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Abstract

Immigrants coming to Canada have increased in the last three decades. Serious mental
health problems exist among immigrant women, therefore the primary purpose of this
study was to increase awareness and understanding of what would be helpful in meeting
their mental health needs.

Informed by post-colonial feminist perspective and Kleinman’s explanatory model
this qualitative exploratory study was conducted with seven health care providers
who provided mental health services to immigrant women. In-depth interviews were used
to obtain informatibn about the women’s mental health care experiences.

The study’s findings reveal that (a) immigrant women have difficulties accessing
mental health care services due to insufficient language skills, unfamiliarity/unawareness
of services and low socio economic status; (b) culturél background exerts positive and
negative influences; (c) health care provider-client relationship had profound effects on
the immigrant woman seeking help. Strategies are suggested to help provide more

culturally appropriate and accessible mental health care for immigrant women.

i
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Chhpter I: Introduction

Canada’s immigrant population has steadily increased over many decades. Numerous
immigrants have chosen to establish new lives in Canada. Calgary’s immigrant
population reached 197,410 in 2001 or 22.5 % of the total population (Stats Canada,
2003). As a result, there is a stronger emphasis on the health care provider and health care
system to provide culturally sensitive and appropriate care, as well as to promote equity
within health care. Despite this rapid and continuous increase in the cultural diversity of
the Canadian population, the unique health needs of immigrants have not received
adequate attention (Matuk, 1995). It is well documented that immigrant women suffer
serious mental health problems such as depression, schizophrenia and post.migration
stress disorders (Cheung & Lin, 1999; L1 & Browne 2000; Thurston & McGrath, 1993).
Evidence has shown that immigrant women experience difficulties in accessing and using
mental health services (Morrow & Chapell, 1999). There is a call for health care |
providers and policy makers to increase their awareness of how to provide culturally
appropriate and acceptable mental health care to immigrant women (Beiser, Gill &
Edwards, 1993). The purpose of this research was to investigate immigrant women’s
mental health care experiences from a health care providers’ perspective.
Background

An immigrantﬁis commonly defined as a pérson who seeks lawful admission to
come to Canada to establish permanent residence (Canadian Task Force on Mental
Health Issues affecting Immigrants and Refugees, 1988). Alberta has had 14,672
immigrants settle in 2002, with Calgary claiming 61% or 8,997 immigrants from this

total. Chinese represent the largest ethnic group of immigrants, accounting for 15 % of
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the total for five years in a row. East Indians and Pakistanis respectively are the second
and third largest groups. A review of the landing categories of immigrants in 2002 shows
that 60 % were from economic class, 29 % from family class and 11% were refugee
status (Citizenship & Immigration Canada, 2003). The family class immigrant requires a
relative, spouse, common-law or conjugal partner who is a Canadian citizen or permanent
resident of Canada to sponsor him or her. The sponsor assumes financial responsibility
for the immigrant for up to ten years. Economic class differs in that the immigrants may
enter and become permanent residents on the basis of their skills and ability to contribute
to the economy. Refugee class includes those who are displaced and are in need of
protection because of civil war, armed conflict or massive violations of human rights
(Citizenship & Immigration Canada, 2002).

Over the last three decades, the majority of new immigrants are coming from non-
European countries, with more immigrants coming from Asia and Africa (Health Canada,
1999). Recent statistics provide evidence of the continued growth of the immigrant
population in Canada, thus the ongoing need for the investigation of how to provide
culturally appropriate and acceptable health care for the diverse needs of this population.

Serious mental health problems exist among immigrant women. Depression and
anxiety are common mental health problems among immigrants, according to several
studies from the U. S., and Canada ( Beiser, 1999; Berry & Blondel, 1982; Cheung &
Lin, 1999; Dhooper & Tran, 1998; Tracy & Matar, 1999). Beiser found that 19 % of
Vietnamese living in Canada suffered a depressive disorder. In order to decrease the
severity of mental health illness and its consequences in preventing secondary problems,

health care providers must address these issues. In this exploratory study I acknowledged
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that it was necessary to go beyond the biomedical framework and other traditional social
science perspectives. Past treatments of mental health problems have proven to be
ineffective, because adequate attention has not been paid to tﬁe social context of
immigrant women (Kinnon, 1999). Kinnon suggests a paradigm shift from a biomedical
perspective towards a bio psychosocial perspective might help health care providers to
better understand the needs of immigrant women and their mental health issues. Health
care providers also need to recognize that difficulties immigrant women face in accessing
and utilizing mental health services may not be due to culture but to historical processes
that have produced systemic inequities and oppression (Reimer Kirkham & Anderson,
2002).

This project investigated immigrant women’s mental health care issues from the
health care provider’s perspective. I also acknowledge the critical importance of
recognizing the immigrant women’s perspectives as well. In my research, I investigated
immigrant women’s experiences through the perspective of their health care providers. I
was interested in obtaining information on the barriers that the immigrant women
experienced in accessing mental healtﬁ care Services.

With over 25 years of experience as a registered nurse in acute care and community
based nursing practice, I have been inspired to explore the difficulties immigrant women
face. [ have witnessed the fragility and vulnerability of immigrant women who felt
overwhelmed and unable to seek appropriate care. [ have also observed the strengths and
resiliency of the hard working immigrant woman striving to keep her family moving
forward. My present experience as a public health nurse in the community has motivated

me to explore further the everyday experiences of immigrant women through a health
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care provider’s perspective. Furthermore, my ultimate goal is to illuminate and
disseminate awareness of immigrant women’s mental health care experiences. The
knowledge gained in this research will provide important insight and help with
implementing and planning more culturally sensitive mental health care for immigrant
WOomen.
Problem statement

Immigrant women suffer from serious mental health problems and often do not
receive the care that they need. It has been pointed out that Women’s mental health
care needs are not being met in the current system, despite what appears to be a rich
network of services (Beiser, Gill & Edwards, 1993; Morrow & Chapell, 1999). The
prevalence of mental health illness among immigrant women and the upderutilization
of mental health services puts this population in danger of exacerbation of mental health
symptoms with associated physical illnesses and social problems. It has been reported
through many studies that immigrant women suffer from mental health problems such as
depression, schizophrenia and post migration stress disorders (Canadian Task Force on
Mental Héalth Issues affecting Immigrants and Refugees, 1988; Fox, Burns, Popvich, &
Ilg, 2001; Legault, Gravel, Fortin, Heneman, & Cardinal, 1997; Li & Browne, 2000;
Thurston & McGrath, 1993). Barriers to accessing mental health services are language,
cultural beliefs and practices, stigma of mental illness and racial discrimination (Beiser,
et al.).
Research Purpose

The purpose of this research was to explore with the health care providers their

concerns about immigrant women and mental health access issues. Through the health
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Chapter II: Literature Review

Factors affecting Mental Health

In exploring the literature, the following concerns were identified in relation to
mental health care of immigrant women. Immigrant women in Canada are faced
with barriers in accessing health care that may be derived from social and material
conditions in every day life ( Anderson, 1987; Goodridge, 2002; Morrow & Chapell,
1999; Westermeyer, 1989). These include social isolation, age, language barriers,
separation from family, unemployment, changes in family roles/norms and lack of
information about available resources (Berry & Blondel, 1982; Fowler, 1998; Legault
et al; Li & Browne, 2000). Women in particular may be prone to the stresses of
isolation aﬁd childcare responsibilities, which may also affect their ability to acquire
language skills because their access to English classes may be restricted (Kinnon,
1999).

Although immigrants are a higher risk population due to physical and mental
stresses of resettlement, women are even at a greater risk for mental health proBlems
(British Broadcasting Corporation News, 2003; Thurston & McGrath, 1993). Mental -
health issues affecf.ing immigrants were reviewed by the Canadian Task Force (1988); it
was concluded that the following factors affect the mental health ‘of immigrants,
a) negative pubh?c attitude toward immigrants, b) separation from family and community,
¢) unemployment and underemployment, d) inability to speak English/French, e) being a
women from a culture where gender roles/values differ from those in Canada, f) being
elderly or an adolescent. Other findings by the Canadian Task Force Review concluded

that while migration may not increase the incidents of mental disorders, these kinds of
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illnesses may be a result of a combination of a drop in socio economic status, separation
from friends/family, and lack of employment opportunities (even if well educated from
their home country).
Utilization of Mental Health Services

Another important finding in the literature was the variety in utilization rates and
identified barriers of mental health care service access between the different groups of
immigrant women. Ten Have’s (1999) study supports this finding. The awareness of the
social, cultural and economic differences in background between diverse groups of
immigrant women is necessary to improve the accessibility of mental health care for
immigrant women. Peters’ (1988) study revealed that there were discrepancies in the
rates of mental health care service utilization among different ethnic groups. In Peters’
study, participants of the Greater Vancouver Mental Health Services revealed that Anglo-
Canadians were markedly over represented. In contrast, South Asians and Chinese were
under represented, while newer, smaller groups such as refugees from South Asia and
Central America tended to use the mental health services at or above expected rates given
their numbers in the population. Less visible barriers included the bureaucratic nature of
services and the complexity of the service system, as well as physical and psychological
distance between client and provider. Widely differing degrees of knowledge,
understanding aBout health care services and different perceptions of who is entitled to
use them has also been reported (Masi, Mensah & McLeod, 1993; Morrow & Chappell,
1999). Beiser, Gill and Edwards’ (1993) study revealed that gender, age, socio-economniic
position, unrecognized needs, ethno-cultural status and availability of service do affect

the utilization of health care services. It was concluded that substantial barriers limit
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access to mental health care and compromise the equality of mental health care services.

There are mixed reviews in the literature regarding immigrant levels of mental
health and accessing mental health services while living in Canada. Research suggests
that immigrants (with the exception of refugees) arrive in Canada with a similar level of
mental health as other Canadians (Tousignant, 1997). A study of Canadian suicide
mortality rates and trends show first generation immigrant women have higher mortality
rates from suicide than those born in Canada, with the highest being among Asians
(Strachen, Johansen & Nair, 1990).

Bigby’s (2003) study found that Asian Americans tended to underutilize mental health
services and often were reluctant to see;k help because of cultural and language barriers.
Some reasons for this underutilization were cultural inappropriateness of services,
stigma/shame over using services, lack of financial resources, use of folk healers and
concepts about mental health and services that differ from those of the West. Li and
Browne’s (2000) study of Asian immigrants also found an underutilization of mental
health services. The overall findings of this Canadian study report that many Asian
immigrants experience a hesitancy to access and utilize mental health care services. It is
étrongly suggested that if the immigrant"s experience is not better understood and
accepted, the Asian Canadian will likely continue to remain outside the available mental
health care facﬂi;ties. Cheung and Lin (1999) also found low utilization rates of mental
health services among Asians in their American research. In their study, Asian clients
suffered more severe and chronic mental health problems than other ethnic groups,
consequently requiring longer treatment, hospitalization or out patient care.

Fox et al. (2001)’s research suggests that because the decision to migrate is often
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viewed as a positive change for immigrant women, mental health problems may be under
detected. Dhooper and Tran (1998) studied refugee Asian women and found that the
health care system was ill prepared to meet the needs of Asian refugees. Health care
provider's lack of awareness concerning customs, cultures and experiences of Asian
refugees was seen as a large barrier to effective care. They also found that existing
policies and programs lacked a comprehensive, sustained approach to address mental
health problems among refugee Asian women. In Laroche’s (2000) study, health status of
Canadian immigrant and non-immigrant populations and their utilization rates of health
services were examined over time. Interestingly, it was concluded that neither the health
status of immigrants nor their utilization rates of health services differed significantly
from those who were Canadian born.
Role of Social Support

The role of social support has been well documented as a significant contributor
to health (Cheung & Lin, 1999; Kinnon, 1999; Li & Browne, 2000; Westermeyer,
1978; Wu & Hart, 2002). Social support influences such as separation from family and
community, negative public attitudes, poverty/lack of education and role overload |
present barriers for immigrant women in accessing merital health services ( Kinnon,
1999; Meadows, Thurston & Melton, 2001). In Li and Browne’s (2000) study, it was
found that the mej ority of Asian participants would seek help for mental health
problems from family members and friends rather than a health care provider. The
roles of informal social support within the family was highly regarded and help
seeking often a joint family venture (Cheung & Lin).

The reliance on traditional healing practices and spiritual beliefs by immigrant women
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were cited in the literature as being an important contributor to their mental health
(Choudhry, 1998; Kinnon, 1999; Meadows, Thurston & Melton, 2001). For

some immigrant women utilizing these practices was a normal and accepted way to
manage their health concerns and very much a part of their culture and way of life.
Spiritual and religious practices were seen as sources of strength and comfort and part of
the context of their health practices (Meado»x}s, Thurston & Melton).

Choudhry’s (1998) study reported that immigrant women are reluctant to talk about
family and personal problems with outsiders for fear of being judged. They reported that
immigrant women feared that the health care provider would meddle in private family
matters. Many suffer quietly as they are expected by their community to maintain cultural
and gender roles. This may further isolate and limit th‘eiri ability to access health care
services in the community. In addition, the complexities of daily living in a large
Canadian city and a heavy workload isolate many immigrant Women (Ralston, 1988).

Legault et al. (1997) conducted a study among young immigranf families and
practitioners to examine the health, social and cultural problems encountered and the

- ways in which problems were resolved. It was found there were multiple perceptual
differences between families and practitioners. In the health sector, families gave priority
to their children’s problems whereas practitioners identified the mother’s mental health
problems as ﬁrst; priority. Problems relating to social settlement were ranked similarly in
that both practitioners and families ranked unemployment and financial problems as
dominant concerns. In the cultural sector, families rated isolation as the first problem,
followed by day care issues and the host country’s educational practices. In contrast,

practitioners viewed couple relationships as the main concern. Families preferred to seek
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help from formal services network when health or settlement problems occurred.
However, if a socio-cultural adaptation problem occurred, they would turn to the informal
network. Interestingly, difficulties related to accessibility and compatibility of services
was seen to be less serious by families than by practitioners.

There are limited and varied Canadian research studies exploring the health care
provider’s perspective concerning immigrant women’s mental health care experiences.-
Bodnar and Reimer (1979) examined the accessibility and relevance of social services to
immigrant women experiencing mental health problems. Interviews of health care
providers revealed family physicians viewed the women’s problems as unsolvable and
generally the result of not adapting to Canadian society. If the immigrant woman was
viewed as unmanageable, they were labelled with a psychiatric diagnosis and referred to
a psychiatrist. Treatment focussed on psychological causes while not taking seriously the
everyday organization of the women’s lives. This study suggests that the individualisti(;,
therépy and approaches of professional social workers often tended to ignore larger socio
economic and structural factors in immigrant women’s lives (Bodner & Reimer).

A qualitative study of service providers’ perspectives examined the impact of policy
changes on the health of recent immigrants in Toronto’s inner city (Steele, Lemieux-
Charles, Clark & Glazier, 2002). Exploration of the service providers’ opinions revealed
that reductions 1n funding for Welfare, hospitals and community agencies had major
effects on newcomers. Those effects included deteriorations in mental health, increase in
wife abuse, erosion of the social determinants of health and reduced access to health care.
Browne, Johnson, Bottoroff, Grewal and Hilton (2002) interviewed health care providers

to obtain a description of their experiences in providing care to South Asian women.
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Findings from this study revealed that discriminating attitudes of health care providers
can be unintentionally demonstrated in health care interactions. These attitudes may
include generalizations to explain complex issues related to marginalization and access to,
health care. Generalizations mﬁy also be used to explain the reluctance of immigrant
women to participate in existing health care services. The researchersb concluded issues of
racism and other forms of discrimination coexist and continue to conflict with Canadian
values related to justice and equality.
Gender Analysis

Gender analysis has been identified as particularly relevant and helpful in immigrant
research. Barriers in access to services and cultural conflicts may arise when women
from other countries have different expectations of sex roles. Gender is a complex
variable due to the changeable and dynamic nature of social and cultural systems. The
cultural and social environment affect immigrant women’s Tesponses in accessing
and using mental health services. A well-supported notion is that women and men

- have very different physiological and social differences in relation to mental health
issues ( British Columbia Centre of Excellence for Women’s Health, 2003; Morrow &
Chapell,1999).

