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Abstract

Background Equitable health service utilization is key to health systems'optimal performance and universal health
coverage. The evidence shows that men and women use health services differently. However, current analyses have
failed to explore these differences in depth and investigate how such gender disparities vary by service type. This
study examined the gender gap in the use of outpatient health services by Mexican adults with non-communicable
diseases (NCDs) from 2006 to 2022.

Methods A cross-sectional population-based analysis of data drawn from National Health and Nutrition Surveys of
2006, 2011-12, 2020, 2021, and 2022 was performed. Information was gathered from 300,878 Mexican adults aged
20 years and older who either had some form of public health insurance or were uninsured. We assessed the use

of outpatient health services provided by qualified personnel for adults who reported having experienced an NCD
and seeking outpatient care in the 2 weeks before the survey. Outpatient service utilization was disaggregated

into four categories: non-use, use of public health services from providers not corresponding to the user’s health
insurance, use of public health services from providers not corresponding to the user’s health insurance, and use

of private services. This study reported the mean percentages (with 95% confidence intervals [95% Cls]) for each
sociodemographic covariate associated with service utilization, disaggregated by gender. The percentages were
reported for each survey year, the entire study period, the types of service use, and the reasons for non-use, according
to the type of health problem. The gender gap in health service utilization was calculated using predictive margins
by gender, type of disease, and survey year, and adjusted through a multinomial logistic regression model.

Results Overall, we found that women were less likely to fall within the "non-use” category than men dur-

ing the entire study period (21.8% vs. 27.8%, P<0.001). However, when taking into account the estimated gender gap
measured by incremental probability and comparing health needs caused by NCDs against other conditions, com-
pared with women, men had a 7.4% lower incremental likelihood of falling within the non-use category (P<0.001),
were 10.8% more likely to use services from providers corresponding to their health insurance (P<0.001), and showed
a 12% lower incremental probability of using private services (P<0.001). Except for the gap in private service utiliza-
tion, which tended to shrink, the others remained stable throughout the period analyzed.
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diseases, Universal health coverage, Mexico

Conclusion Over 16 years of outpatient service utilization by Mexican adults requiring care for NCDs has been char-
acterized by the existence of gender inequalities. Women are more likely either not to receive care or resort to using
private outpatient services, often resulting in catastrophic out-of-pocket expenses for them and their families. Such
inequalities are exacerbated by the segmented structure of the Mexican health system, which provides health insur-
ance conditional on formal employment participation. These findings should be considered as a key factor in reorient-
ing NCD health policies and programs from a gender perspective.

Keywords Gender gap, Health service utilization, Segmentation, Outpatient health services, Non-communicable

Background

The burden of non-communicable diseases (NCDs) is
rapidly increasing in low- and middle-income countries
(LMICs) [1-9]. Its impact on the financial sustainabil-
ity of their health systems [8, 9] and the NCD-associated
costs stemming from high levels of social inequality [10]
requires that LMICs reorient the actions of their health
systems towards effectively combating NCDs (2,7, 9, 11].

Equal access to effective health services is a pillar of
health system performance [12-14] and critical from a
human right perspective on health [15-17]. Access is
achieved when individuals recognize their health needs
and demand care. It also requires that health services meet
several fundamental conditions, such as being geographi-
cally available, well-organized, affordable, of good quality,
and acceptable. People must be able to access healthcare
facilities to benefit from the supply of services, regardless
of socioeconomic condition, ethnic status, gender, or place
of residence [18]. The failure to meet these conditions
leads to suboptimal and inequitable service utilization [1],
unfavorable health outcomes [19], and loss of social well-
being [20]. Within this context, utilization is intrinsically
linked to effective access [21].

Before LMICs can address the barriers to accessing
health services [22], they must fully understand their
social and systemic determinants and pathways [23].
Despite its importance as a health determinant [24],
studies in these countries have largely ignored gender
when analyzing the effective use of health services for
the care of people with NCDs [23, 25]. According to The
Canadian Institutes of Health Research, unlike biological
sex, gender refers to the socially constructed roles, behav-
iors, expressions, and identities of girls, women, boys, men,
and gender-diverse people. It influences how people per-
ceive themselves and each other, how they act and inter-
act, and the distribution of power and resources in society
[26]. In highly unequal contexts, such as those prevailing
in LMICs, gender is rooted in an environment marked by
an asymmetric exercise of power and fundamental rights
as well as institutionalized disparities in men’s and wom-
en’s access to and use of social services [23, 27].

