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ABSTRACT
This study aims to discuss about girl’s education and health’s
direct impact on economic growth. Education leads to higher
social standing, independence, and greater autonomy in the
decision-making process. Educated women will have greater
control over family finances as they are more likely to spend
discretionary resources on investments in human capital, such
as health, education, and food. Desired millennium development
goals cannot be achieved unless women are educated and are
strengthened to take decisions about their own health in a suitable and conducive environment. This can only be attained by
community-based demand side interventions for better education
and maternal health. This study suggests that educated women
were more likely to contribute to strengthen the economic growth
of the nation than uneducated women. Female education level
improves the health status of the family, which ultimately leads the
economic growth and achievement of social development goals.
Keywords: Development, Economic growth, Education, Health
indicators, Maternal health.
How to cite this article: John S, Singh P. Female Education
and Health: Effects of Social Determinants on Economic Growth
and Development. Int J Res Foundation Hosp Healthc Adm
2017;5(2):84-88.
Source of support: Nil
Conflict of interest: None

BACKGROUND
The impact of girl’s education does not limit to individual
or one family, but for the complete society. Accordingly,
not educating girls has a direct impact both on their
families and on society as a whole. A World Bank study
analyzes the effect of girls’ education in many countries, where it was found that increase in girls’ access to
education creates a better milieu for economic growth
and development, whereas research done in middle and
lower income countries examined the impact of female
education on gross domestic product, which consistently
showed positive effects. Health indicators, such as the

1

Associate Professor, 2Consultant

1
Department of Health and Hospital Management, Jamia
Hamdard, New Delhi, India
2

Public Health Foundation of India, Gurugram, Haryana, India

Corresponding Author: Shibu John, Associate Professor
Department of Health and Hospital Management, Jamia
Hamdard, New Delhi, India, e-mail: Shibu.john14@gmail.com

84

lower fertility rates among educated women increase a
country’s annual per capita income growth.
It is evident from a number of studies that large
number of girls benefiting from education has a positive
effect on a country’s per capita income. This is true for both
primary and secondary education. The outcome is particularly positive for middle and lower income countries. Thus,
communities that do not prefer to invest in girls’ education
pay a high price for it in terms of lower economic growth
and reduced per capita income. Educated women have
greater chances to enter the formal labor market, where
incomes are higher compared with those of informal
or small-scale work. Formally educated female farmers
increase productivity and their earnings can exceed those
of men. Hence investing in female education and reducing gender biasness lead to economic growth. The social
impact of female education is phenomenal.
Another crucial parameter for the growth is maternal health. It is the most important component of public
health systems and refers to the health of women during
the period of pregnancy, delivery, and postpartum care.
Motherhood is often a positive and fulfilling experience,
but for many it is associated with pain, ill-health, and even
death. Maternal health is an important parameter for the
nations due to its influence on women’s health, survival
of the newborn, and ultimate well-being of children.
The most prominent role of mothers’ education is in
reducing infant and child mortality, lowering fertility,
and promoting children’s education. Educated women
are better equipped to avoid risky behavior by practicing safe sex. Education leads to higher social standing,
independence, and greater autonomy in women’s role
in decision-making process in the household. Educated
women will have greater control over family finances as
they are more likely to spend discretionary resources
on investments in human capital–health, education, and
food. With all these positive impacts on economic and
social development, society cannot afford to ignore girls’
education. A “coverage gap” can be explained as the percentage of the community not able to access a particular
medical intervention out of those who should be getting it.

EDUCATION AS A DETERMINANT OF HEALTH
Education is a vital determinant of health status in both
the developed and developing economies. To consider

JRFHHA
Female Education and Health: Effects of Social Determinants on Economic Growth and Development

the determinants of health, it is important to understand
that poor physical circumstances are not the only factors
that cause ill-health, lack of education and awareness
can also lead to poor health care accessibility. The high
health returns to investing in the education of women
are undeniable. Well-educated individuals experience
better health care services than the poorly educated, as
explained by many self-reported health and low levels
of morbidity, mortality, and disability. In contrast, poor
educational attainment is linked with high level of infectious disease, self-reported poor health, lower survival
rate when diseased, and shorter life expectancy.1 Many
studies have explained the importance of education for
women in improving the overall health of the family.
The studies associate education level of women with
improved child health and reduced maternal deaths. With
time, increasing girls’ participation in school, fertility
rates decrease. Education helps women in birth planning
they should have at what interval. Women with formal
education are more likely to carry on career, marry later,
and are better informed on the nutritional and other
needs of children than illiterate women.
While the exact mechanism of education’s influence on
health status is not known, it has been recommended that
educating women alters the long-established balance of
power within the family, leading to changes in decisionmaking process and allocation of resources within the
household.2-4 Thus, educated mothers are more likely to
take advantage of modern medicine and comply with
recommended treatments than uneducated women.5
Moreover, education may change mothers’ knowledge
and perception about the importance of modern medicine
for the care of their children. In a study of child nutrition
in the Philippines, access to health care services benefited
children of educated mothers more than children of
mothers with less schooling, a finding which suggested
that educated mothers were more likely to take advantage
of available public health services.6

