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If you care about health, then women are key because their health and health-related decisions ripple outward
to set the tone for families and communities. Women’s health problems mirror the nation’s health problems,
and the factors that affect their health and shape their health choices reflect the challenges women face as
members of families and communities, as caregivers, and as health decisionmakers. Understanding these
factors helps us identify opportunities for prevention and intervention that serve not only women, but
families and communities as a whole.

GIH’s 2010 Fall Forum, Improving Women's Health from
Communities to Care Settings, looked in-depth at the
challenges facing women, to show how they shape their
health and that of their families and to stimulate thinking
about the part funders can play in changing conditions for
the better.

Women’s health is essential to the prosperity
and opportunity of all, to the stability and
development of nations.

Secretary of State Hillary Clinton, 2010
Around the world, there is now enormous interest and
investment in improving women’s health and quality of
life. The Fall Forum was part of that continuum. It
provided the latest information about women’s health and use of health care, examined the broader factors
that affect women’s health, and highlighted the work of foundations and organizations that are developing
and implementing solutions.

Often, we look at women’s health in terms of specific health problems. But in doing this, we lose sight of the
big picture. In order to understand the patterns of health and disease among women, we have to look
holistically at the factors that affect their health (Figure 1). Specific health problems are of course important,
but by understanding why they occur and why certain women are more affected than others, we are in a
better position to develop effective solutions.

Figure 1: Determinants of Health
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This report begins with a brief review of current health statistics and the broader context of women’s health
and illness, then summarizes the highlights of Improving Women’s Health from Communities to Care Settings. A
previous version was circulated as background for the meeting,
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Women’s Health and lllness—A Statistical Sketch
Self-Reported Health

In general, women are slightly less likely than men to report being in excellent or very good health (60 versus
62 percent, respectively) (HRSA 2009). About 13 percent of women consider themselves to be in fair or poor
health (Table 1). Overall, women’s self-reported health reflects the struggle all Americans are experiencing to
modify the risk factors—smoking, poor eating habits, lack of exercise—that are major contributors to
chronic diseases and death. About a quarter of women consider themselves to be obese (although actual
numbers are much higher, see the “Diseases and Disability” section below), and 22 percent report being a
smoker.

Self-reported health indicators are generally better for white, Asian, and Native Hawaiian/Pacific Island
women and worse for black, Hispanic, and American Indian/Alaska Native women. However, both white
women and American Indian/Alaska Native women not only smoke more than other groups, but also report
higher levels of serious psychological distress.

Table 1: Self-Reported Health Status among Women

American

Asian and Indian/Alaska
Health Status All Women White All Minority Black Hispanic NHPI Native
Fair or Poor
Health 12.8% 9.5% 19.7% 16.9% 26.9% 7.9% 22.1%
Unhealthy Days
(mean
days/month) 7.3 7.2 7.3 7.6 7.4 5.5 10.5
Limited Days 3.5 3.2 3.9 4.3 3.8 2.7 6.2
Diabetes 4.2% 3.3% 6.2% 7.5% 6.1% 3.2% 8.6%
Heart Disease 3.2% 2.7% 3.9% 4.8% 4.0% 1.2% 8.7%
Obesity 22.7% 20.1% 28.4% 37.8% 27.3% 8.4% 30.4%
Smoking 21.9% 24.7% 14.6% 18.7% 11.5% 8.4% 35.7%
Cancer
Mortality/100,000
women 162.2 161.4 189.3 106.7 96.7 112.0
New AIDS
Cases/100,000
women 9.4 2.3 26.4 50.1 12.4 1.8 7.0
Low-Birth Weight
Infants 8.1% 7.2% 9.9% 13.8% 6.8% 7.9% 7.4%
Serious
Psychological
Distress 15.7% 16.7% 13.8% 13.5% 14.1% 9.6% 26.1%

Source: The Henry J. Kaiser Family Foundation 2009

Reproductive Health

The United States continues to lead other developed countries in the number of annual births per woman. In
20006 the total fertility rate (TFR)—or average number of children per woman given current birth rates—was
2.1 children per woman. Among racial and ethnic groups, the TFR was highest for Hispanics at 3.0 children
per woman, compared with 2.1 for non-Hispanic whites, 2.1 for non-Hispanic blacks, 1.9 for Asian and
Pacific Islanders, and 1.8 for American Indians and Alaska Natives (NCHS 2009).

