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As we mark the halfway point to the Sustainable Development Goals (SDGs) the world 
is described as still ‘failing women and girls’. A failing that is further compounded by 
emerging global polycrises; economic uncertainty, political instability, war and climate 
emergencies. Gender inequalities cut across all of these challenges.

Even in the health and care sector with an global average of 67 percent of the workforce 
being women, gender inequalities pervade. Women in many parts of the world still 
face barriers to entering and remaining in the paid health and care workforce as they 
are charged with carrying a large portion of the world’s unpaid care work. Even those 
in paid employment are not receiving equal pay, with women earning on average 24 
percent points less than men who are doing similar work. Nor are they adequately 
represented at decision-making tables. Our key message is that a strong gender equal 
health and care workforce is critical in taking us forward in the SDG era, to achieve 
primary health care and universal health coverage. It presents an opportunity for better 
health, better economies and a better planet. 

Yet, advancing gender equality among the health and care workforce will not happen 
on its own. In 2022, WHO together with the International Labour Organization launched 
a first-ever global report on gender pay gaps in the health and care sector which 
showed not only that women in the sector are underpaid, but the sector as a whole is 
undervalued. This present report uses data and a gender lens to further explore the 
undervaluation health and care work showing that decades of chronic underinvestment 
in health and care work is contributing to the growing global crisis of care and 
demonstrating that universal health coverage and gender equality are tightly wound 
objectives. 

The Fair Share report outlines how gender-equitable investments in health and care 
work can help fully recognize the value of this work and drive fairer and more inclusive 
economies. The agenda in the SDG era and beyond needs to better recognize and value 
of women’s work. This report provides the necessary foundation for the collective effort 
required to meet the pressing needs for gender equality in the health and care sector. I 
urge you to take action and deliver a fair share for health and care. 

James Campbell
Director, Department of Health Workforce, WHO

Preface 
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Executive summary

Health and care work involves a variety of activities, occurring across 
different contexts, with varying degrees of recognition, compensation 
and regulation. Women are the backbone of the care economy, 
comprising 67% of the global health and social care workforce (1,2) and 
performing 76% of unpaid care activities.(3) As a result of the pandemic, 
women’s health and care responsibilities – including unpaid care – 
almost doubled, with women shouldering more work relative to men.
(4–8) Unpaid care was recognized as a "critical mainstay of the COVID-19 
response".(9)

Health, and the work that supports it, is one of 
our greatest shared societal resources. Yet, health 
and care work is vastly undervalued.(1,10) This 
undervaluation is anchored in pervasive attitudes 
towards caregiving and reproductive labour, based 
on harmful gender norms.(11,12) Underinvestment 
in health systems can lead to a shift towards 
unpaid health and care work, which lowers 
women’s participation in paid labour markets 
and acts as a barrier to women’s economic 
empowerment and gender equality (Sustainable 
Development Goal 5). Underinvestment in health 
and care work impacts health systems’ ability 
to respond to complex crises like the COVID-19 
pandemic, and contributes to a growing global 
“crisis of care”.(3,13,14) 

Uncovering a global undervaluation of health 
and care work

The way that health and care work is valued is a 
gender issue that affects the health workforce, 
impacts the perceived value of the health and 
care sector and entrenches the dependence of 

 Executive Summary   vii

society on underpaid and unpaid health and care 
work. Unpaid health and care work represents 
an extreme form of undervaluation that has the 
effect of subsidizing both public and private 
institutions,(2,15–18) with unpaid health and care 
work, and those that perform this work, remaining 
largely invisible in national statistics.(10,15) 

Some health and care occupations are treated as 
extensions of women’s domestic and unpaid work. 
They are highly feminised and often carry a lack 
of social recognition, poor working conditions, 
low pay and are frequently perceived as low 
status.(2,12,17) As a highly feminised sector, 
the double pay penalty in health and care work 
(that is, the dual reality of lower sector-specific 
pay and women’s relatively lower pay across 
the sector) drives down the apparent value 
of health and care work, and culminates in a 
lower economic footprint in national accounting 
systems.(1,19,20) In addition, data gaps mean 
that gender inequalities in health and care work 
are inadequately recognized and acted upon.
(17,21,22) 



Making the case to reset the value of health and 
care work

Health and care work supports human wellbeing 
and survival. It also promotes economic 
prosperity, is an important source of gainful 
employment, provides an essential social safety 
net, fosters social cohesion and stability, drives 
innovation, diversifies economies, is central to 
global security and creates virtuous cycles of 
equity.(23–25) As we recover from the COVID-19 
pandemic there is an opportunity for a global reset 
that addresses the care crisis, reorients economies 
towards valuing and supporting human and 
planetary health and invests in long-term social 
infrastructure to support universal wellbeing.
(26,27) Central to this is revaluing health and care 
work and those that deliver it. This report uses 
a gender-transformative approach to make the 
case for a global reset in how we collectively value 
health and care.

Identifying the Gender Value Gaps

This report lays out and quantifies critical Gender 
Value Gaps. It demonstrates how health and care 
work is undervalued, why this is a gender equality 
issue, and what can be done about it. The Gender 
Value Gaps framework builds on feminist research 
and advocacy, and outlines four key gender gaps:
1. the Gender Gap in Care
2. the Gender Gap in Participation
3. the Gender Gap in Earnings
4. the Gender Gap in Working Conditions.

driving innovation and economic diversification 
and promoting health security.(24,30) Further, 
health and care work creates “virtuous cycles” 
which help tackle inequality.(24,30,31) 

Health and care investments require a critical 
assessment of where and how financing can be 
used most strategically.(32) This report highlights 
precisely where and how gender-equitable 
investments in health and care work, coupled with 
gender-transformative policies, could reset the 
value of health and care. 

Six supportive actions are needed:
1. Address the Gender Gap in Care, support

quality care work and uphold the rights and
wellbeing of all caregivers and care recipients.

2. Support gender-equitable labour force
participation.

3. Enhance wage conditions in the health and
care workforce and ensure equal pay for equal
work.

4. Improve working conditions for all forms of
health and care work, especially for highly-
feminised occupations.

5. Ensure that the full spectrum of health and
care work is accounted for, measured, valued
and included in national statistics.

6. Invest in robust public health and care
systems.

These are underpinned by the Gender Gap in 
Data – characterized by a lack of sex or gender-
disaggregated data – and culminate in sector-wide 
underinvestment (the Gender Gap in Investment). 

Closing the Gender Value Gaps

Investing in health and care work is one of the 
most important choices a country can make 
to safeguard human health, ensure inclusive 
economic development, reduce gender 
inequalities and protect against crises such as 
the COVID-19 pandemic.(14,23,28–30) Health and 
care systems drive inclusive economic growth by 
increasing population health and productivity, 
promoting a “care economy”, providing social 
protection, fostering social cohesion and equity, 
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1. Introduction
Health, and the work that supports it, is one of our greatest shared 
societal resources. Health and care work¹ involves a variety of activities 
with varying degrees of recognition, compensation and regulation. Since 
everyone is dependent on some form of health care during their lives, it 
is difficult to overstate its importance to society.

¹  In this report, the term “health and care work” refers to employment in the health and social care sector, including nonstandard employment 
and employment in the informal economy, as well as unpaid work that is primarily directed towards the health and care objectives of families 
and communities. Terms are described more fully in Section 2.2. 

² Decent work refers to work that is productive, safe, fairly compensated, secure and upholds human rights.(3,33,34) Decent work is discussed 
further in Section 5.

Health and care work promotes human wellbeing, 
is both foundational to economic prosperity and 
an important source of gainful employment, 
provides an essential social safety net, fosters 
social cohesion and stability, drives innovation, 
diversifies economies and is central to global 
security.(23–25,30) Increased employment in the 
health and care sector can create virtuous cycles 
of equity, particularly for women, because as a 
source of decent work² it offers viable pathways to 
overcoming barriers to labour force participation.
(23,24,31) Outside the labour market, unpaid 
health and care work is critically important for 
families and communities, particularly in contexts 
where public health infrastructure is weak.
(16,18,35) Health and care work is also central to a 
socially just and prosperous future for people and 
the planet.(3,16,18,22,36)

Yet, health and care work is vastly undervalued.
(1,10) This undervaluation is anchored in pervasive 
attitudes towards caregiving and reproductive 
labour, based on harmful gender norms.(11,12) 
Paradoxically, the work labelled essential during 
times of crisis is continually devalued by markets 
and inadequately supported by governments.
(18,26,27) Decades of underinvestment in health 
and care, combined with growing and ageing 

populations, increasing economic precarity, 
climate change and political instability,(3,16,22,37) 
has created a “global crisis of care”.(3,22,38) 

Underinvestment in health and care work 
hinders gender equality and the empowerment 
of women and girls. Devaluing caregiving, which 
is work performed largely by women, impacts 
wages, working conditions and productivity 
across the health and care sector. This lowers 
the economic footprint of health and care work 
and those that perform it. Underinvestment in 
the formal health and care sector can also lead 
to a shift towards unpaid health and care work, 
also disproportionately performed by women. 
This lowers women’s participation in paid labour 
markets and acts as a barrier to gender equality 
and women’s economic empowerment.

This report makes the case for a global reset in 
the value of health and care work on the basis 
of gender equality. The report aims to identify 
and quantify the impact of gender gaps in health 
and care work across four key domains: care, 
earnings, participation, and working conditions. 
These domains are all underpinned by data gaps, 
referred to as the Gender Gap in Data. The report 
demonstrates how these gaps are integral to 
the undervaluation of and underinvestment in 

1. Introduction
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health systems, referred to as the Gender Gap in 
Investment. Fundamentally, they are Gender Value 
Gaps.

The report is divided into four sections. Following 
this introduction, Section 2 provides context by 
exploring how and why health and care work 
is undervalued. Section 3 outlines the report’s 
approach, and introduces the Gender Value Gaps 

framework. Section 4 assesses the impact of each 
of the Gender Value Gaps and argues why closing 
those gaps is important. Section 5 discusses the 
policy levers that countries can use to support 
gender equality, strengthen health systems and 
ultimately reset the value of health and care work 
globally.
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2. Background

2.1 A global undervaluation of 
health and care work
COVID-19 brought into sharp focus the critical 
importance of health and care work. Health and 
care work, in all its forms, increased in intensity 
and significance as other economic activities 
ground to a halt and health systems in affected 
countries were activated.(13,18,39) The pandemic 
also revealed deficiencies in current models of 
care. It exposed and worsened gender inequalities, 
particularly for women experiencing intersecting 
forms of discrimination or marginalization, and 
revealed the prevalence of precarious forms of 
work which women are more likely to perform 
than men.(1) Specifically, COVID-19 signalled an 
increased reliance on unpaid health and care 
work, also more likely to be performed by women.
(5,6,16,18,40) 

As the global majority of paid health and care 
workers, women are the backbone of the health 
and care economy, comprising 67% of the 
workforce.(1,2) Beyond paid work, it is estimated 
that women perform 76% of unpaid care activities.
(3) Women tend to be highly represented in
direct-contact health and care occupations such
as nursing and long-term care (LTC).(6,8,41)
Many improvements in population health can be
attributed to women’s often unrecognized work
in health and care.(42) A stronger health and care
workforce is positively associated with health
equity, greater health care seeking, improved
access to services and improved population
health.(43–45)

2.1.1 Underpaid, undervalued and under-
resourced 

The undervaluation of health and care work has 
implications for the health and care workforce: 

it impacts the perceived value of the health and 
care sector and entrenches society’s dependence 
on both unpaid and underpaid workers. The 
prevalence of unpaid health and care work is an 
extreme consequence of this undervaluation, 
and has the effect of subsidizing both public and 
private institutions.(2,15–18) This means that 
unpaid health and care work, and those who 
perform this work, remain largely invisible in 
national statistics.(10,15,21)

Some health and care occupations are treated as 
an extension of women’s domestic and unpaid 
work: they are highly feminised and often imply a 
lack of social recognition, poor working conditions 
and low pay.(1,2,12,17) This impacts the value 
of the health and care sector as a whole. As a 
highly feminised sector, wage conditions are 
worse compared to other economic sectors with 
similar labour market attributes.(1,19) The double 
pay penalty (that is, the combination of lower 
sector-specific pay and women’s relatively lower 
pay across the sector as a whole) produces a 
lower economic footprint in national accounting 
systems, especially for women.(20) Studies have 
shown that investments in highly feminised 
sectors are often lower than in sectors where men 
comprise the majority.(1) In addition, data gaps, 
such as a lack of sex or gender-disaggregated 
information on wage conditions, employment 
conditions and unpaid work, mean that 
gender inequalities in health and care work are 
inadequately recorded, reported and acted upon.
(17,21,46) This has led to a pervasive undervaluing 
and underinvestment in the health and care 
sector which in turn undermines health systems.
(14,20,30)

2. Background
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Fig. 1: The spectrum of the recognition of health and care workᵃ
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ª Categories of work derived from the 19th International Conference of Labour Statisticians (ICLS) resolution concerning statistics of 
work, employment and labour underutilization.(48)

2.2 Health and care work, and its 
perceived value
Health and care work involves a variety of 
activities with differing degrees of recognition, 
compensation and regulation. While much 
attention has rightly been given to employment 
in the health and social care sector, health and 
care work extends beyond labour markets. This 
report aims to capture health and care work in 
the broadest sense, from a feminist perspective 
that recognizes and values the diverse forms of 
work, both paid and unpaid, occurring across 
domestic and public spheres. The report will 
focus on employment in the health and social 
care sector (referred to throughout as health and 
care employment), and other forms of unpaid or 
otherwise unrecognized work for the health and 
care of families and communities (referred to 
throughout the report as unpaid health and care 
work). Combined, this is referred to as health and 
care work.

Both health care and social care are needed to 
achieve a “state of complete physical, mental 
and social well-being”.(47) Productive health and 
social care activities, both paid and unpaid, can 
cross the formal, informal and household own-use 
and community sectors. There are ongoing global 
efforts to harmonize terminology and data on the 
subject, and to more effectively recognize care 
activities in global health workforce strategies.

The degree to which health and care work is 
recognized and valued can be considered as a 
spectrum, underpinned by gender norms. Using 
the statistical concept of work as any activity 
performed by persons of any sex and age to 
produce goods or to provide services for use 
by others or for own-use, Fig. 1 sets out the five 
forms of work in the International Conference 
of Labour Statisticians (ICLS) resolution on a 
spectrum.(48) Starting on the left side of the 
spectrum, unpaid health and care work performed 
in individual households for own-use appears as 
one of the least well recognized or measured – it 
also tends to be performed primarily by women.
(15,16,49) Next, other less visible forms of health 
and care work include volunteer work performed 
for others without pay, “other work activities” 
which could include unpaid community service 
or unpaid civilian service, as well as unpaid 
trainee work performed for others without pay 
to acquire workplace experience or skills. These 
forms of work are all unpaid and less recognized 
in most national measures of work. Paid activities 
or employment work are comprised of work 
performed for others in exchange for pay or profit 
across both the formal and informal sectors.
(48) Across these paid activities there also exists
a hierarchy of recognition and value, where
occupations that are deemed more caregiving
tend to be more feminised, are often considered
low-status and tend to have lower pay.(1,2,17)

Understanding health and care work as a 
spectrum not only enables a wider appreciation of 
all the various forms of health and care work, but 
also allows for an understanding of how health 
and care work can be revaluated to optimize for 
societal needs. It also shows how less visible forms 
of work often interact with more visible forms. 
For example, an individual might simultaneously 

provide unpaid health or care work in their own 
home for their family while also participating in 
paid health or care employment. In some settings, 
health services might rely on certain services being 
provided through unpaid health and care work. 
The distribution of all forms of health and care 
work is a particularly important consideration for 
gender and labour force participation.(3)
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2.3 Health and care work, 
gender, and intersecting crises 
2.3.1 Work during intersecting crises

COVID-19 occurred at a time of drastic economic 
inequality, when people’s livelihoods were 
increasingly precarious, public services weakened, 
democracy under threat, disinformation 
widespread, conflicts ongoing and the impacts 
of the climate crisis intensifying.(3,16,18,22,37) 
As a result, and exacerbated by chronic 
underinvestment, public health and care systems 
remain in continual “crisis mode”.(22)

Health and care work provides a critical web of 
support for society in times of crisis. As a result of 
the pandemic, women’s caregiving responsibilities 
– including unpaid care – almost doubled, with
women shouldering more work relative to men,
and women in disadvantaged groups shouldering
more work compared to women in more privileged
groups.(4–8) Certain activities, such as chronic
disease care, that were previously taking place
in health services were shifted onto families and
communities as unpaid care work. This work was
largely performed by women, and particularly
by women experiencing multiple forms of
marginalization, without pay or social protection.
(4–9,18) The United Nations described this unpaid
work as “a critical mainstay of the COVID-19
response”.(9) This phenomenon is not unique to
COVID-19: the shifting of health and care activities
from public services onto households in the form
of unpaid work occurred during the HIV/AIDS and
Ebola epidemics, and in other contexts where
health systems are weak, underfunded or highly
privatized and unaffordable.(9,50–52) The unpaid
health and care work performed by women also
acts as an economic “shock absorber”.(18,53,54)
Taken as a whole, household economic activities
related to unpaid caregiving and health care had
the effect of an “automatic economic stabiliser”
during the pandemic.(54,55)

2.3.2 Crises of widening gender disparities 
and weakening social infrastructure

Intersecting social, health and economic crises 
tend to widen gender disparities – with a 

disproportionate impact on women experiencing 
overlapping forms of marginalization – and further 
entrench the undervaluation of health and care 
work.(5,6) 

As a result of the pandemic, progress towards 
closing the global gender gap³ reversed, with the 
average time to achieve gender parity globally 
estimated to take over 135 years from 2021.
(56) Women and girls across the world – already
facing substantial gender disparities before the
pandemic – experienced increasing economic
adversity, worsening health, a disproportionate
responsibility for unpaid care and exponentially
higher levels of gender-based violence (GBV).
(4,5,9) Women were more likely than men to lose
employment, forgo paid work to care for others,
or drop out of school.(4) The economic impacts
felt by women and girls were compounded by
them earning less and saving less amid higher
job insecurity prior to the crisis.(9) Combined, it
is estimated that women lost over US$ 800 billion
in income in 2020 due to the COVID-19 pandemic.
(57) Further, women’s health was affected by the
reallocation of resources away from key services,
such as reproductive health care.(9) Global survey
data suggest that women experienced greater
disruptions in accessing health care across
Europe, the Middle East, and the Americas.(4)
Around 18 million women in Latin America and
the Caribbean were estimated to have lost regular
access to modern contraceptives because of the
pandemic.(9,58) GBV also rose concerningly on a
backdrop of restricted movement, social isolation
measures and socioeconomic stress.(4,9)

Weakened social infrastructure, including 
policies, resources and services, as a result of 
health and economic crises further compounds 
gender disparities. Following the global financial 
crisis of 2008, austerity measures introduced by 
governments around the world often included cuts 
in public spending and reduced state provision 
of health and care services, leaving women and 
families to pick up the shortfall through unpaid 
work.(59,60) During economic crises, the demands 
on women’s time are further intensified by their 
role in managing households and communities 
to help “make ends meet”.(59) During conflicts, 

³  The Global Gender Gap Index reports national gender gaps in outcomes across economic participation and opportunity, educational 
attainment, health and survival, and political empowerment. The Global Gender Gap Index also reports national progress towards closing each 
gap and the estimated time to closing each gap based on national progress.

