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1. Introduction 

There is extensive research into biological gender differences and physical health outcomes. However, there is less research regarding the link between gender influence and a patient’s experience of and access to healthcare (Rich-Edwards, 2018).

Healthcare is concerned with maintaining or improving a person’s health either through the process of prevention, diagnosis or treatment. It can be delivered through health professionals in a variety of fields including medicine, pharmacy, dentistry, optometry or physical therapy, on either a primary, secondary or tertiary level.

The terms ‘Gender’ and ‘sex’ are often used interchangeably, resulting in a “conceptual muddle” (Hammarström and Annandale, 2012), so it is important to highlight the difference between the two. ‘Sex’ refers to the biological differences that are determined by anatomy between men and women, whereas ‘gender’ is determined by social construction, norms, characteristics, behaviours and internal perception (ONS, 2019).

Biological differences between men and women appear to be the most obvious indicator in how healthcare is accessed. However there are other criteria that have an impact such as financial situations, education and geographical location. Kautzky-Willer and Harreiter (2017) argue, that gender influences lifestyle, pharmaceutical interventions and therapeutic strategies, which all play a crucial part in how a person approaches and receives healthcare. The World Health Organisation (2018) emphasises the need for healthcare to be provided with with “quality, equity and dignity” and recognises the influence gender has on accessibility. 

It is imperative to understand how aspects of gender impact the patient-provider encounter, as research suggests an alarming difference in certain health outcomes for men and women. For example, the National Pharmacy Association (Doward, 2012) found that men visit their GP on average 4 times a year in comparison with women who visit at least 6 times. It also found that men visited their pharmacy 4 times where their female counterparts visited on average 18 times. Delaying or not visiting the GP can have serious long term implications on a person’s health including missing out on disease screening, preventing a problem from becoming more advanced and limiting access to other services (NHS, 2018).  Added to this, the suicide rate for men is much higher than it is for women (Butler, 2020). 
1
The purpose of this work is to conduct a thematic literature review focusing on the factors that contribute to how gender impacts access to healthcare. 
It will firstly critically analyse the data indicating the disparity in the biological and psychosocial differences between men and women and discuss how these differences affect the positive or negative progression of health issues. It will also make recommendations for future policy and practice.

2. Methodology 

For the literature review, it was critical that a careful methodology was applied to
ensure valid and reliable research was identified, to address the research question. The purpose of a sound methodology is to help map out a pathway and set out guidelines to assist in making the research project suitable and manageable.   

The research question was ‘what do we know about how gender affects access to healthcare,’ and this formed the basis of the preliminary research. The preliminary research assists in gaining a better understanding of the type of information available about the topic and what types of sources are available. Using google and google scholar I was able to identify the breadth of information available in order to conduct the review. I inputted phrases including ‘how does a gender affect access to healthcare?  and ‘do men and women access healthcare differently?’ The preliminary research helped me to highlight areas of my topic that I could focus on in more detail. It also enabled me to identify key terms and keywords to narrow down and refine the search. 

In order to engage with a wide range of research and ensure the credibility sources, the search utilised the following databases; Google Scholar, Social Care Institute for Excellence and The University of Wales Trinity Saint David library. The following keywords were used; gender, men, women, access, affects and healthcare. Synonyms were also applied including; sex, femininity, masculinity, impact and influence. Antonyms for access were also used; barriers, restrictions.

The methodology conducted for this literature review included collating and analysing information from a range of sources including empirical and theoretical literature. Reports, textbooks, academic journals and academic based websites were considered. 
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Research was only considered and included if published from 2005 onwards, so that the most up to date research could be used. Research was not limited to the number of citations as some research was relatively new (eg. 2020), therefore I did not exclude them as the low number of citations was not necessarily a reflection of the quality of work. I was able to access further research through some citations and referenced studies in the literature that I reviewed. 

Careful consideration was taken to include research that was undertaken in a number of countries, so as to not limit the data to the way healthcare is accessed only one part of the world. This research is limited to how ‘men’ and ‘women’ access healthcare. It does not include access to health care for non-binary genders.

Ethical considerations in this work included ensuring voluntary participation and gaining written informed and full consent from all participants. The protection of privacy and confidentiality of all respondents was fully considered, and no personal details were shared. All questionnaires, interviews, research questions and focus groups questions were formulated to taking care not to use any derogatory, discriminated or offensive language. Anonymity of all participants was guarded as extremely important.           