In 2006 the country’s teen birth rate rose for the first time since the early 1990s, although it is still too eatly to
tell whether this is a trend or a statistical blip. The teen birth rate varies widely by state. In certain regions,
especially the South and Southwest, as many as 30 petrcent of teenage girls are likely to become mothers
(Perper and Manlove 2009).
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In 2002, 63 percent of U.S. women ages 15-44 were using contraception (Guttmacher Institute 2010a). This
was about 6 percent more than 20 years earlier. Eighty-three percent of sexually active teen females and 91
percent of teen males report using contraceptives. This is a marked improvement since the mid-1990s, when
only 71 percent of teen females and 82 percent of teen males had used a contraceptive method at last sex
(Guttmacher Institute 2010b).

The country’s abortion rates have declined steadily since peaking at 36 per 100 live births in 1980. In 2005 the
rate was about 23 per 100 live births. Rates were highest for black women, unmarried women, and women
under the age of 24 or older than 40 (CDC 2009a). Nearly a third of all teen pregnancies end in abortion
(Guttmacher Institute 2010b).

Leading Causes of Death

Women and men in the United States share most of the leading causes of death, although they are not
affected equally by them. For both sexes, heart disease and cancer are at the top of the list (Table 2), lung
cancer being the leading cause of cancer death among women, followed by breast cancer (HRSA 2009). In
addition to being causes of death, heart disease and stroke are also major sources of long-term disability for
women (National Women’s Health Information Center 2010).

In the general population, HIV/AIDS is not a leading cause of death, but in communities of color
HIV/AIDS is a common killet, especially among younger women. For African American women ages 25-34,
HIV/AIDS is #he leading cause of death (CDC 1999).

Maternal mortality is also more common among African American women, whose rate is three to four times
that of white women (HHS 2010). A recent report has reawakened concerns about maternal mortality in the
United States, with its finding that pregnancy-related mortality is rising significantly and that rates are much
higher than in many other developed countries (Amnesty International 2010).

Table 2: Leading Causes of Death for Females and Males, 2003-2006

All Females, All Ages Percent All Males, All Ages Percent
Heart disease 25.8 Heart disease 26.3
Cancer 22 Cancer 24.1
Stroke 6.7 Unintentional injuries 6.6

Chronic lower respiratory Chronic lower respiratory

diseases 53 diseases 49
Alzheimer's disease 4.2 Stroke 4.5
Unintentional injuries 35 Diabetes 3

Diabetes 3 Suicide 2.2

Influenza and pneumonia 25 Influenza and pneumonia 2.1




Kidney disease

1.9

Kidney disease

18

Septicemia

15

Alzheimer's disease

1.8

Source: CDC 2009
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Death rates among women vary considerably by region (Figure 2). In the South, high death rates from heart
disease, cancer, stroke, and diabetes reflect higher rates of obesity and hypertension in those states, as well as

the effects of poverty and limited access to health care.

Figure 2

All cause death rates among females all ages by State, 2004-2006

Deaths per 100,000 females}
by quintile
(age-adjusted)

Source: HHS 2009

Diseases and Disability

Diseases and causes of disability that are more common in women than in men include osteoarthritis, obesity,

depression, and intimate partner violence.

e Arthritis affects more women than men in every age group. By age 55, about 43 percent of

women have experienced arthritis, compared to 32 percent of men. This difference
continues into later life (CDC 2010).

e About 35 percent of women over the age of 20 are obese, compared to 32 percent of men.
Women’s obesity rates are rising and range from 32 percent of women over 20 for non-
Hispanic white women, to 42 percent of Hispanic women, to 53 percent of non-Hispanic
black women (CDC 2009b; NIDDK 2010).

e About 12 million women each year are affected by a depressive disorder, compared to about
6 million men—a twofold difference (NIMH 2010).
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e Approximately 1.3 million women and 835,000 men are physically assaulted by an intimate
partner annually in the United States. On average, between 2001 and 2005, nonfatal intimate
partner victimizations represented 22 percent of nonfatal violent victimizations against
females age 12 or older, compared to 4 percent of nonfatal violent victimizations against
males age 12 or older. In contrast to many health trends, the rate of intimate partner violence
has been declining since the early 1990s (DOJ 2010).