2. Background
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women and girls experience greater economic 
vulnerability, gender discrimination and often 
shoulder unpaid care responsibilities, alongside 
experiencing worse working conditions, pay 
and access to social protection.(35,61) Similarly, 
during environmental crises, women experience 
the compounded effects of gendered economic, 
health and social disadvantages.(62) 

2.3.3 Worsening gender inequalities among 
health and care workers 

Against a backdrop of worsening gender inequality 
and weakened social infrastructure, women health 
and care workers faced additional challenges in 
the workplace due to COVID-19. Globally, health 
and care workers experienced gender inequalities 
prior to the pandemic, such as occupational 
segregation by gender, including the under-
representation of women in leadership gender pay 
gaps, and GBV.(2,17,63,64) Studies have suggested 
that further to these challenges, direct-contact, 
majority-women occupations, such as nursing, 
midwifery and work in LTC facilities, were most 
negatively impacted by the pandemic.(6,8,41) 
The clustering of women in positions affected by 
longstanding gender, racial and socioeconomic 
hierarchies placed them at even higher risk.(5,65) 
Especially in the early stage of the pandemic, 
many health and care workers – often women, and 
particularly those from Black, Asian and Minority 
Ethnic backgrounds – were left without access to 
adequate personal protective equipment.(66,67) 
Some reports have described how in some cases 
the personal protective equipment supplied was 
not suitable for women’s bodies.(66,67) Women 
health and care workers also reported decreased 
access to leadership and decision-making 
opportunities, poor mental health and pointed 
to an increased “double burden”, with relatively 
higher workloads both in the workplace and at 
home.(6–8,68)

Women working in the informal economy and 
in nonstandard forms of employment faced 
particularly poor working conditions, alongside 
a pre-existing lack of legal and social protection.
(4,64,69) Women in such roles often experience 
multiple, intersecting forms of marginalization, 
making their status even more precarious.(33,70) 
COVID-19 exacerbated gender inequalities in the 
informal economy, with women experiencing 

heightening economic precarity and income 
losses, increased exposure to health and safety 
risks without formal legal or social protections, 
stress relating to job insecurity, and a lack of 
the social benefits that accompany formal 
employment.(4,40,57,69) The possibility of GBV 
was a concerning reality across all health and care 
occupations and a particular concern for domestic 
workers, where precarious working conditions 
were compounded by further social risks related 
to gender, poverty, migration and racism.(71) 

2.4 The road to recovery requires 
a reset
Following COVID-19, there is both an opportunity 
and an imperative for a global reset that addresses 
the care crisis, reorients economies towards 
valuing and supporting human and planetary 
health and makes long-term investments in social 
infrastructure to support universal wellbeing.
(26,27) Central to this is a revaluation of health and 
care work and those who deliver it. 

Health and care work provides the foundation 
for shared prosperity. It is estimated that around 
one quarter of growth in full income in low and 
middle-income countries (LMICs) between 2000 
and 2011 was the result of the value added by 
improvements in the health of the population.
(72) In 2018, global spending on health was
US$ 8.3 trillion, equating to 10% of global GDP.
(73) In 2010, the financial value f women's
contributions to health systems was estimated
at almost 5% of global GDP - with almost half of
this coming from unpaid health-specific work for
which it is estimated women contribute almost
three hours for each hour invested by men.
(3,10) Improvements in health can contribute to
productivity advances and help drive economic
growth.(74–76) The “demographic dividend” of
healthy societies means that reduced premature
maternal mortality and subsequent lower
child mortality positively influences household
decisions on family planning which, in turn, can
contribute to a faster demographic transition and
economic development.(30,72)

Health and care work contributes in numerous 
other ways to human and planetary health.(77,78) 
While economic measures are a starting point to 
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examine the positive societal impact of health 
and care work, it should be noted that numerous, 
interconnected and important contributions 
remain undermeasured and not fully accounted 
for. The WHO Council on the Economics of Health 
for All calls for a transformation in economic 
thinking to reorient economies towards human 
and planetary health.(27) The success of wellbeing 
economies⁴ – like that adopted by New Zealand 
– in addressing child poverty, mental health, and
environmental protection, demonstrates the
importance of social and economic systems that
promote human and ecological wellbeing.(79)

⁴  A “wellbeing economy” refers to the explicit design of economies to deliver human and ecological wellbeing.(79)
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3. Approach
3.1 Resetting the value of health 
and care work and transforming 
the value of women’s work
This report makes the case for revaluing health 
and care work using a gender-transformative 
approach. While previous analyses have focused 
on specific examples of women’s contributions 
to health and care being undervalued,(1,17) 
attention to what drives this undervaluation 
of the health and care sector as a whole is now 
starting to come to the fore.(27) This report 
aims to fill this information gap by using a 
whole-systems approach combined with global 
data to demonstrate the impact of gender 
inequality across specific Gender Value Gaps, in 
order to show how these gaps culminate in the 
undervaluing of the sector overall. 

Feminist research and advocacy, which draws 
attention to the gendered undervaluing of care 
work, were combined with analyses of data and 
information from a range of relevant national 
indicators – cutting across gender, health systems, 
sustainable development and national economic 
performance – in order to quantify these Gender 
Value Gaps (see Section 3.3 for more information 
about the framework and Section 3.4 for more 
information about data used). 

Investment cases are used in global health to 
provide policymakers with the relevant evidence, 
supported by a structured decision-making 
process, to implement policy recommendations. 
Their aim is to offer compelling arguments to 
policymakers who can then tailor their approach 
to their national context.(80) However, investment 
cases for health are often gender blind, which 
risks devaluing the health and care work they are 
designed to support.(20) This report uses sex and 

gender-disaggregated data to demonstrate how 
gender-equitable investment in health and care 
work can reap widespread benefits. 

Global health investment cases present 
policymakers with the “why” and the “how” for 
putting evidence-based policy into practice.
(80) The “why” is provided in Section 4, where a
mix of global review evidence and original cross-
sectional analyses are presented to describe each
Gender Value Gap, their impact, and the case
for closing each gap. The “how” is provided in
Section 5, where evidence-based policy levers are
outlined.

3.2 Centring gender in health 
and care work
Gender impacts how people live, work and relate 
to each other.(12,81) Gender norms and power 
relations shape the types of work that people do 
and the way that work is valued.(11,82) Gender 
analysis is a powerful tool that can be used to 
identify, understand and address inequalities in 
health systems.(12,83,84) Many different gender 
analysis frameworks have been developed and 
utilized in health systems research. Key areas 
commonly examined include attitudes and gender 
norms, gendered activities and the division of 
labour, access to and control over resources, and 
agency and decision-making. Box 1 describes 
these in more detail.  

Gender is a crucial site where power and privilege 
operate to create inequalities. An intersectional 
approach recognizes that all human experiences 
are shaped by the intersection of different factors 
– including gender, race, class, migration status,
disability/ability and religion – and interconnected
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power structures.(85) There is an imperative 
to better understand the experiences of those 
who are most impacted by intersecting forms 
of discrimination so that more informed and 

equitable decisions can be made. Where possible, 
this report highlights these experiences, but it 
must be noted that data limitations prevent a full 
intersectional analysis.

Box 1: Critical gender concepts

Attitudes, gender norms and structures of constraint 
Attitudes are the ways that a person communicates their beliefs and values, and have the power 
to shape gender norms and stereotypes.(86) Norms are “shared beliefs about what is typical 
and appropriate within a cultural or social group”.(86) Gender norms are “ideas about how 
women and men should be and act. Internalized early in life, gender norms can establish a life 
cycle of gender socialization and stereotyping”.(87) Rigid gender norms can negatively affect 
health by influencing the health behaviours of men, women and those with gender-diverse 
identities.(88)

Attitudes and norms define social relationships among different people and groups, “which 
place some in positions of dominance over others and differentiate the choices available to 
them—including in relation to access to and control over resources”.(Folbre (1994) cited in (89)) 
These have been termed “structures of constraint” and refer to “the social norms, values and 
practices which define inequalities between women and men in societies, generally allocating 
different roles and responsibilities and assigning a lower value to those aptitudes, capabilities 
and activities conventionally associated with women”.(Folbre (1994) cited in (89)) 

Activities and the gender division of labour
The types of activities performed by women and girls⁵ are shaped by gender norms and 
attitudes. There are numerous constraints to women’s time and their choice to undertake 
certain activities, including decent paid work, education, public life, rest and leisure. For 
example, it is estimated that 42% of women of working age globally are outside of the labour 
force, because of unpaid care responsibilities.(16) 

The gender division of labour refers to “the way each society divides work among men and 
women, boys and girls, according to socially-established gender roles or what is considered 
suitable and valuable for each sex”.(90) Examples of the gender division of labour include:

1. The productive/reproductive work divide. This refers to the division of paid (that is,
productive) and unpaid (that is, reproductive) work between women and men in private
and public life.(91,92) Gendered attitudes ascribe caregiving to women and wage-earning
labour to men, which often leads to a gender-unequal distribution of paid and unpaid work.
(11,89,93,94)

2. Occupational segregation by gender. This phenomenon impacts labour markets on a
global scale and refers to the tendency for women to work in different occupations and/or
sectors to men.(1,17,95,96) Horizontal occupational segregation refers to the over or under-
representation of a particular gender in certain jobs.(1,97) Vertical segregation refers to
the over or under-representation of a particular gender within an occupation or sector at

⁵  Gender shapes the experiences and activities of everyone, including men and boys, as well as people with gender diverse identities. The focus 
of this report is on how gender inequality disadvantages women in health and care work. This report uses sex-disaggregated data, where 
available, to compare the experiences of women and men, but it should be noted that there is a paucity of information on gender-diverse 
identities.



10   Fair share for health and care: gender and the undervaluation of health and care work  

the top or bottom end of a ranking based on “desirable” attributes such as higher income, 
prestige or job stability.(97) A related term, occupational feminisation refers to when women 
enter or are “crowded in” to certain occupations or roles.(98) Feminised occupations are 
often low paid, insecure, and less socially desirable as a result of their status, time and 
socially-ascribed roles.(99–101)

3. Devaluing women’s work. In the labour force, women do not tend to gain the same level
of recognition or reward as men.(93) Social norms regarding the lesser value of women’s
work mean that women's economic contributions are devalued.(102,103) This translates to
feminised professions attracting a “wage penalty” relative to other sectors, which impacts
men and women alike but tends to affect women the most, particularly women from
marginalized backgrounds.(99)

Access to and control over resources
Resources refers to “means and goods, including economic (household income) or productive 
means (land, equipment, tools, work, credit); political means (capability for leadership, 
information and organisation); and time”.(104) Access refers to “the ability to use and benefit 
from specific resources (material, financial, human, social, political, etc.)”.(104) Control over 
resources “entails being able to make decisions over the use of that resource”.(104)  Access to 
and control over resources is shaped by gender norms and attitudes that operate at individual, 
family, institutional and societal levels.(105–107) This often leads to women having less access 
to and control over resources that are important to their wellbeing and livelihoods.

Agency and decision-making
Agency refers to the degree to which people have the ability to challenge constraints in their 
lives.(89) This is closely linked to the concept of capabilities, which refers to “the capacity and 
agency that people need to exercise choice and achieve valued objectives, given the resources 
at their disposal and their location within relationships of power”.(Sen (1999) cited in (89)) While 
everyone has some degree of agency, this operates within certain limits. Gender power relations 
constrain choice and agency: women are often denied their agency through patriarchal 
attitudes that assert men’s authority over women, lack of access to resources and the unfair 
distribution of reproductive labour.(Kabeer (2001) cited in (89)) 

While many women are powerful leaders of change, they are often excluded from decision-
making in the household and in economic and political spheres.(108,109) Unfair distribution of 
caregiving responsibilities, lack of education, low income and discriminatory laws and practices 
are just some examples of gendered barriers to decision-making.(109) Participation in decision-
making is a critical gender issue because equitable participation can help shape decisions that 
benefit everyone, in health and care work and beyond.
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3.3 Introducing the Gender Value 
Gaps framework 
The Gender Value Gaps framework (Fig. 2) 
developed for this report, helps demonstrate how 
health and care work is undervalued, why this 
undervaluation is a gender issue and what can be 
done about it. The Gender Value Gaps framework 
builds on the concept of the “gender division of 
labour” (Box 1) and is designed to address four key 
gender gaps:
1. the Gender Gap in Care
2. the Gender Gap in Participation

3. the Gender Gap in Earnings
4. the Gender Gap in Working Conditions.

A lack of appropriate sex or gender-disaggregated 
data reinforces these gaps, and as a system these 
gaps culminate in sector-wide underinvestment. 
Respectively, these reflect the Gender Gap in Data 
and the Gender Gap in Investment.

The Gender Value Gaps framework will be used 
in Section 4 to explain the impact of each of the 
gender gaps in health and care work, and how 
they culminate in sector-wide undervaluation of 
and underinvestment in health and care work.

Fig. 2: The Gender Value Gaps framework
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3.4 Methods
3.4.1 Literature review

The Gender Value Gaps framework and 
subsequent analysis is based on a literature review 
that sought to understand the gendered nature 
of health and care work, why underinvestment in 
health and care is a gendered issue and the role 
of a gender-equitable health and care workforce 
in promoting an inclusive recovery from the 
COVID-19 pandemic. Note that this report does not 
refer to COVID-19 in a technical sense, but rather 
to the economic recovery from the economic 
downturn related to COVID-19. 

A rapid scoping review was conducted between 
October and December 2021, and updated in 
March 2022 and June 2023, to understand and 
articulate the full spectrum of health and care 
work, gender inequalities in health and care work, 
the impact of COVID-19 on gender inequalities in 
health and care work and the investment case 
for gender-equitable health and care work. Rapid 
reviews are a “timely and affordable approach 
that can provide actionable and relevant evidence 
to strengthen health policy and systems.”(110) The 
rapid review approach is outlined in Box 2.
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Box 2: Summary of rapid review methods

Key steps in the rapid review process include topic selection and refinement, deciding on the 
scope of the review, identification of a target audience, searching the literature, extracting and 
synthesizing the evidence and developing a report.(110) 

• Topic: the topic of the review was the understanding and articulation of the full spectrum of
health and care work, gender inequalities in health and care work, the impact of COVID-19 on
gender inequalities in health and care work and the investment case for gender equitable health
and care work.

• Scope: the review was situated at the intersection between gender, labour, and health policy
and research, with a focus on the health and care workforce in order to capture the fullest
picture of women’s contributions to health and care work across a range of settings.

• Audience: the review was designed to support Member States’ dialogue on gender equality
and health, building back from COVID-19 in a more gender-inclusive way, as well as to outline
practical steps for policy implementation at the national level.

• Type of review: a scoping review and descriptive synthesis were performed. The review was
designed to better understand and map out existing concepts and approaches. It attempted to
outline the contribution of women to the health and care economy, and to begin to map how a
gender equitable health and care workforce may contribute to societal objectives in the wake of
COVID-19.

• Resources used: an internet-based search was used to identify relevant reviews, as well as
policy and advocacy reports and other global-level evidence. The resources of UN organisations
were prioritized. Academic literature was gathered through Scopus and PubMed databases,
where necessary, but this was limited to international review articles. In particular, the
search targeted World Health Organization (WHO), International Labour Organization (ILO),
and Organisation for Economic Co-Operation and Development (OECD) reports, given their
track record of publishing on health and care work. Reports were cross-referenced to include
additional relevant information.

Data extraction and synthesis: information was extracted across six key areas: 
1. articulating the impact of the COVID-19 pandemic on women’s health and care work;
2. understanding the full spectrum of health and care work from a feminist perspective;
3. synthesizing critical gender concepts and analysis approaches relevant to understanding

the Gender Value Gaps in health and care work;
4. outlining the contributions of women to health and care work, including identifying gender

inequalities in health and care work;
5. mapping how gender equality in health and care work contributes to the economy;
6. articulating the investment case for gender-equitable approaches to health and care work.

