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Gender and Health Inequalities: Social
Networks in the Context of Health
and Health Behavior
Markus Gamper , Julia Seidel, Annett Kupfer, Sylvia Keim-Klärner
and Andreas Klärner

,

Overview
• There are signiﬁcant differences in morbidity (incidence of disease) and
mortality (death rate) between men and women.
• By puberty, male adolescents are more likely to have health problems.
• During puberty, girls suffer from chronic and mental illnesses and male
adolescents are more likely to suffer from acute and life-threatening diseases (e.g., HIV).
• Boys and men have riskier health behavior.
• The ﬁeld of research mainly relates to the binarity of the sexes—men and
women. Studies on trans1 and queer2 persons are rare in this ﬁeld.
• Networks have a gender-speciﬁc effect on risk behavior.
(continued)

“An umbrella term for people whose gender identity differs from the sex they were assigned at
birth. The term transgender is not indicative of gender expression, sexual orientation, hormonal
makeup, physical anatomy, or how one is perceived in daily life” (TSER, 2020).
2
“An umbrella term for gender and sexual minorities who are not cisgender and/or heterosexual.
There is a lot of overlap between queer and trans identities, but not all queer people are trans and not
1
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• Women provide more and more time-consuming social support, even in
case of illness.
• After widowhood, networks have both negative and positive effects, which
are gender-speciﬁc.

1 Gender as a Category of Inequality
Gender has become one of the most important categories in social science discourse.
Gender permeates and shapes all areas of social life and inﬂuences social order and
social positioning (Johnson et al., 2009). For females and males, gender “are genderspeciﬁc conceptions of normality, standards of behavior and scripts of staging with
which they have to come to terms incessantly throughout their lives” (Rose, 2015,
p. 63). In everyday knowledge, the gender binary (male and female) as well as
gender afﬁliation and the assumption of heterosexuality is accepted and practiced as
self-evident.
However, gender is a social as well as historical construct and grown phenomenon that is (re)produced in social and everyday interactions and actions (doing
gender). Gender classiﬁes individuals into different groups, which are based on a
biologically bound allocation and on social attribution processes. Against this
background, it is important to distinguish between sex (the sex assigned at birth
based on biological characteristics) and gender (as a social and cultural dimension)
(Mauvais-Jarvis et al., 2020; Johnson et al., 2009). The subdivision enables the
reﬂection of gender and the differences between men and women as non-biological,
but as a social and cultural construct. Gender can be considered as “a system of social
practices within society that constitutes people as different in socially signiﬁcant
ways and organizes relations of inequality on the basis of that difference”
(Ridgeway & Smith-Lovin, 1999, p. 192). Gender inequality and restrictive gender
norms have impact on health and health-related behaviors as well as access to
healthcare. On the other hand, social systems (e.g., healthcare systems) reinforce
and reproduce gender inequalities along with their implications (Heise et al., 2019;
Courtenay, 2000).

1.1

Gender and Health

Since the 1970s, the topic of gender and its inﬂuence on health has gained in
inﬂuence in research and in medical practice (Charles & Walters, 2008; Read &
Gorman, 2010). A large number of studies have shown that there are sometimes
all trans people are queer. The word queer is still sometimes used as a hateful slur, so although it has
mostly been reclaimed, be careful with its use” (TSER, 2020).
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pronounced gender differences with regard to health, that is, in morbidity (frequency
of illness) and mortality (death rate), in the processes by which illnesses develop, and
in the course of illness and health behavior, men and women appear to differ
signiﬁcantly (Charles & Walters, 2008; Robert Koch Institut, 2015). Studies on
trans-persons are rather rare. Most of the available research covers the whole group
LGBTIQ: Lesbian, Gay, Bisexual, Transgender, Intersexual, and Queer.

1.1.1

Life Expectancy and Mortality

In most countries around the world, there is a homogeneous pattern of life expectancy: At all ages men have shorter life expectancies than women (Bambra et al.,
2009; World Health Organization, 2019). For the years 2015–2020, the United
Nations was able to determine the following exemplary life expectancies measured
in years: Afghanistan (male (m): 62.7; female (f): 65.6), Brazil (m: 72.2; f: 79.4),
Japan (m: 80.7; f: 87.1), Canada (m: 80.7; f: 84.4), Estonia (m: 73.01; f: 81.9), Kenya
(m: 64.9; f: 69.6), and New Zealand (m: 80.4; f: 83.7) (UNdata, 2017). Also in
Germany, the average life expectancy for women at birth is currently 83.1 years and
for men, 78.3 years (Federal Statistical Ofﬁce, 2019b; Robert Koch Institut, 2015).
In recent years, gender differences have converged in favor of the male sex (Robert
Koch Institut, 2017; World Health Organization Europe, 2018), which is attributed
to the increase in health-risk behavior among women (e.g., rising number of
smoking women). The shorter life expectancy of the male gender persists. For
example, worldwide male infants also show a higher risk of death than female
infants (World Health Organization, 2019). The unfavorable mortality statistics for
men continues in the further course of life and becomes particularly apparent
between the ages of 25 and 65. In Germany, almost twice as many men (86,654)
died in middle age in 2016 as women (46,815) (Federal Statistical Ofﬁce, 2019c).
The gender gap for premature mortality can also established for other European
countries, for example, Armenia (f: 297 per 100,000 population; m: 690 per
100,000), Spain (f: 136 per 100,000; m: 288 per 100,000), and Finland (f: 151 per
100,000; m: 290 per 100,000) (World Health Organization Europe, 2020e, 2020f).
The gender gap in excess mortality is justiﬁed by the more frequent health-risk
behavior of men (Barry & Yuill, 2016; Bartley, 2017; Charles & Walters, 2008).
There are also gender differences in the context of diverse causes of death.
Women die more frequently from cerebrovascular diseases, but less often from
malignant neoplasms. There are only slight gender differences in respiratory or
digestive system diseases (Robert Koch Institut, 2015). An enormous genderspeciﬁc difference can be conﬁrmed for suicide and intentional self-harm. In 2017,
9235 people in Germany committed suicide, where the proportion of men was three
times higher, at 75%, than the proportion of women, at 25% (Federal Statistical
Ofﬁce, 2019a, 2019d). This proportion was conﬁrmed in other countries, for example, Israel, Kazakhstan, Republic of Moldova, and The Netherlands (World Health
Organization Europe, 2020a, 2020b).
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Morbidity

