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Introduction
We welcome Sheard & Caruana-Finkel’s (2025) historical account of the progress of women in UK academic health economics and the insights they offer into gendered experiences and achievements in the field. The article provides important archival and testimonial material for the field and highlights a successful evolution in gender representation in terms of the visibility, leadership and standing of women, especially when contrasted with other areas of the economics discipline. This is an important contribution not only because of the male dominance of the field in its early decades but also because gender representation in health economics is vital for ensuring more inclusive and equitable national and international health policy and practice. However, given persistent inequalities across UK academia, we are cautious about the risks of overstating progress and are interested in how historical narratives are constructed and amplified.  This prompts important reflections on risks of perpetuating inequalities, and lessons we can carry forwards for the field. We highlight here how the framing of progress and success could benefit from a broader and more reflexive methodological lens. 

Methodological avenues to embedding bias
Sheard & Caruana-Finkel (2025) took a mixed methods approach in which qualitative accounts provide a particular strength to help unpick the nuanced experiences of selected women. However, to inform future discussions and research, we illustrate below how several methodological features may also impede the judgement of ‘success’ and sense-making of these narratives.   

Selection and confirmation bias
The work relies heavily on oral histories and institutional records. While this provides detailed insights into the careers of women who remained in academia and attained leadership roles, it introduces a clear inherent risk of selection and confirmation bias, in terms of who is invited and accepts to offer their story, and how history is then recorded and amplified. These are not merely procedural concerns but deeply political given the risk of privileging trajectories that conform to existing institutional structures and benchmarks, the risk of post-hoc rationalisation of career journeys and the personal perspectives that researchers often bring to their work. This is particularly important given the heavy reliance on oral history interviews (n=16) also in combination with the limited survey response rate (approximately 16% of full Health Economists’ Study Group (HESG) membership; survey responses from both males and females were analysed). While the reliance on networks through earlier work (e.g. MacKillop & Sheard, 2019; Atkinson & Sheard, 2025) and within the discipline is necessary and acknowledged, it is not sufficiently problematised in terms of how this informs the narrative around career progression and the surrounding structural forms of exclusion. It would be helpful for readers to understand if and how specific individuals in the field facilitated the research in terms of setting its scope, framing the questions, navigating the professional body, interpreting the data, making sense of the overall story etc. Greater transparency on such features could facilitate a clearer and more contextualised understanding of whose experiences have been captured and whose may have been inadvertently sidelined. 

Norms and narratives in success metrics
The article mentions numerous women who have worked in the field over time, including an illustrative list of more recent leaders; such mentions are generally descriptive, and also serve as recognition. However, such mentions can also indirectly signal narrow perspectives on legitimate contributions. For example, the named women are predominantly trained in ‘elite’ institutions, holders of long-term academic appointments and embedded in dominant networks, institutions and traditional pathways. In short, they are among the most institutionally visible and professionally secure members of the field. Foregrounding such institutional experiences and stories reinforces dominant sections of health economics and a particular archetype of success that risks reinforcing a narrow and institutionally biased definition of achievement. In contexts such as ‘elite’ universities, structural factors may shape both who is recognised and how success is measured (Bostock, 2014). This potentially excludes or undervalues equally (or more) impactful contributions made by women working in other academic institutions or those who have built influential careers in other settings e.g. commercial health economics, outcomes research, or market access consultancies - some of whom are former academics who may have left the university system in response to its limitations. Recognising such trajectories would challenge dominant narratives and expand the field’s understanding of where and how value is created. This raises critical questions about the visibility of achievements in shaping the narrative on progress. Such signals also play a role in shaping cultural norms and individuals’ sense of belonging, and so may unintentionally marginalise untraditional, non-linear, and ‘non-elite’ career trajectories, in addition, individuals in more precarious academic positions and from under-represented groups. Not recognising the full diversity of contributions, including from those following alternative career pathways (e.g. in other research organisations or government departments), risks undermining the pursuit of excellence in research (Leyser, 2024; Leyser, 2025) and significantly limits the role models available to current and future generations of health economists. Identifying broader samples for such work is a challenge but can potentially be achieved through purposive sampling and snowballing of contacts through specific questions about wider representation.

Related to this, the article relies on conventional academic metrics (senior posts, editorial board membership etc.) as key indicators of gender progress. For both explicit and implicit criteria for success, it is important to examine the structural assumptions that shape what is counted as achievement in the first place since this will be embedded in epistemic systems that historically marginalised women and other minoritised groups by, for example, undervaluing relational and translational forms of academic work (e.g. education, interdisciplinary collaboration and research, qualitative methods) which have been slow to gain greater acceptance within UK academia.  Therefore, a more critical approach would provide a stronger epistemological base to the assessment of progress and avoid a potentially circular reasoning that assumes that presence within elite, male-dominated institutions or roles is a neutral or sufficient marker of success, while ignoring the uneven access to those spaces.    

