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Abstract 
Objective: Healthcare accessibility is necessary to achieve good health outcomes. However, access to healthcare can be 
decreased due to distance to healthcare centres, high costs, or waiting lists. The present study explored if there is a gender 
gap related to healthcare accessibility constraints. 

Methods: We performed a cross-country transversal study to investigate the existence of gender-related healthcare 
accessibility constraints using Mann-Whitney U tests. The research was based on self-reported unmet needs for medical 
examination due to access barriers according to Eurostat. We examined annual observations from 2005 through 2011 from 
eight European countries: Greece, France, Germany, Ireland, Italy, Portugal, Spain, and the United Kingdom. 

Conclusions: We found a gender gap related to unmet medical needs due to high costs, with females more likely to have 
such needs. The difference in mean values related to gender was statistically significant for Greece (5.17% vs. 3.59%;  
p = .007), France (1.80% vs. 1.23%; p = .007), Ireland (1.53% vs. 1.13%; p = .011), and Italy (4.39% vs. 2.99%; p = .004). 
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1 Introduction 
Accessibility to healthcare is usually concerned with health system coverage and focuses mainly on eligibility criteria  
for coverage [1], although it is “often perceived as being predominantly an attribute of services and is determined by factors 
such as the availability, price, and quality of health resources, goods, and services” [2]. Nonetheless, it can also be 
considered as a function of both supply and demand, according to Mooney as cited by Levesque et al. [2]. 

In fact, “accessibility’s strongest suit, is (…) how they are perceived and effectively utilized by individuals in the 
population with differing characteristics” [3]. There are political, economic, educational [4] and epidemiological gender 
gaps, and it is logical to consider that such a gap might also exist for healthcare accessibility. The literature reports that 
males and females differ with regard to health, access to healthcare, and use of health services [5], and these factors might 
also vary among countries with different healthcare system models. 

There is a general consensus that there are three main categories of healthcare systems: a National Health Service model, a 
social insurance model, and a private insurance model [6]. Greece, Ireland, Italy, Portugal, the United Kingdom, and Spain 
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belong to the first group, but France and Germany have social insurance models (see Table 1). All of them are universal 
systems, so everyone should be eligible and have access to the system. However, “only recently have typologies with a 
focus on patients and in particular on patient’s access to healthcare emerged (…) putting access at the centre of a health 
typology strengthens a patient’s perspective and thereby the impact of health services on individual health” [6]. A number 
of variables related to supply affect accessibility, such as the numbers of physicians and medical consultations. Table 1 
shows that among the eight European countries mentioned above, Greece and Ireland have the most and fewest physicians, 
respectively. France and Germany have social insurance healthcare models and have the highest number of medical 
consultations; in these countries each individual physician had to perform more consultations compared to those in 
countries with national healthcare systems (except Spain). 

Table 1. Healthcare system model, number of physicians per 1,000 inhabitants, and number of consultations with a 
medical doctor per inhabitant per year for eight European countries from 2005 to 2011 

Country 
Model of healthcare 
system 

Number of physicians per 1,000 
inhabitants 

 
Number of consultations by a 
medical doctor per inhabitant 

Mean value and standard 
deviation 

N 
Mean value and 
standard deviation 

N 

France Social insurance model 3.31 ± 0.03 7 6.79 ± 0.11 7 

Germany Social insurance model 3.92 ± 0.16 7 8.79 ± 0.82 7 

Greece National health system 5.80 ± 0.49 7 3.95 ± 0.01 2 

Ireland National health system 2.96 ± 0.19 6 3.54 ± 0.37 2 

Italy National health system 3.98 ± 0.18 7 6.10 1 

Portugal National health system 3.64 ± 0.23 7 4.11 ± 0.20 7 

Spain National health system 3.90 ± 0.11 7 7.65 ± 0.39 3 

United Kingdom National health system 3.81 ± 0.21 7 5.20 ± 0.39 5 

Note. Source: Calculations by the authors based on Eurostat data for the number of consultations per inhabitant and based on OECD data for the number 
of physicians per 1,000 inhabitants considering professionally active physicians for France, Germany, Greece, Ireland, Italy, and Spain and the number of 
physicians licensed to practice for Portugal and United Kingdom due to a lack of available data. 

