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The Observatory on Women’s Health (OWH) has been part of the
Directorate General of the Ministry of Health and Consumers’ Affairs’
Quality Agency since 2004. It targets gender based health inequalities,
aiming at promoting their progressive disappearance. It acts in a
participative and cooperative manner in order to generate and disseminate
the kind of knowledge that may enable analysis from a gender perspective
and promote integration of both equity and a gender approach in health
policies and systems.
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Foreword

This report is in keeping with the Ministry of Health and Consumers’
Affairs’ line of action that targets the mainstreaming of gender central role
in healthcare policies, a highlight featured for the last three years.
Furthermore, it is one of the goals outlined in the Quality Plan for the
National Health System.

This second report is also among the Spanish Government’s main
undertakings, specifically developing Organic Law 3/2007 of 22 March for
the effective equality of women and men that in its Article 27 commits to
the «integration of the principle of equality in health policies».

In order to guarantee the enforcement of the right to health in equal
opportunities this Law among other purposes, compels to promote the sort
of scientific research that may provide for differences in the health of
women and men, encouraging as far as possible disaggregation by sex to
enable study of all data contained in records, surveys, statistics or medical or
healthcare information systems of any kind. as well as to promote a well-
balanced presence of women and men in managerial and professional-
responsibility-involving posts throughout the National Health System. On
the other hand, it establishes that professional training of healthcare
organizations’ personnel be provided under the principle of equality.

It is thus for me a real pleasure to present this document that, though
referring to 2006, advances some of the aspects of the Law passed in 2007.

Whereas the previous report focused on general aspects of the connections
between health and gender, this year’s highlights health in women and
men’s central ages of life.

The range of relevant situations to be discussed under the gender in health
perspective undoubtedly stretches beyond what we here present. However
and for reasons of usefulness and information availability, some aspects fail
to get a mention but may well be dealt with in reports to come.

This report aims at analysing, from a gender perspective, the health of
women and men in the central stages of their lives, which involves rendering
visible situations of inequality never studied before. It also contributes fresh
proposals for newly started research into the knowledge of health and

HEALTH AND GENDER 2006 REPORT 13



opens new ways of improvement in the healthcare field that may result in
higher quality and equity in the health system as a whole and may better
citizens’ health.

The Report is organised in six chapters. The first one includes the
conceptual framework on health, gender, life cycle and maturity. In second
chapter biopsychosocial gender determinants with an impact on health are
dealt with in depth.

Issues addressed in next chapters are demographic changes, perceived
health, population health complaints, morbility attended to in primary and
hospital care and early mortality, medicalisation of middle-aged women’s
health and gender role impact on women’s health when undertaking other
people’s care. Sex differences have been singled out for each of the issues to
explain when applicable how they translate into gender inequalities.

The last chapter closely approaches women’s role in the healthcare
professional career, highlighting the fact that despite its feminisation, men’s
presence is still stronger as far as greater responsibility posts are concerned.

Some conclusions and proposals close the report, materialising in the
Ministry’s making specific commitments to continuing its endeavour to
improve women and men’s health and diminish inequalities in health
arising from gender.

BERNAT SoR1A EscoMms
Minister of Health and Consumers’ Affairs
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Highlights

This report analyses the Spanish population’s health in the central stages of
life and its link with the healthcare system from a gender perspective. It aims
at contributing to the description and understanding of inequalities with a
view to promote equity in health and analyse the gender determinants that
influence women and men’s health outcomes.

It focuses on the central ages of life, regarding these as the period
stretching from age 45 to 65. This is a segment of population that, as a
result of the increase in life expectancy, is seeing its life cycle redefined
which entails a necessary redefining of the relevant health approach. The
situation of this age group that corresponds to the middle-age stage in the
life cycle, needs thorough examining with the purpose of giving responses
to these generations whose health needs are changing keeping pace with
modern life transformations. All this will be better understood in the light
of gender analysis as health pathways for women and men differ greatly at
these ages. In this group, gender inequality combines with age arisen
discrimination in a society that idealises youth, with which middle-aged
women are given an even further underprivileged position in terms of
health and quality of life.

Inequalities at these stages of life not only surface in quality of life
and ways of falling ill of women and men but in their different link with
healthcare resources. The health-disease process is conditioned on the one
hand by socioeconomic and productive factors in such a way that the
lower the level the worse the outcome in terms of health indicators. On
the other, it is influenced by psychosocial factors arising from gender
models and roles, which determine the different ways of life and duties,
this giving rise, in turn, to different ways of falling ill for the sole fact of
being man or woman.

