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American women are often in the role of being a health advocate, guide, or guardian for family and friends. An examination of gender differences is virtually absent from American-focused health communication literature. I review the topic from an international, professional, and historical perspective and include qualitative data from health communication professional interviews to document and explore this role. Explanatory themes of nature and nurture, as well as collectivism and having the ability to keep track of details, are explored as reasons why women take on these roles to a far greater degree than men. Suggestions for future research are included to encourage more health researchers to add to the academic literature.
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1. Introduction

The focus of this research is health communication practitioners' views on the unpaid work women do as health advocate in American families. Feminist, cultural, sociological, and psychological concepts are applied to explore the qualitative themes from practitioner interviews. Although the geographic focus of this research is centered in the United States, the topic of women's role in providing health guidance should be an international priority. Very little research has addressed this across the globe, except for Judith Wuest's work in Canada. Just over half of the world's population is female, but the topic of this research impacts nearly every person in the world because women play an essential role in people's health. Whether it be a mother, sister, daughter, aunt, grandmother, or cousin, women are overwhelmingly and naturally drawn to this health-helping role. While this topic is unofficially acknowledged by many academicians and practitioners, research on the topic is scant. The present article is an attempt to begin to fill that gap and encouraging more research into women in the unpaid health advocate, guide, or guardian role.

The American family has changed in many ways over the past several decades and is no longer mostly defined as by dads who work outside the home, moms who primarily work inside the home, and children. Today a “family” is defined by the people who comprise it. They may be married or not, have children or not, be the same gender or not, both work outside the home or not, be extended (i.e., grandparents, aunts, uncles, etc.) or not, and are largely able to define their gender roles how they see fit. Families may not even live under the same roof; our family is who we say they are—the people who love and support us. Further, when I refer to women in this article that includes anyone identifying as a woman, cis-gender, trans-gender, and non-binary alike.

Families contribute to our health in many ways. Parents and guardians teach their children directly and indirectly how to take care of themselves, how to eat healthy, how to navigate the world, and hopefully, how to stay safe and well. Ideally, they support our mental health and help us know how to support others. But families can also be unhealthy, unhelpful, and indirectly teach us negative coping strategies.

Regardless of all these factors, women largely remain health advocates, guides, and/or guardians for the family. Women often take this role on instinctively, having served in that capacity for generations, millennia even. This role has both advantages and disadvantages, and I will cover both to some degree in this article with the goal of making the role more transparent and encouraging more discussion in the literature. To be clear, this doesn't mean there aren't men or non-binary individuals who function as a health advocate for various reasons—it takes a village—but it is time to better understand to what degree there may be a gender difference or imbalance.

The motivation for this article began many years ago while researching various health communication topics but not seeing much, if anything, about this obvious role of women health advocates. While informally talking to other health communicators, professional and academic, nearly everyone agreed with the idea, but few, if any, could point directly to a body of literature. This gap was the opportunity for this research. I will review two key areas that connect to existing academic literature—the processes involved in women caring for family members (Wuest, 1997, 2001; Wuest et al., 2002; Read, 2007) and women's health work viewed through a feminist lens (Gary et al., 1998; Im, 2000; Zimmerman and Hill, 2000). Gary et al. (1998) has written, “The effect on women related to the extended caretaking roles that they perform has not yet been studied adequately” (pp. 146–147). Perhaps some readers will connect this research area under the broader inquiry of mothers' invisible mental labor (Robertson et al., 2019).



2. Academic research on women as health advocates

Few researchers have examined the topic of women's role as health advocates, but Judith Wuest, a Canadian scholar, has made helpful contributions to the area, though she focuses primarily on women as caretakers (Wuest, 2001; Wuest et al., 2002), an important but narrower research focus. Regardless of the difference in focus, Wuest sheds light on the previously unacknowledged topic of women providing unpaid health care for ill family members (Wuest, 1997, 2001; Wuest et al., 2002; Read, 2007). She provides insights into why women are more likely to care for ill family members, including patriarchal social structures, unquestioned gender roles in our society, and political and/or economic influences (Wuest, 1997, 2001; Wuest et al., 2002; Read, 2007). All these factors are slow to change but investigating them to understand and acknowledge how and why they exist is an important step to see how the division of health labor may be inequitable. Similar to the gender inequities we see in faculty work (Winslow, 2010; O'Meara et al., 2017), it is important to better understand the health-related work that women do within the home.