Gender not only influences how men and women
work, perceive diseases, and contract illnesses, but also
determines how they seek, access, and use health ser-
vices, receive care, and are treated by health systems [28].
Despite its relevance, research on health service utilization
in LMICs [1, 29-31] has assessed these differences exclu-
sively by sex, overlooking their intersection with multi-
ple social vulnerabilities [32], and thus underestimating
the health-related disparities associated with gender [25].
Gender is a critical factor in health status, care access and
utilization, and care quality. However, gender compari-
sons are incomplete without considering the underlying
social and economic conditions [33]. Studies rarely explore
the interaction of gender with variables unrelated to bio-
logical determinants, such as health insurance coverage,
income, the capacity to pay for health services, autonomy
in decision-making, the burden of family responsibilities,
and care models [27]. Additionally, gender asymmetries in
health service use are linked to how health care is organ-
ized and coordinated [34, 35].

More in-depth analyses of health system segmentation
(“health coverage of the population by position in the labor
market”) [36] are required to fully understand its impact
on meeting health system objectives such as efficiency,
effectiveness, equity, and the provision of financial protec-
tion to the population [36, 37]. Segmentation denotes an
uneven distribution of healthcare benefits among social
groups. It occurs where access to essential social services
for a substantial proportion of the population is contin-
gent on market forces with the potential to induce institu-
tionalized bias in public systems [37-40]. Constituting an
explicit government policy, the health system segmentation
simultaneously is a cause and consequence of institution-
alized mechanisms of systematic exclusion and structural
discrimination. These factors undermine the effective exer-
cise of the right to health, especially for the most vulner-
able groups [36—41]. Analyzing segmentation specifically
would shed light on health systems” underlying dynamics,
including barriers to effectively using their goods and ser-
vices [42]. Nevertheless, very few empirical studies have
addressed health system segmentation in LMICs [43].
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Mexico, the 15th largest economy [44] and 10th most
populous country in the world (second in Latin Amer-
ica and the Caribbean) [45], is experiencing a large and
growing burden of NCDs, with men bearing the brunt,
except in the case of cancers, which are more prevalent
among women [46, 47]. This is occurring within the con-
text of a society characterized by conservative attitudes
regarding gender roles [48] and a segmented health sys-
tem with a corporatist structure [36, 37]. The latter was
reaffirmed in 2020, when the government reformed
Article 4 of the Mexican Constitution [37], dividing the
population into two groups: individuals linked directly/
indirectly to the formal economy, enjoying Social Secu-
rity coverage (50.2% of its population), and the rest,
employed in the informal economy, lacking such cover-
age from a direct source [49]. To date, studies on the use
of NCD-related health services have failed to incorporate
in-depth analyses from a gender perspective [29-31, 50,
51] and have overlooked its link with health system seg-
mentation and the role of segmentation in generating
and deepening health inequalities and limiting quality
of care [36]. Furthermore, while several studies suggest
that outpatient care tends to be more discretionary and
susceptible to social norms, gender bias, and discrimina-
tion, there is limited research on this topic in LMICs [33,
52-54], including Mexico.

Based on these factors, this study examined the evolu-
tion of the gender gap in the use of outpatient health ser-
vices provided by trained personnel (doctors, nurses, and
other health professionals) among Mexican adults expe-
riencing NCDs from 2006 to 2022. We hypothesized that
segmentation in the Mexican health system exacerbated
the gender disparities experienced by women and men in
the use of services for NCD care.

Methods

Design and study population

We conducted a joint cross-sectional population analy-
sis using data from the 2006, 2011-2012, 2020, 2021, and
2022 waves of the National Health and Nutrition Survey
(ENSANUT by its initials in Spanish). We excluded data
from the National Health Survey (ENSA by its initials
in Spanish) 2000 and the ENSANUT 2018-2019 due to
a lack of comparability in measuring our outcome. The
methodological characteristics of ENSANUT have been
published elsewhere [55-59]. The ENSANUT protocols
(available at https://ensanut.insp.mx/) were approved
by the Ethics and Biosafety Committees of the National
Institute of Public Health in Mexico.