For both women and men the dichotomic combination of socialising
along modern and traditional lines in terms of gender entails important
consequences for their health. For females, the overload brought about by
care, reproductive and non-paid work, subordination, dependence, abuse,
maltreatment and gender violence on top of doubled or tripled timetables,
new family models, patterns of social and personal success, all revolving
around competitiveness, exemplary body ideal and eternal youth, may
explain their feeling worse and with lesser expectations of a healthy life. As
for males, display of strength and retaining power-based relations on
the one hand, and the ideal of success and competitiveness on the other also
explain the ways they live and fall ill.
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It stands as true that even though women live longer, their subjective
perception of their own health is worse. Broadly speaking, men present
more serious and fatal illnesses, while women get increasingly pestered by
chronic ailments that have a negative repercussion on their assessment on
their own health. According to preliminary data from 2006 National Health
Survey, when it comes to assessing their own health, 46.1% of women find
their health to be between poor and very poor, in contrast with 36.9%
of men.

More men get admitted to hospital and die prematurely whereas both
60% of the chronically ill population and 56% of the limited for daily life
are women. As a matter of fact disability rates in women outnumber those
in men by 10 points.

Main causes of death among women and men are tumours —breast
among women and lung among men— and cardiovascular diseases. Death
rates by tumours in men tend to double occurrence among women and to
triple that attributable to cardiovascular diseases.

The Report’s main conclusions show that premature death is higher
among men, especially mortality due to risk-conduct-associated diseases,
as a consequence of gender-related socialising models. Men and women
endure and manifest their ailments differently. Women live longer but
have a worsened perception of their state of health and though the type
of chronic complaints is similar for both sexes, frequency among women
doubles and triples that of men in all main categories (osteoarthritis
and rheumatoid trouble, bad circulation, headaches, migraines and
depression). Also, possibilities of improvement have been identified in
the care to women suffering cardiovascular diseases regarding both
perception of the risk of suffering from one and healthcare professionals’
attitudes in connection with early detection and optimisation of relevant
treatment.

Climacteric is often viewed as decline and loss of femininity but most
of its related ailments bear relation to gender socialising processes and not
to biological changes. Most of the care burden falls on middle-aged people’s
shoulders and is unevenly distributed between men and women. Women'’s
being overburdened with functions takes a toll on their health.

This stage of life often coincides also with professional maturity.
On analysing the professional healthcare field it becomes apparent that
despite its feminisation, presence of men in higher responsibility posts is
stronger.

As regards proposals for action, we envisage: continuing the
promoting of research in health and gender; contributing to encourage the
gender approach in health care and in health programmes for middle-aged
people; developing informative and educational material targeting the
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elimination of gender bias and medicalisation of the healthcare provided to
middle-aged women and men; developing and disseminating information
for the general population; including the gender approach in the ischemic
cardiopathy strategy; and studying distribution of men and women among
healthcare personnel.
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1. Conceptual framework

1.1. About health

Since its constitution in 1946, the World Health Organization (WHO) has
conceived health as a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity. In accordance with this
notion, safeguarding health not only involves attention to illness but mostly
prevention and comprehensive care, as well as the need to address all
factors that play a role when attaining the best possible quality of life is the
aim. Commitment with the population health shall then have to see to the
combination of a series of biological, psychological and subjective, social,
cultural, demographic, political and economic factors, insofar as they act as
determinants of this well-being.

There have thus been attempts at different levels to promote
healthcare and research policies consistent with this approach. Such is the
case of the European Union (EU) that along the lines of WHO,
mainstreams research and prevention and develops community action
programmes in the fields of public health, consumers’ protection and
environment, amongst others.

Now then: how is this well-being attained? «Health is the outcome of
the process in which human life evolves, and where both biological
conditions that materialise in the physiological body functioning as well as
all impacts caused by conditions of the social context during interaction of
the individual with their environment and the particular way in which each
person lives their own experiences» (Velasco, 2005). It is a well-known fact
that the frontier between health and disease is a social construction that
depends on historically determined values about health, which translate
into different conceptualisations of unwellness. It follows from the global
definition of health that the state of health has to be established through
standards arising, in broad terms, from the social context, this including not
just variable conditions stemming from sex, age or ethnic group but also
from culture, social class, education level, working or co-habitational
situation, etc., as well as from vital processes each person goes through and
their personal experiences and subjective perception.

A theoretical framework of biopsychosocial health (Engel, 1977 and
1980; Tiz6n, 1988 and 1995; Borrel i Carrid, 2002) enriched with such a wide
and comprehensive conceptualisation of the concept of health proves
essential, when health is intended to be addressed from a gender
perspective (Velasco,2006a) as gender is precisely a category that serves the
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analysis of both social constructions on women and men and how social
representations are interiorised by individuals as mandates over ideal
models (Tubert, 2005; Gonzédlez de Chévez, 1998). What in gender affects
health belongs to the field of sociocultural and psychological spheres and it
is hence necessary to render them visible in order for their influence on
women and men’s health to be addressed.