Gender differences in health are also well documented in terms of morbidity
(Bambra et al., 2009; World Health Organization, 2019). According to Hurrelmann
and Quenzel (2011), health differences between girls and boys already occur from
the ﬁrst year of life until the age of sexual maturity at about 12 years: Boys perform
worse than girls in most health indicators. In Germany, for example, more boys than
girls up to the age of 15 were examined by medical professionals for health problems
(Federal Statistical Ofﬁce, 2019c; Hurrelmann & Quenzel, 2011; Robert Koch
Institut, 2015). The United Nations Children’s Fund (UNICEF) review (2015)
comes to similar conclusions: “Overall, in 40 out of the 67 countries a higher
proportion of boys compared to girls were taken to a health-care facility” (Nair
et al., 2015, p. 8). Gender-speciﬁc differences in childhood can also be shown in the
incidence of illness (Hurrelmann & Quenzel, 2011). According to the Federal
Statistical Ofﬁce in Germany, boys at the age of 1–15 years suffer more than girls
from leukemia, epilepsy, chronic diseases of the lower respiratory tract, such as
bronchial asthma, obesity, and sleep disorders. A greater susceptibility of the male
gender is also observed in the area of mental illness, for example, in Germany
(Federal Statistical Ofﬁce, 2019c; Hurrelmann & Quenzel, 2011; Robert Koch
Institut, 2015) and England (Sadler et al., 2018) and could be shown in an international systematic review similarly (Bor et al., 2014) (see chapter “Social Networks,
Family Social Capital, and Child Health”). Transgender children and gender
nonconforming (TGNC) children are strongly affected by mental health problems
(Becerra-Culqui et al., 2018).
Even mental health problems like, for example, anxiety, depression, headaches,
dizziness, and staggering and functional somatic symptoms increased among both
boys and girls (Collishaw & Sellers, 2020). Girls aged 15 years and older suffer more
from psychosomatic and physiological complaints than boys at the same age. The
results can be found in Germany (Hurrelmann & Quenzel, 2011; Federal Statistical
Ofﬁce (2019c), Belgium (van Droogenbroeck et al., 2018), England (Sadler et al.,
2018), Norway (Moksnes & Reidunsdatter, 2019), Sweden (Giota & Gustafsson,
2017), the USA (Mojtabai et al., 2016), and in other western countries (Collishaw,
2015). Studies from Canada (Veale et al., 2017) and the USA (Becerra-Culqui et al.,
2018; Nahata et al., 2017) show that TGNC youth had a higher risk of reporting
psychological distress, self-harm, major depressive episodes, and suicide compared
to the age subgroups (see chapter “Social Networks, Health, and Health Inequalities
in Youth”).
The gender-speciﬁc tendency continues into adulthood (18–65 years) and refers
to the subjective self-assessment of health. According to the World Health Organization Europe (2020c, 2020d) female persons in Europe assess their health less often
as good than male persons do, for example, in Bulgaria (f: 61.7%; m: 77.9%),
Cyprus (f: 79.1%; m: 81.3%), and Luxembourg (f: 68.1%; m: 72.4%).
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Gender-speciﬁc differences can also be identiﬁed in the context of chronic
diseases. Regitz-Zagrosek (2017) and Mauvais-Jarvis et al. (2020) emphasize that
the female disease proﬁle is more likely to be inﬂuenced by chronic diseases and by
psychosomatic as well as psychological impairments (e.g., thyroid diseases, depression, eating disorders, migraine, hypertension, gallbladder diseases, arthritis, osteoporosis, and Alzheimer’s disease). The male proﬁle is characterized by acute and
life-threatening diseases (e.g., HIV infection, malignant neoplasms of the digestive
organs as well as the lungs and bronchi, pulmonary emphysema, liver cirrhosis, heart
disease). A meta-analysis of transpeople indicates that transperson men3 in particular
are strongly affected by HIV/AIDS. There are also connections with other risk
factors such as prostitution or discrimination (Herbst et al., 2008). Overall, LGBTIQ
persons show a high risk for intestinal diseases (e.g., giardia, amoeba), hepatitis A
and B, human papilloma viruses,4 and anal carcinoma (anal cancer) (Dean et al.,
2000).
Heart disease, especially ischemic heart disease, plays a signiﬁcant role in the
context of gender differences and health. According to current studies, ischemic
heart disease is the most recognized example for integrating the concept of gender
and sex. Differences between the genders exist in almost every stage of the disease,
for example, in risk factors as well as in the pathogenesis and treatment (MauvaisJarvis et al., 2020; Regitz-Zagrosek, 2017). Women suffering from ischemic heart
disease are less likely to receive evidence-based treatment or invasive diagnostics
(Fernandes et al., 2009; Kuhlmann, 2016; Mauvais-Jarvis et al., 2020).
Gender-speciﬁc differences can also be described with mental illness. According
to data from Mauvais-Jarvis et al. (2020) and the Robert Koch Institute (2015), the
prevalence of anxiety disorders is twice as high in women than in men. A similar
picture emerges for depressive disorders (Mauvais-Jarvis et al., 2020). Even though
there is hardly any research on completed suicide and suicide risks among
transpeople, the very detailed review by Haas et al. (2010) shows an increased
suicide risk as well as an increased number of completed suicides for transpeople
(Clements-Nolle et al., 2006; Toomey et al., 2018). This is probably especially true
for young adolescents (Mustanski et al., 2010). Compared to the general population,
transpeople also have higher prevalence rates for depression and anxiety disorders,
among other things (Borgogna et al., 2019; Witcomb et al., 2018).
Few gender differences are seen in old age. In connection with multimorbidity,
the female gender scores signiﬁcantly lower—women who suffer from multiple
chronic diseases such as osteoporosis, osteoarthritis, and heart failure. Older men
have signiﬁcantly higher prevalence of life-threatening diseases such as heart
attacks, strokes, and chronic obstructive pulmonary disease (Alharbi et al., 2020;
Iller & Wienberg, 2012) (see chapter “Social Networks and Health Inequalities in

3

Person who identify themselves as male, but were assigned female at birth (Trans Student
Educational Resources, 2020).
4
These viruses can infect skin and various mucous membranes and cause uncontrolled tumor-like
growth.