This report draws on a broad array of resources 
from nursing, labour, gender, and private sector 
studies to feminist economics, advocacy initiatives 
and development research. The report uses 
information from policy reports published by UN 
and other international and intergovernmental 

organizations, and draws on peer-reviewed 
literature. Several data and evidence gaps were 
noted, particularly for unpaid health and care 
work, informal health and care work and migrant 
health and care workers.
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3.4.2 Data compilation

The data for the analyses were compiled using 
sex or gender-disaggregated information for 
the period 2000–2020 and were extracted from 
several sources, including the WHO Global 
Health Observatory (GHO), ILO, the National 
Health Workforce Accounts (NHWA), OECD, 
the United Nations Industrial Development 
Programme (UNDP), the United Nations Industrial 
Development Organization and the World Bank. 
Although data on unpaid, nonstandard and 
informal health and care work are sparse, they 
were included where possible. Data were cleaned 
and merged, using the commonalities of country 

and year. Groups of indicators are summarized 
below in Box 3. More details on the indicators 
included in the database can be found in Annex 1.

The paucity of data, especially sex or gender-
disaggregated data, limited the analyses. A 
complete case analysis approach was adopted, 
meaning that country-years with incomplete or 
missing data were not included. As a result, the 
sample size in most analyses was small and open 
to reporting and selection bias. Although the 
results provide new and important information, 
these data limitations mean that these results 
must be interpreted with caution.

Box 3: Summary of key indicators

Gender Gap in Care
• Sex-disaggregated data on time spent in all forms of unpaid work, including unpaid care

work, in OECD countries and China, India and South Africa were derived from national time-
use surveys taken from the OECD Employment Database.

Gender Gap in Participation
• Sex-disaggregated data on labour force participation rates in the health and care sector

and other sectors by sex and economic activity were derived from the ILO Dataset on
Employment and were available for 187 countries.

• Data on the density of health and care workers were derived from NHWA. Sex-disaggregated
data on both doctors and nurses were available for 102 countries.

Gender Gap in Earnings
• Data for the earnings gap in all sectors and within the health and social care sector by

sex and economic activity were derived from the ILO dataset on Wages and Working Time
Statistics, utilizing the International Standard Industrial Classification for All Economic
Activities (ISIC) category “health and social work”.

Gender Gap in Working Conditions
• Data on employment in the informal economy by sex and economic activity were derived

from the ILO Labour Force Statistics dataset on employment outside the formal sector.
• Statistics on nonstandard forms of employment and domestic and migrant workers were

derived from the literature.

Gender Gap in Investment
• Data on national total spending on health were derived from the WHO Global Health

Expenditure Database.
• Other statistics on national spending in health services and on health and care workers

were derived from the literature.
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Health system performance
• Health service coverage, reflected by data on universal health coverage (UHC), is

represented by two components: the UHC service coverage index and data on financial
protection.

• The UHC service coverage index reports data on the following sub-indexes: tracer
indicators on reproductive, maternal, newborn and child health, infectious diseases,
noncommunicable diseases and service capacity and access.

• UHC financial protection reports catastrophic household expenditure on health (that
is, household expenditure that places significant financial hardship on families) and is
captured by the following indicators:
1. population with household spending on health at > 10% or > 25% of household income
2. population pushed below poverty line at US$ 1.90 per day and US$ 3.20 per day marks
3. population pushed below poverty line (> 60% of median daily income).

Population health
• Data on population health outcomes by life expectancy at birth (years), maternal mortality

(deaths per 100,000 live births) and infant mortality rates (deaths per 1000 live births) were
derived from the GHO.

Gender equality
• National-level data on gender equality were derived from the Social Institutions and Gender

Index (SIGI) data, accessed via the OECD development database, and the Gender Inequality
Index published by UNDP.

National economic indicators
• National economic performance indicators, including GDP per capita in purchasing power

parity (PPP) rates and GDP growth, were derived from World Bank national accounts data,
and the OECD National Accounts data.

3.4.3 Data analysis

A series of unadjusted, bivariate and 
descriptive analyses were performed using data 
disaggregated by country and year to outline, 
where possible, the extent and impact of each 
of the gender gaps. These exploratory analyses 
were structured around the Gender Value Gaps 
framework. First, descriptive analysis was 
performed to summarize each of the Gender Value 
Gaps. Then, to understand the impact of each 
Gender Value Gap, the following national-level and 
cross-sectional relationships were explored: 

1. the relationship between care gaps, labour
force participation, health system performance
and population health outcomes;

2. the relationship between participation gaps,
labour force participation rates in other
sectors, gender inequality, health system

performance and population health outcomes; 

3. the relationship between pay gaps and gender
inequality in unpaid work, as well as the pay
gap between the health and care sector and
other sectors; and

4. the relationship between gender inequality,
health systems performance, national
economic performance, and unpaid work.

These exploratory analyses aimed to illuminate 
areas where addressing gender equality in 
health and care work could be most effective, 
and where the health and care sector could 
best promote gender equality at the national 
level. For most associations simple cross-
sectional analyses to highlight correlations were 
completed using scatterplots and lines of best 
fit. Where appropriate, a simple linear regression 
was included to quantify the strength of the 
association.
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4. Findings from the Gender Value
Gaps in health and care work
This section presents results from the global evidence review and 
analyses described in Section 3. Each of the gender gaps in health and 
care work is described, evidence is presented for each gap and, where 
salient, a case is made for closing the gap.

4.1 The Gender Gap in Care
4.1.1 What is the Gender Gap in Care?

The gender gap in care refers to the gap between 
women and men (and girls and boys) in the 
provision of care, namely unpaid care. Globally, it 
has been estimated that women spend between 
two and ten times more time on unpaid care 
than men.(15) Prior to the pandemic, women 
performed an estimated 76% of unpaid care work, 
amounting to a total of 16.4 billion hours per day.(3) 

Fig. 3 presents sex-disaggregated time-use data 
for 2019 from OECD countries, China, India and 
South Africa. It shows that women in these 
countries spent on average between 215 and 352 
minutes per day on unpaid work,⁶ 1.3 to 6.8 times 
more than men. In India, women spent around 
73% of their total daily working time (that is, the 
combined average time spent on unpaid and paid 
work recorded through national daily time-use 
surveys) on unpaid work, compared to men who 
spent around only 11% of their daily working 
time on unpaid work. Fig. 4 demonstrates the 
importance of the care gap for women’s economic 
empowerment: in most countries where data 
are available, women spend substantially more 
time in unpaid work and less time in paid work 
activities than men. 

Though there is a close relationship between 
unpaid care work and unpaid health and care 
work, the distinction between what constitutes 
unpaid health care and what constitutes other 
forms of unpaid work is often unclear, and unpaid 
health and care work performed in the domestic 
sphere remains particularly poorly defined.(10,46) 
Women and girls disproportionately provide 
unpaid, home-based health care “for family 
members, friends, and neighbours who are acutely 
or chronically ill or disabled, cannot or will not 
access health services, or are elderly or dying”.
(10,20,111)

In the paid workforce there is also a Gender Gap 
in Care, particularly in roles that are traditionally 
associated with caregiving, such as nursing and 
midwifery, where women represent 9 out of every 
10 workers globally.(112) In many countries, the 
Gender Gap in Care is influenced by both gender 
and race: in South Africa for example, black 
women are over-represented in caregiving roles, 
particularly in nursing.(113) The gender division of 
labour and participation gaps will be outlined in 
more depth in Section 4.2. 

⁶  Note that OECD time-use survey data on unpaid work includes: routine housework, shopping, care for household members, child care, adult 
care, care for non-household members, household activities and other unpaid activities. Time spent on unpaid health or care activities is not 
specified precisely. However, it is assumed that a substantial component of unpaid work activities constitutes unpaid health or care work.

4. Findings from the Gender Value Gaps in health and care work
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Fig. 3: Time spent on unpaid work in OECD countries, China, India and South Africa (2019)
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Fig. 4: Proportion of daily timea spent on unpaid work by sex and countryb (2019)
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ᵃ Size of bubble proportional to total amount of unpaid work performed daily by men and women combined (range 264 minutes/ day to 482 minutes/day)
ᵇ Colours represent WHO regions: African Region (blue); Region of the Americas (green); South-East Asia Region (yellow); European Region (orange); Western Pacific Region (purple) 

Source: Data were obtained from the OECD Employment Database, please see Annex 1 for more details.
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4.1.2 Three reasons why the Gender Gap in Care matters

Unpaid care has an often invisible health and 
social cost, often borne by women

Unpaid care acts as a barrier to entry into paid 
work, particularly for women

Unpaid care is exacerbated in resource-
constrained settings and during crisis

Unpaid care work and women’s health 

Unpaid care work can be deeply rewarding 
and enjoyable for those who give and receive 
it. However, the unequal gender distribution 
of unpaid care and the limited possibilities 
for redistributing this work (within the family, 
community or through formal institutions) can 
also have a substantial negative impact on 
caregiver health. For example, unpaid domestic 
care work has been associated with poorer 
mental health and reduced quality of life.(114,115) 
Evidence from Japan, Republic of Korea, the 
United Kingdom and the USA suggests that unpaid 
care work is associated with increased stress and 
fatigue, cognitive impairments, excess psychiatric 
morbidities and lower life satisfaction in women.
(114) For women in the paid workforce, evidence
from Australia, Canada, England, Finland, Ghana,
Japan, Scotland, Spain, Sweden, the USA and
other European countries suggests that greater
amounts of unpaid work are negatively associated
with mental health.(116) Of unpaid caregivers
in the United Kingdom, 70% reported that
caregiving during the COVID-19 pandemic had
a negative impact on their physical and mental
health, with many facing a range of financial

hardships, including having to use a foodbank.
(117) Unpaid care responsibilities also represent
an entrance barrier to the paid workforce and to
full-time, secure work with decent pay, another
under-recognized socioeconomic determinant of
women’s health.(118)

Unpaid care work as a gendered barrier to 
labour force participation

Unpaid care work constitutes one of the most 
significant entrance barriers to the paid workforce 
for women: the more time women devote to 
unpaid care, the less time they spend in the paid 
workforce.(3,15) Gender inequalities in unpaid 
care have been identified as “the missing link” in 
the analysis of gender gaps in labour outcomes, 
largely because women’s unpaid care work 
remains under-recognized and treated as “non-
work”.(3,15) Fig. 5 and Fig. 6 show an inverse 
correlation between time spent on unpaid work 
and paid work for men and women, they suggest 
that the more time on average spent doing unpaid 
work, the less time on average is spent on paid 
work. This correlation is weaker for women than 
men, although on average women spend more 
time doing unpaid work and less time doing paid 
work.
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Fig. 5: Daily time spent on unpaid and paid work by women in OECD countries, China, India and South Africa (2019)

* Coefficient of determination
ᵃ  Data are normalised to 1440 minutes per day

Source: Data were obtained from the OECD Employment Database, please see Annex 1 for more details.
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Fig. 6: Daily time spent on unpaid and paid work by men in OECD countries, China, India and South Africa (2019)
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* Coefficient of determination
ᵃ  Data are normalised to 1440 minutes per day

Source: Data were obtained from the OECD Employment Database, please see Annex 1 for more details.
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There are over 3.8 million community health 
workers (CHWs) globally across at least 98 
countries.(119) CHWs play a vital role in health 
systems by extending their impact in particular to 
remote communities and low-resource settings. 
However, many CHWs are not fully recognized, 
integrated, renumerated and supported by health 
systems. Although data are sparse, surveys in sub-
Saharan Africa suggest that only 7–14% of CHWs 
in the region were salaried or received a stipend 
for their work.(120,121) Therefore, much of the 
work that CHWs are doing could be categorized 
as “volunteer work” (that is, work performed for 
others without pay or profit). This work, however, 
differs from unpaid health and care work carried 
out for one’s own household or family, but 
carries with it much less recognition than that 
attributed to paid health and care work. The WHO 
Guideline on Health Policy and System Support to 
Optimize Community Health Worker Programmes 
recommends remunerating practising CHWs for 
their work with a financial package commensurate 
with the job demands, complexity, number of 
hours, training and roles that they undertake.(122) 
However, research from a range of common CHW 
payment models in LMICs found that they do not 
meet the recommendations on CHW compensation.
(123) WHO also suggests that a career ladder
should be offered to practising CHWs, recognizing
opportunities for progressive advancement to
higher-level positions in a health system are
important for motivation and retention.

Unpaid health and care work absorbs 
health systems functions
The least well recognized work is unpaid health and 
care work, performed for the family or household 
(that is, own-production work). Such work can still 
act as an extension of health systems functions, 
for example nursing at home for a family member 
discharged early. When public health and care 
services are limited or where barriers to access 
exist, the amount of unpaid care performed 
in households can increase.(124) Women who 
live in low-income countries and/or rural areas, 
those from minoritized backgrounds, or those 
who have low education or income provide a 
disproportionate amount of such unpaid care work.
(13) In the USA, for example, gender inequalities
in unpaid care were higher in Hispanic and Asian
households than in White households.(13)

So-called savings in public sector health service 
provision – cutting hospital stays, for example – 
can actually represent a transfer of care work onto 
families and the community, much of which is 
performed by women.(49,52)

The pattern is similar during health emergencies, 
where reliance on unpaid care increases. Across 
the world, on average 56% of women reported 
increased time spent on unpaid care work because 
of the COVID-19 pandemic, with 33% taking on 
three or more unpaid care activities.(125) Women’s 
unpaid care responsibilities in OECD countries 
almost doubled as a result of the pandemic, 
with women taking on 31% more unpaid care 
work than men.(5) In Samoa, over 80% of women 
surveyed reported taking on more unpaid care 
work compared with around 50% of men.(125) In 
Afghanistan, Albania, Kenya and Nepal, over 70% 
of women reported spending more time on unpaid 
care work as a result of COVID-19.(125) In the United 
Kingdom, it is estimated that up to 4.5 million 
people became unpaid carers because of COVID-19, 
59% of whom were women, with nearly 3 million 
juggling paid work with unpaid care work.(117,126) 
In the health and care sector and relative to men, 
women health and care workers were more likely 
to report increased workloads in their workplaces 
while simultaneously taking on more unpaid care 
work in domestic settings.(6–8) 

Fig. 7 and Fig. 8 suggest that lower levels of health 
service coverage (represented by the UHC Service 
Coverage Index) are weakly correlated with higher 
levels of and higher gender disparities in unpaid 
work performed by women. This suggests that in 
the absence of health service coverage women may 
take on more unpaid work, and a more gender-
unequal amount of unpaid work. Fig. 9 and Fig. 
10 suggest that across OECD countries, China, 
India and South Africa, higher levels of women’s 
unpaid work are weakly correlated with both lower 
life expectancy and higher infant mortality.⁷ This 
suggests that both higher levels of unpaid work and 
its unequal gender distribution are not as effective 
at achieving population health compared to well 
functioning health systems. A picture emerges 
that demonstrates the double negative impact of 
weak health services and higher levels of unpaid 
work: first on the health of the unpaid caregivers 
themselves and second on population health 
outcomes.(127)

⁷  A similar relationship exists between gender inequalities in unpaid work (reflecting imbalances in time spent on unpaid work between men and 
women) and the population health outcomes of life expectancy and infant mortality. The relationship between levels of women’s unpaid work, 
gender inequality in unpaid work, and maternal mortality is similar to the shape of the relationship found between levels of women’s unpaid 
work and gender inequality in unpaid work and infant mortality.

4. Findings from the Gender Value Gaps in health and care work



Fig. 7: The relationship between health service coverage and daily time spent on unpaid work by women
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* Coefficient of determination
ᵃ Time use data reported for 2019, with daily time use normalised to 1440 minutes per day
ᵇ UHC Service Coverage Index expressed as a range of 0 to 100

Sources: Data were obtained from the OECD Employment Database and GHO, please see Annex 1 for more details.
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Fig. 8: The relationship between health service coverage and gender disparities in unpaid work
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* Coefficient of determination
ᵃ  Time use data reported for 2019, with daily time use normalised to 1440 minutes per day
ᵇ  UHC Service Coverage Index expressed as a range of 0 to 100

Sources: Data were obtained from the OECD Employment Database and GHO, please see Annex 1 for more details.
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Fig. 9: The relationship between women’s unpaid work and infant mortality
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* Coefficient of determination
ᵃ  Data on infant mortality from 2021
ᵇ Time use data reported for 2019, with daily time use normalised to 1440 minutes per day

Sources: Data were obtained from the OECD Employment Database and GHO, please see Annex 1 for more details.
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Fig. 10: The relationship between women’s unpaid work and life expectancy
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* Coefficient of determination
ᵃ  Data on life expectancy from 2019 
ᵇ Time use data reported for 2019, with daily time use normalised to 1440 minutes per day

Sources: Data were obtained from the OECD Employment Database and GHO, please see Annex 1 for more details.
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4.1.3 The case for closing the Gender Gap in 
Care

Unpaid care is a mainstay of women’s health 
and care contributions to society. It has been 
claimed that the current economic system only 
survives because of the care work sustaining 
it.(128) The economic value of unpaid care and 
domestic work from men and women to society is 
enormous: in 2018 it was estimated at over 9% of 
global GDP ($11 trillion, purchasing power parity 
(PPP)⁸ (2011)) annually.(3) Estimates suggest a 
large portion of this may be in the form of unpaid 
health-specific activities.(10) Recent survey data 
from Europe estimated that unpaid domestic 
care work contributed between 17% and 32% of 
total GDP.(10,129) The total value of unpaid work 
was estimated to be up to half of GDP in some 
countries.(10,130,131) 

Unpaid care work sustains a healthy, capable 
and productive society. It has been estimated 
that between 50% and 60% of the global value of 
health contributions corresponds to unpaid health 
work, and that 65% and 70% of this unpaid work 
is provided by women.(10) Economic activities 
that support unpaid care work performed in 
households add substantial value to national 
economies: for example, the value added by 
unpaid household activities in the United Kingdom 
was estimated at 63% of GDP.(132) In Australia, 
the Gross Household Product (the economic value 
added by unpaid labour and household capital) 
was almost half of total economic activity, with the 
household economy estimated to be nearly 80% 
the size of the market economy.(133)

Recognizing, reducing, and redistributing unpaid 
care work – alongside strengthening the public 
provision of health and care services – will have the 
dual benefit of addressing population health while 
enabling women’s economic empowerment. Public 
investment in social care infrastructure is directly 
linked to increased employment and improved 
working conditions for care workers, particularly 
women.(3,134) Direct public investment in the 
care economy across seven high-income countries 
would generate over 21 million jobs, most of which 
would go to women.(135) Universal provision of 
childcare services in South Africa could create 2.3 

million new jobs and raise female employment 
by 10%.(22,29) The full case for investing in health 
and social care infrastructure will be outlined in 
Section 4.6.3 below.

