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Abstract 
 
 The JHU Women’s and Children’s Health Policy Center, with the federal Ma-
ternal and Child Health Bureau, undertook a review of the health of women in the 
United States and invited experts to develop recommendations on health policy, pro-
grams, practices and research. The review included published research, program reviews, 
and policy reports on women’s physical health, mental health, and health behaviors, 
and on the effects of health services, systems and financing on their health. Based on 
trends in age, ethnic background, education, labor-force participation, marriage and 
childbearing among women, the results of the reviews, and the experts' consultation, 
several recommendations were made for a forward looking agenda. They included the 
need: 1) to focus broadly on women’s health, not just during pregnancy; 2) for compre-
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hensive, integrated programs and services addressing women's unique needs; 3) for inte-
grated programs and services across the lifespan; 4) for better provider training about 
women's unique health needs, the differential effects of particular problems on them, 
and the consequences of chronic health problems heretofore considered primarily male 
problems; 5) to eliminate social policies that single out women, particularly pregnant 
women, for punitive actions; 6) to promote social policies that ensure economic security 
for women; and 7) for vigorous public health leadership to shape the women's health 
agenda, recognizing the social and economic context of their lives. The social and eco-
nomic trends among women in the United States and the recommendations for a 
women’s health agenda have relevance to other developed countries as well. 
 
Keywords: Women’s health, Health policy, United States, Social and economic 
trends, Multiple roles, Lifespan. 
 
Résumé 
 
 Le JHU Women’s and Children Health Policy Center et le Federal Maternal 
and Child Health Bureau ont procédé à un état des lieux de la santé des femmes aux 
États-Unis et ont invité des experts à formuler des recommandations sur la politique, 
les programmes d’action, les pratiques et la recherche en matière de santé. Cet inven-
taire couvre les recherches publiées, les évaluations de programmes et les rapports politi-
ques sur la santé physique et mentale des femmes, sur leurs comportements à cet égard, 
et sur le rôle des services de santé et de l’organisation et du financement de ce secteur. À 
partir des tendances observées chez les femmes en fonction de l’âge, de l’origine ethni-
que, du niveau d’instruction, de l’activité économique, de la nuptialité et de la fécondité, 
fournies par l’inventaire et par les consultations d’experts, les auteurs présentent plu-
sieurs recommandations sous la forme d’un programme d’action pour l’avenir. Elles 
portent sur : 1) la nécessité de s’intéresser à la santé féminine dans son entièreté, et non 
aux seules périodes de grossesse ; 2) la nécessité de mettre en œuvre des programmes et 
services polyvalents et intégrés pour faire face aux besoins spécifiques des femmes ; 3) la 
nécessité de prévoir des programmes et services intégrés pour tous les âges de la vie ; 4) 
la nécessité d’une meilleure formation des agents en ce qui concerne les spécificités de la 
santé féminine, les effets différentiels de certains problèmes particuliers et les conséquen-
ces de certaines maladies chroniques considérées jusqu’à présent comme des problèmes 
essentiellement masculins ; 5) la nécessité d’en finir avec les politiques sociales qui stig-
matisent les femmes, en particulier les femmes enceintes, pour les pénaliser ; 6) la néces-
sité d’encourager les politiques sociales qui garantissent une bonne sécurité économique 
aux femmes ; 7) et la nécessité de fonder les programmes d’action en matière de santé 
féminine sur un ensemble de principes d’orientation énergiques, en tenant compte du 
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contexte social et économique dans lequel vivent les femmes. L’évolution de la situation 
sociale et économique des femmes aux États-Unis et les recommandations pour un 
programme d’action en matière de santé féminine peuvent s’appliquer aussi à d’autres 
pays développés. 
 
Mots-clés : Santé des femmes, Politique de santé, États-Unis, Tendances économi-
ques et sociales, Rôles multiples, Durée de vie. 
 