In short it is a question of using a concept of health as the process
determined by biological, socioeconomic and cultural factors as well as by
psychical, subjective and gender-related ones that may be analysed using
indicators suitable for describing all the said aspects that integrate it and
that may be taken in consideration when developing strategies, in terms of
health, for all individuals.

1.2.  About the gender perspective

The intellectual concept of gender is attributable to Simone de Beauvoir in
1949 —according to Virginia Maquieria (2001) and many other authors
when discussing the concept genealogy—, when she pronounced her
famous statement «you are not born a woman you grow to be one» and not
exactly through biological conditions that define sex but through an
individual and social process. Feminist Anglo-Saxon academician women
are the ones, in the seventies, to systematise the intellectual proposal of the
French philosopher and concretize it in the notion of gender, which started
to be used to refer to the sociocultural construction of men and women’s
behaviours, attitudes and feelings (Maquieria, 2001).

Accepted definitions of the gender concept and components
applicable are those gathered by WHO (2002) which at present synthesize
the majority of theoretical developments conceived from within the health
field.

Thus, the components of the gender perspective intended to be made
operational here are, on the one hand, identifying differences due to sex
and gender inequalities (those differences deemed to be unfair and
unavoidable) in general health condition. After, reflecting on and
identifying as far as possible, underlying gender determining factors that
may explain women and men’s health condition. Finally, the way in which
men and women seek attention and are cared for in the healthcare system
will also have to be reflected on, trying to identify gender stereotypes which
may bring about different outcomes and inequalities in services provided.
In other words, it will not be a matter of informing on women and men’s
health, but on gender inequalities and inequities that may be occurring, and
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also of identifying gender psychosocial components that are potentially
explanatory of different aspects of the way of feeling, falling ill, seeking
advice and being cared for in the healthcare system.

This way the gender perspective is being applied as conceptual
framework for describing health condition, this including the following
aspects (Velasco, 2006a): The first one derives from sex; the second one
from the analysis of gender sociocultural constructions and of ideal models
and socially constructed gender stereotypes, and the third one is the
analysis of gender stereotypes individually interiorised and that bring about
behaviours, experiences and the way to live health and disease and even the
ways to consult at healthcare services and to provide care in the latter.

1.3.  On life cycle and maturity

For the purposes of this Report, life’s central ages have been established to
span ages 45 to 65 years that in life cycle equal middle-age.

The concept of life cycle stems from evolutionary psychology and
regards life as a continued process of potential growth and change. It means
that even though each person has a particular life with a course of its own,
in keeping with the chain of events that unfolds before them and shapes
their own history, life is contemplated as a cycle made up of stages where
inevitably one has to go through specific and unavoidable periods and crises
(Erikson, 1988). For instance, childhood development, adolescence, youth,
adulthood, middle-age and old age are stages likely to have a critical
character. In such stages of the life cycle experiential changes occur due to
both biological changes as well as expectedly new social functions, and
personal and intimate changes one has to go through.

The vital cycle viewpoint involves considering not just age and
biological aspects but all other facets of social functions and personal
events that condition the way one is living and hence, inevitably the way
one is falling ill.

Considering not just the age group but the moment of the life cycle, is
in keeping with that concept of health that takes into account social and
experiential context factors apart from mere biological factors. And,
inversely, allows categorizing physiological changes that are undoubtedly
experienced along subsequent moments of the life cycle —puberal changes
in the course of adolescence or hormonal and physiological changes
brought about by menopause at middle-age— as accompanying the process
of personal and social change that may have an even greater weight that
the aforementioned physical changes. Speaking about middle-age and

HEALTH AND GENDER 2006 REPORT 21



its context, about climacteric for instance —moment of the life cycle—, is
a much farther-reaching approach than speaking about menopause
—physiological fact—.

This vital cycle approach was incorporated when developing studies
about gender on health because it permitted to make visible and to include
lived experiences both social and everyday life, in health. It is thus, in tune
with the gender approach because again, when it comes to speaking about
sociocultural and psychical aspects that influence women and men
(gender-related aspects) at certain ages, mention has to be made of which
social rules, which functions they (women and men) are expected to take
on, which experiences do they undergo as result not so much of age itself
but of experiences you have to go through at that age and how such
experiences are socially modelled and determined depending on one’s
being woman or man.

