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ABSTRACT
Objectives  We aimed to capture evidence on enablers 
and barriers to improving equal opportunity and effective 
organisational interventions that can advance women’s 
leadership in India and Kenya’s health sectors.
Methods  We systematically searched JSTOR, PubMed, 
SCOPUS and Web of Science databases, reference lists of 
selected articles and Google Scholar using string searches. 
We included studies that were published in English 
from 2000 to 2022 in peer-reviewed journals or grey 
literature, focused on paid, formal health professionals 
in India or Kenya, described factors relating to women’s 
representation/leadership.
Results  We identified 26 studies, 15 from India and 11 
from Kenya. From each country, seven studies focused on 
nursing. Participants included women and men health sector 
workers. Seven studies used mixed methods, 11 were 
qualitative, 5 were quantitative and 3 were commentaries. 
Factors influencing women’s career progression at individual/
interpersonal levels included family support, personal 
attributes (knowledge/skills) and material resources. Factors 
at the organisational level included capacity strengthening, 
networking, organisational policies, gender quotas, work 
culture and relationships, flexibility, and work burden. Nursing 
studies identified verbal/sexual harassment and professional 
hierarchies as barriers to career progression. Structural 
barriers included a lack of infrastructure (training institutes 
and acceptable working environments). Normative themes 
included occupational segregation by gender (particularly in 
nursing), unpaid care work burden for women and gender 
norms.
Studies of interventions to improve women’s career 
progression and sex-disaggregated workforce data in 
India or Kenya were limited, especially on leadership 
within career pathways. The evidence focuses on enablers 
and barriers at work, rather than on organisations/
systems to support women’s leadership or address gender 
norms.
Conclusions  Women in India and Kenya’s health sectors 
face multiple impediments in their careers, which impact 
their advancement to leadership. This calls for gender-
transformative interventions to tackle discrimination/
harassment, provide targeted training/mentorship, better 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ The under-representation of women in leader-
ship in the health workforce is well recognised 
globally, but there is a lack of data on the extent 
of the disparities within career pathways and 
the factors affecting women’s progression to-
wards leadership, especially in low-income and 
middle-income countries. The career trajectory 
of women in the health workforce is shaped by 
prevailing gender norms operating at the mac-
rolevel, as well as structural, organisational and 
individual factors.

WHAT THIS STUDY ADDS
	⇒ Our study demonstrates that women in the 
health workforce in India and Kenya face mul-
tiple barriers to career advancement, which are 
affected by harmful gender norms that burden 
women with unpaid care work and discrimi-
nation and potentially prioritise and normalise 
men’s careers and leadership.

	⇒ Individual/interpersonal enablers to career pro-
gression were family support and personal at-
tributes while organisational enablers included a 
supportive workplace culture with flexible work-
ing and maternity benefits, capacity building and 
mentorship opportunities, and gender equality 
policies.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Laws and policies against gender-based discrim-
ination and harassment and to improve parental 
benefits and flexible working must be developed 
and enforced. Infrastructure, such as safe public 
transportation and workspaces, should be devel-
oped to retain women in their jobs. Interventions 
are needed to address unequal gender norms and 
improve support, mentorship and capacity building 
for leadership.

http://gh.bmj.com/
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjgh-2023-014745&domain=pdf&date_stamp=2024-07-05
http://orcid.org/0000-0002-1735-3684
http://orcid.org/0000-0003-1388-1882
https://doi.org/10.1136/bmjgh-2023-014745
https://doi.org/10.1136/bmjgh-2023-014745
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parental leave/benefits, flexible/remote working, family/coworker support 
and equal-opportunity policies/legislation.

INTRODUCTION
Under-representation of women in leadership in the 
health sector globally1 restricts women’s contribu-
tions to the sector and progression towards gender 
equality goals.2 Women comprise ~70% of those 
working in health but hold only 25% of senior roles.3 
There is global commitment to women’s ‘full and 
effective participation and equal opportunities for 
leadership’ (Sustainable Development Goal(SDG) 
5.5), and inclusivity and diversity in leadership are 
associated with positive outcomes in organisational 
performance in many sectors.4 5 In pursuit of gender 
justice, it is critical to address gendered leadership 
imbalances within the health sector workforce.

