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Engendering Health Disparities
Denise L. Spitzer, PhD

ABSTRACT

How is gender implicated in our exploration of health disparities in Canada? Set against
the backdrop of federal government policy, this review paper examines the ways in which
gender intersects with other health determinants to produce disparate health outcomes. An
overview of salient issues including the impact of gender roles, environmental exposures,
gender violence, workplace hazards, economic disparities, the costs of poverty, social
marginalization and racism, aging, health conditions, interactions with health services,
and health behaviours are considered. This review suggests health is detrimentally affected
by gender roles and statuses as they intersect with economic disparities, cultural, sexual,
physical and historical marginalization as well as the strains of domestic and paid labour.
These conditions result in an unfair health burden borne in particular by women whose
access to health determinants is – in various degrees – limited. While progress has
certainly been made on some fronts, the persistence of health disparities among diverse
populations of women and men suggests a postponement of the vision of a just society
with health for all that was articulated in the Federal Plan on Gender Equality.
Commitment, creativity and collaboration from stakeholders ranging from various levels of
government, communities, academics, non-governmental agencies and health
professionals will be required to reduce and eliminate health disparities between and
among all members of our society.

MeSH terms: Gender; gender bias; inequalities; research; health behaviours; health
services

Health disparity can be defined as a
“marked difference or inequality
between two or more population

groups defined on the basis of race or eth-
nicity, gender, educational level or other
criteria” (p. 274).1 Engendered by the
inequitable access to health determinants
such as income, social support, good quali-
ty housing and clean environments, and
the stresses imposed by structural forces,
multiple roles and discrimination, health
disparities reflect a gradient in socio-
economic status and power.2,3 When health
disparities are examined in terms of gen-
der, Matthews, Manor and Power observe
that the relationship between health out-
comes and social hierarchy appears to be
more linear in predicting men’s health
while the association to women’s health
appears to be more complex.4 The rela-
tionship between gender inequities and
health is seldom static and intersects with
factors such as ethnicity, sexuality, age and
disability in dynamic and complex ways.5

While gender refers to the cultural con-
structions and layering applied to sex cate-
gories, the existence and persistence of
gendered social hierarchy in our society
means that women are most often associat-
ed with health disparities. This recognition
is reflected in policies, programs and
research that often focus on women.
Importantly, some men are vulnerable to
marginalization and impoverishment and
must therefore be considered in the con-
text of reducing health disparities; howev-
er, we must also attend carefully to the
possibility that the term “gender” can
inadvertently mask discrepancies between
women and men.

Policy context
Are gendered disparities in health a prob-
lem in Canada? Canada has been viewed as
a world leader in forwarding gender equal-
ity and encouraging other nations of the
world to adopt similar goals, yet the
response by the United Nations
Committee on the Elimination of
Discrimination of Women to a recent gov-
ernment report on the status of gender
equality was not wholly laudatory.6 Some
committee members opined that a country
with Canada’s wealth and reputation
should have made greater progress in terms
of its commitment to reducing inequality
between women and men. Their com-
ments focussed on a number of key issues
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including: the high percentage of women
who live in poverty and report poor health
status, the persistence of violence against
Canadian women and the apparent decline
in funding for shelters, the vulnerability of
Aboriginal women to domestic violence
and incarceration, the diminished status of
immigrant and refugee women and the
promulgation of neo-liberal policies as well
as changes to federal-provincial transfer
payments that have reduced spending on
social and health services. The committee,
however, praised Canadian efforts to
improve parental leave and child tax bene-
fits, to introduce measures to reduce the
trafficking in women, and to further devel-
op gender-based analysis and indicators to
monitor governmental progress on gender
equality.

A variety of international commitments
inform the Canadian government’s
approach to improving women’s access to
determinants of health. The United
Nations’ Declaration on the Elimination of
All Forms of Discrimination Against
Women7 proclaimed that discrimination
against women – defined broadly as deny-
ing or limiting women’s equal rights with
men – is unjust. The Declaration forward-
ed an agenda in support of public educa-
tion and the abolition of practices that
reinforced the notion of male superiority.
Importantly, it also stated that women had
the right to equal pay for work of equal
value and to appropriate retirement, sick-
ness and old age security benefits. In 1981,
the Convention on the Elimination of All
Forms of Discrimination Against Women
(CEDAW)8 moved these issues further by
drawing attention to topics of poverty and
racism in a variety of forms. The CEDAW
identified discrimination against women as
any means by which women are prohibited
from obtaining, exercising and enjoying
rights equal to those of men. Signatories to
the Convention are obliged to abolish laws,
regulations, customs and practices that
likewise discriminate against women.
Additionally, the CEDAW urges respect
for maternity and details the right of
women to health and safety in the work-
place. Notably, Article 11, no. 2(c) urges
governments to “encourage the provision
of the necessary supporting social services
to enable parents to combine family oblig-
ations with work responsibilities and par-
ticipation in public life, particularly

through the establishment and develop-
ment of a network of child-care facilities.”
The CEDAW further states that women
have a right to participate in sports and
cultural life and draws attention to the par-
ticular needs of rural women with respect
to access to health care including family
planning, employment, good quality hous-
ing and sanitation.

Canada is signatory to the Declaration on
the Elimination of Violence Against Women9

that identifies unequal relationships
between women and men as the source of
violence against women. Defined “as any
act of gender-based violence that results in
or is likely to result in physical, sexual or
psychological harm or suffering to women
including threats of such acts, coercion or
arbitrary deprivation of liberty,” govern-
ments are asked to consistently work to
prevent, investigate and punish acts of vio-
lence against women. Additionally, the
Declaration notes that particular groups of
women, including indigenous women,
immigrants and refugees, women with dis-
abilities and the elderly, are particularly
vulnerable to violence. Signatories are
urged to develop appropriate and sufficient
support services for women surviving vio-
lence. In 2000, Canada joined other coun-
tries in supporting the United Nations’
Millennium Declaration10 thereby commit-
ting itself to the support of human dignity
and equality and to eliminating the
scourges of poverty and racism that inter-
fere with the ability of individuals and
communities to live their lives with self-
respect and in good health.

Canada has responded to its internation-
al commitments by supporting the imple-
mentation of various initiatives under the
auspices of the Federal Plan for Gender
Equality.11,12 The Federal Plan was
designed to engage all levels of government
as well as non-governmental agencies in
the development of policies and programs
that would enhance gender equality in
Canada. The document acknowledges the
disparate and multiple realities of women
and the need for government policies to
engage in gender-based analysis as a matter
of routine to ascertain the potential impact
of policy on women and men in all of their
diversity. The authors emphasize that gen-
der-based analysis demands attention to
social context, therefore, policy-makers
must account for the fact that women per-

form a disproportionate amount of care
work and domestic labour, and are pooled
in low-wage positions. In Canada, the
Federal Plan for Gender Equality identifies
various sites of action including promoting
affordable housing, reducing violence
against women, enhancing women’s eco-
nomic participation, developing child care
programs with other levels of government
and addressing health inequities by learn-
ing more about sex differences in disease
presentation and treatment and identifying
the health needs of marginalized women.12

The Women’s Health Bureau provides
much of the leadership in efforts to exam-
ine government policy and health dispari-
ties using a gender lens. Established within
Health Canada in 1993, the Women’s
Health Bureau’s mandate is to ensure that
the Canadian health care system responds
to the needs of women.12 The Women’s
Health Strategy13 was designed to improve
our state of knowledge about women’s
health and to support the development of
health services and preventive health mea-
sures that will meet the needs of women.
The Women’s Health Bureau also oversees
the administration of the Centres of
Excellence for Women’s Health who con-
duct research and work with the Canadian
Women’s Health Network to disseminate
information and advocate for gender equi-
ty and improvements in women’s health.
In addition, the Women’s Health Bureau
produces a variety of tools to enable policy-
makers and programme planners to engage
in gender-based analysis of their own work.
In a recent publication, Exploring Concepts
of Gender and Health,14 the need for main-
streaming gender-based analysis is demon-
strated through a discussion of concepts
and examples. Finally, in response to feed-
back from researchers, organizations and
the public, the federal government estab-
lished the Institute of Gender and Health
in 2000 as one of the Canadian Institutes
of Health Research.15

Overall, the Canadian government has
demonstrated a commitment to gender
equality and improving the health of
women through its varied international
and national agreements and programmes;
however, the need for a symposium on
health disparities in 2003 suggests that
these issues persist. This synthesis article
will provide an overview of gender and
health in Canada and describe the poten-
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tial mechanisms through which women
and men may be vulnerable to poor health
outcomes. It will conclude by offering rec-
ommendations for future action and
research.

Engendering health disparities
A Canadian child born in 1997 can expect
to live to just under 76 years if male or
over 81 years if female;16 however, in a
trend referred to as the gender paradox, the
girl child is more likely to experience those
years as unhealthy ones. For instance, 11%
of Canadian women versus 4% of men suf-
fer from chronic conditions;16 in particular,
women are diagnosed more often than
men with conditions such as multiple scle-
rosis, lupus, migraines, hypothyroidism
and chronic pain.17,18 The disparities in life
expectancies between women and men in
Canada can be attributed primarily to
higher rates of accidents and injuries lead-
ing to excess mortality among men.19

General statistics, however, belie the con-
siderable diversity in circumstances of birth
and life that confer both advantage and
disadvantage to the health and well-being
of individuals throughout their life course.
The question must be asked: what makes
people sick?

Certainly increased longevity results in
greater risk of disability and chronic illness
associated with aging;20 however, the con-
sequences of aging do not explain the exis-
tence and persistence of health disparities
throughout the life cycle. While genetic
heritage and negative health behaviours
can contribute to susceptibility to certain
ailments, a population health approach
that considers the full range of health
determinants suggests that social factors are
more salient overall than health behaviours
in determining health status.21

Gender itself is a determinant of health
and is interlinked with biological and
social determinants. If prominence is
granted to social factors, then health must
be considered within the context of gender
roles, access to social and economic capital,
the geopolitical environment, cultural val-
ues and the impact of racism, sexism and
ageism.22 Gender disparities in health are
further configured by ethnicity and the
potentially corresponding discrimination.
As the rubrics “women” and “men” mask
heterogeneous populations marked by dis-
parate class statuses, ethnicities and sexuali-

ties, so too are the pathways through
which women and men are constituted in
various degrees as vulnerable to health
risks. Certain common touchstones, how-
ever, manifest themselves on the journey.
A review of the literature suggests that
health inequities emerge from the dynamic
intersections of the demands of multiple
gender roles, environmental exposures, the
threat and consequences of gender vio-
lence, workplace hazards, economic dispar-
ities, the costs of poverty, social marginal-
ization and racism, aging, health condi-
tions and interactions with health services
and health behaviours. Psychosocial
resources, whether positive, such as social
networks and systems of support, or nega-
tive, such as stress and its physiological
expressions, also mediate embodied expres-
sions of inequality although the mecha-
nisms through which these factors influ-
ence health status are poorly under-
stood.22,23 A consideration of these inter-
secting issues that contribute to the devel-
opment and persistence of gendered dis-
parities and health follows.

Gender Roles and Status
Gender is generally regarded as the cultur-
ally ascribed attributes and roles assigned
to the biological categories of, at mini-
mum, the dichotomous pairing of male
and female. This definition, however,
denies both the complexity of gender as an
interactive and socially influenced perfor-
mance and that sex categories themselves
can be regarded as historically situated con-
structions whose boundaries are perhaps
more blurry than is often recognized.
Gender disparities in health, then, must be
viewed in the context of the contingencies
of these categories.

Male gender roles may, for example,
produce deleterious health effects that con-
tribute to excess male mortality. For
instance, notions of masculinity that val-
orize risk-taking behaviour, aggression and
stoicism are associated with increased
injury and death.24-27 Once they have sur-
vived childhood, where boys are more sus-
ceptible to disease than girls, adolescent
males are generally healthier than their
female counterparts – with the exception
of injuries.28,29 Adolescent injuries in turn
are linked with behaviours such as binge
drinking, smoking and having multiple
sexual partners, which are associated with

masculinity by young Canadian males.30

Notably, not all men ascribe to this defini-
tion of masculinity as this construction dif-
fers along economic, educational, sexual
and ethnic lines.25

Gender roles and relations produce dif-
ferent responses and exposures to stressors
that in turn result in varied health out-
comes.31,32 Additionally, gender roles and
statuses change throughout one’s lifetime
and may influence access to health
resources. In some societies, women’s sta-
tus increases with the birth of male chil-
dren and as women reach maturity, while
in others status peaks in married adulthood
and declines as women age.33 Female gen-
der roles generally require women to be
responsible for a disproportionate amount
of domestic labour, cultural transmission
and socialization of children and kin work
that includes attending to familial social
relations. In many parts of the world,
women are engaged in subsistence produc-
tion and may be further engaged in the
labour market. The multiplicity of roles
enacted by women make them vulnerable
to role conflict between family and work
demands that can further lead to a variety
of negative health outcomes.34

Gender differences in health are linked
to disparate access to resources determined
by cultural attitudes towards gender, class,
social policy and labour market pat-
terns22,35 and are replicated in the house-
hold. Intra-household allocations of
resources are usually invisible and not
always equitable; therefore, even though
household income and occupational status
of the head of household – usually regard-
ed as a male income earner – are used to
determine socio-economic status, not all
members may share in this rank position.22

Income-earning individuals, usually male,
may receive preferential access to health
services where financial constraints are a
factor and may be provided with more
nutritious food than female members of
the household. Cultural notions that
women are meant to be smaller and that
women’s labour requires less energy expen-
diture provide the rationale for unequal
distribution of food resources that in some
instances can result in under-nutrition.36

Cross-culturally, women are presumed
to be the most appropriate caregivers for
children, the infirm and the elderly. While
these responsibilities are presumed to be



“natural”, they can also be overwhelming;
for instance, an average American woman
will have spent 18 years caring for an elder-
ly spouse and 17 years caring for chil-
dren.37 The care work activities of women
must also be situated within a broader con-
text. Globalization has impelled the waves
of health care restructuring that have
resulted in a movement towards de-
institutionalization and abbreviated hospi-
tal stays. The resultant off-loading of
responsibilities onto families that have nei-
ther extended networks nor an equitable
division of labour results in “compulsory
altruism” on the part of women.38-40

Moreover, the types of tasks required by
caregivers have changed; caregivers are now
expected to handle complicated medicines,
insert catheters and change dressings
among other tasks.38,41 Certain groups of
family caregivers are most affected by these
changes in policy and programs. Low-
income women who are least likely to have
supplementary insurance are now required
to pay for medications that would have
been distributed free of charge in hospi-
tal.39,40 Rural communities are also hard hit
as services once available are shifted to larg-
er communities, requiring caregivers to
travel long distances to obtain services or
contend without additional assistance.39

Caregiving activities of immigrant
women must also be contextualized by the
migration experience, value systems and
the roles prescribed for women and as well
as the centrality of caring to women’s
lives.42 Truncated familial support net-
works, limitations placed by provincial
governments on access to auxiliary health
services, culturally inappropriate services,
and lack of information about what kinds
of resources are available to help caregivers,
all contribute to an intensification of care-
giving responsibilities for many immigrant
women. The centrality of care work to
gender and ethnic identities means that
women are generally unable and unwilling
to relinquish these responsibilities, regard-
less of emotional, physical or financial
cost.43,44 Even affluent caregivers appear
reluctant to relinquish these responsibilities
although they may be amenable to pur-
chase the services of others to assist with
other domestic tasks.44,45

While caregiving may be a rewarding
activity, even if obligatory, it may also have
considerable health costs for the care-

giver.46 Indeed, North American studies
suggest that demanding social ties are
strong predictors of depression in
women.47 Backaches, insomnia, arthritis,
depression and hearing problems are
among the conditions associated with care-
giving and are especially trying for women
who caregive more frequently, in more
complex situations, and for double the
hours of male caregivers.41,48-50 Moreover,
women are more likely to forgo their own
health to meet the needs of the care recipi-
ent first.51 The role can be so burdensome
that even its anticipation can contribute to
health problems for those who have prior
experience with the role.52