Study is made easier when analysing not just hormonal changes, for
instance, that occur in women between 45 and 55, but what vital processes
linked to life cycle maturity, do they undergo.

Middle-age is frequently assigned the midlife crisis, a crisis that
according to Erickson may prove to be conducive to knowledge, social
encounters, creativeness, or otherwise to a personal stagnation if such crisis
is not overcome. Maturity is often believed to be an allegedly stressful
period brought about by revision and reassessment of one’s elapsed life.
Towards the middle of this stage most targets and duties are supposed to
be close to achievement and fulfilment and the peak of productivity and
creativity should have been reached at the same time that recognition and
appreciation are to be expected in the working and living environment.
Most people are supposed to have created a family and brought up their
children. A number of authors claim that what really looms up above the
rest is death awareness.

A considerable part of maturity vulnerability factors, related to the
vital process may stem from frustration arising of not been capable of
achieving success ideals imposed by contemporary society.

Also and again, social perception of age and expectations about
maturity are socially constructed and turn out to be very different for
women and men, being as they are, conditioned by gender patterns that
establish behaviours and alleged achievement each sex should reach at this
stage. Same as social class, educational level, working activity and, in short,
depending on what life has been devoted to so far, they are factors that
give rise to different sorts of vulnerability.

Also in present-day western societies it emerges that the
transformation of the population dynamics known as demographic
transition acts as an important motor of change not just regarding the
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distribution of the different ages but also that of traditional gender roles.
Reassignment of generational and gender roles entails a series of closely
related changes. The increasing weight of middle and older age people
resulting from extended survival, has meant new possibilities of social and
family organization, as well as new models of individual life cycle, and such
reorganising has meant in turn a subsequent change of expectations linked
to gender (Pérez Diaz, 2003).

Life expectancy lengthening and subsequent redefinition of men and
women’s life cycle has in turn given rise, within the sphere of health
sciences, to a special consideration of the meaning of maturity and the
process of aging, which traditionally and mostly from a biologicist
approach has tended to be pathologised. Late middle-age in its closeness to
old age has often been exclusively considered as a «progressive loss of
faculties» disregarding the fact that the passing of time may also mean the
«gain of new faculties» for the body (Gonzalez de Chavez et al., 1993-1999)
this also being added to an idealization of youth as ideal model all of which
has resulted in the pathologisation of the health of persons in older ages
(Valls Llobet, 2006).

This process, in turn, adds up to the reinforcement of gender
hierarchies: the gender axis intersects with the age axis. Indeed, when
lengthening of life cycle prompted a reconsidering of the middle-age stage
analyses were oriented towards redefining men’s life cycle, in accordance
with work relations (productivity, work recognition and early retirement)
whereas women'’s life cycle’s redefining has taken place as a function of
family relations («the empty nest») only regarding their fertile cycle again
granting validity to gender stereotypes hinging on work distribution based
on sex and women’s allegedly exclusive function of motherhood. Likewise,
centrality awarded to menopause upon analysing middle-aged women’s
health serves to, again, reproduce the reduction of women to their
reproductive functions. If at the previous stage their problems were
reduced to motherhood, at this one all revolves around the alleged «loss»
of «femininity» (Esteban, 2001; Valls Llobet, 2006, Freixas, 2005b, 2007),
being the latter understood only through those reproductive functions and
giving new connotations to women’s subjection to this gender identity that
in maturity disempowers them again.

Hence addressing maturity as a stage of the life cycle thus including
the social, functional and experiential processes it entails, will serve as a
third conceptual axis, intersecting on the one hand with the concept of
health-disease as a biopsychosocial process, and on the other with the
gender approach axis, giving an account on the state and health needs of
men and women.
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2. Determinants that
from a Gender Perspective

Influence Health in Central
Ages of Life

In this chapter an analysis is presented, from a broader to a closer outlook,
of all aspects that give an account of the conditioning factors in the lives
of men and women and their repercussion on their health. It has been made
bearing in mind that health is the outcome of the process along which
human life evolves under the influence of biology, economic and social
context and individual subjectivity. Equally, life habits linked to such
conditions are explained also taking into account the gender socialisation
pattern concerned.

2.1. Life Conditions According to
Socioeconomic and Productive
Determinants

Once economic, productive and social conditioning factors in men and
women’s lives conditions, are considered, the direct relation between how
they differently affect each person’s life and state of health becomes
apparent. Hence, social class, binomial work-employment and educational
level bear close relation with states of health.

As environmental conditions worsen in addition to power structures
and lack of opportunities, health indicators turn more and more negative
leaving, above all, women, in situations of greater vulnerability, poverty and
social exclusion (Rohlfs, 2006). In addition, whenever migration processes
are taken into account, vulnerability or discrimination situations are
patently clear especially among women.