Health sectors are complex ecosystems where 
power and privilege are exerted including through 
hierarchies of professions. Many countries’ health 
workforces are subject to distinct gender divisions. 
Patriarchal norms have dictated that higher status, 
higher-paying professions such as medicine and 
dentistry be dominated by men and nursing, care-
giving or support roles be performed by women.6 
Such norms are reinforced by wider political and 
socioeconomic contexts and strategies of occupa-
tional closure, as explored further by Gideon et al in 

this collection7 and demand feminist leadership to 
tackle the inequalities that often characterise employ-
ment in the health sector, as argued by Hawkes and 
Baru.8

Career pathways in the health sector vary by 
professional cadre—including medical and nursing 
professions, professions allied to health and medi-
cine (eg, occupational therapy, physiotherapy), 
laboratory and scientific service delivery, research 
staff, administration and so on. To design strategies 
for improving gender equity across this complex 
workforce and enable women to reach leadership 
levels, evidence is required to identify opportuni-
ties for action. In this scoping review, we synthe-
sise evidence to describe the nature and extent of 
under-representation of women in leadership and 
the barriers and enablers for advancing equal oppor-
tunities in the health sectors. We focus on India and 
Kenya as large lower-middle-income countries with 
complex health systems and as regional hubs with 
a diverse range of health actors, organisations and 
sectors. India and Kenya are also the focus countries 
for the study’s funder on women in leadership in 
the health sector. An accompanying paper reviews 
existing legal provisions to support gender equality 
in the workplace in these countries9 while Buse et 
al explore the role that accountability could better 
play in promoting equal opportunities to formal 
leadership, including in the health sector.10

Figure 1  Size, composition and gender distribution of the health workforce in India and Kenya. Data are extracted from Karan 
et al for India14 Okoroafor et al for Kenya.15
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Gender inequality in the health sector workforces in India and 
Kenya
While evidence on the representation of women in 
health is growing at the global level,1 3 11–13 evidence is 
lacking on gender equality in the health workforce in 
low-income and middle-income countries, on context-
specific barriers to women’s career pathways, particularly 
for women who experience multiple forms of discrimi-
nation, and on effective strategies to promote women’s 
advancement into positions of leadership. Publicly avail-
able data on human resources for health in India and 
Kenya are also inadequate to arrive at a reliable estimate 
of size, composition and/or distribution of the health 
workforce and details on gender distribution across levels 
and categories are unavailable. Figure  1 provides avail-
able sex-disaggregated data on the health workforce in 
India14 and Kenya.15

The lack of regularly updated human resource data on 
the health workforce in India means that estimates on its 
size and distribution have been amassed from multiple 
sources including the 2001 census and National Sample 
Survey Office (NSSO) surveillance. Women accounted 
for 37% of dentists, 29% of doctors and 13% of tradi-
tional and non-conventional healthcare practitioners,14 
but 80% of nurses and midwives. It is unclear from the 
data which professional cadres reach leadership roles, 
nor what the distribution of leadership by gender looks 
like.

Disaggregated data on the health workforce in Kenya 
are also scarce. In 2020, 58% of the 189 932 health 
workers in Kenya were women, across 13 major health 
occupations in the public and private sectors.15 While 
70% of nurses and midwives were women, less than half 
of health workers were women in all other categories. 
The data reflect different career paths for women and 
men. The only occupation where women outnumber 
men is nursing/midwifery, which is relatively low-paid 
and deemed ‘low-status’ by many as compared with other 
health occupations.14 15

In India and Kenya, available data are insufficient to 
inform an understanding of the extent of inequality in 
career pathways and leadership opportunities in the 
health sectors. The lack of grading by sex/gender within 
a health occupation renders invisible any inequalities 
in the gender distribution of senior positions or career 
pathway progression. Further, published national-level 
health workforce data are not disaggregated by demo-
graphic characteristics beyond sex/gender within broad 
occupations, specialisation, and, in some cases, age, thus 
prohibiting an exploration and understanding of the 
level of representation of people and communities that 
face discrimination and marginalisation. Similarly, an 
analysis of trends in the gender distribution within occu-
pations over time is not possible.

Aim
This scoping review aimed to (1) map the available liter-
ature on women’s career pathways in the health sector in 

India and Kenya; (2) identify gaps in existing knowledge 
and (3) synthesise the evidence on enablers and barriers 
to equal opportunity and effective organisational inter-
ventions that can advance women’s leadership in the 
health sectors of India and Kenya.