Environmental Exposures
Environmental influences – both biological
and social – are greatly significant to early
childhood development especially in the
first five years of life when normal brain
development occurs. Factors such as pover-
ty, housing and caring relationships con-
tribute to lifelong capacities (emotional,
cognitive and behavioural development)
and vulnerabilities; as a result, holistic early
childhood interventions are vital to
decreasing health disparities.53-55 These
issues are of vital importance in Canada
where child poverty rates remain at
approximately 20%.56,57

Toxic exposures are socially distributed58

and assert influence from fetal development
through older adulthood. Maternal nutri-
tion, smoking, alcohol consumption and
stress can have an impact on birthweight
and contribute to problems with bone min-
eral density in adulthood.59-61 Maternal
stress, engendered by any number of condi-
tions including material deprivation, may
have a significant impact on the fetus and
contribute to longer-term consequences.
Children whose mothers sustained stress
during their pregnancy are at higher risk for
diagnosis with ADHD and psychiatric con-
ditions. In addition, they may experience
delayed early motor development and
behavioural problems. Animal studies sug-
gest that post-natal maternal attention can
moderate the effects of stress.62

Women and girls are more likely to
spend time at home where they may be
exposed to a variety of environmental haz-
ards. Household cleansers can contain
toxic properties and home cooking may
expose women to noxious substances accu-

mulating from cooking fumes due to poor
ventilation. Poor housing, related to socio-
economic status, can further contribute to
respiratory problems as can exposure to
second-hand tobacco smoke.63-66

Additionally, low-income households are
disproportionately located in the vicinity
of industrial sites, whose pollutants resi-
dents are expected to eliminate from their
homes through their own efforts.67

Exposure to smoke can also facilitate the
accumulation of trace metals, such as cad-
mium. Cadmium concentrations tend to
be higher in women due to higher rates of
absorption at low levels of iron. In addi-
tion, while males tend to have higher levels
of lead in their bodies compared to
women, the effects can be more deleterious
to women due to the pace of its release
from the bone marrow where it is
stored.68,69

Outside the home, women are exposed
to environmental hazards in female-
dominated workplaces including electron-
ics plants, fireworks and brick factories,
agricultural and floral industries and laun-
dry operations.64 Moreover, women may
also have differential access to public space
depending upon ethnicity, sexual orienta-
tion and disability that may pose various
threats to health and safety. For instance, a
study of rickets among British South Asian
women found that women lacked exposure
to sunlight as they feared traversing public
walkways after a series of racist attacks
were reported in their neighbourhood.70

Gender-based Violence
Males are the most frequent perpetrators of
violence against women, children and
other men.71-73 Violence can take the form
of physical, sexual or psychological harm
and while males are more likely to be sub-
jected to physical violence, women and
members of sexual minorities are more
often subject to a range of violent acts,
including sexual assault, and are more like-
ly to be targeted because of their gender
status at the hands of men.72-74 While 
gender-based violence may take a variety of
guises throughout the life cycle, it is often
presented in gender-neutral terms such as
child and elder abuse.75 Only in preschool
years are there no gender differences found
among victims of sexual abuse by male
family members.76 It is important to note
that violence against women is tolerated
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and legitimized in many societies such that
if similar acts were perpetrated against
neighbours, strangers or employers, they
would be regarded as punishable crimes.75

In the US, four million women are bat-
tered by their partners each year while one
in five women will be abused by a partner
or ex-partner at some point in their life.
Domestic violence is a major cause of
injury and accounts for 40% of female
homicides in the US, resulting in an esti-
mated four deaths daily.77,78 US authorities
also estimate that 38% of pregnant adoles-
cents and 25% of pregnant women of all
ages, are physically or sexually abused dur-
ing pregnancy, generally by their part-
ners.75 In 1992, the American Medical
Association estimated that 35% of emer-
gency room visits were from women suffer-
ing from injuries relating to battery or
rape.79 In Canada, gender-based violence is
estimated to cost health and justice services
$1.6 billion annually.80 Furthermore,
4.5 women and 1.1 men per million mar-
ried couples per year are murdered by their
spouses while 26.4 women and 11.5 men
per million common-law couples and
38.7 women and 2.2 men for every million
separated couples meet the same fate.81,82

Women in abusive relationships are
often isolated socially and financially, mak-
ing it increasingly difficult to remove
themselves from a violent situation.
Additionally, they may be conflicted by the
desire to keep their family together.83

Unfortunately, separating from a violent
partner does not ensure that the threat will
cease. Forty percent of women and thirty-
two percent of men who experienced
spousal violence within the previous five
years revealed that the violence com-
menced after separating from their
partner.81 Notably the type of violent activ-
ities reported by women and men differed.
Fifty-seven percent of these women were
beaten, sexually assaulted, threatened with
a weapon or choked while fifty-eight per-
cent of men were kicked, bitten or hit.82

Exposure to gender-based violence is not
limited to any one socio-economic class or
ethnicity; however, geographic variation in
violence against women has been noted.
Prince Edward Island currently leads the
country in rates of male partner violence.
In Quebec, the odds of encountering male
partner violence decreases by 18% for each
unit increase of education; while the

impact is 6% for the rest of Canada.
Partners with similar levels of education
are most vulnerable to abuse in the rest of
Canada, while in Quebec dissimilar educa-
tion is associated with violence.84

As noted in the Canadian report to the
CEDAW committee indigenous women in
Canada are particularly vulnerable to vio-
lence.11 Aboriginal women are three times
as likely to report violence by a current or
former spouse than Euro-Canadian
women. Over 12% of Aboriginal com-
pared to 3.5% of non-Aboriginal women
reported experiences of violence in the past
five years;85 moreover, they generally report
experiencing more life-threatening forms
of violence than non-Aboriginal women.82

Higher levels of education increase
Aboriginal women’s odds of violence by
22%. Living common law increases the
likelihood of violence 13% among non-
Aboriginal women and 217% for
Aboriginal women.85

While under-reporting of gender-based
violence is problematic overall, the issue is
particularly troublesome in some sectors of
society. Immigrant and refugee women
who regard themselves as having precarious
immigration status may fear deportation
for themselves or their partners if they
report violent episodes to the authori-
ties.86,87 Fear of reinforcing negative stereo-
types about men from ethnic minority
communities may also reduce rates of com-
plaints from women in those
communities.78 Members of sexual minori-
ties who may feel too stigmatized to report
crimes are also particularly vulnerable to
violence. Over 50% of transgendered per-
sons have experienced some form of vio-
lence in their lifetime.88 Lesbian survivors
of violence may be hesitant to access sup-
port services as it may require them to dis-
close information about their own or their
partner’s sexuality in what they may per-
ceive as a hostile or judgemental environ-
ment.89 Violence is increasingly common
in the lives of homeless women who may
also hesitate to report abuse.90 Lastly,
women who have survived state-sanctioned
violence as either subjects of or witnesses to
torture may not readily disclose their expe-
riences to health or social service personnel
in Canada, even though these experiences
are present in their lives today.91,92

As our knowledge of the experiences of
the survivors of torture attest, the sequelae

of violence are dramatic for both
victims/survivors and witnesses of such
acts. Depression, post-traumatic stress dis-
order, spinal injuries, low-self esteem, sexu-
al dysfunction, substance abuse problems,
HIV/AIDS, and other sexually transmitted
diseases have been associated with a legacy
of violence for survivors.93-96 Children of
batterers have lower self-esteem and suffer
from anxiety and inattention; they also
hold more stereotyped views of gender and
tend to regard physical force as an appro-
priate outlet or tool of persuasion.97 The
consequences of child sexual abuse, experi-
enced by an estimated 16% of men and
27% of women in the US, includes an
increase in risky sexual behaviours, depres-
sion, suicide, sexual difficulties, alcoholism
and drug abuse.98-100 Self-medication is one
way of coping with undesirable emotions
that can emerge from abuse.96 Generally,
adolescent girls are believed to internalize
their experiences while boys externalize
their pain resulting in anti-social behav-
iour.101,102 Abuse sustained in childhood
may have long-term effects that are unrec-
ognized in later years. One study examin-
ing the impact of childhood abuse found
that 80% of survivors developed at least
one psychiatric disorder by the age of
21.103 Depression in older women is often
undiagnosed and while it may be co-
morbid with other conditions, it may also
be the legacy of childhood abuse and expo-
sure to violence or the result of more cur-
rent elder abuse.104

Detecting the health impact of violence,
however, can be problematic. Women may
present non-specific somatic complaints
that compel health care personnel to label
them as difficult patients.95 Health profes-
sionals are also at times hesitant to involve
themselves in domestic violence. For
instance, some professionals are reluctant
to engage in issues pertaining to gender
violence in minority communities and may
instead relegate these incidences to reli-
gious and cultural differences.105 A recent
survey of British health professionals
revealed that only 54% of respondents
knew that hitting one’s partner was a crime
and 44% felt uncomfortable asking
patients about violence.106

While gender-based violence is not uni-
versal, it is widespread and more common
where males have witnessed abuse or been
abused as children, where masculinity is
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linked to notions of male honour and
toughness and where violence is tolerat-
ed.75,94 Male identity crises wherein male
abusers perceive threats to their masculini-
ty precipitated by loss of economic power
and status are seen as potential instigators
of male violence.94 Alcohol and other sub-
stances have been regarded as incendiary
factors; however, it is not clear whether
substance abuse problems are the result or
the cause of these behaviours.75,106

Generally, higher education is regarded as
protective for women, but this is not
always the case as the statistics for
Canadian Aboriginal women attest.
However, as isolation and lack of social
support allows violence to be perpetuated,
more opportunities for women to become
financially and emotionally independent
will be vital to halting these crimes.75,94

The Hazards of Work
Occupational injuries, job insecurity and
unemployment may be distributed differ-
entially across class, ethnic and gender cat-
egories.107 Specifically, conditions of
employment (including control in the
workplace, exposure to sexual harassment,
and job insecurity), exposure to occupa-
tional hazards, and the intersections of
paid and unpaid labour, are all implicated
in producing gendered health disparities.

Epidemiological studies of the British
civil service, the Whitehall Studies, have
drawn attention to the relationship
between health status and social gradients
and the salience of lack of control in the
workplace as a workplace hazard.108

Control in the workplace is socially distrib-
uted and women are generally afforded less
of it. Even women in female-segregated
occupations tend to have lower levels of
control than men in the same positions.109

Jobs with low control and high demand
are associated with poor self-rated
health.110 Women working in low control
environments have a 40% increased risk of
developing depression compared to women
who have high decision latitude in the
workplace; these effects are intensified if
women experience low control at home as
well.111 Low-control work environments
can have an impact on cardiovascular dis-
ease. High diastolic blood pressure has
been found among laundry and dry clean-
ing operators, food service workers, private
childcare workers and telephone operators,

while risk of coronary heart disease is
heightened among clerical and sales staff.112

Stymied self-efficacy and eroded self-
esteem exacerbated by the gap between
high work demands and little perceived
gain can induce autonomic and neuro-
endocrine stress responses that may under-
pin the health problems associated with
low control work environments.113

Brooker and Eakin108 suggest that power
– organizational, social and material – is a
more salient concept to consider in rela-
tion to health and stress. They maintain
that lack of power is a stressor and that
coping resources are differentially distrib-
uted. Discrimination, restricted mobility
and restricted access to power networks are
particularly pervasive issues for women.

Sexual harassment, the impact of the dou-
ble shift and environmental hazards in work
disproportionately affect women.114 Women
in the workforce, particularly those who are
employed part-time or as home-workers, are
more likely to report negative work charac-
teristics than male counterparts.115 In addi-
tion, job insecurity appears to have the great-
est effect on high strain jobs110 and more
women report high job strain that is associ-
ated with poor self-rated health status.116

Men, however, are not immune from the
effects of job insecurity; the Whitehall II
study demonstrates that men anticipating
privatization in their workplace were more
likely to report poor health status than those
who anticipated a secure position in the
public service.117 Changes in the labour mar-
ket suggest that dissatisfactory work condi-
tions, and their attendant health effects, may
become more commonplace among certain
sectors of society. Nearly one-third of the
Canadian workforce is self-employed,
employed part-time or engaged in multiple
part-time jobs wages.118 Conditions of these
forms of employment, most commonly asso-
ciated with young workers, women and
recent immigrants, are characterized by a
paucity of employee benefits, high levels of
job insecurity and low wages. Lax occupa-
tional health standards, lack of control in the
workplace and irregular work schedules,
coupled with uncertainty about current and
future employment, tasks, earnings and
workload contribute to poor self-rated health
status and increased stress among this sector
of the workforce.118

In addition to employment conditions
that may have more impact on women

workers and certain male employees – pre-
dominantly immigrants and youth – occu-
pational exposures also contribute to
health problems. While men encounter
considerable hazards in industrial and agri-
cultural labour, most occupational health
regulations are predicated on male labour
and male bodies.119 Women’s health at
work is jeopardized by inappropriate work-
place configurations and tools designed for
men, job segregation, resulting in increased
task fragmentation and monotony, the
stress of discrimination and sexual harass-
ment and the paucity of employee benefits
as women are disproportionately relegated
to low-wage, low-control and part-time
labour.112,120 Importantly, the rate of work-
place accidents is higher among temporary
employees, the majority of whom are
female.121 While employers may disregard
the effects of workplace hazards on
women’s health, in some instances these
concerns can affect the opportunities
women have to obtain employment.
Women have often been constrained from
entering certain positions due to the
potential endangerment of a fetus by work-
place materials; men, whose reproductive
health may be similarly jeopardized by
these conditions, generally do not face the
same prohibitions.122,123

Women can, however, face considerable
health costs for their labour. Women tend
to lift materials for longer periods and are
subject to a faster pace of repetitive labour
than men, resulting in disparate but
nonetheless significant pattern of
injuries.124 Ergonomic exposures, repetitive
work and high psychological demands con-
tribute to job strain that results in poor
self-rated health.117 Depression is common-
ly associated with computer processing and
women employed in the poultry and gar-
ment industries experience musculoskeletal
problems and stress-related disorders
attributable to their working conditions.114

Long hours standing and cold exposure
can contribute to peri-menstrual symp-
toms in poultry slaughterhouse workers
and hairdressers.112 Additionally, standing
for long periods can also lead to the devel-
opment of varicose veins.125 Three times
more women than men report sick build-
ing syndrome related to working in an
open plan office or reception area, expo-
sure to tobacco smoke, and handling
paper; low control and more negative per-
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ception of psychosocial and physical envi-
ronments contributed to symptoms.126

Exposure to pesticides is also problematic
for those who work and live in agricultural
areas, although the issue may be under-
estimated among women in part due to
measurement standards.127,128 Professional
women such as accountants also report
higher levels of anxiety than their male col-
leagues.129 Much of women’s work is char-
acterized by monotony and repetition that
can contribute to mental and physical
health problems.112,130

Other female-dominated occupations
appear to be injurious to women’s health.
For instance women employed in home
care agencies report a host of complaints
including stress, respiratory illnesses,
arthritis, back problems, hypertension,
migraines and work-related injuries.131 In
hospitals, the stress wrought by the insta-
bilities of health care restructuring, partic-
ularly coupled with heavy domestic
responsibilities, has contributed to health
problems among nursing staff.132 Another
study found that practical nurses were par-
ticularly vulnerable to assault by
patients.133 In the US and Hong Kong, for-
eign domestic workers contend with stress
stemming from immigration issues, long
hours of labour and isolation in addition to
exposure to toxic cleaners and physical
strain.134,135 Call centre employees, pre-
dominantly women, suffer from a variety
of complaints including headaches, neck
and eye strain and insomnia attributable to
the stress of work surveillance, job insecu-
rity and shift work.136

The health effects of working conditions
are compounded by domestic responsibili-
ties that further enhance gender disparities
in health. The interaction between work
and home environment on socio-economic
inequalities and health differ for women
and men. For example, family structure
had a more significant impact on inequali-
ty for women but not men.4 While women
find employment generally beneficial in
terms of improving social position, social
support and control in the family, the pres-
sures of the second shift can be disadvanta-
geous.111 In one study, female clerical
workers with major domestic responsibili-
ties and a punitive psychosocial environ-
ment showed highest risk of stress.
Repressed hostility, low job mobility, a
non-supportive employer, children and a

blue-collar husband, were all associated
with higher incidences of coronary heart
disease.109 In the Framingham Heart
Study, incidence of coronary heart disease
was twice as high among employed women
with three or more children than those
without. Other studies suggest that while
men’s stress levels may decline at night,
women’s do not due to familial and house-
hold responsibilities. Distress appears to
intensify when domestic labour is unequal-
ly shared. The interactions, therefore,
between work, household and child care
responsibilities can have deleterious effects
on women’s mental and physical
health.137,138 The double shift of domestic
and labour market responsibilities also
means that women have little time to
engage in physical activity, relaxation or
self-care.131 In fact, although marriage can
be a source of social and economic support
for women, it may also contribute to
enhanced levels of stress due to increased
responsibilities and lack of control at work
as well as at home.139 Conversely, job strain
can be moderated by the effect of satisfying
spousal partnerships and mothering
roles.140 Others have observed that social
support and appropriate levels of self-
esteem operate to reduce work-related
stress more effectively for women than for
men.141

Economic Disparities 
and the Costs of Poverty
Economic inequities, evidenced by
income, employment and the demands of
domestic labour, appear to underpin gen-
dered health disparities most broadly.
Economic status has significant impact on
health and well-being and as gender figures
prominently in income generation, health
effects are decidedly gendered. Moreover,
gender roles intersecting with household
configuration, social mobility, immigration
status, and disability further influence eco-
nomic status contributing to poor health
status.