We analyzed data from 312,509 Mexican adults
(20 years and older) who were either covered by some
form of public health insurance or lacked health insur-
ance. Information was gathered from the following
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survey modules: sociodemographic characteristics, self-
reported health needs (concerning illnesses or physical
injuries from accidents or assaults) in the 2 weeks before
the survey, types of health problems, and the search for
and use of outpatient health services. After excluding
3.7% of surveyed individuals with incomplete informa-
tion on the characteristics of interest, we analyzed data
from a final sample of 300,878 adults, nationally repre-
senting 193.3 and 175.4 million women and men, respec-
tively, during the study period. The sociodemographic
and health profiles were similar for the excluded and the
analyzed individuals.

Variables
We assessed the use of outpatient health services pro-
vided by qualified personnel (doctors, nurses, and other
health professionals) to adults who reported having expe-
rienced an NCD (cardiovascular and metabolic diseases
and risk factors, neurological disorders, cancer, chronic
respiratory problems, chronic renal conditions, mental
illnesses, and drug abuse [60]) and seeking outpatient
care in the 2 weeks before the survey. This time frame
of health service utilization was selected to ensure com-
parability across the different waves of ENSANUT and
following the recommendations of the international lit-
erature which suggest that although a longer recall period
may yield a greater quantity of information, the accuracy
of the information decreases as the period increases [61].
We approached health system segmentation in Mex-
ico by disaggregating adults into two user subgroups:
(i) those receiving outpatient care from providers under
their health insurance schemes, and (ii) those receiv-
ing outpatient care from private or public providers not
belonging to their health insurance schemes. We instru-
mentalized this variable into four categories of usage
patterns: non-use=0, use of public health services from
providers corresponding to the user’s health insur-
ance=1, use of public health services from providers
not correspond to the user’s health insurance=2, and
use of private health services=3. We considered gender
as a binary variable, since data sources collected gender
in this way, without distinguishing non-binary genders.
We also analyzed a relevant set of covariates [30, 50,
51, 62-70]: (i) at the individual level: age (20-39, 40-59
and>60 years), marital status (married/free union,
divorced/separated/widowed, and single), employed in
the last week (yes=1, no=0), head of household (yes=1,
no=0), schooling (in years), health insurance cover-
age (none, Social Security or Seguro Popular de Salud),
reasons for non-use pertaining to supply-side problems
(related to opening hours, distance to the health facil-
ity, insufficient supplies or personnel, delay in the provi-
sion of care, and mistreatment by service providers), and
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reasons for non-use pertaining to the demand-side fac-
tors (personal decision, financial problems, or feeling
that care was unnecessary); (ii) at the household level:
indigenous status (yes=1, no=0), identified according to
the official guidelines, where households are considered
indigenous if the head of household, a spouse and/or an
older relative such as a grandmother speaks one of Mex-
ico’s indigenous languages [71, 72], and a standardized
index (in tertiles) comprised of factorial assets and hous-
ing materials as a measure of socioeconomic status [73],
where higher values indicated a larger number of assets
and better housing conditions; and (iii) area of residence:
rural/urban/metropolitan, covered by a social program
and ranked according to a factorial social-deprivation
index (in tertiles) including municipal access to basic
public services, housing conditions and income, where
higher values indicated higher levels of municipal social
development [74], and designated by geographic region
(Pacific-North, Border, Pacific-Central, Center-North,
Center, Mexico City and State of Mexico, Pacific-South
and the Yucatan Peninsula).

Statistical analysis

We initially calculated averages and percentages (with
a 95% confidence interval [95% CI]) for the previously
described covariates by gender, survey year, and the
entire period analyzed, as well as for the categories of
use and reasons for non-use concerning NCDs and other
health conditions (NCD). We then estimated the gender
gap in health service utilization for NCD care, based on
predictive margins and adjusted predictions (aPred) in a
multinomial logistic regression model, controlling for all
the sociodemographic characteristics mentioned above
and for survey-year fixed effects. Predictions were formu-
lated by gender (male or female), type of disease (NCD
or NCD), and survey year. Gender gaps were estimated
using the following formula:

(aPredncp yaiet | APTeANCD pae:) — 1
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Results
The study included a greater percentage of men than
women between the ages of 20 and 39 years, contrary to
our findings for the age group>60 years (Table 1). The
percentage of divorced, separated, or widowed individu-
als was greater among women (18.1% vs. 7.7%), while the
percentage of individuals married or in a free union was
greater among men (66.1% vs. 59.3%). Women’s partici-
pation in the labor market increased considerably during
the period analyzed, rising from 29.9% in 2006 to 47.5%
in 2022, but remained stable for men at approximately
78%. Although the percentage of heads of household was
greater for men (61.4% vs. 22.4%), it grew by as much as
65% for women over the years. Men reported a greater
average level of schooling (9.3 vs. 8.9 years); however, the
difference diminished towards the end of the period ana-
lyzed. Before 2019, Seguro Popular coverage was greater
among women (9.8% vs. 8.2% in 2006 and 36.7% vs. 30.2%
in 2011-2012); conversely, after 2019, the lack of pub-
lic health-insurance coverage was 65% greater among
women. The characteristics pertaining to household and
place of residence were similar for men and women: 8%
lived in indigenous homes, 40% lived in homes of low or
medium socioeconomic level, and 80% lived in urban/
metropolitan localities situated in low-marginalization
municipalities, 20% of which enjoyed coverage by social
programs. Their geographic distribution was also similar.
The percentage of adults reporting health problems in
the 2 weeks before the survey was greater among women
than among men (12.4% vs. 8.6%, P<0.001) (Fig. 1, Panel
A). It peaked in 2011-2012 (15.9% vs. 11.7%, P<0.001)
but decreased in 2022 (13.4% vs. 8.0%, P<0.001) (Fig. 1,
Panel A). Among adults who reported health needs, the
percentage of those presenting at least one NCD was also
slightly greater among women during the period of analy-
sis (22.8% vs. 21.4%, P<0.1) (Fig. 1, Panel B). It decreased
from 19.2% (vs. 16.4%, P<0.001) in 2006 to 18.1% (vs.

Gender gap, =

-1, x 100

(aPred NCD female,t | APredycp forma le,t) -1

In this metric, positive values indicated a greater incre-
mental likelihood (percentage) of occurrence for men
than for women regarding health service utilization for
NCD care and health needs unrelated to NCDs. These
gaps and their 95% Cls were computed using a nonlinear
combination based on the delta method in the Stata sta-
tistical package nlcom command [75, 76]. We performed
all analyses considering a complex survey design and
sampling weights using the svy package module [77].

14.2%, P<0.001) in 2011-2012, but then increased and
stabilized at approximately 26%, with no differences
observed between men and women (Fig. 1, Panel B).
Additional estimates (Annex 1) show that, after control-
ling for all previously described covariates, the relative
likelihood of reporting at least one NCD was 23.1% lower
in men than in women (relative probability ratio=0.769,
95% CI: 0.675, 0.877). It increased with age and among
those who were not working or had less education.
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Panel A. Prevalence of self-reported health needs
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Panel B. Prevalence of self-reported NCD health needs?
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Fig. 1 Prevalence of self-reported NCDs and other health needs among Mexican adults according to gender, 2006-2022. “Prevalence estimates
for adults who reported a health problem in the 2 weeks prior to the survey. Data drawn from the 2006, 2011-2012, 2020, 2021 and 2022 waves
of the Mexican National Health and Nutrition Survey (ENSANUT by its initials in Spanish). Estimates based on complex survey design and sampling

weights

Among those who reported health needs (Fig. 2), the
percentage of health service users was greater for women
than for men (66.7% vs. 58.4%, P<0.001). This percent-
age declined from 46.3% (vs. 38.5%) in 2006 to 39.7%
(vs. 31.8%, P<0.001) in 2011-12, but then increased sig-
nificantly to 84.5% (vs. 78.6%, P<0.001) in 2022 (Fig. 2,
Panel A). Among those adults who sought NCD care, the
percentage of users, which grew towards the end of the
period analyzed, was similar for men and women (77%),
except in 2006 (62.2% vs. 54.2%, P<0.001). It fell to 45%
in 2011-2012 and then increased to approximately 90%
in subsequent years (Fig. 2, Panel B).

The primary reasons for not using health services were
related to the demand-side factors (86.0% in women
vs. 89.7% in men) (Fig. 3, Panel A). The percentage was
consistently lower for women, with the largest differ-
ences observed in 2020 and 2021 (77.3% vs. 84.1% and
85.3% vs. 88.9%, respectively), during which time rea-
sons for non-use referred predominantly to the supply-
side issues. Self-reports of these reasons for non-use
grew significantly among those who sought NCD care
(Fig. 3, Panel B). They increased among women, espe-
cially in 2021 when differences were greatest compared
to men (42.5% vs. 30.9%).