It is important to continue “questioning previously unquestioned societal norms and structures that influence women's health” to understand, acknowledge, and compensate for the contributions that women make inside the home (Wuest et al., 2002, p. 795). Regardless of the increases in working women (see Figure 1), women still tend to serve as principle caregiver across various cultures and, as such, are more often responsible for their own and various family member's health needs (Wuest et al., 2002). Because these roles are socially determined, rather than biologically, they must not be ignored or taken for granted. The demands on women originate both internally and externally from self, partners, children, parents, extended family, and society (Wuest, 1997). These societal structures continue because people with ideals differing from the mainstream tend to be marginalized (Wuest, 1997; Zimmerman and Hill, 2000). Women who maintain the caring ideals reinforce traditional gender roles. Hay et al. reported in a 2019 article Lancet article, “health systems reinforce patients' traditional gender roles and neglect gender inequalities in health” (Hay et al., 2019, p. 2535). They do also share that these inequalities can be disrupted and transformed through community involvement and activism and policy reform.


[image: Figure 1]
FIGURE 1
 Gender of American workforce. Public domain image reprinted from U.S. Census Bureau, 2017 American Community Survey (Census.gov).




3. Feminism and women's health roles

Despite challenges and improvements, American culture is still dominated by a normed male perspective (Gary et al., 1998; Iacoviello et al., 2022). Both men and women are still commonly stereotyped based on gender roles, often leading to women taking on more responsibility for health-related care. Both men and women would benefit from a shift to more accurately redefine and acknowledge the roles, and responsibilities, that both men and women play in society. Part of this shift would need to address that “(a) gender roles are socially constructed, (b) patriarchal domination of women occurs within families, (c) women's consciousness reflects their caring experiences, … and (e) women are agents of social and political change” (Gary et al., 1998, pp. 142–143). Iacoviello et al. (2022) found “traditional masculinity as being valued by other men but not by society as a whole or by women” (p. 7).

The impact on women taking on multiple roles, inside and outside the home, is uncertain; research has found positive and negative outcomes related to stress (Im, 2000). One thing to consider when reviewing findings is that dominant, male-centered views may impact interpretation. “Gender-based characteristics of women's work have served to exacerbate the exploitation of female labor, ultimately making women's work invisible and devalued” (Im, 2000, p. 108). This is not meant to perpetuate the idea that health care is only women's work, but to make the point of its invisibility in our society. These factors likely impact how we view what is valued as scientific inquiry, hence the paucity of information about women in this role of health guardian.

Though not framed under a feminism, Berg and Woods (2009) provide a thorough discussion of the global impact of caregiving on women's health as they are tied to the United Nations General Assembly's Millennium Development Goals. Key points included:

1. Informal caregiving is a global health issue for women because they serve in that role more than men in nearly every nation, specifically 75% of informal caregivers in the u.s. are women.

2. Social convention demands this work of women, from elders to spouses to children, but men are rarely responsible or accountable for these tasks.

3. Consequences of women's unpaid and unrecognized health work include lost employment-related opportunities, added stress, mental health challenges, reduced personal time, and possible physical consequences, but the latter has received little research attention.



4. Business communication and female focus

Another way health roles are likely maintained is the strategy used by communication firms, like advertising agencies. Advertising and marketing conduct extensive research about health decisions related to care and products that form consumer market strategy. Although much of this research is proprietary, some is released to mainstream media and helps document the extent of the phenomenon—“~80% of all mothers are responsible for selecting their child's doctor, taking children to doctor's appointments, and follow-up care” (Kaiser Family Foundation, 2003, p. 1). These numbers decreased slightly in the 2017 edition of this report, but only by a couple percentage points, and have remained steady over the years (Kaiser Family Foundation, 2018).