Income disparities between women and
men in Canada have been well document-
ed. Statistics Canada16 reported that as of
1997 average annual income for women
was 67% of that of men. Individual
women may earn as much or more than
individual men; however, the composite
wage gap is due to a disproportionate
number of women who are either low-

waged or unwaged.16,142 The Survey of
Labour and Income Dynamics (SLID), a
longitudinal study that collected data from
1993-94 revealed that 1.4 million women
over 16 (13.4% of all women) were persis-
tently poor. Nearly 25% of women were
poor for one year. Among seniors, 29% of
women versus 12.9% of men were poor for
at least one year. Women’s chances of per-
sistent poverty change over the life course:
they are greater in youth and reduce in
middle age and increase as labour market
participation declines and family composi-
tion changes.143 Certain groups of women
are particularly vulnerable to poverty. By
1996, female-led single parent households
were twice as likely to be poor as those led
by single males.144 Statistics may mask a
more complex picture, as men and women
of colour are further disadvantaged not
only with regards to the population as a
whole, but in comparison to Euro-
Canadian women.142

Income disparities between women and
men in Canadian society mean that
women’s access to education, housing,
child care and nutrition are potentially
compromised.114 On a population level,
increasingly unequal distribution of
income is associated with increased mortal-
ity – especially for working-age popula-
tions.145 Economic disparities between
women and men are also reflective of their
relative differences in power in a variety of
spheres. Moreover, the disparities may be
detrimental to men’s health as well. In
their examination of the relation between
women’s status and health in the US,
Kawachi, Kennedy and Gupta found that
in regions with a smaller wage gap between
women and men and higher political par-
ticipation, mortality rates were lowest for
women and men as were deaths from spe-
cific causes such as stroke, ischaemic heart
disease, cervical cancer, homicide, and
infant mortality.146

Socio-economic class and gender differ-
ences account for disparities in self-rated
health status, chronic disease and disability
among older populations.147,148 Gender dif-
ferences in health vary according to stage
in the life cycle and evidence suggests that
socio-economic facts acting over the life-
time can have cumulative effects.149

Caution, however, must be applied when
considering factors such as socio-economic
status. As mentioned earlier, determining
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the social class of women is complicated by
the assignation of class status based on the
occupation of the male head of household
and the presumption that household
resources are equitably shared.22,150

Moreover, calculating women’s social class
based on the traditional elements of educa-
tion, income and occupational prestige is
also problematic as women’s education
does not always translate into well-paying
jobs nor is women’s work necessarily com-
mensurate with occupational prestige.151

Women’s self-rated health status also
appears to be more sensitive to the effects
of low-wage employment, declining more
than men’s health and improving less than
men’s health status when work and eco-
nomic circumstances are on the upswing.117

Men and women appear to experience dif-
ferential health effects of poverty. In
Britain, standard mortality rates for people
of colour are higher than those for the gen-
eral population and the disparities are even
more apparent when female mortality is
considered.152 Furthermore, while material
disadvantage contributes to higher rates of
mortality overall, there appear to be gender
distinctions in the pathways leading to this
outcome. European and US studies suggest
that men respond differently to poverty
than women by embracing poor coping
strategies such as alcohol consumption and
smoking, contributing to substance-related
conditions that lead to their demise, while
women succumb more often to diseases
such as diabetes and heart disease exacer-
bated or precipitated by psychosocial stres-
sors and poor diet related to their impover-
ishment.153,154

Domestic roles also contribute to eco-
nomic disparities between women and
men. Women who are absent from the
labour market during childbearing and
childrearing are often penalized financially
over the course of their lifetime as income
levels and accrual of pension benefits are
affected.155 Furthermore, familial and eco-
nomic roles that contribute to gender
inequality result in differential mortality
rates both in childhood and adulthood.156

In addition to discrimination, women’s
poverty is linked to low-wage, part-time
employment, the demands of caregiving,
and the impact of divorce or separa-
tion.57,157 The unequal distribution of
household resources can further impover-
ish women.158

Change in household configuration –
whether due to an increase in family size or
loss of household income earners through
death or desertion – is a major factor dri-
ving women into poverty.143 Once in pover-
ty, women’s economic mobility is limited.
The so-called feminization of poverty must
be contextualized by contemporary global
economic trends that have resulted in the
loss of full-time industrial jobs and the
expansion of part-time, non-unionized posi-
tions, designed to meet the flexible demands
of the market, that have increasingly
become the domain of women’s labour.159

Engagement in part-time labour is also
regarded as desirable for women who must
balance caregiving responsibilities, especially
in the absence of universal daycare programs
or adequate home care services.160

The dynamics of social mobility may
further render health impacts. Adult mem-
bers of the working class who had non-
working class childhoods are more likely to
have higher levels of low-density lipo-
proteins and glucose levels, placing them at
higher risk for heart disease and diabetes,
and are inclined to report fair or poor
health than those who were not down-
wardly mobile.161 Women who lead single-
parent households and immigrant and
refugee women and men are most vulnera-
ble to the effects of downward mobility,
which are associated with changes in
household configuration and migration.

Most foreign-born workers experience a
decline in socio-economic status after
migrating to Canada.162 Lack of Canadian
experience and employers’ unwillingness to
accept foreign credentials and education on
par with Canadian ones produce formida-
ble barriers to fair labour market participa-
tion by migrants – even for those who were
selected to enter Canada based on employ-
ment criteria.163,164 Women in particular
tend to relinquish their efforts to obtain
positions commensurate with their skills or
education and will take on low-wage
employment in order to contribute to
household income.163 In addition, while
most migrants recover their former socio-
economic status in the following genera-
tion, this trend does not hold true for visi-
ble minority migrants, suggesting that
racism plays a significant role in economic
mobility in Canadian society.162

Similarly, persons with disabilities face
considerable barriers in obtaining remu-

nerative work and are also disproportion-
ately poor, with women facing higher rates
of poverty than men.57,165 Fifty-two percent
of working-age persons with disabilities are
unemployed.163 Over 33% of women with
disabilities live below the poverty line com-
pared with 28.2% of men.57 A survey con-
ducted by the Canadian organization,
DaWN (Disabled Women’s Network)
found that 60% of women with disabilities
have relied on social assistance at some
point. Moreover, women with disabilities
often incur greater costs for aids and ser-
vices than male counterparts.166 When
married women become disabled, divorce
is almost inevitable: 99% of them will face
the end of their relationship compared to
50% of men.167

The social and health implications of
poverty include ongoing stress that increas-
es health problems and low participation
in sports and education that is especially
troubling for children.168 Living in poverty
is associated with higher rates of chronic
disease, distress and low self-esteem.
Children raised in poverty are more likely
to have learning disabilities, language delay
and to exhibit anti-social behaviour.57

Almost half of low-income single mothers
show signs of clinical depression. Maternal
depression can likewise result in poor par-
enting of offspring.169 Intersecting issues of
racism and poverty may enhance the risk
of contracting HIV/AIDS. For instance,
despair may contribute to drug use that
could lead to infection or incarceration in
prisons where disease rates are high. A
study in Los Angeles found that African
American women who relied on a male
partner for financial assistance for housing
were less likely to insist on condom use.
Threats of violence are also an issue.170

Marginalization and Health
Marginalization refers primarily to the lack
of equitable access to social, political and
economic benefits and exclusion from full
participation in these realms due to one’s
membership in an identifiable group.
Marginalization, economic disadvantage
and gender are closely related, and social
exclusion engendered through low income,
culture, gender, ability or geography can
have deleterious health effects.40,171 In
Canada, members of visible minority com-
munities, immigrants and refugees,
Aboriginal peoples, the homeless, sexual
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minorities and persons with disabilities are
among the marginalized.

The term “visible minority” – regarded
as a creation of the Canadian government
– tends to collapse a heterogeneous group
of persons into a singular category, thereby
masking class and ethnic disparities.172

While the term is problematic, there is
some evidence that both foreign- and
Canadian-born persons of colour are
responded to by Euro-Canadian society in
a similar fashion. In turn, these responses
have real repercussions in terms of oppor-
tunities and experiences that are further
reflected in the colour gradient of our
socio-economic hierarchy. Regarded as evi-
dence of structural inequalities, racism can
in fact be viewed as a chronic stressor that
can illuminate disparate health conditions
reported by members of marginalized com-
munities.173,174 Discrimination is enacted
through a variety of means ranging from
structural inequities promulgated by state
and non-state institutions to the personal
racist behaviours of individuals who as
employers, landlords, classmates, col-
leagues, neighbours or strangers may have
disparate impacts on the lives of their tar-
gets. The impact of discrimination is often
rendered in the form of social and eco-
nomic marginalization evidenced by limit-
ed labour market participation and highly
charged familial roles that may have health
consequences for women in particular.175

Living in an environment that is character-
ized by economic and social deprivation,
exposure to environmental hazards, socially
inflicted trauma or the marketing of drugs,
alcohol, junk food and inadequate health
care are also ways in which discrimination
is experienced by members of ethnic
minority groups. These circumstances may
constitute conditions for chronic stress that
can, directly or indirectly, have a deleteri-
ous impact on health and may, therefore,
provide the potential link between social
context and individual health outcomes.176

Overall, social inequities are embodied in
such a way that social arrangements of
power – that are structured by gender, class
and ethnicity – influence ecological con-
text and individual life course status.176

The impact of racism on health is also
influenced by gender. Reports of racist
encounters have been linked with hyper-
tension, depression, distress, self-reports of
poor health status, increased rates of smok-

ing, increased sick time and low birth-
weight.174 Respondents who experienced
verbal abuse were 50% more likely to
describe their health as poor or fair; those
who were personally attacked or had their
property vandalized were 100% more like-
ly to do so. Among the informant sample,
women were more apt to internalize their
response contributing to health effects and
60% were more likely to report poor
health than men.174 Conversely, those who
were able to confront the situation were
found to have lower blood pressure than
those who attempted to ignore it.174

Discrepant expectations, racism and
downward mobility may contribute to
chronic stress that may become more evi-
dent to new Canadians as they settle in this
country. Resettlement is associated with a
variety of stress-related health effects
including diabetes, hypertension and nega-
tive health behaviours in concert with
experiences of trauma.149,177,178 In addition,
precarious immigration status produced
while awaiting refugee claims, under con-
ditions of trafficking or through participat-
ing in programs such as the Live-In
Caregiver Program, is more common to
women; therefore, women are more vul-
nerable to the health effects of stress related
to immigration concerns.179,180 Among
non-European immigrants those who are
more likely to report poor health did so
after a decade of life in Canada. Single
migrants and those who felt unloved were
also more likely to report fair or poor
health.21 Moreover, women may be more
vulnerable to mental health problems due
to previous trauma, the impact of discrimi-
nation, social isolation, and economic and
social marginalization.181 A British study
revealed that the type of trauma Somali
refugee women experienced in their home-
land in conjunction with their current
social, economic and familial context led to
different health outcomes such that
women who were identified as housewives
were more likely to express suicidal
ideation.182 In a study of migrants who
came to Canada under the auspices of the
Live-In Caregiver Program, women who
had fulfilled their contracts and were living
in Canada as permanent residents were
more likely to rate their health as poor
than those who had arrived in Canada
within the previous two years and were still
employed under the program.180

The legacies of colonization and condi-
tions of neo-colonialism have contributed
to severe health and social conditions that
contribute to high rates of violence and
substance abuse in Aboriginal communi-
ties.183,184 Even though they are more likely
to use alcohol than women, Aboriginal
men also forgo alcohol at higher rates,
report better health status and engage in
more positive health behaviours such as
physical activity than women.184,185

Aboriginal women face high suicide rates,
cardiovascular disease, diabetes and 
gastrointestinal problems. Diabetes, for
instance, occurs two to three times more
often among Aboriginal women as among
other Canadians and is diagnosed at twice
the rate of Aboriginal men. Furthermore,
Aboriginal women residing in urban areas
may be relegated to living in substandard
housing and may be isolated from their
customary sources of social support.114,183

The lack of affordable housing has con-
tributed to the proliferation of homeless-
ness in Canada. The estimated number of
homeless individuals in Canada ranges
from 35 to 40 thousand to several hundred
thousand.55,186 Depression and high levels
of stress are common to the experiences of
homeless mothers who often lack access to
services such as child care.90,187 Many
homeless women have also sustained abuse
and suffer from higher rates of mental ill-
ness than men.90 Homeless men, however,
appear to engage in binge drinking more
often than women.188

In the US, 1.3 million youth have run
away from home or are homeless. In this
constitutency, girls are more likely to rate
their health as fair compared to boys.189

Homeless youth are often at risk for con-
tracting sexually transmitted diseases
including HIV/AIDS. While they may be
cognizant of the risk, safe sex behaviours
require a sense of self-efficacy, future orien-
tation, support and power to be able to
control sexual encounters.190 Lesbian, gay,
bisexual and transgendered youth comprise
anywhere from 6% to 35% of the home-
less population. Many are more vulnerable
to health problems due to a history of
abuse and addiction. Violence poses a sig-
nificant threat and some may be compelled
to trade risky sexual behaviours for food
and shelter. Fourteen percent of respon-
dents in one study left home due to a con-
flict over sexual orientation: this group was
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more likely to be physically and sexually
abused since becoming homeless.191

Members of sexual minorities do not
need to be homeless to experience margin-
alization. Gay, lesbian, bisexual and trans-
gendered students experience more harass-
ment in school; a Massachusetts study
found that they were four times more like-
ly to have attempted suicide and five times
more likely to admit they missed school
because of feeling unsafe. Authorities tend
to view harassment as normal adolescent
behaviour and underestimate its impact on
mental health.192

Women tend to have higher rates of dis-
ability than men.193 School-aged boys,
however, are diagnosed with learning dis-
abilities more often than girls – possibly
because they garner greater attention.194

Moreover, men with disabilities are often
granted more household assistance and
training than their female counterparts.195

Disability rates are higher for those who
are poorly educated, live alone, live in
poverty, and/or are suffering from depres-
sion and anxiety. In the US, these charac-
teristics tend to describe a disproportionate
number of women and African
Americans.196 In some communities,
women with disabilities are discouraged
from finding a partner even though mar-
riage and childbearing are highly valued.197

Aging
Aging is one of the major demographic
features of Canadian society, although
some cultural communities do not share in
this trend. Both economic status, which is
closely linked with gender, and gender
roles, which influence use of health ser-
vices, influence the health trajectory of
individuals as they age.