250

M. Gamper et al.

Old Age”). Graham et al. (2011) summarize individual aspects of transpeople in the
different phases of life but claim to be unable to provide any results. However,
Fredriksen-Goldsen et al. (2014) found that “Transgender older adults were at
signiﬁcantly higher risk of poor physical health, disability, depressive symptomatology, and perceived stress compared with nontransgender participants” (p. 488).

1.2

Gender and Health Behavior

According to Crimmins et al. (2011), European Institute for Gender Equality (2017),
and Kuhlmann (2016), cultural and social factors inﬂuence the use of health services
and lead in some cases to signiﬁcant gender differences in almost all areas of the
healthcare system. For example, more women participate in health courses offered
by adult education centers and health insurance companies (European Institute for
Gender Equality, 2017; Robert Koch Institute, 2015), although these courses are
likely to be primarily aimed at the needs of women and disadvantage men
(Kuhlmann, 2016).
Gender differences can also be demonstrated with regard to utilization of inpatient medical care. Rommel et al. (2017) verify this fact for Germany. A gender
difference is particularly evident in young adulthood: 15% of women and 9% of men
aged between 18 and 29 were admitted to hospital during the last 12 months. Hardly
any differences between the genders can be detected among 65-year-olds and older
people (f: 25.8%; m: 25.9%).
The utilization of psychiatric and psychotherapeutic services occupies a special
position in the context of gender differences. According to Barry and Yuill (2016),
Gagné et al. (2014), and (Rommel et al., 2017), men are particularly reluctant to
consult or report a mental illness, which the authors attribute to the prevailing gender
stereotype in society (Barry & Yuill, 2016).
Smoking is one of the major risk factors for health and the leading cause of
premature mortality. According to Zeiher et al. (2017), 20.8% of women and 27.0%
of men in Germany smoke at least occasionally, while 52.6% of women and 38.0%
of men have never smoked. A similar ratio appeared in other European countries,
also to the disadvantage of the male gender. For example, in France in 2016, 30.1%
of the female population and 35.6% of the male population reported (occasional)
smoking. In Belarus, the gender difference is even greater: 46.1% of men but only
10.5% of women smoke (World Health Organization Europe, 2020g, 2020h).
According to the Robert Koch Institute (2015), however, the smoking rate of the
genders has converged over the last 20 years due to the increase in female smokers.
The increase in the female smoking rate can be explained by the change of the
gender roles and gender stereotypes (Bartley, 2017; Kolip & Hurrelmann, 2016).
Also, consumption of alcohol shows considerable gender inequalities at all ages.
According to the Global Status Report on Alcohol and Health, “[m]en generally
drink considerably more alcohol than women, both on heavier-drinking occasions
and in terms of the volume of drinking; the gender difference is generally greater

Gender and Health Inequalities: Social Networks in the Context of. . .

251

where there is greater gender inequality” (World Health Organization, 2018, p. 14).
Gender differentiation can also be identiﬁed in the context of alcohol use disorder. In
2016, for example, globally an estimated 46 million women and 237 million men
suffered from alcohol use disorder (World Health Organization, 2018). Social
differences have a signiﬁcant inﬂuence on alcohol consumption: The gender differentiation is often greater among poorer people than among richer ones (Bloomﬁeld
et al., 2006).
Hardly any research has examined the consumption of substances by transperson
teenagers and transperson adolescents. Most existing studies refer to the group of
LGBTIQ persons. However, a study on young LBTIQ women in San Francisco
shows that substance use is very common among transperson female5 adolescents
and that is signiﬁcantly associated with psychosocial risk factors (Rowe et al., 2015).
A long-term study in the USA was subsequently able to show that alcohol consumption increased linearly over time. Male LGBTIQ adolescents tended to increase
faster than female adolescents (Newcomb et al., 2012). The abuse of prescription
opioids and tranquilizers is already evident in LGBTIQ adolescents at a young age
(Kecojevic et al., 2012). Furthermore, another U.S. study provides evidence that the
abuse of prescription drugs occurs relatively frequently in LGBTIQ adults and is
strongly associated with emotional stress (Benotsch et al., 2013).

1.3

Selected Explanatory Approaches in the Context
of Gender-Speciﬁc Health Differences

As clearly as the gender-speciﬁc health differences could be shown, the identiﬁcation of the causes is just as difﬁcult. Many questions could not yet be clariﬁed in this
context. Three explanatory approaches are presented below.

1.3.1

Gender-Speciﬁc Role Conceptions and Stereotypes

In recent years, the inﬂuence of social constructions of gender on health has been
discussed in scientiﬁc discourses (Barry & Yuill, 2016; Charles & Walters, 2008).
According to Sieverding (2005, p. 57), there is a broad consensus that gender
differences in physical health and illness are most strongly rooted in gender differences in health-related behavior, especially in the higher risk behavior of men. A
large number of socio-cultural factors inﬂuences health-related behavior. In this
context, social gender roles and stereotypes are attributed a key function (Barry &
Yuill, 2016). For example, the female gender is still considered to play a more caring
and health-conscious role in the context of health. In contrast, the construction of the

5

Person who identify themselves as female, but were assigned male at birth.
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male gender is based on being able to solve health problems independently and
without external help (Barry & Yuill, 2016; Charles & Walters, 2008).