Estimates from the multinomial logistic regression
model showed a growing demand for public health
services corresponding to the user’s insurance and
an increasing shift of individuals to the private sector
(Table 2). Regarding service utilization for NCD care,
we found that women were less likely to fall within the
non-use category than men (21.8% vs. 27.8%, P<0.001)
during the entire study period. Men demonstrated a

lower likelihood of using health services from providers
corresponding to their insurance than women (47.6% vs.
51.5%), while the use of public health services from pro-
viders not corresponding to the user’s insurance and the
use of private health services showed minimal differences
between women and men (2.6% vs. 2.5% and 24.1% vs.
22.0%, respectively). However, when taking into account
the estimated gender gap measured by incremental prob-
ability, and comparing health needs related to NCDs
against other conditions, men had a 7.4% lower incre-
mental likelihood of falling within the non-use category
than women (P<0.001), were 10.8% more likely to use
services from providers corresponding to their health
insurance (P<0.001), and showed a 12% lower incremen-
tal probability of using private services (?<0.001). Con-
versely, they had an incremental probability 13.5% greater
than women of using public services from providers
not corresponding to their health insurance (P<0.001).
Except for the gap in the use of private services, which
tended to decrease, the rest remained stable over the
period analyzed (Table 2).

Discussion
The results of this population-based study affirmed the
existence of gender inequalities in the use of outpatient
care for NCDs by Mexican adults throughout the nearly
2 decades analyzed (2006—-2022), structurally determined
by the segmentation of the Mexican health system.
During this period, self-reported NCDs in Mexico
increased among both genders, consistent with other
national, regional, and global estimates [46, 47, 78, 79].
Although previous research has indicated that women
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Panel B. NCDs
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Fig. 2 Use of qualified outpatient care by Mexican adults, 2006-2022. Data from the 2006, 2011-2012, 2020, 2021 and 2022 waves of the Mexican
National Health and Nutrition Survey (ENSANUT by its initials in Spanish). Estimates based on complex survey design and sampling weights
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weights

utilize health services more frequently than men, it is
not consistent across all social groups. Generally, it
depends on the type of service required. It is mediated
by other factors such as income, age, ethnicity, and place
of residence, as well as by variables linked to the type of
health financing scheme and the organizational structure
of services [27, 80].

The differences in service utilization patterns between
men and women reflect three basic trends as follows.
First, men and women experience different types of
needs, with women having higher rates of morbidity
and disability throughout their lives [27, 80]. Further-
more, given their longer life expectancy, women are
more likely to experience age-related chronic diseases