As of 1996, women accounted for 70%
of Canadians over 80 years of age and 58%
of those over 65.198 The National Advisory
Council on Aging199 reports that a greater
proportion of older women are diagnosed
with dementia. Moreover, senior women
are less likely to be able to perform daily
tasks and more likely to experience restrict-
ed mobility than men.147 Nearly half of all
women over 75 years of age reside by
themselves and may therefore require more
formal support to attend to daily
activities.200,201 Men, too are likely to expe-
rience increased morbidity with age. As
men are more likely to eschew preventive

health measures and avoid medical
encounters, they are more likely to present
with more advanced health conditions
when they seek medical treatment.202

Lunenfeld asserts that five out of six men
in their 60s contends with a chronic
degenerative disease.202

Aging also intersects with poverty for
many women. Over 20% of senior women
have not engaged in the paid labour mar-
ket, resulting in little or no pension bene-
fits, even though they may have been
engaged in household labour and care-
giving activities for much of their
lives.199,203 Importantly, the relationship
between poor health status and socio-
economic status often emerges with age
such that health problems associated with
maturation are reported at an earlier age by
those who are less affluent. Nearly 25% of
senior women, compared to 12% of men,
live below the poverty line. Single and wid-
owed mature women have even higher
rates of poverty: just under 50%.204 This
contrasts with the situation south of the
border where 80% of widows are plunged
into poverty after the death of their part-
ners.203 Women of colour are more vulner-
able to poverty and many women who
have witnessed the disadvantages of gen-
der, ethnicity and age are more anxious
about growing old than Euro-Canadian
women.205-207 Gay, lesbian, bisexual and
transgendered seniors may confront addi-
tional problems as they mature; single les-
bian seniors may report poorer health than
those who are living with a partner.208

Health Conditions and Interaction
with Health Services
Health services utilization is influenced by
gender as it interacts with socio-economic
and immigration status and gender roles.
Moreover, diagnosis and treatment options
are potentially shaped by the patient’s gen-
der, as are decisions to access health ser-
vices and social support, these all con-
tribute to disparate health outcomes.

Health care reform has been implement-
ed without consideration of its potentially
gendered impact,209 yet restructuring has
had a tremendous impact, particularly on
women as caregivers, patients and health
care staff. Immigrant and visible minority
women comprise a disproportionate num-
ber of health care workers who have been
employed in positions such as: food and

laundry services that have been contracted
out to non-union employees;210 and the
most recently hired nursing staff who were
laid off during the height of restructur-
ing.211 In hospitals, nurses are required to
economize their interactions with patients
in ways that can potentially further dis-
advantage minority women, as has been
observed in labour and delivery units.212

Furthermore, early discharge policies that
involve releasing women from hospital
24 to 36 hours following delivery have
resulted in increased re-admission rates for
disadvantaged newborns.213 Time stress
and restructuring of health services mean
that nurses and other health professionals
are unable to invest in building ongoing
trusting relationships with migrant
women.179,212,214

Health services utilization has been
problematic at times for some culturally,
physically and sexually marginalized
women. Once diagnosed, women with dis-
abilities are often regarded as problem
patients and may be patronized if they
desire to become pregnant.215 Lesbian and
bisexual women may avoid health care
providers due to previous experience with
homophobia or fear of disclosure, especial-
ly in rural regions. In a Canadian survey,
38% of the respondents admitted to avoid-
ing seeking help due to sexual orientation.
Lesbian and bisexual women may also
avoid health screening and diagnostic and
preventive services.216

Access to health services is also problem-
atic for many migrant women and women
of colour who generally occupy the lowest
echelons of the Canadian workforce. Low-
wage jobs are less likely to provide supple-
mentary employee benefits and may also
lack the flexibility that would allow
employees to take time off for health
appointments. Lack of interpreter services
may make the hospital an unwelcoming
environment for non-English or French
speakers. In addition, the focus on individ-
ualism and self-care in our health care sys-
tem makes it difficult for economically and
culturally marginalized women who may
not be able to afford, or are unwilling to
expend, household resources on individual
self-care.155,212,217,218 Reductions in settle-
ment services and community health pro-
grams, new co-pay arrangements for pre-
scription medications and longer waiting
periods to be eligible for provincial health
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care insurance plans have been burden-
some for many new Canadians.219 In cer-
tain regions of the country, newcomers
have a difficult time finding physicians
who can take on new patients. Language
barriers, lack of information about services
and the impression that physicians are not
listening to them may also affect the use of
medical services.220 Isolation from Euro-
Canadian society due to differing values
can affect health not only due to inappro-
priate health services, but also stigmatiza-
tion.118 Stereotyping, lack of respect and
inappropriate care have been cited as barri-
ers for Aboriginal women seeking health
services183,212,221 as well as for migrant
women.164,210,220 In the U.K., women of
colour are offered more hysterectomies and
more Depo-Provera than other British
women, sending the message that this
group of women should be encouraged to
control their reproduction.222

Overall, gender has not figured promi-
nently in health-care policy and planning.
In their review of provincial regional
health plans, Horne, Donner and
Thurston223 found that policy-makers and
planners lacked appropriate sex-disaggregated
data on the health of women and men, rel-
egated women’s health to reproductive
issues and breast or cervical cancer,
refrained from consulting women’s organi-
zations and feared backlash if they moved
forward with any women’s health initia-
tive. Despite this apparent lack of attention
to gender, women tend to use the health
care system with greater frequency than
men. Ninety-five percent of women com-
pared to ninety percent of men consulted a
health professional between 1996 and
1997. Moreover, women were more likely
to be hospitalized than men primarily due
to pregnancy and childbirth and condi-
tions related to aging.16 Notably, low-
income individuals avail themselves less
often of preventive health programs.224

Males tend to access health services for
specific problems rather than preventive
services. Help-seeking behaviour is viewed
by some men as incompatible with mas-
culinity.25,225,226 The pattern of eschewing
health services appears in late adolescence.
Young adolescent boys use health service at
the same rate as girls; however, as they
become older, they begin to avoid health
professionals.227 This avoidance behaviour,
coupled with value placed on stoicism,

may result in delays in diagnosis and treat-
ment that may account for higher mortali-
ty rates for conditions such as cancer.228

If reproductive health services are
excluded from consideration, health-care
expenditures for women and men appear
fairly similar;20 however, women may not
receive an equitable share of certain treat-
ments and technologies. For instance,
women are less likely to undergo kidney
transplants, cardiac catheterization and
revascularization when presenting with
coronary heart disease than men. Men are
more apt to be candidates for hip-replacement
surgeries, renal and heart transplants and
to be offered AZT for treatment of
HIV/AIDS.229

Some conditions, such as multiple scle-
rosis and fibromyalgia, can be difficult to
diagnose. This can contribute to health
professionals’ perceptions that women are
neurotic clients.215 Women with disabilities
are more likely to have their conditions
attributed to psychiatric causes than men
and physicians are more inclined to pro-
vide a diagnosis of depression to female
patients.20,230,231 Depression has also been
cited as a reason why women report more
symptoms and functional decline than
men.232-234 Differential patterns of symp-
toms and disparate responses to pain may
be grounded in physiology as the result of
hormonal influences on opiate receptors.235

Moreover, women may be more perceptive
about somatic stimuli due to an internal
focus, the sensations produced by the men-
strual cycle, and gender socialization that
shape response to such bodily sensations.236

While women complain of pain more
often than men, men receive stronger and
more frequent prescriptions of anal-
gesics.235

The proliferation of mental health diag-
noses for women has been contentious.
Some authors assert that notions of normal-
cy are configured by hetero-normative stan-
dards that reinforce narrow gender stereo-
types and unjustly pathologize women.237-239

For instance, Stein and Nair240 note that
routine aspects of female physiology such as
the luteal phase of the menstrual cycle,
pregnancy, and lactation are being placed
under medical surveillance, constructing an
image of the female body as one that
requires medical intervention.

Both under-diagnosis and over-
medicalization are problematic; however,

these issues cannot allow us to lose sight of
the fact that some women truly suffer from
mental health problems, most notably
depression; women in North America
report significantly higher rates of depres-
sion than men,169,241 although suicide rates
are higher among men.242 Weidner243 sug-
gests that men are less able to cope with
the effects of depression due to more limit-
ed social integration and social support
than can be generally mobilized by
women. Furthermore, men who subscribe
to more traditional gender roles are more
likely to experience anxiety, depression,
distress and problems with intimacy.244

Depression is disproportionately found
among low-income populations such that
nearly half of single mothers in the US can
be defined as clinically depressed.169 Stress
pertaining to finances, personal safety and
household inequality can predict depres-
sion.137,245 In Canada, single mothers who
are unemployed report twice the rates of
distress compared to all other groups.246

Patel247 observes that depression has
become a world-wide issue for women as
globalization contributes to gender
inequities, declining living standards and
reduced government spending on health
and social services as well as the disruption
of social support networks engendered by
movements of urban and out-migration for
economic survival. Poor mental health
among women can also be the result of
physical and sexual abuse and state vio-
lence.248,249 Females are generally socialized
to internalize distress and indeed adoles-
cent girls report more depression, eating
disorders and suicide attempts than their
male counterparts.191,250,251 The internaliza-
tion of distress is also problematic for les-
bian and bisexual women who report high-
er levels of depression than heterosexual
women.252,253

The attribution of complaints to psycho-
logical origins and misunderstandings
about sex differences in presentation of
symptoms may result in misdiagnosis of
conditions, most notably heart disease.
Studies have found that some physicians
have failed to appropriately diagnose the
condition, postponing access to appropri-
ate care and have prescribed contraindicat-
ed activities in the interim.254,255 This delay
can be even more problematic as women
suffer twice the number of silent heart
attacks as men and thus may have already
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sustained damage prior to presenting in a
physician’s office.255 US statistics demon-
strate that women under 50 years of age
perish from heart attacks at twice the rate
as men and are five times more likely to die
in hospital.256 Once diagnosed, women are
less likely to be offered invasive treatments;
those who have been are more inclined to
suffer from surgical complications.257-260

Some pharmaceutical therapies are also less
effective or even contraindicated for
women; for instance, according to one ran-
domized controlled trial, digoxin increases
mortality for women.261 Women’s propen-
sity to succumb to heart disease is related
to social location. Heart disease is greater
amongst those who suffer from depression
and anxiety, people who work in low-
control environments and those who care
for large families – all factors that indicate
women.138,262,263

Social environment plays a role in the
development of osteoporosis throughout
the lifecycle. Stress, maternal and child-
hood nutrition, constrained use of public
space (which limits physical activity and
exposure to sunlight), and eating disorders
such as anorexia nervosa all contribute to
loss of bone mineral density.59,264-266

While marginalized women throughout
the world are increasingly vulnerable to
HIV/AIDS due to low sexual autonomy,267

lack of power is also linked to the pattern
of HIV/AIDS in Canada. Socially, cultur-
ally and geographically marginalized indi-
viduals such as rural residents, Aboriginal
Canadians and intravenous drug users are
less likely to seek medical attention for the
condition; as women appear to decline
faster than men, this delay may be particu-
larly detrimental. HIV-positive women
face particular challenges in prioritizing
their needs as women are often inclined to
meet their family’s needs before their
own.268,269

Health Behaviours
Gender differences in drug and alcohol use
have been noted; men are more likely to
use them to socialize, cope with distress
and reaffirm their masculinity while
women may use them to relieve
stress.244,270-272 Moreover, women with
addiction issues are judged more harshly
by others than men and tend to be of
lower socio-economic status.273 There is,
however, a paucity of data on women’s use

of substances in Canada.274 The impact of
alcohol abuse appears to be more deleteri-
ous for women as they sustain brain and
liver injury more quickly and die at rates
50-100% higher than males.275-277 Female
alcoholics are also more likely to experi-
ence physical and emotional abuse than
males.278 A history of family violence,
childhood abuse and negative life events
are associated with substance use by young
women.279 Birth mothers of fetal alcohol
syndrome (FAS) children have often con-
tended with mental health problems, vio-
lence and abuse, and controlling relation-
ships. FAS is an outcome often associated
with First Nations women who are already
familiar with the impact of systemic
racism, therefore, imposing further surveil-
lance and labels can only contribute to fur-
ther marginalization.274

While alcohol consumption is more
prevalent among Canadians in higher sta-
tus occupations, smoking rates are higher
in low-income populations.55,280 Smoking is
also more prevalent among adolescent
women who may use tobacco as a means of
weight loss, as a coping mechanism or as a
projection of their identity.281-283 According
to 2001 statistics, 25% of men and 21% of
women smoke. Among low-income
Canadians, 40% of men and 36% of
women are smokers. Rates are highest
among Francophone and Aboriginal
women.282,284 In British Columbia, 17% of
adolescent females and 13% of adolescent
males smoke. Girls who feel more adversar-
ial about school are likely to be smokers
while boys who share these sentiments are
generally non-smokers. Smoking, there-
fore, may be a way for disenfranchised
young women to assert themselves.285

Smoking may also be regarded both as a
coping mechanism used by women manag-
ing the stress of poverty and motherhood
and as a method of claiming some time
and space for themselves.286 Female smok-
ers tend to have poorer nutrition than non-
smokers and can suffer miscarriage, infer-
tility, increased menstrual symptoms,
reduced bone density as well as increased
risk of lung cancer, COPD, heart disease,
stroke and myocardial infarction.287-291

When coupled with oral contraceptives,
risk of coronary heart disease increases sta-
tus dramatically as well.287 Smoking during
pregnancy can produce conditions such as
gestational diabetes and can increase risk of

miscarriage and low birthweight
infants.61,288 While these issues must be
addressed, much of the literature on preg-
nant women and mothers tend to blame
them for harming the health of their chil-
dren.292

Health-promoting practices differ across
geographical, cultural, educational and
economic divides.293 Men engage in leisure
activities more often and for longer periods
of time than women.294,295 Rates of physical
activity decline with income, although the
trend is more obvious for women than
men.296 While physical activity is a decid-
edly healthy option, women may find it
increasingly difficult to pursue these activi-
ties. The demands of the double shift
mean that women have more fragmented
time, resulting in less potential time to
engage in exercise. Moreover, women are
often too fatigued to engage in physical
activities. In addition, activities may be too
costly and difficult to partake in if child
care is not readily available. Some activities
may be regarded as culturally inappropriate
and facilities may feel unwelcoming to
members of minority groups if participants
are relatively homogeneous.297-302

FUTURE DIRECTIONS

This review suggests health is detrimentally
affected by gender roles and statuses as
they intersect with economic disparities,
cultural, sexual, physical and historical
marginalization as well as the strains of
domestic and paid labour. These condi-
tions result in an unfair health burden
borne by women in particular whose access
to health determinants is, to various
degrees, limited. The federal government,
however, has documented its commitment
to gender equality in the Federal Plan on
Gender Equality12 and its support of inter-
national conventions on the elimination of
discrimination and violence against
women. Many of the issues identified in
those agreements, such as racism and vio-
lence against women and members of
other marginalized communities, are
deeply entrenched in Canadian society and
will require concerted and committed
efforts to dislodge them from the social
landscape; however, without ongoing
work, the wounds they produce will con-
tinue to fester. Progress on other issues
such as affordable housing, child-care pro-
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grams, equal pay for work of equal value,
assistance for rural women, and a commit-
ment to gender-based analysis throughout
all levels of government, however, appear
to have slowed or stalled over the past
number of years. Indeed, government rep-
resentatives responding to the criticisms of
CEDAW committee members to its 2002
report11 concede that the country has
struggled with its priorities in the period
since 1995 as it moved on efforts to
address deficit and debt issues.6

While progress has certainly been made
on some fronts, the persistence of health
disparities among diverse populations of
women and men suggests a postponement
of the vision of a just society with health
for all that was articulated in the Federal
Plan on Gender Equality. The evidence pre-
sented in this paper demonstrates that
there is a considerable amount of work to
do to bring this vision to fruition; how-
ever, a blueprint for action detailed in a
host of documents produced by the federal
government and its agencies provide a
solid basis from which we can take action.

If Canada is to meet its international
commitments and adhere to policy as out-
lined by Health Canada, then it must
move forward with strategies that will
address major issues regarding women’s
poverty, discrimination against women,
migrants and people of colour, violence,
and inappropriate and inadequate health
services. Furthermore, more attention must
be paid to the health consequences of male
gender roles among men who are members
of both dominant and marginalized com-
munities.