Social conditions such as poverty, violence and abuse all serve to influence the
immigrant womén’s experiences in the mental health care system. Migrant women are
vulnerable to violence because of the integrated nature of the race, class and gender
discrimination they experience. It has been pointed out those connections between
violence and mental health issues is not always taken seriously nor is effort made to link

somatic complaints with violence (Blehar & Norquist, 2002; Jiwani, 2001; Kalinowski &
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Penney, 1998). Jiwani maintained that the present health care system reproduces social
inequalities by privileging those who have power and abusing others. She viewed the
health care system as being deeply structured around hierarchies that were based on
interlocking influences of race, class and gender. She contended that the lack of language
skills, unfamiliarity with how the health care system works and the bureaucratic nature of
the health care system are barriers that impeded access to services for these immigrant
women. Kinnon (1999) asserted that many immigrant women face double discrimination
(ethno-cultural and gender), greater cultural and role conflict, and generally lead more
complex lives.

Social Policy

It has also been 1dentified that social policies create bias against women (Kinnon,
1999). Social policy in Canada has tended to view immigrant women as dependent on
their spouse or family. They have limited income and make less social and cultural
contributions to the economy. There 1s a suggestion in the literature that a bio
psychosocial understanding would benefit these women as compared to a biomedical
framework that has been historically used as a model for understanding mental illngss
(Kinnon, 1999; Morrow & Chapell, 1999).

The Immigration Act originated in 1976 and was updated in 2002 to provide laws that
govern immigraﬁts upon entry to Canada (Citizenship & Immigration Canada, 2002). It
has been based on three sorting categories: family, economic and refugee classes. A
relative, spouse, common-law or conjugal partner who is a Canadian citizen or permanent

resident of Canada may sponsor the family class member. The sponsor is required to
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assume financial responsibility for the immigrant for up to ten years. Economic class
differs in that such immigrants become permanent residents on the basis of their skills

and ability to contribute to Canada’s economy. Although the independent élass has been ..
changed to the name ‘economic class’ the Immigration Act reinforces patriarchal control.

. Men are defined as economic agents/heads of households and women as dependents as in
the family class. Immigration officers have tended to process applications of women
under the family class, while men are more likely to be processed under the independent
class as heads of households (Abu-Laban, 1999; Boyd, 1998; Ng & Strout, 1977,
Thobani, 1999). Thus, immigration policies might have denied women a chance of being
independent and autonomous.

Immigrant women are affected disproportionately by restructuring in health care that
result in reduced access to health care services (Morrow & Chappell, 1999). Women of
colour, Aboriginal women, ethnic minority groups, elderly and low-income women
experience a myriad of impacts from actions that limit access to mental health services. It
is clearly described in the Romanow’ Report (2002) that major changes are necessary in
the funding and delivery of health care services in order to improve access for all
Canadians. Access can be affected by social and cultural factors, such as gender,
education, 1anguage and wealth. Language barriers may inhibit both the access and the
quality of care. It was reported that the diverse needs of some immigrant ethnic groups
should be reflected in Canada’s health care system. Romanow identified that fragmented
funding for health care services, inadequate access to services and diverse cultural and

political influences will direct changes in the future of the Canadian health care system.
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Manzankowski’s (2001) “A Framework for Reform” reported that Alberta regional
health authorities have done a good job of integrating and organizing health services.
While there was better integration of many health services, mental health continued to be..
an exception. Separation of mental health services from regional health authorities meant
limited progress in the community. The fragmentation and lack of integration with the
health care system caused problems with delivery of services and resulted in communities
being underserved. There was poor communication between the Alberta Mental Health
Board (AMHB) and the health regions in Alberta (Manzankowski). However, in April
2003 responsibility for the delivery of mental health services was transferred to the nine
regional health authorities. The numbers of health regions were reduced in order to give
health authorities the population and resources to meet a wider range of health care
needs, éttract and retain professionals and achieve cost efficiencies. The AMHB has
retained governance of province-wide servicés and programs. These would include
forensic psychiatry, suicide prevention, Aboriginal mental health and promoting and
advocating for all Albertans. Therefore, these progressive changes indicate that
improvements are being implemented in the delivery of mental health care services.

The total amount allocated for mental health services in 2004/05 was 265.8 million
(Government of Alberta, 2004). In addition, there are funds paid by the regions for
mental health sei'vices to family physicians, primary care centres and emergency rooms.
Alberta Children’s Services as well as Alberta Learning also commit funds for the
provision of mental health services. The amount of mental health funding provided to the
AMHB in 2001/02 and 2002/03 was 214.7 million and 232.9 million respectively

(Government of Alberta, 2004). However the population has also increased per capita.
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Thus, funding has slowly increased each year, which hopefully will help support and
improve the delivery of mental health programs and services for the immigrant
population.

Summary

The literature review has shown that there are knowledge gaps. Many studies have
paid attention to how health care practices based on Western cultural concepts influence
the ways in whiph immigrant Women use mental health care services. However, not many
studies have examined how social support, gender, institutional and organizational
structures present as barriers to women’s health seeking behaviour. Thus, further |
attention is required to investigate whether or not underusea services reflect societal and
cultural barriers or if immigrant women simply do not perceive the need to seek help.

Additional research investigating barriers and facilitating factors would be beneficial in
providing a clearer picture of service usage by immigrant women with mental health
problems. Investigating the reasons for differences in health care utilization may prove
useful for developing mental health care programs that are culturally acceptable and
appropriate to immigrant women.

Little research was found addressing the extent and effects of discrimination and
racism on women’s mental health. However, discriminating and negative behaviours may
be a part of the c;ontextual factors that affect women’s health care. Health care providers’
perspectives about forms of discrimination were rarely addressed in the literature. Issues
of discrimination, racism and inequities in health care have largely been ignored
(Anderson & Reimer Kirkham, 1998). A better understanding of the kind and the extent

of racism and discrimination experienced by immigrants is necessary to determine direct
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effects on physical and mental health and indirect impacts on the determinants of health,
i.e. - income, employment, social support and access to health services (Kinnon, 1999).
There is a need for more gender analysis in order to fully understand immigrant
women’s values and experiences. Such understanding will enable the health care system
to provide more appropriate and accessible mental health care. New research is warranted
in areas of policy concern where there are gaps in knowledge. This includes building on
existing knowledge and the development of research methodologies for immigrant
populations. A stronger focus should also be directed towards the strengths of immigrant
women and their positive attributes (Kinnon, 1999).
Research questions.
To meet the purpose of this study, [ will answer the following research questions:
1) What are the experiences of health care providers regarding immigrant women’s
mental health concerns?
2) What are the contextual factors that influence immigrant women accessing mental
health services in Calgary through a health care providers perspective? |
3) What intervention strategies would help health care providers to meet the mental

health needs of immigrant women and provide higher quality care?
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Chapter I1I: Methodology

Evidence from the literature review has suggested that qualitative methods are most
appropriate in answering the research questions that form the purpose of this study.
Denzin and Lincoln (2000) state, “Qualitative researchers study things in their
natural settings, attempting to make sense of, or interpret, phenomena in terms of the
meanings individuals bring to them.” (cited in Wood & Haber, 2005, p.166).
“Methodology” in this research study is defined as the means to how I obtained and
analyzed the data through qualitative methods. These methods focus on the whole of
human experience and the meaning ascribed by individuals living the experience (Wood
& Haber, 2005). By using an exploratory and descriptive method, I was able to embrace
and focus on the immigrant woman’s mental health care experiences through the health
care provider’s perspective. Wood and Haber suggeéted that the method be congruent
between the researcher’s worldview and the research question. My worldview is that as
humans we are intimately connected to each other and the environment. There is special
meaning attached to our everyday context. With these beliefs in mind, my effort was
directed to uncover the meaning of the immigrant woman’s mental health care
experiences. My essential goal was to increase the understanding of what would assist the
‘health care provider to best meet the mental health needs of the immigrant woman.

Particular reséarch questions helped to guide the study and also formed the research

purpose. [ was able to mvestigate the women’s experiences and gain insightful data
through in-depth intervieWs. Rich data was obtained by asking the health care provider
certain questions concerning the immigrant woman’s mental health concefns. By

exploring with the health care provider the contextual factors that influence the
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immigrant women accessing mental health services, the barriers the women face were
made clear. Throughout data collection and analysis, I was informed and guided by
my theoretical framework as it provided the basis to help me describe and understand the..
data and rich details of context in which the immigrant woman lives.
Theoretical Framework

A post-colonial feminist perspective.

A post-colonigl perspective challenges ideas of a universal standpoint on development
of knowledge. There is a need to forge links between post-colonialism and other
discourses to challenge and address injustice and inequalities, and to correct imbalances
in the world (Quayson, 2000). Post-colonial feminism is one of the critical theories that
provides a theoretical lens which allows access to the everyday experiences of
marginalization as structured by the macro dynamics of structural and historical nature
and the micro politics of power. This lens raises analysis beyond the micro level to
provide an enquiry into the multifaceted socio-economic, historical and political forces
which shape the human experience (Reimer Kirkham & Anderson, 2002).

This post-colonial feminist perspective enabled me to direct and investigate the
experiences of immigrant women through a health care provider’s perspective. A primary
aim of this perspective is to correct social injustices and thereby address unequal social
power relations £hat contribute to the unequally distributed health care resources and
inaccessibility of health care services for immigrant women. This perspective supported
my understanding that each woman’s life is shaped by history and that by asking
questions from a particular epistemological perspective one can fake into account the

context in which each life is situated. My open-ended interview questions were aimed at
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obtaining data on how race, gender and class relations influence social, cultural, political
and economic factors, that in turn could haye effects on the immigrant women’s everyday
life. For example, one of my first questions explored the immigrant women’s experiences
with mental health care access: “In your opinion, do you see immigrant women having
difficulties accessing mental health care services?”” This question provided invaluable
data on the health care provider's view of the difficulties and structural barriers immigrant
women face. It also increased the researcher’s awareness of the contextual factors that
intersect and help organize the woman’s experience at any given time. Social and
economic position is extremely important to consider when loéldng at the immigrant
woman’s situation. I also explored with the health care provider how the role of gender
might affect the ways in which immigrant women access mental health care services: “In
your view, do you think gender issues affect immigrant women’s mental health care
experiences?”k This helped me to understand the significance of gender roles in
influencing how immigrant women seek help. Viewing this population’s situation within
a larger social context and exposing social inequities, policies and practises may be
fostered which result in better social justice (Reimer Kirkham & Anderson, 2002).
Exploring negative attitudes and relationships between health care provider and client
also provided important insight into how these factors contribute to mental health care
access issues. L;stly my questions were aimed at seeking methods to decrease the access
barriers and improve the understanding of intervention strategies that will help meet the
mental health needs of the immigrant women.

Although post-colonial discourses are not well known in nursing research, there is an

emerging need to incorporate post-colonial perspectives into nursing science as an
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alternative to the culturalist approaches that dominate nursing theory. Such theories
perpetuate stereotypical views of culture and race in our health care settings and
communities. Ideas about different cultures are often used to explain difference, without .-
an appreciation of the ways in which culture and race operate (Reimer Kirkham &
Anderson, 2002).

Cashmore (1996) defined post-colonialism as empirical, theoretical work centring on
issues that stem from colonial relations and the various forms of cultural and political
resistance. Post-colonial theory offers nursing scholarship with its interpretation of
culture, race and racialization, a set of powerful analytic tools to move forward to address
social aspects of health and illness and existing inequities. The feminist perspective lays
the groundwork to analyze gender, race and class relations as simultaneous forces and to
examine the production of knowledge from different social and political locations.
Therefore, these perspectives together with a gender and class analysis inform a post-
colonial feminist methodology of the study (Anderson, 2001).

A post-colonial feminist perspective was utilized in this project to provide a valuable
analytic perspective in the development of knowledge for nursing practices (Anderson,
2000; Anderson & Kirkham, 1998). It also provided a theoretical lens for unmasking the
colonized processes which have been formed through racialized and gendered identities.
However most s?’xlient 1s that this perspective recognizes the need for knowledge
construction from the marginalized female whose voice has been silent during the
process (Dyck, Lynam & Anderson, 1995).

Three primary tenets of post-colonial feminist research characterize how this entire
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research project was viewed. Firstly, post-colonial feminism is critical of the traditional
social sciences; its ontological and epistemological underpinnings argue against the
objectivism and value free epistemology of traditional scientific inquiry (Ghandi, 1998). .
Thus researchers theorize that knowledge is socially constructed and value laden.
Viewing through a political lens attends to the micro politics and macro dynamics of
power and explores how domination and resistance mark the cultural encounter at
individual, institutional and societal levels (Reimer Kirkham & Anderson, 2002). Also
paramount to the research study was the researcher’s awareness that his or her race, class,
gender and culturé may shape the research process. Positionality of the résearchér was
also acknowledged and incorporated into research analysis (Anderson, 2001). As a
researcher [ am aware that I may bring certain biases, values and beliefs into this research
process. My background as a Canadian, middle class woman and health care provider are
acknowledged. Through years of providing nursing care to immigrants, I am highly
motivated to conduct this research in order to provide more appropriate and quality care
to iMigant women in need.

Secondly, post-colonial feminist research situates human experience in the larger
context and is committed to examining how race, gender and class relations influence
social, cultural political and economic factors, which in turn shape the lives of immigrant
women. Thereféfe, in this project I explored how racialization, gender roles, expectations
and class hierarchal relations may shape individual health care practice. Such a
perspective may encourage researchers to shift their focus toward examining how health
care institutions and policy affect women’s health and health care rather than viewing the

immigrant women as totally responsible (Donnelly, 2004). One of the most important
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functions of post-colonial feminist research is to illuminate the ways in which unequal
social power relations contribute to the ﬁnequally distributed health care resources and
inaccessibility of health care services for immigrant women. In doing so an
understanding was reached that difficulties immigrant women face in accessing and
utilizing health care services may not be due to their culture, but rather to historical
processes that have produced oppression and systemic inequities (Anderson, 2000).
Thirdly, a feminist project is a social justice project that places women’s experiences
at the centre of analysis (Anderson, 2002; Collins, 2000). A basic concept of the post—
colonial feminist perspective is that knowledge must be set within the conditions of the
world today and in the multiple perspectives of class, race and gender and other group
affiliations (Anderson). Goals of the feminist perspective are to establish collaborative
and non-exploitive relationships. This perspective places the researcher within the study
to conduct transformative research. An essential element of feminist thought is the
viewing of gender as a basic organizing principle that shapes the conditions of individual
lives. It is a lens that brings particular questions iﬁto view (Fox-Keller, 1985). Lather
(1991) viewed this ideological research as a relevant way to end women’s unequal social
position. The aim of feminist research 1s not only to generate a more accurate account of
women’s lives from everyday experiences, but also to communicate new knowledge to
change the oppr(;ssive cqnditions in which they live. Feminist research is politically
driven in the sense that it challenges the dominant forces that shape women’s lives and
seeks answers as to how to address and correct injustices (Anderson, 2001). In this
research, the immigrant women’s experience was investigated from the health care

provider’s perspective. I do acknowledge and recognize the importance of both the
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immigrant women’s perspective and health care providers’ perspective. Due to

time and financial constraints, a thorough investigation of both perspectives was not
feasible for this project. Furthermore, I also acknowledge that the health éare provider
participants in this study worked directly with immigrant women and were committed to
providing quality mental health care services for them. Hence this study will provide
relevant ’information to future development of mental health services and research for
immigrant women.

Concepts of culture in the past have been treated as static and factual. Through a
post-colonial feminist perspective one can illuminate how cultural concepts are socially
produced and constructed. This perspective directs health care providers to not see health
from a neutral standpoint of belief systems stripped of social context (Anderson, 2001).
New insights bring us a step closer to deconstructing and re-writing knowledge to
redefine the relations of power and privilege. These shifts in cultural meanings are not
neutral and one must recognize that they are constructed with relations of unequal power
(Anderson, 2001).

Kleinman’s explanatory model.

For the purposes of this thesis, [ draw on Kleinman’s (1978) definition of culture
whereby culture is viewed as a system of symbolic meanings that may influence the
experience and gocial reality of the immigrant woman. The environment that one lives in
is linked to culture as well as to experiences of health and illness. Therefore one must be
aware that to understand the immigrant woman’s health care behaviour there is a need to
understand their conceptualizations of health, illness and disease, as well as how their
cultural values and knowledge may shape this experience. The importance of local

context and culture is paramount in understanding and making sense of everyday life.
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There are many complex factors that shape the immigrant woman’s responses to health
and 1llness.