3. Literature review

3.1. Society and gender norms 

There has been much research that has corroborated the concept that men view themselves as being ‘stoic’ members of society (Samulowitz, 2018) who have rooted themselves as an integral part of the family. The prevelance of stoicism can actually have negative implications on access to healthcare and has been linked to older men dying of illnesses that could have been prevented (Clarke and Bennett, 2013). These men have a lower frequency to attend GP appointments or disregard chest pains or other complaints preferring to ‘man up’ instead. 
One study conducted interviews with GP’s in the UK regarding the way in which men seek help. Almost all participants reported that they felt men’s attitude to appear ‘brave and manly’ made them reluctant to seek help and limited their access to healthcare (Hale, Grogan and Willot, 2010).

This attitude and what is considered a gender norm for some men can lead to them not verbalising their physical or even mental health problems which in turn can have serious and 
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fatal implications. (O’Brien, Hunt and Hart, 2005). For example, a study by Freeman et al, 2017, into gender and suicide intent concluded that gender and societal norms and not seeking help, dramatically impact causes of suicide in men. Contrary to this, some research suggests that the gender accepted norms for women mean they are more sensitive to pain and more willing to access healthcare to seek help for it (Fillingim et al, 2009). Also, Bernardes et al, 2014 suggest that because women are used to health issues due to menstruation and childbirth, they have better body awareness and that even without instances of external evidence, health issues are more acceptable and less stigmatic to access healthcare.  White, 2013 suggests that because gender specific issues such as menstruation have been medicalised, it is more accepted for women to access healthcare for symptoms such as premenstrual tension PMT which is no longer considered as a natural hormone imbalance but as a medical condition.

Other research also confirmed a considerable difference in the extent of the health seeking behaviour between men and women concluding that women access healthcare more (Thompson et al, 2016).

A cross sectional study of patients within general practices in the UK reported that the consultation rate for women was 32% higher then for men citing reproductive reasons as one factor. The study analysed consultation data from 446 practices including 1, 869,149 men and 1 916 898 women. It further found that gender most affected access to healthcare between the ages of 16-60 (Wang et al, 2013).

Despite the plethora of research and assumptions that support better access to healthcare for women, there is evidence to suggest the type of illness affects whether each gender accesses healthcare. Hunt et al (2011) found that consultation rates were very similar for men and women for back pain as apposed to headaches for which women consulted more. This supported by Smitherman and Ward, (2011) who reported that women experience various conditions like chronic headaches differently to men with differences in pain and tolerance thresholds, explaining why women access health care and consult more. 

Factors including religion, culture and social attitudes to gender roles also affect how healthcare is accessed. Research investigating the correlation between gender roles and factors affecting healthcare access in Central Malawi (Azad et al, 2020) found that the gender discrimination towards women massively impacted their access to care. The study found that the number of male patients admitted to hospital was generally much higher than women and 
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that this was due to a number of things including women’s tribal group, marital status, spouse employment and age. All of which contributed to a low prioritisation for women to access healthcare. Of 758 patients admitted into hospital between June 23rd 2017 and August 7th, 2017, 54% were male. However, these figures did not include gynaecological or obstetric admissions. 
Some cultural differences between patient and provider can also affect health care access, for example, Japanese individuals maintain less eye contact than do individuals from the west. 
While western culture values eye contact as showing interest and respect, Japanese culture regards lowering eye contact as more respectful. This can lead to barriers for access. Similarly, religious differences play a part. 

Research into how both genders in the Bangladeshi community access UK mainstream healthcare services found that patients experienced barriers regarding care access (Hossain and Khan, 2020). It reported that religious awareness was of great significance for whether patients sought out help, particularly regarding gender based care giving and examinations. 

3.2.  Finance and Education 

Finance and education appear to play an important role in how both genders access healthcare across the globe. However, the way which gender influences finance and access to healthcare is experienced differently. A study by Johnson et al, 2015 investigated the barriers to access reported by women living with HIV. The study included 1931 women from 27 different countries across 4 global regions. Women at routine appointment were offered the opportunity to to participate by filling in questionnaires which included the barriers to care scale (BACs). 12 barriers of access to healthcare were listed. Among the results financial resources (including transportation costs, paying for medication) were identified as a prevalent barrier for access to health services. Contrary to this Men with a HIV diagnosis indicate that the barrier of stigma and admitting same sex relationships to a health professional was much higher than the barrier of finance (Nilson, 2019).

Research from the United States (Novak et al, 2019) studied 5 men’s focus groups of 8-10 heterosexual married men, to ascertain what contributes to avoidance or barriers to access healthcare. The results found that of the factors highlighted, missing out on financial opportunity to attend appointments was quite significant. Also, men avoided appointments due 
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to the fear that they may discover a health complication that would hinder their ability to earn money. 