Hence, when analysing from a gender perspective the intersection of
the above determinants with the sex variable, earlier hidden gender
inequalities become obvious.

Since women accessed the paid work market there has been a salary
gap ever translating into economic income levels different from those of
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men. Although in the last 10 years these differences have certainly
decreased, it is worth mentioning that after analysis of economic
conditioning factors men’s gross salary per hour is still 17.3% higher than
women’s which can be explained by differences in education level, different
composition of age groups, types of contract, professional qualifications or
economic activity. However, a different range of causes having to do with
qualitative elements exists and reflects on indirect discrimination arising in
the framework of work relations in companies. On the other hand and when
it comes to income level, women’s situation depend greatly on the family
overall situation and fact is that mono-parental, (marental more like)
families’ income is lower than the rest of typologies’. Likewise, the group
presenting the highest rate of population under the poverty threshold is
women over 65 (31.8%).

Incorporation of women to the productive system is linked to their
access to education, and to the subsequent improvement of their life
conditions. Nevertheless, access to education does by no means guarantee
direct working integration and neither does it ensure recognition of their
instruction level in the work market; also their assuming new gender roles
in the productive area has not translated into withdrawal from traditional
roles in the reproductive sphere. Finally and owing to gender socialisation
models it remains a reality that many women entered the work market in
conditions of previous inequality extending on the one hand gender
mandates as far as selection of job opportunities is concerned and on the
other, considering work as a second choice and not a priority which differs
from men’s approach. This series of conditioning factors reflect on their
health, inside as well as outside the professional world.

Certainly for women, the higher the level of education the higher the
activity rate, however, in proportion to occupation level, unemployment
rate is lower among men than among women. Regarding this, there exist
differences according to sex as far as occupation and education level
are concerned, both factors having great influence when it comes to
establishing state of health in this age group. There is also an inverse
relation between men’s activity rates and women’s inactivity rates; in this
sense and according to data from the Active Population Survey (English for
«Encuesta de Poblacién Activa (EPA)) for 2006 69.12% of total active
population are men while 63.7% of women are considered to be inactive
population namely outside the mercantile working sphere or work circuits.
Going deeper into the analysis of this category for the age interval under
study (ages 45-65) and upon examination of inactivity causes it follows that
there is clearly a double approach and that data are inversely related; on the
one hand a high percentage of women categorized as «housewives» (95%)
and on the other, a high percentage of men categorised as «retired or early
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retired» (76% ). Therefore, it follows that most middle-aged women are
devoted to the job of daily sustaining life and care.

Furthermore, being a long-term housewife is closely related to a lower
education level. According to the Fertility and Values Survey in 215 Century
Spain (CIS 2006), between ages 50 and 64, 75.2% of women are married,
11.2% are widows and 67.3% are housewives (they undergo non-paid
housework, or are retired or pensioners). Of the total of this age group,
64.3% still have children living at home and follow the breadwinner man
pattern, who contributes a higher income (66% of cases). It is also worth
considering that in this age group, 74.2% have an education level equal to
or below secondary education. Equally and for both men and women from
less privileged classes, impact of health determining factors is higher
according to prevalence of gender socialisation traditional model. On the
contrary, availability of economic resources allows diverting and lessening
the care burden and that arising from double working timetable, conflict
solving, economic dependence effects and impact of lifestyle changes after
breaking-off or loss. In other words, gender traditional model determining
factors are unevenly distributed according to socioeconomic conditions so
that social-class-derived inequalities deepen through gender-related ones.

As regards situation of women in the employment market, something
to be pointed out is that horizontal segregation is commonplace occurrence,
which entails their occupying productive spaces different from their male
fellow workers’. Equally, hierarchic position of women in the work market
comes conditioned by vertical segregation conducive to their holding
posts of lesser responsibility than those of men. This together with de-
regularisation of the work market and increased work flexibility worsens
working conditions for women making them more precarious (Artazcoz
et al., 2004; Instituto de la Mujer, 2005) perpetuating survival of a man-
centred model of employment and also rendering more difficult the
redefining of health at work which should incorporate once and for all a
standpoint that may contemplate with a far-reaching perspective the needs
and situations of women be it to modify organizational guidelines in
productive jobs or to redefine general terms concerning work risk
prevention (Sanchez Lopez, 2003). For instance, «double-tasking» which is
highly debilitating for female workers is only envisaged in the way of work
leaves. It should also be taken into account that working instability itself
linked to women work precariousness is still a psychic burden (1) in
contradiction with work health (Rosales Nava, 2002).