Culture can shape individual responses to health and illness. Cultural background
has a significant influence on people’s lives: perceptions, emotions, languages, diet,
dress, body image, behaviours, family structures, concept of space and time and
attitudes to illness and pain. However, culture must be seen in its particular context in
relation to historical, economic, poliﬁcal and geographic elements (Donnelly, 2002;
Good, 1994; Helman, 1985; Kleinman, 1978). Although health care decision making
in illness and health occurs within a cultural context, factors such as social, political,
historical, and economic differences influence the immigrant women’s situation and
shape their mental health experiences. Health care providers must strive to recognize
difference in perspectives and the complex interplay of factors to provide holistic
care. Furthermore, hea‘lth care providers need to pay attention to how culture is
conceptualized in research and in everyday nursing practice.

Kleinman’s (1978) explanatory model concept was used as a theoretical
perspective in this study. To increase the understanding of how cultural concepts in
mental iliness could be useful, Kleinman presented concepts and a model for comparison
of medical systems as cultural systems. He maintained that health, illness and health care
are parts of a cuitural system and need to be understood in relation to each other. Three
structural domains of health care in society are suggested: 1) professional sector includes
health care providers; 2) popular sector contains family, social network and community;
3) folk sector is comprised of non-professional healing specialists. Each domain

possesses its own explanation of health and illness. This is key in recognizing that
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different views of health and illness may be brought to the health care provider-client
encounter. The meanings assigned to events within the context of the immigrant women’s
experiences provide an awareness and understanding of how the immigrant women may .-
develop their ideas about what is salient in relation to an event and how their ideas may
influence their behaviours.

With these thoughts in mind, I developed my interview questions to explore whether
there were differing views of health and illness by the immigrant woman as seen by the
health care provider. The question: “In your opinion do you see immigrant women having
difficulties accessing mental health care services” helped to provide a comprehensive
way of viewing the context in which immigrant women accessed mental health care
services. The popular sector comprised of family, social network and community was
seen as most influential in the decision making of whether to seek outside help and
treatment choice. This is particularly important information to understand when you are
trying to provide and negotiate meaningful care and support for the immigrant woman.

In the data analysis stage it became very apparent to me that conflicts between the
professional and popular sectors were bound to occur, resulting in misunderstandings and
difficulties between the health care provider and immigrant Woman. Recognizing and
placing special attention to the three structural domains will help to gain increased
understanding bl}'/ the health care provider as to how to effectively bridge gaps between
the sectors. I interviewed the health care provider to find out what would be helpful to
meet the immigrant woman’s mental health needs. This kind of question revealed data
concerning the importance of the health care provider-client relationship as well as the

problems that may arise when explanatory models are not shared by others. These
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conflicts may also be the result of unequal power relations within the health care
relationship. Relevant information as to how the health care provider-client encounter
could influence the immigrant woman seeking help was obtained. Although different
perspectives and views would occur, the most salient issue 1s the negotiating process
between health care provider and client in providing acceptable and effective health care
(Kleinman, 1978).

Kleinman (1988) also addressed professional and cultural barriers involved with
mental illness and prevention. Social forces .overwhelmingly play a significant
contribution to the onset and course of mental illness and therefore do play a role in its
prevention. He believes there 1s a systemic resistance to dealing with social sources of
mental illness conditions. Due to difficulties in establishing practical social programs,
health professionals and policy makers may focus more on providing drugs and
psychotherapy to treat individual episodes of disease.

Kleinman’s model also directed me to understand and explore the immigrant women’s
mental health care experiences in relation to the health care system. The discourse of
biomedicine shapes the ways in which illness, disease and health are conceptualized and
in turn promotes a certain kind of treatment for the health problem. Dominant
biomedical ideologies neglect the wholeness of the person and little attention is paid to
the complexity c;f the interrelationship between subjective experience and socio cultural
contexts (Kleinman,1980). Health care providers may not always be aware of the
complex interplay of factors that influence client responses to professional care.

The impact of culture on the assumptions health care providers and clients bring to the

negotiation encounter often goes unrecognized. Dyck (1995) suggested using a “local
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context”, i.e.- making sense of everyday life and organized behaviour. This is a salient
point for health care providers to understand and use in their every day communication
with patients. By making room for shared perspectives, shifts in perspectives are created ..
as new-shared knowledge. Health care providers working with immigrant women need to
recognize that cultural differences shape and influence the individual’s coping choices
and strategies. However, the individual’s circumstances need to be considered (Donnelly,
2002). As noted earlier, Kleinman (1978) stressed the importance of negotiation in

each patient-health care provider encounter. Bhabha’s (1994) notion of hybridity

viewed culture as partial and ambiguous, constructed in a space of negotiation. His
powerful writings extend our thinking about culture as a negotiated process, rather

than fixed in time or handed on complete from one generation to the next.

It is suggested that a postcolonial feminist scholarship is useful in offering an
alternative perspective on knowledge development in nursing that would help to address
more thoughtfully issues of equify in health and health care reform (Anderson, 2001).
Anderson stated that it would enable the health care provider to view with increased
clarity the complex issues at the intersection of gender, race, class relations, and cul_ture,
and increase our understanding of how material existence influences health and is shaped
by history. When immigrant women experience difficulties in accessing and utilizing
health care sewi/ces, this may not be due to their culture but rafher historical processes
that have produced oppression and systematic inequities (Anderson, 2000 a, b). Anderson
(2000) suggested that the post-colonial discourse provides ground for interrupting
ahistorical, essentializing, generalizing, culturalist and racializing discourses. A potential

to reframe these dominant discourses is possible through dialogue and to create
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- knowledge that reflects multiple social locations. However, according to Anderson
(2000) this is not possible until the, marginalized experiences are recognized, respected
and treated as legitimate in the social production of knowledge. In this study, the
marginalized immigrant women'’s health care experiences was the focus of my analysis.
Through interviewing health cére providers that were directly involved with immigrant
women and their mental health care experiences, the immigrant woman’s mental health
care experiences were illuminated. This study will provide information pertinent to the
development of mental health services and future research among immigrant women.

Through postcolonial perspective, a theoretical lens was provided to critically
examine how racialization, class, gender and history intersect to shape socio, political and
economic agendas in health care. In this research I conceptualize the interlocking
influences of race, class and gender, and other social relations that influence immigrant
women’s lives, because health and illness are closely allied to the complex interplay of
these factors. This awareness will help health care providers put into context immigrant
women’s life experiences and the intersecting of social relations that influence their
health and health care behaviour. These social relations shape health and illness
meanings and organize the ability to manage illness. Therefore when health care
providers understand this population's experience and social relations, institutional and
organizational ixiﬁastructure and policies will hopefully be changed to better serve the
needs of immigrant women. By developing a heightened awareness of structural barriers
that are imbedded in the health care system, health care providers will benefit in practice,
research and education to overcome both institutional and individual barriers to care

(Browne et al., 2002).
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Site

This research was conducted in Calgary, Alberta. The population of Calgary in
2001 was 878,866 with immigrants being 22.5 % of this total (Stats Canada, 2003).
Data collection was conducted in several Calgary health care facilities that provided
mental health care services to immigrant women. Interviews were conducted with health
care providers who provided direct mental health care services to immigrant women.
Participants

Seven participants were selected from different health care settings to illuminate
diversity in perspectives and gain insight from individuals who practice on various levels
of health care. Acute care and community based health care providers were chosen who
were working in direct contact with immigrant women and promoted mental health care.
Several health care disciplines were included to see whether they viewed the immigrant
woman encountering specific kinds of barriers and contextual factors. Participants were
from diverse ethno cultural backgrounds such as Chinese and South Asian, and included
two Caucasians. Both genders were represented in the sample. The rationale for using
seven health care providers was based on the supervisory committee recommendations
due to time and financial restraints of a Master’s thesis. As well my decision to interview
seven health care providers was not to obtain data saturation, but rather to gain insight
and understandiﬁg concerning the immigrant woman’s mental health care eXperiences..

Participants profile follows:
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Pseudonym Area of Practice Years of Experience

Ruby Immigrant family 28
counsellor

Lisa Outreach/education 33
Counsellor

Hannah Acute care-Mental Health 19

Charles Acute care- Mental Health 20

Marie Community Health 20

outreach & counseling

Charlotte Individual family 10
counsellor

Christie Immigrant family 5
counsellor

Entry into Site
Gaining entry was a gradual process that was negotiated through several organizations.
The Calgary Health Region, Calgary Immigraﬁt Women’s Association, Calgary Family
Services and Catholic Family Services were organizations that were instrumental in
providing contacts. I was also afforded the opportunity through a course practicum to
visit health caré providers in various community agencies that offered mental health
services to immigrant women. This networking proved invaluable, as I later was able to
purposively select suitable participants for the study.
Criteria for Selection of Participants:
1) Englisi-h speaking
2) Health care provider (1.e. psychiatrist, psychologist, registered nurse, sccial
worker or counsellor) working in direct contact with immigrant women and
mental health issues in the community
3) At least two years working experience

Through the guidance and permission of key individuals, I was able to gain access to

health care providers working directly with immigrant women and mental health issues in
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the community. Through many referrals and conversations with health care providers in
settings where mental health services were provided to immigrant women, I carefully
selected my participants. My aim was to obtain a rich information source. A purposive
sample of seven health care providers was selected. Each participant had two interviews
lasting 30-50 minutes. However, due to work obligations and time restraints one
participant was unavailable to do the second interview.
Method of Data Collection

The method of collection was in-depth interviewing using a semi-structured
interview questionnaire. The semi-structured questionnaire encouraged the participants
to explain their experiences in their own words (Morse & Field 1995). Open-ended
questions (see Appendix A) were used as prompts to encourage the participant to
talk about narratives that provided rich, descriptive context.
Ethical Considerations

Permission to conduct this study was obtained from my thesis committee, the Conjoint
Scientific Review Committee and the Conjoint Health Research Ethics Board (See
Appendix B). All participants were given a letter that provided information about the
study (See Appendix C). Consent forms were signed prior to the first interview (See
Appendix D). |

In the writing o/f this thesis, I paid great attention to preserve anonymity and protect the
privacy and confidentiality of the participants. Participants were identified by pseudonym
and code only. All data published will maintain the confidentiality of all participants.
Data collected is kept in a locked and secure environment. The interview tapes will be

destroyed seven years after the completion of the study.
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[ was attentive to the fact that by interviewing health care providers I may uncover
sensitive issues concerning clients or co-workers, which may be distressing for the
participant. In this situation [ was equipped with information concerning counseling
supports.

I acknowledge that as a researcher ] may bring certain personal biases, values and
experiences to the research process. With this awareness I have been careful to monitor
this during the research activities by keeping a journal to write down my feelings. This
process of “reflexivity” is where researchers constantly éhallenge themselves to see that
their own perspectives are not affecting the research method, analysis or interpretations
(Wood & Haber, 20053). In addition the second interview allowed me to return to the
participants to present a preliminary analysis of the data and ask for validation and any
further clarification.

I am also well aware that the way in which [ asked questions could influence the data
obtained, therefore every effort was made to avoid asking leading questions in the
interviews.

Data Analysis

FEach participant had two interviews. The duration of these interviews was
approximately 30-50 minutes with the second interview being a member check. The
second mtervie\%} involved returning my preliminafy data to the participant along with my
initial analytic interpretations. This process enabled me to clarify, expand and discuss
with the participants emergent themes, ideas and concepts. The process of data analysis
and data collection occurred concurrently. Particular direction was taken from

Carspecken (1996) Sandelowski (1995) and Denzin and Lincoln (1994).
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Four steps were involved: 1) The interview data and field notes were taped and
transcribed verbatim as soon as possible following the interview. As data was obtained to
ensure accuracy, transcripts were rechecked against the audiotapes, corrected and a hard -
copy obtained for preliminary analysis. 2) In the early stages of analysis, transcripts were
coded to identify preliminary themes from the data and a list of code categories were
formulated for organizing incoming data. Code categories were refined as subsequent
data was gathered. 3) Data coded in one category was sometimes seen relevant to other
categories. The outcome of this analysis was a set of complicated interrelated concepts
and themes. This process involved a systematic and rigorous development of code
categories and sub-categories and was flexible and evolving. It was also used to draw on
in the coding of subsequent transcripts. Meetings with my supervisor occurred regularly
to review and share reflections on the process of conducting the interview, personal
feelings and analytic descriptions. 4) Themes and concepts were used to compare within
and across transcripts in the data set and across cases. Generated from these themes was a
higher level of data conceptualization and broader theoretical formulations. The second
interview permitted me to return the data to the participant along with my analytic
interpretations. This step in the process enabled me to develop a deeper understanding of
the data and gain insight that helped to move my analysis from individual experiences to
the exploration of the social processes and structures that organize experience.

The dominant themes that emerged from data analysis were difficulties of health care
service access, the influence of culture and the health care provider-client relationship -
that alsb may affect women’s health care experiences. My data revealed that immigrant

women face difficulties with access to mental health services, cultural values and
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practices, and the health care provider-client relationship exerts great influence on the
ways in which immigrant women seek mental health care. The next three chapters focus
on the findings and discussion of these themes. The final chapter is a discussion and

recommendations of this study, including implications for nursing and future inquiry.
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Chapter IV: Findings and Discussion: Difficulties Accessing Health Care Services
This chapter focuses on the findings and discussion of the difficulties that immigrant

women face when accessing mental health care services. Through the health care
prbvider’s perspective, the immigrant women’s experiences and contextual factors such
as language skill insufficiency, the unfamiliarity and lack of awareness of available
services and low economic status are examined as to how these factors might influence
immigrant women's access to mental health care services. I also investigated the role of
gender and structural barriers to access in mental health services. Throughout the chapter,
various intervention strategies identified by the health care providers are presented.
The participants cited numerous difficulties for immigrant women wanting to access
mental health care. However, five dominant sub-themes were consistent throughout all
interviews with the health care providers. Firstly, the most evident sub-theme was the
language barrier, which created a myriad of problems for many immigrant women.
Secondly, the participants voiced consistently that the unfamiliarity with the mental health
care system and the lack of awareness of mental health services available were real concerns
affecting immigrant women’s access to mental health care. It was suggested that the
unfamiliarity of mental health services may result in the immigrant woman’s fear and
mistrust of Western biomedicine. Thirdly, it was suggested in the data that the structure of
the Canadian health care system might also be part of the difficulties experienced by
immigrant women. Fourthly, it was reported that the social determinants of health presented
challenges to accessing mental health care services. Socio economic factors, education level
and social isolation influenced the immigrant women’s situation and shaped their mental
health care experiences. Fifthly, the role of gender was viewed as a contributing influence

with far-reaching effects on how the immigrant women would seek mental health care
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Services.
Language Barrier

Language barriers have far out-reaching effects and may present multifaceted challenges to.
both the immigrant woman and health care provider. According to some participants, many
immigrant women living in Calgary experience not only practical difficulties but also
emotional distress. These difficulties are often in the social context of these women's lives.
Major problems arise in the social context of living as a non-English speaking immigrant and
as a woman in an industrialized urban setting. The following statements by a participant
described what she saw as dilemmas and realities of the immigrant woman:

What often happens is we see some very confused clients with whom you have to
spend a lot of time putting pieces together, because they’ll come in and describe
maybe a doctor they have seen, but sometimes they are not able to explain. I think
because of the language barrier, they do not understand the context in which they
have seen the doctor or they will receive a letter from Alberta Health, which they don’t
understand. When they come to tell me their story, I only hear a fragment of the
story... to hear what’s really going on you have to spend a lot of time with fhem.
- English as a second language.

Several factors preventing women from acquiring English language skills were very
prevalent in the data. English language training is not easily accessible to immigrant women.
Coupled with the demands and responsibilities of childcare, housework, and a job outside the
home, the expense of the language training classes may make it difficult for the women to
attend. This is clearly identified by one participant:

A lot of times they might have stayed longer in this country, but they have not had a

chance to practice their English, so they have to pay for it; the classes can be quite
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expensive 300-400 dollars a course. So English as a Second Language (ESL) is not
totally free here and then you have other issues... transportation, the commitment to
home chores... so it’s really hard.

Language training will continue to be an important issue because of the increase in
numbers of immigrants from non-western source countries. In 2002, 49 % of immigrants to
Calgary had no official language ability, an increase from 45 % in 2000 (Citizenship &
Immigration Canada, 2003). Thus, continual funding for ESL education is critically needed
to meet the increasing demands. The Calgary Board of Education reported that the enrolment
of ESL students has increased from 3,073 in 1991/92 to 8,836 in the year 2000/01 year. This
is an increase of 187 % (City of Calgary, 2003). A recent update from the Albert government
revealed that grants to support non-profit immigrant serving agencies for provision of
settlement services and ESL training has increased to a total of 4.5 million in 2004/2005. For
comparison the grant was 2.9 million in 2000/2001; a total increase of 25 % (Government of
Alberta, 2004).