Several authors in popular and news channels acknowledge the pivotal role women play for families' health, even with a more active and inclusive family including all parents (Pourmassina, 2014). Linda Pourmassina conveyed, “though men are more health conscious today than ever before, and there has been a rise in the number of stay-at-home dads and devoted male caregivers, the majority of familial health decisions tend to remain in the hands of women” (2014, p. 1), even in the case of notably surgeon and TV personality Dr. Mehmet Oz. “Women are often more vigilant, not only about their own health but also the health of those they care about” (Oregon Health and Science University, 2021, p. 1).

Nick van Terheyden, MD, CMO at Dell Health was quoted in a TopLine MC Alliance story saying,

Women play a central role in the delivery and support of healthcare in the system, their families and in the home. They are oftentimes the primary caregiver in families with young children and older relatives, and while these are shared responsibilities, frequently women are the main contact point and coordinator for care for everyone in a family. There's some genetic component to this—perhaps a caring gene that is more pronounced in women.” Moreover, it is “women in our society who are tasked with the caregiving/care coordinating roles for our elders and our children” (TopLine MD Alliance, 2016, pp. 1–2).
    Hildrun Sundseth, President of the European Institute for Women's Health and leading women's health advocate called women the “custodians of family health” because they do everything from caring for sick children and elderly parents to encouraging husbands to see their doctor. She stated, “even though I was working when my children were young, it often fell on me to look after them when they were sick.” (Vaccines Today, 2015, p. 1).



5. Historical views of women and health

To trace historical views of women's health in the U.S., we find clues and insights from the 1960s book Medical Sociology (Mechanic, 1968):

• Women lived longer than men and had more coping skills in taking care of themselves because of prior socialization.

• Related to a longer and happier life, the “advantages of marriage also seem to be greater for men than for women, suggesting that women may have better coping skills for living by themselves” (p.180).

• Although women reported physical and mental illness to greater rates while still living longer, the topic “received surprisingly little attention from sociologists” (186).

• Women may report more symptoms than men, not because they experience more, but because they have more interest in and knowledge of health making it more salient for them.

• Socialization patterns allow women to report health concerns more readily and appear less stoic compared to men.

• “Because of their social roles, women may be able to accept and accommodate illness with less social cost than men” (p. 188).

• Women were more likely to take a health action because they were more likely to perceive and organize health symptoms as reportable.

Women, Health and Medicine in the 1990s discussed whether women reporting more mental health issues was a sign they had been “driven mad” by oppressive social structures or if they were more likely to be labeled neurotic by professionals and lay people. The publications of the time clearly situated keeping a clean home as a housewife and mother's job. “Social expectations place responsibility for the family's health on the woman of the house” (Miles, 1991, p. 204).



6. Primary data method

The overarching goal of this inquiry is to explore if, and why, women are more often in the role of health guardian for the American families. Although this is a perspective piece, I wanted it to be based on data as well as literature and observations. I received approval for the research study from my university's human subjects review board and used qualitative semi-structured interviews to learn from subject-matter experts (e.g., professional and public sector health communicators) who provided informed consent prior to participation.

I chose the participants for this study because they were currently or had recently done work for a health client in a communication agency. I identified potential participants by finding agencies that had health clients and then contacting the agency to see who did strategy or planning for those accounts. The author purposefully focused on communication professionals to serve as subject-matter experts to obtain a broader perspective (not just one's own experiences, but others too). This focus proves to be both a limitation and a direction for future research.

The author conducted interviews until identifying reoccurring themes but did not collect data the point of saturation because the article's goal is thought provocation and to encourage more research in this oft-ignored area. The purposive sample included 12 people, including agency professionals with five to over 20 years' experience. Participants included more women (nine) than men (three) living/working in various geographies across the United States, including Northeast, Southeast, Midwest, Southwest, and West. Their ages ranged from early 30s to late 60s and identified ethnicities included White, Latinx, and Black.

