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Abstract

Using an Intersectionality framework, a secondary analysis of pre-existing data from the
CURAZ2 Poverty and Social Inclusion study (Forchuk et al., 2010-2015) was used to explore the
relationship between experiences of oppression and self-rated health among a cross-section of
293 community dwelling participants with a mental illness. Binary logistic regression was used
to estimate the association between self-rated health and social identity (gender, ethnicity,
education, homelessness, employment, disability); health care access was tested for both
mediating and moderating effects. The final model explained between 18.9-25.2% of the
variance in self-rated health; four independent variables made unique statistically significant
contributions to the model (education, employment, disability, unmet health need). There were
no significant 3-way or 2-way interactions. Findings highlight the impact of social identity in
shaping health. Further research is needed to facilitate greater understanding of the underlying

factors that contribute to health inequalities among individuals who suffer from a mental illness.
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Chapter 1
Introduction
Background and Significance
The effects of mental illness are multifaceted and widespread, and can contribute to
significant impairment or disadvantage in multiple life domains. While some aspects of
treatment and healing take place at the individual level, the promotion of wellbeing and equity
within broader socio-political systems is integral to the recovery process. In Canada, where an
estimated 6.7 million people (19.8%) currently live with a mental illness (Mental Health
Commission of Canada [MHCC], 2011), continued mental healthcare reform has shifted the
context of psychiatric treatment toward community-oriented practices that place greater
emphasis on improving quality of life, honoring personal choice and promoting social and
functional wellbeing as precursors to successful community integration (MHCC, 2009; Nelson,
Lord & Ochoka, 2001). Yet despite efforts to re-conceptualize and restructure mental health
service delivery, challenges in community capacity to address an increasing demand for
community-based service and support has imposed limits on the extent to which this ideal for
recovery has been achieved (Canadian Mental Health Association [CMHA], 2010; Kirby &
Keon, 2006; MHCC, 2009). Furthermore, social determinants — which are largely determined by
socio-political processes - have been recognized as playing a significant role in shaping health;
however, the Canadian healthcare system remains largely focused on the biomedical physiologic
aspects of health (McGibbon, 2012a; McPherson & McGibbon, 2010; Raphael, 2011).
Optimizing community integration and facilitating recovery for individuals who struggle with a
mental illness necessitates a broader approach to health and wellbeing and a greater range and

scope of service among treatment and support programs.
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Symptom severity and an individual’s ability to effectively cope can be influenced by a
number of intrinsic or extrinsic personal factors as well as socially and politically mediated
processes. Achieving and maintaining a state of wellbeing within the community for those who
struggle with a mental illness requires a system of care that is flexible to respond to each unique
individual and adapts with ease to variations in treatment and support-related needs over time.
For example, an interpersonal stressor such as the loss of a loved one may contribute to an
increase in symptoms and need for greater levels of support temporarily or long term. Similarly,
for someone who subsists on a fixed income, receiving notice of a rent increase may create
considerable stress and threaten one’s ability to provide for other basic needs; additional support
may be required in order for that individual to cope and connect with needed resources. The
actual intensity of support that is needed is time sensitive, however, level of need is likely to vary
over time. A key to maintaining stable health within the community in either scenario involves
ensuring that adequate services are available to provide support and advocacy at both the
individual (micro) and broader systems (macro) levels specifically when needs arise. The current
reality within the Canadian healthcare system however, is that these types of supports are not
always readily accessible when they are needed. Presently, individuals with mental health
concerns can wait several months for appropriate community-based services (Canadian Mental
Health Association [CMHA], 2010; Kirby & Keon, 2006; MHCC, 2009). At the same time, there
is increased reliance on emergency departments (Coristine et al., 2007; Romanow, 2002; SW-
LHIN, 2009, 2014) and police services (Durbin, Lin & Zaslavksa, 2010; Forchuk, Jensen,
Martin, Csiernik & Atyeo, 2010; Wilson-Bates, 2008) as a first point of contact to assist those
experiencing mental health crises; this reflects a system of care that appears incapable, or ill

equipped, to address the complex and varied needs of this population.
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Beyond the challenges faced by both community and hospital based systems to manage
client volumes and address need for service in a timely and efficient manner, mental health
service delivery in Canada is limited by its adherence to a medicalized approach to care. Within
a medical model of care, access to publicly funded service hinges on fulfillment of diagnostic
criteria or other clinical indicators; quite often, this translates to a system of care where
pharmacotherapy and symptom management are a mainstay of treatment (McGibbon, 2009;
McGibbon, 2012a; Raphael, 2011; Rossiter & Morrow, 2011). Individuals who experience a
range of difficulties related to mental health yet who do not fulfill criteria for a diagnosis of a
mental illness according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5)
(American Psychiatric Association, 2013) may not qualify for service in the first place, or they
may receive interventions that fail to adequately address the underlying socio-political factors
that contribute to poor health when the root causes of their illness are not purely psychological or
physiologic (Rossiter & Morrow, 2011). Social determinants of health are frequently overlooked
by programs that adopt a standard medical approach (McGibbon, 2009; McGibbon, 2012a;
Raphael, 2011); persistent negative health effects that arise as a result of these systemic
shortcomings are subsequently treated as though they stem from individual characteristics such
as treatment resistance or non-compliance, lack of motivation or lifestyle choice (Crowe, 2006;
Lowenberg, 1995; McGibbon, 2009). However, the power differentials and related health
consequences that evolve through such processes play a major role in terms of mediating access
to the material and social resources that foster healing for individuals with a mental illness
(McGibbon, 2009; Raphael, 2011; Rossiter & Morrow, 2011). For example, many individuals
subsisting on a disability or otherwise fixed income as a result of a mental or physical illness

face limited options with respect to procurement of safe, affordable housing (Bryant, 2009). This
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in turn influences one’s proximity to resources and the ability to provide for one’s basic needs;
when income is diverted toward higher cost living expenses such as rent and/or transportation,
this leaves less money to ensure provisions for basic needs such as a nutritious diet and in some
cases medications. Processes such as these contribute to a range of physical and mental health
consequences and carry tremendous potential to impact recovery and wellbeing. Greater
understanding of the broader socio-political context within which mental illness occurs is
therefore necessary in order to support implementation of interventions that contribute to positive
and meaningful experiences of recovery for those who struggle with mental health concerns.