Interdisciplinary initiatives that facilitate
holistic and situated approaches to gender
and health research will not only be useful
to this field, but can enrich the disciplines
involved in the projects. Innovative pro-
grams have been developed in Canada and
beyond that have worked to reduce health
disparities by building on the strengths of
local communities, using peer mentorships
and community health development. For
instance, the work of a cultural brokers
cooperative where bi-cultural women have
been trained in health promotion and
community health development has not
only helped employ immigrant and refugee
women, but has benefited client families
and contributed to the development of
greater gender and culture sensitivity in the

mainstream health institutions with whom
they work.303 In other instances, the use of
photo-novellas, storytelling and focus
groups have been used to convey the voices
of women and minority community mem-
bers to policy-makers and program plan-
ners; these processes can also engender fur-
ther collective action.304-307 For example,
Kieffer et al.306 describe how ongoing 
community-university alliances that foster
participatory research have not only helped
to illuminate explanatory models of disease
for health professionals, but have con-
tributed to community action to enhance
availability of nutritious foods and
demands for safer streets in disadvantaged
neighbourhoods. Resources such as the
Commonwealth Secretariat’s 2001 publi-
cation, Models of Good Practice Relevant to
Women and Health: Women’s Health
Initiatives contains numerous examples of
innovative participatory programs that
attend to issues of gender and health.308

Overall, these models may all contribute to
a re-shaping of community-based as well as
institutional health services. More partici-
patory research is required that can build
on the strengths of women, men and their
communities to help develop empowering,
appropriate and long-term solutions.309

Enhancing health by strengthening resis-
tance resources such as social support and
social capital are also offering potential
avenues of insight and intervention.310,311

On a more general level, mainstreaming
gender analysis is essential to health-care
planning and setting the agenda for health
research. Developing what Miers terms
gender-sensitive care, wherein health ser-
vices are designed to account for the gen-
dered lives of groups and individuals312 –
both clients and staff – is also vital. Health
Canada’s 2003 publication Exploring
Concepts of Gender and Health is an impor-
tant resource available to policy-makers
and program planners that can help them
work through the gendered implications of
programs and policies.313

Finally, the root of an individual’s expe-
rience of health disparities lies predomi-
nantly in economic inequalities and
unequal gender roles; therefore, efforts to
close the gap in health must address these
issues. Raising the rates for provincial min-
imum wages and social assistance levels
might bring about improvements in health
that exceed those of a singular interven-

tion. Studying the impact of these issues
and experimenting with other schemes
such as a guaranteed annual income might
provide some valuable information about
the importance of economic security to
health. In addition, the health of foreign-
born Canadians might be improved if the
means of adjudicating foreign credentials
and enhancing opportunities for educa-
tional or occupational upgrading were
given greater priority. A national child-care
program might have considerable impact
on alleviating the caregiving burden on
women and would enable women to par-
ticipate more actively in the public arena.
National investment in an affordable hous-
ing program including cooperative housing
could reduce homelessness, build safer
neighbourhoods and enhance social capi-
tal.

CONCLUSION

The considerable affluence of Canadian
society may mask the disparities that exist
between women and men and within these
categories. Individuals occupy various loca-
tions on our social landscape that can
change throughout the life cycle; each
position offers a range of potential oppor-
tunities and experiences, oppressions and
insights. The pathways by which persons
can be constituted as vulnerable – or con-
versely, placed on the road to good health
– depends in part on where one is located
in this social tableau. Health disparities
may begin prior to birth as maternal health
will have an impact on the life chances of
children. Notions about what is appropri-
ate behaviour for boy or girl children will
have an impact on physical activity, the
development of social skills and sense of
self. At the level of the household, expo-
sures to hazards, violence or other adverse
conditions, allocation of health resources,
nutrition, education, and gender socializa-
tion will further influence health and well-
being. Neighbourhood and community
can offer opportunities to form trusting
relationships with others, provide a sense
of identity and security or conversely, be a
source of anxiety, the setting for discrimi-
nation and/or the site of environmental
hazards and poor housing stock. Ethnicity,
sexual orientation, mental health, physical
ability, age, and socio-economic status also
shape identities, opportunities and atti-
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tudes that dominant Euro-Canadian soci-
ety has towards individuals and groups of
individuals. Access to health and social ser-
vice facilities and housing, the status, con-
ditions and strains of paid employment,
the configuration of domestic life and its
interaction with labour market involve-
ment can all enhance social capital or con-
tribute to stress. Importantly individual
pathways are largely shaped and con-
strained by cultural values and gender roles
and ideologies as well as structural phe-
nomena including the “isms” of racism,
sexism, ableism, agism and homophobia,
globalization and neo-liberalism that
underpin the policies and practices that
have wrought a restructuring of workplace
and home life with little concern over their
impact on women and men. Examining
these pathways through a gender lens sug-
gests that – in general – women are decid-
edly more vulnerable to worsening health
status due to their association with lower
socio-economic status, domestic and famil-
ial responsibilities and gender ideologies.
Notably, some men, particularly those who
are members of marginalized groups, are
similarly affected. The result is that, to dif-
fering degrees, all Canadians need more
equitable access to determinants of health
– or to phrase it more precisely, power – in
order to reduce health disparities.
Commitment, creativity and collaboration
from stakeholders ranging from various
levels of government, communities, acade-
mics, non-governmental agencies and
health professionals will be required to
reduce and eliminate health disparities
between and among all members of our
society.

REFERENCES

1. Pearcy J, Keppel K. A summary measure of
health disparity. Public Health Rep
2002;117(May/June):273-80.

2. Amaratunga C (Ed.). Made to Measure: Women,
Gender and Equity. Halifax, NS: MCEWH,
2000.

3. Hayes M. Man, disease and environmental asso-
ciations: From medical geography to health
inequalities. Progress in Human Geography
1999;23(2):289-96.

4. Mathews S, Manor O, Power C. Social inequal-
ities in health: Are there gender differences? Soc
Sci Med 1999;48:49-60.

5. Doyal L. Gender equity in health: Debates and
dilemmas. Soc Sci Med 2000;51:931-39.

6. Committee on the Elimination of
Discrimination Against Women (CEDAW).
Anti-discrimination committee praises Canada
for advancing women’s rights, but expresses
concern over number of women in poverty:

Considers country’s fifth periodic report on
convention compliance [press release on the
Internet]. Available from: http://www.un.org/
News/Press/docs/2003/ wom1380.doc.htm
(Accessed on August 28, 2003).

7. United Nations. Declaration on the Elimination
of All Forms of Discrimation Against Women,
1967. Available from: http://www.unhchr.ch/
html/menu3/b/21.htm.

8. United Nations. Convention on the Elimination
of All Forms of Discrimination Against Women.
New York, NY: United Nations, 1981. [updat-
ed 2005 February 10] Available from:
http://www.un.org/womenwatch/daw/cedaw/
cedaw.htm.

9. UN Declaration on the Elimination of Violence
Against Women. General Assembly Resolution
48/104 of 20 December 1993. August 28,
2003.  Available from: http://www.unhchr.ch/
h u r i d o c d a / h u r i d o c a . n s f / ( S y m b o l ) /
A.RES.48.104.En?Opendocument (Accessed on
November 10, 2003).

10. United Nations. United Nations Millennium
Declaration of 2000. New York, NY: United
Nations, 2000.

11. Government of Canada. Fifth Periodic Report of
States Parties-Addendum. New York, NY:
United Nations, 2002.

12. Government of Canada. Setting the Stage for the
Next Century: The Federal Plan for Gender
Equality, 1995. Available from: www.swc-
cfc.gc.ca/pubs/066261951X/199508_0662619
51X_4_e.html (Accessed on August 29, 2003).

13. Health Canada. Women’s Health Strategy.
Ottawa: Women’s Health Bureau, 1999.

14. Health Canada. Exploring Concepts of Gender
and Health. Ottawa, ON: Women’s Health
Bureau, 2003.

15. Stewart M, Kushner KE, Spitzer DL. Research
priorities in gender and health. Can J Nurs Res
2001;33(3):5-15.

16. Statistics Canada. Women in Canada 2000: A
Gender-Based Statistical Report. Ottawa, ON:
Minister of Industry, 2000.

17. Barsky A, Peekna H, Borus J. Somatic symptom
reporting in women and men. J Gen Intern Med
2001;16:266-75.

18. Brower V. Sex matters: In sickness and in
health, men and women are clearly different.
EMBO Reports 2002;3(10):921-23.

19. DesMeules M, Manuel D, Cho R. Mortality, life
and health expectancy of Canadian women. In:
DesMeules M, Stewart D (Eds.), Women’s Health
Surveillance Report: A Multi-Dimensional Look at
the Health of Canadian Women. Ottawa, ON:
Canadian Institute for Health Information, 2003.

20. Haas J. The cost of being a woman. N Engl J
Med 1998;338(23):1694-95.

21. Dunn J, Dyck I. Social determinants of health
in Canada’s immigrant population: Results
from the National Population Health Survey.
Soc Sci Med 2000;51:1573-93.

22. Moss N. Gender equity and socioeconomic
inequality: A framework of the patterning of
women’s health. Soc Sci Med 2002;54:649-61.

23. Federal, Provincial and Territorial Advisory
Committee on Population Health (FPT).
Strategies for Population Health: Investing in the
Health of Canadians. Ottawa, ON: Minister of
Supply and Services Canada, 1994.

24. Chumbler N, Foster A, Grimm J, Williams P.
The influence of mid-life and functional health
status on health lifestyles. Health, Illness, and
Use of Care: The Impact of Social Factors
2000;18:249-67.

25. Courtney W. Constructions of masculinity and
their influences on men’s well-being: A theory
of gender and health. Soc Sci Med
2000;50(10):1385-401.

26. Green C, Freeborn D, Polen M. Gender and
alcohol use: The roles of social support, chronic

illness, and psychological well-being. J Behav
Med 2001;24(4):383-99.

27. Wilsnack R, Vogeltanz N, Wilsnack S, Harris
R. Gender differences in alcohol consumption
and adverse drinking consequences: Cross-
cultural patterns. Addiction 2000;95(2):251-65.

28. Gabhainn S, Kelleher C. School health educa-
tion and gender: An interactive effect? Health
Educ Res 2000;15(5):591-602.

29. Kolip P. Gender differences in health status
during adolescence: A remarkable shift. Int J
Adolescent Med Health 1997;9(1):9-17.

30. Pickett W, Garner M, Boyce W, King M.
Gradients in risk for youth injury associated
with multiple-risk behaviours: A study of
11,239 Canadian adolescents. Soc Sci Med
2002;55:1055-68.

31. Lundberg U, Parr D. Neurohormonal factors,
stress, health and gender. In: Eisler R, Hersen
M (Eds.), Handbook of Gender, Culture and
Health. Mahwah, NJ: Lawrence Erlbaum
Associates, Publishers, 2000.

32. Watkins PL, Whaley D. Gender role stressors
and women’s health. In: Eisler R, Hersen M
(Eds.), Handbook of Gender, Culture and Health,
Mahwah, NJ: Lawrence Erlbaum Associates,
Publishers, 2000.

33. Das Gupta M. Life course perspectives on
women’s autonomy and health outcomes. Am
Anthropologist 1995;97(3):481-91.

34. Noor N. Work-family conflict, locus of control,
and women’s well-being: Tests of alternative
pathways. J Soc Psychol 2002;145(5):645-62.

35. Artazcoz L, Borrell C, Benach J. Gender
inequalities in health among workers: The rela-
tion with family demands. J Epidemiol
Community Health 2001;55:639-47.

36. Messer E. Intra-household allocation of food
and health care: Current findings and under-
standings — introduction. Soc Sci Med
1997;44(11):1675-84.

37. Brewer L. Gender socialization and the cultural
construction of elder caregivers. J Aging Studies
2001;15(3):217-36.

38. Armstrong P, Armstrong H. Thinking It
Through: Women, Work and Caring in the New
Millennium. Halifax, NS: Maritime Centre of
Excellence for Women’s Health, 2001.

39. Botting I, Neis B, Kealey L, Solberg S. Health
restructuring and privatization from women’s
perspective in Newfoundland and Labrador. In:
Armstrong P, Amaratunga C, Bernier J, Grant
K, Pederson A, Willson K (Eds.), Exposing
Privatization: Women and Health Care Reform
in Canada. Aurora, ON: Garamond Press,
2002.

40. Scott CM, Horne T, Thurston W. The differ-
ential impact of health care privatization in
Alberta. In: Armstrong P, Amaratunga C,
Bernier J, Grant K, Pederson A, Willson K
(Eds.), Exposing Privatization: Women and
Health Care Reform in Canada. Aurora, ON:
Garamond Press, 2002.

41. Navaie-Waliser M, Spriggs A, Feldman P.
Informal caregiving: Differential experiences by
gender. Med Care 2002;40(12):1249-59.

42. George U. Caring and women of colour: Living
the intersecting oppressions of race, class and
gender. In: Baines C, Evans P, Neysmith S
(Eds.), Women’s Caring: Feminist Perspectives on
Social Welfare. Oxford, UK: Oxford University
Press, 1998.

43. Neufeld A, Harrison M, Stewart J, Hughes K,
Spitzer DL. Immigrant women: Making con-
nections to community resources for support in
family caregiving. Qualitative Health Res
2002;12(6):751-68.

44. Spitzer DL, Neufeld A, Harrison M, Hughes K,
Stewart MJ. Caregiving in transnational per-
spective: My wings have been cut, where can I
fly? Gender & Soc 2003;17(2):267-86.



ENGENDERING HEALTH DISPARITIES

S92 REVUE CANADIENNE DE SANTÉ PUBLIQUE VOLUME 96, SUPPLÉMENT 2

45. Stein CH, Wemmerus VA, Ward M, Gaines
ME, Freeberg AL, Jewell TC. “Because they’re
my parents”: An intergenerational study of felt
obligation and parental caregiving. J Marriage
Fam 1998;60(August):611-22.

46. Lee C. Health, stress, and coping among
women caregivers: A review. J Health Psychol
1999;4(1):27-40.

47. Bullers S. The mediating role of perceived control
in the relationship between social ties and depressive
symptoms. Women Health 2000;31(2/3):97-116.

48. Allen S. Gender differences in spousal care-
giving and unmet need for care. Journals
Gerontol 1994;49:S187-95.

49. Colvez A, Joël M-E, Ponton-Sanchez A, Royer
A-C. Health status and work burden of
Alzheimer patients’ informal caregivers:
Comparisons of five different care programs in
the European Union. Health Policy
2002;60:219-33.

50. Sharlach AE, Runkle MC, Midanik LT,
Soghikian K. Health conditions and service uti-
lization of adults with elder care responsibilities.
J Aging Health 1994;6(3):336-52.

51. Kushner KE, Harrison MJ. Employed mothers:
Stress and balance-focused coping. Can J
Nursing Research 2002;34:47-65.

52. Laditka S, Pappas-Rogich M. Anticipatory care-
giving anxiety among older women and men. 
J Women Aging 2001;13(1):3-18.

53. Anderson L, Shinn C, St. Charles J, Fullilove
M, Scrimshaw S, Fielding J, et al. Community
interventions to promote healthy social environ-
ments: Early childhood development and family
housing. A report on recommendations of the
task force on community preventative services.
MMWR 2002;51(1):1-8.

54. Anderson L, Shinn C, Fullilove M, Scrimshaw
S, Fielding J, Normand J, Crande-Kulis V, the
Task Force on Community Preventative
Services. The effectiveness of early childhood
development programs: A systematic review.
Am J Prev Med 2003;24(3S):32-46.

55. Federal, Provincial, Territorial Advisory
Committee on Population Health. Toward a
Healthy Future: Second Report on the Health of
Canadians. Ottawa, ON: Minister of Supply
and Services, 1999.

56. Raphael D. Health inequalities in Canada:
Current discourses and implications for public
health action. Crit Public Health
2000;10(2):193-216.

57. Ross DP, Scott K, Smith PJ. The Canadian Fact
Book on Poverty. Ottawa, ON: Canadian
Council on Social Development, 2000.

58. Northridge M, Stover G, Rosenthal J, Sherard
D. Environmental equity and health:
Understanding complexity and moving for-
ward. Am J Public Health 2003;93(2):209-14.