METHODS
Protocol
We anticipated the literature on women’s career path-
ways in the health system in India and Kenya would be 
both very heterogeneous in nature and limited in quan-
tity. To identify the types of evidence available and under-
stand knowledge gaps, a scoping review method was 
selected as the most appropriate approach.16 This review 
is reported in line with the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses Extension for 
Scoping Reviews (PRISMA-ScR)17 (see online supple-
mental appendix 1 for the PRISMA-ScR checklist) and is 
registered at osf.io/72pw9.18

Search strategy and eligibility criteria
Our search strategy (online supplemental appendix 2) 
was constructed based on the population, exposure, 
context and outcome (PECO) framework19 (table  1) 
and informed by Mousa et al’s systematic global review 
on organisational best practices for advancing women 
in leadership.12 It was further developed with an expe-
rienced librarian at Boston University and refined in 
an iterative process in regular meetings of the review 
team. We searched JSTOR, PubMed, SCOPUS and Web 
of Science due to their international coverage of health 
research. Articles in English that were published between 
1 January 2000 and 30 October 2022 were included.

We set 2000 as our earliest date as this was when the 
Millennium Development Goals shifted the global 
agenda for gender equality. Only studies published in 
the English language were included as it is the primary 
academic publishing language in India and Kenya, and 
the shared language of the review team. Review-type arti-
cles, for example, systematic reviews were excluded, but 
they were screened for relevant studies.

Other relevant literature was identified through 
searches of Google Scholar. The additional value of 
Google Scholar to searching academic databases is well 
established, although searches are not replicable.20 
Given the small number of studies identified through 
bibliographic databases, we supplemented database 
searches with free-text searches of grey and peer-reviewed 
literature in Google Scholar using the terms: “Gender” 
AND “women” AND “career” AND “health sector OR 
health system OR health worker OR health workforce” 
AND “Kenya OR India”, rendering eight different combi-
nations. The first 400 results of each Google Scholar 
search were screened.20

Additionally, the reference lists of relevant studies were 
handsearched for more references. The final search 

https://dx.doi.org/10.1136/bmjgh-2023-014745
https://dx.doi.org/10.1136/bmjgh-2023-014745
osf.io/72pw9
https://dx.doi.org/10.1136/bmjgh-2023-014745
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results were exported into Microsoft Excel, and dupli-
cates were removed by authors ZZ and LE.

We included studies that examined nursing career 
pathways and leadership regardless of whether the data 
or findings were sex disaggregated. Nursing is a women-
dominated profession, a function of occupational segre-
gation driven by gender stereotypes. Given that such 
professions tend to be afforded lower social value, pay 
and prestige, and offer fewer opportunities to advance 
into positions of leadership, we included all studies on 
nursing careers to account for nursing-specific gendered 
career barriers for women and men.

Selection of sources of evidence
Study screening was conducted on Microsoft Excel. 
Three reviewers (ZZ, ST and SH) conducted a pilot text 
and abstract screening of the same 100 publications, 
discussed the results and amended the eligibility criteria. 
Two reviewers then conducted a title and abstract review 
of all search results (ZZ and LE). Nine authors (NMS, 
RU, SAO, SK, ST, SK-M and SH) who composed the main 
review team discussed the initial results, disagreements 
between reviewers and agreed on the publications for 
full-text review.

Subsequently, six reviewers screened the full text of 
all selected publications (SH, RU, SV, HOO, SAO and 
NMS). Two reviewers screened each publication and 
conflicts were resolved by team discussion and consensus.

DATA EXTRACTION
A data extraction form was developed by the review team 
in Microsoft Excel to determine which variables to chart 
(see online supplemental appendix 3). Five reviewers 
piloted the data extraction form by reviewing two publi-
cations selected following full-text screening (NMS, SH, 
ST, SK and SAO). The review team discussed these results 
and amended the data extraction form. Data extraction 
was conducted by three reviewers for studies on India 
(SK, RU and SV) and three reviewers for studies on Kenya 
(SAO, HOO and LE). At least two reviewers conducted 

data extraction and compared results for each publica-
tion. Inconsistencies in data extraction were resolved by 
consensus and discussion with other reviewers if needed. 
Where relevant evidence for data charting was found that 
referenced another article, we went to the original article 
to assess its eligibility for inclusion and charted data from 
the original source wherever applicable. We ensured that 
data from the same article had not been charted more 
than once.

The data extraction form captured relevant informa-
tion on key study characteristics and findings, including 
authors; publication year; methods; research question; 
demographic and professional characteristics of the 
study population; disaggregated measures of career 
pathways; enablers and barriers to improving equality 
and inclusive leadership for women in the health sector; 
description and evidence of effectiveness of intervention 
and reviewers’ comments on findings or quality of the 
publication. No appraisal of the risk of bias or method-
ological quality was conducted, as this is neither within 
the scope of this work nor generally expected of scoping 
review methodology.21

Synthesis of results
We compiled and summarised the characteristics of the 
included studies. To synthesise the study findings, we 
used the socioecological model. We selected the model 
as it considers factors at individual, organisational, 
community and societal levels, focuses on the continuous 
interaction between the person and their environment, 
and acknowledges intersecting identities and experi-
ences.22 23 We use this model in recognition that efforts 
to achieve gender equality in the workplace are situated 
within complex systems and that contextual factors may 
moderate intervention efforts aimed at the individual 
level.