 
 
1.  Introduction 
 
 The turn of the century offers an opportunity to assess the current 
state of the field of women’s health in the United States and to make 
plans for the next century. As in other developed countries (Hayashi, 
2000; Sundby, this volume), women’s health has seen many changes dur-
ing the century, particularly in the past thirty years, reflecting social, cul-
tural and economic transitions in the lives of women. Recent trends in 
the social and economic status of women, especially their educational 
attainment, employment status, and choices about reproduction and fam-
ily composition point to an increasingly complex social context influenc-
ing their health. 
 The dramatic changes in the lives of women in the United States � 
at home and at work � challenge the health field to expand its under-
standing of the meaning of women’s health. Moreover, the philosophy of 
health care for women has evolved from a reproduction-centered medi-
cal model to one that increasingly describes women’s health in terms of 
the totality of their experiences across the life span, including their ex-
panded social and economic roles and the influence of culture, psychol-
ogy, and social factors � in other words, a biopsychosocial model of 
women’s health. This view goes beyond recognizing biological differences 
to consider gender-based social and economic inequities that affect 
health. It also recognizes that health is more than the absence of disease 
or disability; it is the maintenance of psychological and social well-being 
as well as physical health. In this view, gender becomes a key variable in 
understanding social and medical forces that affect women’s health, in-
cluding their social roles, economic status, access to health resources, 
experiences of health and illness, and interactions with the health care 
system. 
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 In the last ten years, the field of women’s health has been con-
fronted by a host of new challenges and opportunities in the United 
States: a rapidly changing health care delivery system driven by cost con-
tainment and reduced public health expenditures; social welfare policy 
reforms that profoundly alter the lives of poor women and their children; 
continuing trends toward devolving responsibility for health and social 
programs from the federal government to states and from states to 
communities; and a resurgence of women’s activism that has changed 
health and research priorities and policies. With these changes in perspec-
tive, this paper addresses the social and economic context of the lives of 
women, and its implications for policies, practices and programs related 
to women’s health in the United States and in other developed countries, 
where appropriate. 
 The Women’s and Children’s Health Policy Center (WCHPC) at the 
Johns Hopkins University School of Public Health, in collaboration with 
the federal Maternal and Child Health Bureau (MCHB), undertook a re-
view of the current state of women’s and perinatal health in the United 
States and invited experts to help develop recommendations for a for-
ward looking agenda (Grason et al., 1999). The results of this review and a 
meeting of experts in women’s and perinatal health form the basis for 
this paper. A key contribution of the initiative, referred to here as Chart-
ing a Course for Women’s Health, lies in its public health orientation, 
one that seeks to address population health in the context of social, envi-
ronmental, and behavioral factors.  
 In Charting a Course for Women's Health, two major questions were 
addressed: 1) in the next decade, how should the field of women's and 
perinatal health respond to emerging concerns resulting from shifts in 
the political, social and cultural landscape for women in the United 
States; and 2) how can the health of women be guaranteed. The WCHPC 
assessment of these questions included a comprehensive review of pub-
lished research, program reviews and policy reports concerning women's 
physical health, mental health, and health behaviors and the effects of 
health services, systems, structures, organization and financing on 
women's health (Grason et al., 1999, vol. II). The review topics for this 
assessment were selected based on: their timeliness in terms of current 
policy debates about women's health in the United States; amenability to 
intervention by public health; relevance to both women’s and perinatal 
health; and amount of information available on the topic; topics for 
which considerable information was already available in the literature, 
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such as chronic illnesses and cancer, were either not reviewed or only 
briefly reviewed. Literature specific to the health of the mother during 
pregnancy and her newborn was incorporated within the broader context 
of women's health during the childbearing years.  
 For the purposes of the review of the literature, the definition at the 
Fourth World Conference on Women in Beijing was used as a starting 
point and was further refined based on the work of Weisman (1997) to 
include three basic features: 1) consideration of health as a product of 
cultural, social and psychological factors as well as biology; 2) viewing 
women's health from a life-span and multi-role perspective; and 3) rec-
ognition that extension of the concept of health beyond the absence of 
disease requires health promotion and health maintenance strategies by 
the individual, the health community, and society. 
 At a working meeting sponsored by MCHB and WCHPC, women’s 
and perinatal health professionals, policy makers and advocates identified 
the most pressing health concerns for women of reproductive age. Draw-
ing upon the reviews of the literature, meeting participants identified 
changes that need to be made in health policy, services and systems in 
order to ensure continuous improvement in women’s health. Following 
the meeting, additional feedback was obtained from the experts about 
recommended changes with regard to six areas related to women’s health: 
social policies; surveillance and quality assurance; service availability, co-
ordination, and organization; financing of health programs and services; 
health communication and education services; and development of work-
force competency and capacity. 
 