Nonetheless, given the universality of healthcare systems that we considered in our sample, we must highlight that 
universal coverage does not necessarily guarantee access equity, which is affected by changing economic and 
demographic conditions [7]. One study controlled for the effects of political and economic determinants found that in the 
absence of austerity and International Monetary Fund intervention, the probability of austerity in the field of healthcare is 
15%, which increases to 53% in the presence of austerity but the absence of the International Monetary Fund adjustment 
programme (as is the case for Spain, France, and Italy), and to 79% in the presence of austerity and the International 
Monetary Fund adjustment programme (as is the case for Portugal, Ireland, and Greece) [8]. 

The impact of austerity also stems from the funding mechanism; it is likely that social insurance-based healthcare is less 
susceptible to austerity policies and tax revenue fluctuations than tax-financed healthcare systems, although social 
insurance systems did appear more susceptible to declines in GDP per capita [8]. 

According to previous research, “wealthier countries are associated with a weaker primary care structure and lower 
primary care accessibility, while Eastern European countries seemed to have used their growth in national income to 
strengthen the accessibility and continuity of primary care (…), and countries with a social-security based system are 
associated with lower levels of accessibility” [9]. However, the authors consider that “it is unknown why primary care in 
some countries is more accessible, provides better quality of care, and offers a broader scope of healthcare services 
compared to others” [9]. To overcome limiting factors regarding healthcare accessibility, universal healthcare systems tend 
to protect some parts of the population with exemption schemes or different co-payment plans. However we did not 
identify any gender-dependent examples. 
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Healthcare accessibility may be related to gender, as female social tasks are more related to family than male tasks because 

women are perceived to possess more communal traits such as selflessness and concern for others compared to men [10]. 

Moreover, given their family roles, they might be less willing to travel during working hours. The published data also point 

out that an acute problem may emerge in single-parent families [11]. Wage gaps tend to result in higher earnings for males, 

who experience a less pronounced impact on healthcare expenditure compared with females. According to research data, 

household resource allocation follows the principle of the market value hypothesis in developing countries, and the 

resources tend to be allocated to family members whose labour obtains higher expected returns. Consistent with this 

hypothesis, researchers have found that female family members were in an inferior economic position [12]. Nevertheless, 

the results of an investigation based on data from the World Health Organization for the year 2002 did not identify gender 

differences in accessibility, targeting diseases of an acute or chronic nature [4], or prophylactic or therapeutic care. Indeed 

the same pattern has been observed elsewhere: while women had greater familial responsibilities than men, they were not 

a barrier to the access or use of healthcare services [13]. The same conclusion was reached in a study on antiretrovirals; after 

adjusting for clinical characteristics, the female gender was independently associated with a lower likelihood of being 95% 

adherent to antiretroviral therapy [14]. 

A study in the United States examined the association of general and veteran-specific barriers of access to healthcare 

among female veterans and found that 19% had a delayed or unmet healthcare need (...) [15]. Among those individuals 

delaying or going without care, the barriers varied by age group and included unaffordable healthcare (63% of 18-34  

years old group versus 12% in the 65-plus age group), inability to take off from work (3% of those < 50 years old), and 

transportation difficulties (36% of the 65-plus group) [15]. 

Accessibility can be assessed by determining if individual health needs are attained [16]; however, this concept is not 

straightforward, as “some cultures tend to amplify patients’ perceptions of needs, while others downplay the immediacy of 

needs” [17]. The same perception is observed within countries [18]. In the present study, we considered self-reported unmet 

medical needs as defined by Eurostat: a “person’s own assessment of whether he or she needed examination or treatment 

for a specific type of healthcare, but didn´t have it or didn’t seek it” [19]. 

Cost can be a barrier related to accessibility, as it puts pressure on a household budget, and greater healthcare needs result 

in greater cost. The unemployment rate is an important variable to consider because it is associated with lower income. 

When there is an increase in the unemployment rate, there is a higher probability of individuals forgoing healthcare. 

Moreover, “the experienced cost barriers not only affect the use of healthcare but also people’s trust in the system” [20]. 

According to Table 2, the highest unemployment rates were found for females in Spain and Greece during the 7-year study 

period. 