1.3.2

Discrimination

Gender stereotypes and roles in society also have an impact on the assessment of
other people. It is suspected that medical professionals perceive and treat patients
differently based on their gender. Studies indicate that healthcare professionals take
male complaints more seriously. On the other hand, the female gender is apparently
more often suspected of having psychological problems and the treatment is
designed accordingly (Mauvais-Jarvis et al., 2020). According to Homan (2019),
women “are less likely than men to receive the most effective, advanced treatments
and diagnostic procedures available for a variety of health conditions” (p. 487). A
qualitative study shows that hospital staff often react to the health needs of
transperson patients with uncertainty, which can be expressed in stigmatization.
This, in turn, leads transpeople to believe that their needs are not understood
(Poteat et al., 2013). A review of 17 articles on the attitudes of caregivers toward
LGBTIQ patients conﬁrmed discrimination (Dorsen, 2012; Grant et al., 2011).

1.3.3

Poverty and Social Inequality

Poverty and social inequality have a key impact on gender health and life expectancy
and lead to gender gaps. Women still receive 20% less in wages than men in most
countries of the world. They continue to be more often affected by poverty and do
twice as much housework and child care than men. These gender inequalities and the
social conditions in which people work and live have a signiﬁcant impact on the
health of a country’s population (Homan, 2019; International Labour Organization,
2019). This effect becomes clear, for example, in self-rated health. Pinillos-Franco
and Somarriba (2019) found that women “tend to report poorer health compared to
men, which might be due to women balancing their work and family life by working
more hours” (p. 258). A U.S. study found that the unemployment rate among
transpeople is twice as high as in the general population. This reduces their likelihood of being covered by health insurance, on the one hand, and being covered by a
company’s general insurance on the other (Grant et al., 2011).

2 Gender and Social Networks: An Overview
In the 1970s, it was assumed that women and men have different attitudes toward
social contacts (e.g., Miller, 1976), without having any large-scale network studies
to support this thesis. It was not until the 1980s when there was an increase in
quantitative and qualitative research with an explicit gender orientation, and gender
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also became increasingly important in network research. Gender has become an
inequality variable that is very well studied compared to most of the other characteristics presented in this book. Due to the large number of studies, and because
gender is often used as a control variable within quantitative network research, the
current list can only give a brief overview of the research and point to empirical
approaches and gaps. It should be noted that the search for differences is still
primarily based on a binary difference scheme of man/boy vs. woman/girl and
thus gender identities such as transgender or queer have hardly been considered.

2.1

Social Networks and Age

Gender, according to research on friendship and school, is an important variable in
friendship formation. Martin et al. (2013) show that the choice of play partners for
pre-school children falls disproportionately on same-sex children. Also, regarding
networks of young adolescents (McPherson et al., 2001) and in the ﬁrst years of
secondary school (Lubbers & Snijders, 2007), there is still a very strong separation
between the sexes (high gender homophily), which decreases over the years but is
nevertheless maintained. As people get older, these homogeneous networks slowly
dissolve and more gender heterogeneous groups emerge (Feiring, 1999). Studies by
Lubbers and Snijders (2007) also show a low proportion of love relationships or
sexual relationships in secondary school, while these are more pronounced in high
school (Bearman et al., 2004). In both studies, these sexual or relationship networks
are predominantly heterosexual, thus increasing the proportion of opposite sex alters
in the network.
For older people, exemplarily in the family networks of older Mexicans, the study
by Fuller-Iglesias and Antonucci (2016) shows no gender differences (proximity,
shares in the network). In contrast, Schwartz and Litwin (2018), using the Europewide longitudinal survey “Health, Ageing, and Retirement in Europe” (n ¼ 13.938),
ﬁnd an increase in network relationships over time for people aged 65 and older,
especially for women, who are less involved in family networks.

2.2

Life Cycle and the Composition of Social Networks

With regard to life cycle, various research ﬁndings paint the following picture. In the
study by Fischer and Oliker (1983), a few differences between the sexes after
adolescence can be found. For example, women have more contact with relatives,
while men name more employees and colleagues as network partners. Differences
become visible in the life cycle. In the case of early marriage and parenthood,
friendship networks shrink more for women than for men. After the birth of children,
the networks of men get smaller compared to women. “Further evidence suggests
that this interaction effect can be explained by both structural and dispositional
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factors, the former working to reduce women’s friendships relative to men’s in the
earlier period and the latter expanding their friendships later on” (Fischer & Oliker,
1983, p. 132). Munch et al. (1997) found that social norms regarding the upbringing
of children in Western countries have an impact on network structures. While the
birth of a child did not have a statistically signiﬁcant inﬂuence on the size of the
network of men, a signiﬁcant negative inﬂuence on the size of the network of women
was observed.