(1) The psychical burden «double-tasking involves: term attributed to the Italian Sociologist
Laura Balbo, which expresses that while carrying out a task, for instance a paid job, you are at
the same time, thinking, organising or taking steps relating to the reproductive role».
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At present, women’s giving up the employment market is still common
practice. As per data from The Women’s Institute for 2005, 40% of women
that quit the work market did it because of birth of a child. This practice is
widely spread among middle-aged women generations, socialised in the
«sole breadwinner» model, based on sex division of work, which opens up a
deep division between male and female roles, assigning men employment
centrality and the earnings of their work, and women, occupation in the
housework and reproductive tasks. Along these lines, another factor that
casts light on this withdrawal from the work market is the difficulty to
conciliate work, family and personal lives.

In short, this secondary rating of women’s work helps in its being
underestimated in socioeconomic terms, which translates in lower salaries,
less professional development and career opportunities, etc. Therefore,
strategies being adopted by women for remaining in the work market point
at the persistence of values and norms that make them assume double-
tasking in both mercantile production and in sustaining life reproduction
(Pérez Orozco, 2006). A vicious circle is thus drawn by which work
segregation and discrimination reinforce the feminine gender mandate of
assuming reproductive responsibility. Difficulty to conciliate both sides of
this double-tasking is put up with through the added effort of women, this
taking a toll on their well-being and quality of life.

In addition to life conditions and different repercussion on the health
of men and women as result of a men-centred model of society, under
analysis here, there are other factors linked to life habits and that hence
have a direct impact on health. That is why those related to tobacco and
alcohol consumption, exercising and nutrition conducts, deserve special
attention.

Regarding this, in spite of the fact that the number of deaths
attributable to tobacco dependence has been decreasing in Spain since the
beginning of the 90’s, tobacco consumption is still the first cause of
avoidable mortality (Ministry of Health and Consumers’ Affairs, 2005).
Between 45 and 65, the percentage of smokers is lower than among younger
people. Also, men are smokers more frequently than women, at all ages; this
difference increases with age and is very high in the 45-65 group (figure 1).

Upon analysis from a gender viewpoint, some issues should be
highlighted as regards women’s consumption of tobacco. The first one is
that although tobacco dependence has been decreasing since 1993 among
the whole of the population as well as among men, among women, in the
period stretching from 1993 to 2006, prevalence hardly varied. This was
mainly due to the age group 45-64, where the percentage of female smokers
rose from 10% in 1993 to 21% in 2006. According to Rodriguez Sanz study
(2005) women from more privileged classes, though with a low prevalence
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of tobacco dependence, are the only social group in which the frequency of
consumers keeps on rising and more so for serious smokers (20 or more
cigarettes a day). This fact was pointed out in the 2005 Health and Gender
Report, for which motives are likely to arise from the pressure undergone
by this age and class group, due both to stressing loads and to gender
models in force that may still be validating smoking as an aesthetic means
as well as a stress outlet. This should be paid further attention from a gender
viewpoint to better ground preventive strategies.

Figure 1. Smoking Population Percentage by Age and Sex, 2006
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Source: Results Advance. National Health Survey 2006. Ministry of Health and Consumers’ Affairs.

As regards socioeconomic conditions such as occupation and co-habitation
status, middle-aged women, married or with a partner are the lightest
smokers of all (habitual, occasional smokers and those having given up,
together, do not reach 20%) (figure 2). Same as what seems to be true for
general population, the percentage of female habitual smokers increases
among women with an occupation (Artazcoz et al.,2005).

These differences in tobacco consumption between women who work
for a salary or with a job and those who work without pay, or have no job is
not related as much to work integration impact on tobacco consumption, as
it is to association of this habit with socialisation public spaces. To this
respect, some studies conclude that up to the middle of 20th Century this
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was a exclusively male habit, partly because tobacco consumption was (and
still is) an essentially social practice and because up until quite recently
public spaces were almost exclusively masculine (Waldron, 1991). Moreover,
it was linked to the traditional masculinity model but did not coincide with
the traditional femininity model, whose stereotype dictated tobacco to be
part of «manly vices» aesthetic and ethically allegedly inaccessible to
women. At present, the turn taken by this stereotype may explain why part
of middle-aged women from upper classes may get to be heavy smokers.

Figure 2. Behaviour towards tobacco according to work situation and age in
married women or living with a partner
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Source: Artazcoz (2005).