59. Javaid MK, Cooper C. Prenatal and childhood
influences on osteoporosis. Best Practice &
Research Clinical Endocrinology and Metabolism
2002;16(2):349-67.

60. Kane P. Women’s Health from Womb to Tomb.
New York, NY: St. Martin’s Press, 1991.

61. Zaren B, Lindmark G, Wilbell L, Folling I. The
effect of smoking on glucose homeostasis and
fetal growth in pregnant women. Ups J Med Sci
2000;105(1):41-56.

62. Weinstock M. Does prenatal stress impair cop-
ing and regulation of hypothalamic-pituitary-
adrenal axis? Neurosci Biobehav Rev
1996;21(1):1-10.

63. Doyal L. What Makes Women Sick: The Political
Economy of Women’s Health. Houndsmill, UK:
Macmillan Press, 1995.

64. Gopalan HNB, Saksena S. Domestic
Environment and Health of Women and
Children. Delhi, India: Replika Press, 1999.

65. Wasserman G, Liu X, Pine DS, Graziano JH.
Contribution of maternal smoking during preg-

nancy and lead exposure to early child behavior
problems. Neurotoxicology and Teratology
2001;23(1):13-21.

66. Witorsch R, Witorsch P. Environmental tobac-
co smoke and respiratory health in children: A
critical review and analysis of the literature from
1969 to 1998. Indoor and Built Environments
2000;9(5):246-64.

67. Bryson L, McPhillips K, Robinson K. Turning
public issues into private troubles: Lead conta-
mination, domestic labor, and the exploitation
of women’s unpaid labor in Australia. Gender &
Society 2001;15(5):754-72.

68. De Burbure C, Buchet J-P, Bernard A, Leroyer
A, Nisse C, Haguenoer J-M, et al. Biomarkers
of renal effects in children and adults with low
environmental exposure to heavy metals. 
J Toxicol Environ Health A 2003;66:783-98.

69. Vahter M, Berglund M, Åkesson A, Lidén C.
Metals and women’s health. Environ Res A
2002;88:144-55.

70. Helman CG. Culture, Health and Illness.
London, England: Butterworth Heinemann,
1990.

71. Brooks F. Beneath contempt: The mistreatment
of non-traditional/gender atypical boys. In:
Cassese J (Ed.), Gay Men and Childhood Sexual
Trauma. Binghamton, NY: Haworth Press, 2000.

72. Hong L. Towards a transformed approach to
prevention: Breaking the link between mas-
culinity and violence. J Am Coll Health
2000;48(6):269-79.

73. Phillips D, Henderson D. “Patient was hit in
the face by a fist . . .” Discourse analysis of male
violence against women. Am J Orthopsychiatry
1999;69(1):116-21.

74. Hollander J. Vulnerability and dangerousness:
The construction of gender through conversa-
tion about violence. Gender & Society
2001;15(1):83-109.

75. Heise L, Ellsberg M, Gottmoeller M. A global
overview of gender-based violence. Int J
Gynaecol Obstet 2002;78 (Suppl.1):S5-14.

76. Fontanella C, Harrington D, Zuravin S.
Gender differences in the characteristics and
outcomes of sexually abused preschoolers. 
J Child Sexual Abuse 2000;9(2):21-40.

77. Clapp L. Ending domestic violence is everyone’s
responsibility: An integrated approach to
domestic violence treatment. Nurs Clin North
Am 2000;35(2):481-88.

78. Westlund A. Pre-modern and modern power:
Foucault and the case of domestic violence.
Signs 1999;24(4):1045-66.

79. Zimmerman MK, Hill SA. Reforming gendered
health care: An assessment of change. Int J
Health Serv 2000;30(4):771-95.

80. Economic and Social Council. Report of the
Working Group on Violence Against Women.
Vienna, Austria: United Nations, 1992.

81. Hotton T. Spousal Violence After Separation.
Ottawa, ON: Canadian Centre for Justice
Statistics (Statistics Canada), 2001.

82. Johnson H, Hotton T. Spousal violence. In:
Family Violence in Canada: A Statistical Profile.
Ottawa, ON: Minister of Industry, 2001.

83. Mosher J. Caught in tangled webs of care:
Women abused in intimate relationships. In:
Baines C, Evans P, Neysmith S (Eds.), Women’s
Caring: Feminist Perspectives on Social Welfare,
Toronto, ON: Oxford University Press, 1998.

84. Brownridge M. Cultural variation in male part-
ner violence against women: A comparison of
Québec with the rest of Canada. Violence
Against Women 2002;8(1):87-115.

85. Brownridge M. Male partner violence against
Aboriginal women in Canada. J Interpersonal
Violence 2003;18(1):65-83.

86. Agnew V. In Search of a Safe Place: Abused and
Culturally Sensitive Services. Toronto, ON:
University of Toronto Press, 1998.

87. Aldarondo E, Kaufman Kantor G, Jasinski J. A
risk marker analysis of wife assault in Latino
families. Violence Against Women
2002;8(4):429-54.

88. Lombardi E, Wilchins RA, Priesing D, Malouf
D. Gender violence: Transgender experiences
with violence and discrimination. J Homosex
2001;42(1):89-101.

89. Murray B, Welch C. Attending to lavender
bruises: A dialogue on violence in lesbian rela-
tionships. In: Timmins L (Ed.), Listening to the
Thunder: Advocates Talk about the Battered
Women’s Movement. Vancouver, BC: Women’s
Research Centre, 1995.

90. Grimm K, Maldonado J. No home of her own:
Gender and homelessness. Women and
Environments 1995;14:20-22.

91. Allodi F, Cowgil G. Ethical and psychiatric
aspects of torture: A Canadian study. Can J
Psychiatry 1982;27 March:98-112.

92. Allodi F, Stiasny S. Women as torture victims.
Can J Psychiatry 1990;35:144-48.

93. Fischbach R, Herbert B. Domestic violence and
mental health. Soc Sci Med 1997;45(8):1161-
76.

94. Jewkes R. Intimate partner violence: Causes and
prevention. Lancet 2002;359:1423-29.

95. Stevens L. A practical approach to gender-based
violence: A programme guide for health care
providers and managers developed by the UN
Population Fund. Int J Gynaecol Obstet
2002;78(Suppl.1):S111-17.

96. Young A, Boyd C, Hubbell A. Self-perceived
effects of sexual trauma among women who
smoke crack. J Psychosoc Nurs Ment Health Serv
2002;40(10):46-53.

97. Graham-Bermann S, Brescoll V. Gender,
power, and violence: Assessing the family
stereotypes of the children of batterers. J Fam
Psychol 2000;14(4):600-12.

98. Haatainen K, Tanskanen A, Kylmä J,
Honkalampi K, Koivumaa-Honkanen H,
Hinktikka J, et al. Gender differences in the
association of adult hopelessness with adverse
childhood experiences. Soc Psychiatry Psychiatr
Epidemiol 2003;38:12-17.

99. Heise L. Reproductive freedom and violence
against women: Where are the intersections? 
J Law Med Ethics 1993;21(2):206-16.

100. O’Leary A, Purcell D, Remien R, Gomez C.
Childhood sexual abuse and sexual transmission
risk behaviour among HIV-positive men who
have sex with men. AIDS Care 2003;15(1):17-26.

101. Johnson R, Kaplan H. Gender, aggression and
mental health intervention during early adoles-
cence. J Health Soc Behav 1998;29(1):53-64.

102. Rosenfield S, Vertefuille J, McAlpine D.
Gender stratification and mental health: An
exploration of dimensions of the self. Soc Psychol
Q 2001;63(3):208-23.

103. Silverman AB, Reinherz HZ, Gianconia RM.
The long-term sequelae of child and adolescent
abuse: A longitudinal community study. Child
Abuse Negl 1996;20(8):709-23.

104. Zucker Goldstein M. Depression and anxiety in
older women. Prim Care: Clinics in Office
Practice 2002;29(1):69-80.

105. Beckett C, Macey M. Race, gender and sexuali-
ty: The oppression of multiculturalism.
Women’s Studies International Forum
2001;24(3/4):309-19.

106. Cann K, Withnell SJ, Shakespeare H, Doll H,
Thomas J. Domestic violence: A comparative
survey of levels of detection, knowledge, and
attitudes in healthcare workers. Public Health
2001;115:89-95.

107. Murray LR. Sick and tired of being sick and
tired: Scientific evidence, methods and research
implications for racial and ethnic disparities in
occupational health. Am J Public Health
2003;93(2):221-26.



MARCH – APRIL 2005 CANADIAN JOURNAL OF PUBLIC HEALTH S93

ENGENDERING HEALTH DISPARITIES

108. Brooker A-S, Eakin JM. Gender, class, work-
related stress and health: Toward a power-cen-
tred approach. J Community Applied Soc Psychol
2001;11:97-109.

109. Hall E. Gender, work control, and stress: A the-
oretical discussion and an empirical test. Int J
Health Serv 1989;19(4):725-45.

110. McDonough P. Job insecurity and health. Int J
Health Serv 2000;30(3):453-76.

111. Griffen JM, Fuhrer R, Stansfield SA, Marmot
M. The importance of low control at work and
home on depression and anxiety: Do these
effects vary by gender and social class? Soc Sci
Med 2002;54:783-98.

112. Messing K. Women’s occupational health: A
critical review and discussion of current issues.
Women Health 1997;25(4):39-68.

113. Siegrist J, Marmot M. Health inequalities and
the psychosocial environment — two scientific
challenges. Soc Sci Med 2004;58:1463-73.

114. National Forum on Health. Canada Health
Action: Building on the Legacy. Ottawa, ON:
Minister of Public Works and Government
Services, 1997.

115. Matthews S, Hertzman C, Ostry A, Power C.
Gender, work roles and psychosocial work char-
acteristics as determinants of health. Soc Sci Med
1998;46(11):1417-24.

116. Ibrahim S, Scott F, Cole D, Shannon H, Eyles
J. Job strain and self-reported health among
working women and men: An analysis of the
1994/5 Canadian national population health
survey. Women Health 2001;33(1-2):105-24.

117. Borg V, Kristensen TS, Burr H. Work environ-
ment and changes in self-rated health: A five-
year follow-up study. Stress Medicine
2000;16:37-47.

118. Lewchuk W, de Wolff A, King A, Polyani M.
From job strain to employment strain: The
health effects of precarious employment. Just
Labour 2003;3:23-35.

119. Women’s Environment and Development
Organization (WEDO). Risks, Rights and
Reforms. Ottawa, ON: WEDO, 1999.

120. Vingård E, Kilbom Å. Diseases of the muscu-
loskeletal system and how they affect men and
women. In: Östlin P, Danielsson M,
Diderichsen F, Härenstam A, Lindberg G
(Eds.), Gender Inequalities in Health: A Swedish
Perspective. Boston, MA: Harvard Center for
Population and Development Studies, 2001.

121. Messing K, Courville J, Boucher M, Dumais L,
Seifert AM. Can safety risks of blue-collar jobs
be compared by gender? Safety Science
1994;18:95-112.

122. Paul M, Daniels C, Rosofsky R. Corporate
response to reproductive hazards in the work-
place: Results of the family, work and health
survey. Am J Ind Med 1989;16(3):267-80.

123. Robinson JC, Giacomini MK. A reallocation of
rights in industries with reproductive health
hazards. Milbank Q 1992;70(4):587-603.

124. Messing K. Ergonomic studies provide informa-
tion about occupational exposure differences
between women and men. J Am Med Womens
Assoc 2000;55(2):72-75.

125. Tüchsen F, Krause N, Hannerz H, Burr H,
Kristensen T. Standing at work and varicose
veins. Scand J Work Environ Health
2000;26(5):414-20.

126. Stenberg B, Wall S. Why do women report
“sick building symptoms” more often than
men? Soc Sci Med 1995;40(4):491-502.

127. McDuffie H. Women at work: Agriculture and
pesticides. J Occup Med 1994;36(11):1240-46.

128. McDuffie H, Pahwa P, McLaughlin J, Spinelli
J, Fincham S, Dosman J, et al. Non-hodgkin’s
lymphoma and specific pesticide exposures in
men: Cross-Canada study of pesticides and
health. Cancer Epidemiol Biomarkers Prev
2001;10:1155-63.

129. Evans O, Steptoe A. The contribution of 
gender-role orientation, work factors and home
stressors to psychological well-being and sickness
absence in male- and female-dominated occupa-
tional groups. Soc Sci Med 2002;54:481-92.

130. Roxburgh S. Gender differences in work and
well-being: Effects of exposure and vulnerabili-
ty. J Health Soc Behav 1996;37:265-77.

131. Denton M, Zeytinoglu I, Webb S, Lian J.
Occupational health issues among employees of
home care agencies. Can J Aging
1999;18(2):154-81.

132. Walters V, Lenton R, French S. Paid work,
unpaid work and social support: A study of the
health of male and female nurses. Soc Sci Med
1996;43:1627-36.

133. Arnetz J, Arnetz B, Soderman E. Violence
toward health care workers: Prevalence and inci-
dence at a large, regional hospital in Sweden.
AAOHN J 1998;46(3):107-14.

134. Holroyd E, Molassiotis A, Taylor-Pilliae R.
Filipino domestic workers in Hong Kong:
Health related behaviors, health locus of control
and social support. Women Health
2001;33(1/2):181-205.

135. Messias D, Hilfinger K. Transnational perspec-
tives on women’s domestic work: Experiences of
Brazilian immigrants in the United States.
Women Health 2001;33(1/2):1-20.

136. Putnam C, Loppie C. Who’s on the Line?
Women in Call Centers Talk about Their Work
and its Impact on their Health and Well-being.
Halifax, NS: MCEWH, 2000.

137. Bird C. Gender, household labor, and psycho-
logical distress: The impact of the amount and
division of housework. J Health Soc Behav
1999;40(1):32-45.

138. Gjerdingen D, McGovern P, Bekker M,
Lundberg U, Willemsen T. Women’s work
roles and their impact on health, well-being,
and career: Comparisons between the United
States, Sweden, and the Netherlands. Women
Health 2000;31(4):1-20.

139. Ballantyne P. The social determinants of health:
A contribution to the analysis of gender differ-
ences in health. Scand J Public Health
1999;27(4):290-95.

140. Barnett R. Home-to-work spillover revisited: A
study of full-time employed women in dual-
earner couples. J Marriage Fam 1994;56:647-
56.

141. Walters V, McDonough P, Strohschein L. The
influence of work, household structure, and
social, personal and material resources on gen-
der differences in health: An analysis of the
1994 Canadian National Population Health
Survey. Soc Sci Med 2002;54:677-92.

142. Lynn M, Todoroff M. Women’s work and fam-
ily lives. In: Mandell N (Ed.), Feminist Issues.
Scarborough, ON: Prentice Hall Allyn and
Bacon Canada, 1998.

143. Lochhead C, Scott K. The Dynamics of Women’s
Poverty in Canada. Ottawa, ON: Status of
Women Canada, 2000.

144. Schechter S, Paquet B. Contested approaches in
the study of poverty: The Canadian case and
the argument for inclusion. Current Sociology
1999;47(3):43-58.

145. Ross N, Wolfson M, Dunn J, Berthelot J-M,
Kaplan G, Lynch J. Relation between income
inequality and mortality in Canada and in the
United States: Cross sectional assessment using
census data and vital statistics. Br Med J
2000;320:898-902.

146. Kawachi I, Kennedy B, Gupta V, Prothrow-
Smith D. Women’s status and the health of
women and men: A view from the States. Soc
Sci Med 1999;48:21-32.

147. Arber S, Cooper H. Gender differences in
health in later life: The new paradox? Soc Sci
Med 1999;48:61-76.

148. Rosenberg M, Wilson K. Gender, poverty and
location: How much difference do they make in
the geography of health inequalities? Soc Sci
Med 2000;51:275-87.

149. Mishra G, Ball K, Dobson A, Byles J, Warner-
Smith P. Which aspects of socio-economic sta-
tus are related to health in mid-aged and older
women? Int J Behav Med 2002;9(3):263-85.

150. Tisdell C. Poverty and economically-deprived
women and children: Theories, emerging policy
issues and development. Int J Soc Economics
2002;29(1/2):73-86.