Study Purpose

Power relationships encompass experiences of privilege or disadvantage; on a very basic
level this includes possession or lack of material and/or social resources and supports. Power
itself is acquired, maintained or lost through socially and/or politically mediated processes that
dictate one’s access to and ability to benefit from relevant resources and supports; power
relationships may also influence resiliency and resistance to oppressive forces (McGibbon,
2012b; Raphael, 2011). The purpose of this study was to examine the influence of power
relationships in shaping experiences of health among individuals who report a history of mental
illness. Specifically, self-reported health was examined in relation to gender, ethnicity, social
class and (dis)ability where (dis)ability reflects the degree to which one is involved and able to
participate equitability in occupational and/or vocational roles (McGibbon, 2009; Raphael,
2009). Access-related issues and experiences of oppression were also considered.

Theoretical Background

Intersectionality Theory

Intersectionality theory is rooted in a belief that power structures and power relationships



create a foundation within which health is inherent (Davis, 2008; Hankivsky & Christoffersen,
2008; McCall, 2005). Health inequalities arise through complex and mutually reinforcing
interrelationships between socially mediated processes and experiences of oppression or
marginalization (Hankivsky & Christofferson, 2008). As a research paradigm, this innovative
approach falls within the critical domain and builds on the social determinants of health
literature. Researchers who adopt this approach seek to understand and address dynamic multi-
level social, structural and political factors that contribute to variations in health (Hankivsky &
Christoffersen, 2008; McGibbon, 2009; McGibbon & McPherson, 2011; Raphael, 2007).
Intersectionality theory attempts to capture the complexity of lived experience while recognizing
the interactive effects of multiple categories of identity such as gender, race, sexual orientation,
disability or class (Bowleg, 2012; Collins, 1990; Crenshaw, 1995; Davis, 2008; Hankivsky et al.,
2010; Hankivsky & Christoffersen, 2008; McCall, 2005). No single category of identity is
assumed to be more important than another and the multifaceted nature of social processes is
acknowledged as an authentic reflection of real life experience (Hankivsky & Christoffersen,
2008: Hankivsky, 2012). Intersecting axes of oppression are interdependent and impart
synergistic — beyond additive - effects that reinforce experiences of social and health inequality
(Dhamood & Hankivsky, 2011; Kelly, 2009; McCall, 2005; Rogers & Kelly, 2011). With a focus
on illuminating micro and macro-level phenomena that interface with health-related experiences
and outcomes, a framework such as Intersectionality holds considerable promise within the field
of health research.
Conclusions
Mental health care practices and approaches that encompass broad definitions of

wellbeing and recovery and seek to address the underlying factors that contribute to poor health



are increasingly relevant within Canada. While efforts to adapt to evolving community-based
needs remain ongoing, mental health care systems across Canada remain fraught with service
gaps and inadequacies that hinder health. Moreover, individuals with a mental illness continue to
struggle to access appropriate care at the right time and to achieve their full potential when it
comes to wellness (MHCC, 2009; SW-LHIN, 2014). Efforts to adopt a more holistic approach in
the provision of appropriate mental health service and support necessitates a greater
understanding of the power related processes that give rise to health inequalities among
individuals who struggle with mental health challenges in our communities. Research approaches
that adopt Intersectionality theory as a framework create an opportunity to examine the influence
of interconnected experiences of social privilege or disadvantage in relation to health outcomes;
this in turn will generate greater understanding of the processes that precipitate, perpetuate and
maintain varying extremes of inequality among individuals who suffer from a mental illness.
Knowledge generated from research such as this will offer insight into the strengths and
limitations of current mental health care systems and practices, and further to this will support
development of meaningful interventions aimed at reducing social and health disparities thus
enhancing experiences of wellness and recovery for individuals who experience a range of

mental health challenges or concerns.
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Chapter 2
Manuscript

Individuals faced with mental health challenges occupy unique social and geographic
locations as they navigate life; their individual experience of disability may be compounded by
intersections of age, race, social class, experiences of isolation or exclusion and other social
categories of identity (Hankivsky & Christoffersen, 2008; McPherson & McGibbon, 2010;
Rossiter & Morrow, 2011). At these intersections, varying extremes of privilege or disadvantage
are produced through differential access to both informal and formal supports and resources
(Rossiter & Morrow, 2011). Socio-political processes alter the path toward wellness and
recovery for individuals struggling with a mental illness; further inquiry exploring the nature and
impact of such processes is therefore warranted in order to achieve a holistic understanding of
the factors that contribute to health and wellbeing among this population.

Theoretical Framework

Intersectionality theory was derived through black feminist scholarship with early
conceptualizations appearing in the 1960’s and 70’s around the time that gender and race
emerged as social categories of identity (Davis, 2008; McCall, 2005). The term Intersectionality
became known through the writings of Kimberl¢ Crenshaw — a Critical Race theorist - who
identified shortcomings of both feminist and anti-race discourse in addressing the struggles faced
by women of colour who experienced abuse (Crenshaw, 1995). Recognition of historical context
as a factor that influences the experience of marginalization is central to an intersectional
approach as is the explicit examination of power relationships embodied by intersecting
categories or axes of oppression (Hankivsky & Christoffersen, 2008; Hankivsky et al., 2010;

MccCall, 2005). Self-reflection regarding one’s own elite status as a researcher and efforts to
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embrace a participatory action-oriented approach are considered fundamental to intersectional
research (Davis, 2008; Davy, 2011; Hankivsky et al., 2010; Hankivskey & Cormier, 2011; Kelly,
2009). With a commitment to social justice and an overarching goal of deconstructing
inequalities in health (Hankivsky & Christoffersen, 2008), Intersectionality theory becomes a
particularly useful tool for consideration within mental health care research.