A study into gender gap in healthcare in central Malawi (Azad, et al) discovered that women were 20% less like then men to secure financial assistance to access adequate healthcare. It also found that women were not prioritised as decision makes for financial purchases in some tribes. This gender inequality causes difficulty in independently accessing health services. 

Financial security and education are two factors of access to healthcare that are interlinked. Results from studies in the US (Baum, Ma and Pavea 2014 and Montez and Berkman 2014) found that amongst males’ better access to health (due to having health insurance) was directly linked to having a good education which in turn meant being able to secure a good employment (income.) 

A research study investigating the relationship between literacy and health seeking trends amongst women in Nepal) Lam, Broaddus and Surkan 2013), found that low attainment in education in women impacted how they accessed health services.  The study sample included 7,020 women all of whom had no more the primary schooling. 4,965 (72.3%) were literate while 2,055 (27.7%). The results showed that the illiterate group of women reported higher instances of barriers to health care access including “getting permission” and “not wanting to go alone.” While the literate women also reported these barriers, they were 37% more likely to have a say in decisions regarding access to their health needs.

3.3.  Screening and regular health checks 

Women’s bodies are biological constructed differently to men and due to issue trusted to reproduction women are subject to more scrutiny and regulation from medical professionals.
Screening is a way of identifying potential harmful health issues in people who are otherwise healthy. It is a preventive measure an excellent opportunity to access health care where potential problems can be highlighted and offers the chance to discuss untreated health issues that may not otherwise have been discussed.  According to Teo et al (2016) due to pregnancy and female related health issues, women appear to benefit from screening and regular health checks more than men. The National Health Service, UK (NHS, 2018) offers screening for infectious diseases in pregnancy (hepatitis B, HIV, and syphilis), as well as screening for sickle cell disease and thalassaemia. Men are not routinely offered these tests unless they 
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specifically request them (such as the NHS test if over 40). Women are also invited to cervical screening between the ages of 25 to 64 and breast cancer screening from the gage of 50. Bowel cancer screening and eye tests for diagnosed diabetics are offered to both men and women and the only screening offered exclusively to men is Abdominal Aortic Aneurysm (AAA) screening which is made available at the age of 65. The less likelihood of men receiving screening has results in health inequalities for men.

A study into gender differences in cancer screening beliefs (Davis et al, 2012) showed that whilst men and women both believe cancer screenings are effective, a significant number of men had never had any cancer screening. Findings from the research suggest that women’s routine contact with health professionals why men lack these opportunities and access to health screening.
Another barrier affecting men’s access to healthcare in terms of screening and regular health checks, is the idea that they feel uncomfortable with certain examinations, particularly invasive tests like rectal/prostate exams (Almenrala, 2016)
Whilst women in the UK, US and Europe fair better in terms of screening it is not always the case in other the world. A study into knowledge and beliefs about cervical cancer Screening among Men in Ghana demonstrated that men were very reluctant to allow their spouses partake in smear testing due the nature of the examination (Williams and Amoateng, 2012) despite Ghana’s cervical cancer rate being taming at the highest globally. 
A group of 29 study participants, 86% were under the age of 36, 80% had a high school or above level of education, 34% were married and 72% had health insurance. 72% said they did not know of any family member who had received cervical screening. The research found that cultural taboo’s including talking about personal health problems, smear tests by male doctors and visual examinations as being issue that would prevent them from allowing the women in their lives to have screening. This then becomes a barrier for access to vital health screening for women. The survey also found that the test was not a barrier.

4. Findings and discussion 

The literature review has discussed a number of causes that contribute to how gender impacts access to healthcare. Three findings that seem to have significant influence including, cultural and religious inclination, public health screening and accepted gender norms. 
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4.1. Culture and Religion 