4.2 The Gender Gap in 
Participation
4.2.1 What is the Gender Gap in 
Participation?

The Gender Gap in Participation refers to the 
gender gap in labour force participation, as well as 
occupational segregation in health and care work. 
Globally, in 2022 the labour force participation of 
women was 47%, compared to 72% for men; the 
gap of 25 percentage points means that for every 
economically inactive man there are two such 
women.(136)

However, women comprise a notably higher 
proportion (67%) of the global health and care 
workforce.(17) Fig. 11 shows that across most 
countries, women’s representation in the health 
and care sector is higher than their overall 
economy-wide representation. However, this is not 
true for all countries: Fig. 12 shows that across low-
income countries this pattern is reversed.

The health and care sector is particularly affected 
by occupational segregation by gender. Although 
women comprise the majority of the health and 
care workforce, they are over-represented in lower-
status roles and under-represented in higher-status 
and leadership roles (vertical segregation).(17) 
Workers in lower-status positions often experience 
multiple, intersecting forms of marginalization.
(70) Horizontal segregation⁹ is also pronounced
in many countries, with women comprising the
majority of nurses and midwives, while medical
specialties are dominated by men.(10,17)
While more women are entering traditionally
male dominated medical professions, gender
imbalances remain.(2,17,19) Across 35 countries
with available data, women represented between
25% to 60% of doctors and between 30% and 100%
of nursing staff (Fig. 11). Sex-disaggregated data
from other health and care occupations were not
available.

⁸  Data are in international dollars. An international dollar is a unit of measurement that has the same purchasing power parity that the US 
dollar has in the USA at a given point in time.  Purchasing power parities (PPPs) are the rates of currency conversion that try to equalise the 
purchasing power of different currencies, by eliminating the differences in price levels between countries.

⁹ Box 1 provides a definition of horizontal and vertical occupational segregation.
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Fig. 11: Proportion of women active in the health and care sector compared to all sectors by country (2019)
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Source: Data were obtained from ILO, please see Annex 1 for more details.
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Fig. 12: Proportion of women active in the health and care sector compared to all sectors by national income levels (2019) 
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Source: Data were obtained from ILO, please see Annex 1 for more details.
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Fig. 13: Doctors and nurses by sex and country (2011–2021)   
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4.2.2 Three reasons why the Gender Gap in Participation is important

Gender inequality in labour force participation is associated 
with poorer health system outcomes 

Occupational segregation and other forms of gender inequality 
have a limiting effect on the productivity, distribution, career 
progression and motivation of health and care workers 

Occupational segregation affects the Gender Gap in Earnings, 
and means sectoral wage conditions in health and care are 
lower compared to other sectors 

Gender inequality in labour force participation

Gender inequality in labour force participation 
impacts health systems performance. First, 
gender inequality acts as a barrier to labour force 
participation: for example, Fig. 14 shows that 
lower nurse density is correlated with higher 
amounts of unpaid work performed outside of 
health systems. Lower health worker density also 
has implications for patient safety and quality 
of care, with staffing levels having been shown 
to impact patient morbidity and mortality.(137) 

Second, women’s labour force participation 
may be correlated with improved health system 
performance and health outcomes: Fig. 15, Fig. 
16 and Fig. 17 suggest that relatively higher levels 
of women nurses are correlated with higher 
health service coverage, infant mortality and life 
expectancy. Fig. 18, Fig. 19 and Fig. 20 suggest that 
a more gender-balanced physician workforce may 
also be correlated with the same improvements, 
but the relationship appears weaker.
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Fig. 14: Relationship between nurse and midwife density and the level of unpaid work performed by women
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* Coefficient of determination
ᵃ  Data on time spent reported for 2019 
ᵇ  Data on nursing and midwifery density reported for 2018

Sources: Data were obtained from the OECD Employment Database and GHO, please see Annex 1 for more details.
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Fig. 15: The relationship between proportion of women nurses and UHC service coverage
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* Coefficient of determination
ᵃ  UHC Service Coverage Index expressed as a range of 0 to 100 
ᵇ  Data on nursing and midwifery density reported for 2018

Source: Data were obtained from GHO, please see Annex 1 for more details.
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Fig. 16: The relationship between proportion of women nurses and life expectancy at birth
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* Coefficient of determination
ᵃ  Life expectancy data reported for 2019
ᵇ Data on nursing and midwifery density reported for 2018

Source: Data were obtained from GHO, please see Annex 1 for more details.
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Fig. 17: The relationship between proportion of women nurses and infant mortality rate
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* Coefficient of determination
ᵃ  Infant mortality data reported for 2021
ᵇ  Data on nursing and midwifery density reported for 2018

Source: Data were obtained from GHO, please see Annex 1 for more details.
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Fig. 18: The relationship between proportion of women doctors and UHC service coverage
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* Coefficient of determination
ᵃ  UHC Service Coverage Index expressed as a range of 0 to 100
ᵇ  Data on doctor density reported for 2018

Source: Data were obtained from GHO, please see Annex 1 for more details.
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Fig. 19: The relationship between proportion of women doctors and life expectancy at birth
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ᵃ  Life expectancy data reported for 2019 
ᵇ  Data on doctor density reported for 2018

Source: Data were obtained from GHO, please see Annex 1 for more details.
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Fig. 20: The relationship between proportion of women doctors and infant mortality
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* Coefficient of determination
ᵃ  Infant mortality data reported for 2021 
ᵇ  Data on doctor density reported for 2018

Source: Data were obtained from GHO, please see Annex 1 for more details.
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Occupational segregation by gender 

Occupational segregation by gender results in 
health systems that are less efficient because 
of the limiting effect of gender inequality on 
productivity, distribution, career progression 
and the motivation of health and care workers.
(23) Further, occupational segregation by gender
is a contributing factor in gender pay gaps,
with women over-represented in lower-status
and lower-paid roles.(1) Gender segregation in
labour markets impacts wages for all women but
particularly, as discussed in Section 4.3, it has
been shown to have a more detrimental impact on
minoritized groups.(138,139)

Workforce feminisation and wage conditions

As a feminised sector, health and care is impacted 
by the undervaluation of women’s work. 
Feminisation in labour markets often means 
women are crowded into occupations that have 
less desirable working conditions, such as low 
pay. In addition, there is evidence to suggest 
that as more women enter jobs traditionally 
dominated by men, such as medicine, the overall 
wage conditions of these occupations may also 
decline.(19,99) This impacts both men and women 
working in health and care relative to other 
sectors, reducing the overall economic footprint 
of the sector while driving down the apparent 
economic value of health and care work. 

4.2.3 The case for closing the Gender Gap in 
Participation

Globally, unequal labour force participation 
is one of the biggest missed opportunities for 
inclusive economic development. One of the most 
important determinants of a country’s economic 
competitiveness is its human capital.(140) It has 
been estimated that gender-unequal labour force 
participation costs national economies between 
5% and 27% of GDP,(141) or up to US$ 28 trillion 
annually.(142) Across OECD countries, economies 
could grow by 12% of their total size if labour force 
participation rates between men and women 
converged by 2030.(143) Gender inequality in 
labour force participation impedes economic 
performance largely because women are unable to 
fulfil their full economic and social potential.(144) 
For example, though women are half the world’s 
working-age population they generate only 37% of 

GDP through formal economic activities.(145)

Health and care occupations represent an 
important and growing source of employment 
for women.(1,17) Employment growth rates in 
health and care occupations are around double 
the rate of overall employment growth.(23) The 
health and care workforce is predicted to grow 
even further to meet the demands of a growing 
and ageing population, and to respond to global 
social, environmental and health crises.(146) The 
health and care sector creates jobs for women, 
and enables lower-paid women to enter the 
workforce or increase their hours.(31,49) This helps 
reduce social divisions, gender inequality, barriers 
to employment in rural areas, and poverty.(31) 
Health employment for women also translates 
to social protection benefits often linked to 
employment, such as sickness and disability 
insurance and retirement pension benefits.(24)

Investment in health and care work not only 
creates jobs in the sector itself, but also provides 
potential sources of employment in adjacent 
industries that supply needed materials and 
services.(22,24,135) Such investment also has the 
potential to expand household income which 
in turn creates demand across a range of goods 
and services related to household consumption.
(22,135) For every health and care worker, it 
is estimated there are another 1–2 workers 
employed to support them. In LMICs this ratio 
is higher, where 3–4 additional workers are 
employed for every health worker.(147) 

4.3 The Gender Gap in Earnings
4.3.1 What is the Gender Gap in Earnings?

The Gender Gap in Earnings in health and 
care work has three dimensions. First, wage 
conditions are lower in sectors and occupations 
where women comprise the majority of workers. 
Second, women in the health and care sector earn 
less than men for similar work. Third, women 
accumulate lower lifetime earnings than men due 
to different patterns of workforce engagement.

Fig. 21 demonstrates that average monthly 
earnings in the health and social care sector tend 
to be lower than other sectors, such as education. 
Monthly earnings in health and care work were 
also lower than those for “professional, scientific, 
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and technical activities”,¹⁰ with pronounced 
disparities in high-income countries. 

Further, in the health and care sector women face 
an average pay gap of 24% compared to men, 
after controlling for working time, experience, 
education, occupational category and institutional 
sector (that is, public versus private sector).(1) 
The gender pay gap is often wider for mothers and 
women experiencing forms of marginalization 
based on race, ethnicity, or migration status.
(149–151) Pay gaps across the sector are not well 
explained by differences in productivity relating 
to human capital, job-specific skill requirements 
and time investment.(1) Nor do they appear to be 
explained by choice of specialty or hours worked.
(17) Even in occupations where they comprise the
majority, such as nursing, women report a pay gap

¹⁰ The ISIC code of “professional, scientific and technical activities” includes activities for which more advanced professional, scientific and 
technical skill levels are required, such as: translation and interpretation, business brokerage, appraisal, auditing, surveying, weather 
forecasting, and consulting.(148)

relative to men.(152,153) For a large number of 
countries the Gender Gap in Earnings in the health 
and care sector is higher than those in other 
sectors of the economy.(1)

The Gender Gap in Earnings also reflects different 
patterns of workforce engagement: namely, 
women tend to work fewer hours over their 
lifespan, which accumulates in lower lifetime 
earnings than men.(154,155) Across most countries 
where data are available, ILO evidence suggests 
that women are more likely than men to work 
part time or take time out of their jobs, which 
has been linked to the fulfilment of reproductive, 
unpaid care, and domestic work duties.(155) 
This culminates in a gender gap in both lifetime 
earnings and pensions. 



Fig. 21: Average monthly earnings by sex in the health and care sector compared to monthly earningsᵃ in education, professional, scientific, and technical, 
and other service sector activitiesᵇ (2019) 
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ᵇ  Information on sectoral activities were defined by ISIC categories

Source: Data were obtained from ILO Wages and Working Time Statistics Database, please see Annex 1 for more 
details.
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4.3.2 Three reasons why the Gender Gap in Earnings is important

The Gender Gap in Earnings means the overall wage 
conditions are lower compared to other sectors 

The Gender Gap in Earnings impacts labour force supply and 
productivity, and leads to loss of talent in the health and  
care sector

Women suffer economically, limit their reinvestments in 
their family and community, and are more likely to retire 
into poverty

The underpayment of women’s work is both an 
equity and an economic issue. It is an equity 
issue because everyone has the right to equal pay 
for equal work without discrimination. It is an 
economic issue because pay gaps mean women 
suffer economically and limit their investments 
in their family and community.(10,156) Pay gaps 
also limit productivity: across all sectors and 
skill mixes, a wider gender pay gap equates to 
lower sectoral growth.(157) In the USA alone, 
research suggests that gender-unequal pay 
costs the economy US$ 541 billion annually.
(158) In the health and care sector, remuneration
is a determinant of labour force supply and
productivity, with poor wage conditions
associated with supply-side inefficiencies and
higher staff turnover.(138,139) Both occupational
segregation and lower wages lead to a loss of
talent in the health and care workforce, which is
already facing substantial shortages.(17,31)

The undervaluing of women’s work also impacts 
the economic footprint of the sector.(20,21) A 
substantial component of public expenditure 
on health comes from the wage bill,(159) and 
the relatively lower levels of remuneration for 
the sector, not to mention lower remuneration 
for women, may mean that the sector wage bill 
is lower than it should be, thus under-reflecting 
the true value of the health workforce in national 
accounting systems.(20,21) Thus, the Gender Gap 
in Earnings in the health and care sector may 
affect national employment expenditure statistics, 
with the effect of further driving down the 
apparent economic value of health and care work.

The Gender Gap in Earnings is closely linked to 
the gender pension gap, where a combination 
of unpaid, part-time, nonstandard and lower-
paid work across women’s working lifespans 
culminates in lower pension benefits. In particular, 
unpaid caregiving responsibilities mean women 
are more likely to take on more part-time and 
nonstandard work, which means they miss out on 
earnings and associated pension benefits.(160) 
Lower lifetime earnings, combined with a gender 
pension gap, mean that more and more women 
are retiring into poverty.(149,154)

4.3.3 The case for closing the Gender Gap in 
Earnings

Closing the Gender Gap in Earnings has substantial 
economic and social benefits. Women in LMICs 
could be US$ 9 trillion better off “if their pay and 
access to paid work were equal to that of men”.
(161) The money women earn can have substantial
economic ripple effects: data suggest that women
are more likely to reinvest their earnings in their
families and communities. Globally, on average
90% of women’s earnings were directed towards
their families’ wellbeing, compared to only 30–
40% of men’s.(10,156)

Fig. 22 suggests that women’s earnings in health 
and care are correlated with lower levels of unpaid 
domestic and care work. Fig. 23 shows that higher 
monthly earnings for women in the health and 
care sector were correlated with lower levels of 
unpaid work performed by women outside the 
labour market.
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Fig. 22: The relationship between time spent by women on unpaid work and average monthly earnings of women in the health and care sector (2019)
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* Coefficient of determination
ᵃ  Time use data reported for 2019, with daily time use normalised to 1440 minutes per day
ᵇ  Data on average monthly earnings in the health care sector reported for 2020–2021

Sources: Data were obtained from the OECD Employment Database and ILO, please see Annex 1 for more details.



43

��

��

��

��

��

��

��

���� ���� ���� ���� ���� ���� �����

��
��
��
���
��
��
���
��
��
��
��
��
��
�
��
��
��
��
��
�
��
�
��
�
��

��
��

	�

��������������������������������������������������������������������������������	�

������ ���

��

��

* Coefficient of determination
ᵃ  Time use data reported for 2019, with daily time use normalised to 1440 minutes per day
ᵇ  Data on average monthly earnings in the health care sector reported for 2020–2021
ᶜ  To calculate the proportion of unpaid work performed by women nationally, the total average amount of unpaid work performed by women was divided by the total amount of unpaid work 
    performed at the national level for both men and women 

Sources: Data were obtained from the OECD Employment Database and ILO, please see Annex 1 for more details.

Fig. 23: The relationship between the proportion of unpaid work performed by women and average monthly earnings of women in the health and care sector (2019)
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4.4 The Gender Gap in Working 
Conditions
4.4.1 What is the Gender Gap in Working 
Conditions?

The Gender Gap in Working Conditions reflects 
gender inequalities in health and care work. 
Contractual arrangements and harmful gender 
norms combine to devalue women’s work, leaving 
many women vulnerable to discrimination, poor 
working environments and workplace violence.
(162) This section focuses on violence in the
workplace, precarious working conditions in the
informal economy, and nonstandard forms of
employment. These factors are underpinned by
intersectional forms of discrimination related
to gender, race, ethnicity, migration status, age,
ability and class.

Workplace Violence and Gender

Women in the health and care workforce 
experience a range of challenges that 
threaten their wellbeing. One extreme form is 
violence. Workplace violence is often rooted 
in unequal gender power relations (that is, 
GBV) and exacerbated by intersecting forms of 
discrimination such as ablism, ageism, classism, 
racism and xenophobia.(163) Workplace violence 
is an urgent issue in the health and care sector, 
with some estimates suggesting that nearly a 
quarter of the world's workplace violence occurs 
in health and care workplaces.(164) It has also 
been reported that around half of all health 
workers have experienced violence in their 
working life.(165) However, women working in 
feminised health and care occupations such as 
nursing and midwifery “disproportionally face 
discrimination and sexual harassment at work, 
which increases poor health, stress, and attrition”.
(112) National estimates highlight concerning
patterns of violence against women health and
care workers across the world: in the USA, around
30% of women academic medical staff reported
sexual violence in the workplace; in the Republic
of Korea, 64% of nurses reported verbal abuse and
42% reported threats of violence; in Rwanda 39%

of health workers surveyed reported at least one 
form of workplace violence; and in Nepal, 42% of 
women health workers surveyed reported sexual 
harassment.(163) Many health and care workers 
feel unsafe at work: in Bangladesh, skilled birth 
attendants feared that home visits, particularly 
at night, placed them at risk of sexual assault; 
in Malawi and Ghana, young unmarried women 
midwives reported concern for their personal 
safety; in Kenya, CHWs reported threats of violence 
from the husbands of women offered tests for HIV.
(163) Outside the workplace, women health and
care workers also face other serious forms of GBV,
such as intimate partner violence.(166)

Nonstandard employment and employment in 
the informal economy

Nonstandard¹¹ forms of health and care 
employment and employment in the informal 
economy¹² have significant gender dimensions 
that affect the safety and quality of working 
environments. Nonstandard forms of 
employment, such as casual work and dependent 
contracting, are more common in occupations 
like nursing, which are simultaneously impacted 
by gender power dynamics.(168–170) At the same 
time, more than 2 billion people (over 60% of the 
world’s employed population) are in informal 
work, of which an estimated 93% occurs in LMICs.
(171) In the health and care sector, there is a lower
proportion of informal employment compared
with the wider economy. However, Fig. 24 shows
that women tend to perform comparable or higher
proportions of this informal health and care
work relative to men in various countries, most
notably in South and Central American countries.
Currently, very few data exist to provide further
details about the nature of informal employment
in the health and care sector.

