
Next issue: Monitoring education and training for health workers

  Selected statistics
Three main employment dimensions have been identifi ed as the 
starting point for the study of gender equality in the labour force: 
occupation, working time and earnings. Occupational segregation 
by gender can correspond to either vertical clustering (diff erentials in 
the sex ratio according to relative job status) or horizontal clustering 
(sex diff erentials according to specialization). Working time can 
aff ect workers’ economic position, especially when it results in 
lower monetary and non-monetary compensation among part-time 
workers compared to their full-time counterparts, as well as less job 
security and fewer opportunities for promotion. Because the labour 
conditions and opportunities vary markedly across occupations 
and countries, gender equity can be referred to as the absence of 
observed gender diff erences. 

Presented here are some statistics relevant to gender analysis of 
the health workforce for selected countries with developed market 
economies and economies in transition, as compiled drawing on 
data from national labour force and employment surveys archived 
by the Luxemburg Income Study [http://www.lisproject.org]. Labour 
force surveys off er an advantage for conducting analyses on gender 
and work because they provide nationally representative data on a 
number of labour market variables that can be disaggregated by sex.

In general among the selected countries, health occupations were 
found to be subject to both vertical and horizontal gender imbalances. 
The proportion of women was considerably higher for occupations 
at the associate professional level compared to the professional 
level, and also for nursing and midwifery professionals compared to 
physicians and other health professionals. In some countries, women 
represented over 90% of nursing and midwifery personnel.

Important gender diff erences were observed in some countries 
in working time, measured as the usual number of hours worked 
per week, including overtime and second jobs. Women tended to 
average fewer hours than men. 

Marked diff erences were found in average wages by gender. 
Women of all cadres tended to earn signifi cantly less than their 
male counterparts. Exceptions were found for certain occupations 
in the Russian Federation. Given the longer history of high female 
labour force participation in transitional countries, along with social 
policies emphasizing equality and supporting working women 
and their families, gender imbalances may be expected to be 
less pronounced compared to countries with developed market 
economies.
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