On top of this and linked to the contemporary ideal that imposes slimness
on women’s bodies as an aesthetical requirement aimed even at reaching
social success in many respects (Tubert, 2005) weight turns out to be a key
motivation for a woman to smoke or getting less involved in trying to give
up cigarettes. The fear of putting on weight after giving up smoking and the
fact that sometimes it does happen, are issues that concern women smokers
(Becona Iglesias et al., 2000)

For all the above, the gender approach makes visible and brings into
focus motivations for starting and staying in the dependence on tobacco,
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which should be taken into account when devising programming and
preventive actions, since for their proving to be effective in a person’s
change of conduct, they should contain replacement models for those
gender attitudes which maintain conducts and perpetuate inequalities.

With regard to alcohol consumption and along the same guidelines as
for tobacco, it must be emphasised that it is chiefly masculine. Teetotal
population increased in the decade 1993-2003 in men (30.8%) as well as
in women (54.8%). In the case of men, light consumers are among younger
groups and heavy and hardened are concentrated in the age interval
45-65. Combining the social class variable and the analysis of alcohol
consumption, it emerges that men from less privileged social classes are the
ones to present a higher prevalence of alcohol risk consumption. On the
contrary, women from privileged classes show higher percentages of risk
drinkers (2005 Health and Gender Report, Rodriguez-Sanz, 2005). This
social class-related pattern, in the case of women, correlates with the same
pattern of tobacco consumption and might be the result of the influence
of changes in expected traditional gender model in this social group of
women. So, the adoption of conducts traditional and stereotypically manly
may be identified as one of the factors responsible for rising prevalence
of morbility and mortality relating to causes typically more frequent among
men.

As regards life habits linked to physical exercising, it is worth
highlighting that according to National Health Surveys in Spain, sedentary
lifestyle used to be more frequent among women than among men and had
been progressively decreasing until the 80’s, but in recent years a trend
towards stabilisation has been surfacing and even a rise has occurred
(Ministry of Health and Consumers’ Affairs, 2005). According to an
outcome pre-view of the 2006 National Health Survey, sedentary lifestyles
are more frequent among women of all groups, exception made, precisely,
of the 45-65 one.

Finally, nutrition conducts are a factor to be considered as long as
disorders like obesity, anorexia, bulimia, etc., are closely related. Actually,
obesity is believed to be second among known avoidable causes of death,
after tobacco dependence. As discussed in 2005 Health and Gender
Report, obesity is more frequent in less privileged social classes for both
sexes, although class gradient is higher among women (Rodriguez-Sanz
2005). On the contrary underweight is more frequent among upper-class
women and lower-class men due, among other socioeconomic factors to
the influence in the former of a greater dependence on current stereotypes
of slimness for women’s ideal body or middle-aged women’s eagerness to
maximize body care, even more so the higher the class and the education
level, contrasting with a penchant for passivity and neglect of themselves
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which surface among women from less privileged classes probably arising
from the gender overburdening they sustain (Rodriguez-Sanz, 2005). The
impact of these last two contemporary factors may probably be higher in
more privileged classes and higher education levels and may explain why
overweight and lack of exercise during free time, by way of example, is less
frequent among women of these sociocultural levels as an effect of their
search of not just health but model beauty. They are all but hypothesis, that
have to be studied, once again, to enable developing of preventive
strategies with potential to influence factors and attitudes that sustain life
habits.

2.2. Life Conditions as Resulting
from Psychosocial
Determinants

Psychosocial determinants are those that account for social contingencies
and events in the lives of men and women and constitute each person’s own
biography (Breilh, 2001). By associating this definition to the gender
approach, it may well be said then, that such determinants are related to the
feminine and masculine gender socialisation models, this is to say,
the process through which women and men acquire and interiorise
behaviours, roles and ideals of femininity and masculinity as result of
gender consensus in a given society, and also of norms and relation forms
between males and females equally integrating in culture itself. Thus, the
process of differentiated socialisation that follows the traditional model
pattern, for women and men in the stretch of age under analysis, coexists
with the contemporary model of society. Thus, where both models intersect
vulnerability appears as result of the conflict between masculinity and
femininity ideals and exercising of masculine and feminine identities.
Below, are described some of the key features that characterise both
models, for men as well as for women (2).

(2) These key features have been drawn up from Velasco studies (1999 and 2006a).
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Feminine Gender Socialisation Model

Traditional

e Reproductive and domestic spaces as only options for personal fulfiiment, in
addition to care provided to the rest of persons (in charge or dependent), this adds up to
vulnerability because of consequences it brings about like the lack of one’s own life
project, and communication, isolation and repetitive, invisible, devalued and non-paid
work (Burin, 2005; Conde, 2000).

e Lack of socio-familiar support and help which generates physical and emotional
overloading, situations of emotional abuse by family members, absence of time for
oneself and self-care (Burin, 1991; Gonzalez de Chavez, 1993).

e Marriage cohabitation model is in itself a risk factor for women, above all when there is no
intimate communication with partner and no care or love reciprocity.