Using qualitative content analysis,24 pairs of reviewers 
for each country (India: SK, RU, SV; Kenya: SAO, HOO) 
deductively coded study findings into different levels 
of the model by extracting text from the charted data 

Table 1  Inclusion and exclusion criteria

PECO component Inclusion criteria Exclusion criteria

Population Women health professionals in India or Kenya
Publishes findings disaggregated by sex (unless 
they focused on the nursing sector) and by 
country for
India or Kenya

Non-health professionals, informal health workers, 
community volunteers
Health professionals outside of India or Kenya
No disaggregated data by sex (unless they focused on 
the nursing sector) and by country for India or Kenya

Exposure Barriers or enablers to advancing women’s 
leadership in the health sector; interventions to 
advance women’s careers in the health sector

No description of women’s representation or 
leadership in the health sector or does not focus on 
nursing careers

Context Any of the WHO health system building blocks57 
in India and Kenya, including leadership, health 
workforce and training and service delivery

Outside of the health system

Outcome Career advancement or career stagnation and 
attrition

Not related to career retention or advancement

https://dx.doi.org/10.1136/bmjgh-2023-014745
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and allocating it to common themes which emerged 
across studies and contexts. For enablers and barriers 
to women’s career progression in the health sectors, the 
themes were iteratively discussed by the review team. For 
interventions to improve women’s career progression we 
compiled a narrative summary of findings as the studies 
were too few to collate and analyse thematic content.

Patient and public involvement
As this is a review of completed studies, we did not engage 
patients or the public.

RESULTS
Study characteristics
For India-related studies, after excluding duplicates, 
2100 studies were identified from searches of electronic 
databases, 33 from Google Scholar and 6 from reference 
searching. Based on the title and the abstract, 2100 were 

excluded, with 49 full-text articles retrieved and assessed 
for eligibility. Of these, 15 studies were considered 
eligible for this review.

For Kenya-related studies, after excluding duplicates, 
3304 studies were identified from searches of electronic 
databases, 17 from Google Scholar and 2 from reference 
searching. Based on the title and the abstract, 3275 were 
excluded, with 29 full-text articles retrieved and assessed 
for eligibility. Of these, 11 studies were considered 
eligible for this review.

Out of the total 26 studies included, 7 nursing-specific 
studies were included in each final sample for India and 
Kenya.

Figures  2 and 3 provide PRISMA flow diagrams for 
India and Kenya, respectively.

Characteristics of the 26 studies included in our review 
are presented in table  2. Of the included studies, 11 
(42%) related to Kenya (publication year 2007–2022 

Figure 2  Flow diagram of selection of studies included in the review, India.
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with data collection period ranging from 2008 to 2020) 
and 15 (58%) to India (publication year 2013–2022 
with data collection period ranging from historical texts 
dating back to 1892–2019). Most of the studies, that is, 24 
(92%), were descriptive. Seven (27%) studies employed 
mixed methods, 11 (42%) were qualitative, 5 (19%) were 
quantitative and 3 (12%) were commentaries. Samples 
included diverse populations across different career 
stages, positions and parts of the health sector, but mostly 
focused on professionals engaged in healthcare service 
delivery. Only one in each country described an interven-
tion to advance women’s careers.

Evidence of enabling factors or barriers
14 themes of facilitators and barriers were identified 
across the two countries at individual/interpersonal, 
organisational, structural and cross-cutting normative 
levels. These are captured in table 3 and summarised in 
the adapted socioecological model in figure 4.

Individual/interpersonal factors
The main individual/interpersonal factors enabling or 
hindering women’s career progression across both coun-
tries were family support, knowledge, skills and personal 
attributes, and material resources.