Learning English is essential for enhancing employment, daily activities and quality
interactions within the healthcare system. Language continues to be a barrier for many
immigrant women, and recent increases in funding for ESL will help to alleviate this
problem. However, it remains to be seen if an increase in funding meets the demand for
English training by the immigrant, given that 22.5 % of Calgary’s population are immigrants.

Interpretive services.

Some participants also stated that next to acquiring ESL there is a need for interpretive
services. It is not always available to all health care service providers in the community as
depicted in the data. In the past several years, the Calgary Health Region (CHR) has worked

toward improvements in this area. Participants from CHR sites were optimistic and reported
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an increase in the availability for interpretive services. In contrast, participants from
community based service agencies that did not work for the CHR spoke of the shortages of
bilingual health care providers available to do this kind of work. This would include not only
interpreters, but also bilingual health care providers. Hannah commented: “T don’t think there
are enough professionals available to do this kind of work... there are very few doctors who
speak the language and those who do, have waiting lists so full, and long, they have a hard
time getting in.” Ruby agreed: “Major languages are covered but it can be quite difficult with
a lot of languages; it’s hard to hire people just for a few hours here and there.”

A s.ocial worker that counselled the non-English speaking woman maintained: “There is
two month long waiting lists for some of these individuals when they’re trying to see a
psychiatrist with Canadian Mental Health... sometimes I would recommend seéing their
family doctor first.”

A bilingual health care provider spoke about the frustration and lack of support for these
women in the community. Not only is there a lack of interpreters but also a shortage of
health care providers who speak the language. This is especially challenging when providing
mental health care counseling. Christie, one of the participants, wondered why there are no
support groups for non-English speaking immigrant women who have mental illness related
issues:

It’s simply not available... if they get an interpreter to the group it just wouldn’t work for
it drops the éroup dynamics [response she gets from service providers in the mental
health system] They are not able to go to the support groups because of language
barriers.
Lisa, another participant, stated it was not an easy task to provide bilingual support groups
because of the complexities of the situation. She maintained it was not the sole responsibility

of just one group to provide those kinds of services: “Resources are just not there...there has
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to be inter-organizational and agency cooperation. Ethno cultural communities have to take -
some lead in providing support.”

For some of the non-profit agencies in the community, providing services to immigrant
women can be very challenging due to time and financial constraints. Although the CHR has
made great improvements in providing interpretive services and provides interpreters in
many languages, these services only provide for the most common languages based on
Calgary’s demographics. The health care providers also have access to the United States
based language line that is now used for back up services. This is a welcome improvement
for many health care providers who are involved with the non-English speaking population.
However, this interpretive service when accessed by smaller non-profit health care agencies
can be very costly. Other counseling agencies in the community must rely on internal staff or
finding their own interpreters. As a result, some agencies provide counseling in only certain
languages but will refer clients elsewhere. Therefore, the access to interpreters is quite
dependent on where one works in the community. This, in the participants' view, limits
immigrants' access to mental health care services.

An interesting observation by the participants interviewed was that they themselves
were predominantly from different ethno cultural groups and were able to speak more
than one language. it was generally agreed that more emphasis should be put on this
strategy of recruitment and retention of bilingual health care providers. It was also suggested
that attention should be directed toward educating and creating interest within the immigraht
youth population to pursue careers in these healfh care fields. Long-term suppoﬁ would
involve expanding and ensuring bilingual, competent health care providers, within our mental

health care system. Charlotte offered these suggestions:

Change needs to happen in the system...more outreach to communities and the youth
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of those communities about the education...kind of interest building in terms of

those fields to create and support....It is another level of systematically reaching out

to have educated, bilingual culturally competent professionals within the community... .

Creating those career fair situations within those communities to target the youth that are

already in the university or about to go

The CHR has recognized that stronger emphasis should be placed on professionally trained

interpreters. An external ethno-cultural consultation project at CHR (2002) found that access
to trained health care interpreters was the single most critical barrier to health care for those
populations. Action was taken to develop a health care interpretive program within the region
to reduce these access barriers. CHR’s interpretation and translation services now consist of
certified interpreters who have had specialized training in health care interpreting. In the
community setting this effort has supported many health care providers in striving to deliver
appropriate care. In trying to improve access and communicate effectively with a non-
English speaking immigrant woman, it is particularly important to have a trained interpreter
present. One of the participants attested to this well: “You do not have to allow the family
members [in], which again with women particularly if there are all these gender

hierarchal issues, their voice isn’t heard or their access is limited.”

Also of note is the Calgary Health Region’s strategy to increase the awareness of
bilingual health eare providers within the region and in the community setting. This will
be a directory of key people and areas related to mental health offering bilingual services.
The directory will be made available to all health care providers working with
immigrants and refugees within the next year (personal conversation with CHR official,

2004).
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Another major problem was lack of translated materials, acco;ding to most
participants. There was very little in terms of written materials, audios or videos that
could be helpful‘to immigrant women. One participant noted that although there have been
many initiatives to improve services for the ethno-cultural population and form partnerships
within community agencies, there is an ongoing need for translated materials. One of the
participants, Marie, questioned: “Why are we still behind in that? Even Grace Women’s
Centre should be equipped with all kinds of resources. They don’t have very many multi-

cultural resources at all.” Lisa also pointed out:

[Immigrant women] will often say ‘yes, I know English to be able to function on a day to
day basis, but when I am stressed or upset it is much easier to communicate in my own
language’. Having access to interpreters and translated materials is very important. ..
providing [resources] in their language enﬁances the information.
Another participant, Ruby st‘ated: “It’s complicated, there is cost but [ see more places
looking at it. We’re providing first language services, hiring more diverse staff, and now [we
need to look at] the written materials. .. What are the tools needed?”

Translated materials are an essential in making information available and increasing the
awareness of what mental illness is and what are the mental health services and resources for
immigrant women.

Unfamiliarity and Unawareness of Mental Health Services

Throughout all interviews the lack of information and lack of awareness of mental health
services by immigrant women was a prevailing theme. Most participants agreed that there
was a lack of awareness of what resources are available to these women and that these
resources would be too expensive for this group anyway. As Charles phrased it:

It prevents them from even accessing the health care system in the first place
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[because] they think they are not able to afford it...and then lack of awareness [has]
resulted in family members not identifying issues for a long time, so when we see
them they are actually quite ill.

Most participants expressed their concerns about service provision. They felt that some
immigrant women do not understand what the services can do for them. Counseling may be
an unfamiliar process and not a part of how these women coped with their problems in the
past. Talking to someone outside the family about these issues may be seen as disloyal and an
unacceptable choice of treatment. Thus, the unfamiliarity of the social services and delivery
of mental health care might have kept the immigrant women from accessing services. As Lisa
clearly stated: “If you don’t know the serviceé exist why would you go and access them?”
Hannah was mindful of the enormity of changes for the new immigrant woman: “It is a huge
change when they [immigrants] first arrive...even in terms of how to shop for groceries and
clothes.” She reflected on a past client with depression who was not only unfamiliar with the
health care system, but also with basic activities of daily living:

[The immigrant women) did not know that you had to pay before you took food out of
the shopping centre. She picked something up and she had money in her hand to pay but
she heard the bus coming...she ran out and got caught. She was quite depressed to
begin with... [now the client] was so terrified... completely psychotic and very
paranoid.
Ruby offered a strategy from her practice that many times has linked the immigrant woman
to the community for support:
Recognizing the vulnerability of this population ... knowing the rocky, difficult long
road they may have had getting to me and it may be another five years if connections
[aren’t made].... maybe [the immigrant women] decides that counseling is not what

they wanted... you let them know what other [resources] are available, whether it is a
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translation line they can call or a women’s group where they can go and talk. You try to
give them as much as you can as quickly as you can so that if they stop coming to see
you...

Concepts of prevention and follow-up were foreign to many immigrants. Most participants
agreed that “talk therapy” is a significant part of standard treatment but may be viewed as
intrusive and unacceptable for many clients. One participant stated also that many.
cultures do not have an extensive range of professionals. However, the Canadian mental
health system relies heavily on interdisciplinary teams and often the individuals just don’t
know who these health care providers are or what they can do for them.

Mistrust of Western biomedicine.
The misunderstandings of service delivery and the unfamiliarity of Western biomedicine
affected the immigrant women in various ways. Participants often mentioned fear and
mistrust of Western biomedicine. Another difficulty voiced by participants was unfamiliarity
with the mental health services. Often the mistrust centres around not understanding or.
trusting medications for their mental iilness. Many immigrant women use alternative
medicine practices and prefer to use their own medications. Charles states:
It’s almost an irony because a lot of them put their trust in their physician but when they
go home they don’t follow...[directions]. They [the immigrant women] don’t tell us,
they are afraid. They tend not to trust the medication as much.”

Lisa also stated:
Many of us don’t even think how our systems programs or services are delivered... the
treatment modalities, they are all based on Western medicine; so if the medical culture

you have come from is very different, you are not going to understand.
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Historically, mental health services and treatment regimens have been centred on the
Western biomedical model (Morrow & Chappell, 1999). The‘ biomedical model has
traditionally focused on disease while patients have focused on the experience of illness, and .
the societal reaction to it (Kleinman, 1978). There is great debate about the utility of using a
disease model for understanding women’s mental health problems (Morrow & Chappell).

As well, the biomedical focus is on modifying the behaviour to increase compliance and
reduce risk factors rather than addressing social and psychological issues. This dominant
discourse of biomedicine shapes the ways in which illness, disease and health are
conceptualized and promotes certain treatment of mental health problems. There may be
neglect of the holistic approaches for these women and little attention paid to the complex
interrelationship between subjective experience and socio-cultural contexts in their lives
(Morrow & Chappell, 1999). For the immigrant women, this may result in their needs and
concerns are not being fully understood or taken seriously. These same women who have not
felt understood or welcome are less likely to access or seek appropriate health caré within the
health care system. The unfamiliarity of Western biomedicine combined with past
mappropriate treatment perpetuates their fears and confusion about accessing mental health
care services.

In the past, biomedical practices and theories have often excluded an analysis of the
unequal distribuﬁon of health care, social inequities and policies that have created barriers for
immigrant womeln to access health services. These exclusions have resulted in the medical
profession giving less attention to historical and macro social factors of the health care

system (Donnelly & Long, 2003).
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Construction of the Canadian Health Care System
The construction of Canada’s health care system may also be part of the difficulties
that affect immigrant women’s everyday lives and influence their health. The health
care system cannot be separated from broader economic, social and political contexts. It
has far-reaching effects as it is intermeshed in a gendered and racialized construction of
nation. The Canadian health care system is one of the best in the world, yet one sees the
contradictions that reveal the deeply structured hierarchies based on race, class and
gender (Jiwani, 2001). These difficulties experienced by immigrant women in the health
care system cannot solely be -explained through a cultural lens. Jiwani stated that it means
addressing the structural issues and viewing the complexities of social inequities from
different angles. She maintained that in the health care system there are multiple forms of
inequities based on race, gender, class, social background and sexuality. The structure of the
health care system may make it inaccessible for many immigrant women. For example,
scheduling of clinic hours, inability to take time off work and the need for interpretive
services can make access problematic. Ruby captured this:
You take ...the regular barriers fhat a person might have looking after themselves...it’s
really exacerbated for immigrant women... worried ...whether they're able to explain
themselves. . .the cost of transportation to get there, not knowing how to take the bus,
childcare.. ..f[hey don’t have the ﬂexibilitj ..there’s kinds of jobs where if they take any
time off it’s ét no pay.
There are individual and systemic access barriers that make it difficult for the
Immigrant woman to access mental health services. In the present section, I will discuss
findings that are more specifically related to systemic and structural access barriers of the

health care system. Acknowledging that both systemic and individual access barriers may
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exist for the immigrant women, in a subsequent section pertaining to the relationship of
health care provider and client, individual structural barriers will be addressed.
Fragmentation of care.

Several of the health care providers agreed that some immigrant women might be aware
of services available, yet were vulnerable and easily confused as to how the system worked.
A health care provider from a community service agency encountered this often and viewed
the problem as resulting from a lack of coordination among different health care providersf
“No one has the whole story, everyone has a piece of it.” Christie, who counsels many
immigrant women, attested to this:

[The immigrant women] has a complaint... They don’t know where to go or who to
go to address those issues. Maybe they feel ignored or left out by the system...
They’ve been told to do.one thing, [to see] someone else, only to be told they don’t
offer such service. .. they don’t have an interpreter, [they’ve] been told someone will
call them back and no one does call...
Christie related this back to herself: “ If I am dealing with someone who speaks a language
that I don’t [know]...when you are so busy and have so many cases to manage... usually
those are the ones you tend to [put off]...you know.” She also believed that a reformation of
case management surrounding complex cases would help the client to avoid starting all over
again with another health care provider. One participant noted:
If you are a counsellor in a stand-alone agency you have to work with other
agencies... other child welfare workers. We already have many cases, [health care
providers] working together... we have a tight network among ourselves and that
facﬂitates the case management process. ...

A criticism of the health care system by one health care provider was the assumption
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that everyone has someone who can support him or her. She felt that the expectation is
that somehow the individual will survive and cope after discharge from hospital, with or
without help at home. Limited discharge planning and support is an example of the
fragmentation of care within the health care system. Lisa explained:
Our health care system is over extended... we all know about discharge and home
support services aren’t overly extensive...so by looking at how our system
works. ..you throw in newcomers who might not have [anyone] it takes a lot of
strength and courage to survive.

Conversely Ruby observed that in her experience with immigrant families,. she has
noticed improved levels of care. There was more coordination of services with immigrant
families as compared to the non-immigrant ones. These complicated multifaceted cases may
present an overwhelming challenge and usually one is not able to work in isolation. Ruby
maintained that these kinds of cases demand a strong coordination of services; otherwise
clients ultimately will not get the appropriate support needed. Furthermore Ruby felt that
follow-up from hospital had improved and health care providers were also reaching out to the
hospitals. She commented:

[Many health care providers are saying] instead of dumping somebody out onto the
street, once you have stitched up a gash from a domestic violence issue, send them to
me... there i’s more coordination of services but definitely there can always be more
done.
Another participant, Charles validated this also: “It is getting better. We try to make sure
before [discharge]... We have a good team of continuing care [post discharge]...This is a
team that will bring the patient [for follow-up mental health care].

There was also a suggestion by a participant that stereotypical views might compromise
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the kind of treatment offered. This occurred when generalizations were used to characterize
certain ethnic groups with labels such as “mentally ill.” They may also have other medical
problems, but are overlooked because of the attributed label. In the literature review, for
example, Beiser (199 8) found family physicians were less likely to refer non-English
speaking patients to specialists and that there was over diagnosing of schizophrenia for
specific ethno cultural groups. Charles suspects after many years of experience: “A lot of
people with depression might have underlying medical illness. ..it just doesn’t get
investigated because they are just mentally ill. .. there 1s a systemic discrimination.” Whereas
Christie questioned: “Is this a competent care system in itself? ...Let alone culturally
competent!” She reflected on her experiences of various immigrant women who have
apparent mental illness but have never formally received treatment. This puzzled her:
“[The client] was very paranoid, hard to engage...seemed like a red flag for a psychiatric
disorder that needed to be treated...she had several counsellors.... even a psychiatrist. ...
[They told her] she didn’t have any problems.”

Differing ideas of mental health.

Another underlying idea was that immigrant women had a different understanding of
what mental health and illness really is. It was felt that immigrant women might not
understand Western discourse around illness and emotional difficulties. This lack of
understanding can result in confusion as to what the health provider is talking about. There
was strong suggestion by one participant that education is needed to bring clarity and
increased awareness of mental illness to these women.

Lisa, who has done a lot of outreach work, knows this all too well. She has been told to
identify mental health as an issue by organizers of the event, but not to mention mental

illness when speaking to various ethnic cultural groups in the community. She was warned
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firmly: “You can talk about stress and wellness but don’t talk to [the ethnic group] about
mental illness” Consequently, two years later Lisa is still not addressing the term “mental
illness” because it has its own barriers. The stigma of mental illness and the lack of
knowledge about mental illness contribute to isolating women from outside support sources.
Systemic changes are not easy, however finding ways to promote acknowledgement of"
mental illness problems amongst different cultures will potentially have an impact on
immigrant women and how they access mental health care services.

The understanding of mental health and mental illness varies from culture to culture.