¹¹ Nonstandard employment has become a feature of contemporary labour markets and includes “temporary work, part-time work, temporary 
agency work and other multi-party employment arrangements, disguised employment relationships and dependent self-employment”.(167)

¹² The informal economy can be thought of as “all economic activities by workers and economic units that are – in law or in practice – not 
covered or insufficiently covered by formal arrangements”.(34)
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Fig. 24: Share of informal employment in the health and social sector by sex and country (2019)
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ᵃ Share of employment outside the formal sector is calculated by comparing the reported amount of informal employment to total employment at a national level

Source: Data were obtained from ILO’s Labour Force Statistics Data, please see Annex 1 for more details.
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Paid work in domestic settings

Particular groups of health and care workers, 
such as domestic and migrant workers, may face 
notable gendered challenges attributable to their 
work environments. There are substantial overlaps 
in the experiences of these health and care 
workers: for example, globally 81% of domestic 
workers are informally employed, and nearly one 
in five are international migrants.(172,173) The 
workplace experiences of such workers in the 
health and care sector are shaped by intersecting 
factors relating to their gender, migration status, 
legal status, ethnicity, language and race. 

LTC is one example of work that is often 
performed in a domestic setting, where informal 
and unregistered care workers, often migrant 
women, are directly employed by households.
(174,175) There is a growing demand for LTC 
globally, although global data on the nature 
and conditions of the work remain scarce.(176) 
Where data are available, evidence highlights 
the overlapping gender, migration-related, 
and economic drivers of precarious domestic 
work conditions: in Austria, for example, a large 
portion of LTC is provided informally (over 54% 
by informal arrangements and 34% by mixed 
formal and informal arrangements) by women 
(63% in residential settings and 73% in home care) 
and self-employed migrants, brokered through 
intermediary agencies, who commuted between 
their home country (often Romania or Slovakia) 
and their workplace.(175)

Migrant workers

There were around 232 million migrants and 150 
million international migrant workers in 2013.(177) 
Globally, migration for work is an increasingly 
feminised phenomenon, with women comprising 
over 44% of migrant workers worldwide.(177,178) 
Migrants also comprise a large share of the health 
and care workforce, particularly in high income 
countries. For example, one in six doctors across 
OECD countries studied abroad; migrants make 
up 12% and 17% of the health workforce in 
the United Kingdom and the USA, respectively.
(179–182) International health worker migration is 
increasing and becoming more complex, including 
within-country, within-region, LMIC to LMIC, and 
high-income country to LMIC migration.(183) This 
has substantial gender dimensions, with nursing 
– a women-majority profession – comprising
the dominant form of migrant health work.(184)
In care work “most care workers are women,
frequently migrants and working in the informal
economy under poor conditions and for low
pay”,(3) often in hazardous working conditions.
(184) This has life-threatening implications: for
example, it has been reported that in the USA
migrant nurses from the Philippines comprised
31.5% of nurses who died of COVID-19, despite
representing only 4% of the national nurse
workforce.(185)

4.4.2 Why do Gender Gaps in Working Conditions matter? 

Two reasons why workplace violence matters

Workplace GBV risks the health and safety of women health 
and care workers as well as undermines the quality of care 
and patient safety

Workplace GBV negatively impacts attractivity of the sector, 
work retention, and career progression
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Four reasons why nonstandard employment and employment in the informal economy matter

Workers in the informal economy are not covered by 
regulations that govern formal employment

Nonstandard workers face health risks in the workplace, 
and are at greater risk of workplace injuries, stress and 
mental ill health

Low or erratic incomes associated with temporary 
employment may also impact living standards and drive 
workers to take on multiple jobs

Precarity in working conditions in the informal economy 
translates to low productivity and lack of access to 
finance for enterprises

4.4.3 The case for closing the Gender Gap in 
Working Conditions

Workplace conditions are a major factor affecting 
health worker recruitment, retention and 
productivity. The functioning of the entire health 
and care sector, and the safety and quality of 
patient care, depends on workers that are safe 
and healthy.(137) The WHO Global Health and Care 
Worker Compact recognizes that “safeguarding 
the rights of health and care workers to decent 
work is also integral to overcoming health and 
care worker shortages and retaining existing 
health and care workers. This includes safe, 
healthy, and enabling work environments”.
(186) In the workplace, gender inequalities are
associated with lost investment, performance and
human capital opportunities.(140,142) Ultimately,
this impacts how health systems perform and
compromises their ability to effectively deliver
across health, development and sustainability
objectives.

There is a strong case for preventing GBV in the 
workplace: review findings from the private sector 
in Cambodia, China, Democratic Republic of 
Congo, Europe, Fiji, Myanmar, Solomon Islands 
and others found that reducing GBV can improve 
individuals’ health and productivity, avoid 
litigation and pay-outs, enhance community 

relations and trust, boost confidence in potential 
investors to increase access to potential finance, 
positively impact organisational culture, improve 
morale and productivity, reduce absenteeism 
and strengthen the recruitment and retention of 
workers.(187) 

There is also a strong case for transitioning 
towards formal employment and investing in 
decent work for every health and care worker. 
Globally, “healthy workers have more energy, 
improved mental health, and are less likely to 
be absent from work than unhealthy ones”.(10) 
Lower national levels of informal employment 
are correlated with improved levels of national 
development, although the direction of causality 
remains unclear.(188) Since informal employment 
in the health and care sector is higher for women 
than for men in many countries, formalizing 
informal jobs and standardizing working 
conditions for both women and men is important 
for closing pay gaps.(1) Lower levels of informal 
employment could also signal potentially 
higher tax revenues for governments, which 
could in turn enhance states’ abilities to provide 
social protection.(188) Transposing informal 
employment to the formal economy gives private 
companies the ability to grow through enhanced 
productivity, linking to value chains and access 



to finance and government supports.(189,190) As 
described in Section 4.3, providing decent wage 
conditions for women formerly in precarious 
employment has the potential to have wider 
economic ripple effects. 

Migrant health worker remittances are an 
important source of income for their home 
communities and for women health workers 
themselves.(191) UN Women recognize that 
“remittances by women who have emigrated to 
work—a large proportion of whom migrate for 
work in the health sector, especially nursing—
have an important but undervalued role in 
improvement of health, wellbeing, and economic 
development of communities in their new country 
and in their country of origin”.(192) Understanding 
and supporting these global care chains and the 
migrant women who provide health and care work 
has the potential to boost equality and provide 
meaningful inroads to financial security for a key 
segment of the global health and care workforce. 

4.5 The Gender Gap in Data 
4.5.1 What is the Gender Gap in Data?

The gender gaps in care, participation, earnings, 
and working conditions are all underpinned by a 
lack of adequate sex and gender-disaggregated 

data. A lack of reliable data on such a large scale 
is a significant limitation to understanding and 
responding to the needs of the health and care 
workforce. Key information gaps that impede the 
health and care workforce include a lack of sex or 
gender-disaggregated data on the employment 
and wage conditions of all occupations, and data 
on the nature, extent and working conditions 
of informal, domestic and unpaid health and 
care work. For example, standardized sex-
disaggregated data on informal employment 
are either lacking or not recorded consistently 
by a significant number of countries, rendering 
monitoring and accountability difficult.(22) 
Because sex-disaggregated data on many forms 
of informal, domestic and unpaid health and 
care work (for example, LTC) are seldom routinely 
measured in national statistics frameworks, they 
remain invisible and therefore unvalued.(21,64)

Furthermore, data systems are rarely equipped 
to examine the intersecting identities of health 
and care workers, leading to the exclusion of 
women who experience overlapping forms of 
discrimination.(70) Although the importance of 
intersectionality in the health and care sector is 
clear, these data are rarely available for many 
countries, particularly LMICs, which further 
entrenches their invisibility.(113)

4.5.2 Two reasons the Gender Gap in Data matters

Accounting matters: the way that all forms of health and care 
work are measured and reported impacts the perceived value 
of the health and care workforce

A lack of disaggregated data means decisions are gender 
blind, and risks further entrenching gender inequalities

4.5.3 The case for closing the Gender Gap in 
Data

A key factor driving the undervaluation of 
health and care work is the way it is measured 
and accounted for in conventional statistics. 
Inclusive and gender-sensitive¹³ data are central 

to building the investment case for health and 
care work because they value unrecognized forms 
of health and care work while accounting for the 
broader economic, environmental and social 
impacts of the health and care sector (discussed 
in more depth in Section 4.6 below).(21,32) 

¹³  Gender sensitive is a term that indicates an awareness of gender power dynamics.(84) 
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More robust, standardized data disaggregated 
by sex, gender or other intersectional drivers of 
inequalities has the potential to lead to improved 
analysis of the health and care labour market, 
more sustainable domestic and international 
investments and improved evidence-based 
national health workforce strategies and gender-
responsive health and care policies.(17,193) Sex 
and gender-disaggregated data can support 
health and care systems to identify and respond 
to gender inequities in health, develop gender-
transformative policies, more effectively allocate 
resources and strengthen health systems capacity.
(194) 

On a broader level, there is a need to rethink 
the metrics used to represent economic, 
environmental and social progress. The WHO 
Council on the Economics of Health for All calls for 
a transformation of economic thinking to centre 
health and wellbeing and enhance the value of 
health and care work through the use of a range 
of metrics intended to track progress across core 
societal values.(27) UN Women has also called for 
a move away from narrow measures of economic 
performance, such as GDP, towards alternative 
metrics more sensitive to inequalities, human 
capabilities and non-market domains such as 
unpaid care and ecosystem services.(22) 

4.6 The Gender Gap in 
Investment
4.6.1 What is the Gender Gap in Investment?

Health systems around the world have suffered 
from decades of underinvestment.¹⁴ Fig. 25 
shows that, since 2001, growth in government 
expenditure on health has seen a global decline.
(73) In 2017, there was an estimated US$ 371
billion gap in funding and a global shortfall of
health workers¹⁵ required to achieve the health
system targets of SDG 3.(3,196,197) Despite
anticipated increases in health spending,
projected global financing shortfalls were
between US$ 20 billion and US$ 54 billion per
year, with persisting dependence on out of
pocket financing and worsening inequalities in

health financing between low and high income 
countries.(73,196,198) In 2016, a study modelling 
national health expenditure between 2013 and 
2040 suggested that the majority of LMICs were 
off track for meeting the Chatham House goal of 
5% GDP spending on health.(198) Across OECD 
countries, between 1998 and 2014 national per 
capita spending on human resources for health 
only accounted for between 5% and 10% of 
total national health spending.(199) In 2016, less 
than 4% of Development Assistance for Health 
was allocated to human resources.(200) Chronic 
underinvestment in the health workforce and their 
education and employment is a major challenge 
for health systems worldwide.(195)

Further, existing investment cases for health 
and care sector interventions often incorporate 
an implicit devaluation of the health and care 
work often performed by women.(20) Cost-
effectiveness analyses are largely gender 
blind: they do not reflect the extent to which 
caregiving work and the women who perform it 
are devalued, and as a result may encourage the 
systemic overuse of unpaid or underpaid work 
in health systems initiatives.(20) So-called “cost-
effective” service delivery models that actually 
depend on undervalued health and care work 
are unsustainable, and lead to undesirable long-
term outcomes by harming the health, education 
and productivity of health and care workers 
themselves.(20)  

¹⁴ Underinvestment may occur at the same time as skewed investments that exacerbate rather than overcome health inequity.

¹⁵ In 2016, the WHO Global Strategy on Human Resources for Health identified a health worker deficit of 18 million. This figure has since 
been updated to 10 million health workers by recent analysis by WHO.(195)

4. Findings from the Gender Value Gaps in health and care work
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Fig. 25: Average yearly growth per capita of overall government spending and government spending 
on health in real terms (2001–2018)
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Source: Reproduced from the World Health Organization, 2020.

4.6.2 Three reasons the Gender Gap in Investment matters

Gender inequality in society impacts the valuation of the 
health and care sector. Underinvestment in the health and 
care sector exacerbates gender inequality in society

Underinvestment constrains health and care systems' 
performance, their ability to respond to crises such as 
COVID-19, and their wider economic impact

Weak health systems transfer work onto women, largely 
in the form of unpaid care

The nexus of gender inequality and 
underinvestment in health and care

Underinvestment in health and care work can be 
understood as a feedback loop: societal gender 
inequality impacts the valuation of the highly 
feminised health and care sector, leading to 
underinvestment and underperformance which 
in turn exacerbates societal gender inequality 
(Fig. 26).(20) This cycle of underinvestment and 

underperformance is driven by the Gender Value 
Gaps in caregiving, participation, earnings, and 
working conditions, all of which are underpinned 
by a lack of the data required to fully understand 
and redress them. The Gender Value Gaps 
culminate in a lower economic footprint for health 
and care work while undermining its perceived 
societal value, driving further underinvestment.
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Fig. 26: The relationship between investment, performance, and gender equality in health and care 
systems 
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Underinvestment constrains health and care 
systems performance 

Underinvestment in the health and care sector 
constrains the performance of health and care 
systems and reduces their capacity to positively 
impact society. A well functioning health and care 
system can contribute to improved population 
health and productivity, promote economic 
activities and diversification, and foster health 
security, social cohesion and innovation.(24) 
Weak health and care systems represent lost 
opportunities to generate jobs directly and 
indirectly, stimulate local economies, enhance 
the quality of social care and boost health and 
wellbeing.(28,29) 

The investment gap negatively affected the 
ability of health and care systems to respond 
to the pandemic. Underfunding of the health 
workforce was a major component of the 
ineffective response of health systems to the 
pandemic,(14,201) and resources set aside for 
health emergencies and pandemic preparedness 
were deemed “wholly inadequate” prior to 
COVID-19.(202) The economic implications of an 
inadequate pandemic response are still being felt: 
to date, the COVID-19 pandemic is estimated to 
have cost the world more than US$ 12.5 trillion.
(203)

The pandemic itself had consequences for global 
investments in health and care systems. In LMICs, 
the pandemic widened the SDG financing gap 
through reductions in external private financing 
and the imposition of an additional US$ 1 trillion 
in COVID-19 emergency response spending.(204) 
As a result of the pandemic, drops in direct foreign 
investment, remittances, tourism and government 
revenue outstripped overseas development aid 
in many low income countries and developing 
countries, thrusting them further into a cycle of 
poverty.(205) This all occurred against a backdrop 
of flatlining overseas development aid and 
development assistance for health, both in decline 
since 2016.(205) While development assistance for 
health reached US$ 54.4 billion in 2020, a sizable 
portion of this (US$ 13.5 billion) was directed to 
the COVID-19 response.(206)

Weak health and care systems transfer work 
onto women

Underinvestment in the health and care sector 
also transfers more unpaid care work onto 
women, with substantial economic consequences. 
Fig. 27 and Fig. 28 suggest a weak inverse 
correlation between levels of national health 
spending¹⁶ and women’s unpaid work: lower 
national total health spending was correlated 

4. Findings from the Gender Value Gaps in health and care work

¹⁶   Data on health spending covers a range of health financing schemes, including government health schemes, compulsory insurance 
(public or private), voluntary arrangements such as private voluntary health insurance or direct payments, and out of pocket 
payments by households.(207)
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with both higher amounts of time spent per day 
on unpaid work performed by women, and higher 
gender gaps in unpaid work (that is, the ratio 
between the average amount of time women and 
men spend per day on unpaid caregiving) in OECD 
countries, China, India and South Africa. This 
suggests there is an important role for strategic 
spending on public health and care services 
to redistribute unpaid care work. This also has 
wider economic implications: higher amounts 

of and acute gender imbalances in unpaid 
work effectively place a ‘‘time tax’’ on women, 
preventing them from contributing fully to the 
economy at a cost of between US$ 12 trillion and 
US$ 28 trillion of global GDP annually.(142,144) For 
women in marginalized groups this is even more 
important, since they tend to have higher levels of 
unpaid care and experience higher pay inequality.
(13,113) 
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Fig. 27: The relationship between national health spending and time spent by women on unpaid care work
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* Coefficient of determination
ᵃ  Time use data reported for 2019, with daily time use normalised to 1440 minutes per day
ᵇ  Data on health spending reported for 2019

Sources: Data were obtained from the OECD Employment Database and the WHO Global Health Expenditure Database, please see Annex 1 for more details.

4. Findings from the Gender Value Gaps in health and care work
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Fig. 28: The relationship between national health spending and gender inequalities in unpaid care work
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* Coefficient of determination
ᵃ  Daily time spent by women on unpaid work:daily time spent by men on unpaid work
ᵇ  Data on health spending reported for 2019

Sources: Data were obtained from the OECD Employment Database and the WHO Global Health Expenditure Database, please see Annex 1 for more details.



554. Findings from the Gender Value Gaps in health and care work

4.6.3 The case for closing the Gender Gap in 
Investment

Health and social care infrastructure play a 
central role in creating and sustaining robust, fair, 
inclusive and prosperous societies. Health and 
care systems stimulate inclusive economic growth 
in a number of ways: by improving population 
health, increasing productivity, stimulating 
economic activities related to health and care 
service provision,  providing social protection, 
fostering social cohesion and equity, driving 
innovation and economic diversification and 
promoting health security.(24,30) Health and 
care work creates “virtuous cycles” which help 
tackle inequality by providing, for example, a 
diverse range of jobs in areas of need which may 
encourage entry to the labour force by lower 
skilled workers and those from rural areas.
(24,30,31)

Strong global investment cases have been made 
for universal health and social care.(23,28,134) 
It is estimated that every US dollar spent in the 
health and care sector adds an additional US$ 
0.77 to economic growth as a result of indirect 
and induced effects.(23) Investment in the social 
infrastructure of health and care also has the 
potential to promote social cohesion, further 
strengthening community resilience against 
economic shocks.(208) Investments in health and 
care work coupled with targeted policy action 
have the potential to unleash enormous gains 
in education, gender equality, decent work, 
economic potential and health.(23,30,127) For 
example, the provision of gender-equal care leave, 
universal childcare, and long-term care services 
could generate almost 300 million jobs by 2035 
globally.(134) Key to this is an adequately funded 
gender-equitable health and care workforce with 
quality working conditions.