Family support
In India, support from family members such as grandpar-
ents, parents, uncles and aunts inspired women to have 
ambitions to take up leadership positions.25 In an Indian 
survey of women neurosurgeons,26 96% of participants 
reported receiving good to excellent support from their 
family members. Women nurses in Tamil Nadu reported 
increased work satisfaction if their childcare responsi-
bilities were equally divided or mostly managed by their 
husbands.27

In Kenya, family support contributed to career progres-
sion. Women healthcare managers felt that they advanced 

Figure 3  Flow diagram of selection of studies included in the review, Kenya.
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in their careers because of support and encouragement 
from their spouses and parents.28 Conversely, family and 
parental obligations, including pregnancy and child-
bearing, hindered women from taking up certain job 
positions or furthering their education, limiting oppor-
tunities for career advancement and taking leadership 
positions.28 29

Personal attributes
In India, women leaders draw confidence from early-
career social commitment-related roles. Connection with 
and support from the community encouraged them to 
take on more responsibility.25 Women leaders empha-
sised motivation and coalition building and exercised 
self-awareness in crafting their roles as leaders. They saw 
their ability to multitask as a strength though they see 
this attribute as strongly gendered.25 Nurses mentioned a 
lack of confidence and dependence on men as a reason 
for the position of nurses diminishing and doctors not 
treating them as equals.30

In Kenya, women with the required knowledge and 
skills, combined with certain personal attributes, were 
reportedly more likely to get leadership positions 
and advance in their careers.28 31 Personal attributes 
mentioned by women included self-discipline, determi-
nation, passion, commitment and ambition.28 Personal 
mentors and role models also led to career growth.28 31

Kenyan nurse leaders and nurses said professional 
traits and leadership attributes such as management 
skills, negotiation skills, problem-solving skills and effec-
tive interpersonal skills contributed to them advancing to 
leadership positions.32–34 Nurse leaders also mentioned 
that being knowledgeable about health policy formu-
lation and competent in their field of nursing contrib-
uted to them being included in policy development 
processes.32 34 Conversely, lack of confidence, lack of 
active participation when involved in policy-making, lack 
of experience and knowledge pertaining to the health 
policy development process, and lack of tertiary educa-
tion all contribute to the inability of nurses to partic-
ipate in health policy development and deter career 
progression.34

Material resources
Financial limitations prevented some Kenyan women 
healthcare managers from advancing in their careers. 
Those with parental obligations mentioned having insuf-
ficient financial resources to further their own educa-
tion and educate their children at the same time, which 
limited their career growth opportunities.28

Organisational factors
Organisational factors enabling or hindering women’s 
career progression were capacity building and 
networking, career progression and leadership opportu-
nities, organisational policies, work culture and relation-
ships, flexibility and work burden.
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Capacity building and networking
Indian women oncologists highlighted the critical role 
of capacity building for developing their professional 
performance, including short-term intensive fellowship 
programmes and mentorship programmes (recognised 
as important factors by 52% and 19% of survey partici-
pants, respectively). Although 80% said that they received 
equal opportunities for training, 33% were unable to use 
them due to personal or family reasons and 17% felt they 
lost overseas training opportunities to male colleagues.35 
Among women nurses in India access to mentorship, 
career opportunities and training increases workplace 
motivation and satisfaction.27

In an Indian study of women neurosurgeons, (89%) 
found a women-only social media group beneficial and 
67% felt that an exclusive women neurosurgeons forum 
would be very advantageous for them.26 In contrast, 
networking after office hours has been challenging for 
women in India.35

In Kenya, women’s engagement in continuous profes-
sional development programmes such as on-the-job 
training helped them to develop the skills and knowledge 
needed to advance in their careers and take up leader-
ship positions. The provision of scholarships to further 
women’s studies created an opportunity for women to 

take up roles that contribute to career progression.28 
Women doctors and healthcare managers reported that 
workplace mentors and supportive supervisors enabled 
them to advance in their careers.28 31

Kenyan nurses’ participation in continuous profes-
sional development such as training contributed to 
knowledge acquisition in key areas needed for career 
progression.33 36 Nurses noted that a broadened curric-
ulum that incorporates policy-related issues enabled 
them to better understand the health policy development 
process and participate in its formulation.33 34 However, 
the lack of institutional financial resources meant Kenyan 
nurses could not be sponsored for continuous profes-
sional development.36 Moreover, the fact that curricula 
fail to cover content related to health policy formulation 
also contributed to nurses’ lack of knowledge to partic-
ipate in the development of health policies.33 Kenyan 
nurse leaders said professional mentors and role models 
helped them understand, navigate and participate in the 
health policy development process by offering support 
and sharing their experiences with them.34 36

Career progression and leadership opportunities
In India, departments headed by women have a higher 
proportion of women in senior positions.35 37 Dedicated 

Figure 4  Facilitators and barriers to women’s career progression in the health workforce of India and Kenya at different levels 
of the socioecological model.
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seats for women in leadership roles and in national scien-
tific bodies have the potential to improve work perfor-
mance of women oncologists.35 However, challenges 
remain for women in taking on leadership roles, espe-
cially in multilateral organisations and out of the country, 
given the social expectations and family responsibilities 
put on women.25