~ Ideas of health and what actions are taken can be quite different. It is well supported
through the literature review that for example, in some Asian cultures individual
treatment models that do not reflect the interconnections between family and the
community are considered inappropriate. Another example is the Aboriginal cultures
whereby a person hearing voices or experiencing hallucinations may be considered a
visionary with extraordinary spiritual insights. In the contemporary mental health system,
there is no standard recognition of differing perspecﬁves on mental health and illness. Most
individuals are offered the same type of treatment and resp@nses; therefore responding to
specific needs of ethnic cultural diversity may be inadequate or non-existent m the system
(Morrow & Chapell,1999).

Furthermore, desigming mental health care programs and integrating these' programs will
strengthen services to all clients. Increasing service to ethno cultural communities involves
different health promotion strategies than those sufficient for a Canadian born and educated
population. Some immigrant women may not be fluent in English nor have a high level of
education. Some of the systemic struggles of the participants were reflective of the
inadequate resources provided for health promotion such as health fairs and provision of

translated materials. As one health care provider pointed out:
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Certainly in terms of educating and helping people to learn about our system and how
we treat people. .. you have to find that level of connectiveness that you're
communicating about the same thing.... That is a bigger challenge than in other health
problems.

Christie spoke out in the woman’s defence:
You see a gap between immigrants and the system... the gap needs to be breached.. .
[The immigrant women] shouldn’t feel imposed on, rather that their knowledge is
valuable and that they wouldn’t have to change their total ways of thinking, because
they won’t.

Charlotte also endorsed this integration:
There is some real active work getting done within the professional community of
getting together as a network...the next step is getting that information to a
comprehensive level that lother professionals could access. We have great resources in
the community that just are not known about.

Lisa commented:
Those who are marginalized don’t feel that the system is changing fast enough... Those
within the system think it is moving too fast and if you are the change agent it is... How
do you moVe your system forward‘ and how do you move your population forward...
[when] they are not on the same page?

Health care responsibility involves multiple players and the health care system is one
member. With minimal resources all health care players need to look at how to maximize,
collaborate and work together to discover solutions. Lisa commented on meeting these goals
and maximizing limited resources: “It’s everybody’s responsibility, not just the health

care system...We play a part and should be a member in consideration, but we can’t be
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everything to everyone.”
Systemic discrimination.

Although the commonly held views of Canadian society is that the health care system is
equitable and non-discriminating, there is evidence that racism is enacted within institutional
and organizations and is embedded in the structures and value systems of society (Brown, et
al., 2002). Access is therefore not equal for everyone. For the marginalized immigrant
women facing multiple forms of inequities based on race, class and gender, access to mental
health care services may be very constrained (Morrow & Chappell, 1999). These multiple
inequities intersect and have great influence on the immigrant women’s life. An outreach
educator with thirty-three years experience spoke to this: “T've raised the issue of both
individual and systemic racism. The way our systemé are defined is based on white power
and privilege.” She maintained that change needed to come at various levels both the
individual and also at the program level. Educating people about racism is essential, yet it can
be a very threatening topic. Health care providers may feel hesitant to acknowledge racism in
themselves or in their institutions. Lisa explained: “You have information on racism...ata
display not many people stop to talk to you...most people see the word racism and beat it the
other way!”

Some participants expressed the view that immigrant women were vulnerable targets for
systemic discrimination. Characteristics of some immigrant women such as being non-
English speaking, older and poor compounded the likelihood of being treated unfairly. Ruby
spoke about issues of childcare and translation services being part of the outreach services for
these women: “If our [health care] systems don’t allow for us doing outreach [such as]
provision of translation and childcare then systemically we can discriminate.” Christie also
supported this idea and made it quite clear that typical hours of health care service may make

access difficult or impossible for many. The woman may have jobs with long hours and no
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medical appointment or sick time benefits, or they may have child care responsibilities and
no one to care for the children in their absence. She also pointed out that many health care
providers are women and have their own family responsibilities. They have no desire to
commit themselves to work on weekends or evenings.

One health care provider questioned whether lack of interpreter services or choosing
not to use these services was a form of discrimination against these women. Again Ruby,
who has extensive experience with counseling and human rights for women, felt that this
was a form of systemic discrimination. She clearly stated: “Non-provision of translation

 services [is discriminating]... people are receiving a different kind of service because
things aren’t explained clearly... in order to be expedient.” Ruby reflected on a past case
where many extreme misunderstandings took place, to the point that the immigrant
women’s children were apprehended. They were a refugee family with health and
language issues present, yet no interpreter was involved. Ruby maintained:
If they would have had an interpreter she wouldn’t have had to deal with losing her
kids...the trauma. ..l mean it was for a day or two, she go't them back but she had
them taken away. This family has enough problems without... now she’s horrified to
do anything!”
Inequality within the system.

As referred to in the literature review, the past few decades have seen many changes in
Canada’s policies with the ideologies of equal opportunities for all and individual effort

| being responsible for success of reducing inequities. Government documents such as
“Achieving Health for All: A Framework for Health Promotion” (Health Canada, 1986)
stated fhat reducing inequities is one of the first challenges to face. Despite a widely

accepted and shared ideology of equality, Li (1988) asserted that social inequality remains
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well entrenched in Canadian society. It is represented by the popular mobility dream. Thg
mobility dream is an idea of an open society where everyone has equal rights/opportunities
and the failure or success reflects self-efforts. This embedded ideology of self-care
responsibility and individualism are given as solutions and in the best interest of the
consumer, even if systemic inequities are identified.

Li (1988) also pointed out that social forces widen inequalities, for example gender,
nativity, ethnic origin and age are often used as grounds for discrimination. There is
verification of this in the data, where participants confirmed that inequality does exist
however subtle or disclosed. A counsellor for over two decades ﬁointed out: “As
Canadians. .. we tend to think of ourselves as very accepting... accept everybody and
everyone is treated equally...There is a major difference between equality and
equity...accepting everybody, that is not true.”

Charlotte, who has helped immigrant women for years perceives that even though the
discrimination may be unintentional, it exists in the way service is delivered: “They are not
equal [the immigrant women], So how do we kind of make [services] equally accessible
or in handling the assumption of discrimination. I don’t have the answers...it is very
difficult.” However on a more positive note Charlotte also believed that immigrant
women’s strong inner core and spiritual nature would eventually help them, however
many of the structural barriers in place countered those strengths. ‘She maintained that
immigrant women would be willing to try an unfamiliar method of treatment. If given an
opportunity the women would find a way to create community and do what they had to
do because of their social nature and the desire to have their knowledge heard and
included.

One participant identified that job discrimination was also a factor in affecting the
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immigrant women’s mental health. The inequality of the sexes in certain professions was
there, no matter which way one viewed it. Hannah, a seasoned health care provider,
maintained that professions such as engineering and some areas of medicine continue to be
male dominated. Therefore, for the immigrant women: “It’s like a double whammy, they
usually have to compete not just within the same [occupation] but with the other cultures.”
The following narrative truly céptured the essence of the difficulties and negative
“attitudes some immigrant women face. Marie, one of the participants, shared her experience
froﬁa twenty years ago as an immigrant woman and also as a health care provider new to
Canada. Although in this study she was a health care provider participant, she also provided a
rich description of her experience as a newcomer to Canada. She related having extreme
difficulty acquiring a full time job because she had no “Canadian experience” as a health care
provider. She had left a well-respected position and job back in her country of origin and now
in Canada was met with a myriad of challenges. Marie expressed her sufferiﬁg:
I had no money...[I had] loss of power... [ was dependent on my in-laws. You may
suffer from very low self-esteem and it takes you a long time to get back...You're
expected to go out and earn money because you are an immigrant, you need to make
money.... When you have to establish a new relationship, a new family. It’s a very,
very hard job... [there are] arranged marriages. .. you come and meet these new people
and family that you don’t know and [try to] build up those relationships.
Ultimately triumphant, Marie's situation gradually improved because she was a fighter and
determined to succeed:
You do become a fighter, which was something that was in me... [ took it as a challenge
and thought...I have this and I'm going to prove it. If I didn’t have that in me I

probably would have become very, very depressed. I did have a very supportive
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husband who supported me throughout.
She asserted that without her determination and her supports she would have become very
depressed. It seems clear that the immigrant women who may not have a great deal of support or .
a strong determination to adapt and succeed may be further at risk for mental health problems.

Charlotte worked with senior immigrants and reflected on her counseling experiences. She

pgrceived that inequality might not necessarily exist around services but around the Canadian
laws for seniors. She specifically identified that there was differences in perception
concerning the age of when one became a senior citizen. Through her experience she has
found that for some cultures such as South Asians, traditionally they may perceive
themselves as a senior at about 55 years of age. They may also view this senior role as a time
when health may start to decline and more support is expected from their family. In Canada,
it is at 65 years of age where support and services commence. Charlotte has found that
difficulties and negative perceptions result because immigrant women perceive themselves as
seniors and behave as such, yet are not able to access services for seniors. Charlotte
cautioned that health care providers should be aware of the context in age and aging and
its effects. She thoughtfully reflected:

Not all South Asians but some [immigrant women] are holding that traditional role.

As professionals [we may think] you’re only 55, you’re not doing very much or they

expect their kids to do more for them...that can be in their eyes, discrimination.
Social Determilllants of Health

The socio economic status in health has far-reaching effects on the immigrant woman and

also can be used to examine the inequalities experienced. The awareness of the multiple
factors affecting the lives of immigrant women which are related to not only power relations
between the sexes but also to key structural issues and the class position of the immigrant

women in society needs to be recognized. As cited in the literature review, poor immigrant

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



57

women are trapped in lower echelon jobs by the mstitutional structures and interests of
dominant groups (Anderson, 1987). The non-English speaking immigrant women are more
- likely to come from a low-income family. The majority of immigrant women work because .
of economic necessity and they may be overworked while juggling several poorly paying
jobs. In addition, many immigrant women are unaware of their rights, such as unemployment
insurance, workmen’s compensation and overtime pay.
Socio economic factors.
Some participants reported that immigrant women do not have the luxury of taking
time off from their job to see a mental health therapist or counsellor. It was emphasized they
needed the health care provider to take time and listen to them. The marginalized voices of
the women needed to be recognized and respected as an accurate account of their
everyday experiences. Needs such as food, clothing and shelter were first priorities. One
health care provider concluded that many of these women were looking for more than |
counseling through the agency but rather wanted their instrumental needs met. For example,
they may be expecting help with getting thé food they need, safe housing and obtaining
children’s school supplies. These women often feel overwhelmed by everything they are
responsible for, and this was also a real barrier in getting help. Several participants echoed
these concerns. Ruby maintained: “They’re worried where their next meal is coming from or
whether or not th;y’re going to be able to explain themselves when they meet the teacher, so
there is a lot of worries going on.” Christie pointed out: “She {the immigrant woman] was so
excited that she got some bus tickets. .. they’re struggling with some of the basic needs.

Sometimes these are the most difficult [needs].” Lisa is of the same mind:

If you’re trying to juggle several jobs to support your family and you don’t have

the benefits to go and seek help, you’re not going to pick seeing a mental health
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therapist; it’s a priority between maintaining your job, feeding your family versus

going for counseling. most people will pick the basic need.

Lack of resources makes it difficult for the immigrant woman to maintain physical and-’
emotional well-being. Poverty and lack of social support greatly impact the immigrant
woman’s abilities to access services in the mental health system. Social conditions such
as economic insecurity, family responsibilities and experiences of violence influence the
ways women access and optimally utilize services. For many women social conditions of
inequality, particularly experiences of violence have precipitated their entry into the mental

health system.

It is important to recognize that social support and access to financial resources may
determine the type of mental health care a woman can access (Morrow & Chappell,
1999). The data reported is consistent with these notions. Poverty impacts on women’s
abilities to access services. Women without financial resources have less treatment choices.
The “working poor” as one participant noted, don’t qualify for social assistance, but at the
same time are unable to afford the newer medications. There is no money available within the
family for such treatments. Sometimes the mental health concerns are related to family .
problems, which do not qualify under the mandate of severe mental illness. The two-tiered
system of public and private health care services makes it more difficult for the immigrant
women to accesé'counselmg because of lack of financial resources (Morrow & Chappell).
For examplé, if the immigrant woman does not meet the criteria for severe and persistent

mental illness, they are referred for counseling which is not covered by health care. Another

example is that immigrant women on social assistance are only able to access publicly funded
services, which makes it almost impossible for women living in poverty to access counseling

or alternative treatments. Health care consumers who have the ability to pay have a much
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wider range of treatment choices for many health services.

Two health care providers articulated these concerns about gaps in the mental health

system, which is strongly related to the financial status of the immigrant women:
Mental health psychotherapy sessions are from a two-tiered system; they have to pay
at private clinics or agencies for the psychotherapy. Manyr immigrant families aren’t
able to afford the cost of medication... it can be quite expensive. They can’t afford the
newer medications so they end up being given the cheaper, older medications which
have more severe side affects ... a drawback.
Christie agreed : “For depressed women it’s something [ economic status] that prevents them
from accessing [mental health services]in the first place.”

Some participants felt the inability to pay was only part of the issue. Charlotte, who has
counselled immigrants for ten years, felt there was a real resistance among immigrants about
paying fees and that service should be covered by government health care. Perception around
the value of service was deemed an important piece as well: “It’s very possible they do have
money, but perceive it [counseling] as something they would not spend their money on... for
these kinds of services.”

Differing values and beliefs about the services may prevent the immigrant woman from
accessing even if she is financially able to pay. Counseling may not be valued as a treatment
modality because it is unfamiliar to many cultures. One participant summed it up: “If it were
the difference between paying your rent and eating, versus going to talk to someone when
there are language barriers and other issues... why would you do it?”

There are also compounding factors that accompany low economic status. For example

many participants talked about practical issues, such as transportation. It can be a huge
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concern for immigrant women to travel to a'ppointments. For'some immigrant women taking
the bus can be confusing and difficult. The cost of transportation and getting time off work
can be challenges. It could mean taking time off without pay, which compouﬁds the cost of
the treatment itself. The hours in which services afe delivered may also be problematic
especially when they are mainly offered between 8:30 pm and 4:30 pm, and usually
weekdays. Immigrant women with young children may have to pay for babysitters or try to
keep appointments'whﬂe their children are in school. Another participant suggested that
money is made more available when there is a crisis or more urgent need:

Many people seek help when it’s a crisis; to go for ongoing help may not be something

that is meaningful. In many countries people also have to pay for health care services so

you would go only in a crisis.

It was quite evident that an immigrant woman’s mental health status and health
opportunity depends on a multitude of social conditions. Health status is not equally
distributed among individuals because the individual opportunity to achieve health is not
equal. The social circumstances of immigrant women profoundly affect their ability to obtain
help. Economic inequalities are among the important social determinants of mental health
status. As Charles, one participant noted: “There is no equality in economic factors...not
getting the proper medications because of lack of money and no health plan [are examples].”

Education lelvel.

The levél of education of the immigrant women was explored to discover whether it
impacts their health care practices. The contention that women with higher levels of
education would look after their health better was examined. Was the assumption true
that immigrant women with lower education less able or inclined to take care of

themselves than their more educated countrywomen? Several participants felt that the
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level of education played a large part in how immigrant women tend to access mental
health care services. The lack of education from the home country may affect the
immigrant women'’s level of awareness of Western cultures as well as how to problem
solve. The levels of English skills were also very much a part of how quickly the

immigrant women adjust to Canadian society and learn how to work the system.

Some participants felt that socio economic status and education levels were closely tied
to the kind of treatment one might receive, as well as how assertive one would be in
accessing health care. Therefore, an immigrant woman in a lower echelon job with poor
English skills may have little or no access to health care services, even though she may
have an overwhelming need to obtain care. However, Charles, with over twenty years
experience, felt that a higher level of education could actually be a barrier due to the
immigrant questioning so many things: “ So it can be a barrier or a benefit; more
education might have helped their English skills but the more you explain the more they
question, they really don’t want to accept an answer.” An experienced counsellor for over
thirty years who has seen a broad range of people in different settings commented that a
higher income individual would have greater access than somebody who was less
educated. In other words: “If you’re more educated probably your level of awareness of
social issues and wellness may be quite different from somebody who is in survival
mode.” Another [health care provider suggested that in Canada a certain level of education
is taken for granted, whether it be junior high or high school because that’s what most
people would get in this country. Some immigrant women have never been to school in
their home country, therefore a heightened awareness of their past educational

experiences will help the health care provider plan treatment. Although it is generally
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assumed that immigrant women who are well educated adjust more quickly to
Canadian ways, one must also give credit to immigrant women who have only minimal
education. Christie, a family counsellor noted:
Even women with minimum education have aulot of survival skills. Something I’ve
learned from them... You may not connect with them on the same level but if you pay
attention to the little things... they are very smart and have their ways of getting
information.