[27]. Second, how men and women use health services
differ, stemming from gender-influenced socialization
processes that determine how people recognize symp-
toms, perceive diseases and seek care [27]. This dynamic
is shaped by cultural expectations, including the fact
that women more frequently play the role as caregivers.
This renders women more adept than men at detect-
ing symptoms, resulting in women being more familiar
with formal and informal health-care processes. Dif-
ferences also exist between men and women regarding
their levels of health literacy, defined as “the ability to
obtain, understand, evaluate and use basic health infor-
mation and services to make well-founded health deci-
sions” [27, 81]. Finally, usage patterns are shaped by
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Table 2 Gender gap in the use of qualified outpatient services for NCD care, 2006—-2022
2006-2022 2006 2011-2012 2020 2021 2022
Incremental risk attributable to NCDs, % [95% Cl]
Panel A. Non-use of outpatient health services
Men
Non-NCDs (A)  42.8 [40.8,44.8] 64.8[62.5,67.1] 7291(71.1,74.7] 29.8[26.6,32.9] 21.3[185,24.1]  23.3[204,26.2]
NCDs (B) 27.8[254,30.2] 47.6[44.2,51.0] 584[553,61.6] 18.8[16.1,21.6] 125[104,146] 13.0[11.0,15.0]
Women
Non-NCDs (C)  35.0[33.4, 36.6] 57.0[54.7,59.3] 66.0 [64.1,67.8] 23.41[208,259] 16.3[14.2,184] 18.0[15.6,20.3]
NCDs (D) 21.8[20.0,23.5] 39.7 [36.7,42.7] 504 [47.5,53.3] 14.3[12.3,164] 94(7.9,109] 9.7183,11.2]
Gendergap®, % —74[-11.2,—36] —-129[-178,-80] —159[-216,—-103] —-49[-85,—-12] —-31[-64,01] -33[-6.1,-05]
Panel B. Non segmented use/use according to public health insurance
Men
Non-NCDs (A)  26.6[25.0, 28.3] 17.6[16.0,19.2] 12.2[11.0,13.3] 27.7 [24.5,30.8] 34.0[308,37.3] 405([37.1,43.9]
NCDs (B) 47.6[44.9,50.3] 35.6[32.5,387] 26.9[24.2,29.6] 48.2[44.1,52.4] 553[51.2,59.3] 62.2[586,658]
Women
Non-NCDs (C)  30.0 [28.6,31.5] 21.3[19.6,23.1] 15.2[13.9,164] 30.0[26.9,33.1] 359(32.8,39.11  43.1[39.8,464]
NCDs (D) 51.5[49.0,53.9] 40.9[37.9,44.0] 32.0[294, 34.6] 50.7 [46.7,54.7] 57.01([53.1,61.0] 64.3[609,667.7]
Gendergap?, % 10.8[4.9,16.7] 11.8[6.8,16.8] 94156,13.1] 75101.6,13.3] 62[-05,129] 85[1.1,159]
Panel C. Segmented use—public/use of another public health provider
Men
Non-NCDs (A)  1.6[1.2,2.0] 1.8[1.2,23] 0.710.5,0.9] 1.8[1.2,2.5] 1901.2,2.7] 1.7[1.1,24]
NCDs (B) 2.5[1.7,34] 321[20,43] 1.310.8,1.8] 2.8[16,4.0] 2.71[1.5,4.0] 2411.3,35]
Women
Non-NCDs (C) 1.8 [1.4,2.1] 211015,27] 0.81[06,1.1] 191[1.3,26] 191[1.3,26] 1.81[1.1,24]
NCDs (D) 26[1.9,34] 35[24,4.7] 1.5[1.0,2.1] 2.8[1.7,4.0] 2.71[1.6,3.8] 23[1.3,34]
Gendergap?, % 13.5[2.8,24.1] 13.9[5.7,22.1] 10.7 [5.1,16.3] 9410.2,185] 82[-24,188] 119[-33,27.0]
Panel D. Segmented use—private health provider
Men
Non-NCDs (A)  29.0[27.1,30.8] 159[14.2,17.5] 14.2[129,15.6] 40.7 [374,44.1] 42.81[39.1,46.5]  34.5[30.8,38.2]
NCDs (B) 22.0[19.9,24.1] 13.6[11.8,15.5] 1341011.6,15.1] 30.1[26.7,33.6] 29.5[25.8,332] 22.5[194,255]
Women
Non-NCDs (C)  33.2[31.7,34.7] 19.5[17.8,21.3] 18.0[16.6,19.5] 44.7 [41.5,47.9] 4581[42.4,49.3] 37.2[33.7,40.7]
NCDs (D) 24.1[22.0,26.3] 15.9[13.9,17.9] 16.1[14.2,18.1] 32.1[286,35.7] 309([27.1,346]  23.6[205,26.6]
Gendergap?, % —120[-194,—46] —246[-419,—73] —414[-87.1,44] —-78[-140,—15] —-48[-98,03] -49[-9.1,-07]

Regression model adjusted for all characteristics described in Table 1. Estimates based on complex survey design and sampling weights

2 Calculated according to the following formula: ((((B/A) — 1)/((D/C) — 1)) — 1) x 100. Regarding health-service utilization for NCD care, positive values indicate higher
probability of occurrence for men than for women. Data from the 2006, 2011-2012, 2020, 2021 and 2022 waves of the Mexican National Health and Nutrition Survey

(ENSANUT by its initials in Spanish)

structural and institutional factors (less documented)
that facilitate or hinder access to health services. These
factors are entrenched within existing gender biases in
the health-care systems that encourage greater utiliza-
tion by women through the medicalization of normal
biological processes and pregnancy and the availability
of financial subsidies for services to be more likely to be
used by women. In addition, the structural challenges
of health systems include segmentation and fragmenta-
tion, which generate inefficiencies in providing care, as
well as healthcare financing mechanisms that may favor
one gender over the other [27].