Within the public health system, the possibility of 
career advancement is limited for nurses.38 Corruption 
also impacts nurses’ career growth opportunities with 
those who collude with it being favoured over others.30

Organisational policies
In India, promotion of gender equity and/or antigender 
discrimination policies is critical for the workplace.35 
Organisation-level policies such as maternity leave bene-
fits and family allowance have a positive impact on nurses’ 
satisfaction.27 In Kenya, experienced nurses reported that 
a change in policy was needed before they could become 
in-charges who manage rural hospitals, as these roles are 
only open to clinical officers currently.39

Work culture, relationships and harassment
In an Indian study of women neurosurgeons, most 
reported receiving positive support from their depart-
ment during their residency, however, some reported 
receiving poor or no support and 40% of women 
reported facing gender discrimination.26 Gaining trust 
from colleagues is challenging, as 40% of Indian women 
oncologists stated women doctors do not get equal patient 
referrals, especially early in their careers.35 In Kenya, the 
perception of women as child bearers and nurturers was 
damaging to their career progression, with both men 
and women supervisors assuming that women would not 
show commitment once they have a child.29

Male-dominated work culture presents another barrier 
for women in India, for example, women face chal-
lenges while asking men supervisors for childcare-related 
leave.25 Men may experience insecurity if women perform 
better, as highlighted by a survey in which 55% of women 
shared that men feel uncomfortable when a woman 
performs better.40 Work satisfaction among Indian nurses 
increases if the work environment is cordial and they are 
recognised by colleagues and seniors while interpersonal 
conflict leads to increased stress in the workplace.27

In India, verbal and sexual harassment is a major imped-
iment for nurses. For many nurses, sexual harassment is 
an unavoidable experience and vulnerability is higher on 
night shifts. The perpetrators include superiors, doctors, 
ward boys and other workers as well as people accompa-
nying patients.41

In Kenya, nurse leaders mentioned that having some 
level of decision-making autonomy in their workplaces 
enabled them to manage their work effectively and 
exercise their leadership capabilities.39 Despite being 
in a senior position and having significant leadership 
experience, some Kenyan nurse leaders were afforded 
limited opportunity to make decisions independently. 

This constrained their ability to discharge their duties 
effectively as they had to consult on all decisions.39 
Allowing nurses to participate in policy-making processes 
at all stages contributed to their career progression.33 34 
Nurses and nurse leaders, however, reported difficulty 
in engaging in the health policy development process 
because of lack of opportunity or forums, support from 
their institutions, recognition of efforts or access to policy 
meetings.33 34

Factors related to Kenyan nurses and other health-
care workers remaining in their jobs included supervisor 
support, provision of annual leave, attractive salary and 
benefits, and availability of promotion opportunities. 
Reasons for leaving included inadequate supervision, 
insufficient pay, heavy workload, lack of job security and 
poor infrastructure in their workplace or location.42

Flexibility and work burden
In India, flexibility is an important determinant for 
workplace performance and satisfaction. One-third of 
women oncologists highlighted flexible hours and 20% 
mentioned the role of digital platforms as important 
factors for performance at work.35 However, long and/
or inflexible working hours pose challenges for women,43 
often leading to work during evenings or weekends.25 
Good work–life balance was important to work satis-
faction among nurses.27 However, nurses often suffer a 
high work burden due to a shortage of clinical staff and 
competing priorities.44

In Kenya, a work environment that enables balancing 
of family, career and further studies enabled women’s 
career progression and take up of leadership positions.28 31 
Workplaces that provided study leave enabled women to 
further their studies while keeping their jobs.28 However, 
time constraints to engage in further studies can limit 
women doctors’ or nurses’ career growth because of the 
nature and schedule of their jobs.28

Structural factors
Government policies
Kenyan nurses reported that functioning legislative struc-
tures ensured a higher representation of national nurse 
leaders in policy development at all stages and helped to 
enforce gender balance.34 No other studies looked at the 
impact of structural and legal factors on women’s career 
progression.