 
2.  Demographic and socioeconomic trends for American women 
 
 Familiarity with recent social and demographic trends that affect 
women is essential for understanding the context of women's health in 
the United States and other developed countries. Social, economic, and 
political forces shape women’s health by influencing trends in population 
characteristics, education and employment of women, reproduction, fam-
ily composition and household economic status. Six major social and 
economic changes, important to understanding women's health in the 
United States today and in the future, are: aging of the female population; 
increased ethnic and racial diversity of the population; increasing labor 
force participation of women, particularly among women with children; 



 D. M. STROBINO – H. GRASON – C. MINKOVITZ 494

delay in marriage and childbearing of women; a rise in female-headed 
single parent families; and continued economic disparities between men 
and women and racial and ethnic groups. These trends contribute to 
women's predisposition to chronic diseases, and influence health beliefs 
and behaviors and access to health care.  
 The U.S. female population has been and will increasingly be aging 
over the next fifty years. Since 1950, the number of women aged 65 or 
older tripled from 6.5 million in 1950 to over 20 million in 1998 (Day, 
1995). The United States Bureau of the Census estimates that by July 
2020 this number will exceed 29 million and represent close to one-fifth 
of the total female population. Over 42 million women aged 65 years or 
older are projected to be living in the U.S. by 2050, accounting for 21 
percent of the total female population (Day, 1995). This rise is due pri-
marily to the aging of the baby-boom population (born between 1946 
and 1964), with some contribution from an increase in life expectancy for 
women.  
 A result of the aging of the female population is likely to be increas-
ing numbers of women living longer with chronic illness and functional 
disabilities for which a greater proportion of the health care expenditures 
in the U.S. will be needed. Moreover, these women will increasingly be 
without partners due to earlier mortality of men, high divorce rates and 
rising proportions of women who choose not to marry. Women will 
have fewer children as well, resulting in less available family support for 
this aging population (U.S. Bureau of the Census, 1996). 
 At the same time, the U.S. female population has become and in-
creasingly will be more ethnically diverse, particularly at ages at which 
women historically have their families. The rate of population growth is 
greatest for Asians, but the growth in numbers is greatest for Hispanic 
women, because the U.S. Hispanic population is considerably larger than 
the Asian population (U.S. Bureau of the Census, 1996). Ten percent of 
the female population is currently of Hispanic origin, but this figure is 
estimated to be 16 percent by 2020 and 24 percent by 2050. The Asian 
female population is estimated to grow from 4 percent of the population 
in 1996 to 6 percent in 2020 and close to 9 percent in 2050. Non-
Hispanic white women, who currently account for 73 percent of the fe-
male population, are projected to make up 60 percent of the population 
in 2030 and only 53 percent in 2050 (U.S. Bureau of the Census, 1996). 
 These changes in ethnic composition have important implications 
for the health of American women and their access to health care, par-
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ticularly with regard to allocation of health care services, outreach ser-
vices to bring women into care, and cultural training of the health care 
work force. Financial and other barriers to health care utilization often 
prevent appropriate use of preventive services, such as mammograms, 
among minority women (Wyn et al., 1996). Minority women also are at 
greater risk of a host of chronic and acute illnesses (Geronimus et al., 
1991; Geronimus and Bound, 1990; National Center for Health Statistics, 
1990). The need for services that are culturally sensitive to the varied eth-
nic groups in the population will become increasingly important as well.  
 In the last half of the 20th century, there was a dramatic rise in the 
labor force participation of women in the United States. In 1950, about 
30 percent of women aged 16 or older participated in the formal labor 
force. This percentage nearly doubled to 57 percent by 1990 and reached 
59 percent in 1994 (Wagener et al., 1997). The rise has been particularly 
marked for women with young children. Less than 40 percent of women 
with children under six worked in the formal labor force in 1975, whereas 
65 percent did so in 1997. The respective figures for employed women 
with children aged 6-17 were 55 and 78 percent (Maternal and Child 
Health Bureau, 1998).  
 One reason for the higher rate of labor force participation of 
women with children is the variability in the rate among different age 
cohorts of women. While increases have occurred for all ages of Ameri-
can women, the labor force participation rate is almost double the rate at 
ages 20-24 for cohorts of women born in 1961-65 as compared with 
those born in 1926-30 (Figure 1). Moreover, while cohorts born before 
1950 showed a drop in participation in their twenties and early thirties 
when women were caring for young children in their homes, no drop has 
been noted for more recent cohorts (Institute for Women's Policy Re-
search, 1996). Sundby (this volume) reports that the current generation 
of Norwegian women started working before the birth of their children 
and have struggled to stay in the labor force. Japanese data (Hayashi, 
2000), however, still show a drop in labor force participation for women 
of childbearing age, although the drop occurred at later ages in 1995 (at 
ages 30-34 years) than in 1975 (ages 25-29). 
 The rise in labor force participation has been accompanied by a rise 
in educational levels of women and a decrease in the gap between black 
and white women with regard to completion of secondary education. 
Although historically black women received less education than white 
women, the racial gap in high school completion has largely been erased; 
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89 percent of white women and 87 percent of black women aged 25 or 
older in 1997 had completed high school education, compared with only 
22 percent of white women and less than 10 percent of black women in 
1940 (Adams and U.S. Bureau of the Census, 1995). Disparities still exist, 
however, for Hispanic women for whom only 65 percent aged 25 or 
older had completed high school education in 1997 (Day and Curry, 
1998).  