2.3

Gender Differences in Network Structures Regarding
the General Population

In addition to studies on life phases, various studies have existed since the 1980s that
investigate the question of gender differences regarding social networks in the
general population. One example is the much-cited study by Fischer (1982) “To
Dwell Among Friends—Personal Networks in Town and City,” which highlights the
gender effect on networks: “Women tend to be involved in networks with more
relatives and to have more intimate ties than did otherwise similar man. Young
women, particular mothers, were more constricted in various ways, such as in the
number of the ‘just friend’ they had [. . .]” (p. 253).
In contrast to Fischer, Gillespie et al. (2015) found no signiﬁcant gender differences in the number of girlfriends, the number of alters with whom one celebrates
birthdays, intimate affairs (e.g., sex life), or problems discussed late at night.
However, the number of friendships varied considerably according to marital status,
age, and parental status (see above). It is noteworthy that each of the respondents can
name at least one close friend.
Other studies with the same focus drew on data from the General Social Survey
(GSS) in the USA to ﬁnd out how networks can be described in the U.S. population.
Marsden’s study (1987) explores the question of differences in the variables of age,
education, race, gender, and size of residence. As a result, the networks of young,
well-educated, and metropolitan residents appear to be the largest. Gender differences are found primarily in the composition of the network of relatives and
non-relatives; for example, the proportion of family members is greater among
women. Similar results can be found in a somewhat older study by Moore (1990).
Even after controlling for variables related to employment, social structural positions, family, and age, women had a larger proportion of kinship relationships and a
smaller proportion of acquaintance relationships in the network and a greater
diversity of family relationships than men. These differences are attributed to
different structural relationship contexts or locations, which exert certain possibilities for and limitations on the formation of close social relationships. Indeed, gender
differences in network composition and structure disappear when employment and
family status and age are statistically controlled. Nevertheless, the empirical ﬁnding
remains that women’s networks contain a higher number, proportion, and diversity
of kinship relationships than men’s networks.
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A study in Singapore shows that men and women are more likely to encounter
professional contacts that are dominated by their own gender (bipolar: man or
woman). For example, women are more likely to meet male nurses because they
are overrepresented in nursing care, although different life stages have an inﬂuence
on this. After the birth of a child, women also come into contact with professional
groups in which they are underrepresented, such as teachers, which in turn affects the
composition of the network (Chua et al., 2016).
The gender aspect seems to have lost its impact on the differences in network
formation in recent years. While women still have slightly larger networks than men
and have more conversations about important matters with relatives, they now also
have more relationships outside the family. Women thus no longer have a clearly
kinship-oriented discussion network than men and are less frequently socially
isolated (McPherson et al., 2006). This is also conﬁrmed by Fuller-Iglesias and
Antonucci (2016) for 18–99-year-old Mexican women.
However, some ﬁndings are being questioned. For example, some critics point to
the strong interviewer effect in the GSS survey (Fischer, 2009), while others
question the name generators used and note, for example, that women may have
more important things to discuss than men and may therefore have a larger network
(Bearman & Parigi, 2004).

2.4

Network Resources and Gender Differences

In addition to describing the structure, many studies are looking into the question of
what resources the networks can make available. This is done at different levels:
1. On a general social level. Here, an attempt is made to determine the extent to
which the distribution of resources in the general population differs between the
sexes.
2. At the organizational level. The extent to which integration into social networks
inﬂuences success—usually professional success—is investigated.

2.4.1

Social Support and Resource Allocation

Gillespie et al. (2015) show that men and women have equal access to emotional
support. Moore (1990) shows similar results. However, Bearman and Parigi (2004)
point out that when it comes to “important things to discuss,” women do name more
persons than men. The study on social support by Turner and Marino (1994)
supports both a life cycle and a gender effect: women state that they receive more
social support from employees, relatives, and friends than men. Vyncke et al. (2014)
show contradictions in this respect regarding the available social capital of women
and men. Men can activate signiﬁcantly more resources in the network and report
more potential support relationships and more network partners promoting healthy
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lifestyles. Hobfoll and Vaux (1993), on the other hand, conclude on the basis of
various studies that women are more involved in social support interactions. They
are more adept at support processes and therefore often have more intimate relationships and larger support networks. Women spend more time in social interactions,
are more likely to share feelings and personal concerns, and are more likely to report
receiving social support.
Walen and Lachman (2000) ﬁnd in their study of 2348 adults (aged 25–75) in
relationships that women report more support from family and friends, whereas men
are more likely to receive support from their partner. In addition, Diewald (1991)
uses the analysis of ﬁve representative population surveys to establish that women
have more contact persons available to them in most forms of life than men. This was
particularly true for single, single parents, divorced, and widowed women.
According to Barker et al. (1990), women are more likely than men to seek support
from close and distant relatives, friends, and neighbors.
When it comes to receiving aid, the preferences of women and men seem
inconsistent. While Antonucci et al. (1998) and Lenz (2003) show that women
prefer their own gender when seeking support, other researchers also show contradictory ﬁndings. Although women tend to consider intra-family helpers, such as the
sister, or extra-family female helpers, such as the neighbor (Nestmann & Schmerl,
1992), women are generally the central “donors.” For example, in the study by Veiel
and Herrle (1991), both students and depressed patients and parents of children with
cancer are on average more likely to name women than men as supporters.
The gendered division of labor is also most clearly evident in terms of assistance
in the event of illness. Both male and female respondents cited women as sources of
social support many times more often than men. They are equally important supporters in cases of depression and for advice on important life changes and problems
with partners (Diewald, 1991). Nestmann and Schmerl (1992) also mention women
more often as helpers. According to the authors, both men and women receive more
help from female helpers than from male helpers (mother mentioned more often than
father, daughter before son, sister before brother). Women, and especially mothers,
are therefore regarded as the central support bodies for their families (Nestmann &
Schmerl, 1992). Barker et al. (1990) found that men relied signiﬁcantly more on their
partners for support in stressful situations. The fact that men are dependent on their
partners is also particularly pronounced among men above the age of 60 (Diewald,
1991).
Not only do women act as supporters for their partners, but according to Schmid’s
study overview (2014), they also provide more frequent and more time-consuming
support than fathers for their adult children. If they are particularly helpful in the
household and with childcare, fathers are more likely to support their adult children
with shopping, repairs, or gardening. With regard to intergenerational relationships,
gender differences should also be noted in the support provided to children. For
example, daughters have more frequent contact with their parents than sons.
Daughters in many countries more often take on physically demanding and
time-consuming care tasks and provide more support overall. Sons mainly help
their parents with administrative tasks, repairs, or ﬁnancial issues. However,
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according to Schmid (2014, p. 17), little attention has so far been paid to these
differences in generational research, which is why the causes of gender-speciﬁc
support patterns are still insufﬁciently researched.
Networking and support studies on the living environments of transpeople are
hard to ﬁnd. However, Pﬂum et al. (2015) provide an example of a signiﬁcant
connection between social support and mental health for transpeople: For both
trans male spectrum (TMS) and trans female spectrum (TFS) participants, general
social support is signiﬁcantly negatively associated with symptoms of anxiety and
depression—with increased social support, feelings of anxiety and depressive moods
decreased. However, the negative correlation between trans-community attachment
and mental health symptoms was signiﬁcant for TFS participants.