Institutional and field contextualisation
More information about the scope of the work would have been helpful for understanding potential implications of the findings going forwards. For example, it is unclear why the history-taking effectively ends with women entering the field in the 2000s. The discipline changed significantly after that, with emergence of new training opportunities and many new research groups, broader entry points and opportunities for new (and perhaps different) cohorts of health economists, including those who undertake ‘academic’ work beyond the confines of economics departments and higher education institutions, such those based in independent consultancies who, for example, visibly contribute to important methodological work related to health outcomes measurement. 

A key framing of the success story is the contextualising of health economics within the discipline of mainstream academic economics. However, mainstream/academic economics itself is not epistemically neutral. It has long been rooted within neoliberal political philosophies with focuses on neoclassical theories that give prominence to quantitative methods and topics such as efficiency and individual choice. These frameworks are not universal truths (Lipsey, 2001) but emerged from a historical institutional dominance (often Western, white, male) that systematically excluded alternative perspectives (e.g. from feminist, heterodox, and Global South economists) (Schiffman, 2004). Critical aspects of health and care (e.g. unpaid care, social care, women’s health, systemic determinants of health) fit less easily within these traditional paradigms, benefit from more interdisciplinary approaches and may perhaps be more likely to be taken up by people whose research interests are shaped by their gender, class and other lived experiences. Indeed, most health economics units beyond York evolved within schools of medicine, health sciences, social science, business etc. and health economics is an increasingly multi/interdisciplinary and applied endeavour, extending far beyond the narrow confines of mainstream economics (as demonstrated by varying submission strategies adopted for the purposes of the Research Excellence Framework in the UK - the system used to assess research quality in UK higher education institutions). Coast (2018) raised similar points in her critique of Culyer & Wagstaff’s (2012) attempt at building a historical narrative of health economics based on published outputs. However, even very recently, Kakehi et al.’s (2025) examination of authorship of publications in the health economics and outcomes research arena notes that women were less likely to submit thought leadership pieces compared with men; this may indicate unequal opportunity to publish such pieces and ongoing risk of gender influence in agenda setting despite the overall diversification in the nature of the field. Therefore, addressing gender progress in health economics also requires a questioning of the field itself in terms of who defines what counts as health economics, what kinds of knowledge are valued, and whose experiences shape the research agenda. By judging progress within traditional rules of engagement, and without accounting for evolving definitions of success, the work risks merely perpetuating historic norms of what success and impact in health economics looks like. 

Lack of intersectional lens
Although race, class, and socio-economic background are briefly acknowledged - including one participant expressing concern that gender progress has disproportionately benefited white women - the article does not adopt an intersectional framework in its analysis. By effectively treating ‘women’ as a homogenous group, there is an implicit assumption that structural barriers and responses are similar across all women. More realistically, based on experiences reported elsewhere in academia (Bhopal, 2016; Bhopal, 2018), some will have had privileged access to resources, networks, and gatekeeping roles and, while undoubtedly navigating challenges, may also have benefitted from and reinforced the very institutional structures that marginalised others. Experiences of minority ethnic groups, white non-British women, lesbian, gay, bisexual, transgender, queer or questioning (LGBTQ +) academics, or those with disabilities, who have played key roles in shaping UK academic health economics remain largely unexplored. Without an intersectional lens, the article risks obscuring the ways in which alternative, or multiple, forms of marginalisation intersect within academic opportunity and career progression. Further, the interview schedule is shaped to elicit biographical accounts which prioritises personal narratives of navigating existing structures rather than inviting critical reflections on the structures themselves or the experiences of others. Alternative methodological frameworks and inductive theorising may thus enhance both the inclusivity and critical depth of future work. 

The absence of intersectional perspectives is particularly conspicuous among the accumulating evidence and understanding of prevalent and persistent inequalities across academia. For example, research elsewhere tells us that practices such as informal mentoring and networking remain critical for advancement in academia - as highlighted in Sheard & Caruana-Finkel’s (2025) work - but minority groups are often excluded from such benefits (Bhopal, 2016). Meanwhile, international academics face additional structural challenges, including visa restrictions, cultural biases, and networking limitations (Tilley & Kalina, 2021; Hanson, 2025). Therefore, despite the relatively quick and widescale effectiveness of the Advance HE Athena Swan initiative in the UK to improving the experience and progression of women in science, technology, engineering, maths and medicine (STEMM) sections of academia (Equality Challenge Unit, 2014), an alarm has also been rung that an unintended consequence is that white, middle-class women have benefitted from it more than working class women or those from other racial backgrounds (Bhopal, 2018). Repeated empirical studies of UK academia have demonstrated that despite increasing diversity in student populations and early career levels, academics from Black, Asian and other minority ethnic and LGBTQ+ backgrounds experience persistent penalties, with issues particularly prevalent for Black academics (Arday, 2022). Hence the introduction of the Race Equality Charter as a separate equality initiative by Advance HE in the UK. 