Access, Coverage, and Quality of Care

Even with health reform, many women face barriers to basic health care services, mainly because of costs
and lack of insurance coverage. For example, in 2007 more than half (52 percent) of women reported
problems accessing needed care because of cost, and neatly half (45 percent) accrued medical debt or
reported problems with medical bills (The Commonwealth Fund 2009).

In 2006, 17 million women were uninsured. The uninsured report more problems getting care and get less
therapeutic care. They are diagnosed at later disease stages, sicker when hospitalized, and are more likely to
die early (AHRQ 2005). Uninsured women are less likely to have a regular doctor than insured women; are
more likely not to fill prescriptions because of the costs; and are more likely not to get needed care, including
needed tests (National Institute for Reproductive Health 2010).

Historically, women’s health insurance coverage has varied widely across the country, from states where close
to a third of women lacked coverage, to states where almost all women were covered (Figure 3). Generally

speaking, women in southern and southwestern states were most likely not to have coverage.

Figure 3

Percentages of women aged 18-64 who have health insurance coverage
by State, 2006-2008

Percentages by quintile

69.6% - 78.9%
79.0% - B2.5%
82.6% - B85.6%
85.7% - 89.5%
89.6% - 94.7%

Source: HHS 2009
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The Broader Context of Women’s Health and lliness

The Social Determinants of Health

The past two decades have witnessed phenomenal advances in our understanding of how health and disease
develop (Halfon 2009). In particular, a growing body of research makes clear that factors related to the social,
economiic, and physical environment—called collectively the social determinants of health (SDOH)—have a
major effect on people’s health. Applying the SDOH perspective to women’s health, we see that several
factors profoundly shape women’s health status and health-related choices (see Box 1).

Box 1: Key Social Determinants of Health

One of the largest social determinants of health and health care use is socioeconomic status, or social
class, which is often measured by income, education, and occupation.

e  Women are more likely to live in poverty than men, and women of color are more likely than
cither white men or white women to live below the poverty line. These differences are related in
part to the fact that women continue to shoulder the major responsibility for raising children.

e Socioeconomic disadvantage, whether defined by income, education, or occupation, is associated
with high-risk health behaviors, worse access to health care, and poorer health outcomes.

Neighborhood and housing characteristics also have an important impact on health.

e Factors such as crime, the availability of healthy foods, the availability of parks and other athletic
facilities, home ownership, and segregation have all been shown to affect health.

e Segregated neighborhoods also affect the economic and educational opportunities of their
residents.

Source: The Henry J. Kaiser Family Foundation 2009

Using the SDOH perspective gives us new tools for understanding the factors that shape women’s health by
focusing attention on the root causes of the problems women expetrience—whether HIV/AIDS, breast
cancer, or domestic violence.

The health of women of color is especially challenged because of the multiple negative effects of racial and
ethnic discrimination, poverty, and social marginalization. Because of the increasing diversity of the female
population, more and more women are also women of color. As illustrated in Table 3, today nearly half of
children and teenage gitls under the age of 15 are non-white (HRSA 2009). This racial/ethnic distribution
contrasts sharply with the breakdown for women over the age of 65, where 80 percent are non-Hispanic
white.

