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Abstract: Feminist political economy of health is a term that has emerged as a result of research that
has combined and connected a feminist political economy lens with a focus on health disparities
of women. This paper provides an overview of the literature from the work of feminist medical
sociologists and feminist health scholars that have shaped the concept of feminist political economy
of health. The analysis indicates that while women have experienced health inequities inside the
healthcare system, there are also significant health disparities that are experienced outside the
healthcare system due to women’s social, economic, political, and cultural conditions. Given that
there are dual crises with respect to the COVID-19 pandemic as well as social movements pushing
for change, further work that uses intersectional approaches is advocated.
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1. Introduction

Feminist political economy is a popular term that has been used in various disciplines
and various fields of studies, such as sociology, humanities, political science, environmental
studies, work/labor studies, and public health. More recently, the term has been updated
and utilized by medical sociologists and public health practitioners, and it has been referred
to as feminist political economy of health. Feminist political economy of health suggests
that material and cultural discrimination against girls and women are the primary factors
that influence their social conditions and health [1,2].

Feminist political economy of health has its roots in feminism and the work of feminist
scholars. Feminism is concerned with gender inequalities that arise from a system of
patriarchy [3]. Feminist scholars and feminists argue that society is gendered in such a way
that women and men have fundamentally different experiences and access to power and
privilege [3]. Feminists have both criticized and expanded upon materialist approaches
in representing and considering women’s perspectives [3]. Feminist sociologists argue
that the economic, social, and political issues for women arise as a result of social and
political histories that were developed and written exclusively by men, and from the
standpoint of men rather than women [3–6]. Feminist materialist scholarship extends
the ideas of materialism by connecting market relations with domestic ones [7]. Feminist
political economy frameworks also focus on equity for women [8]. Scholars examine
the economic needs of the family, the work of women in the home and in labor markets,
and relations within workplaces. Feminist materialist scholarship also examines tensions
related to women’s paid and unpaid work, such as how production and reproduction
affects women’s lives [9]. For instance, women’s reproduction and unpaid caregiving roles
can modulate the extent to which women participate in the paid economy, which can then
affect their material, social, and political conditions, their overall life circumstances, and
their health. Context becomes important, and there is a focus on the interactions between
the micro (individual), meso (structural/organizational), and macro (global/international)
levels [10].
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Feminist perspectives have been influential in the fields of public health, as well as
in medical sociology, and in the sociology of women’s health and illness [3]. Feminist
political economy approaches that are applied to health research have helped to explain the
processes that make women vulnerable to health inequities at a variety of levels. The first
has to do with the health care needs of women. For instance, women have different health
needs than men and require diversity in health services [1,2]. Yet, biomedical research and
biomedicine are often applied to women in unfair ways that have health-compromising
consequences for women [11]. For example, women may experience pregnancy, birth,
and different types of health issues during their aging and life course compared to men.
However, health research and health care services often do not fit with women’s needs [9].
Furthermore, the Physician Health Study of coronary heart disease also excluded women
from their trials because coronary heart disease was thought of as a male problem, despite
the fact that half a million women died of it each year in the USA [1], and despite that
women’s risk of it and other chronic illness is influenced by a number of factors [12].
Studies also show that in some societies, girls and women experience inequities in the
healthcare system due to discrimination because boys and men are valued more than girls
and women [13,14].

2. Women Can Experience Health Inequities Both Inside and Outside the
Healthcare System

Although many women experience health inequities from within the healthcare sys-
tem, as mentioned in the example above, they also experience health inequities that are
separate from (or outside the scope of) the health care system. For example, marriage or
having children can prevent women from pursuing continuing education, and also impact
their paid work obligations [2], which can modulate rates of poverty, women’s material
conditions, and accordingly, their health equity. For instance, research from the United
States has shown that while recent cohorts of women have entered the labor market more
than their predecessors, the number of weekly hours is low due to “an influx of part-time
workers” ([15], p. 109). Other studies show that the female labor force continues to be con-
centrated in traditional sectors of their employment, such as education, healthcare, social
services, and culture [16], which tend to pay them less than men, i.e., women experience
horizontal segregation [17]. Within specific occupational groups, women also tend to work
less frequently than men in positions with higher occupational hierarchy (i.e., managerial
jobs), alluding to vertical segregation, as well (ibid).

Working women can also be susceptible to illness and absence from work due to
family obligations. This phenomenon, consisting of a dual paid/unpaid work–family
interface is often dubbed a “double burden” [18,19]. For example, women tend to provide
the majority of care in both public and private environments [20]. They also maintain the
health and lives of those in their households, families, and communities through unwaged
and low-waged invisible work (ibid). This is especially true in the health care sector, which
comprises of over 80% women as workers [18]. The double burden of paid work in the
labor force combined with unpaid work in the home can make women more vulnerable
to poorer health than men, and it can also cause stress and fatigue, which have spiraling,
health-compromising effects on their wellbeing [21,22]. Unfortunately, the double burden
of women’s work often remains invisible because women are expected to be responsible
for social reproduction, yet paradoxically, this social reproduction overlaps both the public
and private realms [18].

