics 
can be studied as variations within a country, as 
cross-national comparisons, or as some combina-
tion of these.

Research such as what we are advocating is 
already under way. �ere is considerable momen-
tum to include both biological and social factors 
in health studies, a trend observable in both re-
search and policy domains where gender-based 
analysis is promoted (see for example Fausto-
Sterling 2008, 2005; Johnson, Greaves, and 
Repta 2007, 2009; Klinge 2007; Lohan 2007; 
Spitzer 2005). �ese e�orts will substantially ad-
vance understanding of the biological and social 
circumstances and identify pathways and mecha-
nisms that expose men and women to harmful 
stress levels or that place them at risk for adopt-
ing unsafe health behaviors that contribute to 
di�erential outcomes. Pescosolido and colleagues’ 
(2008) analysis of the intersecting biological and 
social pathways to gender di�erences in alcohol 
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dependence provides one very promising example. 
�ese authors not only examine the genetic and 
social interaction empirically but also address 
the implications of the �ndings for sociological 
theories. Extending this thinking to gender-based 
analysis and theories would advance our knowl-
edge of these phenomena.

If sociologists seek to improve population 
health and reduce health disparities by in�u-
encing the broad range of decisions that occur 
beyond the level of the individual but a�ect op-
portunities to pursue a healthy life, there is much 
work to be done. �e next phase of gender and 
health comparison work should include the ap-
plication of the constrained-choice framework 
to various research agendas. Decision makers at 
all levels need actionable evidence from gender-
focused, generalizable studies on the health ben-
e�ts or costs of speci�c choices and policies. �is 
approach requires analyses of the health e�ects 
of particular policies that provide clear directives 
for action beyond the provision of and access to 
health care. For example, where work to date has 
typically sought to capture the short-term, and in 
some cases longer-term, economic costs of policies 
as diverse as education, employment, and trans-
portation, constrained choice suggests that assess-
ing and reporting the prob able health impacts 
would allow policy makers to take population 
health e�ects into account and to value health in 
considering the trade-o�s among policy options 
(Schoeni et al. 2008). In a society where future 
prosperity depends on the health and well-being 
of the population, researchers have tremendous 
new opportunities to inform policy decisions 
and a responsibility to take into account whether 
and how speci�c policies will a�ect population 
health. Attention to the di�erences in men’s and 
women’s lives can further assure that policies will 
not inadvertently exacerbate these di�erences or 
contribute to health disparities among men or 
among women.

Notes

1. �e Canadian Medical Association Journal devoted 
a special issue (March 13, 2007) to the knowledge 
gap in understanding the sex-speci�c di�erences 
in the epidemiology of CVD. For example, in one 
article Pilote and colleagues (2007) conclude that 

the knowledge gap might explain why cardiovascular 
health is not improving as rapidly among women as 
it is in men, and that the regional/country gender 
di�erences in CVD incidence may result from an 
interaction between sex- and gender-related factors.

2. Although both combat duty and exposure to 
sexual abuse are PTSD risk factors for both men 
and women, their exposure rates di�er by gender. 
However, women’s increasing presence in combat 
roles and a growing recognition of the prevalence 
of sexual abuse of boys by clergy members may be 
narrowing these long-standing di�erences.
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