Addressing gender equality and investing in 
health systems must go hand in hand

Investment in health and care systems can have 
a transformative role in redistributing unpaid 
care work and supporting wider gender equality 
objectives. At the macro level, gender inequality 
and health systems performance are closely 
related. Fig. 29 shows that, nationally, higher 
levels of gender inequality are correlated with 

lower levels of health service coverage. Gender 
inequality is also associated with greater financial 
risks in accessing health services. Fig. 30 uses 
global SDG monitoring data on catastrophic out 
of pocket health spending between 1995 and 
2019, and suggests that when gender inequality is 
severe, higher proportions of households may be 
pushed below the international US$ 3.10 per day 
2011 PPP poverty line due to catastrophic health 
expenditure. These findings are not fully explained 
by national income levels or GDP growth. Gender 
inequality is also associated with negative 
population health outcomes, including lower life 
expectancy and increased premature mortality.
(209)



Fig. 29: The relationship between national-level gender inequality and UHC
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* Coefficient of determination
ᵃ  The UNDP Gender Inequality Index is scaled from 0 to 1.0, with a result closer to 1.0 representing greater inequality (data reported for 2021) 
ᵇ  The UHC Service Coverage Index is scaled from 0 to 100, with scores closer to 100 representing better service coverage

Sources: Data were obtained from UNDP Gender Inequality Index and GHO, please see Annex 1 for more details.
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* Coefficient of determination
ᵃ  Data reported for 2005–2018
ᵇ  The UNDP Gender Inequality Index is scaled from 0 to 1.0, with a result closer to 1.0 representing greater inequality (data reported for 2021)

Sources: Data were obtained from UNDP Gender Inequality Index and reports by countries for global monitoring of SDGs, please see Annex 1 for more details.

Fig. 30: The relationship between national gender inequality and the proportion of households pushed below the US$ 3.10 per day 2011 PPP poverty line due to 
catastrophic health expenditure

4. Findings from the Gender Value Gaps in health and care work
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5. Closing the Gender Value Gaps:
policy levers to better value health
and care work
Investing in health and care work is an important step countries can take to 
ensure inclusive economic development and protect against crises such as 
the COVID-19 pandemic.(14,23,28,29) But not all health and care spending 
is equal: effective investments require a critical assessment of where and 
how financing can be used most strategically.(32) This report suggest that 
gender-equitable investments in health and care work, coupled with gender-
transformative policies, are needed to reset the value of health and care work. 

This section outlines strategic policy levers to 
close the gender gaps in health and care work, 
to turn what is currently a “vicious cycle”(10) of 
gender inequality and underinvestment into a 
virtuous cycle, where health and care systems 
can effectively support gender equality and a 
wellbeing economy. The Gender Value Gaps 
framework is used as the basis for transformative 
policy action. Policy levers are outlined in Table 
1 and are arranged by the principal gender gap 
they address: gender gaps in care, participation, 
earnings, working conditions, data, or investment. 
Policy options are tailored to the relevant 
decision-makers, but areas of possible synergy 
with local actors or regional and global partners 
are noted where relevant. 

When tackling gender inequalities in health and 
care work, transformative policies are key. Gender 
transformative interventions consider gender 
norms, roles and relations that affect access to 
and control over resources in order to address 
the causes of gender-based health inequities and 
foster progressive changes in power relationships 

between women and men.(3,84) More broadly, 
transformative policies should also respond to 
major social, political, technological, economic 
and environmental challenges or transitions.(210) 
Additionally, transformative policy making opens 
up the policy agenda to a broader set of policy 
domains involving multiple actors and global 
networks.(210) The WHO Council on the Economics 
of Health for All outlines 13 transformative policy 
dimensions. These include valuing health and 
care workers and investing in health systems, 
upholding human rights, promoting planetary 
health, quality long term finance, innovation for 
the common good and strengthening governance 
and trust.(27) 

Actions taken to close the Gender Value Gaps in 
health and care work have the opportunity to 
simultaneously redress intersectional gender 
inequalities, connect different policy actors 
and domains and address social, economic and 
environmental transitions. These policy options 
should be thought of not as solitary actions, but 
as part of a system of connected and reinforcing 
levers for system-wide change.¹⁷ 

¹⁷  When evaluating policy options, the national context must be considered. Some policies may not be feasible, whereas others may already be 
in place and may require revision or strengthening. An understanding of the political environment and the political economy of gender, labour 
and health systems dynamics – including an appreciation of vested interests, power dynamics and influential stakeholders – is essential and 
will support the effective implementation of all policy initiatives.
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Gender Gap Policy Levers Details National Focus Other Relevant 
Factors

Address the 
Gender Gap  
in Care

Establish care 
as a right

Guarantee the human rights, agency and 
wellbeing of caregivers and care recipients

National 
legislature

Care service 
providers

Domestic and care 
worker unions

Civil society

Health and care 
facilities

Social and health 
insurance providers

Local service 
providers

Households and 
private employers

Academia

5R framework

Recognize, 
reduce and 
redistribute 
unpaid care 
work

Increase 
representation 
of care workers 
in decision-
making 

Reward care 
work with 
more and 
better jobs

Strengthen data on care work

Invest in care services

Labour policies to support entry into paid work

Family and care-friendly working arrangements

Gender equality education

Guarantee the right to care

Care-friendly and gender-responsive social 
protection

Gender-responsive leave policies

Equal participation and leadership opportunities

Freedom of association and right to collective 
bargaining

Advocacy and representation through civil society 
and trade unions 

Regulation of conditions of employment

Equal pay for work of equal value

Safe and enjoyable work environments

Laws that protect migrant or other at-risk care 
workers

Ministries of 
women or gender

Ministries of 
finance

Ministries of 
economic 
development

Ministries of social 
affairs

Universal 
social 
protection

Gender-sensitive health and social insurance 
programmes

Cash for care programmes

Gender-sensitive tax supports

Gender-sensitive universal pension programmes

Ministries of 
finance

Ministries of 
economic 
development

Ministries of social 
affairs

Strengthen 
care 
infrastructure 

Public investment in care services

Prioritize the recruitment, training retention and 
quality of work for care workers

Ministries of health

Ministries of 
labour

Ministries of 
finance

National treasuries

Address the 
Gender Gap in 
Participation

Education 
and career 
progression

Promote access to gender-equitable higher 
education 

Educational curriculum reform to support gender 
equality and life skills for girls

Health and care workforce education 

Ministries of 
education

Ministries of 
women or gender

Ministries of health

Private sector

Educational 
providers

Professional bodies

Technology and 
media providers

Health and care 
facilities and 
employers

Table 1: Policy domains, action levers and relevant stakeholders for closing the Gender Value Gaps
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Gender Gap Policy Levers Details National Focus Other Relevant 
Factors

Strengthen 
labour rights 
and anti-
discrimination 
laws

Equal 
treatment 
and non-
discrimination 
of all health 
and care 
workers

Enact/strengthen legislation against 
discrimination

Zero tolerance policies for health and care worker 
discrimination

Establish/strengthen monitoring and 
enforcement mechanisms

Ensure health and care worker recruitment 
practices prohibit discrimination

Promote inclusive health and care work 
environments

Legislation against discrimination

Enforcing zero tolerance policies for health and 
care worker discrimination

Monitoring and enforcement mechanisms

Ensuring health and care worker recruitment 
practices prohibit discrimination

Promoting inclusive health and care work 
environments

National 
legislature

Ministries of 
labour

Ministries of 
economic 
development

Ministries of social 
affairs

Households and 
private employers

Family planning 
providers

Civil society

Access to safe 
and free family 
planning

Gender-
balanced 
parental and 
family leave 
and flexible 
working 
arrangements

Policies to address the legality, accessibility and 
quality of family planning services

Legislate for gender-equitable maternity, 
paternity and family leave

Flexible working arrangements: flexible work 
hours, carer and family leave, carer pensions, 
flexitime and teleworking

Ministries of 
women or gender

Ministries of health

National 
legislature

National 
legislature

Private sector

Ministries of 
women or gender

Rectify 
economic 
disincentives 
to labour force 
participation

Gender-equitable tax-benefit systems (addressing 
joint taxation for married couples, transferable 
tax credits, dependent spouse allowances)

Rectify the gender pay gap

Ministries of 
finance

Ministries of 
labour

Ministries of 
economic 
development

Ministries of social 
affairs

Ministries of 
women or gender

Improve 
leadership and 
representation 
of women 
in decision-
making

Address exclusionary structures and laws

Gender sensitive budgeting

Professional networks and mentorships

Quotas for political representation and 
representation on corporate boards

Ministries of 
women or gender

Ministries of 
economic 
development

Ministries of social 
affairs

National 
legislature

Private sector

Ministries of health
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Gender Gap Policy Levers Details National Focus Other Relevant 
Factors

Inclusive 
infrastructure 
to support 
equitable 
labour force 
participation

Transport

Urban planning

Environmental policies

Ministries of 
transport

Ministries of 
economic 
development

Ministries of social 
affairs

Ministries of urban 
planning and 
development

Address the 
Gender Gap  
in Earnings

Legislate for 
equal pay for 
work of equal 
value

Equal pay laws mandating equal pay for equal 
work

National 
legislature

Ministries of 
labour

Ministries of health

Professional bodies

Health and care 
facilities

Patient and staff 
advocacy groups

Academia

Civil society

Worker unions

Private sector

Increase pay 
transparency

Legal protections against pay secrecy 

Pay data collection and pay data reporting

Gender audits

Private sector

Ministries of 
labour

Ministries of 
women or gender

National 
legislature

Ministries of 
commerce and 
industry

Ensure 
freedom of 
association 
and collective 
bargaining

The freedom of association to join organizations 
of one’s own choosing, and the right to 
collectively bargain for better employment terms

Private sector

Ministries of 
labour

National 
legislature

Ministries of 
commerce and 
industry

Promote 
diversity and 
inclusion in 
the workplace

Diversity, equity and inclusion organizational 
strategies for staff recruitment, retention and 
development

Diversity in management and gender-equal 
leadership

Accountability for leadership

Ministries of 
labour

Ministries of 
women or gender

National 
legislature

Ministries of 
commerce and 
industry

Compensate 
for the impact 
of unpaid care 
on paid work

Social security programmes and pensions to 
provide caregiving credits

Ministries of 
labour

Ministries of 
women or gender

Ministries of 
commerce and 
industry

Address the 
Gender Gap 
in Working 
Conditions

Ensure decent 
work for all

Ensure safe work, adequate earnings, decent 
working time, stability and security of work, 
social dialogue, employers’ and workers’ 
representation, employment opportunities, social 
security, family and personal life balance, the 
abolition of child and forced labour, and equal 
opportunity treatment

National 
legislature
Ministries of 
labour
Ministries of 
women or gender
Ministries of 
commerce and 
industry
Ministries of health

Civil society
Workers unions
Households and 
private employers
Academia
Health and care 
service providers
Private sector
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Gender Gap Policy Levers Details National Focus Other Relevant 
Factors

Prevent 
violence and 
harassment 

Prevention of 
violence and 
harassment 
in health 
and care 
workplaces

National legislation preventing violence against 
women

Effective enforcement mechanisms

Zero-tolerance policies on harassment and 
discrimination in the workplace

Laws, policies and strategies to prevent 
workplace violence and harassment

Employer policies and accountability mechanisms

Monitoring and enforcement mechanisms

Extra precautions to protect health and care 
workers at heightened risk of violence and 
harassment

Address misinformation and disinformation 

Provide educational materials 

Educate private household employers of care 
workers on protecting care workers from violence, 
harassment and forced labour

Safe and gender-responsive complaint and 
reporting mechanisms

Training to recognize, handle and communicate 
with potentially violent individuals 

Adequate security for health and care workers

National 
legislature

Private sector

Ministries of 
labour

Ministries of 
women or gender

Ministries of 
commerce and 
industry

Address 
informality 
and 
nonstandard 
employment

Support the transition to formality and 
regularisation of contracts

Improve the quality of informal and nonstandard 
work conditions

Extend social protection to all workers, regardless 
of contract or migration status

Legislate to plug regulatory gaps

Introduce safeguards or restrictions on certain 
types of employment

Safeguard health and safety in informal 
workplaces 

Mechanisms of informal worker representation, 
social dialogue and collective bargaining

Remove administrative barriers to business 
registration and licensing

National 
legislature

Private sector

Ministries of 
labour

Ministries of 
commerce and 
industry

Ministries of 
the interior or 
migration

Address the 
Gender Gap  
in Data

Strengthen 
health and 
care workforce 
statistics

Review and strengthen labour statistics and 
ensure information on informal, domestic, 
migrant and unpaid work is included in national 
accounts

National offices for 
statistics

Health services

Local and national 
health governance

Ministries of health

Civil society

Academia

Ministries of 
information

Academia

Health information 
systems

Civil society 
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Gender Gap Policy Levers Details National Focus Other Relevant 
Factors

Collect sex- 
disaggregated 
data

Ensure sex-disaggregation of data on health 
and care work across all settings and in all 
occupations

Health Services

Local and national 
health governance

Ministries of health

Civil society

Academia

Ministries of 
information

Identify 
evidence gaps

Articulate evidence gaps

Invest in research and collaboration with 
academia and civil society

Health Services

Local and national 
health governance

Ministries of health

Civil society

Academia

Ministries of 
information

Introduce 
gender-
sensitive 
monitoring 
and 
evaluation, 
and public 
accountability 
mechanisms

Establish public accountability mechanisms and 
gender-responsive monitoring and evaluation 
frameworks, such as: participatory planning 
mechanisms, monitoring dashboards, citizens 
assemblies, community scorecards, social audits, 
public expenditure tracking systems, information 
campaigns, public hearings and patient rights 
charters

Health Services

Local and national 
health governance

Ministries of health

Ministries of 
women’s affairs

Address 
Gender Gap  
in Investment

Align policies 
with the 
Sustainable 
Development 
Agenda

SDGs 3,4,5,8 and 17

Addis Ababa Action Agenda

Ministries of 
finance

Ministries of health

Ministries of 
labour

Parliamentary 
budgetary 
committees

Local governments

Community 
leaders (through 
participatory 
budgeting)

Patient groups

Professional bodies

Professional unions
Mobilize 
domestic 
resources for 
health

Progressive taxation

Effective management of public finances

Ministries of 
finance

Ministries of health

Parliamentary 
budgetary 
committees

Strengthen 
UHC

National budgetary commitments

Ensure financial risk protection

Strengthen primary health care

Parliamentary 
budgetary 
committees

Ministries of 
finance

Ministries of health

Invest in 
human 
resources for 
health and 
care

Target the recruitment, development, training 
and retention of health and care workers

Capacity planning for workforce needs, demands 
and supply

Multisectoral action and support from ministries 
of education, finance, gender, and labour (or 
equivalent)

Investing in decent conditions of employment 
through long-term public policy stewardship

Education, training, recruitment, deployment and 
retention of domestically trained health workers

Ministries of 
labour

Ministries of health

Ministries of 
education
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Gender Gap Policy Levers Details National Focus Other Relevant 
Factors

Promoting rights at work

Enhancing social protection

Strengthening social dialogue, national skills and 
national employment agendas

Investments to boost the demand and supply 
of the health workforce in line with population 
health needs

Mobilising resources through general budget 
commitments, progressive taxation, social health 
insurance, dedicated funds considerations and 
other innovative mechanisms

Sources: (23,186,197,211–217)

5.1 Closing the Gender Gap in Care

Policy levers to 
close the Gender 
Gap in Care

Establish care  
as a right

Guarantee the human rights, agency and wellbeing of caregivers  
and care recipients

5R framework Recognition, reduction, redistribution of unpaid care work

Representation of care workers in decision-making

Reward care work with more and better jobs

Universal social 
protection

Gender sensitive health and social insurance programs

Cash for care programmes

Gender sensitive tax supports

Gender sensitive universal pension programmes

Strengthen care 
infrastructure 

Public investment in care services

Prioritize the recruitment, training, retention and quality of work  
for care workers

5.1.1 Care as a right

Guaranteeing the human rights, agency and 
wellbeing of caregivers and care recipients helps 
establish a foundation on which to improve 
the conditions of health and care work in all 
its forms.(218) Some of the most important 
policy interventions relate to such basic rights 
as appropriate housing, guaranteed minimum 
income, decent working conditions and access to 
health services.(49,52,218) If guaranteed, these 
rights may improve the conditions in which unpaid 
care work is performed, and may have positive 
impacts on the nature and extent of the work 
itself.(49,52) There are important international 
human rights frameworks that establish the right 
to care and the gender dimensions of unpaid 
care. The European Pillar of Social Rights, which 
outlines 20 principles of social rights across the 
full care spectrum, represents an example of a 
rights-focused approach to social care policies.
(219) At the level of national policy, Uruguay has

also developed a rights-based approach to its 
care policies: under the 2016 Care Act, Uruguay 
recognizes the legal right to care and be cared for, 
and its Integrated National Care System (Sistema 
Nacional de Cuidados) explicitly respects the rights 
of paid and unpaid caregivers.(220–222) 