2.1. Feminist Materialism

Feminist materialists who are focused on an analysis of health argue that women’s
health and wellbeing are directly affected by determinants of health, such as income and
social status, because women are often paid lower wages than men [1,2,23]. This economic
disparity can influence women’s access to healthy food and nutrition, their participation
in health-modifying and health-impacting behaviors, as well as access to health/medical,
social, dental and other types of care. Another problem that affects women’s health
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and wellbeing is that women are often sex segregated in the labor market. This means
that women who participate in labor markets may do so as a reserve supply/army of
labor on either a daily, weekly, seasonally, or part-time basis to respond to demand and
overproduction in manufacturing, retail, service, and other sectors [24–27].

Feminist materialists also argue that the health problems women experience are related
to their discrimination and disadvantage while they carry out the gendered activities that
make up their daily lives [1,2,28]. Specifically, the dual demands of women’s work in
the home and the labor market have a direct effect on the way women participate in the
workforce as well as on the sex segregation of women’s work and women’s wages [2]. For
example, if a job involves care work, it is most often performed by a woman, it is classified
as unskilled, and therefore, it is lower-paid than that of men in caregiving occupations [29].
These types of disparities in women’s working conditions result in gender inequities in
income and wealth, which make women vulnerable to poverty and also vulnerable to
health problems.

There are, however, political situations and contexts in which women are able to bal-
ance these dual demands, participate equitably in the labor market, and benefit from public
spending [30]. This context began with the first wave of feminism, and women’s right to
vote, which started with the Western states in the United States, and eventually enabled
the politics of redistribution, since women vote for high taxation and high social protection
through spending more than men [30]. Research indicates that in social democratic regimes
such as Sweden, Norway, Denmark, and Finland, redistributive policies have encouraged
women to gain meaningful employment; provided family-oriented services, such as child-
care and home care to help women integrate into the paid labor market; provided generous
non-means-tested social services and transfers, and unemployment compensation for sin-
gle mothers; and helped support women’s health and participation in government [31].
On the opposite spectrum, societies that have a “[t]olerance for corruption” and exhibit
Nietzschean behavior have limited or no social mobility, ethics, rule of law, and the ruling
elites increase spending at the expense of public spending on education, schools, teachers,
medical facilities, and health [32] (p. 276).

Although many feminists have embraced materialism, acknowledging that the ac-
cumulation of profits and wealth among the Bourgeoisie class (now capitalist class) has
resulted from the labor power advanced by women and men from the Proletariat class, i.e.,
the working class, the assumption that “Wage labor rests exclusively on the competition
between laborers,” [26] (p. 21) becomes problematic. The reason for this is because it raises
Malthusian and Ricardian principles of scarcity of food and land, respectively, due to mass
population growth and urbanization, which requires a restoration of equilibrium. Marx
predicted a communist revolution, but it was only carried out in Russia and China, while
other countries adopted social democratic principles [33]. Furthermore, certain phenom-
ena were unanticipated by materialist perspectives such the abolishment of slavery; the
replacement of slavery with racialized labor diasporas [34]; technological innovation such
as automobiles; and globalization, which shifted power and capital dramatically including
to those who now own oil wells and gas commodities [33].

Research indicates that there are also ethical, moral and material implications of
women’s work, which also compromise their health and wellbeing, and this is based on
particular stereotypes. For instance, in women’s work in the health sector, and specifically
within long term care (LTC), there is a perception that good women care for their families
and others, either uncompensated or low-paid, and in doing so, they attain feminine
moral worth [20]. As a result, while such types of women’s work in the home or in the
labor market are morally and ethically elevated in this regard, they can be detrimental to
women’s material conditions because they are often invisible [35], unpaid or underpaid,
unregulated, un-supervised, undervalued, and they can be characterized by long hours,
and can have dull, repetitive, and isolating working conditions that can perpetuate health
inequities [2]. The literature shows that care work, for example, might also be undeclared
and undocumented [36]. Furthermore, care workers frequently feel they are unseen,
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unheard, and accordingly, they are unhappy [37]. Material conditions such as employment
opportunities, wages, and scarcity of day-care also constrain women’s roles and can
confine them to work primarily in the home, even if ideas about women’s place in the
home changes [2].

Feminist health scholars challenge the assumption that maleness and femaleness starts
and usually ends with sex differences in reproductive systems [38–40]. The biological
differences between women and men go beyond the obvious ones related to reproductive
systems, and also include genetic, hormonal, metabolic and other variations [1,41]. Further-
more, while there are obvious differences between male and female patterns of sickness and
health, with some health problems stemming from biological differences, these differences
are more complex than pure biology [1,2]. Many feminists, therefore, reject these arguments
about biological determinism and biological models, and they suggest that the differences
between men and women, and among different groups of women, are beyond biology and
include things such as socio-economic status, class, culture, discrimination, and racism.