Table 2. Mean values of unemployment rates for males and females for the eight European countries from 2005 to 2011 

Country 
Unemployment rate (%) Mean value and standard deviation 

Female Male 

France 9.70 ± 0.72 8.53 ± 0.77 

Germany 8.17 ± 1.94 8.53 ± 1.85 

Greece 14.84 ± 3.30 7.69 ± 3.62 

Ireland 6.64 ± 2.91 10.26 ± 6.11 

Italy 9.13 ± 0.77 6.29 ± 1.08 

Portugal 10.50 ± 1.61 9.59 ± 2.09 

Spain 15.54 ± 4.69 12.64 ± 6.65 

United Kingdom 5.69 ± 1.13 6.94 ± 1.60 

Note. Source: Calculations by the authors based on 2013 EUROSTAT data. 
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A study of oncology patients in the United States identified several cost categories affected by price: the prevalence of 
forgoing care due to cost among cancer survivors was 7.8% for medical care, 9.9% for prescription medications, 11.3% for 
dental care, and 2.7% for mental healthcare [21]. Usually the costs associated with healthcare did not reflect their actual 
price, as they were presented as user fees to limit unnecessary access. However, they are barriers when they compromise 
access to necessary care. 

The impact associated with health insurance should be considered as it can be related to gender and is able to reflect  
the differential healthcare use. Indeed, employment-related factors (specifically, full-time work) tend to increase the 
likelihood of coverage for women but not for men after controlling for other variables, indicating that women are more 
likely than men to be insured through employer-based programmes [5]. Following the pilot programme in the state of 
Massachusetts, research data show that existence of mandatory health insurance is associated with a 4.8% lower 
probability of forgoing care because of cost [22]. Conversely, “in countries where payment is not required to access 
secondary healthcare, waiting time can be a barrier to access” [23]. 

Another variable is distance to healthcare centres, which may have different accessibility implications, especially if it is 
related to single or multiple contacts. A single contact would be less affected by this variable, but accessibility is expected 
to be reduced when individuals require multiple visits to a centre that is far away. As acute episodes tend to be extremely 
serious and possibly life-threatening ones, distance should be evaluated in terms of mobilisation of healthcare system- 
related resources rather than private resources.  

In contrast, among individuals with chronic conditions, healthcare centre visits are usually for monitoring or therapeutic 
interventions. In this situation, distance constraints tend to be more relevant due to repeated contacts with the healthcare 
system and the use of personal travel resources. 

Mobility must also be considered as it can constrain autonomy. This can be due to multiple factors including an underlying 
disease, age, and employment status. With regard to underlying disease, musculoskeletal system disorders are common in 
older subjects and tend to limit mobility. Considering the latter, the need to leave work to visit a healthcare centre can 
strain employee-employer relationships. 

This variable can also be highlighted from the perspective of health system organisation. Incidentally, research in two 
South American countries concluded that individual factors that discourage people from seeking healthcare appear to be 
less important than those related to health system design and organisation, including shortfalls in infrastructure, service 
organisation and quality, and problems with enrolment [24]. 

Some researchers have found that the effect of travel time is significantly reduced after adjusting for small-scale measures 
of socio-economic deprivation [25]. This highlights the importance of a socio-economic basis for healthcare system 
planning. Nonetheless, individual interpretations of healthcare needs related to distance [3] remain at the core of decisions 
to travel. 

We previously studied variables related to healthcare demand; here we focus on supply. Waiting lists increase in length 
when there is a mismatch between healthcare demand and supply [17], with a surplus in demand and/or a deficit in supply. 
Which means they are perceived to ration imperfectly [18]. 

Waiting lists are heterogeneous. Emergency cases are dealt with immediately. However, an intervention to treat a chronic 
condition can be postponed until adverse event occurrence or disease exacerbation. However, when considering acute and 
severe episodes, waiting lists are not acceptable as they impose a new burden on an already sick patient. The difference 
between waiting lists and waiting times should be considered, as “it is the length of the wait that is important to patients,  
as a long list may not necessarily mean a long wait if patients are processed quickly, although there is likely to be a 
correlation between the two” [16]. 
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These patients can be identified either at a hospital or primary care facility; however, their management is different 
according to each one of these settings. Considering the former, it is preferential to improve supply, including the 
availability of beds, staff, and funds [16], possibly by appealing to the private sector. The opposite should be taken into 
account regarding the latter (public funds for private ventures). Here, the demand can be managed mainly by imposing 
additional barriers [17] such as taxes or gatekeeping.  