 
 

Figure 1 
Trends in labor force participation rates for women 1950-95, 

by birth cohort 
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 Although a gender gap in completion of a college education has his-
torically favored men, this gap actually reversed in recent years; women 
are now slightly more likely to complete college than men. In 1970, 
women were only about two-thirds as likely to attain a bachelors degree 
as men but they were over 10 percent more likely to have attained one 
than men in 1997 (Day and Curry, 1998). Hayashi (2000) notes that Japa-
nese women’s enrollment in college overtook that of men in the late 
1980s and Sundby (this volume) reports increases in education completed 
by Norwegian women. Women in the United States as well as in other 
developed countries are now more literate than ever before and have 
greater options to pursue careers and to make choices about marriage 
and childbearing as well. The higher education of women is likely to lead 
to greater consciousness about their health as well. 
 Despite advances in education, increased labor force participation 
and a faster rate of growth in income than men, gaps in earnings for 
women persist relative to those for men. In 1998, U.S. women still 
earned 
 
 

Figure 2 
The female-male wage gap over the life cycle 

(1998 median annual earnings by age) 
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only 76 percent of men's median earnings, adjusted for education, and 
the gap in earnings increases as women age (Figure 2) (Bureau of Labor 
Statistics, 1999). A similar gap persists in wages between Japanese men 
and women (Hayashi, 2000). The recent increase in women's earnings in 
the United States, however, has been attributed to a decline in men's 
wages, rather than to a rise in women's earnings. A gap also is noted for 
black women in their earnings relative to white women (Day and Curry, 
1998). 
 Since the 1970s, there has been a decline in first births among 
women in their twenties, while the number and proportion of first births 
to U.S. women in their thirties has risen dramatically. The age-specific 
fertility rate for women 30-34 years rose from 52.3 births per 1,000 
women in 1970 to 87.4 in 1998 (Ventura et al., 2000). For women aged 
35-39, the rate in 1998 was 37.4 and has nearly doubled since 1978 (19.0) 
(Ventura et al., 2000). Moreover, although the number of women having 
births at 40 or older is not large (84,809 in 1998), the fertility rate for this 
age group has nearly doubled since its low in 1981 (Ventura et al., 2000). 
A trend in increasing median age at first birth has also occurred in Nor-
way among cohorts born in the 1950s and 1960s (Sundby, this volume). 
 The rise in the age at first birth is due in part to a rising age at mar-
riage. The median age of marriage for American women rose from 20.8 
in 1970 to 24.5 in 1994 (Saluter, 1996). Between 1970 and 1994, the pro-
portion of women aged 30-34 who had not married tripled from 6 to 20 
percent and it rose from 5 to 13 percent for women aged 35-39 (Saluter, 
1996). Hayashi (2000) reported a similarly large increase in the percentage 
of unmarried women in Japan aged 25-29 and 30-34 years. At the same 
time, there has been an increase in the number of women who choose to 
remain childless. In 1994, there were 5.4 million American women who 
had no children and expected none in the future. Most of these women 
(4.1 million) had chosen voluntarily not to have children (Abma et al., 
1997). 
 The delay in childbearing has implications for the health of women 
during pregnancy. Women who delay childbearing may have limited or 
later contact with the health care system, yet rates of chronic diseases 
increase with age as do maternal mortality rates (Atrash et al., 1995; Berg 
et al., 1996; Geronimus and Bound, 1990). Moreover, with delayed child-
bearing, women in their thirties and forties are increasingly confronted 
with having the dual roles of simultaneously caring for young children 
and elderly parents (Menken, 1985). Women are considerably more likely 
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than men to be caretakers of the terminally ill (72.1 percent in a recent 
study) (Emanuel et al., 1999), so that the responsibility for both their 
children and elderly parents falls disproportionately on their shoulders. 
 Concomitant with later marriage and childbearing has been a rise in 
single-parent households, the majority of which are headed by women 
(Saluter, 1996). This rise is due primarily to rising divorce rates, and sec-
ondarily to an increase in childbearing outside of marriage (Saluter, 1996). 
Although young women are more likely to have a child outside of mar-
riage, the percentage of births to unmarried women has risen for all age 
groups (Ventura et al., 2000). Black families (47 percent) are considerably 
more likely than white families (14 percent) to be maintained by women 
without a spouse present (U.S. Bureau of the Census, 1994).  
 Female-headed households are at a distinct economic disadvantage 
compared to households with male heads or married couple households. 
In 1997, the median family income of a female-headed household with 
children was $23,040, compared to $36,634 for male-headed households 
and $51,681 for married-couple households (U.S. Bureau of the Census, 
1998). The higher incomes of married couple households are due in part 
to both spouses working outside the home.  
 The poor economic status of female-headed families means that the 
women who head these families are likely to experience many of the 
same stressors related to multiple roles as their higher income counter-
parts, but have less resources in terms of money and spousal support to 
address these stressors. This may be one reason for their increased risk of 
chronic and acute illnesses and their decreased access to needed health 
services. Indeed, Khlat et al. (2000) note that French women with chil-
dren at home report poorer perceived health and more symptoms of 
malaise in the absence of a spouse to provide help and support. 
 