One of the debates in feminist materialist scholarship is that certain forms of material
conditions seem to be advantageous for women, but they might actually be disadvanta-
geous. For example, part-time work has been advocated as a solution to the problem of
balancing paid work and care responsibilities by allowing women (especially mothers)
to balance their time in caregiving while also participating in paid work [42]. However,
the material reality is that in part-time work, women may have low wages, they often
have few opportunities for training and career progression, they have inequitable access to
employment benefits, and they often do not receive paid leave [2]. The reasons for these
inequities experienced by part-time women-workers are due to various sex-stereotypes
about women such as having high absenteeism, being uncommitted to their work, being
unproductive, inability to be career oriented, or wanting few responsibilities and pres-
sures [2]. Part-time work and part-time wages might also make women submissive and
more dependent on men, coined “housewifization”, because women’s wages and power
within the family might become lower than that of men [1,2]. Thus, advocating part-time
work or other one-size-fits-all approaches for women are not necessarily ideal practices.

Feminist political economy work is helpful in explaining the material differences in
health by gender, and it goes beyond gender in multiple ways; but, it was initially limited
in its anti-racism analysis and critique, the latter of which only emerged in the second and
third waves of feminism [8]. The particular concerns of women (and men) of color that
were initially neglected under materialism began to change during the latter feminist social
movements. It is now widely accepted that there are alternative and unique perspectives
that can be offered when gender is analyzed in ways that intersect with race, class, abil-
ity or disability, age, and other social identities that lead to further marginalization, and
that men and women’s lives are embedded in this reality [43,44]. For example, disabled
people’s experiences are not only limited to material abuses such as physical or emotional
violence and poverty, but go beyond these experiences to include forms of social exclusion,
oppression, objectification, and alienation [45]. Such experiences also include neo-racism
and democratic racism [46]. Indeed, many racialized women experience significant occupa-
tional segregation and earn lower wages than other groups [47]. Research in the United
States demonstrates that the actual disparity between black women’s wages and white
women’s wages is 17% [48].

Another example of conflict is the competition between jobs taken up by low-waged
temporary or seasonal migrant and racialized workers versus unemployed Canadian
citizens who possess the same skills. These groups are pitted against each other while
the capitalist class makes gains by exploiting either side. This was exactly the scenario
that occurred in British Columbia, Canada in which the International Union of Operating
Engineers and the Construction and Specialized Workers’ Union asked the federal court
Justice, Douglas Campbell to grant an injunction to stop Chinese foreign workers from
arriving in Canada [49]. The unions were concerned that foreign workers were being
recruited to work for HD Mining Ltd., while Canadian miners were not given a fair
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opportunity to work at the mine first [50]. Yet, foreign workers also need to work in
order to survive and thrive, and often have to sustain their families abroad. Many of the
above-noted perspectives have been inspired by critical feminist scholars and critical race
theorists, who advocate intersectional approaches to research, which is described in the
next section.

2.2. Intersectionality and Theories of Knowledge

Intersectionality as a conceptual framework can extend the work of feminist ap-
proaches that are otherwise limited in their analysis of racism and other forms of discrimi-
nation. In other words, intersectionality frameworks may be promising alternatives to a
one-size-fits-all approach [51,52]. For instance, they may help to frame racialized women’s
unique or different experiences and lived-realities, as well as other markers of difference,
such as urban versus rural contexts. In addition to intersectional frameworks, feminist
health scholars have contributed to feminist epistemology, ontology, and methodology.

Epistemology refers to the study of knowledge [51]. Epistemology is associated with
how the inquirer or researcher, who wishes to understand a particular subject, creates
knowledge about these matters through research and other inquiries [53]. Examples of
epistemology include the epistemology of positivism and feminist epistemology. The
epistemology of positivism has its disciplinary roots in the natural sciences [54]. Positivists
believe in empiricism, which is the idea that observation and measurement is the core of
the scientific endeavor [55]. Positivism assumes and strives for objectivity, in which the
researcher attempts to minimize or exclude political values, subjective impressions, and
partial accounts that might bias their findings [54]. Feminist epistemology is a way of
thinking that suggests that gender should influence the practice of acquiring knowledge
and also the analysis of that knowledge [56]. Feminist epistemology identifies the ways in
which the dominant conception, acquisition, and justification of knowledge systematically
disadvantage women and other subordinated groups [56].

Ontology refers to theories of being [51] (p. 10). The ontology of critical theories, such
as gender/feminist political economy and ethnicity/anti-racism), is historical realism [57].
In historical realism, reality is shaped by social, political, economic, cultural, ethnic, and
gender values (ibid).