The discipline of health economics is not immune to such issues - as acknowledged in a subsequent editorial (Cullinan & Lorgelly, 2025) in the same journal which follows on from an equity-themed International Health Economics Association Congress in 2023. Any ‘leaky pipeline’ in health economics is thus likely to disproportionately affect those who do not conform to dominant norms in terms of demographic representation or ideas. There is a clearly visible demographic diversity at early-career levels within the discipline. In fact, there is a reliance on an international supply of skilled individuals, as highlighted in a recent review of the labour market for health economists in the UK which reported that 39% of survey respondents were not of White British ethnicity (Bullen et al., 2025). In the context of a potential over-representation of other demographic groups among early-career ranks, there is an obvious and significant under-representation of various groups at senior academic ranks. While this reflects patterns seen across professional contexts more widely (Dilnot et al., 2025), it will be helpful to monitor progress over time and to use more reflective questions in future research to capture variations in experiences within the health economics discipline. 

Broader considerations for the field 
The aforementioned factors clearly illustrate that career progression in academia is not simply the outcome of good effort in a meritocratic process. Rather, opportunity to participate and succeed is shaped by a myriad of structural, institutional, and social constraints and levers. Sheard & Caruana-Finkel (2025) rightly identify the unique organisational structure of UK health economics as a key enabler of gender progress, which helped overcome barriers, for example, associated with certain senior figures retaining disproportionate influence over journals, networks, and access to policymaking bodies into the 2000s. However, they stop short of critically examining how similar structures and dynamics continue to shape whose voices are recognised and valued within the discipline – potentially reinforcing new or ongoing forms of exclusion. 

This story of the progress of women in academic health economics serves as a reminder that leadership and legitimacy in the field may still be reserved for those who fit more traditionally dominant profiles. The accompanying culture of exclusion is not an abstract notion but a felt reality for many given that systemic barriers are created and upheld by individuals, both men and women, depending on varying power structures (and not necessarily ‘unconsciously’). Those navigating barriers face day to day practices and behaviours such as bullying, microaggressions, gatekeeping, undervaluing/undermining of work and hostility (Migliaccio et al., 2024). Such discriminatory experiences, as highlighted in relation to the male dominance of the early years of academic health economics, continue to affect women in the field, with greater risks for those with intersecting minority characteristics. As also highlighted in the qualitative accounts, it is almost impossible to challenge such behaviours as individuals, especially when speaking up almost certainly carries yet more career consequences, as well as an inherent risk of facing ongoing trauma through mechanisms of institutional betrayal (Christl et al., 2024; Tembo, 2021). This is why we owe it to our ever-diversifying field to continuously reflect on the culture we create for all within it. The concepts of bias, representation, inequality etc. are central to health, care and research, so are hopefully not difficult ones for health economists to grasp or tackle. Importantly, the experiences of women in health economics, both the barriers they have faced and the conditions that enabled their progress, offer valuable lessons for a more equitable academia. These lessons extend beyond individual success stories and point to the need for systemic transformation. This includes not only fostering inclusive leadership and providing structural support for diverse career trajectories, but also deliberate efforts to dismantle gatekeeping practices, confronting and dismantling the institutionalised field norms and evaluative criteria that continue to privilege certain identities, methods, and institutions over others. Applying insights more broadly can help ensure that progress in the field benefits not only women, but all historically marginalised groups to enrich the field more broadly.

Conclusion
Progress in gender equality should be celebrated. Equally, we suggest it is important to examine whether other, and multiple, forms of narrow representation may continue to pose similar, or even greater, risks. These concerns apply not only to individual actors but to the overall composition and culture of the UK academic health economics community. This is particularly pressing given the expanding global footprint of UK academic health economists and their role in shaping international health policy and research agendas. If the field as a whole lacks representativeness or inclusivity, its influence in global contexts may risk reinforcing inequities or marginalising diverse perspectives.

We encourage future work to engage more critically with the diversity of lived experiences in the discipline, ensuring that evolving gender, racial, and structural dynamics are captured in ways that reflect the full richness and complexity of the field. It is only by fully embracing the range of diversities in thought, experience and perspective that the discipline of health economics will maximise its impact within international health policy and practice and indeed, set an example of inclusiveness for other disciplines within and outside academia.
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