Intersectional inquiry uncovers processes whereby: 1) an individual/social group is
marked as different (race, gender); 2) a process of differentiation is observed (racialization,
gendering); and 3) systems of domination become readily apparent (e.g. colonialism — racism;
patriarchy - sexism) (Dhamoon & Hankivsky, 2011). Multiple categories of difference are
mutually reinforcing and create widening extremes of inequality. Neglecting to appreciate these
points of intersection may lead to assumptions or conclusions that fail to encompass the full
experience of oppression; such oversight or omissions serve to reinforce invisible suffering
among marginalized groups (Collins, 1990; Crenshaw, 1995; McCall, 2005). Intersectionality
theory holds considerable potential to uncover meaningful insights with respect to socially
constructed and hence modifiable factors that shape experiences of health. Thus, Intersectionality
theory was used as a guiding framework within the current study to examine the
interrelationships between social categories of identity, experiences of oppression and ultimately,
the impact of these processes on overall health.

Review of the Literature
Search Methods

A comprehensive review of the literature was conducted to examine the relationship

between Intersectionality and health outcomes within mental health related research. CINAHL,

PsychlInfo, ProQuest, Scopus, and PubMed databases were accessed using a combination of key
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search terms including Intersectionality and/or power relations, mental health and/or psychiatr,
health status and/or outcomes. Inclusion criteria consisted of articles that were written in
English; sample 18-65 years of age; and publication within the past 15 years to ensure relevance
to current mental health care reform movements (MOHLTC, 2003; SW-LHIN, 2014). Articles
were excluded if they did not include mental health as an input or outcome variable, or were
otherwise not relevant to mental health populations. Additional search strategies included
ancestry search of reference lists of relevant articles that adopted an Intersectionality approach as
well as descendent search involving articles that cited relevant source materials.

The above noted search strategies uncovered a total of twenty-one unique articles that
were specific to this area of study, suggesting that Intersectionality remains an underdeveloped
area of existing mental health literature. Among these, seven articles consisted of discussion
papers that highlighted the relevance of Intersectionality within mental health care and related
research. Only eleven studies examined the experiences of health among individuals struggling
with a mental illness (including addiction) using an Intersectionality approach. Of these studies,
five were qualitative, five were quantitative, and one employed a mixed-methods design. An
additional three studies that considered the influence of power relationships on physical and/or
mental health status were also included; while these studies did not specifically incorporate an
Intersectionality approach to analysis, they did address the issue of health and social inequality
specific to this population. All quantitative studies that were located involved secondary analysis
of pre-existing datasets using a cross-sectional survey design while qualitative studies consisted
of both primary and secondary research.

Axes of Oppression

Although limited in breadth and scope, the literature consistently reveals that aspects of
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identity — gender, ethnicity, single parenthood, disability status (mental health, including
addiction) and poverty — are contextualized and shaped through socially mediated processes that
interact to influence experiences of marginalization and health (Benbow, Forchuk & Ray, 2011;
Bungay, Johnson, Varcoe & Boyd, 2010; Cairney et al., 2014; Collins, von Unger & Armbrister,
2008; Creswell, 2014; Grollman, 2012; Rosenfield, 2012; Seng, Lopez, Sperlich, Hamama &
Reed Meldrum, 2012; Smye, Browne, Varcoe & Josewski, 2011; Van Herk, Smith & Andrew,
2011). Social processes mitigate the degree of relative power — or lack thereof — possessed by an
individual or group (Benbow et al., 2011; Bungay et al., 2010; Collins et al., 2008; Smye et al.,
2012; Van Herk et al, 2011) thus impacting intrinsic and extrinsic factors that either support or
hinder health. These same processes influence subsequent life experiences as well as the types of
services and resources that are available to an individual or group. Oppression and inequality
appear to arise through the interplay of these multiple and dynamic social processes; health
occurs where the axes of such processes and experiences begin to intersect and may occur
through 1) direct impact on physical and/or mental health status; 2) risk exposure; and/or 3)
access to material and social resources (Benbow et al., 2011; Bungay et al., 2010; Collins et al.,
2008; Smye et al., 2011; Van Herk et al., 2011) (Figure 1). Understanding the health
consequences that arise through intersecting axes of oppression is essential to fully appreciating

wellbeing and recovery for individuals who struggle with mental health challenges.
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Access to Care

Classism

Figure 1: Conceptual model depicting the influence of mutually reinforcing intersecting
oppressions on health.
Intersecting Identities: Direct Health Effects

Multiple experiences of oppression influence health through the interplay of micro and
macro level phenomena that produce immediate and lasting health consequences. Across studies,
differential health effects were observed on the basis of race, gender, sexual identity,
neighbourhood, social class and employment status; multiple experiences of oppression
contributed to widening extremes of inequality and poor health (Grollman, 2012; Hamelin &

Hamel, 2009; MclIntyre, Williams, Lavorato & Patten, 2012; Puig-Barrachina, Malmusi,
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Martinez & Benach, 2011; Mereish, 2012; Rosenfield, 2012; Seng et al., 2012). Grollman (2012)
suggests that experiences of oppression are not uncommon, with seventy-eight percent of youth
(ages 15-25 years) across the USA (N=1052) experiencing at least one form of discrimination;
those who cited multiple forms of discrimination (60%) reported higher levels of depression and
poorer ratings of overall health. Similar sequelae were reported by Seng and colleagues (2012)
who found that scores for discrimination were negatively correlated with quality of life across a
US sample of English speaking mothers expecting their first child (N=619). Black women were
the most disadvantaged group in terms of income and education; they also experienced the
greatest exposure to trauma and reported a higher incidence of post-traumatic stress disorder
(Seng et al., 2012). Minority status interacted with other social categories of difference to
produce significant health disparity compared to other groups. While isolated experiences of
oppression certainly have a detrimental impact on health, it is the interactive and mutually
reinforcing nature of multiple intersecting experiences of oppression that is especially damaging.