Methodology is the theory and analysis that informs research [51]. Methodology often
refers to the study of/discourses about systematic, theoretical analyses of the methods
applied to a given field of study. In other words, methodology is focused on the specific
ways, or the methods that are used to try to understand the world [55,57] (As indicated
by scholars [53] (p. 126), “methodology is about the kinds of research tools that can be
employed to acquire worthwhile knowledge about the world”. However, methodology is
distinct from methods, the latter of which refers to the techniques or tools used to gather
data [51]. For instance, positivist methodology incorporates the use of the scientific method
and emphasizes experimentation in an attempt to discern natural laws through direct
manipulation and observation [55]. Positivist methodologies identify scientific findings
through observable and often quantifiable evidence [54]. It is believed that the world and
the universe are operated by laws of cause and effect that can be applied to the unique
approach of the scientific method [55]. In other words, positivist methodologies often
emphasize the use of surveys and other quantitative approaches for knowledge acquisition
and generation.

Unlike the quantitative methodological emphasis in the school of positivism, research
that uses critical theories often has a methodological emphasis on a dialogic/dialectical ap-
proach [57] Researchers who use critical theories would likely employ qualitative methods,
which are inductive and without predetermined hypotheses [58]. They would likely ask
different questions than positivists, and those questions would be addressed in alternative
ways [59–61]. For example, the what, how, or why of phenomena are asked rather than
how many or how much [54] and this provides insights into the dimensions of experience,
and helps to add to the completeness of answers to the questions that are asked [61,62].
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Scholars using a feminist political economy approach have grounded their studies in
critiques of gender and class ideologies, with a methodological approach that conforms
to the tradition of historical realism [53,63]. In other words, qualitative methods are
often employed in gathering data, although quantitative methods have also been used to
draw on statistics that have established the female-dominated care workforce, women’s
unequal position in the health-care field, and to reveal systemic discrimination against
women [9,18,29]. Scholars recognize the importance of context and experiences, and seek
a wide variety of sources for information and evidence [9]. This context is local and
familial, as well as global and capitalist [9]. Accordingly, researchers’ roles, propositions,
actions, and end-goals might aim to emancipate, empower, and socially transform people’s
situations towards more equity and justice [57].

While feminist methodological research practices have endorsed qualitative methods,
particular ones are encouraged more than others. For example, the work of some feminists
supports interview methods as opposed to only using observational methods [5]. The
strength of interview methods is that it prevents objectifying the research subject as an
“Other” [5], and gives them voice. It is proposed that researchers can also improve this
experience beyond interview practice, and explore relations that are embedded in our
everyday world [5].

Feminist materialist scholarship has also contributed a wealth of knowledge to the
epistemological and methodological approaches in gathering social, economic, and health
data. For instance, “[m]aterialists contend that both bodies and ideas must be understood
within the context of material conditions” [2] (p. 171). Consequently, biology affects and
is affected by social, economic, and political conditions. In other words, if one were to
inquire as to whether or not biological factors/gene expression or social/economic/political
conditions contribute to a person’s health and wellbeing, then materialists would contend
that biology/gene expression is influenced by social, economic, and political conditions.

Feminist perspectives offer a number of epistemological and methodological critiques
of mainstream health research, demonstrating the bias in how women are diagnosed,
treated, and even studied. For example, the study and evidence used in the dominant
research paradigms privilege quantitative methods, data, and numbers, such as random-
ized control trials (RCTs), number of nurses per population, and number of Caesarean
procedures per doctor [9]. However, they can lead to certain biases. Indeed, RCTs have
often been based on trials conducted on 70-kilogram adult males rather than females [9].
Furthermore, a study of coronary heart disease (CHD) entitled the Physician Health Study
excluded women from their trials because CHD was thought of as a male problem, despite
the fact that women are also at risk of CHD and other chronic illness [12], and despite that
half a million women die of CHD each year in the USA [1].

Feminist epistemological perspectives also critique how knowledge that is gained
may define how woman are perceived in society and how these perceptions can affect
women’s paid and unpaid roles. For instance, culture, societal norms, and attitudes
generate ideologies that define feminine and masculine work [64–66]. Ideas, ideologies,
cultural norms, and attitudes about women get socially accepted over long periods of
time and manifest themselves as health inequities [1,2]. As a result of the socialization
process, internalization of biased ideas, and the social exclusion of women based on sexual
stereotypes, women may become vulnerable to social problems. This vulnerability may
worsen their health in a number of ways. For example, what is perceived as women’s
work includes comforting, cooking, feeding, bathing, toileting, record-keeping, cleaning,
laundering, management and supervision, as well as other tasks [18]. Many of these tasks
have been carried out traditionally in the home and other private spheres, making them
invisible. The problem arises when meals have to be prepared on time, and when children
are looked after on-demand, which has the effect of restricting women’s abilities to work
outside the home, making them vulnerable to income inequalities and health inequities [2].