* Exposure to situations of affective and economic subordination and dependence, that
are in themselves vulnerability factors, but are also the basis for abuse, maltreatment
and gender violence (Nogueira et al., 2001; Blanco, 2004).

Transition

¢ Innovation for the changing of socialisation model entails accumulation of former and new
femininity ideals generating role overloading (Arber, 1991): multi-tasking and doubled work
timetables (and tripled when the care to dependants is added up).

® «Superwoman» or «slave grandmother»: The impact new ways of relating between sexes
has for middle-aged women translates into new family structures, doubled working
timetable with mono-parental load by oneself, in which women undergo overloading when
it comes to paid work, professional progress, household sustaining, care of, and conflict
with young and adolescent children, build up, and all of it in affective loneliness (Artazcoz,
2007). This picture is even more serious when their salary and resources are minimal.

Contemporary

e Search of personal and social success (Conde, 2000; Moreno 2000; Velasco, 2005)
characterised by endeavour to reach a model and eternally young body and by enjoyment of
a well-off socioeconomic situation, comforts and material possessions; All based upon
competitiveness. These factors affect men and women of all ages though, and materialise
into suffering when there lack valuation and personal and social recognition.
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Tyranny of the Body Ideal Model (Benlloch, 2001; Tubert, 2005), with a penchant, even
compulsion, for remodelling surgery and restrictive diets, —that if in adolescence and
youth shows the face of anorexia, at maturity appears as a constant preoccupation and
also diet restriction and compulsive consumption of clothes and cosmetics and every
product relating to appearance (Bernardez, 2005) and in spite of it all, a permanent
dissatisfaction with their body

Difficulties about fertility, or problems with pregnancies, deliveries or miscarriages, may
also represent subjective damage. So, the pressing need of becoming a mother and the
request for assisted reproduction, for instance, may be indicative of a lesion in the integrity of
feminine identity, culturally constructed as if being a mother were the only way, finally, of being
a woman (Tubert, 1999 and 2000; Gonzalez de Chavez, 1998 and 1999).

The different moments of the life cycle in which both the body and the pillars of subjectivity
are redefined and that in the case of maturity reach their peak at climacteric. Organic
events that accompany climacteric, like menopause and some body changes frequent at
this age, even when they are surgical like hysterectomy (Akiko Komura, 2007) or
mastectomy (Sebastian, 2002), demand a redefinition of femininity when it has been
sustained and symbolised only by reproductive possibilities, a process that appears as a
source of vulnerability.

Masculine Gender Socialisation Model

Traditional

34

Public space as the only space for personal fulfilment and economic sustenance of the
cohabitation unit.

Marriage is a protective factor for men. Maintaining the masculinity ideal, supported on
being the family breadwinner and a relation of ownership with the woman, provokes,
when failing to fulfil these demands, a vulnerability that has a repercussion on health.
Also, whenever loss of the dominance role occurs there is a fall into passivity and silence,
or violence against the woman (Bonino, 2000 y 2002).

Perception of own body as a machine.

Need of maintaining positions aimed at exhibition of strength and hiding of weakness,
which is conducive to engaging in risk conducts (Rohlfs, 2000; Bonino, 2000 and 2002;
Stanistreet, 2005). Therefore, this translates into a later access to healthcare services and

a lessened attention to messages promoting health.

Less healthy lifestyles and adopting of conducts conducive to accidents.
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Transition and Contemporary

* Demand of potency and sexual responsiveness as an exhibition of manliness and
meeting a body ideal of youth and strength difficult to attain for the majority.

* Performing of functions involving new care roles shared with the woman, that may be
regarded by their environment as not being the done thing. Just as with women, new
family ways involve new vulnerability processes, such as loss of contact and daily life
with estranged children.

e The new ways in gender relations often entail relational and affective mix-up with
differences in interests and compromise degree that lead to effort-consuming and
affection-wearing conflicts within the couple.

There also exist common aspects in feminine and masculine socialisation
models that affect vulnerability processes:

e Losses, and not just the loss of the beloved and needed, but the
loss of love and cohabitation with the partner and other
significant persons, and the loss of the job and life conditions.
The consequences of the loss are intensified in the case of
persons who live in material and affective dependence and that
have pinned on the world of relations and affections their main
sources of personal fulfilment. In this respect, women subjected
to the traditional gender model, present in general a greater
vulnerability.

e An outcome of diseased children, that endanger the ideal of a
good mother, in the same way as for men the ideal of a good
father (Tubert, 1996; Gonzdlez d