Whatever the context, equity must be preserved. This means that interventions to rationalise the healthcare system must 
ensure that necessary care will not be postponed.  

2 Methodology 
This research aimed to investigate whether there is a gender gap in healthcare accessibility due to distance, cost, or waiting 
list length in eight European countries over a 7-year period (2005 to 2011). 

We collected data on the percentages of patients with self-reported unmet medical needs regarding all types of healthcare 
in eight European countries. The sample considers the individuals at country level, regarding all age groups, education 
levels, and labour and income statuses.  

The accessibility constraints were considered in three areas for each gender: distance to the healthcare centre, cost, and 
waiting lists. We also assessed unemployment rates to have economic information at the country level.  

We included data from eight European countries: Spain, Italy, France, Portugal, Greece, Ireland, the United Kingdom, and 
Germany. The first three had an austerity period with severe financial impacts, the next three experienced this and 
international bailouts, and the United Kingdom and Germany experienced neither. 

The data were obtained from the Eurostat database. It considers a 7-year period from 2005 to 2011. There are 56 
observations for each of the three variables related to accessibility and regarding each gender. 

Non-parametric statistical analyses were carried out to identify potential gender-related differences among unmet medical 
needs due to cost, distance, or waiting lists. Considering the number of cases, the differences in mean values regarding  
the percentage of patients with unmet medical needs were analysed with Mann-Whitney U tests. A p value < .05 was 
considered statistically significant. 

3 Results 
Considering the number of observations in the sample (n = 333), we found that from 2005 until 2011, the mean percentage 
of patients with unmet medical needs due to cost, waiting lists, and distance was higher for females than for males. The 
highest value of 2.53% was for female patients with unmet medical needs due to expensive healthcare, whereas this value 
was just 1.80% for males. Overall, 0.79% of females reported unmet medical needs due to waiting lists compared to 0.66% 
in males. Distance was associated with the lowest values of unmet medical needs for both genders. 

3.1 Effects related to unmet medical needs due to long distance 
We found that during the sample time horizon just 0.14% and 0.08% of females and males, respectively, described 
healthcare accessibility constraints due to distance. There was a huge decrease until 2007, at which point the mean value 
remained stable for females until 2008; only by 2010 it started another decrease. For males, the value increased from 2007 
to 2009 when dropped suddenly and increases 2010 afterwards. It seems that by 2011 there was a convergent trend (see 
Figure 1). 
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Figure 1. Percentages of male and female patients 
who reported unmet medical needs due to distance 
in eight European countries from 2005 to 2011. 

Note. Source: Calculations by the authors based on 
2013 EUROSTAT data. 

The overall percentages by country are shown in Table 3. The highest mean value for delaying necessary healthcare due to 
distance was reported by females in Greece (0.44%), but this value was not statistically significant compared to that of 
males (p = .383). The lowest value for females was 0.07% and was found in France, Ireland, and the United Kingdom.  

Overall, there was a minor gender gap in accessibility regarding distance. The mean values were typically lower for males; 
however the difference was only statistically significant in Ireland (p = .026), where no males reported unmet medical 
needs due to distance to healthcare. 

Table 3. Difference in the mean value between genders for the percentages of patients with unmet medical needs due to 
distance from 2005 to 2011 in eight European countries 

Country 
Mean value (%)  Mann-Whitney U test 

Female Male p Value 

France 0.07 0.02 .101 

Germany 0.17 0.06 .017* 

Greece 0.44 0.34 .383 

Ireland 0.07 0.00 .026* 

Italy 0.10 0.07 .383 

Portugal 0.09 0.07 .628 

Spain 0.10 0.03 .165 

United Kingdom 0.07 0.03 .209 

Note. Source: Calculations by the authors based on 2013 EUROSTAT data. *p value < .05 

3.2 Effects related to unmet medical needs due to high cost 
Regarding healthcare accessibility constraints due to high cost, we calculated mean values of 2.53% and 1.80% for 
females and males, respectively from 2005 to 2011. We observed large increases for both genders in 2006, but these 
decreased until 2008, after which point increases were again noted. The gender gap persisted throughout the entire study 
period (see Figure 2). 
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Figure 2. Percentages of male and female 
patients who reported unmet medical needs 
due to high cost in eight European countries 
from 2005 to 2011. 