However, a higher level of education does not guarantee employment for recent
immigrant women. Coping with unemployment or being under employed may predispose -
many to feel discouraged or put their mental health in jeopardy. With the incréasing number
of immigrants there is a growing need for settlement and support services. However, funding
for such services has not grown accordingly. It was reported in 2000-01 a total of 464.2
million in processing and landing fees was paid, while the Canadian government spent 336.4
million on integration and settlement. Immigration settlement services are estimated at
approximately 3,000 per individual. It is interesting to note that with a national target of
300,000 immigrants, this represents a shortfall of about 600 million in support to immigrants
(Citizenship & Immigration, 2002).

Knowing the woman’s education status might influence the attitude and approach of
care by the health care provider. For example, there are many immigrants that are well
educated but their credentials are not recognized in Canada. Loss of occupation
status and being in a poorly paid job may alter their self-esteem immensely. It was
suggested by a participant that in some instances this may affect the kind of mental health
care given. Lisa has worked many years in health care and pointed out that attitudes

might change with the knowledge that the client is well educated: “When she [the health
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care provider] found out that this particular patient had three degrees and was much more
educated than she herself, her tone of conversation changed.” This example demonstrates
the recognition and respect that may be attached to the well-educated individual.
However, the participants also stressed that one must treat each individual’s
circumstances uniquely and recognize the challenges and stresses that they have
experienced. The awareness of social and historical factors is necessary to provide
appropriate supporf to the entire individual.

Social isolation.

The problems associated with social 1solation were elaborated upon by many of the health
care provider participants. It was most significant within the senior immigrant population and
the new immigrant women who have recently arrived in Canada. These social isolation
problems are due to a variety of factors. Language difficulties, transportation issues,
traditional roles and isolation from the ethnic community were some of the examples given.
The newly sponsored immigrant woman who enters Canada through family class status may
find herself in a powerless and generally dependent position. Due to her second-class status
in relation to the labour force, government benefits and services, she is frequently isolated
and depéndent on the family. This dependency of the immigrant women may create very
unhealthy situations and serious conflicts. Marie who works with immigrant families
described this well: |

Definitely it is a control issue that happens when they can’t go out because of the
family enforcement... They re basically dependent on them [the family] and they are
dependent on the husband. They don’t have their own family, so they feel totally
isolated and calling home is not cheap. So they don’t know anybody because they are

immigrants. .. that can lead to depression.
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For the younger immigrant woman, who is 1solated in the home and may not know anyone
to help, this oppressive situation continues. It was felt however, that the younger immigrant
woman with children are often in contact with heah;.h care providers and family services
through their practical problems of everyday life. Some comments were: “Their saving grace
is their children. They meet others professionally and non- professionally. .. it’s a good thing
that networking does happen.” Another participant voiced this as well: “Younger women are
less of an issue because they are quite good at speaking English by the time we see them!” It
was felt that over time these situations improve and do get better. Through job attainment,
going to school and making friends, the isolation was reduced. However, the stronger
emphasis by the participants was on the isolatéd senior. All participants agreed that isolation
was a serious problem for this population. Ruby, who has worked extensively with immigrant
women expressed with great emotion:

With the senior population my heart breaks; I just struggle, like what service do I have

to provide [for senior immigrants] what can be provided for the senior women? I mean
they have so many losses. .. at their age they’re here because their spouse is gone. They
will often have a child care role, but there seems to be some big problems.

The socio economic condition of senior women'’s lives, particularly poverty and social
isolation, has a huge impact on their mental health. Over time the situation may not
improve for seniprs, as it often does for younger immigrants. Some participants suggested
that seniors are less likely to get the care they need for mental health problems. Limited
access to services occurs especially in rural areas. Immigrant senior women become the
most disenfranchised because of the language, lack of knowledge and core beliefs around
culture. Isolation may also be their choice, because they feel safer. Cooking, cleaning and

childcare activities are familiar but they also keep the senior in the home.
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The ethno cultural community was seen as an extremely important resource for
seniors. Participants felt that the ethnic communities with good social structure and
networks gave strong support to their senior population. Unfortunately many seniors do .-
not have the means to access their own communities because of transportation and
language barriers.

The Role of Gender
Role change and contflict.

The double burden of engaging in paid work and having family responsibilities while
adjusting to a new country, even while maintaining the cultural norms of the old, is a
familiar pattern for many immigrant women. The notion of role change is well
documented in the literature as being one of the defining stressors in immigrant women’s
lives (Jiwani, 2001). Role overload and cultural conflicts make it almost impossible for
immigrant women to consider reaching out to access appropriate mental health care
treatment. These multiple roles and high expectations of immigrant women put them in a
vulnerable hi gh—risk position for high levels of stress and stress related illnesses.

Participants emphasized many immigrant women from, for example, Asia and Afﬁca
had very different roles chpared to Western or Caucasian women. Often the
traditional female role may be seen as subordinate and sacrificing. As Charles, one health
care provider phfased it:

A lot of their roles are very subservient, ... Their role is homemaker, housekeeper...
they have a lot of stress, but of course they don’t know where to go to deal with it.. ..
Lots of immigrant women [when] they get married they go to the husband’s family...
they not only serve their husband and kids but also the in-laws. You see a lot of

conflict, especially in Calgary, in terms of their role. Sometimes they feel rejected
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by not just their husband but also by their in-laws.
It is not an easy process for the immigrant woman and her family due to role conflicts
and cultural expectations of family elders. Hannah gave an éxample:
Culturally the older folk... may live with their children... In most parts of India they
live with their oldest son, no matter what. It is really difficult to separate them
because culturally it is their right. They have someone to look after them...I would
say it is two kinds of extremes... Here it is the norm, when one gets older you retire
in a senior citizen place and you are on your own and not dependent on your
children....Some [immigrants] want to live on this side of the world but totally
follow the cultural [norm] that they were raised in.
Also, due to the socio economic demands of being in a new country, immigrant women
may have to take on a new role; one that is very different from the traditional roles that
they were raised with. Charlotte, who has counselled for ten years, noted:
It’s a direct challenge to that particular psycholo giéal process, just because of basic
’economic status.... Regardless of it being a basic necessity the perceptions becomes
about the power, balance and hierarchy.... It becomes a battle, because here are the
women trying to assume the position of the male, which may not be traditional.
Charlotte maintained that the women do not necessarily want to give up that traditional
role because it w[as a familiar role; one that may have its own kind of power. With
changes in role, confusion and feelings of powerlessness may take hold. These findings
are similarly echoed in the literature review (Kinnon, 1999). Gender is a complex
variable, which is inextricably tied to the dynamic and changeable nature of social and

cultural systems (Brown, et al.; 2002; Greaves, 1999). Therefore, these changes in gender
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roles will affect the immigrant women’s responses in accessing and using mental health
care services.
Commitment to the family.

Gender roles influenced whether mental health care services were accepted and
accessed. For example, participants reported that immigrant women might have a strong
commitment to home chores and childcare. The time frame of when mental health
services were offered and the practicalities of getting there could also be problematic for
the women. Often if women needed long-term psychiatric care the family may not égree
to it. Charlotte felt that although some cultural practices may be a barrier, there is also
another very significant aspect to this gender role analysis. For immigrant women there ‘is
a core belief that they are responsible for the stability of the family and have the care-
giving role.

With limited resources and access, the immigrant women continues to maintain
honour within the famuly. This traditional role is so powerful that it impacts the choices
these women make. If they make a choice to accept some of these mental health services,
it may be somehow betraying the family or abandoning their traditional role. To create
shame and dishonour, within the family further complicates the situation.

For the low-income immigrant family, survival of the family necessitate the woman
engage in paid Work, as well as maintain the household and care for her children and her
husband. However, by going to work her husband’s authority is undermined because she
has gained economic power in the relationship. This may produce conflicts and marital
problems. As Lisa described: “Maybe the woman who has never worked is the one who
gets the job.... [She] is now earning the money, so her self-esteem and independence

might be increasing while her husband’s self-esteem is decreasing.” Lisa noted this
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precarious situation may lead to abuse and family violence if the husband attempts to
reassert authority in the relationship. Charlotte observed that role expectations may also
shift:

There is movement that women are very capable and will work outside the home.
There are highly educated [women] back home but this was not the norm... So when
they come here they want to continue with that education and their expectation 1s that
it will happen...it is a reversal on the family.

Shifting of roles.

Similarly Marie, another health care provider has observed the shifting of gender roles
within the senior South Asian population. She stated that when seniors are immigrating
from their traditional male dominated society, often there is a shift in power within the
extended family. Once living in Canada, she described how the senior male’s role might
be changed. The senior male may have less to do and also nﬁay become depressed. In
contrast, the senior female may be to a very 1arge extent in charge of the household. This
mother-in-law power continues to grow as she involves herself with childcare, household
work and deciding what should or shouldn’t happen within the family. In some families
the son might contribute money to his mother- instead of his wife. Consequently, the
senior women may play a very dominant role, subsequently neglecting the male or in
some cases exacﬁng a revenge for her own years of oppression. Marie described this
well:

She may call the shots on him, [and tell him] you don’t have anything else to do...
Why don’t you clean the floor? [The senior women] may be telling and

giving him more instructions.... to keep him busy. I’ve also seen taking revenge for
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the back home relationship where the male was more dominant on her.

Marie, however described another potential shift in roles when the newly immigrated
family has lived here for a while. The daughter-in-law gradually starts to take over the
household and this power may shift from the mother-in-law to her. In this situation the
senior woman who has had power might then go through the grieving process of losing
her own power and self-esteem.

Domination and control of women.

In the pést, cultural differences may have been used to help rationalize and explain
why partners of immigrant women use behaviours of control and dominance (Jiwani,
2001). However, by conforming to this dominant ideology that may hold cultural
differences responsible, there is less attention given to other powerful structural barriers
and environmental stressors that immigrants face.

As seen In the literature review, women represent over half of all immigrants and are
more likely to enter the system under the family class (Boyd, 1998). Many women come
as the dependent spouse of a male independent immigrant. Right from the beginning of
their new life in Canada, immigrant women have compromised autonomy and
independence. Also cited in the literature review is the fact that Canada’s immigration
policy has further contributed to the immigrant women’s dependency and vulnerability
(Citizenship & ﬁrmigration Canada, 2002). It has been pointed out that biases and
hierarchies in immigration policy creates unequal social relations between the sexes and
places the immigrant women in a socially disadvantaged position (Anderson & Reimer
Kirkhain,1998).

The health care provider accounts clearly indicated that these situations of dependency
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and abuse are very real for many immigrant Women. Some health care providers are also
well informed about the limitations of the immigration policies. Charles expressed
concern for these women:* If they are being sponsored...it is for ten years.... They are
quite reliant on their husbands and in-laws and they can’t move out because of that
situation.... They cannot support themselves for ten years!” He added:
[Some] Asiaﬁ men are involved in gambling. .. the women is working and it is hard
to see her money going to her husband who spent it on gambling ‘and she couldn’t do
much about it. She is obliged to stay with him, although there may be some abusive
issues... She would have to leave her children and live somewhere else.
Charles goes on to say:
We can never reélly overemphasize... a lot of [immigrants] carry traumatic issues
from their past... We have noticed posttraumatic stress cases. And a lot of boat
people from Vietnam that was subject to all kinds of torture and pirates abuse...
[Other cases] from Africa and South America where women have been tortured, their
family 1.(illed. : There is suppression going on in other countries...[Immigrants] who
have come here have been subject to much abuse.
However, Ruby maintained that immigrant women could legally charge a man if he is
being abusive and possibly have him sent out of the country. She cautioned however that
one must considér the many factors at play: “If you’re pushing people to do things
without having all the information [the immigrant women] could end up worse off!” The
health care provider’s perspective may not always be the best choice: “If it was me that

guy would be out the door so fast...I would go on welfare and get all these supports in
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place.. .start a new life for myself.” However the immigrant woman’s situation may be
different than that of a Canadian-born woman. ‘Ruby recapped a situation:
“If she left him he was the only one in her family that could sponsor other family
members over from their country of origin.... [The immigrant women] could be fine
over here and managing okay. [But] she has no hope for quite some time for getting
other family members over. Getting them over for their love and support.... so that
they are not dying somewhere in refugee camps or involved in political [violence].

Another participant was reflective on how historical factors have influenced his Chinese

clients, women from the mainland China but have lived here for fifty years: |
[Chinese women] were taught that they are all equal, but no they are not equal. A lot
of women are still subject to systemic abuse by men. They see their role as inferior or
dependent on men, so it would be almost shameful. ..to ask for a divorce or a
separation even if they are being abused by their husbands.

It should be noted that most of the health care provider participants found that even
though the immigrant women wanted to seek support, access was either limited or
forbidden once the male partner found out about counseling. Furthermore, if there was
any continued involvement with treatment, the women’s restrictions and abuse could
escalate. Charlo"tte has found in her experience that male domination and the
disapproval of cbunseling in some instances made it very difficult for these women to
seek help. She noted: “[Family] work is so guided by the power, the structure and the
consent that the male partners provide.”

However even if the women are allowed to come to counseling, despite the consent or

not the impact of change is particularly limited when they go home. One health care
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provider revealed that over time this controlling and dominating behaviour by the male
partner may trigger destructive and volatile actions by the immigrant women: “This

- [immigrant woman] was controlled by the in-laws and the husband. ..she was not allowed
to go out...[This] patient actually killed herself and nobody even knew outside the family
because they were afraid to tell people.”

Marie also agreed and noted through her experience that these control issues may
make it difficult for the health care provider to provide resources that are helpful for the
immigrant women. For example, the need for an interpreter for the non-English speaking
women may be met with resistance. She described a situation where the husband would
not leave the wife’s side: [Marie says]“I would like to meet with you once alone.
[Husband angrily says] Well what for? If you want to meet my wife, meet my wife with
me...] am the interpreter” As the story unfolds this woman client ended up with severe
postpartum depression and there were implications of family violence and child
apprehension. Hannah reaffirmed these same concerns: “To do any family work you need
an interpreter. If you have the patient’s father or husband interpreting...a most unhealthy
situation because you don’t know what they are saying to you.”

Differing experiences between sexes.
It should be noted that past research findings have found many differences between
men and women"s experiences of mental health concerns ( Kinnon, 1999). This is
“especially so when linking between women’s mental health and their social conditions.
Although these physiological and socialization norms are different for women in relation
to their mental health experiences nearly all health care providers interviewed did not
want to elaborate on how this affected their clients. It is not clear to me Why this

gendered understanding of the differences in the women’s specific needs was perhaps
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difficult for the health care provider to discuss. It may imply that they don’t perceive a
difference in mental health care needs between the sexes. However, one participant did
want to expand on the differences in men and women’s needs for counseling. Ruby felt
that immigrant men focused more on problem solving and often their aim was to get the
task done and move on. Conversely women focused predominately on issues of
depression, self care and self esteem. Ruby described this phenomenon:
Many of the immigrant men that I'm working with, their aim is to get the women
back... with the women the aim is more coping with a new circumstance. So
it’s...emotional issues versus this is my task.... The men might be coming [to
counseling]because there was tamily violence and the probation officer said they
have to come.
In her second interview Ruby agreed that although men and women’s menfal health
experiences can be different, they might also have many similar problems. For
example, depression and feeling i1solated were not uncommon for either sex. However,
she emphasized that how the situation is dealt with and how the experience is played out
may be somewhat different for each individual. For immigrant women Ruby maintained:
“When] the women are being discriminated against or harassed. ..that affects them
emotionally.”

Summary

In summary, the health care providers interviewed agreed that immigrant women do
experience difficulties when accessing mental health care services. It was highly evident that
languagve barriers had far reaching effects and presented complex challenges to both the

health care provider and the immigrant woman. However, the awareness and continuing
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advancements in interpretive services has clearly supported the reduction of this access
bartier.

The unfamiliarity and unawareness of mental health services were prevailing
concepts that continue to impede access for these women. The misunderstandings of
service delivery and the fear and mistrust of western biomedicine also compounded their
difficulties.

The health care system has layers of contexts that shape the immigrant women’s
experiences of health and illness. Systemic structural barriers continue to influence the
immigrant women’s contacts with the mental health system and in turn affect their
everyday lives. The health care providers identified that fragmented health care delivery
and system design were somewhat responsible for the kind of treatment immigrant
women experienced. The focus of the health care system on mental illness as a biological
problem combined with the decreased level of understanding of these women’s mental health
needs also created barriers. The structure of the health care system and the absence of
services such as interpreter’s services discouraged immigrant women from obtaining care. It
was strongly suggested by some participants that immigrant women are vulnerable clients
because of factors such as poverty, language skills, age and ignorance of how the system
works.