For immigrant women—many of whom are also women of color—disparities can be exacerbated by
language and cultural barriers encountered in the community and in health care settings. Immigrant women’s
working conditions may expose them to toxic chemicals, pesticides, poor ventilation, or dangerous conditions.
Many immigrant women work long hours for little pay, without health benefits, and with no job security. Lack
of documented immigration status and/or confusion of legal status can be a huge obstacle to health care
because access to publicly funded programs is now usually contingent upon immigration status (Glasford and
Huang 2008).
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Table 3: Diversity among Women, 2007

90
80
70 — @ Non-Hispanic White
60 . ’ :
. m Black (may include Hispanics)
01 O Hispanic
40 +—
0O Asian/Pacific Islander (may include
30 1| Hispanics)
® American Indian/Alaska Native (may
20 +— include Hispanics)
10 +
Under 15 Years 35-54 Years 65 Years and Older

Source: HRSA 2009

The Henry J. Kaiser Family Foundation report Putting Women's Health Care Disparities on the Map: Examining
Racial and Ethnic Disparities at the State Ievel (2009) identified racial and ethnic disparities in every state on most
measures—with some states having quite stark differences. The social determinants framework explains how
these social differences result in disparities in health status and health care.

Specific findings of the report included:

major health and socioeconomic challenges faced by American Indian and Alaska Native
women;

consistent problems of access and utilization for Hispanic women, although they fared
better on some health status indicators;

consistently higher rates of health problems among black women;

low rates of some preventive health screenings for Asian American, Native Hawaiian, and
other Pacific Islander women;

better scores for white women than minority women on many indicators, with the exception
of higher rates of smoking, cancer mortality, serious psychological distress, and not getting
routine checkups; and

larger disparities in the south central, mountain, and midwestern states, compared to the
national average.

The Environment

Women are exposed to toxins in the air, water, cosmetics, food, household building materials, household
cleaners, and pesticides. These exposures have both an immediate and a multigenerational effect; over a
lifetime they accumulate in women’s bodies and are passed on to the next generation 7 #fero and then again
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through breast milk. A 2005 study found 287 different chemicals in the cord blood of 10 newborn babies,
including chemicals from pesticides, fast food packaging, coal and gasoline emissions, and trash incineration
(Jackson 2010). New lines of research are now showing that prenatal exposures may also contribute to health
problems that typically arise later in life—such as obesity, diabetes, cardiovascular disease, cancer, and
Parkinson’s disease (Environmental Health Perspectives 2010).

In the words of Tetresa Heinz (2005):

The evidence shows...that we do indeed live in a world so infused with industrial chemicals that they
have made their way into our own tissues and into the bodies of those we love, into our fat, our
blood, out bones, our brains, and even our breast milk... [A]s women, we are more susceptible to
certain chemicals, and our chemical exposures have consequences for our children. ..

Again, minority women are at increased risk. Throughout the country, communities of color are more likely
than others to be exposed to high levels of toxins and environmental hazards. One study found that even
higher-income black neighborhoods were disproportionately exposed to pollutants (Downey and Hawkins
2008a). Similarly, a recent California study found that, regardless of income, census tracts with 15 percent
more Latinos than average were exposed to 84 percent more toxic waste from cleaning solvents, paints,
petroleum products, lead, polychlorinated biphenyls (PCBs), wood dust, and air pollution, while those with 15
percent more Asians than average were exposed to 34 percent more toxic waste (Health Justice Network
2010).

Female-headed households are especially at risk from environmental exposutes. One study concluded that the
average female-headed family lives in a neighborhood 1.13 times more toxic than that of the average male-
headed family, and 1.36 times more toxic than that of the average married-couple family (Downey and
Hawkins 2008b).

Women’s Health across the Life Course

The life course model of health provides a framework for understanding how disorders, disability, and death
among adults are rooted in the health and environmental exposures of childhood (Forrest and Riley 2004).
The approach also draws attention to the interplay of risk and protective factors, such as socioeconomic
status, toxic environmental exposures, health behaviors, stress, and nutrition, that influence health throughout
a lifetime (MCHB 2010). Many studies show that early experiences and exposures have lasting effects on
health that may not manifest until a much later age.

The life course perspective, like the SDOH approach, is a source of new thinking about disease prevention
and treatment. Both are especially relevant to women’s health, not only because of worsening chronic disease
trends for women that often have their roots in childhood, but also because of mothers’ responsibility for
their children’s health. For example, the health of the mother before she conceives affects the i utero
environment she provides for her pregnancy. That, in turn, influences the health of her offspring into
adulthood, setting the stage for a variety of conditions such as chronic hypertension and type 2 diabetes
mellitus. After conceiving, a woman’s health during pregnancy can affect her health status for years afterward.
Women who gain excessive weight during pregnancy are at greater risk for the development of type 2
diabetes later in life, and women who suffer from preeclampsia during pregnancy are at increased risk for
developing cardiovascular disease later (Bernstein and Merkatz 2010).