 
3.  Policies, programs, and practices for improving women’s health 
 
 Recognizing the importance of the social and economic context for 
American women, several broad recommendations for health programs, 
practices and policies were made by the WCHPC in consultation with 
experts in the field. Many recommendations are similar to those made by 
the Commission on Women’s Health in Norway, despite the greater 
benefits provided there for women and families (Sundby, this volume). 
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4.  Broadening the focus beyond maternity care 
 
 While childbearing is still an important event for the vast majority of 
women in the United States, focusing primarily on women's health during 
pregnancy and the childbearing years is far too narrow. Women perform 
many roles other than mother in their lifetime. These roles affect their 
health, which, in turn, may influence their ability to successfully fulfill 
their social roles, including, but not limited to, parenting. Women in the 
United States today spend on average more time in the work place over 
their life time than they do parenting dependent children. Given the av-
erage number of 2.2 children expected by U.S. women in 1995 (Abma et 
al., 1997), pregnancy and care of an infant occupy less than ten percent 
of a woman's adult life. 
 The narrow focus on pregnancy has rendered a fragmented ap-
proach to providing publicly funded insurance coverage to low income 
women in the United States. Coverage is provided primarily during preg-
nancy and the postpartum period, but not during the interconception 
period or after women stop childbearing. This coverage also emphasizes 
the health of the newborn, and the mother as the biologic vehicle whose 
health is important to primarily protect the fetus. Many low income 
women who have stopped childbearing, some because of their age and 
others by choice, are not covered in the U.S. through publicly funded 
insurance until they reach an age eligible for Medicare (usually age 62 at 
the earliest) (Collins et al., 1994). This problem is particularly acute among 
women of color who are at increased risk in their 30s, 40s, and 50s of 
chronic illness, particularly hypertension and adult-onset diabetes 
(Geronimus et al., 1991; National Center for Health Statistics, 1990).  
 Another constraint related to the historical focus on pregnancy is 
that assuring the general health of women prior to becoming pregnant is 
not a priority, despite its important effect on pregnancy outcomes and 
health in later years. Moreover, there is increasing evidence that precon-
ception care, a form of well woman care that recently has been promoted 
as a fundamental component of pregnancy care, is important in reducing 
the risk of poor pregnancy outcomes, particularly those related to birth 
defects. For example, use of folic acid supplements prior to pregnancy 
and during the first trimester reduces the risk of neural tube defects (Mills 
et al., 1996; Smithells et al., 1981; Wald, 1995). Moreover, good glycemic 
control at the start of pregnancy for women with insulin dependent dia-
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betes reduces the risk of birth defects to levels similar to those for 
women without diabetes (Jack and Culpepper, 1990). 
 Evidence suggesting that women are choosing to delay childbearing 
and to remain voluntarily childless further highlights the need to shift the 
historic focus primarily on reproductive health to a more comprehensive 
approach to women's health care needs. This historic focus fails to iden-
tify the growing numbers of women who may not enter the health care 
system for childbearing related services, and whose health may be com-
promised in later years as a result.  
 Birn (1999) also recognizes the narrow focus on women’s reproduc-
tive health historically taken in the International Health arena, particularly 
with regard to foundation funding of public health programs. A more 
holistic approach to women’s health care must be taken to address the 
overall needs of women and the integration of services for them, regard-
less of their reproduction status. Birn argues that a revolutionary change 
must occur in the social fabric of countries in order to advance the health 
of men and women alike as well as social, economic and political equity 
for women. 
 