5.1.2 Recognition, reduction, 
redistribution, representation and reward: 
the 5Rs 

The 5R approach, outlined in Table 1, is central 
to promoting decent care work across paid 
and unpaid settings.(124,218,220,223) Policy 
approaches to decent care work focus on 
recognizing, reducing and redistributing unpaid 
care work, increasing the representation of care 
workers and those with caregiving responsibilities 
in decision-making, and properly valuing 
(rewarding) care workers and upholding their 
rights regardless of migration or contract status. 
Governments can apply the 5R approach to both 
domestic and international policies. For example, 
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the Canadian Government’s Feminist International 
Assistance Policy has embedded the 5R approach 
into its international strategy, with a focus on 
developing care programming anchored in a 
feminist, gender-transformative approach.(224) A 
range of practical tools have also been developed 
to support the creation of decent care work 
environments and the equitable redistribution of 
caregiving work, including UN Women’s Toolkit on 
Paid and Unpaid Care Work (225) and Oxfam’s Care 
Policy Scorecard.(218) 

5.1.3 Universal social protection

Social protection policies are designed to reduce 
the impact of poverty, vulnerability and social 
exclusion throughout a person’s lifetime and can 
help recognize, reduce and redistribute unpaid 
care work.(220) For example, health and social 
insurance programs, such as Rwanda’s Mutuelle 
de Santé, can extend coverage to unpaid and 
informal workers.(220) Cash for care programmes, 
such as Argentina’s Asignación Universal por Hijo, 
can provide financial benefits to households with 
caregiving responsibilities.(220) Pension reforms, 
such as those that occurred in the Plurinational 
State of Bolivia (Renta Dignidad), can ensure that 
women are compensated for time spent in unpaid 
childcare.(220,226) Social protection policies can 
align national priorities with addressing unpaid 
care and creating quality care work environments, 
and can help directly reduce the unpaid care work 

primarily performed by women.(220) While cash 
and tax supports are beneficial in the short term, 
in reality they may work to reinforce the low value 
attached to particular forms of unpaid work or 
may unwittingly reinforce gender inequalities by 
presupposing a maternal model of care.(49,52,227)

5.1.4 Strengthen care infrastructure 

In the short term, investments in social care 
infrastructure stimulate the economy, remove 
barriers to labour force participation and provide 
an important source of jobs, particularly for 
women.(228,229) In the long term, investments 
in social care infrastructure support education, 
gender equality, decent work, economic 
progress and health gains.(134,229,230) Social 
infrastructure policies should prioritize the 
recruitment, training and retention of care workers 
while ensuring their quality of work through 
better pay, workplace benefits and guaranteeing 
collective bargaining power.(229) Guidance on 
strengthening care infrastructure is available from 
the UN Women Regional Office for the Americas 
and the Caribbean and the Economic Commission 
for Latin America and the Caribbean, who have 
developed guidance for the development of 
comprehensive national care systems as a pillar of 
social protection in the region.(231)
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5.2 Closing the Gender Gap in Participation 

Policy levers 
to close the 
Gender Gap in 
Participation

Education and career 
progression

Promoting access to gender equitable higher education 

Educational curriculum reform to support gender equality and life skills for 
girls

Health and care workforce education 

Strengthening 
labour rights and 
anti-discrimination 
laws

Enacting/ strengthening legislation against discrimination

Zero tolerance policies for health and care worker discrimination, 
establishing or strengthening monitoring and enforcement mechanisms, 
ensuring health and care worker recruitment practices prohibit 
discrimination, and promoting inclusive health and care work environments

Ensuring access to 
safe and free family 
planning

Policies to address the legality, accessibility and quality of family planning 
services

Gender balanced 
parental and 
family leave and 
flexible working 
arrangements

Legislated gender equitable maternity, paternity and family leave

Flexible working arrangement: flexible work hours, carer and family leave, 
carer pensions, flexitime and teleworking

Rectifying economic 
disincentives 
to labour force 
participation

Gender-equitable tax-benefit systems (addressing joint taxation for married 
couples, transferable tax credits and dependent spouse allowances)

Rectifying the gender pay gap

Improve leadership 
and representation 
of women in 
decision-making

Gender-sensitive budgeting

Professional networks and mentorships

Quotas for political representation and corporate boards

Inclusive 
infrastructure to 
support equitable 
labour force 
participation

Transport

Urban planning

Environmental policies

Information technology

5.2.1 Education and career progression

Access to education, particularly higher 
education, is a key policy objective for promoting 
women’s entry into the labour force, more 
equitable representation of women in higher-
status occupational roles and intergenerational 
gender equality. Education, and particularly the 
completion of secondary education, significantly 
reduces the probability of unemployment 
or informal or precarious forms of work, and 
translates to higher salaries and better living 
standards for women and their families.(232)

In the health and care sector, policies that support 
the education and gender-equitable training of 
health and care workers encourage the recognition 
and progression of women’s careers and 
gender-responsive work environments.(233,234) 
Such policies include occupational regulation 
mechanisms, human resource information 
systems and technology-enabled vocational 
education.(233) 

5.2.2 Strengthening labour rights and anti-
discrimination laws

National legislation can address discrimination in 
the labour market, particularly through laws that 
penalise gender discrimination in employment.
(232) Other legal impediments to women’s
labour force participation include restrictions on
inheritance and property rights, opening a bank
account and freely pursuing a profession.(235)
Removing such discriminatory barriers from the
national legal framework is a priority. Iceland
provides a strong example of embedding gender
equality in its national legislative framework, with
one of the highest rates of women’s labour force
participation in Europe.(236) ILO’s International
Labour Standards are legal instruments setting
out basic principles and rights at work, and can
be used by policymakers to actively address
and support gender equality in labour force
participation and working conditions.(211)
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The WHO Global Health and Care Worker 
Compact calls for the equal treatment and non-
discrimination of all health and care workers 
and lays out management and policy actions 
structured around four domains, namely: 
preventing harm; providing support; inclusivity; 
and safeguarding rights.(186) Such measures 
should adhere to labour and human rights, 
ensuring the right to freedom of association, 
and should guarantee that hiring is based on 
objective criteria, and that conditions of work are 
just, safe and healthy. They should also ensure 
equal pay for equal work, timely renumeration, 
job security, opportunities for career progression 
and professional development, adequate leave, 
reasonable limits on working hours and social 
security benefits.(186) 

5.2.3 Ensuring access to safe and free family 
planning

Safe and free family planning supports women’s 
labour force participation by reducing the 
amount of unpaid care they perform, while 
helping keep women and girls in education. 
Policies that address the legality, accessibility 
and quality of family planning services, alongside 
targeted education campaigns, can help create 
an environment where women and their families 
can make informed reproductive choices.(232) 
Thailand provides an excellent example of 
sustained, effective national family planning 
policies that attempt to understand and address 
the economic and social drivers of reproduction.
(237) 

5.2.4 Gender balanced parental and family 
leave and flexible working arrangements

Parental leave mandated by the state is a key 
policy area for addressing unequal opportunities 
and labour force participation for women. While 
maternity leave provisions are essential, equal 
paid parental leave (that is, maternity, paternity or 
carer leave) can positively impact the distribution 
of household unpaid care and female labour 
market outcomes.(160) In 1974 Sweden became 
the first country to introduce a gender-neutral 
paid parental leave benefit, and since then various 
reforms have continued to mandate equal paid 
leave for dual-earner households in order to 
support gender equality and women’s labour force 
participation.(238)

Flexible working arrangements can also help 
support people with caring responsibilities. 
Other employment supports may include carer 
and family leave, carer pensions, flexitime or 
teleworking.(52,160) However, these may mean 
that women end up taking on double workloads of 
caring and paid work.(52) 

5.2.5 Rectifying economic disincentives to 
labour force participation

Two key economic disincentives to women’s 
labour force participation are gender-unequal 
tax-benefit systems and gender wage gaps. The 
tax-benefit system may impact work incentives 
for second earners in cases that involve joint 
taxation of married couples, transferable tax 
credits or dependent spouse allowances.(160,239) 
In particular, joint taxation increases the marginal 
tax rate of secondary earners and lowers that 
of primary earnings, thus creating an economic 
disincentive for women, who tend to be secondary 
earners. Tax policies that shift to individual 
taxation systems, such as in the United Kingdom, 
can help address this.(160,239,240) 

5.2.6 Improving leadership and 
representation of women in decision-
making

The under-representation of women in leadership 
positions within and beyond the health workforce 
is a result of exclusionary structures and laws, 
relating to family planning, child marriage, unpaid 
care and inheritance, that preclude women from 
gaining essential skills and training for leadership 
roles.(241,242) Addressing these as priority policy 
areas boosts women’s rights and bolsters women’s 
leadership opportunities.(241,242) Gender-
sensitive budgeting initiatives, such as Tanzania’s 
Gender Budgeting Initiative, can direct targeted 
government spending towards programmes 
supporting women and girls’ leadership.(242–244)

Quotas have been utilized to advance women’s 
leadership in politics and the private sector. 
Research on the impact of political quotas found 
they can increase female leadership and influence 
gender attitudes in the long term.(242,245) The 
presence of national leadership positions (such as 
government chief nursing officer) and programmes 
(such as nursing leadership programmes) for 
woman-majority occupations are associated with 
a stronger regulatory environment.(246) However, 
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this must be coupled with access to resources, a 
mandate and a clear area of work. 

5.2.7 Infrastructure to support equitable 
labour force participation

Gender-equitable labour force participation 
should be supported by transport, environmental 
and urban planning policies. These policies 
have the potential to be transformative for 
everyone, and enable safe and efficient access 
to workplaces, particularly for women. For 
example, networked public transport and cycling 
initiatives can help ensure safety and accessibility 
in accessing workplaces, as well as support 
caregiving that occurs outside of the labour force. 
Through UN Women’s Safe Cities and Safe Public 
Spaces for Women and Girls initiative, countries 

5.3 Closing the Gender Gap in Earnings 

Policy levers to 
close the Gender 
Gap in Earnings

Legislating for equal 
pay for work of equal 
value

Equal pay laws mandating equal pay for equal work

Increasing pay 
transparency

Legal protections against pay secrecy, pay data collection, pay data 
reporting, and gender audits

Freedom of 
Association and 
Collective Bargaining

Ensuring the freedom of association to join organisations of one’s own 
choosing, and the right to collectively bargain for better employment terms

Promoting diversity 
and inclusion in the 
workplace

Diversity, equity and inclusion organisational strategies across spectrum of 
recruitment, retention, staff development

Diversity in management 

Accountability for leadership

Compensate for the 
impact of unpaid 
care on paid work

Social security programmes and pensions to provide caregiving credits

such as Morocco and Papua New Guinea have 
undertaken gender-responsive planning for urban 
spaces and public transport.(247) The World Bank 
also recently released a toolkit to make transport 
and public spaces more gender inclusive in India.
(248) 

Additionally, ensuring gender equitable access to 
relevant information technology infrastructure 
can support women develop the education, skills 
and networks they require to advance through 
their career. This includes access to mobile 
and computer technologies. High quality and 
continuous access to information technology 
training for women improves their employment 
prospects as well as enhances living conditions for 
their families.(249)

5.3.1 Legislation to address gender 
discrimination in remuneration

Legislation that mandates equal pay for equal 
work of equal value is an important step towards 
closing gender pay gaps. While many countries 
are implementing national legislation which 
prohibits gender discrimination in remuneration, 
fewer countries have embodied the full principle 
of equal pay for work of equal value. One such 
example is the Icelandic Equal Pay Standard, 
based on job evaluation tools, adopted by 
the Icelandic government to ensure equal pay 
for equal work of equal value.(236) The Equal 
Remuneration Convention (No. 100) of the ILO 
provides an international reference framework. 

5.3.2 Increasing pay transparency 

Policy instruments that foster pay transparency 
represent another important contribution to 
closing gender pay gaps.(1) Businesses and 
institutions can be encouraged to improve 
pay transparency through pay data policies 
that incentivise or require employers to 
collect and provide information to national 
authorities.(250,251) Employers can also be held 
accountable through mandatory or voluntary 
gender audits.(250,251) Institutions can help 
foster accountability through imposing fines on 
businesses that don’t comply with gender audits, 
or through encouraging public scrutiny.(250)
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5.3.3 Freedom of association and collective 
bargaining

The freedom of association to join organisations 
of one’s own choosing, and the right to collectively 
bargain for better working conditions, can help 
close gender wage gaps. This can be achieved 
through four key mechanisms: advocating 
for targeted raises that compensate for the 
concentration of women in low-paid industries; 
correcting the undervaluation of female-
dominated occupations through developing 

5.4 Closing the Gender Gap in Working Conditions 

Policy levers to 
close the Gender 
Gap in Working 
Conditions

Ensure decent  
work for all 

Ensure safe work, adequate earnings, decent working time, stability and 
security of work, social dialogue, employers’ and workers’ representation, 
employment opportunities, social security, work, family and personal 
life balance, abolishing child and forced labour, and equal opportunity 
treatment

Preventing violence 
and harassment 

National legislation preventing violence against women

Effective enforcement mechanisms

Zero-tolerance harassment and discrimination in the workplace

Address informality 
and nonstandard 
employment

Support the transition to formality and regularisation of contracts

Simultaneously improve the quality of informal and non-standard work 
conditions

Extend social protection to all workers, regardless of contract or migration 
status

Legislative approaches to help plug regulatory gaps

Safeguards or restrictions on certain types of employment

gender-neutral occupational classification 
schemes; promoting pay transparency and 
addressing wage discrimination; and supporting 
career progression through gender-neutral 
evaluation criteria.(252) In the USA, union 
membership was associated with a significant 
reduction in the gender pay gap: the earnings 
ratio between women and men was 90% for union 
workers, compared to 82% for those not covered 
by union contracts.(253)

5.4.1 Ensuring decent work for all

Decent work is an umbrella term that refers 
to “the aspirations of people in their working 
lives. It involves opportunities for work that are 
productive and deliver a fair income, security in 
the workplace and social protection for all, better 
prospects for personal development and social 
integration, freedom for people to express their 
concerns, organise and participate in the decisions 
that affect their lives and equality of opportunity 
and treatment for all women and men”.(254) 
There are a number of policy components and 
global conventions designed to support decent 
work.(3,33) Decent working conditions are also 
of particular concern to those in more precarious 
forms of employment.

Decent work country programmes such as in Fiji 
“promote decent work as a key component of 
development policies and at the same time as 
a national policy objective of governments and 
social partners.”(255) The WHO Global Health and 

Care Worker Compact provides technical guidance 
for Member States and relevant stakeholders on 
how to protect the health, safety and human rights 
of health and care workers everywhere, and how 
to ensure they have work environments that are 
safe, supportive and enabling.(186)

An important component of decent working 
conditions is a safe and healthy working 
environment. Actions that can be taken at national 
level to address “the prevention of work-related 
injuries and diseases, as well as the protection and 
promotion of the health of workers”(256) include 
legislation and the enforcement of occupational 
safety and health measures, including infection 
prevention and control, as well as employer 
requirements to adapt the working environment 
to the physical and mental health needs of 
workers.(186,257) 

5.4.2 Preventing violence and harassment

National legislation preventing violence against 
women or other forms of gender bias should be 
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either adopted or strengthened and followed 
up with effective enforcement mechanisms. In 
Rwanda, for example, the Indashyikirwa program 
aims to reduce intimate partner violence by 
combatting harmful gender norms, particularly 
around domestic and care labour, and by securing 
women’s roles as equal partners in the formal 
economy.(258) Relevant international frameworks 
are outlined in Table 1.  

At an institutional level, health and care 
institutions must take a zero-tolerance attitude 
to both sexual harassment and other forms of 
harassment and discrimination.(186,187,233) 
This can be addressed across the spectrum of 
recruitment, training and development of the 
health and care workforce through education and 
training that tackle harmful gender norms.(259) 

5.4.3 Addressing informality and 
nonstandard employment

Supporting workers in the informal economy 
and in nonstandard employment requires a 
policy approach that simultaneously improves 
the quality of working conditions, supports all 
workers regardless of their employment status 
and encourages a transition to formal, regularised 
working contracts. Policy approaches to address 

informal employment are outlined in Table 
1.(260,261) 

Policy options that support workers in 
nonstandard employment should also have 
a dual focus on improving job quality while 
providing social protection and support regardless 
of employment status.(167) Such legislative 
approaches can help plug regulatory gaps, 
fostering equality of treatment, fairer working 
conditions and inclusive labour market practices.
(167) The Republic of Korea, for example, has
introduced and strengthened legislation that
prohibits discrimination against workers on
nonstandard contracts on the basis of to their
employment status.(167) Countries may also
enforce minimum hours requirements and other
safeguards for part-time, on-call and casual
workers, or may alternatively restrict, limit or
prohibit certain types of nonstandard employment
to avoid situations of exploitation. Other policy
initiatives focus on encouraging collective
agreements and improving the quality of working
environments through establishing shared liability
for occupational health and safety in contractual
arrangements.(167)

5.5 Closing the Gender Gap in Data 

Policy levers to 
close the Gender 
Gap in Data

Strengthen health 
and care workforce 
statistics

 Reviewing and strengthening labour statistics and ensuring information 
on informal, domestic, migrant and unpaid work is included in national 
accounts

Sex-disaggregated 
data

Ensuring sex-disaggregation of data on health and care work across all 
settings and in all occupations

Identify evidence 
gaps

Articulate evidence gaps, invest in research and collaboration with 
academia and civil society

Gender-sensitive 
monitoring and 
evaluation, and 
public accountability 
mechanisms

Establish public accountability mechanisms and gender-responsive 
monitoring and evaluation frameworks

5.5.1 Identify evidence gaps

Missing data, heterogeneity in measures of unpaid 
work, and a lack of sex and gender-disaggregated 
information are key contributors to information 
and evidence gaps. Governments have the 
opportunity to work with academia, social 
partners and civil society to identify national 
evidence gaps and develop a more context-
specific evidence base. 