Experiences of oppression can be merciless and uncompromising. While the immediate
impact of marginalization may seem readily apparent, deep-seated consequences may impair
social and occupational functioning across multiple domains and persist throughout life.
Canadian youth who experienced childhood hunger have a much higher risk for developing
mental health problems including depression and suicidal thoughts later in life; moreover,
amplified risk is seen among those who have faced further disadvantage on the basis of gender,
parental disability and/or disrupted family relations while growing up (Mclntyre, Williams,
Lavorato & Patten, 2012). The social, emotional and physical effects of hunger and malnutrition
become intertwined with poverty to create a reality that is characterized by chronic affliction and

relentless disparity. The entrenched and lasting nature of interconnected processes such as these
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are reinforced by Hamelin and Hamel (2009) who compared experiences of homeless persons in
metropolitan Quebec (N=458) to Canadian norms (N=82,000); food insecurity was associated
with poorer physical and mental health outcomes for both groups, however the health effects
among current or formerly homeless participants were far greater than those observed among
Canadians in general. Specifically, food insufficiency predicted greater likelihood of depression
(OR 2.9, 95% CI 1.4-5.8) and other emotional disorders (OR 3.3, 95% CI 1.6-6.8), poorer ratings
of self-reported health (OR 2.9, 95% CI 1.5-5.6) and multiple chronic co-morbid health
conditions (OR 2.8, 95% CI 1.5-5.2) including heart disease (OR 5.4, 95% CI 1.7-16.9) and
obesity (OR 4.5, 95% CI 1.8-11.5) among the homeless subgroup (Hamelin & Hamel, 2009).
While generalizability is limited as a result of discrepancies in how data was collected and used
for comparison, findings such as these begin to shed light on the synergistic health effects and
sequelae that arise through intersecting axes of oppression.

Interconnected Social Processes: Indirect Health Effects

Experiences of power (or powerlessness) alter perceived sense of self and personal
meaning ascribed to various life experiences, including the nature and quality of personal and
professional relationships that evolve as one navigates life and attempts to access a range of
services and supports (Benbow et al., 2011; Bungay et al., 2010; Cairney et al., 2014; Collins et
al., 2008; Smye et al., 2011; Van Herk et al., 2011). Collins and colleagues (2008), for example,
found that inner city Latina women with a history of mental illness (N=32) internalized
experiences of stigma to such an extent that this influenced how they saw themselves in terms of
social hierarchy within their culture and local communities; this in turn impacted their personal
goals and aspirations for the future. Specifically, women in this study identified that having a

diagnosis of a serious mental illness had a negative impact on their feelings of self-worth and
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perception of their skills, abilities and life potential; for many of these women, this meant that
they were more likely to accept a disability pension than explore educational or occupational
pursuits. Disability status also contributed to a greater likelihood of remaining in an unhappy or
unsafe relationship for fear that as a result of having a mental illness, they were less desirable as
a mate and had fewer perceived options for finding a compatible life-partner. In fact, many
women believed that disclosing their history of mental illness within intimate relationships
would lead to abandonment (Collins et al., 2008). Socially constructed experiences of identity
were interconnected and contributed to variations in health and wellbeing through processes that
contributed to loss of power and invisible suffering among the women involved in this study.

Further support linking social identity and health is offered by Benbow and colleagues
(2011) who described how social categories of identity — including gender, single parenthood,
minority status and poverty — contributed to feelings of humiliation, shame and powerlessness
among a sample of homeless mothers (N=54) with a history of mental illness. These interrelated
experiences produced direct negative effects on health and wellbeing as well as hindered access
to resources that would support and promote health, including safe housing and employment
(Benbow et al., 2011). Similarly, Van Herk and colleagues (2011) found that single parent status,
gender, Aboriginal identity and experiences of poverty had a profound impact on perceptions of
health and wellbeing among Aboriginal mothers (N=21) who were seeking care for themselves
and their young families. Women described feeling punished by the system for their
disadvantaged status; moreover, they felt judged on the basis of social and structural processes
beyond their control. For example, situations of extreme poverty contributed to difficulties in
providing for basic needs for themselves and their children. Involvement of child protection

services reinforced a sense of powerlessness; these mothers perceived that their parenting
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abilities were being called into question without recognition for the systemic factors that
hindered their ability to provide for their children. Those who were subject to multiple forms of
disadvantage — such as homelessness, involvement with the criminal justice system, darker skin
tone, and age related vulnerability or discrimination — were particularly oppressed (Van Herk et
al., 2011). Complex social processes and experiences of oppression viewed in isolation fail to
capture the multifaceted and dynamic nature of social and health disparity; awareness and
exploration of the processes that evolve where axes of oppression meet and intersect is integral
toward realizing authentic experiences of health, wellbeing and recovery for individuals who
suffer from a mental illness (including addiction).