In segmented health systems such as the Mexican one,
where health insurance coverage is a condition linked to
engagement in the labor market (higher labor partici-
pation rates result in greater coverage through employ-
ment-based schemes) [36], it is important to highlight
this trend as a structural enabling factor for the use of
health services [24, 82]. To approach the concept of
labor market engagement, it is common to use the rate
of female participation in the labor market or female
economic participation, defined as the total number of
employed women aged 15 years or older, as a propor-
tion of the total number of women in that age group,
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compared with a similar indicator for men [83]. We
found that the participation of women in the labor mar-
ket during the 17 years analyzed increased markedly,
rising from 29.9% in 2006 to 47.5% in 2022. This finding
aligns with other recent studies in Latin America show-
ing a similar increase in the region over the last 30 years,
while statistics for men have remained relatively stable
[83]. As a result, the gender gap has narrowed, drop-
ping from almost 36% in 1993 to 23% in 2021, affecting
the distribution of household tasks within many families
[83]. However, the magnitude of the change varies by
country, with Mexico exhibiting one of the lowest female
labor participation rates in Latin America (45%), which is
below the regional average (53.3%) [83]. Mexico also has
one of the lowest rates among countries in the OECD,
only surpassing Turkey [35]. Moreover, women experi-
ence higher levels of precarious employment and are
more likely to work in the informal sector [84]. Despite
the positive trend indicating greater female participation
in the labor market, recent years have witnessed a slow-
down in the rate at which the gender gap is narrowing, a
development compounded by the COVID-19 pandemic
[83]. The inequality of opportunities between men and
women regarding access to the labor market has a pro-
found social impact, imposing high economic costs and
consequently preventing the economy from realizing its
full growth potential. It is noted that as many as 56% of
women in the country work in the informal sector, which
further worsens gender inequalities [85]. However, at an
individual level, the participation of women in the labor
market provides them immediate and long-term benefits,
such as financial independence, and the ability to enjoy
health insurance coverage and accumulate savings for
retirement [83].

Women are more involved than men in household and
caregiving duties, such as caring for family members:
40.9% of women versus 14.2% of men provide care for
other people [86, 87], with 75.1% of the care being pro-
vided by women and 24.9% by men [87]. The amount of
time women dedicate to these tasks renders them less
available to work in the labor market and participate in
other activities. It is one manifestation of gender ine-
quality, which in turn, frequently translates into limited
access to healthcare coverage and utilization. In Mexico,
it has been documented that, during the COVID-19 pan-
demic, paid jobs became more precarious. At the same
time, the brunt of unpaid work was shouldered mainly by
the most vulnerable women (those with low income, liv-
ing in union and those with children), with regard to both
domestic and caregiving work [86]. Previous evidence
had shown similar results in Mexico. A detailed analy-
sis of female participation in the Mexican labor market
revealed that the traits of discrimination expressed as
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occupational segregation, wage disparity, benefits and
social security, place women in low-skilled and informal
activities [88, 89]. For example, in Mexico the probabil-
ity of women joining the labor market decreases if they
are living with a partner, where the man is identified as
the head of the household and the provider for the family
[88-90].

The previously mentioned gender differences in
health service utilization, with women more frequently
visiting doctors and making more intense use of hospital
services and home health care [27, 80]. However, simple
assessments of these differences underestimate gender-
associated disparities if they fail to consider underlying
health needs [25]. Analyses like ours, which recognize the
role of these needs in motivating individuals to seek care,
and also take into account the differences in health needs
between men and women, show that, among people with
similar health profiles, and controlling for observable
characteristics, older women are substantially less likely
to use outpatient health services than their male counter-
parts [25]. Additionally, we found that women were 23.1%
more likely than men to suffer from at least one chronic
condition and this trend intensified with increased age,
unemployment, and lower levels of education. This find-
ing is consistent with other studies that have reported
that women are more likely to experience multimorbidity
(two or more coexisting conditions) [91].

Our study breaks new ground by highlighting how
the segmentation of the Mexican health system, which
provides differential care for populations depending on
whether they are employed in the formal sector of the
economy, contributes to accentuating the disadvantages
that women experience in the use of outpatient services
when faced with health needs related to an NCD. We
have documented that men are systematically more likely
to receive care in an institution covered by their insur-
ance or in another public institution. In contrast, women
are more likely either not to receive care or to use pri-
vate outpatient services. The segmented Mexican health
system conditions the use of health services according to
the type of insurance coverage that an individual enjoys,
which, in turn, is linked to employment status. The right
to health and labor benefits is thus restricted, potentially
undermining the effectiveness of the public health policy
efforts of the Mexican government, with women suffer-
ing the greatest social disadvantages [35].