Cultural factors are extremely important for women’s health and wellbeing, along
with societal norms, values, and attitudes towards girls and women, which shape their
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material conditions and health outcomes. For example, research suggests that women
are more risk averse than men, and these differences are actually present early in life [67]
possibly due to cultural conditions. In certain cultures, the notion of family honor can
become deadly when honor-killings are carried out against girls and women who are
unfairly accused of breaking from tradition. In addition, there are also harmful cultural
practices such as female genital cutting that deprive women of sexual pleasure while
also simultaneously exposing them to chronic gynecological conditions. Lastly, in some
conservative Middle Eastern cultures, women are not allowed to be without the presence
of male guardians, which limits employment opportunities, thereby reducing women’s
opportunity to work outside of the home [68].

A new problem that has now emerged is how to care for women and other vulnerable
people during crises such as the COVID-19 pandemic. Addressing this problem requires
thinking about all of the ways in which their health is affected. Another area of opportunity
would be to examine the experience of groups who are racialized minorities, such as
Muslim women. Recent research has examined how the human rights and health of
racialized women are shaped by state policies and structural/organizational decisions,
which impact racialized women who often have little say in the decisions that affect
their lives [69,70]. It would be interesting to examine socioeconomic disparities among
these marginalized groups using intersectional approaches and feminist epistemology and
methodology, which were mentioned in this paper.

3. Conclusions and Prospects

This paper has discussed the ways in which feminist scholarship has shaped and
defined the concept of feminist political economy of health. While these terms have
been around for quite some time, emerging scholarship can always add new ways to
think about feminist political economy of health. New and emerging research should be
undertaken that examines how women’s work, women’s material/economic, social, and
cultural conditions, and health disparities, are affected by contemporary crises. This will
be particularly important given the current research emerging from the conditions during
the COVID-19 pandemic as well as the ‘Black Lives Matter’ social movement in liberal
democratic societies.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.

Acknowledgments: IS thanks Geoffrey M. Anderson for his encouragement and direction, Rachel
Gorman for her guidance and support on previous versions of this work, and the journal editor and
the three anonymous reviewers for their comments and suggestions.

Conflicts of Interest: The author declares no conflict of interest.

References
1. Doyal, L. What Makes Women Sick: Gender and the Political Economy of Health; Macmillan: Houndmills, UK, 1995.
2. Armstrong, P.; Armstrong, H. The Double Ghetto: Canadian Women and Their Segregated Work, 3rd ed.; Oxford University Press:

Oxford, UK, 2010.
3. Bourgeault, I.L.; Eisenstein, H. Sociological Perspectives on Health and Health Care. In Staying Alive: Critical Perspectives on

Health, Illness and Health Care, 2nd ed.; Bryant, T., Raphael, D., Rioux, M., Eds.; Canadian Scholars Press: Toronto, ON, Canada,
2010; pp. 41–63.

4. Eisenstein, H. Contemporary Feminist Thought; G.K. Hall and Company: Boston, MA, USA, 1983.
5. Smith, D. The Everyday World as Problematic: A Feminist Methodology; Smith, D., Ed.; Northeastern University Press: Boston, MA,

USA, 1987.
6. Smith, D. Texts, Facts, and Femininity: Exploring the Relations of Ruling; Routledge: London, UK, 1993.



Healthcare 2021, 9, 233 8 of 9

7. Armstrong, P.; Braedley, S. Troubling Care: Critical Perspectives on Research and Practices; Canadian Scholars Press: Toronto, ON,
Canada, 2013.

8. Krolokke, C.; Sorensen, A.S. Three Waves of Feminism: From Suffragettes to Grrls. In Gender Communication Theory and Analysis;
Sage Publications: Thousand Oaks, CA, USA, 2006; pp. 1–23.

9. Armstrong, P. Evidence-Based Health-Care Reform: Women’s Issues. In Unhealthy Times: Political Economy Perspectives on Health
and Care in Canada; Armstrong, P., Armstrong, H., Coburn, D., Eds.; Oxford University Press: Toronto, ON, Canada, 2001; pp.
121–145.

10. Syed, I.U. Theorizing Precarization and Racialization as Social Determinants of Health: A Case Study Investigating Work in Long
Term Residential Care. Unpublished Doctoral Dissertation, York University, Toronto, ON, Canada, 2019.