Inequality within the health care system was also voiced as a real barrier for immigrant
women seeking Iiealth care, despite the popular shared ideology of equality. These
inequalities however subtle or disclosed continue to exist within Canadian society and
conﬂict with Canadian social values related to justice and equality (Brown et al., 2002).
Age and occupational opportunities were other examples given by the health care provider to
illustrate inequities within the system. Clearly most health care provider participants

supported these ideas that access to services is not equal and that health care providers need
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to explore and acknowledge how one can remove some of the barriers and work towards
truly integrating everyone.

Socio economic and other related factors were also seen as major influences in preventing .
access to mental health care services. Poverty and lack of social support greatly impacted the
immigrant women’s abilities to access services in the mental health care system and the
kind of treatment and care received. Level of education, which is often linked to low socio
gconomic status was also thought to be an influence in how the women accessed mental
‘health care. Awareness of world knowledge, how to problem solve and level of English skills
were other examples given.

Social isolation was deemed significant within the senior population. It was suggested
that language differences, transportation issues, isolation from the ethnic community
and gender issues affected the older women’s access to health care resources.

The role of gender influences the immigrant women in her everyday experiences and
might limit or make it impossible to even consider accessing help for mental health
needs. The multiple changing roles of immigrant women situate them in a vulnerable,
high-risk position. The shifting of the gender roles and the underlying power relations
within the family greatly influence the immigrant woman’s access to mental health care
services. This was well supported in the data and literature review (Greaves, 1999;
Jiwani, 2001; Kinnon, 1999).

It was also important for the health care provider to be aware and recognize the kinds
of structural barriers that these women are subject to. As mentioned in the literature
review, Canadian immigration policy further contributed to the immigrant woman’s
dependency and vulnerability. It has also been pointed out that these hierarchies and

biases create unequal social relations between the sexes. It was clearly depicted through
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the health care provider’s accounts that situations of control, dependency and abuse are
very real for many immigrant women. This embedded power which is based on race,
class and gender relations affect the immigrant woman through domination and
subordination. It is essential to that we understand the specific mental health needs of
immigrant women for the implementation and planning of future mental health care for
immigrant women.

As this chapter closes, the focus now shifts toward the next theme, which is culture.
This theme is yet another dimension of the immigrant women'’s experiences of accessing
mental health care. Culture represents more than practices, beliefs and values of a
particular ethnic group. It is within a shifting and complex network of meanings that is
intertwined with economic, historical, political and social processes (Anderson, 2001;
Donnelly, 2002). In the following chapter, the exploration continues as to how culture
shapes the immigrant woman’s responses to her health and as well as accessibility to

mental health care services.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



77
Chapter V: andings and Discussion: Cultural Influences

As discussed in Kleinman’s writings (1978), cultural background has significant
influences on individual lives and shapes their responses to health and illness. Cultural
background has an effect on individual perceptions, emotions, language, diet, dress,
behaviours, family structures, concepts of time and space and attitudes to illness.

This chapter illuminates the ways in which culture can shape immigrant women’s
responses to health and accessing mental health services. This key theme of culture is
representative of a constant evolving network of meanings intertwined within social,
economic, political and historical processes. Therefore, it is essential that in order to
provide adequate care to ethno cultural groups an awareness and consideration of
all factors that influence their responses is necessary.

Data analysis revealed a number of sub-themes, which reflect strong influences on
immigrant women’s access to mental health care services. Firstly, the health care
providers saw dealing with issues within the family as having both positive and negative
outcomes in terms of providing informal support for immigrant women. Participants also
mentioned barriers created by the stigma of mental illness, as well as the danger of
subsequent shunning by the ethnic community. This attitude could lead to the family’s
concealment and denial of the mental illness, which could serve to exacerbate the
situation. Traditi:onal beliefs and practices, as well as strong religious beliefs, were
identified as sources of strength and support for the immigrant woman. Coping strategies
such as reliance on strong family and community-centred values, the resiliency of the
immigrant woman andvrelying on the cultural community were recognized as effective

and positive. Lastly, the health care provider’s understanding of cultural influences was
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considered a significant factor in providing appropriate and quality health care to the
immigrant womarn.
Coping within the Family
The health care providers’ accounts noted that informal support was a critical influence
over whether the immigrant woman sought help for her mental health problems. Thé
participant observations were consistent with the theoretical framework of this study.
Kleinman’s (1978) explanatory model which conceptualized the health care system as a
cultural system composed of three sectors: professional, popular, and the folk. The
popular sector was made up of the family, social network and community. Much of the
decision making as to whether té seek aid or comply with treatment were made in this
sector. Kleinman’s framework is congruent with the participant observations, which
described the family as a strong and controlling influence over the immigrant woman’s
health as well as her source of support. All participants agreed that having the support of
strong family ties was an important factor. The role of the family was extremely
important for emotional support during the illness experience. However, some
participants obsefved cultural background exerted both positive and negative influences
that contributed to how women seek mental health care.
Charles stated: “In Western culture, most people live in isolation from their family

" members. When" they come from other countries, they usually stick together... so I think
that’s a positive.” Participants also found that many timeé the family would try to deal
with the illness on their own and not involve others unless the illness became a major
crisis. If the mental health problem was overwhelming, as in the case of a major

psychosis or schizophrenia, the health care provider felt the family would seek outside
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help. As Lisa observed: “People in other cultures will often tell me they have extended
family or friends to talk to when they have problems... families, that whole extended
family network. .. somebody in that family will be helpful to them.” Ruby, an immigrant -
counsellor, also felt that immigrant women’s ability to deal with mental illness was
strengthened if they were able to draw upon a large support system, including extended
family and spiritual leaders:
If you’ve got extended family it seems the most natural way of dealing with things.
Where they don’t have that... then counseling would be the second best choice... or
if there is serious mental health issues such as depression. There are cases where
their normal way, their cultural way of handling things would be the better way
ideally....We [health care providers] have to change the way we do our work and
you really have to look at who the client is.... Our concept of family has to include
those extended family members and the adopted family members.
Christie, also an immigrant family counsellor, agreed that the family was very important
in providing strength and support. However, she added that health care providers must
pay attention to the intricacies of the immigrant family dynamics:
Sometimes they might tell you something really odd... especially financially they
are intertwined with their in-laws... you may look at it as an abuse issue... if you
understand ft'he concept and the context in which that happens you [will] understand.
Although dealing with mental health problems within the family was seen as a positive
notion, the participants also voiced concern over the power and control exerted over the

immigrant women by the family. Positive and negative interactions may occur within the
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family. The message of keeping the mental illness a secret within the family at any cost,
jeopardizes the chance of obtaining treatment for mental health problems for the family
member. It has already been noted that gender roles do influence and shape the ways in
which immigrant women seek help. Dominance and control by the partner was seen as a
contributing force in preventing the women who experience distress due to family
problems from accessing services. Furthermore, the family was also seen as exerting
pressure and deciding how the mental health problem should be solved. Hannah
validated this: “Many cultures do not see the patient in...biochemical changes...the
recommendation of treatment for the patient is... “pull up your socks’. Family support
from friends...there is enough within the family.” Marie also asserted: “The mind set is
that they can solve their problems on their own... back home it is dealt with differently.”
As well, Charlotte stated these messages are barriers in terms of accessing mental health
counseling services:
Keeping it within the family... if the woman makes changes that could change
everything, there is a lot of pressure on that... not only in the same country...like as
immigrants but there is extended family back home... that social pressure is as real
as it would be of those in the same country [living here]. So that even if [the
immigrant woman] choose to make choices around accessing services and engaging
services, stgying with the service is highly impacted by woman’s perceptions and
pressures from home.
Lisa also confirmed that family support exists on different levels and does not always
improve the woman’s situation: “If there is a serious psychiatric disorder all the family

support is not going to improve it. [For example] if you have schizophrenia...it is not
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going to solve the problem always.” Marie also wondered: “[immigrant women] who
don’t have family care or who don’t have the support of the family... What do they do?
How do they cope?”
Stigma
All participants felt that the cultural stigma attached to mental illness and help

seeking was a strong access barrier for immigrant women. It was felt that in many
cultures there were significant negative feelings around the concept of mental illness and
towards the taking of medication. For example, Christie stated that the Chinese clients
she has counselled found it is easier to hear that their problems are caused by a physical
reason rather than a mental reason. In trying to explain the nature of their illness this
health care provider had numerous challenges: “For them mental illness is a taboo
subject... so they are even afraid to let their own family members know about it...even
their husband or wife.” Another health care provider expressed her concerns:

How do you respect where people are at? It is a scary concept, mental illness.... The

stigma is great if they think God is punishing them, how can the little mental health

care system do something? So there are a lot more complicating factors.
Hannah put it plainly: “Anything psychiatric is looked upon as stigma.” Charlotte agreed
that stigma was associated with mental health services such as counseling. Particularly
from a cultural fierspective, accessing mental health services was difficult for many
immigrant women. She spoke about her encounters with South Asian women:

The accessing of mental health services is a new concept [for them] ... while there

are some of those services coming from India or Pakistan, there is this concept of

being called “Pheal” which is just... crazy. Any time there is significant mental
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health issues being perceived then they are seen as crazy, so they may not really go
out and look for specific mental health services. .. their access is limited because of a
barrier from their culture and from the perspective of that.
The participants clearly articulated that some clients would outright deny the diagnosis
of being mentally ill. Sometimes the family is complicit in trying to conceal the illness.
Therefore by the time the woman or her family seeks treatment, the illness is usually in
the crisis intervention phase. In other situations, it meant that the immigrant woman
would isolate herself in order to conceal her problem from her community. This creates
further barriers for the immigrant women. Therefore even if mental health services were
available for these immigrant women, the stigma and potential shunning from family and
community would act as a barrier to treatment. Charles attested to this:
They are being stigmatized as mentally ill and that is also very hard for them to deal
with the community because they are not allowed to tell other people that they are
seeing a psychiatrist or have a mental health problem. There is a stigma attached to
it.

Marie also echoed similar encounters of the strong cultural taboos:
They don’t want counseling. .. ij’s considered a taboo... something is wrong with
you... they don’t want people [health care provider] to tell them what to do. They
like to deal4w1th their problems themselves. .. when you try to tell them that there
may be different ways of doing things it is not considered good in the culture. So
they are very hesitant and reluctant to reach out... unless somebody is going through
a major crisis, they won’t reach out. That is something I have seen among immigrant |

women. Resources are offered... they will not because of the taboo that they have
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placed on the condition.

Another health care provider described the feelings of some families concerning the
acceptability of medicine versus counseling: [The immigrant woman asks] ‘What 1is
counseling going to do? It doesn’t help. Give me some medicine that will help to cure’. ..
That is a very common belief.” However, Lisa also noted this: “Many cultures use foods
and talk about balance in their life... certainly medication may or may not be accepted. If
you think your body should be in natural harmony... why would you take a foreign
substance?”

It is suggested in the findings that although there are resources such as counseling,
women might not access these services because of their strong cultural beliefs. Therefore,
cultural beliefs can impact the way immigrant women address their mental health
problems individually and within the family.

Influence of Ethnic Community

The health care providers in this study also recognized that not only was the family a
powerful influence but also the ethnic community as a whole. Participants felt that the
ethnic community had a very definite impact on how the immigrant woman and her
family dealt with mental health problems. Marie, a participant noticed:

Women are hesitant to speak out about it [mental illngss problems] or seek

help.. .somé' woman would go to their family doctor...who speaks the language
because the whole family goes to them and they understand. ...but if somebody in
their community knows, that is always painful with this...it is considered a taboo
towards the famﬂy.

Another participant viewed the ethnic community’s practice and stigma regarding mental
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health illness as yet another bafrier for the immigrant woman to face. Ruby reflected on a .-

past case whereby the immigrant woman was dealing with an abusive husband and

depression. By helping her through this negative situation she found:
A[The immigrant woman] had asked for permission from her community to leave her
husband because the situation was quite extreme. . .they did not grant her permission
to do that. ... if your community is not in agreement with you leaving then you leave
behind...a husband or even if you are nof leaving a husband but you are doing
something that the community doesn’t agree with. That is your whole support
system.

Due to the strong desire to keep the peace within the family and within the members
of the community, women keep quiet. The stigma of having a family member with
mental illness clearly outweighs the desire to access mental health services for fear that
the ethnic community would find out. Thus, lack of community support might be yet
another barrier for some immigrant women to seek mental health care servicés.

Religion and Traditional Healing Practices

The health care providers identified that reliance on traditional health practices and
spiritual beliefs can provide a source of strength and healing power for the immigrant
woman. Traditional healing practices were commonly used to manage health care
matters. Charlotfe noted that immigrant women were more likely to tumn to those methods
first if they are experiencing a mental health problem. She has seen this especially in
Senior women:

For example in the South Asian culture...older woman turn to ‘majar’ which is like

an evil eye...It is the perception of somebody trying to look at you with the evil eye
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or jealousy... that can create some of the mental health issues.... [The family] might
turn to the rituals that they know of how to remove the majar from this person. They
might do something like that before they would even tum to the system or mental
health services.

Christie also reminded the health care provider:
They believe in the strengths of the person that you will heal...you may not have to
see a professional.... They believe in moving on with their lives... They don’t think
they have‘ a problem because they have had a lot of hardships...They have seen
their parents go through much harder times... They never took medication or saw a
psychiatrist and life went on.

Religious beliefs.

Several participants mentioned the powerful influence of religious beliefs. The health
carekproviders recognized that a strong sense of religious and spiritual beliefs were
important to these women for maintaining good health. They emphasized that spiritual
beliefs were on the one hand often a real source of strength and wisdom, but on the other
hand could present as barriers to seek mental health care;

Ruby validated this: “Many of the immigrants that I have contact with, spirituality and
that aspect of who they are... is very promineﬁt.” Christie shared this concerning her
Chinese clients: |

Many Chinese women believe in fate and destination...if they believe their i1l fate is
caused by...If it is part of their destination, sometimes they don’t try to change it...If
they have to suffer it.is their fate and they have to accept it.

Christie also acknowledged that sometimes the woman has tried to access services and
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has encountered a few barriers. This was further proof to the woman that she needed to
be punished. Christie maintained: “[The immigrant woman] will say you know what
maybe this is my punishment.;’ Lisa added:

If you don’t think your problem is caused by a biochemical imbalance but... by

some other reason related to your spiritual beliefs and you think God is punishing

you, why would you go to the mental health system to seek help?

One participant was firmly convinced that recognition and awareness of how a
particular group deal with spiritual beliefs was necessary. For example, in the Aboﬁginal
population the use of sweet grass was a traditional practice and a highly regarded
component of the health care treatment regimen.

It is of interest to note that most of the health care providers had an awareness of these
culturally related tied concepts such as beliefs in Karma or astrology as they relate to
immigrants’ coping and understanding of their life situation. Charlotte observed:

In the Hindu religion they are turning to astrology...the books...the next seven years

are to be really difficult, so ascribing to that destiny and faith...Maybe you are

depressed and actively seeking ways to resolve and control your destiny...This is
part of their traditional coping strategies.... Knowing it is going to be seven years of
difficulty sometimes enhances their ability to know they have to do it and bring some
control back or 0 manage it through that time.

Charlotte maintained that access to mental health services may be limited because of

some immigrant women’s religious convictions around Karma:

| Concepts are still valid around the belief of Karma...you have done something in the

past life that has created some conflict and difficulties you are experiencing today.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



87

For woman who might be depressed they may attribute their depression to Karma.
Again that is going to limit their access to services or if they access the utilization of
treatment. . .their belief is so engrained because it didn’t work in the life before.

