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Gender differences in health are increasingly examined from
a structuralist perspective predicting that similar social con-
ditions are likely to elicit similar health outcomes’. In other
words, determinants of women’s and men’s health, such as
their living conditions and health-related behaviours, can be
understood in terms of their social position as well as their
social roles.

The origins of a structural understanding of the production
of men’s and women’s health can be traced back to the Par-
sonian analysis of the sick role according to which women
more easily than men adopt the sick role’. Since it is socially
and culturally more acceptable for women to be ill, they re-
cognise and express more illhealth, and seek more profes-
sional help’. A consequence of this view of women as “ex-
pressive” and men as “instrumental” was a “normalisation”
of gender differences in health, encapsulated in an universal
generalisation: “women sicker, but men die quicker”.

The early analyses were strongly influenced by the “Ameri-
can values” advocated by Parsons. Although functionalist
and conservative in content, the Parsonian tradition was ne-
vertheless the starting point for a serious sociological analy-
sis of gender differences in health. From the 1960s on femi-
nist ideas influenced the Parsonian analysis of gender and
health.

A revival of interest in gender differences in health in the
1990s has increasingly questioned the taken-for-granted gen-
eralisation, and we can agree with Macintyre et al.* who
“were struck not by the consistency of female excess in re-
ported illhealth, but by the lack of the predicted female ex-
cess and by the complexity and subtlety of the pattern of gen-
der differences...”. The structuralist perspective provides op-
portunities for a deeper understanding of the observed gen-
der patterns in health by looking at men and women as oc-
cupying different social structural positions and roles®=5,

A stream of research in the USA has emphasised for women
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their roles as determinants of health®. For men, in contrast,
their structural and social class positions have been emphas-
ised as major determinants of health. However, gender roles
are changing and this is exemplified by women increasingly
entering the labour market. As a consequence, women are
gaining more economic independence and their roles as well
as structural and class positions are changing in most coun-
tries. Therefore, an examination of the social determinants
of women’s and men’s health must combine key aspects of
the social position, including social class, employment
status, material living conditions, and domestic and marital
roless.

A combined approach, that of “multiple roles” as determi-
nants of particularly women'’s health® ', suggested that
women combining roles as a parent, spouse, and employee
were excessively burdened and therefore reported poor
health. The potential structural advantages of multiple roles
were overlooked, and a contrasting approach suggested that
employment and marriage provide additional sources of
material and social support as well as self-esteem, and there-
fore employed and partnered women would report better
health than their non-employed counterparts.

By now, most studies are in accordance with multiple roles
being associated with good rather than bad health. On the
one hand, this can be accounted for by structural advan-
tages of multiple role occupancy producing good health. On
the other hand, recruitment to different social positions and
roles is likely to be selective due to a “healthy worker effect”
as well a “healthy married” and “healthy mother” effectL.
In other words, women and men with good health are in an
advantageous position at the labour market as well as at the
“marriage market”. Furthermore, women giving birth to a
baby tend to be healthier than those not giving a birth.
Although the health advantages of multiple roles seem ob-
vious, countries are different in the extent to which they
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support women (and men) combining being a parent and
an employee”. The less economic and other support for
childcare and parenting, the less likely are the advantages

of combining multiple roles.

Evidence from comparisons of women’s and men’s health in
two different welfare states, i.e., Britain and Finland, is illus-
trative. In both countries employed women and men have
better health than their non-employed counterparts. Finland
provides an interesting case, since women, even when they
are having small children, are full-time employed nearly as
often as men. Women with dependent children and employ-
ed women in Britain and Finland have as good or better
health than other women'. Being without paid work is a
health disadvantage, and this is seen particularly clearly in
Britain. Housewives and unemployed women in Britain
have much poorer health than employed women. Looking
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furthermore at lone mothers’ health we find that in different
countries this group shows a particularly poor health'> 5.
However, in Britain a greater part of the health disadvantage
of lone mothers is because of their disadvantaged social
structural position.
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