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Over the past few decades, great strides have been made
in improvement of women’s health status; more than a
decade has been added to life expectancy, and fertility
rates in both developed and developing countries have
declined substantially,1 helping to reduce burdens
associated with childbirth and childrearing. Despite this
progress, more than half a million women—99% of
whom live in the developing world—continue to die
every year in pregnancy and childbirth due to entirely
preventable reasons. Additionally, amid the HIV/AIDS
pandemic, women today face new and worsening health
risks: 50% of all adults living with HIV/AIDS worldwide
are women, and those age 15–24 years are disproportion-
ately affected. 

These realities are the result of persistent
disadvantages experienced by women. Goal 3 of the
Millennium Development Goals (MDGs)—to achieve
gender equality and empower women—seeks to rectify
those disadvantages through policies and programmes
that build women’s capabilities, improve their access to
economic and political opportunity, and guarantee their
safety. Such efforts must complement direct health
interventions to assure long-term sustainable improve-
ments in women’s health.

Girls’ education
For a long time, researchers have recognised that
educating girls is important for improving health,
reducing gender equality, and empowering women.
Indeed, the MDG target for goal 3 is gender parity in
primary and secondary schools by 2005 and at all levels
of education by 2015. Global commitments to girls’
education have focused on primary education. This
focus must continue, and international commitments to
universal primary education must be met, because
primary education results in positive health outcomes
that include reduced fertility and child mortality rates.
However, post-primary education has strong positive
effects on health outcomes and contributes to the
broader empowerment of women.2,3 

Research shows that education is most beneficial to
women in settings in which they have greater control
over their mobility and greater access to services.4–6 In
many parts of the developing world, however, women
are not allowed that freedom or the resources to improve
their health, and health services are not widely available;
where present, they are usually of poor quality. In such
situations, primary education alone is usually not
enough for women to overcome these multiple
constraints. Women can gain the tools and knowledge
necessary to overcome these and other obstacles in

improving their own health with secondary or higher
levels of education.2 For instance, in countries with a
strong societal preference for a son, where girls face
substantial discrimination and higher mortality risks
than boys, post-primary education enables women to
reject gender-biased norms or find alternative
opportunities, roles, and support structures.6–9

Female secondary education is associated with high
age at marriage, low fertility and mortality, good
maternal care, and reduced vulnerability to HIV/AIDS.
In a global review of early marriage, girls’ secondary
school enrolment was inversely related to the proportion
of girls married before age 18 years.10 Those with only
primary education (7 years or less) are more likely to be
married before age 18 years than are girls with higher
education.11

Secondary female education is strongly associated with
low fertility and child mortality.12 In a model including
data for 65 countries, Subbarao and Rainey13 estimated
that doubling the proportion of girls educated at
secondary level from 19% to 38%, holding constant all
other variables (including access to family planning and
health care), would have cut the fertility rate from
5·3 children per woman to 3·9 and the infant mortality
rate from 81 deaths per 1000 births to 38. Researchers
have also shown that women’s education improves their
use of maternal health services, independent of a host of
other factors.4,5,14–18 Moreover, findings of studies have
shown that secondary schooling always has a positive
effect on a woman’s use of prenatal and delivery services
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and postnatal care.4,16,17 The effect is always much larger
than the effect of low levels of schooling.4,16,17

Level of education also affects women’s attitudes
towards genital cutting. For example, in a study in Egypt,
women who had some secondary education were four
times more likely to oppose female genital cutting in
general, and for their daughters and granddaughters,
than were women who had never completed primary
school.19

Studies of HIV in Africa and Latin America have
shown that women’s education lowers their risk of HIV
infection and prevalence of risky behaviours associated
with sexually transmitted infections including HIV, and
increases their ability to discuss HIV with a partner, ask
for condom use, or negotiate sex with a spouse.20–24

Primary education has a substantial positive effect on
knowledge of HIV prevention and condom use, but
secondary education has an even greater effect.25 Girls
who attend secondary school are far more likely to
understand the costs of risky behaviour and even to
know effective refusal tactics in difficult sexual
situations.26

Female secondary education can have a crucial role in
reducing violence against women, which has severe
health consequences, including unwanted pregnancies,
sexually transmitted infections (including HIV/AIDS),
and complications of pregnancy.27,28 In some women, the
experience of violence can be a strong predictor of HIV.
In a study in Tanzania of women who sought services at
a voluntary counselling and testing service centre, those
who were HIV-positive were 2·6 times more likely to
have experienced violence in an intimate relationship
than were women who were HIV-negative.29 Moreover,
violence seems to increase the risk of gynaecological
disorders, including chronic pelvic pain, irregular
vaginal bleeding, vaginal discharge, pelvic inflammatory
disease, and sexual dysfunction.30 Although female
education clearly cannot eliminate violence, secondary
education has a stronger effect than primary education
in reducing rates of violence31 and enhancing women’s
ability to leave an abusive relationship.32–34

Other important interventions
In addition to ensuring that girls attain post-primary
education, other interventions necessary for gender
equality and women’s empowerment can also
improve health. Improving infrastructure—especially
transportation and water and sanitation services—can
have substantial benefits for women’s health. Accessible
and affordable modes of transportation can increase use
of health services by women and children.35 Location of
water and sanitation services in or nearby women’s
homes could reduce head, neck, and back injuries
caused by carrying heavy water containers. Better-
planned sanitation projects also can reduce women’s
vulnerability to violence. For example, in India, the
National Slum Dwellers Federation and Mahila Milan (a

women’s organisation) build community toilets
managed by local women on a pay-and-use system,
which greatly improved safety and cleanliness. 

Reduction of women’s economic vulnerability by
guaranteeing their rights to own and inherit property
can also have important welfare effects. For instance, in
societies such as Bangladesh, where husbands control
most household resources, when women did own assets,
household expenditure on children’s clothing and
education was higher and the rate of illness among girls
was reduced.36,37 Property ownership can act as a
protective factor for women against domestic violence.
Research in Kerala, India, showed that 49% of women
with no property reported physical violence compared
with 7% of those who owned property, controlling for a
wide range of other factors such as household economic
status, education, employment, and other variables.38

The way forward
Long-term and sustained improvements in women’s
health require rectification of the inequalities and
disadvantages that women and girls face in education
and economic opportunity. Several positive actions can
be taken to reduce these inequalities and empower
women. For education, these include making schooling
more affordable by reducing costs and offering targeted
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scholarships, building secondary schools close to where
girls live, and making schools girl-friendly. Additionally,
the content, quality, and relevance of education must be
improved through curriculum reform, teacher training,
and other actions aimed at transforming attitudes,
beliefs, and gender-biased social norms that perpetuate
discrimination and inequality. For enhancement of
economic opportunity, governments need to guarantee
women effective and independent property and
inheritance rights, especially to land and housing, both
in law and in practice. Because gender inequality is
deeply rooted in entrenched attitudes, societal
institutions, and market forces, political commitment at
the highest international and national levels is needed to
institute these policies and to allocate the resources
necessary for gender equality and women’s
empowerment to improve female health.
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