11. Syed, I.U. In Biomedicine, Thin Is Still in: Obesity Surveillance among Racialized, (Im)Migrant, and Female Bodies. Societies 2019,
9, 59. [CrossRef]

12. Stampfer, M.J.; Willett, W.C.; Colditz, G.A.; Rosner, B.; Speizer, F.E.; Hennekens, C.H. A Prospective Study of Postmenopausal
Estrogen Therapy and Coronary Heart Disease. N. Engl. J. Med. 1985, 313, 1044–1049. [CrossRef]

13. Vlassoff, C. Gender Differences in Determinants and Consequences of Health and Illness. J. Health Popul. Nutr. 2007, 25, 47–61.
[PubMed]

14. Larme, A.C. Health Care Allocation and Selective Neglect in Rural Peru. Soc. Sci. Med. 1997, 44, 1711–1723. [CrossRef]
15. Killingsworth, M.R.; Heckman, J.J. Female Labor Supply: A Survey. In Handbook of Labor Economics; Elsevier: Amsterdam, The

Netherlands, 1986; Volume 1, pp. 103–204.
16. Khitarishvili, T. Explaining the Gender Wage Gap in Georgia; Working Paper No. 577; The Levy Economics Insitute of Bard

College: Annandale-on-Hudson, NY, USA, 2009; Available online: http://www.levyinstitute.org/pubs/wp_577.pdf (accessed on
20 February 2021).

17. Busch, A.; Holst, E. Glass Ceiling Effect and Earnings: The Gender Pay Gap in Managerial Positions in Germany; Discussion Papers No.
905; Deutsches Institut fur Wirtschaftsforschung (DIW): Berlin, Germany, 2009.

18. Armstrong, P.; Laxer, K. Precarious Work, Privatization, and the Health Care Industry: The Case of Ancillary Workers. In
Precarious Employment: Understanding Labour Market Insecurity in Canada; Vosko, L.F., Ed.; McGill-Queen’s University Press:
Montreal, QC, Canada, 2005; pp. 115–138.

19. A Scoping Literature Review of Work-Related. Musculoskeletal Disorders Among South Asian Immigrant Women in
Canada. J. Glob. Health 2016, 6, 28–34. Available online: https://issuu.com/ghjournal/docs/spring_2016-3/1 (accessed on
20 February 2021).

20. Braedley, S. A Gender Politics of Long-Term Care: Towards an Analysis. In Troubling Care: Critical Perspectives on Research and
Practices; Armstrong, P., Braedley, S., Eds.; Canadian Scholars Press: Toronto, ON, Canada, 2013; pp. 59–70.

21. Department of Labour, Women’s Bureau. Socio-Medical Problems of Working Women. Labour Gazzette 1964, 64, 200–206.
22. Lowe, G.S. Women, Paid/Unpaid Work and Stress: New Direction for Research; Canadian Advisory Council on the Status of Women:

Ottawa, ON, USA, 1989.
23. Doyal, L.; Pennell, I. The Political Economy of Health; Pluto Press: London, UK, 1979.
24. Marx, K.; Engels, F. The German Ideology; Progress: Moscow, Russia, 1964.
25. Marx, K.; Engels, F. Selected Works in Three Volumes; Progress: Moscow, Russia, 1969; Volume 1.
26. Marx, K.; Engels, F. Bourgeois and Proletarians. In Manifesto of the Communist Party; 2010; pp. 14–21. Available online:

www.marxists.org/archive/marx/works/download/pdf/Manifesto.pdf (accessed on 20 February 2021).
27. Vosko, L.F. Precarious Employment: Understanding Labour Market Insecurity in Canada; McGill Queens University Press: Montreal,

QC, USA, 2005.
28. Doyal, L. Gender Equity in Health: Debates and Dilemmas. Soc. Sci. Med. 2000, 51, 931–939. [CrossRef]
29. Armstrong, P.; Armstrong, H.; Scott-Dixon, K. Critical to Care: The Invisible Women in Health Services; University of Toronto Press:

Toronto, ON, Canada, 2008.
30. Hillman, A.L. Public Finance and Public Policy: A Political Economy Perspective on the Responsibilities and Limitations of Government,

3rd ed.; Cambridge University Press: Cambridge, UK, 2019.
31. Navarro, V.; Muntaner, C.; Borell, C.; Benach, J.; Quiroga, A.; Rodriguez-Sanz, M.; Verges, N.; Pasarin, M.I. Politics and Health

Outcomes. Lancet 2006, 368, 1033–1037. [CrossRef]
32. Hillman, A.L. Nitzschean Development Failures. Public Choice 2004, 199, 263–280. [CrossRef]
33. Piketty, T. Capital in the Twenty-First Century; Harvard University Press: Cambridge, MA, USA, 2014.
34. Syed, I.U. Labor Exploitation and Health Inequities among Market Migrants: A Political Economy Perspective. J. Int. Migr. Integr.