151. Krieger N, Rowley DL, Herman AA, Avery B,
Phillips MT. Racism, sexism and social class:
Implications for studies of health, disease and
well-being. Am J Prev Med 1993;9:6.

152. Smith GD, Chaturvedi N, Harding S, Nazroo
J, Williams R. Ethnic inequalities in health: A
review of UK epidemiological evidence. Crit
Public Health 2000;10(4):375-408.

153. Benach J, Yasui Y, Borrell C, Sáez M, Pasarin
M. Material deprivation and leading causes of
death by gender: Evidence from a nationwide
small area study. J Epidemiol Community Health
2001;55:239-45.

154. Mackenbach J, Kunst A, Groenhof F, Borgan
JK, Costa G, Faggiano F, et al. Socioeconomic
inequalities in mortality among women and
men: An international study. Am J Public
Health 1999;89(12):1800-6.

155. Meleis A, Lindgren T. Man work from sun to
sun, but woman’s work is never done: Insights
on research and policy. Health Care for Women
Int 2002;23:742-53.

156. Baunach D. Gender, mortality, and corporeal
inequality. Sociological Spectrum 2003;23:331-58.

157. Townson M. A Report Card on Women and
Poverty. Ottawa, ON: The Canadian Centre for
Policy Alternatives, 2000.

158. Phipps S, Burton P. Sharing within families:
Implications for the measurement of poverty
among individuals in Canada. Can J Economics
1995;28:1.

159. Armstrong P. The feminization of the labour
force: Harmonizing down in a global economy.
In: Bakker I (Ed.), Rethinking Restructuring:
Gender and Change in Canada. Toronto, ON:
University of Toronto Press, 1996.

160. Luxton M, Corman J. Getting By in Hard Times:
Gendered Labour at Home and on the Job.
Toronto, ON: University of Toronto Press, 2001.

161. Krieger N, Chen J, Selby J. Class inequalities in
women’s health: Combined impact of child-
hood and adult social class — a study of 630
U.S. women. Public Health 2001;115:175-85.

162. Kazemipur A, Halli S. The changing colour of
poverty in Canada. CRSA/RCSA 2001;38:2.

163. Mulvihill MA, Mailloux L, Atkin W. Advancing
Policy and Research Responses to Immigrant and
Refugee Women’s Health in Canada. Ottawa, ON:
Centres of Excellence in Women’s Health, 2001.

164. Young D, Spitzer DL. Understanding the Health
Care Needs of Canadian Immigrants. Edmonton,
AB: Prairie Centre of Excellence for Research in
Immigration and Integration, 1998.

165. Naraine M. Employment access for persons
with disabilities. Womens Education — Éduca-
tion des femmes 1996;12(6):16-21.

166. Barile M. Disablement and feminization of
poverty. Women in Action 2001;49(2).

167. Cassidy B, Lord R, Mandell N. Silenced and
forgotten women: Race, poverty and disability.
In: Mandell N (Ed.), Feminist Issues: Race, Class
and Sexuality. Scarborough, ON: Prentice-Hall
Canada, 1998.

168. National Council of Welfare (NCW). The Cost
of Poverty. Ottawa, ON: Minister of Public
Works and Government Services, 2001.

169. Miranda J, Bruce M. Gender issues and socially
disadvantaged women. Mental Health Services
2002;4(4):249-53.



ENGENDERING HEALTH DISPARITIES

S94 REVUE CANADIENNE DE SANTÉ PUBLIQUE VOLUME 96, SUPPLÉMENT 2

170. Zierler S, Krieger N. Reframing women’s risk:
Social inequalities and HIV infection. Annu Rev
Public Health 1997;18:401-36.

171. Hankivsky O. Social justice and women’s
health: A Canadian perspective. In: Amaratunga
C, Roy P, Stanton, P (Eds.), Made to Measure:
Women, Gender and Equity. Halifax, NS:
Maritime Centre of Excellence for Women’s
Health, 2000. 

172. Carty L, Brand D. “Visible minority” women:
A creation of the Canadian state. In: Bannerji H
(Ed.), Returning the Gaze: Essays on Racism,
Feminism and Politics, Toronto, ON: Sister
Vision Press, 1993.

173. Gee G. A multilevel analysis of the relationship
between institutional and individual racial dis-
crimination and health status. Am J Public
Health 2002;92(4):615-23.

174. Karlsen S, Nazroo J. Relation between racial
discrimination, social class, and health among
ethnic minority groups. Am J Public Health
2002;92(4):624-31.

175. Cooper H. Investigating socio-economic expla-
nations for gender and ethnic inequalities in
health. Soc Sci Med 2002;54:693-706.

176. Krieger N. Embodying inequality: A review of
concepts, measures, and methods for studying
health consequences of discrimination. Int J
Health Serv 1999;29(2):295-352.

177. Remennick L. Immigrant from Chernobyl-
affected areas in Israel: The link between health
and social adjustment. Soc Sci Med
2002;54:309-17.

178. Spitzer DL. Gender, stress and migration.
Proceedings of the 8th International Metropolis
Conference; September 2003; Vienna, Austria.

179. Meleis A, Lipson J, Muecke M, Smith G.
Immigrant Women and their Health: An Olive
Paper. Indianapolis, IN: Center Nursing Press,
1998.

180. Spitzer DL, Bitar S, Kalbach M. In the Shadows:
Live-In Caregivers in Alberta. Edmonton, AB:
Changing Together, 2002.

181. Hyman I. Immigration and Health. Ottawa,
ON: Minister of Public Works and
Government Services, Canada, 2001.

182. Bhui K, Abdi A, Abdi M, Pereira S, Dualeh M,
Robertson D, et al. Traumatic events, migration
characteristics and psychiatric symptoms among
Somali refugees. Soc Psychiatry Psychiatr
Epidemiol 2003;38:35-43.

183. Dion-Stout M, Kipling G, Stout R. Aboriginal
Women’s Health Research: Synthesis Report.
Winnipeg, MB: Canadian Women’s Health
Network, 2001.

184. Elias B, Leader A, Sanderson D, O’Neil J, Tate
B. Living in Balance: Gender, Structural
Inequalities and Health Promoting Behaviours in
Manitoba First Nation Communities. Winnipeg,
MB: Northern Health Research Unit,
University of Manitoba, 2000.

185. Wilson K, Rosenberg M. Exploring the deter-
minants of health for First Nations peoples in
Canada: Can existing frameworks accommodate
traditional activities? Soc Sci Med
2002;55:2017-31.

186. Murphy B. On the Street: How We Created the
Homeless. Winnipeg, MB: Gordon Schilling
Publishing, 2000. 

187. Banyard V, Graham-Bermann S. Surviving
poverty: Stress and coping in the lives of housed
and homeless mothers. Am J Orthopsychiatry
1998;11:479-89.

188. Fitzpatrick K, La Gory M, Ritchey F. Factors
associated with health-compromising behavior
among the homeless. J Health Care Poor
Underserved 2003;14(1):70-86.

189. Klein J, Hallwoods A, Wilson K, Prospero M,
Greene J, Ringwalt C. Homeless and runaway
youths’ access to health care. J Adolesc Health
2000;27:331-39.

190. Rew L, Fouladi R, Yockey R. Sexual practices of
homeless youth. J Nurs Scholarsh
2002;34(2):139-45.

191. Cochran B, Stewart A, Ginzler J, Cauce AM.
Challenges faced by homeless sexual minorities:
Comparison of gay, lesbian, bisexual and trans-
gender homeless adolescents with their hetero-
sexual counterparts. Am J Public Health
2002;92(5):773-77.

192. Fineran S. Sexual harassment between same-sex
peers: Intersection of mental health, homopho-
bia, and sexual violence in schools. Social Work
2002;47(1):65-74.

193. Leveille SG, Resnick HE, Balfour K. Gender
differences in disability: Evidence and under-
lying reasons. Aging Clinical Experimental
Research 2000;12:106-12.

194. Rousso H. Strong Proud Sisters: Girls and Young
Women with Disabilities. Washington, DC:
Center for Women Policy Studies, 2001.

195. Katz S, Kabeto M, Langa K. Gender disparities
in the receipt of home care for elderly people
with disability in the United States. JAMA
2000;284(23):3022-27.

196. Mangione C, Reynolds E. Disparities in health
and health care. J Gen Intern Med
2001;16(4):276-81.

197. Yoshida KK, Li A, Odette F. Cross-cultural
views of disability and sexuality: Experiences of
a group of ethno-racial women with physical
disabilities. Sexuality and Disability
2000;17(4):321-27.

198. Health Canada: Division of Aging and Seniors.
Canada’s Seniors: Life Expectancy Longer for
Women. Ottawa, ON: Statistics Canada, 2000.

199. National Advisory Council on Aging. 1999 and
Beyond. Challenges of an Aging Society. Ottawa,
ON: Government of Canada, 1999.

200. Adler S, McGraw S, McKinlay J. Patient
assertiveness in ethnically diverse older women
with breast cancer: Challenging the stereotypes
of the elderly. J Aging Studies 1998;12(4):331-
50.

201. Health Canada: Division of Aging and Seniors.
Canada’s Seniors: Seniors Receiving Social
Support. Ottawa, ON: Statistics Canada, 2000.

202. Lunenfeld B. Aging men — Challenges ahead.
Asian J Androl 2001;3:161-68.

203. Weitz T, Estes C. Adding aging and gender to
the women’s health agenda. J Women Aging
2001;13(2):3-20.

204. Health Canada: Division of Aging and Seniors.
Canada’s Seniors: Gender Differences in Income.
Ottawa, ON: Statistics Canada, 2000. [updated
2005 February 16] Available from: www.hc-
sc.gc.ca/seniors-aines/pubs/factoids/en/
no23.htm.

205. Brotman S. The incidence of poverty among
seniors in Canada: Exploring the impact of gen-
der, ethnicity and race. Can J Aging
1998;17(2):166-85.

206. Buckley C, Angel J, Donahue D. Nativity and
older women’s health: Constructed reliance in
the health and retirement study. J Women Aging
2000;12(3/4):21-37.

207. Cummings S, Kropf N, DeWeaver K.
Knowledge of and attitudes toward aging
among non-elders: Gender and race differences.
J Women Aging 2000;12(1/2):77-91.

208. Grossman A, D’Augelli A, Hershberger S.
Social support networks of lesbian, gay, and bi-
sexual adults 60 years of age and older. 
J Gerontol B Psychol Sci Soc Sci
2000;55B(3):171-79.

209. Grant K. Is there a Method to this Madness?
Studying Health Care Reform as if Women
Mattered. Ottawa, ON: Women’s Health
Bureau, 2000.

210. Armstrong P, Armstrong H. Women, privatiza-
tion and health care reform: The Ontario case.
In: Armstrong P, Amaratunga C, Bernier J,

Grant K, Pederson A, Willson K (Eds.),
Exposing Privatization: Women and Health Care
Reform in Canada. Aurora, ON: Garamond
Press, 2002.

211. Guruge S, Donner GJ, Morrison L. The impact
of Canadian health care reform on recent
women immigrants and refugees. In: Gustafson
D (Ed.), Care and Consequences: The Impact of
Health Care Reform. Halifax, NS: Fernwood
Publishing, 2000.

212. Spitzer DL. In visible bodies: Minority women,
nurses, time and the new economy of care. Med
Anthropol Q 2004;18(4):490-508.

213. Johnson D, Jin Y, Truman C. Early discharge
of Alberta mothers post-delivery and the rela-
tionship to potentially preventable newborn
readmissions. Can J Public Health
2002;93(4):276-80.

214. Spitzer DL. Migration and Menopause: Women’s
Experience of Maturation in Three Immigrant
Communities. [Unpublished dissertation],
Edmonton, AB: University of Alberta, 1998.

215. Thomas C. Medicine, gender and disability:
Disabled women’s health care encounters.
Health Care for Women Int 2001;22:245-62.

216. Mathieson C, Bailey N, Gurevich M. Health
care services for lesbian and bisexual women:
Some Canadian data. Health Care for Women
Int 2002;23:185-96.

217. Anderson J, Kirkham SR. Constructing nation:
The gendering and racializing of the Canadian
health care system. In: Strong-Boag V, Grace S,
Eisenberg A, Anderson J (Eds.), Painting the
Maple: Essays on Race, Gender, and the
Construction of Canada. Vancouver, BC: UBC
Press, 1998.

218. Spitzer DL. “They don’t listen to your body”:
Minority women, nurses and childbirth under
health reform. In: Gustafson D (Ed.), Care and
Consequences. Halifax, NS: Fernwood, 2000.

219. Steele L, Lemieux-Charles L, Clark J, Glazier R.
The impact of policy changes on the health of
recent immigrants and refugees in the inner
city: A qualitative study of service providers’
perspectives. Can J Public Health
2002;93(2):118-39.

220. MacKinnon M, Howard LL. Affirming
Immigrant Women’s Health: Building Inclusive
Health Policy. Halifax, NS: Maritime Centre of
Excellence for Women’s Health, 2000.

221. Benoit C, Carroll D. Marginalized Voices from
the Downtown Eastside: Aboriginal Women Speak
about their Health Experiences. Toronto, ON:
National Network on Environments and
Women’s Health, 2001.

222. Douglas J. Meeting the needs of women from
black and minority ethnic communities. In:
Doyal L (Ed.), Women and Health Services.
Buckingham, England: Open University Press,
1998;69-82.

223. Horne T, Donner L, Thurston W. Invisible
Women: Gender and Health Planning in
Manitoba and Saskatchewan and Models for
Progress. Winnipeg, MB: Prairie Women’s
Health Centre of Excellence, 1999.

224. Sharif N, Dar A, Amaratunga C. Ethnicity,
Income and Access to Health Care in the Atlantic
Region: A Synthesis of the Literature. Halifax, NS:
MCEWH, 2000.

225. Schofield T, Connell RW, Walker L, Wood JF,
Butland DL. Understanding men’s health and
illness: A gender-relations approach to policy,
research, and practice. J Am Coll Health
2000;48(6):243-47.

226. Tudiver F, Talbot Y. Why don’t men seek help?
Family physicians’ perspectives on help-seeking
behavior in men. J Fam Pract 1999;48(1):47-52.

227. Marcell A, Klein J, Fischer I, Allen M,
Kokotailo P. Male adolescent use of health care
services: Where are the boys? J Adolesc Health
2001;30:35-43.



MARCH – APRIL 2005 CANADIAN JOURNAL OF PUBLIC HEALTH S95

ENGENDERING HEALTH DISPARITIES

228. Nicholas DR. Men, masculinity, and cancer:
Risk-behaviors, early detection, and psycho-
social adaptation. J Am Coll Health
2000;49(1):27-33.

229. Raine R. Does gender bias exist in the use of
specialist health care? J Health Services &
Research 2000;5(4):237-49.

230. Doyal L. Introduction: Women and health ser-
vices. In: Doyal L (Ed.), Women and Health
Services. Buckingham, England: Open
University Press, 1998;3-21.

231. Stoppe G, Sandholzer H, Huppertz C, Duwe
H, Staedt J. Gender differences in the recogni-
tion of depression in old age. Maturitas
1999;32(2):205-12.

232. Hommel KA, Wagner J, Chaney J, Mullins L.
Gender-specific effects of depression on func-
tional disability in rheumatoid arthritis: A
prospective study. Int J Rehabil Med
1998;4(3):183-91.

233. Jason L, Taylor R, Kennedy K, Jordan K, Song
S, Johnson D, Torres S. Chronic fatigue syn-
drome—sociodemographic sub-types in a 
community-based sample. Evaluation & the
Health Professions 2000;23(3):243-63.

234. Wijnhoven H, Kriegsman D, Snock F,
Hesselink A, de Haan M. Gender differences in
health-related quality of life among asthma
patients. J Asthma 2003;40(2):189-99.

235. Hoffman D, Tarzian A. The girl who cried
pain: A bias against women in the treatment of
pain. J Law, Medicine & Ethics 2001;29(1):13-
27.

236. Gijsbers Van Wijk C, Kolk A. Sex differences in
physical symptoms: The contribution of symp-
tom perception theory. Soc Sci Med
1997;45(2):231-46.