Risk Exposure: Extremes of Inequality

Intersecting categories of social identity influence health through a number of unique
pathways, including risk exposure and/or socio-structural processes that influence health
behaviour. As previously mentioned, women in Collins and colleagues (2008) study identified
that having a mental illness influenced intimate relationships such that women who felt
powerless against the effects of stigma and discrimination were frequently tolerant to abusive
relationships for fear that they had few alternatives. While both interpersonal and treatment
related factors influenced decisions around condom use, study participants were less inclined to
insist on use of barrier protection during sexual contact in new or casual relationships because
they believed this would increase risk for rejection (Collins et al. 2008). Thus unique and
interconnected social processes left these women vulnerable to situations of trauma/abuse,
disempowerment and increased risk for sexually transmitted infections.

Risk exposure was highlighted by Bungay and colleagues (2010) who studied inner city

women (N=126) struggling with addiction to crack cocaine in western Canada; intersecting
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categories of social identity had a profound impact on health and wellbeing among the women
involved in this study. The majority of participants reported daily use of crack cocaine and lived
in situations of extreme poverty; housing options were precarious and unsafe at best. Participants
described limited access to medical care and/or counseling that was sensitive to their complex
needs and marginalized experiences leaving significant social and health issues inadequately
addressed or treated, particularly around issues of chronic pain and dental abscess/infection.
Unstable housing often meant that women engaged in drug use outdoors however, policing
practices aimed at public safety drove women to conceal their behaviours by hiding out in dark
alleys or other unsafe locations. This decreased visibility among their peer group thus preventing
women from looking out for one another and disrupted an established, albeit informal, safety
network. While confiscation of drug paraphernalia by police contributed to greater likelihood of
sharing equipment by passive or active choice in general, a gendered pattern of coercion and/or
threat of violence from male drug users was readily apparent in terms of influencing one’s
decision to share equipment. Regardless of the reason, sharing of drug paraphernalia increased
risk for community acquired pneumonia and other communicable diseases (Bungay et al, 2010).
Intersecting axes of oppression within this context contributed to widening extremes of
inequality and carried tremendous health consequences; findings of this study also suggest that
existing health and social services fail to adequately appreciate and address the unique needs of
marginalized populations. Unmet physical and mental health related needs may contribute to
worsening or prolonged experiences of addiction and further undermines health among an
already vulnerable population. Greater understanding of the various socio-structural processes at
play — including factors that increase acute on chronic health risk - is required in order to

establish authentic and meaningful strategies aimed at reducing health and social inequality; this
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includes looking beyond seemingly self-destructive patterns of behaviour to the underlying
processes and structures that reinforce mental illness and addiction.

Multiple Systems of Power: Differential Access to Care

Access to care embodies much more than availability of service; quality of the health
related encounter and flexibility of supports to address a range of complex needs in a respectful
and client-centred manner are equally important. These principles of accessibility are reinforced
by Smye and Colleagues (2011) who explored the experiences of individuals accessing
methadone maintenance treatment (MMT) (N=39) in western Canada. Participants in this study
reported multiple co-morbid physical and mental health problems coupled with a profound
history of abuse and extreme poverty. While harm reduction approaches generally seek to
empower individuals to reclaim their lives and move toward improved health despite addiction,
Smye and Colleagues found that treatment-related factors were simultaneously a hindrance to
wellbeing and recovery. Stigma associated with MMT and reliance on health care providers as
gatekeepers who mediate continued access to treatment served to reinforce pre-existing power
dynamics and subjective experiences of othering (being labeled as different). Further to this,
participants described that limits and constraints imposed on them as a result of MMT impeded
access to stable housing and social supports, including family. For instance, requirements around
clinic attendance and methadone carries (a privilege granted only following a period of
successful treatment allowing clients self-manage doses at home) prevented many participants
from moving to safer neighbourhoods and - in some situations - from visiting children and
relatives residing in other communities. Participants described feeling punished for their
addiction which fueled feelings of mistrust and resentment toward the health care system and the

helping fields in general (Smye et al., 2011). While harm reduction strategies seek to promote
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health through flexible approaches and individualized care, the power differentials that arise
through treatment related processes must be recognized and addressed within the plan of care if a
genuine reduction in health and social inequality is to be achieved.

Provider attitude was also discussed among several studies as a key factor mediating
access to health related resources across sectors; participants who felt labeled, judged,
misunderstood or otherwise less important described considerable difficulty navigating programs
and services intended to offer assistance or reprieve from their ailments or marginalized
circumstances (Bungay et al., 2010; Smye et al, 2011; Van Herk et al., 2011). Discrimination
from potential landlords and employers similarly reinforced experiences of oppression and an
unremitting cycle of health and social inequality (Benbow et al., 2010). Health care and social
service providers need to shift focus from addressing only immediate health needs or concerns to
deconstructing inequality in a much broader sense.

Summary of Reviewed Literature

In summary, although the literature on Intersectionality theory in mental health research
is not extensive, the qualitative studies that do exist offer rich portrayals that illustrate the
complex pathways through which experiences of oppression influence health (Benbow et al.,
2011; Bungay et al., 2010; Collins et al., 2008; Smye et al., 2011; Van Herk et al., 2011) while
quantitative studies substantiate the interrelated and lasting nature of these relationships
(Grollman, 2012; Rosenfield, 2012; Seng et al., 2012). Furthermore, these studies are reflective
of the Canadian experience (Benbow et al., 2011; Bungay et al., 2010; Smye et al., 2011; Van
Herk et al., 2011), include Aboriginal representation (Bungay et al., 2010; Smye et al., 2011;
Van Herk et al., 2011) and many are participatory action oriented and solution focused (Benbow

et al., 2011; Bungay et al., 2010; Collins et al., 2008; Smye at all, 2011; Van Herk et al., 2011).
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Quantitative studies included nationally representative samples in both Canada (Cairney et al.,
2014; Hamelin & Hamel, 2009; Mclntyre et al., 2012) and the USA (Grollman, 2012; Mereish,
2012; Rosenfield, 2012) and offer consideration for mitigating factors that help to explain
paradoxical health effects in the presence of multiple, interconnected vulnerabilities - for
instance the influence of self-salience on internalizing versus externalizing mental health
disorders - which may otherwise obscure meaningful findings (Rosenfeild, 2012). However,
further research — particularly primary research studies that investigate health outcomes using an
Intersectionality approach — is needed to validate the utility of Intersectionality as a useful
research approach. As well, an in-depth gender analysis is not included as a component of any of
the studies reviewed and while reference to geographic isolation and rural issues are noted (Smye
et al., 2011) the existing literature consists of primarily urban samples. Establishment of analytic
strategies that sufficiently capture the interactive effects among intersecting experiences of
oppression and subsequent influence on health, wellbeing and recovery among those who
struggle with mental health issues and concerns are also imperative.
Methodology