2016, 17, 449–465. [CrossRef]
35. Peterson, E. The Invisible Carers: Framing Domestic Work(Ers) in Gender Equality Policies in Spain. Eur. J. Women Stud. 2007, 14,

265–280. [CrossRef]
36. Williams, F. Markets and Migrants in the Care Economy. Soundings 2011, 47, 22–33. [CrossRef]
37. Baines, D.; Charlesworth, S.; Daly, T. Underpaid, Unpaid, Unseen, Unheard and Unhappy? Care Work in the Context of

Constraint. J. Ind. Relat. 2016, 58, 449–454. [CrossRef]
38. Mead, M. Male and Female; Penguin: Harmondsworth, UK, 1950.
39. Waldron, I. What Do We Know about Causes of Sex Differences in Mortality. Popul. Bull. UN 1985, 18, 59–76.

http://doi.org/10.3390/soc9030059
http://doi.org/10.1056/NEJM198510243131703
http://www.ncbi.nlm.nih.gov/pubmed/17615903
http://doi.org/10.1016/S0277-9536(96)00373-5
http://www.levyinstitute.org/pubs/wp_577.pdf
https://issuu.com/ghjournal/docs/spring_2016-3/1
www.marxists.org/archive/marx/works/download/pdf/Manifesto.pdf
http://doi.org/10.1016/S0277-9536(00)00072-1
http://doi.org/10.1016/S0140-6736(06)69341-0
http://doi.org/10.1023/B:PUCH.0000033330.54694.fe
http://doi.org/10.1007/s12134-015-0427-z
http://doi.org/10.1177/1350506807079014
http://doi.org/10.3898/136266211795427576
http://doi.org/10.1177/0022185616655981


Healthcare 2021, 9, 233 9 of 9

40. Busfield, J. Managing Madness: Changing Ideas and Practice; Hutchinson: London, UK, 1986.
41. United Nations. The World’s Women 1970–1990: Trends and Statistics. In Social Statistics and Indicators; Series K; United Nations:

New York, NY, USA, 1991; Volume 8.
42. Chalmers, J.; Campbell, I.; Charlesworth, S. Part-Time Work and Caring Responsibilities in Australia: Towards an Assessment of

Job Quality. Labour Ind. J. Soc. Econ. Relat. Work 2005, 15, 41–66. [CrossRef]
43. Ng, R. The Politics of Community Services: Immigrant Women, Class, and State, 2nd ed.; Fernwood: Halifax, NS, Canada, 1996.
44. Dossa, P. Racialized Bodies, Disabling Worlds: Storied Lives of Immigrant Muslim Women; University of Toronto Press: Toronto, ON,

Canada, 2009.
45. Gorman, R. Social Exclusion or Alienation? Understanding Disability Oppression. In Social Inclusion and Young People: Breaking

Down the Barriers; Colley, H., Boetzelen, P., Hoskins, B., Parveva, T., Eds.; Council of Europe: Strasbourghk-Cedex, France, 2007.
46. Galabuzi, G.E. Canada’s Economic Apartheid: The Social Exclusion of Racialized Groups in the New Century; Canadian Scholars’ Press:

Toronto, ON, Canada, 2006.
47. Syed, I.U. Racism, Racialization and Health Equity in Canadian Residential Long. Term Care: A Case Study in Toronto. Soc. Sci.

Med. 2020, 265, 113524. [CrossRef] [PubMed]
48. Heckman, J.J. The American Family in Black and White: A Post-Racial Strategy for Improving Skills to Promote Equality. Daedalus

2011, 140, 70–89. [CrossRef] [PubMed]
49. B.C. Group Calls for Suspension of Chinese Miner Permits. CBC. 22 October 2012. Available online: http://www.cbc.ca/news/

canada/british-columbia/story/2012/10/22/bc-coal-miner-permits-demand.html (accessed on 26 July 2018).
50. Chinese Miners’ Arrival in B.C. Challenged in Court. CBC. 15 November 2012. Available online: http://www.cbc.ca/news/

canada/british-columbia/story/2012/11/15/bc-chinese-miners-unions.html (accessed on 26 July 2018).
51. Morrow, M.; Hankivsky, O.; Varcoe, C. (Eds.) Introduction: Beyond Gender Matters. In Women’s Health in Canada: Critical

Perspectives on Theory and Policy; University of Toronto Press: Toronto, ON, Canada, 2007; pp. 3–30.
52. Hankivsky, O.; Cormier, R. Intersectionality and Public Policy: Some Lessons from Existing Models. Polit. Res. Q. 2011, 64,

217–229. [CrossRef]
53. Bryant, T.; Raphael, D.; Rioux, M. Researching Health: Knowledge Paradigms, Methodologies and Methods. In Staying Alive:

Critical Perspectives on Health, Illness and Health Care, 2nd ed.; Bryant, T., Raphael, D., Rioux, M., Eds.; Canadian Scholars Press:
Toronto, ON, Canada, 2010; pp. 121–140.