2.4.2

Social Relations of Men and Women in Organizations

In addition to the general research on social capital and social support networks,
there is research on the difference in the “utilization” of social relations between men
and women in organizations, such as business enterprises or universities. It is
assumed that professional “success” is not only dependent on competencies but
also on networks. Women in particular seem to be disadvantaged by processes of
stereotyping (Oehlendieck, 2003; Lyness & Thompson, 2000). Most of this research
shows that men have larger work-related networks, are associated with larger
clusters, and derive more beneﬁt from these relationships since men occupy higher
positions in hierarchical structures (McGuire, 2000).
In contrast, women appear to be embedded in smaller and less diverse networks
that provide hardly any resources. These networks have a female homophily and are
mainly staffed by people from lower hierarchical positions. Since the sub-clusters
also tend to be more homogeneous, there is overlapping of resources, which can lead
to social capital disadvantage and replication of positions within the network (Lin,
2000). In contrast, Scheidegger and Osterloh (2004) conclude that it is predominantly men (as persons with strong legitimacy) who draw career advantages from
structural holes, and that women tend to need cohesive, redundant networks to move
up within the organization. At the same time, as long as only a few female persons
are represented in central, statutorily higher positions, women are dependent on
network contacts with higher-ranking men for economic reasons and therefore have
to differentiate their network contacts with corresponding resource costs. In a study
overview, they also show the strong homophily of the respective networks (female
managers, female employees of media companies), whereby it was particularly true
for men that their networks consisted primarily of “same sex ties.” It is therefore
assumed that women tend to focus on their individual competencies rather than
social capital (Poole & Bornholt, 1998), while men focus more on networks and
make better use of resources (van Emmerik, 2006).
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3 Gender, Social Networks, and Health Inequalities
3.1

The Impact of Social Capital and Social Support
on Health Inequalities

The importance of gender in research on health inequalities has been repeatedly
emphasized in recent years. It is usually centrally linked to the concept of social
capital or social support (see the chapters “Social Relations, Social Capital, and
Social Networks: A Conceptual Classiﬁcation” and “Social Network Mechanisms”).
The concept of social networks, if it occurs at all, is used as a metaphor for
supportive or “supportive” relationships.
There is ample evidence that this social capital and the availability of social
support is unequally distributed between men and women and that the impact is also
gender-speciﬁc. This has already been partly discussed in the previous chapter (see
above). On the basis of several studies, Underwood (2005) assumes that women
generally receive more support than men when they are ill (bypass surgery, myocardial infarction). They often receive more emotional, but not necessarily material,
support over a longer period of time (Hobfoll & Vaux, 1993; Underwood, 2005). In
contrast, the effect is evaluated differently. For example, a Finnish study found that
leisure participation and interpersonal trust predicted all-cause mortality and also
cardiovascular mortality for women (Hyyppä et al., 2007). A U.S. study shows that
for men, participation in religious service and social group activities was protective
against all-cause mortality (Eng et al., 2002). The results show, even after controlling
for socioeconomic status, age, health status, and health behavior, that for women a
higher level of social capital was associated with a lower risk of all-cause mortality.
Another theoretically very signiﬁcant ﬁnding of the study is the positive correlation
between the frequency of contact with friends and a lower risk of all-cause mortality.
Kawachi and Berkman (2001) also point to negative effects of social capital.
According to them, women are mentally more burdened by their social commitment
and show corresponding symptoms of illness when people with whom they are
connected get (health) problems. Sarason et al. (1997) and Antonucci et al. (1998)
subsequently report that women are more involved in social relationships and are
more likely to experience stress and negative effects on general life satisfaction,
especially if they have larger networks and maintain many close relationships.
According to Walen and Lachman (2000), this may be because women who are
more involved in social relationships are also more likely to experience negative
events in their social environment (e.g., supporting a friend when she loses a loved
one). They are more likely to perceive and respond to the needs of others and act as
supporters in crises (Hobfoll & Vaux, 1993; Nestmann & Schmerl, 1992). In
general, the well-being of the women interviewed is more closely related to positive
and negative aspects of marriage and friendship relationships than that of men
(Antonucci et al., 2001).
Another study looked as professional support and birth attend decisions. An
effective strategy to reduce maternal mortality is for every woman to be supported
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by a skilled birth attendant (SBA). The study of Edmonds et al. (2012) analyzed the
association of women’s social networks with the use of SBA in uncomplicated
pregnancy and childbirth in Matlab, Bangladesh. “The ﬁndings demonstrate that
place of birth decisions can be explained from network content, though not structure, and that network content has more explanatory value than individual attributes
alone [. . .]” (Edmonds et al., 2012, p. 456).