Although both genders have experienced an increase
in the percentage of adults using health services for
perceived needs, women continue to be at a disadvan-
tage in receiving care from public institutions. They are
more likely to seek care in the private sector, and thus
face greater risk of catastrophic out-of-pocket expendi-
tures for them and their families [92, 93]. This suggests
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that during the process of seeking and using outpatient
services, men with NCDs in Mexico enjoy advantages
and are more successful in overcoming the barriers
imposed by health institutions that provide differential
care depending on employment status. Future studies
should explore the coping mechanisms that individuals
of different genders utilize to eliminate these barriers.
Additionally, it is important to consider that our find-
ings indicate that women experience a greater number
of NCD-related health needs may reflect the “inverse
care law” [94], which states that “the availability of good
health care tends to vary inversely with the need for it
in the population served.” Unfortunately, this law still
holds in LMICs [95, 96], where the socially disadvan-
taged—women in this study—receive less and poorer
quality health care despite having a greater number of
health needs [95, 96]. This is attributable not only to
financial barriers and segmented health systems, but
also to social inequalities in seeking care and enjoying
financial protection. If we also consider that only 50%
of those who seek care for NCDs receive treatment, and
of these, only 50% are successfully treated, we can more
effectively measure the magnitude of the disadvantages
suffered by women in caring for their health related
to NCDs [97]. It is imperative to invest in health sys-
tems that ensure universal health coverage (UHC) with
equity, provided in proportion to need, thus improving
the population’s health as a whole and reducing health
inequalities [95].

These results illustrate the enormous challenges facing
LMICs in designing and implementing gender-sensitive
health policies, a key mechanism for moving toward
UHC, particularly when health insurance highly depends
on formal employment participation. The increase in
the population aged 60 years or older, especially among
women, should inform the design of long-term health
policies and programs that take the gender perspective
into account. Mexico will have to implement such poli-
cies and programs in the context of a health system that
has been under tremendous pressure, instituting major
reforms over the last 5 years. These developments have
deepened the system’s segmentation, reversed its decen-
tralization, and generated an operational inability to
maintain an adequate supply of medicines. In addition,
such pressures have undermined access to health ser-
vices, adversely affecting the system’s financial viabil-
ity because of reduced public spending on health. This,
in turn, has contributed to limiting the supply of public
health services and displacing demand toward the private
sector [98, 99] among people in all socioeconomic strata.

Our study had several limitations. The first relates to its
cross-sectional design, which did not allow for a causal
interpretation of the results. Second, the study data were
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self-reported and may have been subject to recall bias.
Nonetheless, previous studies have supported the reliabil-
ity of self-reports regarding health needs related to chronic
diseases [100] and health-care services [101, 102]. In addi-
tion, the literature has established that only 50% of those
who suffer from these diseases are aware of their diagnosis
[97]. Although there is a certain degree of underestima-
tion of health service utilization after long recall periods,
there is no evidence that recall biases differ by gender.
Hence, our results should probably be considered con-
servative. Third, we did not evaluate factors related to the
characteristics of health service providers, such as profes-
sional experience, specialty and available resources, or as
geographic and social access [103]. When analyzing the
gender gap in health-service utilization, we only partially
documented the discrimination that women face in the
process of utilizing health care, without considering the
degree of evolution or severity of the disease. It has been
noted that women suffer sequential and progressive dis-
crimination in seeking care for NCDs in both outpatient
and hospital care, among other contexts [25, 104]. Finally,
our study did not consider relevant variables concerning
attitudes toward specific health problems, which could dif-
fer between men and women, and are significantly related
to service utilization. These variables include the degree
of interest in health, responses to specific symptoms, and
family demands [80]. It is clear that women are gener-
ally more likely to experience health needs resulting from
NCDs than men, in contrast to the differences between
men and women regarding the burden of disease due to
NCDs [47]. This discrepancy could be explained by differ-
ences in the ways in which they conceptualize diseases that
are socially constructed in relation to feminine and mascu-
line characteristics and social roles [105].

Conclusions

We found a notable and persistent gender gap in the use
of outpatient services in Mexico. When controlling for
health status, women had a greater incremental risk of
not using outpatient services and instead using private
services for NCD care, indicating a gender-based issue in
timely and equitable health-service utilization for women
and men. The segmentation of the Mexican health system
exacerbates the gender disparities experienced by women
in the use of these services and this should be considered
in any efforts to reorient health policies and programs
towards combating NCDs from a gender perspective.

Abbreviations
NCDs Non-communicable diseases
UHC Universal health coverage

LMICs Low- and middle-income countries
ENSANUT  National Health and Nutrition Survey
OCDE Organization for Economic Cooperation and Development
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