HEALTH INDICATORS THAT AFFECT
ECONOMIC GROWTH
Many factors result in health inequalities, such as
socioeconomic status (SES), quality of care, educational
attainment, behavior, discrimination, biological and
genetic characteristics, and the environment.7 India is not
unique in displaying inequalities in maternal and child
health care.8 It is well documented that poor mothers
and children do inferior than their better-off peers in
health-related outcomes.9,10 The risk of maternal and
infant mortality and pregnancy-related complications can
be reduced by increasing access to quality preconception
and inter conception care.11 Also, healthy birth outcomes

and early management of poor health conditions among
infants can prevent death or disability. According to the
Census of India 2011, India’s percentage of urbanization
was 31.15%, whereas average urbanization in high-focus
states was 20.73%.12 Despite increasing expenditure on
health care and extraordinary medical breakthroughs,
the health care system fails to adequately and equally
serve many parts of the nation.8 Therefore, to achieve
sustainable development goals, the coverage of maternal
and child health indicators needs to be improved.
Socioeconomic status is a multifaceted term used to
characterize one’s social position, often defined by income
and educational attainment.13 Recent studies suggest that
SES plays a vital role in health outcomes, access to health
care, and overall quality of care.14,15 It would be prolific to
relate the SES and coverage gap in the Indian context as
the nation has a wide diversity in the SES among states.
Individuals with a low SES are more likely to experience
poor nutrition, inadequate housing with greater exposure
to environmental hazards, and all other factors that contribute to poor health.
Education can modify women’s beliefs about disease
causation and thus influences both childcare practices
and the use of modern health care services.16 For example,
findings from numerous studies of infant and child
mortality conducted in developing countries over the
last decade show a nearly universal positive association
between maternal education and child survival.17-20
These facts reveal that women are important promoters
of health education and practices within the home, and
the benefits of their education extend to their children
and others.
Increasing girls’ access to education and quality care
improves maternal health. In Burkina Faso, mothers
with secondary education are likely to give birth more
safely in health facilities as compared with those with
no education.21 It has been assessed that an additional
year of schooling for 1,000 women helps in preventing two maternal deaths.22 Increasing girls’ education
has positive results on infant and child health. A child
born to a mother who can read is more likely to survive
past the age of 5 years than a child born to uneducated
woman. In Indonesia, when mothers have no education
child vaccination rates were lower with 19%. This figure
increases to 68% when mothers have at least secondary
school education.23 In Bangladesh and Indonesia, for
every additional year of formal education, a mother has
the odds of having a child who is shorter than average
for its age decreases by around 5%.24
Risk behaviors and social morbidities have produced
alarmingly rising rates of health problems in youth. For
example, in America, the problems of health illiteracy, low

International Journal of Research Foundation of Hospital & Healthcare Administration, July-December 2017;5(2):84-88

85

Shibu John, Prerna Singh

self-esteem, and youth risk-taking behavior are becoming
more visible in the community and public schools.25,26
Schools in the developed and developing world face the
challenge of addressing the needs of students who may
not be health illiterate and who have significant health
needs.27
Education decreases woman’s risk of contracting
human immunodeficiency virus (HIV) or transmitting
HIV to her baby. In 32 countries, women who remained
in school after primary school were five times more likely
to know the basic facts about HIV than illiterate women.28
According to the Global Monitoring Report Education for
All 2010, in Malawi, only 27% of women with no education know that HIV transmission risks can be reduced
by taking drugs during pregnancy, but that figure rises
to 59% for women with secondary education.23 A study
in Zambia finds that HIV spreads twice as fast among
uneducated girls.28 A study in Uganda revealed that
each additional year of education for girls reduces their
chances of contracting HIV by 6.7%.29
The high case of maternal death in India and across
the world continues to warn the well-being of families,
ruin economic productivity, and lead to health disparities
among communities. The risk of a woman in a developing
country dying from a maternal-related cause during her
lifetime is about 33 times higher compared with a woman
living in a developed country. Maternal mortality is a
health indicator that shows very wide gaps between rich
and poor, urban and rural areas, both between countries
and within them.
The main reasons for maternal deaths within the
health system are the lack of skilled birth attendants,
remoteness, delay in referral for emergency obstetric
care,30 delay or poor implementation of interventions at
the facility level, and vertical delivery of care in which
single elements of care are implemented without connection with the comprehensive care.31 Maternal mortality
is deeply existed with risk factors, such as low education
among mothers, poverty, and gender bias. Poor education
and no or low income leave women dependent on their
husbands. High levels of illiteracy reduce knowledge
about prenatal care and nutritional knowledge, safe pregnancy practices, and family planning methods. Illiterate
women often have the least admittance to primary
health care and emergency obstetric care. Most health
care centers are located in urban area, which cannot be
accessed by millions of rural women. On the contrary,
illiterate women often experience discrimination and
poorer quality care than more educated women. Illiterate
women deliver without proper assistance of a skilled
birth attendant and less than half deliveries take place
in an institution.
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ECONOMIC AND SOCIAL CONSEQUENCES
The consequences of poor education and women health
have drastic economic and social implications. A mother
is the center of her household and plays an important
role for her family. Therefore, her education and health
status is a major determinant of her children’s upbringing
and health. When she dies or is left disabled, her family
struggles to survive. The United Nations Children’s
Fund reports that “infants whose mothers die within the
first six weeks of their lives are more likely to die before
reaching age two than infants whose mothers survive.”
This contributes to loss of productive years of upcoming generations, cycles of poverty, and economic losses
to the country. Moreover, many obstetric complications
due to poor hygiene and nutrition not only cause disability but also ostracize women from their families and
communities.
The United Nation’s Convention on the rights of the
child (1988) and the Millennium Development Goals
(2000) committed the international community of governments, international organizations, and nongovernmental
organizations to work to provide education for all girls and
boys and to eliminate gender disparities at both primary
and secondary level. Between 1999 and 2005, 17 additional
countries achieved gender parity in primary school attendance, bringing the total proportion that have done so to
almost two-thirds (63%). At secondary level, 19 countries
reached gender parity between 1999 and 2005. But only
one out of every three countries (37%) has as many girls
as boys at secondary schools. But wide differences remain
between different regions and countries and even within
countries. Girls still account for 60% of children out of
school in Arab countries and 66% of nonattendees in
South and West Asia. In contrast, more girls than boys
attend schools in many countries in Latin America, the
Caribbean, North America, and Western Europe.