I conducted 30–45-minute interviews either in person or over the phone and audio-recorded them with the participant's permission. The semi-structured interview topic that started the conversation was whether the participant perceived a gender difference in who most often served as they health guide/gatekeeper/advocate for families. The conversation was flexible to include personal and professional experiences, but maintained focus on the question of who the health advocate for the American family was and why. Although unstructured, the interviews were surprisingly similar without much intervention from the researcher. The examples were different, but the themes were consistent across participants. I did verbatim transcriptions of the interviews and analyzed them by looking for themes and relationships.

As is common with qualitative-based inquiry, I want to disclose some things about myself as the researcher and author so the reader can better understand the lens I view the world through. I identify as a cisgender woman. I am married to a man, have two teenagers, and research health communication. While I would not tell people I am a feminist, I do align with those ideals and believe our society should move toward equity and inclusion across all areas of diversity. As a strategic communication teacher-scholar, I have also drawn on my observations that women are the target audience more often for health-related communications.

This research applied thematic analysis techniques to the qualitative data from verbatim interview transcripts. Like the inductive, emergent process advocated by Strauss and Corbin (1990), open, axial, and selective coding was used. As the researcher read through the transcripts, they made notes of open coding categories. These categories included participant emotions, personal experiences, professional observations, health-communication work examples, inquiries, solutions, personal background, etc. In the axial coding stage, the author identified whether the search activities were focused on nature or nurture, as these groupings emerged as explanatory. Finally, selective coding identified relevant theoretical concepts and applicable research streams.



7. Primary data insights

All research participants indicated that women serve the role of the average American family's health guide, gatekeeper, and advocate. This came from both personal and professional experiences. Participant F offered that, “It is undoubtedly the mom, there is a gender divide, 75% skewing female. Women are more likely to go to doctor, take meds, 10 times more than men, and better in terms of health.”

Participant B summarized their thoughts this way,

It's the woman of the family…if we think about any of our programs who focus on caregivers, it definitely skews female, 30s to 60s depending on what the challenge of the family is … the women is viewed as the key decision maker and the one that recognizes a health problem especially if her husband and encourages him to seek healthcare, because men have been shown to ignore it longer.

Participant C agreed,

Yes, it is very accurate that women are in that role and a given in the healthcare industry. They are the decision maker or the gatekeeper. My wife just kind of takes on that roll, it's not that I can't do it. I have never had a healthcare client that didn't agree with that.

Once I had established that women overwhelmingly served in this health-advocate role, I found two key themes help to explore the reasons why: nature and nurture, or biology/evolution and societal roles.


7.1. Nature as explanation: biology and evolution

A common theme across most participants revolved around the idea that women are genetically more adept at the tasks necessary to guide health situations, big and small.

• Participant F shared, “Why? Nurturer, caretaker, organizer…women are wired with nurturer tendency.”

• Participant A said about women, “We always seem to have this list in our heads to keep track of.”

• Participant E felt that “women are more open and do more research to making decisions, higher involvement.”

• Participant F added that it's an “evolutionary role of preserving health and house.”

• Participant H shared that “women tend to be very interested in information seeking, helping with details, and seeing signs of health concerns.”

• Participant A said, “I have often wondered why, it just seems to be how our brains work, this never-ending list of tasks, it is the women who remembers the details. Maybe something with motherly instinct. Something too about women are more attuned to detail.”



7.2. Nurture as explanation: societal roles

Much of the nurturer theme focused on the role that women historically occupied in the U.S. as primary caretaker for the family. Though this has changed some in recent decades, women are still more likely to occupy this space. More men are taking on a more active role and wanting to help more, but change is often slow. Some references to more work in the home than outside included:

• Participant D said, “my mom had more flexible time”

• Participant D further shared, “my wife has more flexible time. I think it is whoever is the primary caretaker by default makes more decisions.”

• “or decades of women running the home,” was added by Participant A.

• Participant's C's boss told them, “women learn how to take care of their health earlier on. Women encourage men to take care of themselves in the same way. Women's role evolves when they get married often.”

• Participant G thought it was due to the “traditional running of the house.”

• And Participant D summarized their thoughts this way—“may be more likely to be women because they are still a leader in more families.”

Participant E stated,

Women in household have most of the powerful decisions regarding their children but they also have a huge say or are solely responsible for their parents, and spouse and kids, sandwich generation…this will continue to happen from now on because people are living longer, assumed responsibility. The women in the family are responsible.