Problem Statement

Power relationships play a significant role in shaping health and wellbeing among
Canadians; experiences of privilege and/or social disadvantage across multiple categories of
identity gives rise to differential access to resources that are needed to enhance health while
simultaneously imparting direct and indirect threats to wellbeing. Mental health care systems in
Canada remain focused on disease processes and illness related factors as clinical indicators for
treatment while neglecting to address the underlying structures and processes that undermine

health. Understanding the interconnected pathways through which social processes influence
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health is a necessary first step toward the establishment and integration of meaningful
interventions that support recovery from mental illness and addiction in a much broader sense.
Research Questions
Using categories of social identity (gender, ethnicity, social class and [dis]ability) and
experiences of social disadvantage as proxies that represent cumulative experiences of
oppression, the following research questions were addressed:

1.To what extent do indicators of oppression influence self-rated health among individuals with
a history of mental illness (including addiction)?

2. How do access related issues — such as the availability of sensitive, appropriately matched
health care - influence the relationship between experiences of oppression and self-rated health?
Hypotheses

1. Categories of social identity (gender, ethnicity, social class and [dis]ability) will interact
to produce variations in self-rated health scores among individuals with a history of
mental illness (including addiction);

2. Individuals who report multiple experiences of disadvantage on the basis of the above
noted categories of social identity will report poorer ratings of overall health;

3. Access to care will interact with experiences of social disadvantage (oppression) to
influence self-rated health, thereby acting as a moderating — rather than mediating —
variable.

The relationship between social processes and health is supported in the literature, with multiple
experiences of disadvantage or oppression contributing to poorer physical and mental health
outcomes (Hamelin & Hamel, 2009; Rosenfield, 2012; MclIntyre et al., 2012; Seng et al., 2012).

Although further testing is needed to infer causality, the interconnected and reciprocal
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relationships that occur between intersecting axes of oppression contribute to widening extremes
of health inequality (Grollman, 2012; Rosenfield, 2012). While access related issues appear to
influence the relationship observed between oppression and health, the nature of this relationship
is not well understood. It could be argued that social identity influences access to care which in
turn influences self-rated health; access, in this particular instance, would be viewed as a
mediating variable accounting for an indirect relationship observed between social identity and
health. However, the literature specific to Intersectionality research in mental health does not
fully support this perspective; while access related issues are viewed as relevant to health
outcomes, access alone does not explain the untoward negative health effects observed among
individuals who experience social disadvantage (Bungay et al., 2010; Smye et al., 2011; Van
Herk et al., 2011). Alternatively, access to care may function as a moderating variable where
access influences the strength or direction of the relationship (Polit & Beck, 2012) between
social identity and health. In this study, access to care was approached from both perspectives in
order to determine whether access influenced health via an indirect (mediating) effect versus a

statistically different interactive (moderating) effect.
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Figure 2: Hypothesized relationship between indicators of oppression and health
Study Design

A cross-sectional analysis of pre-existing data collected as part of a five-year
Community-University Research Alliance (CURA2) was conducted in order to examine the
relationship between social categories of identity, oppression and health among individuals with
a history of mental illness. The CURAZ2: Poverty and Social Inclusion study (Forchuk et al.,
2010-2015) was funded through the Social Sciences and Humanities Research Council (SSHRC)
and used a non-experimental, participatory action research approach. An overall aim of the

CURAZ2 study involved understanding the experiences of poverty and social inclusion among
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individuals who have struggled with a history of psychiatric illness. With a focus on examining
experiences of oppression in relation to health outcomes among those who struggle with mental
health challenges (including addiction), this secondary analysis is well aligned with CURA2
overarching goals.

Setting

The CURAZ2 project took place in a naturalistic setting in London, Ontario, Canada, and
surrounding area. The study sample was composed of participants from both urban and rural
centres and therefore offered a mixture of experiences and perspectives that were reflective of
the broader Canadian experience compared to exclusively urban or exclusively rural settings.
Sample

A cross-sectional selection of data collected during years one and two of the CURA2
project was used for secondary analysis; this community sample included data for 380
psychiatric survivors (190 men and 190 women) who were 18-75 years of age, fluent in English
and have struggled with a psychiatric illness, including addiction, for a minimum of one year.
Potential participants were excluded if they were incapable of providing informed consent or if
they have been diagnosed with an organic brain disorder such as dementia. Assuming that 20%
of participants would report their health as fair or poor, a minimum sample size of 220
participants was needed (110 cases, 110 controls) to permit detection of an odds ratio of 2.5 with
statistical significance (power 0.8, p<0.05) (Peat, Mellis, Williams & Xuan, 2002). This
represents a clinically relevant increased risk for poor health based on the proposed variables of
interest (Peat et al., 2002) and is consistent with previous studies that have examined the
relationship between social categories of identity in relation to self-reported health (Hinze, Lin &

Andersson, 2012; Prus, 2011; Veenstra, 2011). As the CURA?2 total sample in year one included
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380 participants, sample size was deemed sufficient for the purposes of the current study and
analysis plan.
Operational Definitions

Dependent Variable

Self-reported health served as the primary outcome measure (dependent variable [DV])
and was obtained using the National Population Health Survey (NPHS) (Statistics Canada, 2012)
where participants were prompted to rate their general health according to a 5-point Likert scale
consisting of categorical responses that range from excellent, very good, good, fair or poor. As a
reflection of physical and mental wellbeing, self-reported general health is considered a reliable
and valid measure of overall health (Idler & Benyamini, 1997; Prus, 2011).