There is also a strong case for introducing a 
standardized accounting framework for all forms 
health and care work that captures different types 
of nonstandard and unpaid work.(48) In 2013, 
the 19th session of the ICLS defined the concept 
of work as “any activity performed by persons of 
any sex and age to produce goods or to provide 
services for use by others or for own use”.(48) This 
typology is important because it encompasses the 
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diverse ways that individuals engage with labour 
markets and contribute to the broader economy 
through paid and unpaid activities.(48) The ICLS19 
definition facilitates the formal recognition of 
unpaid care work as work, and recognizes that 
individuals may be involved in more than one 
form of work at a time.(262) 

5.5.2 Strengthen health and care workforce 
statistics

Strengthening national accounting frameworks 
to ensure the recognition of the full spectrum of 
health and care work is central to advocating for 
the value of health and care work. Information 
on the health and care workforce comes from 
five main sources: population censuses, labour 
force and employment surveys, health facility 
assessments, time-use surveys (particularly for 
unpaid care), and administrative information 
systems – such as registries of public expenditure, 
payroll, and professional registration bodies.(263) 
NHWA and Systems of Health Accounts provide an 
integrated approach to collecting information on 
health and care workers and relevant expenditure. 
However, the availability of data disaggregated 
by sex and gender, and other factors such as 
disability, is still limited.(264–266) Estimates on 
the volume and cost of human resources derived 
from Systems of Health Accounts and Systems of 
National Accounts form the basis of national wage 
bills.(266) Care work is only partially accounted for 
through Systems of National Accounts and may be 
better captured by Household Satellite Accounts, 
which include unpaid care work in measuring and 
valuing the outputs produced by households using 
time-use surveys and other innovative forms of 
data.(159,267–269) 

Closing data gaps also means developing new 
approaches and methodologies, encouraging 
data collection (particularly in under-represented 
areas) and valuing diverse forms of evidence, 
including qualitative data.(22)

5.5.3 Gender and sex-disaggregated data

Without gender or sex-disaggregated information 
on the experiences of all health and care workers, 
as well information on the economic, health and 
social impacts of their work, decision-making 
remains limited. Gathering sex or gender-
disaggregated data supports the monitoring of 

SDG targets and more effectively captures gender 
imbalances in health and care work. 

Beyond this, an intersectional approach to data 
is critical to understanding the full spectrum 
of experiences in health and care work, and to 
ensuring that the experiences of those who are 
at greatest risk of marginalization are centred. An 
intersectional approach to data involves engaging 
directly with and centring the experiences of those 
most impacted by an issue, policy or programme, 
promoting equity across the full data value chain 
and ensuring institutional data systems are 
inclusive.(270) Ideally, disaggregated data should 
be available to examine multiple axes of privilege 
or oppression across both outcome and process 
indicators.(22) 

5.5.4 Gender-responsive monitoring and 
evaluation, and public accountability 
mechanisms

Gender-responsive public accountability 
mechanisms and monitoring and evaluation 
frameworks may help to ensure that any health 
system policy initiative is transparent and 
responsive to the needs of the population. 
Promising accountability mechanisms are outlined 
in Table 1.(271)These mechanisms need to ensure 
appropriate gender balance and representation 
for marginalized workers – informal or unpaid 
workers, for example. Gender-sensitive monitoring 
and evaluation frameworks build on national 
sex-disaggregated data and allow governments 
to monitor their policy interventions, ensuring 
that any impact – intended or unintended – on 
health, gender or socioeconomic outcomes can be 
captured.
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5.6 Closing the Gender Gap in Investment 

Policy levers to 
close the Gender 
Gap in Investment

Align with the 
sustainable 
development agenda

SDGs 3,4,5,8 and 17

Addis Ababa Action Agenda

Domestic resource 
mobilisation for 
health

Progressive taxation

Effective public financial management

Strengthening 
universal health 
coverage

National budgetary commitments

Ensuring financial risk protection

Strengthening primary health care

Invest in human 
resources for health 
and care

Targeting the recruitment, development, training and retention of health 
and care workers

borrowing and providing debt relief through 
various mechanisms.(272–274) In particular, 
progressive taxation paired with effective public 
financial management has the potential to 
effectively mobilise domestic resources that 
can be reinvested to strengthen health systems.
(275,276) Progressive tax revenues derived 
from profits, capital and income were found to 
be significantly and strongly associated with 
increased government health spending while 
consumption taxes on essential goods were not.
(275,276) However, health taxes imposed on 
consumption goods associated with negative 
impacts on public health (such as tobacco, 
alcohol, sugar sweetened beverages and fossil 
fuels) have the added benefits of improving 
population health and generating revenues for the 
budget.(277) 

5.6.3 Invest in UHC and primary health care

UHC “means that all individuals and communities 
receive the health services they need without 
suffering financial hardship”.(278) It is recognized 
that primary health care is “a key component 
of all high-performing health systems and is an 
essential foundation of universal health coverage”.
(279) Improving health service coverage goes
hand in hand with investment in the health
workforce: improved population health and
progressing towards UHC “depends on the
availability, accessibility, and capacity of health
and care workers to deliver quality people-centred
integrated care”.(278)

Political commitment is required to progress 
towards UHC and primary health care, and should 
be supported by policies that promote equity 
in access to quality health services, increased 

5.6.1 Align investments with the 
Sustainable Development Agenda

Aligning investments and policy efforts with 
the Sustainable Development Agenda makes 
political sense as it enables a set of approaches 
to cohere under the banner of the SDGs. Women’s 
health and care work is central to multiple SDGs 
relating to gender, labour, poverty, education 
and health, including: SDG 3 (Ensure healthy lives 
and promote well-being for all at all ages), SDG 4 
(Ensure inclusive and equitable quality education 
and promote lifelong learning opportunities for 
all), SDG 5 (Achieve gender equality and empower 
all women and girls, and SDG 8 (Promote 
sustained, inclusive and sustainable economic 
growth, full and productive employment and 
decent work for all). 

The Addis Ababa Action Agenda sets out a global 
framework for financing sustainable development 
and achieving the SDGs, and recognizes the 
importance of delivering social protection and 
essential public services for all, investing in 
sustainable and resilient infrastructure, domestic 
resource mobilisation, generating full and 
productive employment and decent work and 
unlocking the transformative potential of people.
(214) It also underlines the importance of gender
equality and the empowerment of women and
girls to achieve sustained, inclusive and equitable
economic development.

5.6.2 Expand the fiscal space for health and 
care

Expanding the national fiscal space for health 
and care may be achieved through reprioritizing 
expenditure, raising domestic revenue, boosting 
efficiency of public expenditure, increasing foreign 
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financial protection, an enabling regulatory and 
legal environment, improved health systems 
infrastructure, sustained public financing, the 
harmonization of health investments, and robust 
accountability mechanisms.(280) Governments 
should also establish national spending targets 
for health that are consistent with national 
sustainable development strategies, tackle 
debt sustainability challenges, ensure sufficient 
domestic public spending on health, and pool 
health funds.(281) Where possible, financing 
mechanisms should be supported by a coalition 
of political support and responsive to people’s 
needs.(281) 

5.6.4 Invest in human resources for health 
and care

The WHO Global Strategy on Human Resources 
for Health: Workforce 2030 recommends that 
countries “align investment in human resources 
for health with the current and future needs of the 
population and health systems, taking account of 
labour market dynamics and education policies, 
to address shortages and improve decent working 
conditions as well as distribution of health 
and care workers, so as to enable maximum 
improvements in health outcomes, social welfare, 
employment creation and economic growth”.
(197) Policy options to improve investments in
human resources for health are outlined in Table
1.(197,282)

The High-Level Commission on Health 
Employment and Economic Growth makes six 
recommendations for transforming the health 
workforce in line with the SDGs, including 
investing in decent health sector jobs, addressing 
gender inequalities in participation, leadership 
and education, scaling up quality education 
and skill building, reforming service models 
towards integrated, community-based, people-
centred primary and ambulatory care, harnessing 
information and communication technologies, 
and investment in International Health 
Regulations core capacities as well as ensuring 
the protection and security of all health and care 
workers and health facilities.(23)
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Annex 1.1: Gender Value Gaps 
database sources
The Gender Value Gaps database was compiled 
using sex and/or gender-disaggregated data for 
the period 2000–2020, extracted from the GHO, 
ILO, NHWA, OECD, UNDP, United Nations Industrial 
Development Organization and the World Bank.

Annex 1.1.1: Exploring unpaid work

To explore the gender balance in unpaid work 
between women and men, the Gender Value 
Gaps dataset utilized data for 2019 from the 
OECD Employment Database for OECD countries,  
as well as China, India and South Africa, which 
reported sex-disaggregated information taken 
from national time use surveys for time spent in 
all forms of unpaid work. Unpaid work includes: 
“routine housework; shopping; care for household 
members; child care; adult care; care for non-
household members; volunteering; travel related 
to household activities; other unpaid activities”. 
Unpaid care and unpaid health care activities 
constitute a subset of unpaid work but were not 
distinguishable from the aggregated data.

Data from the OECD dataset were compiled 
from estimates of daily working time based on 
national time use surveys. The data on time 
use were normalized to 1440 minutes per day. 
Time-use estimates for some countries contain 
methodological differences, or represent weighted 
averages for age brackets 15–19, 20–24, 25–44 
and 45–64, while data for other countries refer 
to all individuals aged 15 and above. Data were 
collected prior to COVID-19.

Annex 1.1.2: Exploring national-level 
gender inequality

Two well recognized indexes were used to reflect 
two complementary aspects of gender inequality 
at the national level. The UNDP Gender Inequality 
Index represents gender equality outcomes across 
reproductive health, education, employment and 
empowerment. The SIGI represents the wider 
social, legal, and institutional environment of 
gender (in)equality at the national level.

The Gender Inequality Index reports information 
across three dimensions – reproductive health, 
empowerment and the labour market – for as 
many countries as data of reasonable quality 
allow. Data are scaled from 0 (representing 
equality between women and men across the 
indicators) to 1 (representing complete inequality 
between women and men across the indicators). 
Specific indicators include maternal mortality 
ratio, adolescent birth rate, female and male 
population with at least secondary education, 
female and male shares of parliamentary seats, 
and female and male labour force participation 
rates.

The SIGI reports information on the dimensions 
of discrimination in the family, restricted physical 
integrity, restricted access to productive financial 
resources, and restricted civil liberties. Data were 
gathered and reported for 179 countries. The SIGI 
compiles 16 indicators across four key dimensions: 
child marriage, household responsibilities and 
inheritance and divorce laws (discrimination in the 
family); violence against women, female genital 
mutilation, missing women and reproductive 
autonomy (restricted physical integrity); secure 
access to land and non-land assets, access to 
formal financial services, and workplace rights 
(restricted access to productive and financial 
resources); and citizenship rights, freedom of 
movement, political voice and access to justice 
(restricted civil liberties).

Annex 1.1.3: Exploring health system 
performance

Health system performance was captured 
through global data on SDG target 3.8: “achieve 
universal health coverage, including financial risk 
protection, access to quality essential health care 
services and access to safe, effective, quality and 
affordable essential medicines and vaccines for 
all”. Data on UHC comprise two indicators: 3.8.1 
on health service coverage and 3.8.2 on health 
expenditures relative to a household’s budget 
to identify financial hardship caused by direct 
health care payments. Coverage of essential 
health services represents the average coverage 

Annex 1: The Gender Value Gaps data
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of essential services based on tracer interventions 
across reproductive, maternal, newborn and child 
health, infectious diseases, noncommunicable 
diseases and service capacity and access. The 
indicator for health system performance is scaled 
from 0 to 100, computed as the geometric mean of 
14 tracer indicators of health service coverage. 

The second aspect of assessing UHC involves 
financial protection. This was represented by a 
data series on households impoverished by out 
of pocket payments. The data gathered included: 
population with household out of pocket spending 
on health as >10% or >25% of total household 
income; population pushed below the poverty line 
by out of pocket household health expenditure, 
represented by US$ 1.90/day and US$ 3.10/
day 2011 PPPs; and population pushed below 
the poverty line, represented by > 60% median 
daily household income. Data on the proportion 
of households pushed below the US$ 3.10/day 
2011 PPP poverty line due to catastrophic health 
expenditure were compiled from household 
budget, income, and expenditure surveys, and 
household socioeconomic and living standards 
surveys. Data came from SDG target 3.8 indicators 
reported by countries for global monitoring of the 
SDGs. 

Annex 1.1.4: Exploring spending on health

Data on health spending cover individual and 
population health care and a range of health 
financing schemes, including government health 
schemes, compulsory insurance (public or 
private), voluntary arrangements such as private 
voluntary health insurance or direct payments, 
and out of pocket payments by households. Data 
on health spending were reported in US dollars 
per capita for 2019 or latest year. These data were 
derived from the WHO Global Health Expenditure 
Database and accessed via the OECD library of 
Health at a Glance 2021. 

Annex 1.1.5: Exploring health and care 
work in the informal economy

Sex-disaggregated information on employment 
in the informal economy was derived from ILO 
Labour Force Statistics data on employment 
outside the formal sector by sex and economic 
activity. The ILO data series was based on 
definitions from the 13th ICLS and includes 

countries that have implemented the standards 
from the 19th ICLS. The series was derived 
using the same set of criteria for all countries 
on what constitutes informal employment or an 
informal enterprise, such as: employment status, 
institutional sector, destination of production, 
registration, social security contribution and 
size of enterprise.(1) The Gender Value Gaps 
analysis used this data series to compare sex-
disaggregated information on the health and 
care labour force with all-sector labour force 
participation by country and national income 
levels. 

Annex 1.1.6: Exploring health and care 
employment

Data from the ILO dataset on employment by sex 
and economic activity were used to report on 
women’s and men’s labour force participation in 
the health care sector compared to other sectors. 
Employed persons “comprise all persons of 
working age who, during a specified brief period, 
were in one of the following categories: a) paid 
employment (whether at work or with a job but 
not at work); or b) self-employment (whether at 
work or with an enterprise but not at work)”. Data 
were available for 2019 and were disaggregated by 
economic activity according to the 13th ISIC.

Sex-disaggregated health workforce information 
was only available for doctors and nurses. Health 
and care worker density (doctors and nurses per 
10 000 of the population) by sex and country was 
derived from the WHO National Health Workforce 
Accounts platform. Health workers were classified 
using ILO ISCO-08 categories. Data for the 
denominator (population) were obtained from the 
UNDP’s World Population Prospects database.

Annex 1.1.7: Exploring gender gaps in 
earnings 

The Gender Value Gaps dataset compiled sex-
disaggregated data on monthly earnings from all 
sectors and for the health care sector specifically. 
Earnings relate to “the gross remuneration in 
cash and in kind paid to employees, as a rule at 
regular intervals, for time worked or work done 
together with remuneration for time not worked, 
such as annual vacation, other type of paid leave 
or holidays”.(1) These data came from the ILO 
Wages and Working Time Statistics database. 
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Data on earnings were converted to US dollars as 
the common currency. Information on sectoral 
activities were defined by ISIC categories. First, to 
understand the gender pay gap in health and care 
work, monthly earnings of women were compared 
with monthly earnings of men in the health care 
sector. Second, to understand the sectoral pay 
penalty, monthly earnings in health and care work 
(for men and women combined) were compared 
with monthly earnings in education, scientific/
professional and other service activities. 

Annex 1.1.8: Exploring health system 
performance

UHC indicators were used as a proxy for health 
system performance. Data on SDG Target 3.8 
(“achieve universal health coverage, including 
financial risk protection, access to quality 
essential health care services and access to 
safe, effective, quality and affordable essential 
medicines and vaccines for all”) were downloaded 
from the GHO database. There were two indicator 
groups for this target: indicator 3.8.1 (health 
service coverage) and indicator 3.8.2 (financial 
hardship through direct health care payments 
captured by health expenditures in relation to 
a household’s budget). Coverage of essential 
health services (3.8.1) is defined as “the average 
coverage of essential services based on tracer 
interventions that include reproductive, maternal, 
newborn and child health, infectious diseases, 
noncommunicable diseases and service capacity 
and access, among both the general population 
and the most disadvantaged groups.”(2) This 
indicator is represented by an index measured on 
a scale of 0 to 100, and was derived from national 
household surveys, administrative data and 
special facility surveys. Financial protection (3.8.2) 
was captured by the proportion of the population 
with household spending on health at > 10% or > 
25% of household budget, the population pushed 
below poverty line at the US$ 1.90 and US$ 3.20 
marks, and the population pushed below the 
poverty line (measured as > 60% of median daily 
income) by direct health care spending. 

Annex 1.1.9: Economic and societal impact 
of the Gender Value Gaps

Cross-sectional data on each aspect of the Gender 
Value Gaps were compared to other relevant 
societal outcomes, namely economic indicators. 

Whilst a range of other social, environmental and 
economic indicators are relevant, gross domestic 
product (GDP, 2011 PPP) and annual GDP growth 
measured as a percentage were used because they 
are both actionable and widely recognized. The 
report notes the need to move away from narrow 
indicators, such as GDP, towards metrics that 
value fuller societal objectives.

Annex 1.2: Data limitations
The Gender Value Gaps dataset was limited in 
a number of ways. First, methodology in data 
collection methods can vary significantly from 
country to country, affecting the accuracy of 
estimates and cross-country comparisons. Next, 
many countries still do not collect standardized, 
gender or sex-disaggregated data on key areas 
relative to the health and care workforce, leading 
to a limited understanding of the true picture of 
gender equality in health and care work across the 
world. Additionally, unpaid work, nonstandard 
employment and work in the informal economy 
are not routinely measured in many countries, 
meaning the extent of these types of work is 
unclear or underestimated.

Many countries also have missing or incomplete 
data, meaning that they are excluded when 
a complete case analysis is adopted. This is 
particularly true for LMICs, where data availability 
and quality are a particular concern, and reflect 
challenges in data collection, access and use. 
Lack of data in LMICs, compared to high income 
countries, can lead to analyses and results 
disproportionately focused on high income 
countries and risks generating action out of sync 
with LMIC realities.  
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