National and state institutions
In India, insufficient numbers of nurse/midwife training 
institutes limited opportunities for practical experi-
ence during preservice education for nursing students 
in private institutions.30 Similarly, a lack of capacity to 
provide the additional training mandated for nurses in 
India prevented them from being eligible for promo-
tion.38

Access to public infrastructure
In Kenya, lack of necessary equipment to do their jobs, 
poor transport to the workplace, lack of access to good 
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schools for children, limited access to safe water and lack 
of suitable housing caused health workers to leave their 
jobs.42

Cross-cutting gender normative factors
Gendered occupational segregation
In India, there are power differentials between nurses 
and doctors.30 Nurses report that nursing is perceived as 
an ‘unskilled’ profession. One participant stated ‘Lead-
ership grows in social contexts and hierarchical settings, 
but a nurse is the lowest in this hierarchy’.32 Even in the 
women-dominated profession of nursing, women are 
often not part of decision-making bodies with doctors 
seen as superior.30 Similarly in Kenya, nurses reported 
that medical doctors and clinical officers were preferen-
tially selected for leadership positions even when they 
had relevant qualifications because of hierarchy issues 
within the healthcare system.28 29 39

Gendered occupational segregation is common in 
the health sector in India. Due to gender stereotypes 
around women’s roles and abilities, women are deemed 
unsuitable for or are discouraged from, joining certain 
specialisations.26 73% of women neurosurgeons faced 
discouragement to join the field, including from other 
neurosurgeons or medical professionals and/or their 
families. Neurosurgery was not considered a suitable 
field for women due to the long-working hours, long 
duration of residency with a meagre stipend and the risk 
of professional demands impacting women’s marriage 
prospects.26 Other specialties in India, such as cardiology, 
surgery and orthopaedic surgery, continue to be domi-
nated by men.37 45

Unpaid care work burden
In India, domestic responsibilities, including unpaid care 
work and household chores, impact women’s career aspi-
rations, growth and decisions.35 40 43 Two-thirds of Indian 
women oncologists reported ‘domestic responsibilities’ 
as the main challenge to professional growth.35 Women 
ophthalmologists found that ‘greater family responsi-
bility’ was a key difficulty.43 Meanwhile 57% of women in 
academic dentistry managed domestic work alone and 
63% of women were solely responsible for childcare, 
which affected their career development. Further, 49% 
of these dentists said they compromised on their work 
due to their family responsibilities. The authors found 
that women who have ‘successful’ careers had either 
delayed starting a family or were single.40 An analysis 
of the 2017–18 NSSO survey found that 54% of women 
with a degree in medicine were out of the labour force 
because they were engaged in household work.46

In Kenya, some employers discriminated against 
women who were pregnant or had children during the 
recruitment process for a managerial position because 
they perceived that mothers would have difficulty 
balancing work and family obligations and ultimately 
resort to attending work irregularly.29 Pregnancy was a 
key reason why Kenyan student nurses dropped out of 

training, which rendered them unable to secure good 
employment.36

Norms around masculinity
In India, husbands’ careers were given more importance 
than wives’, leading to women compromising their career 
development. 65% of academic dentists shared that the 
‘secret of a happy marriage’ is a better career path for the 
husband. Further, 55% reported that husbands were not 
comfortable if their wives had better careers.40

Evidence of interventions
One Indian study examined a leadership intervention. 
Marath and RamachandraMarath and Ramachandra 
(2015) tested a facilitative nurse leadership develop-
ment package (LDP) with 30 head nurses in the LDP 
arm compared with 30 head nurses in the control.47 The 
intervention involved training on five concepts of trans-
formational leadership. Researchers compared self-rated 
and observed pretest and post-test scores between arms 
and found that the mean self-rated post test scores of 
head nurses in the experimental group showed a signif-
icant increase from pretest through all the post-test 
time periods for all the five leadership practices. While 
providing evidence on how to train leaders, the effect 
of the training on the nurses’ career development and 
growth was not tested.

One Kenyan study focused on an intervention.31 
Kenyan women doctors were engaged in an international 
research training programme known as the University of 
Washington AIDS International Training and Research 
Programme. The programme included short-term and 
long-term training in epidemiology, biostatistics, biomed-
ical research and sociobehavioural research. The effect 
of the intervention on equality of opportunity and inclu-
sive leadership was not evaluated. However, participants 
who completed the programme were able to: transfer 
their research knowledge through teaching and mento-
ring, venture into research careers and develop research 
programmes and engage in other lucrative careers.

DISCUSSION
Statement of principal findings
Our study demonstrates the complexity of multifactorial 
determinants of equality of career opportunity and lead-
ership in the health sectors in India and Kenya. While 
both countries differ in terms of culture and diversity, they 
share common barriers and enablers to women’s leader-
ship at individual, organisational and structural levels 
and were affected by similar cross-cutting gender norms 
which disadvantage women. Most nurses in both coun-
tries are women and have limited access to leadership 
positions. Thus, addressing power imbalances between 
nurses and doctors is key to enabling more women to 
take up leadership roles. Furthermore, interventions to 
transform gender norms and develop/enforce gender-
equitable laws and policies are crucial to enabling women 
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to progress into leadership in the health sectors of India 
and Kenya.