Gender disparities in access to healthcare vary from society to society with cultural and religious beliefs having significant weight on how both genders access healthcare. Azad et al (2019) found that women’s health and financial independence in central Malawi had low prioritisation in comparison to men due to female discrimination. The cultural perception of women in society indicated that women access services less then men. Further research conducted by Roberts (2016) supports this, concluding that regarding ante natal health, seeking advice and permission from village elders and spouses was cultural norm.  This norm is also accepted by some health professionals in Malawi, meaning that women whose beliefs or opinions were not in line with culture might be turned away. This could have serious implications for the health of mother and child, the pregnancy experience, childbirth and post natal care. Essentially, the constrains of the cultural diminishes women’s opportunity to seek medical help.
Religious awareness can also cause barriers in terms of what gender the patient and provider are. Hossain and Khan (2020) reported that this was a factor of healthcare access in the UK Bangladeshi community, as males would prefer to be seen and examined by a male and females by a female. Laird et al (2007) confirms this concept in their research regarding Muslim patients and health disparities. They found that in the US and UK, a Muslims patients health care access and quality is shaped heavily by their Muslim identity and Islamic beliefs.
Cultural practices and norms also creat barriers. Women in Ghana have access barriers to are less likely to receive cervical screening because of stigma or lack of education from their male spouses. However, this cultural belief is not restricted to Ghana. Marlow, Waller and Wardle (2015) found that cultural misunderstandings regarding smear tests prevented women from ethnic minorities for attending appointment in the UK also. 

4.2. Public Health Screening

Health screening within a number of countries is offered free of charge and publicised well. However, most screening is targeted towards women and whilst women have more frequency and need for patient provider contact and screening because of reproductive health, there in an inequality in men’s screening. They fail to receive the test for infectious diseases that women receive routinely in pregnancy and only get offered bowel cancer and Abdominal Aortic Aneurysm (AAA) screening much later in life. Public Health England (PHE) recognises that 
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that the insufficient screening of men in a gender inequality (Mackie, 2017). Added to this, Webber (2020) reports that men are more likely to have a scheduled screening appointment delayed due the Covid 10 pandemic then men.
Teo et el (2016) found that women benefit from screening and it provides is an excellent access point to receives the intended Heath care but also address other issues. 

4.3. Accepted Gender Norms

Evidence (Samulowitz, 2018) supports the idea that men view themselves at stoic members of society, adhering to traditional views on masculinity, preferring to bare with health problems instead of seeking help. There appears to be a link between being strong and dependable and denying the importance of healthcare. This attitude is not limited to physical health, but mental health also can lead to more serious problems including suicide.  Freeman et al (2017) suggesting the gender norms of men weight massively on suicide rates. Butler (2020) reports that in England and Wales, suicide rates were at their highest in 2019. Of the 5,691 registered suicides, almost 75% were male.
Research by Novak et al (2019) found that men delayed or missed health appointment for the fear of missing work or not getting paid which could be attributed to another gender norm of being the breadwinner and provider (Wenger, 2011).

Regarding women, in the UK and European countries gender norms regarding female reproductive health cause less barriers for access to health care (White, 2013, Fllingim et al, 2009 and Bernardes et al, 2019).

5. Conclusion 

This work has shown that gender is a determinant of access to healthcare. There are a number of factors that impact access to health, but gender is of particular significance and influence. While specific heath issues are more prevalent in men then in women and vice versa, the progression and treatment of those illnesses is not always related to biological factors. The way in which society perceives and expects the roles of men and women to be, can affect when, how and if they will access healthcare. Gender norms for men can restrict their access to services. The opportunity address or identify health issues may be higher in women due to the number of instances they see health care professionals throughout their reproductive years, yet healthcare access for smear varies globally. 
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This literature review has highlighted how, finance, education, gender norms, culture, religion and public health screening can all be potential access barriers to healthcare. The impact on gender inequalities has also been discussed.


6. Recommendations 

Recommendations for future policy and practice include introducing more invitation for screening for men. This review found that due to ‘gender roles men often resist, delay or miss miss health appointments entirely and that suicide rates are significantly higher in men. Screening, including a basic health check (bloods, weight, blood pressure etc) should be be offered before age of 40 and should include some sort of mental health assessment. This would encourage easier access to health care professionals and services for men. Also, as women who experience pregnancy are offered routine Blood test for infection diseases, they have more opportunity to be made aware of potential health complications and the same should be offered to men. Each of these could potentially help to remove barriers that prevent men from health seeking.
This review has also shown that cultural and religious influence can impact the way in which healthcare is accessed. Increase in education on the part of patient and spouses regarding the benefit of certain testing could help to remove stigma and misunderstanding about potentially life saving. Cultural and religious training should be delivered to health professionals in order to improve their understanding of particular beliefs and customs and how to navigate them for the benefit of the patient. This will help to improve and remove barriers from the way in which men and women access healthcare services. 
This research concentrated on the impact that genders of ‘men’ and ‘women’ had on access to to healthcare. However, it did not investigate ‘non binary’ gender. Non binary gender includes people who identify over a spectrum of gender identities which also impacts the way healthcare is accessed. Recommendations for further research and study in this area would help improve the way services are received and delivered.
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