 
5.  Women-centered care: addressing their multiple roles 
 
 A second recommendation from Charting a Course is that women 
need comprehensive, integrated programs and services, including preven-
tive services, that address their unique needs and circumstances. The 
fragmented nature of the U.S. health care system, unlike most other de-
veloped countries, contributes to women's inability to take advantage of 
the full range of services they need. Women often have multiple provid-
ers for pregnancy care, gynecologic health, well woman care, and treat-
ment of chronic health conditions. Mental health services and substance 
abuse treatment are also often separate from preventive and medical ser-
vices. The unique health needs of women are not only related to condi-
tions for which they may be at greater risk, such as breast, ovarian and 
cervical cancer, or for which they experience greater morbidity and mor-
tality, such as alcoholism, but also to the multiple social roles they assume 
(McDonough et al., this volume).  
 The most poignant example of the need of the health care system to 
promote women-centered care that addresses their multiple roles and 
unique needs involves treatment for alcohol and drug abuse. A major 
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barrier to accessing treatment for women who abuse drugs or alcohol is 
that relatively few in-patient programs permit children to accompany 
their mothers in treatment and few out-patient services provide child care 
while women are in treatment. Success in these programs is linked to a 
woman's success in fulfilling her roles of mother, wife and in the work 
place (National Women's Resource Center, 1997). These programs, 
which have historically treated a largely male population, are not 
equipped to address these needs. Recommendations for gender-sensitive 
care include interventions that are family centered, focus on the impor-
tance of relationships for women, and address their needs for skills build-
ing and enhancement of self-esteem (National Women's Resource 
Center, 1997). A more integrated approach linking substance abuse 
treatment with traditional providers of care for women would begin to 
address some of these barriers. 
 
 
6.  Integrated health care across the life span 
 
 The third recommendation addresses the need to integrate women's 
health services and programs across the life span, recognizing that events 
that occur earlier in a woman's life may have a profound effect on her 
subsequent health. Health, or lack thereof, builds decade to decade, gen-
eration to generation. There is increasing evidence that one's health status 
at birth and socioeconomic position during the formative years interact 
to affect a host of health conditions in adulthood (Arber and Cooper, 
2000; Langley-Evans and Jackson, 1996). One example of such links is 
the effect of mother's birth weight on the birth weight of her offspring. 
These intergenerational effects on birth weight have been hypothesized 
to be one explanation for the higher rates of poor pregnancy outcomes 
among black women as compared to white women in the U.S. (Sander-
son et al., 1995). 
 Another example of the need to integrate health programs and ser-
vices over the life span is the fact that smoking in the United States is a 
pediatric problem. The vast majority of smokers start between grades 6 
and 9 (roughly ages 11 to 15), and few adopt smoking after age 20 (Cen-
ters for Disease Control and Prevention, 1996). Yet, the health ramifica-
tions of smoking are often recognized for women first with regard to the 
birth weight of their infants and later in relation to increased risk for 
conditions such as lung cancer, chronic obstructive pulmonary disease, 
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and heart disease (Kristeller and Johnson, 1997; Scanlon et al., 1995). Pre-
vention of smoking must begin with school age children, as early as ele-
mentary school. Another example of early prevention is the use of 
calcium supplements during adolescence and the early adult years to help 
prevent osteoporosis, a condition which generally does not occur until at 
least four decades later (Haines et al., 1992; Heaney, 1991). 
 As noted above, of particular concern is the lack of health insurance 
for many low income women in the United States during the time period 
after they stop childbearing and before they qualify for Medicare. Even if 
they are employed, many do not have access to health insurance because 
their employers do not provide coverage for them. For example, they 
often work part-time or for small companies that can not afford health 
insurance coverage for employees. This gap in coverage has long-term 
implications for the health of low income women as well as for the costs 
of health care, as preventive strategies are often not available for the 
groups most in need of them. Without adequate health insurance cover-
age, low income women are less likely than more advantaged women to 
age in good health. 
 