54. Green, J.; Thorogood, N. Qualitative Methods for Health Research, 2nd ed.; SAGE Publications: Los Angeles, CA, USA, 2009.
55. Trochim, W.M.K. Positivism and Post-Positivism. 2006. Available online: https://www.socialresearchmethods.net/kb/positvsm.

php (accessed on 26 July 2018).
56. Anderson, E. Feminist Epistemology and Philosophy of Science. In The Stanford Encyclopedia of Philosophy; Zalta, E.N., Ed.; 2017;

Available online: https://plato.stanford.edu/archives/spr2017/entries/feminism-epistemology (accessed on 25 July 2018).
57. Guba, E.G.; Lincoln, Y.S. Paradigmatic Controversies, Contradictions, and Emerging Confluences. In The Sage Handbook of

Qualitative Research, 3rd ed.; Denzin, N.K., Lincoln, Y.S., Eds.; Sage: Thousand Oaks, CA, USA, 2005; pp. 191–215.
58. Patton, M. Qualitative Evaluation and Research Methods, 2nd ed.; Sage: Newbury Park, CA, USA, 1990; pp. 64–91.
59. Hoshmand, L.T. Alternative Research Paradigms: A Review and Teaching Proposal. Couns. Psychol. 1989, 17, 3–79. [CrossRef]
60. Ponterotto, J.G.; Grieger, I. Merging Qualitative and Quantitative Perspectives in a Research Identity. In Using Qualitative Methods

in Psychology; Kopala, M., Suzuki, L.A., Eds.; Sage: Thousand Oaks, CA, USA, 1999; pp. 49–61.
61. Reisetter, M.; Yexley, M.; Bonds, D.; Nikels, H.; McHenry, W. Shifting Paradigms and Mapping the Process: Graduate Students

Respond to Qualitative Research. Qual. Rep. 2003, 8, 462–480.
62. McLeod, J. The Contribution of Qualitative Research to Evidence-Based Counseling and Psychotherapy. In Evidence-based

Counseling and Psychological Therapies: Research and Applications; Roland, N., Goss, S., Eds.; Routledge: London, UK, 2000; pp.
112–126.

63. Wilson, J. Positivism, Idealism, and Realism. Social Theory; Prentice Hall: Englewood Cliffs, NJ, USA, 1983.
64. Greenglass, E. The Psychology of Women, or the High Cost of Achievement. In Women in Canada; Stephenson, M., Ed.; New

Press: Toronto, ON, Canada, 1973.
65. Greenglass, E. A World of Difference: Gender Roles in Perspective; John Wiley and Sons: Toronto, ON, Canada, 1982.
66. Mackie, M. Constructing Women and Men: Gender Socialization; Holt, Rinehart and Winston: Toronto, ON, Canada, 1987.
67. Borghans, L.; Golsteyn, B.H.H.; Heckman, J.J.; Meijers, H. Gender Differences in Risk Aversion and Ambiguity Aversion; Working

Paper 14713; National Bureau of Economic Research: Cambridge, MA, USA, 2009.
68. World Bank. Opening Doors: Gender Equality and Development in the Middle East and North Africa. MENA Development

Report. 2013. Available online: https://openknowledge.worldbank.org/bitstream/handle/10986/12552/751810PUB0EPI002
060130Opening0doors.pdf (accessed on 11 February 2021).

69. Syed, I.U.B. Forced Assimilation Is an Unhealthy Policy Intervention: The Case of the Hijab Ban in France and Quebec, Canada.
Int. J. Hum. Rights 2013, 17, 428–440. [CrossRef]

70. Syed, I.U. Hijab, Niqab, and the Religious Symbol Debates: Consequences for Health and Human Rights. Int. J. Hum. Rights 2020,
1–16. [CrossRef]

http://doi.org/10.1080/10301763.2005.10669317
http://doi.org/10.1016/j.socscimed.2020.113524
http://www.ncbi.nlm.nih.gov/pubmed/33228980
http://doi.org/10.1162/DAED_a_00078
http://www.ncbi.nlm.nih.gov/pubmed/22605880
http://www.cbc.ca/news/canada/british-columbia/story/2012/10/22/bc-coal-miner-permits-demand.html
http://www.cbc.ca/news/canada/british-columbia/story/2012/10/22/bc-coal-miner-permits-demand.html
http://www.cbc.ca/news/canada/british-columbia/story/2012/11/15/bc-chinese-miners-unions.html
http://www.cbc.ca/news/canada/british-columbia/story/2012/11/15/bc-chinese-miners-unions.html
http://doi.org/10.1177/1065912910376385
https://www.socialresearchmethods.net/kb/positvsm.php
https://www.socialresearchmethods.net/kb/positvsm.php
https://plato.stanford.edu/archives/spr2017/entries/feminism-epistemology
http://doi.org/10.1177/0011000089171001
https://openknowledge.worldbank.org/bitstream/handle/10986/12552/751810PUB0EPI002060130Opening0doors.pdf
https://openknowledge.worldbank.org/bitstream/handle/10986/12552/751810PUB0EPI002060130Opening0doors.pdf
http://doi.org/10.1080/13642987.2012.724678
http://doi.org/10.1080/13642987.2020.1826451

	Introduction 
	Women Can Experience Health Inequities Both Inside and Outside the Healthcare System 
	Feminist Materialism 
	Intersectionality and Theories of Knowledge 

	Conclusions and Prospects 
	References