3.2

Networks and Gender Differences Regarding Health

Beyond this research on social capital, some studies focus on a decided network
perspective where gender differences play an important or central role. These often
concentrate on certain phases of life, in particular on the youth phase, which has
already been comparatively well researched in terms of network analysis (see
chapter “Social Networks and Health Inequalities in Young and Middle Adulthood”)
and on the phase of old age (see also chapter “Social Networks and Health
Inequalities in Old Age”). In the following, some more recent ﬁndings from these
research areas will be presented.
An important issue in adolescence is risk behavior, such as tobacco or alcohol
consumption. Here, both cross-sectional and longitudinal studies that shed light on
gender differences and focus primarily on networks in school classes, can be found.
Here, network research can show that speciﬁc network characteristics, such as
homophily, ensure that speciﬁc health behavior and interventions to improve health
behavior can spread more or less well (Valente, 2012).
For example, Grard et al. (2018) conducted a cross-sectional study examining
gender differences in cigarette, alcohol, and cannabis use among 14–16-year-old
boys and girls in 50 European schools. They show that girls have a lower prevalence
of substance use than boys. The gender of the friends also plays a role: If girls have
more friendships of the opposite sex in their networks (other sex friendships, OSF),
they are more likely to use one of the three substances surveyed than girls who are
friends more so with girls (same-sex friendships, SSF). Boys in OSF are more likely
to smoke than boys in SSF. However, boys are more likely to consume these
substances when using alcohol and cannabis. The gender composition at school is
also important: in schools dominated by men, the risk of substance use is higher for
boys and girls.
In contrast, Deutsch et al. (2014), in their analysis based on data from the National
Longitudinal Study of Adolescent Health (Add Health) from the USA 1 year later,
ﬁnd no inﬂuence of the gender composition of friendship networks on drinking
behavior. Thus, although the authors’ hypothesis that the average alcohol consumption in the peer network has an inﬂuence on the alcohol consumption of ego is
conﬁrmed, this is not moderated by gender. The authors suspect selection
effects here: Girls look for peers who show similar drinking behavior as themselves.
No inﬂuence on the alcohol consumption of ego could be proven for the gender ratio
in a peer group, either: Contrary to the assumption, higher proportions of male
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adolescents in the network did not lead to higher alcohol consumption, neither
among boys nor among girls. Surprisingly, the closeness of the relationships proved
to be relevant to alcohol consumption: In both boys (SSF) and girls (OSF), less
friendly closeness to male friends was accompanied by a stronger inﬂuence of these
friends on alcohol consumption 1 year later. However, the proximity to female
friends became signiﬁcant only for boys (OSF) in this way. The authors conclude
from their ﬁndings that the role of gender in socialization with alcohol is much more
complex than previously thought and call for the study of a wide range of relationships within a network, including those that are less close or non-reciprocal. In
addition, the contexts in which young people drink and their motives for drinking
should be investigated more closely.
The effect of selection or inﬂuencing factors, that is, the extent to which young
people choose their peers according to their preferences and needs or are inﬂuenced
by them in their behavior, is investigated in studies using longitudinal data. In many
cases, the so-called SIENA models (Simulation Investigation for Empirical Network
Analysis) are used for this purpose. The research mainly focuses on the aspects of
alcohol, cigarette, and cannabis consumption among schoolchildren (Knecht et al.,
2011; Osgood et al., 2013; Pearson et al., 2006). With regard to smoking behavior,
Finnish secondary school students are more likely to be selection factors that
determine friendly relationships. With regard to alcohol behavior, there are both
selection factors and inﬂuencing factors. The results did not consistently differ with
regard to gender (Kiuru et al., 2010). Daw et al. (2015) also show that boys and girls
in the USA (seventh grade) select their same-sex friends according to similarity in
smoking behavior. An inﬂuence of girlfriends on smoking behavior could only be
proven for girls. Regarding alcohol consumption, Burk et al. (2012) found that the
similarity between the drinking behavior of girlfriends starts in the sixth grade, peaks
in the eighth grade, and decreases again during late adolescence. Adolescents in all
three age groups chose peers with similar drinking behavior, with the effects being
strongest among early adolescent men and late adolescent women. There is no
difference between the sexes in terms of inﬂuence (Burk et al., 2012). Regarding
marijuana use in high schools in the USA, the authors note that the circle of friends is
also selected according to age and marijuana use. The factor inﬂuence was only
found at one high school. However, gender, race, or the number of female friends
outside of school did not signiﬁcantly predict the frequency of marijuana use. There
was also minimal evidence that peer effects are moderated by personal, school, or
family risk factors (de la Haye et al., 2013).
Network studies on gender differences and depressive disorders can also be found
for adolescence. Similar to the study by Rosenquist et al. (2011) among adults,
which concludes that depression is socially contagious, especially for women,
Conway et al. (2011) show for adolescence that in girls the occurrence of depression
among friends is accompanied by an increased occurrence of their own depressive
symptoms 1 year later.
Further studies examine very speciﬁc network parameters and can show that the
same network parameters for girls and boys are related to depressive disorders in
completely different ways. Boys are more likely to suffer from depressive disorders
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if they are afraid of negative evaluations by their peers and have a lower popularity in
their network. Girls who are afraid of negative reviews are more likely to suffer from
depressive disorders if they have a high popularity in their networks (Kornienko &
Santos, 2014). A study by Falci and McNeely (2009) examines the size and density
of networks and shows that girls who are involved in very large, fragmented
networks (i.e., few network members know each other) are more likely to experience
depressive symptoms than girls who are involved in large but cohesive networks.
For boys, on the other hand, the situation is exactly the opposite: If they are
embedded in large and less cohesive networks, they are less affected by depressive
symptoms than boys who are embedded in large and cohesive networks.
Network studies can also be found in the old age phase. A study on older people
(over 60 years of age) in the USA examines the effects of different ideal-type
networks (diverse network, network with high social commitment, network with
low social commitment and restricted network) on well-being. Men who are
involved in restricted networks show a particularly low level of well-being. In
general, women, in different types of networks, rate their health much better than
men (Fiori et al., 2006).
An important health-related topic in old age is also the biographical transition of
widowhood. The death of the partner can have a negative inﬂuence on mental health
and lead to depressive symptoms. The network mechanisms of social support, social
engagement, and social integration are mentioned in this context as factors that
alleviate the above-mentioned symptoms and have a positive inﬂuence on health
(see chapter “Social Networks and Health Inequalities in Old Age”). There is some
evidence of relevant gender differences in this context (see Monserud & Wong,
2015): Older men are more likely to rely on their wives for emotional support,
housekeeping, and social contacts (Lee et al., 2001; Umberson et al., 1992), and
women are more likely to be economically dependent on their husbands and may
therefore be exposed to ﬁnancial stress when widowed (Arber, 2004; Umberson
et al., 1992). Moreover, only among older women is social support perceived as low,
and only among older men is there a lower level of network integration related to
poorer self-reported health (Caetano et al., 2013). This could result in different
demands on the social relationship networks, which they cannot always fulﬁll.
For Mexico, a country where institutional support systems are less developed and
private, family support structures are therefore more important. Monserud and Wong
(2015) ﬁnd in a longitudinal study that married men reported fewer depressive
symptoms than all other status groups differentiated by gender (married/already
widowed in wave 1/widowed in wave 2). However, there were no statistically
signiﬁcant gender differences in depressive symptoms among those recently (since
wave 2) widowed. The results on the inﬂuence of social support are inconsistent and
the effects must be considered in a differentiated manner: Regardless of marital status,
a higher score for emotional support is associated with lower increases in depressive
symptoms, while receiving ﬁnancial or practical support—more pronounced in
recently widowed men than in recently widowed women—is associated with a greater
increase in these symptoms. This could be related to the fact that reliance on this form
of support may trigger feelings of dependency or be associated with the perception of
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limited autonomy and a reversal of roles in parent–child relationships and thus cause
stress (see chapter “Negative Ties and Inequalities in Health”). A stronger integration
into a social network, operationalized through co-residence with children, relatives, or
friends and participation in community activities, has the same effects, which have to
be considered in a differentiated way: Generally, co-residence with relatives is associated with a higher increase in depressive symptoms, while co-residence with others
(children, friends) means a lower increase in depressive symptoms. For recently
widowed men and women who have been widowed for a longer period of time,
co-residence with children is associated with a lower increase in depressive symptoms,
while for recently widowed men co-residence with other people is associated with a
higher increase. Social integration in community activities generally does not explain
the change in depressive symptoms between the two waves. For recently widowed
women, church attendance is associated with a higher increase, while voluntary work
in community activities is associated with a lower increase for long widowed women.
There is strong evidence that social support and social integration are of different
importance for the sexes and that role models and unequal distribution of household
and partnership tasks play a role in this. According to the theory of social capital,
social networks are also a vehicle for social resources for older transpeople, which can
be beneﬁcial for successful aging and well-being: “Controlling for background
characteristics, network size was positively associated with being female, transgender
identity, employment, higher income, having a partner or a child, identity disclosure to
a neighbor, engagement in religious activities, and service use. Controlling in addition for network size, network diversity was positively associated with younger age,
being female, transgender identity, identity disclosure to a friend, religious activity,
and service use” (Erosheva et al., 2016, p. 98).