 
7.  Training health professionals about women’s needs 
 
 A fourth recommendation relates to the need for better training of 
health care providers about women's health issues, including knowledge 
about the unique needs of women, the differential effects of particular 
problems such as alcohol abuse on women, and the consequences on 
women of certain chronic health problems like heart disease, which here-
tofore have been considered primarily problems of men. This latter con-
cern is due largely to the exclusion of women from clinical trials of 
treatment modalities and medications because of fear of the conse-
quences on the fetus among pregnant women (Kingdon, 1995). This lack 
of knowledge has not only resulted in inadequate attention to the major 
killers of women, but also to limited screening for illnesses and personal 
health behaviors. For example, medical residents in training are less likely 
to screen women for alcohol abuse than they are to screen men (Dawson 
et al., 1992), despite the particularly deleterious effect of alcohol abuse on 
women (Allen and Feeney, 1997; Mishra et al., 1989).  
 A major deficit in education of health care providers has been the 
limited attention to how the social context of women's lives affects their 
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health. Examples of topics that need to be integrated into the curriculum 
of medical schools include the effect of stress related to the multiple roles 
of women, the importance to women of relationships with their partners 
and their children, the social and economic circumstances of low income 
women, particularly those living in households with no other adult pre-
sent, and the importance of cultural sensitivity in providing services to 
women from varied ethnic backgrounds. 
 This recommendation also implies the need to train more women in 
medicine and promote them into decision-making positions. As increas-
ing numbers of women are being trained as physicians in the United 
States, the needs of women are increasingly being integrated, at least into 
clinical training programs. Nevertheless, women still have not filled the 
ranks of faculty in medical schools, particularly at higher ranks and in 
leadership positions. 
 
 
8.  Impact of punitive policies for women 
 
 Social policies that single out women, particularly pregnant women, 
for punitive actions need to be eliminated. These policies are both ex-
plicit and implicit and most evident for low income and minority women, 
for example, with regard to criminal liability of pregnant women who 
report using illicit drugs during pregnancy. Women are singled out explic-
itly with regard to laws in some states requiring screening of all pregnant 
women for drug use and, when detected to be positive, their prosecution 
for child abuse. These laws juxtapose classic ethical principles by giving 
priority to beneficence for the newborn over the rights of the mother for 
autonomy. Implicitly, in states without mandatory screening, low income 
women or women of color are more likely to be screened for drug use 
than higher income white women and, if found to be positive, are more 
likely to be reported to child welfare authorities (Chasnoff et al., 1990). 
 
 
9.  Impact of reforms on women’s health 
 
 The sixth recommendation involves the need to develop social poli-
cies that ensure economic security for women and continuous access to 
health care throughout their lifetime. The current climate of welfare re-
form in the United States has eliminated many public benefits for low 
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income women, without also providing adequate resources for them to 
become economically independent. While welfare reform increases the 
likelihood that women on welfare will move into the labor force, they 
often can only secure jobs that pay a minimum wage and that do not 
provide health insurance as a benefit. These jobs often require limited 
skills, and allow little control by the employee. Stress related to lack of 
control and low substantive complexity, routinization, and repetitiveness 
of tasks on the job have been associated with poor psychological health 
(Elliot, 1996; Gecas and Seff, 1989; Staples et al., 1984). The low wages of 
jobs many women will have to take is also a concern, as McDonough et 
al. (this volume) note that health disparities among Canadian women 
were based on absolute social disadvantage. 
 Women’s simultaneous roles as paid workers and care givers have 
sparked controversy as society grapples with issues related to comparable 
worth, gender discrimination in the workforce, child care and the division 
of household labor among adults. Some research indicates an association 
of employment with good health, as measured by self-esteem, perceived 
health, and physical functioning (Pugliesi, 1995; Ross and Mirowsky 1995; 
Verbrugge, 1985). On the other hand, excessively demanding jobs with 
low control and conflicting responsibilities are linked with poor health � 
for example, job strain can exacerbate chronic conditions such as hyper-
tension (Brett et al., 1997). McDonough et al. (this volume), nevertheless, 
found that paid work enhanced the health of Canadian women in spite of 
their experience with greater chronic stress. 
 The passage of federal legislation, entitled Temporary Assistance for 
Needy Families (TANF), to reform welfare in the United States also 
raises concerns about support services available to families with working 
mothers as well as job training needs for women who have not previously 
been employed. Indeed, a legacy of welfare reform may be that it in-
creases the number of roles low income women perform by forcing 
them into employment without also providing them with adequate sup-
ports, such as affordable day care and flexible working hours. Social poli-
cies are needed to promote job training, life skills building and literacy, 
and which are accompanied by affordable health insurance and health 
care. 
 A significant number of women may not be able to adapt to the ab-
sence of cash benefits, such as women with mental illnesses or with other 
problems that make them unemployable; their ultimate fate is unknown. 
A population that will be highly affected by welfare reform is immigrant 
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women, whether or not they have legally or illegally entered in the United 
States. Benefits to this population, including Medicaid, have been abol-
ished at the Federal level and are available only if states choose to provide 
them. 
 