Note. Source: Calculations by the authors based 
on 2013 EUROSTAT data. 

In the part of the population with unmet medical needs due to high cost, we found that the highest mean value was  
in females in Greece (5.17%), Italy (4.39%), and Portugal (3.80%). However, regarding these countries, the gender 
differences were only statistically significant for Greece (p = .007) and Italy (p = .004) (see Table 4). 

Statistically significant differences in mean values related to a gender gap were also found for France (1.80% female vs. 
1.23% male, p = .007) and Ireland (1.53% female vs. 1.13% male, p = .011). There was no gender gap due to healthcare 
cost for Germany, Portugal, Spain or the United Kingdom. 

Table 4. Difference in mean values between genders for the percentages of patients with unmet medical needs due to high 
cost from 2005 to 2011 in eight European countries 

Country 
Mean value (%)  Mann-Whitney U test 

Female Male p Value 

France 1.80 1.23 .007* 

Germany 2.89 2.60 .902 

Greece 5.17 3.59 .007* 

Ireland 1.53 1.13 .011* 

Italy 4.39 2.99 .004* 

Portugal 3.80 2.70 .318 

Spain 0.26 0.16 .259 

United Kingdom 0.07 0.04 .534 

Note. Source: Calculations by the authors based on 2013 EUROSTAT data. *p < .05 

3.3 Effects related to unmet medical needs due to waiting lists 
In general, there was a marked decrease related to waiting lists for both females and males from 2005 to 2011, but a gap 
still exists with an average of 0.79% of females reporting associated accessibility constraints compared to 0.66% of males. 
Between 2008 and 2009, we observed a growing trend for both males and females, however, it remained higher for 
females. A decrease was observed for both genders from 2009 to 2010, which seemed to persist into 2011 for females but 
not males (see Figure 3). 
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Figure 3. Percentages of male and female 
patients reporting unmet medical needs due to 
waiting lists in eight European countries from 
2005 to 2011. 

Note. Source: Calculations by the authors based on 
2013 EUROSTAT data. 

The values in Table 5 provide information about the minor relevance of waiting lists related to gender healthcare 
accessibility constraints. The highest mean value of 1.40% for females was in the United Kingdom, and the lowest was in 
France, where only 0.24% of females reported healthcare accessibility constraints related to waiting lists. Only data from 
Ireland provided evidence of a statistically significant gender gap in accessibility due to waiting lists. A mean value of  
0.80% of females reported such constraints, compared to 0.53% of males (p = .017). 

Table 5. Difference in mean values between genders for the percentages of patients with unmet medical needs due to 
waiting lists from 2005 to 2011 in eight European countries 

Country 
Mean value (%)  Mann-Whitney U test 

Female Male p value 

France 0.24 0.23 .805 

Germany 0.79 0.73 .318 

Greece 0.91 0.76 .209 

Ireland 0.80 0.53 .017* 

Italy 1.37 1.19 .053 

Portugal 0.57 0.44 .535 

Spain 0.26 0.20 .383 

United Kingdom 1.40 1.24 .383 

Note. Source: Calculations by the authors based on 2013 EUROSTAT data. *p < .05 

4 Discussion 
Accessibility to the healthcare system is complex and is mainly based on structural, organisational and patient 
characteristics. It is identified on the European Social Chart as one of the main principles, which “emphasises the 
importance of transparent criteria for access to medical treatment and the obligation for States to have an adequate 
healthcare system which does not exclude parts of the population from receiving healthcare services. (…)A commonly 
used indicator is the variance across the EU in the percentage of residents reporting difficulties in accessing medical care 
for reasons related to the accessibility of health systems: waiting time, traveling distance and cost sharing” [26]. 

In the present study, we considered three factors related to patient accessibility (distance, cost, and waiting lists) and 
assessed whether they were affected by gender. We observed gender-related trend patterns that were higher for females 
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than for males for all three factors. In addition, the data indicate that the recent global financial crisis reinforced these 
inequalities.  