Taking a life course approach to women’s health opens up new possibilities for prevention and intervention in
the community, clinical, and work settings, including before, during, and after pregnancy; at the time of
childbirth; and on through the years (Pies et al. 2009).
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Women in the Workforce

In a dramatic shift from just a generation ago, women now make up half of the U.S. workforce. Moreover,
mothers are the primary breadwinners or co-breadwinners in nearly two-thirds of American families—even
though women continue to be paid 23 cents less than men for every dollar earned in our economy (Boushey
and O’Leary 2009; Boushey 2009).

Women’s rising numbers as workers have not been matched by the development of policies that recognize
their continuing role as family caregivers. Today, most female workers do not have any workplace flexibility,
nearly half do not have the right to a paid sick day to care for an ill child or family member, and most do not
have access to paid family leave. Research indicates that family leave policies help improve child and family
health and well-being and contribute to greater family economic security (Fass 2009). These issues are not just
elements of women’s health, they are also central to achieving equality for women in the American workplace
of the 215t century.

Chart 1: Labor Force Trends for Women

Labor force participation rates of women by marital status and presence of children,
March 1948-2005

Percent Percent
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Source: Cohany and Sok 2007

Health Policy

The Patient Protection and Affordable Care Act, as the
greatest single legislative advancement for Americans’ health Slllnce vomen use more health CZ{C ervices
i . S i . ¢ t sed to t
since Medicare and Medicaid were signed into law nearly 45 4 metl, FREY are Iore exposed fo e
o - . . R fragmentation and failings of the...health care
years ago, has significant potential for improving women’s system.
health, especially through its impact on access and coverage.
> €SP y g p g
The Commonwealth Fund, 2009

Health reform’s benefits for women include:

e coverage of contraceptives, which means
millions more women will gain access to family planning;

e preventive care, such as PAP tests and mammograms, as basic benefits—without any co-pays

10
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or deductibles—as well as maternity coverage, which is not in most individual policies
currently;

e climination of “gender rating,” the practice of charging women more for the same coverage
(48 percent in some cases), for individuals and workplaces with under 100 employees;

e  banning of discrimination in favor of higher-paid employees so that employers will not be
able to give lesser plans to lower-paid workers who are more likely to be women and people
of color (Stites 2010; National Women’s Law Center 2010);

e arequirement for employers to offer breaks and space for nursing mothers to pump breast
milk;

e tax credits for small-business owners—the majority of whom are women—who provide
insurance to their employees (Business and Professional Women’s Foundation 2010); and

e establishment of a new Office of Women’s Health within the U.S. Department of Health
and Human Services that will set priorities related to disease prevention, health promotion,
service delivery, research, and public and health care professional education for issues of
particular concern to women throughout their lifespan (GPO 2010).

But for all of its benefits, health reform also places limits on women’s access to reproductive health care,
particularly with regard to coverage for abortion services. The law mandates abortions cannot be covered by
any federal subsidy or funding (in accordance with the longstanding Hyde Amendment), but that individuals
may buy insurance plans that offer abortion coverage as long as they pay for it with their own money. In
addition, individual states may pass a law to “opt out” of allowing abortion coverage.

By denying women the full scope of reproductive health care services, these restrictions may potentially affect
other aspects of their health. Using the yardsticks employed to assess health care quality more generally,
research shows that current abortion restrictions reduce quality by limiting evidence-based clinical practice,
training of new providers, and clinical innovation (Weitz and Yanow 2008). Likewise, the growing refusal
among care providers to provide reproductive health care treatment for ideological or religious reasons
undermines the standard of care by interfering with patients’ ability to receive medically accurate and
unbiased information about their treatment options, and by inhibiting their ability to access medically
appropriate care (National Health Law Program 2010; Weitz and Fogel 2010).