4 Conclusion
In summary, compared to the other categories presented in this book, the category of
gender is relatively well studied. Nevertheless, the concept of the network is often
used as a metaphor rather than a method or theory. The focus is mainly on school
class studies and older people.
Studies indicate that women live longer than men. There are also health differences
between the sexes in terms of morbidity. Especially in adolescence, boys perform
worse than girls in most health-related indicators (e.g., leukemia, epilepsy, chronic
diseases). During puberty, girls seem to be more likely to suffer from psychosomatic
and physiological complaints. From this point on, the female disease proﬁle is more
likely to be characterized by chronic diseases and psychosomatic and psychological
impairments (e.g., thyroid diseases, depression, eating disorders), while the male
disease proﬁle will likely be characterized by acute and life-threatening diseases
(e.g., HIV infection, malignant neoplasms of the digestive organs and the lungs and
bronchi). In old age, there is hardly any general gender difference. With regard to risk
behavior, research shows that men smoke more and consume more alcohol than
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women. While men make less use of psychiatric, psychotherapeutic, and outpatient
medical services up to adulthood, the situation is similar in old age. However, research
shows that it is important to take an intersectional perspective, because other aspects
such as class do play an important role (Broom, 2008).
Network studies reveal differences between men and women. It can be argued
that women have larger networks, which in turn have more family and kinship
diversity. However, the latest studies assume that the networks of both sexes are
slowly converging. With regard to the resources gained from social relationships,
there is evidence that women are more likely to provide help in the event of illness.
Mothers also provide more time-consuming support, and women seem to have more
contacts for problems than men. Those preferred in receiving help, men or women,
seems to be contradictory, with more studies showing a tendency toward female
helpers. In professional network relationships, men have larger work-related networks. They are connected to other sub-networks and derive more beneﬁts from
these relationships since they occupy higher positions in professional networks.
Women seem to focus more on their individual skills rather than social capital,
while men focus more on networks and make better use of resources.
Studies on the relationship between networks and social capital or social support
against the background of health inequalities show an unequal distribution. Women
seem to take on more and more time-consuming social support tasks. They have
more contact persons for problems than men. They also seem to suffer more often
from negative aspects of social relationships. Women seem to be exposed to higher
health burdens than men due to their greater social involvement.
In general, the health and health behavior of pupils and elderly people are
becoming the focus of network research. Among adolescents and young adults,
network studies often investigate cigarette, alcohol, and cannabis consumption. In
addition to cross-sectional studies, more recent longitudinal studies investigate the
inﬂuencing or selection factors. They examine the extent to which young people
choose their friends according to their preferences and needs or are inﬂuenced by
them in their behavior. Here, however, the research situation seems rather heterogeneous, perhaps also due to the different data sets and country focus. However, it is
clear that girls or young women use light drugs to a lesser extent than their male
peers and that social networks have a major effect on health behavior. However, the
extent to which gender differences exist in network effects remains to be researched.
There is also a connection between depressive illnesses and social networks, which
appears to be subject to gender-speciﬁc factors.
In old age, the focus is mainly on the phase of widowhood and the associated
network effects. Networks seem to have a positive inﬂuence on health. Nevertheless,
negative aspects of networks are also apparent and can differ according to gender.
For example, men are more likely to lose emotional support and parts of their social
contacts due to the death of their partners, while women may be exposed to ﬁnancial
stress due to their economic dependence on their spouses.
The very few studies on transpeople show that many of them live on the margins
of society and face stigmatization, discrimination, exclusion, violence, and poor
health (Winter et al., 2016).
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In conclusion, we would like to brieﬂy discuss the desiderata. Despite a number
of scientiﬁc studies, many questions are still unanswered. We would like to point out
that intersex persons6 are (almost) never considered in the studies. Furthermore,
network research has so far played a subordinate role in the analysis for the beneﬁt of
social support or social capital. But concrete questions are also hardly ever considered. While the inﬂuence of networks on risk behavior has already been very well
researched, the question arises as to what positive aspects social networks have on
health behavior, such as doing sports or giving up certain drugs. In the explanation
patterns regarding illness and the course of diseases, the question of the effects of
class, gender, and social network connections should be given more attention, not
only with newer methods of quantitative but also qualitative network research. It
would also be important to link the concept of intersectionality even better with
network research.
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People whose physical characteristics cannot be assigned to the female or male gender norm.
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