 
10.  The importance of public health 
 
 The final recommendation concerns the importance of public health 
in moving the women's health agenda forward in the United States and in 
other developed countries because of its attention to population-based 
needs of women and its traditional emphasis on multidisciplinary and 
multiple systems strategies to address the social and economic contexts 
of women lives. Emphasis on the role of social and economic conditions 
in determining health date back in the United States to the origins of the 
Children's Bureau in the early 20th century, although the focus initially 
was largely on the effect of these conditions on the mother's health and, 
in turn, the health of her newborn. Fundamental to improving the health 
of the population is public health’s long-standing orientation to social 
equity, as well as to the perspective that population health is related to 
social, environmental and behavioral factors (Krieger and Birn, 1998). 
 Public health is playing a major role in the United States at the na-
tional level in the formation of a number of offices related to research 
and policy on women’s health. In the early 1990s, the Office of Research 
on Women’s Health (1990) was created within the National Institutes of 
Health, a Deputy Assistant Secretary for Women’s Health (1993) was 
appointed and the Public Health Service’s Office on Women’s Health 
(1991) and the Office of Women’s Health Services within the Substance 
Abuse and Mental Health Services Administration (1992) were estab-
lished. Since then, six additional units focused on women’s health have 
been established within the Health Resources Administration, the Cen-
ters for Disease Control and Prevention, and the Food and Drug Ad-
ministration. These units function alongside two others within the 
Department of Health and Human Services (DHHS) that have estab-
lished roles in developing policy and administering programs for women 
� the Maternal and Child Health Bureau and the Office of Population 
Affairs. Beyond DHHS, the Departments of Labor, Justice and Defense 
have created organizational loci and initiatives related to the health and 
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well-being of women. In 1995, the White House established an Office for 
Women’s Initiatives and Outreach. 
 Despite this attention, the field of public health in the U.S. is chal-
lenged by ever diminishing resources, marginalization in national public 
policy debates related to health and increasingly limited control of data 
and analysis. Moreover, intense political debate about women’s rights, 
particularly with respect to reproductive health, equitable access to eco-
nomic resources, and women’s role in childbearing, dramatically compli-
cates public health action on behalf of women. 
 
 
11.  Conclusions 
 
 Despite significant gains in recent years in narrowing the gaps in so-
cial indicators for men and women and for women of different racial and 
ethnic backgrounds, disparities persist in relation to burden of illness, 
educational attainment, employment and earnings. Improving the social 
climate that influences women’s health means addressing these funda-
mental disparities. Understanding these differences and their implications 
should drive the design, implementation, and evaluation of policies and 
programs aimed at improving the health of women in the United States, 
and other developed countries as well. 
 Key approaches needed to improve women’s health include the no-
tions that health builds or diminishes over decades of life, and that pre-
vention needs to begin early with continued vigilance throughout 
women’s life span. An exclusive focus on pregnancy and maternal roles 
in policy development has led to missed opportunities, particularly with 
regard to assuring the health of women prior to beginning childbearing 
and from the time they stop childbearing until they reach old age. Com-
prehensiveness and integration of health efforts are key to promoting the 
health of women. Finally, health policies must build on a base of social 
policies that ensure economic security for women and that avoid singling 
them out for punitive actions. 
 Many groups influence women’s health and are concerned with their 
well-being. Public health entities have the historical mandate and poten-
tial capacity, perspective and knowledge to assure the wellness of all 
women through partnerships and science. Today’s challenge is to rekindle 
the mandate, infused with a more appropriate share of the political atten-
tion and resources available for women’s health care in the United States. 
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