Strengths and weaknesses of the study
Strengths of our review include the use of structured 
search methods, rigorous data extraction and analysis 
by independent reviewers in India and Kenya following 
standardised scoping review methods. Weaknesses 
include that we did not undertake quality appraisals of 
included studies and did not prespecify the inclusion 
of studies about nursing as a ‘women’s domain’ within 
the health sector. The lack of quantitative measures of 
women’s career progression and lack of interventional 
studies limit what conclusions can be drawn about what 
needs to change and how.

Further, our use of the selected databases may have 
resulted in the exclusion of articles indexed in other data-
bases. We did not include grey literature beyond what was 
found in Google Scholar. Given the growing interest in 
women’s leadership in the health sector, including in 
India and Kenya, this may have resulted in the exclusion 
of relevant grey literature. The use of English-only arti-
cles may have resulted in the exclusion of relevant arti-
cles in other languages.

Our application of the socioecological model during 
the analysis of data extracted from papers/studies may 
have been subject to inter-reviewer differences. However, 
repeated discussions and initial duplicate coding of a 
sample of studies by several team members minimised 
such differences.

The health sector is one of the largest sectors that 
employs women and historically women are predomi-
nantly employed in the nursing profession, which could 
bias the presentation of findings and implications for 
policy. We also did not include informal or voluntary 
health workers, whose career progression opportunities 
may differ from formal paid health workers.

Strengths and weaknesses in relation to other studies
Mousa et al’s systematic review of organisational inter-
ventions for advancing women in leadership across 
multiple sectors in mostly high-income countries iden-
tified the importance of organisational leadership, 
commitment and accountability. Proposed interven-
tions such as improving workplace culture, mentoring 
and networking, leader training and development, role-
modelling, work–life integration and gender bias elimina-
tion are consistent with those emerging from our study.12 
Workplaces reinforce patriarchal norms and discrimina-
tion against women on the grounds of their reproduc-
tive and caring responsibilities, and verbal and sexual 
harassment/assault is widespread.2 3 48 49 Internalised 
gender norms around employment and work roles11 50 
and gendered attitudes towards competition, failure and 
risk-taking51 impact women’s labour market prospects 
with women required to demonstrate traditionally ‘male’ 
characteristics in order to succeed.28 Studies focus on 

women’s ‘failings’ and what women need to do rather 
than addressing gender relations, with no attention 
given to how to address deeply embedded norms around 
gender roles. Hence, we concur with Hay that ‘disrup-
tive’ and transformative action is needed both within the 
health sector and across wider society to address gender 
norms and build accountable, gender-equitable societies. 
This includes making equal opportunities for healthcare 
professionals of all genders, and moving away from the 
concept that women should ‘care’ while men should 
‘cure’.2

Meaning of the study: possible explanations and implications 
for clinicians and policymakers
Our review highlighted an absence of evidence on ‘what 
works’ to achieve inclusive and equitable career progres-
sion for women in India and Kenya, and of monitoring 
data to indicate whether progress is being made. Our 
analysis of enablers and barriers to career progression 
shows that career equity and leadership diversity can only 
be realised through action across multiple intersecting 
domains. The relative absence of examination and eval-
uation of the structural environment, as compared with 
individual/interpersonal and organisational factors, 
indicates where further research is needed—particu-
larly given the potentially high impact of laws promoting 
gender equality.

Unanswered questions and future research
Gender is just one of many aspects of identity by which 
people working in the health sector are discriminated 
against. Despite the existence of protected characteris-
tics (sex, age, ethnicity, race and disability) in the Kenyan 
Constitution, and protection against discrimination 
on the grounds of religion, race, caste, sex or place of 
birth in the Indian Constitution,52 we found no analyses 
of workforce data by these characteristics in the health 
sectors apart from one study looking at caste discrimina-
tion53 and no studies which examined the intersectional 
barriers or enablers to career progression nor how these 
factors shaped occupational segregation. Such studies 
are needed to inform efforts to level up opportunities for 
marginalised women.

While our study focused on the formally paid health 
workforce, over a million informally employed commu-
nity health workers in India54 55 and 73% of the 89 000 
Community Health Volunteers in Kenya are women.56 
Future studies and interventions should investigate 
career progression opportunities for this cadre of largely 
low-income women volunteers and the legal/ethical 
implications of relying on them to maintain front-line 
health systems.

Ensuring equality of opportunity for career progres-
sion for women health professions will require action 
on the career pathways within the different professional 
cadres as well as negotiating the hierarchies of intercadre 
professions within the leadership space.
X Naomi M Saville @naomi_saville and Sylvia Kiwuwa-Muyingo @skmuyingo
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