Independent Variables

Independent variables (IV) consisted of the following social categories of identity:
gender, ethnicity, social class and (dis)ability status:

* Gender was obtained using the Migration Instrument (Garceau et al., 2010-2015). Gender
is more reflective of a socially constructed experience and was therefore preferred over
measures of sex. Participants were asked to self-identify as male, female or
transgendered.

* Ethnicity was derived using the Migration Instrument (Garceau et al., 2010-2015) and
was categorized as European/Caucasian, Aboriginal, visible minority or other.

* Social class encompasses experiences such as poverty and refers to social standing on the
basis of factors such as income and education. For the purposes of this study, highest
level of education achieved (completed elementary school, secondary or post-secondary

diploma or degree) and lifetime history of homelessness served as proxies for social class
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and were obtained using the demographic questionnaire. Current and formerly homeless
subgroups were combined on the basis of similar risk exposure (Hamelin & Hamel,
2009). Individual or household income was not used as a measure of social class; as a
result of having a mental illness, many participants involved in this study received a
disability income and/or social welfare. Among those who were employed, there are
often limits imposed on the amount of supplemental income they are permitted to earn in
order to continue to qualify for benefits. As a result, the anticipated variability of income
within this study sample was insufficient to support comparison of income groups.
(Dis)ability status reflects the degree to which one is involved and able to participate in
occupational and/or vocational roles. This encompasses socio-relational components that
influence opportunity and equity in terms of income, employment and wage earnings
(McGibbon, 2009; Raphael, 2009). For the purposes of this study, employment status and
self-reported long-term disability or handicap were used to represent dis(ability) status
and were obtained using the NPHS (Statistics Canada, 2012).

Mediating Variable

Access to care was examined for mediating effects between independent variables and

self-rated health and was defined as any experience within the past 12 months in which a

participant had identified 1) access to a regular medical doctor and/or 2) any unmet health need;

both items were obtained using the NPHS (Statistics Canada, 2012).

Moderating Variables

All significant predictor variables in the base model were tested for interactive effects in

relation to the outcome variable. Interaction terms were also applied to access related predictor

variables.



Table 1

Summary of Variables and Measures

Variable | Operational Definition | Instrument Item Year of CURA2
Description | data collection
Self- Participant rating of National Single item | Year 1
Rated general health as Population categorical
Health excellent, very good, Health Survey | response
(DV) good fair or poor
Gender Male, Female or Migration Single item | Year 2
av) Transgendered Instrument categorical
response
Race European/Caucasian, | Migration Single item | Year 2
Iv) Aboriginal, visible Instrument categorical
minority or other response
Class 1. Highest level of Demographic | Single item | Year 1
Iv) education achieved | Questionnaire | categorical
(elementary, response
secondary or post-
secondary)
2. Lifetime history of
homelessness: Single item
(current or past) categorical
response
(Dis)abilit | 1. Employment status | NPHS Single item | Year 1
y 2. Self-reported long- categorical
Iv) term disability or response
handicap
Single item
categorical
response
Access to | Any experience within | NPHS Year 1
Care the past 12 months in
(MV) which the participant

has identified:

1. lack of access to a
regular health care
provider (doctor)

2. A time when you
felt that you
needed heath care
but you didn’t
receive it? (Unmet
health need)

Single item
categorical
response

Single item
categorical
response

* Dependent variable (DV), independent variable (IV), mediating variable (MV)
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Instruments
The demographic questionnaire (Appendix A) is a 38 item questionnaire used to elicit

details regarding socio-demographic variables pertaining to the study sample; this tool was
developed by the CURAZ2 research team specifically for this study. The National Population
Health Survey (NPHS) (Appendix B) was developed by Statistics Canada and was utilized 1994
through 2012 to collect nationwide data regarding health status and related behavioural and
socio-demographic factors among Canadians (Statistics Canada, 2012). The NPHS is considered
a reliable and valid tool used to guide health care decision making in Canada (Statistics Canada,
2012); it may be adapted for cross-sectional use or longitudinal survey design and has been used
in previous studies adopting an Intersectionality framework to explore factors influencing health
among Canadians (Cairney et al., 2014; Prus, 2011; Veenstra, 2011). The NPHS is organized
into subsections that include questions regarding health behaviours and conditions, disability
status, health service utilization, social and lifestyle factors and mental health indicators within
the previous twelve months. This 137-item questionnaire was administered in year 1 of the
CURAZ2 study and was used to elicit measures of health and wellbeing including self-reported
health, disability, employment status and health care utilization as well as access to care. The
Migration Instrument (Appendix C) was developed by researchers at Laurentian University
collaborating as part of a related CURA study entitled Poverty, Homelessness and Migration
(Garceau et al., 2010-2015) and focuses on the issue of homelessness in the north; the Migration
Instrument seeks to identify factors that influence migratory patterns including homelessness and
transiency and also contains detail regarding gender, language and ethnicity in addition to
employment and income supports. The Migration Instrument was introduced as a CURA2

measure during year 2 of data collection as part of a collaborative effort to compare issues of
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homelessness and migration in northern communities compared to southern Ontario. This 26-
item questionnaire was used to elicit data regarding gender and ethnicity/race. Data regarding
ethnicity/race including Aboriginal identity was not captured in year 1; as such, the study sample
was reduced to include participants who were captured longitudinally in both years 1 and 2.
While the demographic questionnaire elicits data regarding participant sex, the Migration
Instrument targets gender which is more consistent as a measure of social identity.
Data Collection Procedures