11
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Funding for Women’s Health

Historically, relatively few philanthropic dollars have reached organizations and programs serving women and
girls (Capek 2001). But, there are signs of improvement. In recent years, funding for women and girls by the
broader foundation community has grown at a faster rate than foundation giving on the whole—although it is
still below 7.5 percent of annual grant dollars (Foundation Center 2009).

The growth of women’s funds has helped raise awareness of the benefits of investing in programs and
organizations that support women and promote women-led solutions in communities (Foundation Center
2009). However, the giving of most women’s funds is targeted to small, grassroots organizations that address
the issues of women and gitls in their local areas. A challenge for health philanthropy is to find ways to
leverage these local efforts in order to bring about wider change for women.

The dual role of women as both consumers and providers of health services offers extraordinaty potential

for women as agents of change (Samb 2010). It also represents a tremendous opportunity for philanthropy to
improve the health of families and communities.

12
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Meeting Summary

Improving Women's Health from Communities to Care Settings examined current and emerging issues in women’s
health, women’s health across the life course, environmental factors and women’s health, the implications of
health reform for women, and current issues in reproductive health. Panels of advocates and practitioners
described their work locally and nationally to promote women’s health, especially in communities of color.
The presentations are available on-line.

Main points of the discussion included the following.

Why is a focus on women’s health important?

e  Women and men differ in what their health needs are, how diseases manifest, how they respond to
treatment, and how they use the health system.

e Women have less money to work with than men. As a result, cost is more likely to affect their access
to health care.

e Women and men have different kinds of health coverage. Women are more likely to have dependent
coverage, which they lose if their partner loses his job or the marriage breaks up.

e The bottom line: We are not going to make the changes that are needed for the whole population
until we deal with women’s health.

Why are sick leave and maternal leave important for women’s health?

e Paid sick leave is important because it reduces the duration of illness and cost of health care, and
decreases the spread of illness in the workplace. Among economically competitive countries, all have
sick leave with the exception of the United States.

e Maternal leave improves women’s health in several ways, including through the impact of
breastfeeding on increasing postpartum weight loss, and lowering the risk of osteoporosis and breast
and ovarian cancer. It also improves children’s health outcomes.

e Maternal leave helps women economically by increasing long-term employment and earning
prospects. It benefits employers by reducing staff turnover.

e Virtually every country in the world has paid maternal leave, except the United States and few other
patches on the map.

e Leave to care for sick family members matters because parental involvement helps children recover
more rapidly. For example, parental visits have been shown to shorten hospital stays.

What opportunities does health care reform present for improving women’s health?
e There will be new models of care delivery that address women across the lifespan.
e Health care will be more affordable for many women.

e Patient navigation and administrative procedures will be simplified.

13
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e Reform will benefit women’s reproductive health, with the exception of access to abortion.

Where are grantmakers needed? What can grantmakers do?

e In the area of sick leave and maternal leave, grantmakers can take action at the city and state levels to
ensure the availability of sick leave. At those levels and nationally, grantmakers can make sure that the
public is aware of the benefits of leave for working women.

e To support health reform, funders can set the record
straight by putting a human face on reform’s

changes by educating the public about the benefits Women’s health and gender work should be
of health exchanges, Medicaid expansion, and the part of everything we do...what are the
young adult expansion. Funders can create learning projects you’re working on? How might they
collaboratives to educate the public and other affect men and women differently?

community organizations about reform. Funders
can help people understand what reform is and is
not, and the work remaining to be done in areas like

—Alina Salganicoff, 2010

reproductive health and immigrant health.

e Funders can refocus on the importance of maternity care. Rising Cesarean section and preterm birth
rates, dispatities in maternal mortality, and a significant post-partum depression rate all point to a
serious national problem that is getting little national attention.

e TFunders can make sure that women’s organizations are involved from the outset in any community
programs that relate to, or affect, women’s health.

e Funders can support comparative effectiveness research, such as on the efficacy of medical homes, to
compare health effects and outcomes.

e Funders can use their ability to move quickly to address issues affecting women’s health that the
government might require years to study.

e Funders can use their knowledge of communities and community processes to engage women in
developing solutions. We know from experience that women in the community can be trained as
both teachers and researchers.

14
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