DEMAND FOR MATERNAL HEALTH CARE
Maternal health services are dependent on the complex
interdependent functioning of the entire health system.32
The links between inputs, process, and outcomes are
subject to multiple influences and confounding factors
and each country’s context determines many factors
that influence the outcomes of maternal health and the
performance of the service.33
The intermittent nature of demand, the difficulty
in accessing quality maternal health services, and the
wide range of powerful stakeholders with different priorities and agendas make the health system extremely
complex.34 In addition, international donors may influence the conditions of a country’s health programs to
satisfy their own agenda.35
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Additionally, women need their capacity and capabilities strengthened so that they can take ownership of the
decisions about their care at the right time and without
having to rely or be expected to rely on others to make
these decisions for them. Thus, a strong focus in attaining universal maternal health care access is to overcome
demand-side barriers.

HEALTH EDUCATION STRATEGIES
Some of the strategies that can address the omission of
girls in schools include changing the education policies
that creates discrimination. This can be done by affirmative action and preferential policies in education, and
removing the administrative rules that are considered as
barriers. There should be enough efforts toward increasing school supply, establishing community schools, and
setting up different choices to formal schooling. Schools
should also promote health education on a variety of
ways, focusing on biological, behavioral, and pedagogical
concepts. Teachers and other health professionals must be
prepared to address the complex social, developmental,
and health-related issues that are detrimental to economic
development of the country. Schools in relatively poor
countries face the challenge of addressing the needs of
students who may not be health illiterate and who have
significant health needs. Continued effort should be made
to maximize the learning of critical issues and concepts
related to maternal and child health.

CONCLUSION
In the last few years, substantial progress has been made
in girls’ education; however, there are lots of issues to be
addressed. Despite improvement in girl’s basic education
level, secondary school enrolment of both boys and girls
is poor in most regions. Enrolling girls in higher education requires not just building and staffing more schools,
but needs firm political, social, and financial will. Girls’
education level improves the health status of the family,
which ultimately leads the economic growth and social
development goals.
There are a lot of economic and social obstructions
when it comes to educating girls. Social exclusion bars
certain caste and groups, denying them social rights that
ideally should be provided to all citizens. These prejudice
leads to poor parental willingness for schooling to girls.
Families choose to educate boys over girls, as boys are
considered for future employment prospects and the
fact that girls in many societies are “married away,” and
no longer productive in their own families. Most of the
developing and underdeveloped world’s poor people
live in rural areas. Also, transport and distance to school
push the opportunity cost of school attendance and the

security risk to girls’ enrolment to school, and hence
restricts school participation.
Education reduces girl’s or woman’s chances of risking
their lives with diseases, which are related to nutritional
deficiencies or pregnancy-related complications. Women
who live in developing and developed countries and
attended higher school were five times more likely to
know the basic facts about HIV than uneducated women.
Desired millennium development goals may not be
achieved unless women are educated in their own communities and are strengthened to take decisions about
their own health in a suitable and conducive environment.
This can only be attained by community-based demandside interventions for better education and maternal
health. There is no doubt that qualified women influence
the decision-making process within the family, supporting girls to enroll for higher education and taking suitable
employment. Therefore, educated mothers are more likely
than uneducated women to contribute toward healthy
family and economic freedom to girls. Furthermore, education may change mothers’ knowledge and perception
of the importance of accessing and spending on family
health. This will further suggest that educated mothers
were more likely to contribute to strengthen the economic
growth of the nation than uneducated mothers.
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