The demographic questionnaire, NPHS and Migration Instrument were administered in
structured-interview format by trained research assistants as part of the CURA?2 research
questionnaire package. The letter of information for the CURA2 study was reviewed and
informed consent obtained prior to this 1.5 to 2 hour interview; participants were informed as
part of the consent process that de-identified data would be retained for future secondary
analyses. Participants received an honorarium of $20 to compensate them for their time. Data
was audited by trained research staff, entered into Microsoft Access and then exported to SPSS.
Data Analysis

Data was analyzed using SPSS statistics version 22. Descriptive statistics were generated
to assess demographic characteristics of the study sample. Univariate analyses to explore the
relationship between variables were conducted using Kendall’s tau and Chi Square. Binary
logistic regression was then used to estimate the association between self-rated health (DV) and
social categories of identity. The model contained six independent variables including gender,
ethnicity, class (education, lifetime history of homelessness), and (dis)ability (employment
status, presence of a long-term disability or handicap). Independent variables were coded

dichotomously with the exception of education, which contained three possible responses
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(elementary, secondary or post-secondary schooling) to indicate highest level of education
achieved; variables were entered as a base model with and without interaction terms (Models 1
and 2) to permit examination of the synergistic (beyond additive) effects among independent
variables. Access related variables (access to a regular medical doctor, unmet health need) were
included as part of a third model to assess for mediation effects in relation to independent
variables (indicators of oppression) and the outcome variable, self-rated health. Interaction terms
were also used to test for moderation effects between independent and access related variables in
relation to self-rated health (Model 4). Age, smoking status and body mass index were treated as
confounders and adjusted in the model so that the independent variables of primary interest were
independently associated with the dependent variable. Missing data were managed using listwise
deletion (Polit & Beck, 2012).
Findings and Interpretation

Demographic Data

The final study sample included N=293 participants who completed the NPHS in year 1
and the Migration Instrument in year 2; 87 (23%) participants from the original sample of 380
were lost to follow up in that year. Descriptive statistics for the main study group were
compared and contrasted with the omitted group (N=87) that was lost to follow up in year 2;
overall, the demographic profile for both groups was similar (see Appendix D). As previously
discussed in the analysis section, the Migration Instrument contained two primary variables of
interest (gender, ethnicity) that were not captured elsewhere and therefore, only participants who
completed both questionnaires were included for analysis. Descriptive statistics were generated
to examine continuous demographic variables while frequency tables were used for categorical

data; these are summarized in Appendix D. The average age of the study sample was 41.9 years
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and there were roughly equal female (50.5%) versus male (49.5%) participants. The majority of
participants were of European or Caucasian background (78.5%) with a smaller subset who were
Aboriginal (15.7%) or visible minority (3.8%). The most commonly reported mental health
diagnosis within the sample was mood disorder (66.2%) with a high rate of co-occurring
addiction (74.7%). The most commonly occurring addictions included tobacco (64.5%), caffeine
(30.0%) followed by cannabis (28.5%); addiction to alcohol (19.8%) and other street drugs were
much less frequent (1.7-9.6%). Two-thirds (66.9%) of participants were taking medications for
treatment of a mental health related issue while 61.1% reported a history of psychiatric
hospitalization(s). A range of chronic physical illnesses (63.8%) were also reported; these are
outlined in Appendix D. The majority of participants (76.5%) had access to a regular medical
doctor; 38.2% of the sample reported presence of an unmet health need (within the 12 months
prior). Greater than one-half (63.8%) of participants reported experiencing homelessness at some
point in their life; among those who had been homeless, 64.1% reported multiple episodes
homelessness.

Variables of Interest

Dependent and independent variables were examined using frequency tables and graphs
in order to observe general distribution and patterns within the dataset (Appendix E). Variables
(self-rated health, gender, ethnicity, education, employment status, long-term disability, access to
regular medical doctor, presence of unmet health need) were examined and collapsed where
appropriate, particularly where item responses were low in frequency. For example, ethnicity
was originally grouped according to four possible responses (European origins, Aboriginal,
visible minority and other) and was recoded to reflect one of two categories - European

(Caucasian) origins or Aboriginal/visible minority - in order to ensure adequate cell size upon
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entry into the regression model for further analysis; justification for this grouping was based on
the concept of oppressed versus non-oppressed group. Similarly, the ‘other’ grouping for
education, which contained only a single response, was collapsed to reflect college, university or
trade school. Smoking status was recoded to reflect current smoking or non-smoking status (from
current, occasional or non-smoker). Body mass index (BMI) was calculated based on
participants’ self-reported weight and height and was grouped according to weight categories of
normal, under/over or obese. The remaining independent variables were dichotomous in their
original format. Variables were examined in terms of frequencies of response as an isolated
variable (Appendix D) and also in relation to the outcome variable (Appendix E) in order to
ensure adequate variability of response and adequate cell size within the proposed regression
model.

Univariate Analyses

Univariate analyses conducted to explore the relationship between the dependent
variable, independent and confounding variables included Chi-square test for independence
(Appendix F). Specifically, independent and confounding variables were examined in relation to
the outcome variable, self-rated health, as both a dichotomous and as an ordinal variable.
Pearson Chi-square value reached significance for: employment; disability; and presence of an
unmet health need in relation to dichotomized general health rating (see Table 2) indicating that
the null hypothesis (Hy) can be rejected and that there is a difference in self-rated health among
participants who are working compared to those who are not working; there is a difference in
self-rated health among participants who report a long-term disability compared to those who do
not report a disability; and, there is a difference in self-rated health among those who report an

unmet health related need compared to those who have their health needs met. Pearson Chi-