We found that the major accessibility constraint was healthcare cost, and there was a statistically significant gender gap. 
The highest percentage of reported unmet medical needs related to cost was 5.17% for females in Greece compared to  
3.59% of males. Among the countries in the sample, Greece has the highest number of physicians per 1,000 inhabitants 
and one of the lowest numbers of consultations of a medical doctor per inhabitant. 

In Italy, 4.39% and 2.99% of females and males, respectively, report accessibility constraints related to overly expensive 
healthcare. That country had the opposite situation, with just 3.98 physicians per 1,000 inhabitants but 6.1 consultations by 
a medical doctor per inhabitant per year.  

Italy and Greece have public healthcare systems mainly financed by taxes, and their healthcare budgets depend on the 
economic performance of the country. However, this factor is also affected by the unemployment rate, especially during  
an austerity period, which can dramatically decrease female income. As shown in Table 2, we found that female 
unemployment was higher than for males in both Greece (14.84% vs. 7.69%) and Italy (9.13% vs. 6.29%), which could 
explain our findings. For example, the country with the third highest percentage of unmet medical needs due to cost was 
Portugal; however a gender gap was not found, possibly due to the equal unemployment rates for both genders. 

In the last years of the first decade of the 21st century, Portugal, Ireland, and Greece were receiving international bailout 
funds to provide financial support during a period of economic and financial turmoil characterised by high unemployment 
rates. The downturn required a redistribution of national budgets to respond to an overall decrease in public expenditure 
and an increase in social security demand. In addition, taxes related to healthcare have increased, mainly due to a general 
constraint on expenses. As such, healthcare may require additional financing and new mechanisms to regulate access. 

As expected, the average household wage dropped, mainly due to the rising unemployment rate. The demand for 
healthcare could have been constrained due to individuals avoiding seeking care for minor episodes. Unfortunately, we 
were not able to compare acute and chronic healthcare demands or assess care depending on disease severity. Both of those 
factors could shed light on why there were unmet medical needs in these eight countries, but such data are not collected by 
Eurostat. 

Nonetheless, experience from Spain shows that countries with a high percentage of free health services have populations 
that are unaware of the associated costs [27], which may lead to unnecessary healthcare and deplete scarce healthcare 
resources, but there is no gender gap. In fact, Spain had one of the lowest figures related to unmet medical needs due to 
high cost; the number of consultations with a medical doctor per Spaniard was 7.65 per year, which was the second highest 
in the sample. 

Regarding the distance to the healthcare and waiting lists, the percentages of the patients with unmet medical needs were 
dramatically lower than the mean percentage for cost. We consider that the gender gaps observed for Germany and Ireland 
related to the distance and for Ireland related to waiting lists are less critical than gaps related to cost. Nonetheless, the 
figures were justified as Ireland has the lowest numbers of physicians and medical consultations among the countries in the 
sample. 

It seems that accessibility gender gaps are found in countries regardless of healthcare system type, and this phenomenon 
could also be explained by variables other than those studied here. Socioeconomic variables may be the most important, 
and future studies should assess whether gender gaps are largest in more deprived populations. 

The implementation of effective social protection mechanisms should be considered to overcome accessibility  
constraints [28] as there is growing evidence that negative impacts on health can be ameliorated by investment in social 
protection (…) in addition to healthcare provisions [29]. 
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The current results highlight the need to design ongoing interventions related to different types of accessibility, which  
is the first step required to obtain healthcare. In order to be equitable and effective, these interventions must be gender- 
sensitive. The use of gender-tiered incentives shared among health and social security is the preferred instrument to foster 
gender-related equity regarding healthcare accessibility. 

5 Conclusions 
We found a gender gap related to healthcare accessibility, mainly affecting females in Greece, France, Ireland and Italy. 
This was mainly due to expensive care, especially during the years of the financial crisis. 

The gender gap can also be associated with poor socioeconomic conditions, regardless of the country or its healthcare 
model. A tiered intervention shared between health and social security is a preferred model to overcome this constraint. 

Accessibility must be recognized as an integrative device [1] as it is instrumental in achieving well being and societal 
productivity. A multifactorial evidence-based planning process should be promoted that characterises the underlying 
healthcare system and socioeconomic variables with a focus on gender constraints. 

The full achievement of public health must rely on broad incentives to cope with a tiered concept of gender-related 
healthcare accessibility. 
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