237. Bondi L, Burman E. Women and mental
health: A feminist review. Feminist Review
2001;68:6-33.

238. Horsfall J. Gender and mental illness: An
Australian overview. Issues in Mental Health
Nursing 2001;22:421-38.

239. Nehls N. Borderline personality disorder:
Gender stereotypes, stigma, and limited system
of care. Issues in Mental Health Nursing
1998;19(2):97-112.

240. Stein D, Nair M. Psychiatric aspects of
women’s health. Int Clin Psychopharmacol
2000;15(Suppl. 3):S1-4.

241. Cairney J, Wade T. The influence of age on
gender differences in depression: Further 
population-based evidence on the relationship
between menopause and the sex difference in
depression. Soc Psychiatry Psychiatr Epidemiol
2002;37:401-8.

242. McQueen C, Henwood K. Young men in “cri-
sis”: Attending to the language of teenage boys’
distress. Soc Sci Med 2002;55:1493-509.

243. Weidner G. Why do men get more heart dis-
ease than women? An international perspective.
J Am Coll Health 2000;48(6):291-94.

244. Good G, Sherrod N, Dillon M. Masculine gen-
der role stressors and men’s health. In: Eisler R,
Hersen M (Eds.), Handbook of Gender, Culture
and Health. Mahwah, NJ: Lawrence Erlbaum
Associates Publishers, 2000.

245. Elliott M. Gender differences in causes of depres-
sion. Women Health 2001;33(3/4):163-77.

246. Maclean H, Glynn K, Asara D. Multiple roles
and women’s mental health in Canada. In:
Desmeules M, Stewart D (Eds.), Women’s
Health Surveillance Report: A Multi-Dimensional
Look at the Health of Canadian Women. Ottawa,
ON: Canadian Institute for Health
Information, 2003.

247. Patel V. Cultural factors and international epi-
demiology. Brit Med Bull 2001;57:33-45.

248. Chung R C-Y, Bemak F. Revisiting the
California Southeast Asian mental health needs
assessment data: An examination of refugee eth-

nic and gender differences. J Counseling &
Development 2002;80(1):111-14.

249. Ouimette P, Kimerling R, Shaw J, Moos R.
Physical and sexual abuse among women and
men with substance use disorders. Alcoholism
Treatment Quarterly 2000;18(3):7-17.

250. Barrett A, White HR. Trajectories of gender
role orientations in adolescence and early adult-
hood: A prospective study of the mental health
effects of masculinity and femininity. J Health
Soc Behav 2002;43:451-68.

251. Jacquin P. La différence des sexes dans la
demande de soins à l’adolescence. Gynecol
Obstet Fertil 2002;30:596-602.

252. Gruskin E. Behavioral Health Characteristics and
Sexual Orientation of Women Enrolled in a Large
HMO. [Dissertation abstract] 1999.

253. Horowitz S, Weis D, Laflin M. Differences
between sexual orientation behavior groups and
social backgrounds, quality of life, and health
behaviors. J Sex Research 2001;38(3):205-14. 

254. McKinlay J. Some contributions from the social
system to gender inequalities in heart disease. 
J Health Soc Behav 1996;37(March):1-26.

255. Remennick L, Ranaan O. Institutional and atti-
tudinal factors involved in higher mortality of
Israeli women after coronary bypass surgery:
Another case of gender bias. Health
2000;4(4):455-78.

256. Giardina E-G. Heart disease in women. Int J
Fertil 2000;45(6):350-57.

257. Beery T. Gender bias in the diagnosis and treat-
ment of coronary artery disease. Heart and Lung
1995;24(6):427-35.

258. Halm M, Penque S. Heart failure in women.
Prog Cardiovasc Nurs 2000;Fall:121-33.

259. Martensson JR, Karisson JE, Fridlund B.
Female patients with congestive heart failure:
How they conceive their life situation. J Adv
Nurs 1998;28(6):1216-24.

260. Mendes LA, Davidoff R, Cupples LA, Ryan TJ,
Jacobs AK. Congestive heart failure in patients
with coronary artery disease: The gender para-
dox. Am Heart J 1997;134(2):207-12.

261. Rathore S, Wang Y, Krumholz H. Sex-based
differences in the effect of digoxin for the treat-
ment of heart failure. N Engl J Med
2002;347(18):1403-11.

262. Heart and Stroke Foundation. Women, Heart
Disease and Stroke in Canada. Ottawa, ON:
Heart and Stroke Foundation, 1997.

263. Plotnikoff RC, Hugo K, Wielgosz A, Wilson E,
MacQuarrie D. Heart disease and stroke in
Canadian women: Policy development. Can J
Public Health 2000;91(1):58-59.

264. Notelovitz M. Overview of bone mineral densi-
ty in postmenopausal women. J Reprod Med
2002;47:71-81.

265. Kooh SW, Noreiga E, Leslie K, Muller C,
Harrison JE. Bone mass and soft tissue compo-
sition in adolescents with anorexia nervosa.
Bone 1996;19(2):181-88.

266. Tsigos C, Chrousos G. Hypothalamic-pituitary-
adrenal axis, neuroendocrine factors and stress. 
J Psychosom Res 2002;53:865-71.

267. Amaro H, Raj A, Reed E. Women’s sexual
health: The need for feminist analyses in public
health in the decade of behavior. Psychology of
Women Quarterly 2001;25(4):324-34.

268. Fortin M-C. Le VIH-sida au féminin: impact
du diagnostic de séropositivité sur les conditions
de vie des femmes hétérosexuelles de Québec.
Canadian Women’s Studies 2001;21(2):20-24.

269. Ship SJ, Norton L. HIV/AIDS and Aboriginal
women in Canada. Canadian Women’s Studies
2001;21(2):25-31.

270. Barber J, Bolitho F, Bertrand L. The predictors
of adolescent smoking. J Social Service Research
1999;26(1):51-66.

271. Lash SJ, Copenhaver M, Eisler R. Masculine
gender role stress and substance abuse among

substance dependent males. J Gender, Culture
and Health 1998;3(3):183-91.

272. Williams R, Ricciardelli L. Gender congruence
in confirmatory and compensatory drinking. 
J Psychol 1999;133(3):323-31. 

273. Haseltine F. Gender differences in addiction
and recovery. J Womens Health Gend Based Med
2000;9(6):579-83.

274. Greaves L, Poole N, Cormier R. Fetal Alcohol
Syndrome and Women’s Health: Setting a
Women-Centred Research Agenda. Vancouver,
BC: B.C. Centre of Excellence in Women’s
Health, 2003.

275. Ely M, Hardy R, Longford NT, Wadsworth
ME. Gender differences in the relationship
between alcohol consumption and drink prob-
lems are largely accounted for by body water.
Alcohol Alcohol 1999;34(6):894-902.

276. Ma X, Baraona E, Goozner BG, Lieber CS.
Gender differences in medium-chain dicar-
boxylic aciduria in alcoholic men and women.
Am J Med 1999;106(1):70-75.

277. Wasilow-Mueller S, Erickson C. Drug abuse
and dependency: Understanding gender differ-
ences in etiology and management. J Am Pharm
Assoc (Wash) 2001;41(1):78-90.

278. Pettinati HM, Rukstalis MR, Luck GJ,
Volpiccellie JR, O’Brien CP. Gender and psy-
chiatric comorbidity: Impact on clinical presen-
tation of alcohol dependence. Am J Addict
2000;9(3):242-52.

279. Simantov E, Schoen C, Klein J. Health-
compromising behaviors: Why do adolescents
smoke or drink? Identifying underlying risk and
protective factors. Arch Pediatr Adolesc Med
2000;154(10):1025-33.

280. Mustard C, Vermeulen M, Lavis JN. Is position
in the occupational hierarchy a determinant of
decline in perceived health status? Soc Sci Med
2003;57:2291-303.

281. Crisp AH, Sedgwick P, Halek C, Joughin N,
Humphrey H. Why may teenage girls persist in
smoking? J Adolesc 1999;22(5):657-72.

282. Kirkland S, Greaves L, Devichand P. Gender
differences in smoking and self-reported indica-
tors of health. In: Desmeules M, Stewart D
(Eds.), Women’s Health Surveillance Report: A
Multi-dimensional Look at the Health of
Canadian Women. Ottawa, ON: Canadian
Institute for Health Information, 2003.

283. Wagner E, Atkins J. Smoking among teenage
girls. J Child  Adolesc Substance Abuse
2000;9(4):93-100.

284. Statistics Canada. The Health of Canadians.
Ottawa, ON: Statistics Canada, 2001. Available
from: http://www.statcan.ca/english/Pgdb/
people/health/health07/a/htm (Accessed on
May 23, 2001).

285. MacDonald M, Wright N. Cigarette smoking
and the disenfranchisement of adolescent girls:
A discourse of resistance? Health Care for
Women Int 2002;23:281-305.

286. Dedobbeer N, Béland F, Contrandriopoulos 
A-P, Adrian M. Gender and the social context of
smoking behaviour. Soc Sci Med 2004;58:1-12.

287. Ernster V, Kaufman N, Nichter M, Samet J,
Yoon S-Y. Women and tobacco: Moving from
policy to action. Bull World Health Organ
2000;78(7):891-901.

288. Jensen PM, Coambs RB. Health and behavioral
predictors of success in an intensive smoking
cessation program for women. Women Health
1994;21(1):57-72.

289. Mishra G, Dobson A, Schofield M. Cigarette
smoking, menstrual symptoms and miscarriage
among young women. Aust N Z J Public Health
2000;24(4):413-20.

290. Pope M, Ashley M, Ferrence R. The carcino-
genic and toxic effect of tobacco smoke: Are
women particularly susceptible? J Gender-
Specific Medicine 1999;2(6):45-51.



ENGENDERING HEALTH DISPARITIES

S96 REVUE CANADIENNE DE SANTÉ PUBLIQUE VOLUME 96, SUPPLÉMENT 2

291. Rapuri PB, Gallagher JC, Balhorn K, Ryschon
KL. Smoking and bone metabolism in elderly
women. Bone 2000;27(3):429-36.

292. Greaves L, Barr V. Politique “filtrée”: les femmes
et le tabagisme au Canada. Winnipeg, MB:
Réseau canadien pour la santé des femmes,
2000.

293. Maclean H, Glynn K, Cao Z, Asara D. Personal
health practices. In: Desmeules M, Stewart D
(Eds.), Women’s Health Surveillance Report: A
Multi-Dimensional Look at the Health of
Canadian Women. Ottawa, ON: Canadian
Institute for Health Information, 2003.

294. Canadian Fitness and Lifestyle Research
Institute. 1999 Physical Activity Monitor.
Canadian Fitness and Lifestyle Research
Institute, 1999. [cited May 27, 2000]. Available
from: http://www.cflri.ca/cflri/pa/surveys/
99survey/99survey.html.

295. O’Brien Cousins S. Exercise, Aging, & Health:
Overcoming Barriers to an Active Old Age.
Pennsylvania, PA: Taylor & Francis, 1998.

296. Bryan S, Mkin, Walsh P. Physical activity and
obesity. In: Desmeules M, Stewart D (Eds.),
Women’s Health Surveillance Report: A Multi-
Dimensional Look at the Health of Canadian
Women. Ottawa, ON: Canadian Institute for
Health Information, 2003.

297. Garcia AW, Broda MA, Frenn M, Coviak C,
Pender NJ, Ronis DL. Gender and develop-
mental differences in exercise beliefs among
youth and prediction of their exercise behav-
iour. J Sch Health 1995;65(6):213-19.

298. Henderson K, Ainsworth B. Sociological per-
spectives on physical activity in the lives of older
African American and American Indian women.
Women Health 2000;31(1):1-20.

299. Philipp SF. Are we welcome? African American
racial acceptance in leisure activities and the
importance given to children’s leisure. J Leisure
Research 1999;31(4):385-403.

300. Stewart D, Abbey S, Meana M, Boydell KM.
What makes women tired? A community sam-
ple. J Womens Health 1998;7(1):69-76.

301. U.S. Surgeon General. Healthy people 2010.
Physical activity and fitness. U.S. Surgeon
General, 2000.

302. Wood F. Ethnic differences in exercise among
adults with diabetes. West J Nurs Res
2002;24(5):502-15.

303. Multicultural Health Brokers Co-operative, per-
sonal correspondence, November 2004.

304. Bubel A, Spitzer D. Documenting Women’s
Stories: The Impact of Health Care Reform on
Women’s Lives. Edmonton, AB: Edmonton
Women’s Health Network, 1996.

305. Hajdukowski-Ahmed M, Denton M, O’Connor
M, Zeytingoglu IU. Women’s voices in health
promotion: Theoretical and methodological
implications. In: Denton M, Hajdukowski-
Ahmed M, O’Connor M, Zeytingoglu IU
(Eds.), Women’s Voices in Health Promotion:
Theoretical and Methodological Implications.
Toronto, ON: Scholar’s Press, 1999.

306. Kieffer E, Willis S, Odomes-Young A, Guzman
R, Allen A, Two Feathers J, Lovelock J.
Reducing health disparities among African-
American and Latino residents of Detroit: The
essential role of community planning focus
groups. Ethn Dis 2004;14:S1-27-35.

307. Miller S, Mushi C, Ahmed N, Larson C,
McClellan L, Marris M. Using focus groups to
understand health-related practices and percep-

tions of African Americans: Nashville REACH
2010 findings. Ethn Dis 2004;14:S1-70-76.

308. Commonwealth Secretariat. Models of Good
Practice Relevant to Women and Health:
Women’s Health Initiative. London, England:
Commonwealth Secretariat, 2001.

309. Stewart MJ, Anderson J, Beiser M, Neufeld A,
Spitzer DL. Multicultural Meanings of Social
Support. SSHRC Strategic Themes Grant,
2000.

310. McCarthy M. Social determinants and inequali-
ties in urban health. Rev Environ Health
2000;15(1-2):97-108.

311. Weber M. She Stands Alone: A Review of the
Recent Literature on Women and Social Support.
Winnipeg, MB: Prairie Women’s Health
Centre of Excellence, 1998.

312. Miers M. Developing an understanding of gen-
der sensitive care: Exploring concepts and
knowledge. J Adv Nurs 2002;40(1):69-77.

313. Health Canada. Exploring Concepts of Gender
and Health. Ottawa, ON: Women’s Health
Bureau, 2003.

RÉSUMÉ

Quelle est l’importance du genre dans l’analyse des disparités sur le plan de la santé au Canada?
Dans le contexte de la politique du gouvernement fédéral, l’auteur de ce document de synthèse
analyse la façon dont le genre interagit avec les autres déterminants de la santé pour créer des
disparités. Il examine les problèmes prépondérants dont l’impact des rôles assignés à chacun des
sexes, l’exposition à l’environnement, la violence liée au sexe, les risques sanitaires en milieu de
travail, les disparités économiques, les coûts associés à la pauvreté, la marginalisation et le racisme
dans la société, le vieillissement, l’état de santé, l’interaction avec les services de santé et les
comportements en matière de santé. Ce document montre que l’interaction entre, d’une part, les
rôles et le statut selon le sexe et, d’autre part, les disparités économiques, la marginalisation
culturelle, sexuelle, physique et historique et les tensions du travail impose un fardeau inéquitable
sur le plan de la santé et fait en sorte que l’accès aux déterminants de la santé – en particulier celui
des femmes – est limité à divers degrés. Cette situation se traduit par un fardeau injuste sur le plan
de la santé, porté en particulier par les femmes dont l’accès aux déterminants de la santé est, à
divers degrés, limité. Des progrès ont sans nul doute été réalisés sur certains fronts, mais la
persistance des disparités en matière de santé entre divers groupes de femmes et d’hommes indique
que la vision d’une société juste et de la santé pour tous énoncée dans le Plan fédéral pour l’égalité
entre les sexes ne peut s’incarner aujourd’hui. Les intervenants, qu’il s’agisse des divers paliers de
gouvernement, des communautés, des universitaires, des organismes non gouvernementaux et des
professionnels de la santé, devront faire preuve de détermination, de créativité et de collaboration
pour réduire et éliminer les disparités en matière de santé entre tous les membres de notre société.