Participant F conveyed,

Even though things have changed, and women work, I see many women who want men to help more with health and family. New generation of fathers are more involved so this will be changing. I work a lot with midlife women and there are a lot of body changes and that forces them to be more open and attentive to their health. That doesn't happen to men and they don't go.

Nature and nurture are not always distinctly defined topics, but the two seem to represent the data most accurately in this study. The participants enjoyed sharing their thoughts on this topic as it was something they had pondered often previously.




8. Discussion

I believe this research has extended the conversation about the work women provide in caring for the American family. This care goes beyond the end-of-life care, previously focused on (Wuest, 1997, 2001; Wuest et al., 2002; Read, 2007). I also endeavored to follow feminist research principles and worked to reduce oppression and position findings that are useful to women, through examining the social, political, and social structures. To that end, the two main themes about why women bare more unpaid healthcare work inside the home were nature and nurture. Several areas of psychological literature may help understand why women are more responsible for health work in the home:

• Women are more collectivistic and work toward the good of the group over their own individual interests (Cuddy et al., 2015). This is interesting to think about since American culture tends to be more individualistic compared to other cultures (Hofstede, 2011), but women are on the collectivistic side, at least compared to men. Is this why they tend to care for other's health more often?

• Women tend to be better at the details related to health care (Joshi et al., 2020).

The latter theme was commented on in the 1960s Medical Sociology book as well. Why then has there not been more research investigating this phenomenon over time? Women's role in society has changed significantly over the past several generations and have achieved increased ability to advocate for their interests. Additional possible reasons for the lack of research may also include journal leadership's openness to the topic, female health, and health communication academics able and willing to do the work, and that women may simply enjoy and accept the work as a given. Regardless, the area is understudied, especially in the U.S., and will hopefully receive greater attention in the years to come.

Limitations to this research include the small sample size and narrow communication professional focus. One of the broader goals of this research was to encourage more research on women as health advocates/guides/guardians to help fill gaps.

There is so much more to learn about gender differences and inequalities related to unpaid health advocates. I hope researchers will consider one of the following topics:

• A quantitative, more broadly sampled study to verify the existence of the unpaid health guardian, and to what extent they identify as women.

• How do families negotiate workload related to health?

• If there is an imbalance in unpaid health work, how, when, or why do individuals not advocate for a change to achieve more equitable workloads?

• The results of an equity exercise in how men and women may choose between various activities, inspired by a faculty workload exercise (O'Meara et al., 2017) (Appendix A).

• What personality, family, values, or demographic factors influence unpaid home health workload “assignment” in America or other countries?

• How has this workload assignment changed over time, if at all?

• Do nature or nurture related factors influence who is the health advocate?

• Does data support the collective vs. individual approach to being a health advocate?

• How can men be taught to better advocate for their own health and the health of others?

Women are prone to caretaking regardless of marital or parental status. We care for our coworkers, extended family, and friends. Whether this tendency comes from nature or nurture, the topic of women as health advocates, guides, or guardians desperately needs more research. Perhaps teaching men to better care for themselves from a younger age will help both men and women to live longer happier lives.
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Appendix 1

Exercise of how men and women may choose between various activities, inspired by a faculty workload exercise (O'Meara et al., 2017).

Consider how you will spend your time at home on a weekday. Which three items would you choose over others? How might your spouse, sibling, or partner choose? Why?

1. Going to the gym to work out.

2. Volunteering at your kid's school and sharing ways to live healthier.

3. Making health maintenance appointments (e.g., dentist, physical, etc.) for you, your partner, and kids.

4. Grocery shopping to be sure healthy foods are available in the home.

5. Self-care or downtime watching your favorite show or sport.

6. Helping an elder family member with appointments or household chores.

7. Preparing a well-balanced, healthy meal to share with your family.

8. Going to the park to get exercise with your kids and the family pet.

9. Getting together with friends for a drink or movie.

10. Cleaning to remove dirt, germs, and allergens from your home.

11. What other options would you choose?
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