Several of the participants identified that the immigrant women’s spim'tuai well being
was a part of their culture and way of life. Spiritual and religious practices were sources
of strength and hope, and provided a way to accept their mental health problem. These
findings are consistent with research studies in the literature review ( Choudhry, 1998;
Kinnon, 1999; Meadows, Thurston & Melton, 2001). It was also well noted in the data
that due to the immigrant woman’s deep religious beliefs such as Karma and destiny,
sometimes it was not necessary for the women to consider accessing services. -

There was a suggestion by some participants that outreach services such as informal
presentations or workshops could be held at common meeting places in the community,
such as the temple, mosque and other spiritual domains where the immigrant women
would congregate. Some participants suggested that targeting the spiritual places would
be an effective strategy for the provision of outreach services. Links with spiritual leaders
and community organizations would lead to a more visible outreach service for the
immigrant women. Charlotte supported fhis: “My sense is that the [immigrant] women if
they do make it to anything, they make it to mass...to the temple...or to cultural events.”
Coping Skills |

Faith and religious practices were identified as being a part of the every day activities
of the immigrant woman. Several participants viewed spirituality as a positive strategy to
cope with the immigrant woman’s mental health concerns. Lisa, a participant expressed a

realistic viewpoint:
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Everybody 1s unique and different, certain people have strong religious beliefs and
values that help them cope with stressful times. Our inner resources...some can cope
with it...some can’t and that is not just unique to immigrants and refugees that is true,
of all of us.
Lisa also viewed immigranf women as having certain survival and adaptation strengths:
“When you encounter barriers every day to cope...There is a certain resiliency...If you
think of some of the experiences that refugees have gone through...They have survived

',7

in refugee camps often for many years!” Charlotte echoed similar views:
When [immigrant women} are comin‘g from a different culture there 1s this sense of
strength and resilience in terms of adapting... There might be initial difficulties. ..
Immigrant women may have had multiple immigration experiences in their history...
So a strength can be developing and adapting new coping strategies that come
easily. .. a familiarity with change.
Ruby was astonished at the immigrant woman’s behaviour: “They are amazingly
resilient... given the situations that they find themselves in...and somehow they still keep
it together.” Ruby also cautions health care providers:
If there is a serious mental health issue or problem in one area, we can loose sight of
where there are also strengths and where that strength can be trénsferred. LIs
important tc; remember that and not to pathologize everything.
Importance of family relationships.
The health care providers recognized that other positive strengths and coping skills lay

in the woman’s strong family and community centred values and collective ways of

sharing. Another participant discovered: “You thought you were helping one
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person...then it would grow...you got them a table or chair.. The next time a voucher
and they gave it to somebody else...that is the way it works, because they share.” This
puzzled the participant at the time: “Why am [ helping and getting these thingé for these -
[immigrants] and then they are giving it away?” Through increased experience she can
now answer this: “Because it is [the extended family] They want all of them to become
better off...not just the isolated unit.” Charlotte agreed too:

With South Asian immigrant women they are so adaptable to learn what others
need...They are more likely to talk to others so that they know about other
services...So they are attuned to knowledge, leéming and watching about others
being healthy.

It should be noted that some participants were keenly aware and proud of the hard
working qualities that many immigrant woman had displayed to them. Even with
minimal resources, the unfamiliarity with food, trying to learn English and power
structure changes within the family, immigrant women were not deterred. Ruby
commended them:

Somehow they put one foot in front of the other and keep on gbing with very, very
difficult circumstances. I thmk they rely a lot on their history and their culture to help
them and to tell them what to do. [As heath care providers] we have to open our eyes
to what it [ﬁistory] does for them in terms of their copving.
Marie also endorsed the women’s positive hard working intenﬁons to improve their
situation:
They are hard working so that really pulls them out...They will work two jobs to

make ends meet. One thing here that is helpful is that woman are used to doing
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everything at home. .. just like back home...So they are used to it....They fall back

on some of the things they have learned at home. They want to contribute to the

family and look after their family health...they do seek medical attention when they -

need to. I think they do try to get out and seek information and learn about whatever

they can.
Thus, an awareness and understanding of how culture influences immigrant women’s
mental health care is necessary to provide culturally appropriate health care.

A participant reported that steps have already been taken towards improving
cultural competency and initiatives involving partnerships with other community health
care service providers. For example, a cultural competency resource kit for clinicians was
being developed within the Calgary Health Region. It was described as a fusion of topics,
handy tools and information regarding cultural issues. This participant affirmed: “We are
trying to provide those terms of reference for the [health care provider] sé that [we] ...are
improving and thinking beyond our work and our narrow view of how we treat people.”
Cultural Understanding of the Health Care Provider
The health care providers recognized that to improve access to ment;ll health services,

it was also necessary to look at improving the cultural competencies of health care
providers and to foster a better understanding of ethno cultural groups. Although
great strides in the past decade have been taken to increase cultural competency of the
health care provider, Lisa one of the participants felt it was an ongoing educational
process for the health care provider:

You have the broad range... Some [health care providers] have no idea what cultural

competency of diversity means, all the way to...this is really exciting [ want to
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improve my skills.... Often [health care providers] who sign up are the converted. So _
again you are working with a different audience. ... To identify the uniqueness of the
“cultural background it shouldn’t be a foreign concept for some health care
practitioners.
In addition Lisa also felt that until cultural competency is a requirement and comes with a
mandatory performance appraisal there will always be those health care providers who
are less interested in improving cultural competency skills.

Participants consistently voiced the opinion that an understanding and familiarity of
the culture would considerably improve the mental health care encounter. For example
Hannah commented: “If they [immigrant women] don’t get the [health care provider] that
understands their language and culture it is a total waste of time [treating them]. Charlotte
had a similar position:

What I have found is that [immigrant women] who end up seeking out counseling

are looking for someone who speaks the language or at least has some cultural

familiarity. ... They just want someone to understand their culture and point of view.
However, Christie cautioned the health care provider to view the immigrant woman not
only as someone from another culture: “I see service providers implying categorical
knowledge to all clients from the same culture...getting to know the client as a person
rather then overﬁsing knowledge.”
Another participant also pointed out: “[Health care providers] need to have an
understanding of how health care systems work in some of those countries so [that] you

get some insights into why they do or why they don’t do certain things.”
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Holistic view.
There was much feedback from the participants concerning a holistic attitude towards
the immigrant woman’s situation. That includes not only attending to the mental and
physical aspects, but also lifestyle issues. The health care providers strongly
recommended the development of a holistic approach to mental health care to serve the
needs of different ethno cultural communities. One health care provider suggested: “Meet
them [inﬁnigrant woman] half way, take a more humanitarian approach rather than the
medical model...I think that will make the process easier.” Another suggestion oftered by
a health care provider:
The answer is to really be able to understand their culture so that [the health care
provider] can know what factors might help or mitigate against their treatment. ..
treating them as human beings, that is the basic thing having that understanding
rather than going overboard.

In addition, Lisa also advocated for the health care provider’s holistic stance:
When working with people from diverse cultural backgrounds...remember that there
is a whole person there.... everybody’s life is unique and the [healtﬁ care provider
needs] to recognize that when [the immigrant woman] comes to Canada it is not
necessarily that easy.... So if you have been well educated in your own country...
maybe you ;Nere a physician or whatever... now you are the cleaning lady or the
taxi driver...remember what that means from a self esteem point of view [for that
person]...I think to recognize the challengeé and stresses that the immigrant women

~ have gone through are something we should appreciate more and be supportive of

the entire individual.
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Summary

The data clearly demonstrated that culture can shape the immigrant woman’s responses
to health and accessing mental health services. Culture is part of the contextual factors
that influence the immigrant woman’s mental health cafe experience. An awareness of
the social cultural context is necessary to provide appropriate and quality care.

The health care provider viewed family support as having positive and negative
components, which influenced the immigrant woman’s choices to access mental health
services outside the family. Informal support within the family was seen as a significant
factor influencing the immigrant woman as to whether she sought help for her mental
health illness. These findings weré consistent with Kleinman’s (1978) explanatory model
whereby much of the decision-making as to whether one should seek aid or to comply
with treatment was made in the popular domain.

The stigma attached to mental illness and help seeking was an overwhelming access
barrier for the immigrant woman. It is suggested in the findings that there are in many
cultures significant negative feelings surrounding the con;ept of mental illness and the
forms of treatment, such as medication and counseling.y

Most participants viewed family and the extended support as a positive influence on
the ethno cultural family. However, this influence can also take the form of exerting
control and domfinance over the immigrant woman, and not always in a positive way.
Family beliefs and values could also lead to concealment and denial of the mental illhess
by the family, according to the health care providers.

The ethnic community influence was also seen as a pov?erful and controlling force.

The shunning and stigma attached to mental health problems by the ethnic community
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contributed to increased access barriers for the immigrant woman and her family.

Important contributions such aS spiritual and healing practices were sources of
comfort and support for the immigrant woman. Religious beliefs and practices were also .
identified as providing strength and guidance in dealing with a mental health problem.
Some participants suggested that many immigrant women are most likely to turn to those
methods first. These participants viewed these coping strategies as positive and effective
sources in dealing with many mental health problems.

Positive attributes of immigrant women, such as the ability to share their burdens with
the cultural unit, strong family and community centred values and resiliency were
recognized and praised by the participants.

The health care provider’s level of cultural understanding was seen as an important
factor in providing appropriate and quality mental health care. Participants suggested that
viewing the immigrant woman in a hdlistic manner would contribute to the health care
provider’s understanding of the social cultural contexts experienced by these women.

The final chapter of findings focuses on the health care provider-client relationship and
the exploration of additional factors that may influence immigrant wommen’s access to
mental health care services. This influential theme surrounding the health care
relationship was perceived by participants as a significant contributor to the immigrant

women’s experience.
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Chapter VI: Findings and Discussion: The Health Care Provider and Client
Relationship

The final theme that emerged from data analysis was the health care provider- client
relationship. This critical relationship may greatly inﬂuence how immigrant women seekl
help for mental health problems. Health care providers may not always be aware of the
complex interplay of factors that influence patient responses to professional care.
Inadequate communication also has been cited as a major determinant of client
compliance, satisfaction and appropriate use of health care facilities.

It was seen in the previous chapter that treatment interventions were constructed
culturally and socially in context and that the health care provider negotiated between
popular and professional perspectives. Negotiation therefore, was a process that takes
place in the context of the health care provider-client encounter and réquifes mediation
between the health care provider and client explanatory models (Kleinman, 1978).
However, dealing with clients where basic communication is impossible, or obtaining
accurate information is difficult, negotiating meaning and arriving at treatment decisions
are even less iikely. In part, this may also be the way the health care system is organized .

- and priorities determined. For exé.mple, the structure of the health care system and N
absence of basic interpreter services would not give the immigrant women an opportunity
to set priorities or be a part of resource allocation (Anderson & Reimer Kirkham 1998).
Therefore access may be limited Eecause immigrant women have no voice in health care
decision-making. In some ways, there is exclusion because of unfamﬂiarity with the ways
in which mental health care services are delivered As well, health care provider
interactions may sometimes leave immigrant women feeling devalued.

A number of sub-themes wefe illuminated from this fundamental theme of the health
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care provider and client relationship. The first important sub-theme was the notion of
whose responsibility it is to obtain mental health care seﬁices, and should this
responsibility be divided. The health care providers had conflicting ideas concering who. -
should initiate the first contact for mental health care services. Secondly, participants
reported that the health care relationship was a crucial factor influencing the ways
immigrant women were able to access mental health services. Thirdly, the role of
empowerment was seen as a useful and effective strategy. Fourthly, differing values and
pefspectives between the health care provider and client potentially disengage .the
relationship. Fifthly, discriminating attitudes were identified in the data and these
attitudes were often not acknowledged or generalized to explain complex issues related to
access of health care. Lastly, the importance of having a health care provider of the same
culture was paramount for some women to obtain satisfactory and appropriate care.
Health Care Responsibility

Most participants addressed the prevalent concept of health care responsibility. From
the health care providers’ perspectives there were conflicting ideas on who should initiate
contact for mental health care services. Although it 1s not enti:ely clear what immigrant
women could do to access services, there was a suggestion that the Women need to be
aware first of the mental health care servicés available. One health care provider stated
his position:b “We have to give it to them first, because if they’re not aware of it, they
don’t know what the symptoms are, what to look for, where to go... so we need that
first.” Both Charlotte énd Ruby maintained that it was difficult to have one group t‘ake the
responsibility and accountability for mental health care, especially when the awareness is

not there for the women in the first place: “There are many more questions in that area
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than answers!” (Ruby). Charlotte’s stance was advocating for awareness building for
immigrant women: “They’re not even aware of what’s out there. You want the women to
be responsible for [accessing health care] themselves but at first I think... We have to be -
doing something with the women before responsibility is addressed.” Ruby isn’t certain
what women themselves could do to access the services but she is very convinced that
health care providers need to get the infermation out to immigrant women: |

That initial contact if they are totally isolated, which the.y so often are...they are out

in a house somewhere in a community... it can be quite a distance to ilCCGSS services

and they don’t necessarily speak the language very well.... once you’ve got access to

an individual or a family you make them aware of all the other services as well.
Christie, who has counselled many clients of different cultures, agreed:

In many cultures. .. clients believe that the health care providers should contact them;

they’re the ones who should initiated contact.... Clients who tell me when [ ask them

why they never call their psychiatrist, they say ‘Oh but they never call me’ but you

know here you have to call them.
As well, communiiy outreach was seen as a necessary strategy in making contact and
providing appropriate information to the immigrant women. As one participant described:
“If you go out to their community then part of the access barrier is removed. You are in
their territory as ‘lopposed to [the immigrént] coming into yours.”

Other health care provider opinions included a broader view in that health care

responsibility should be a mutually divided task. Hannah felt that issues between the
family vphysician and client should be discussed openly together. It didn’t matter who

initially brought up the problem, only that it would be addressed in a timely manner to
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provide optimal health. Lisa stated there were complicating factors in figuring out whose
responsibility it was. She maintained: “Everybody has a responsibility, if you look at who
was the first support to immigrant women beyond their family or ethno cultural group... -
[either was an]immigrant serving agency or an ethno specific organization... Those are
the first line of contact”. She expressed how critically important it is to educate those
first lines of contact Conceming’ what might be a mental illness:
You have the individual person having to acknowledge to somebody that they’re
having stress, whether it’s your family physician or an immigrant serving agency...
those people have to make some type of assessments and support people to move
them to the next level.
Significance of Relationship
Several participants felt that the relationship between the health care provider and
client was very important. The relationships between the physician and client were
deemed to be the critical entry point into the system. As Charlotte suggested:
That relationship is really a significant one in either direction, a powerful one. The
health care professional relationship has a lot to do with how this person seeks health
services else where. .. if the physician doesn’t take the proactive steps to connect this
person... mental health services or counsellors and bridge that gap... of trust
building. .. t:hat can do a lot. of whether they will access other services ot not.
- Christie reported health care relationships may vary:
In many cultures they have not only a professional, but a personal relationship with
thét person [physician]... In many countries the boundaries are not so clear-cut... If

they live in a small town they know a lot about the doctor. [Physicians] are known to
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go out for lunch with their patients... Some view it as a friendly relationship because
it is a way to get to know the patient...It is very different...[here].
Within the health care provider-client relationship, trust and confidence influenced
whether or not individual woman would continue to obtain necessary support. Christie
substantiated this: “Once they’ve had a bad experience, they don’t want to go back”. She
reflected on a past experience whereby an immigrant woman was afraid to go back to
her famﬂy’doctor because she hadn’t taken the medication prescribed:
[The immigrant woman] thought it violated the patient-doctor relationship, so she
didn’t go back... maybe there was something in the doctor’s attitude that led the
client to believe that she had to heed to all of his instructions and if she didn’t...
there was a fear that she wouldn’t get the proper care.
The establishment of trust is necessary if the helping relationship 18 to continue.
Feelings of fear may result in a broken trust, which acts as a further barrier for these
immigrant women.
One health care provider noted that family physicians were pivotal in the assessment
and referral of immigrant women for appropriate mental health care. Charles was ﬁ:mly
convinced:
Most immigrant women do have family doctors...It is really important to be able to
d‘etect that there is something going on... when the family physician notices
something...they can refer [to mental health services] to investigate more of what is
going on and find out about the whole situation. |

It was suggested that continuing education, especially for new physicians, would

increase their awareness of non-Western alternative treatment options.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



100

Role of Empowerment

It should be noted that several participants felt that the strategy of empowerment was
effective and useful for providing mental health care for these women. However, they
also felt that some of these women wanted to be advised by the health care provider on
how to deal with their mental health problems. This issue of empowerment may have
consequences because of the unequal positioning of power relations between health care
provider and client. In order to offer appropriate and meaningful health care, the health
care provider may need to consider the context of the conditions under which the
immigrant woman lives. For example, even with knowledge the immigrant woman
may still be unable to change or manage her health care needs effectively. The immigrant
woman’s social and economic situation may be very influential as to whether she could
take action. In terms of power relations between health care provider and client, drawing
from Anderson (1996), it is not clear how class and power differentials may be addressed
or how marginalized women living in poverty will acquire the resources to become
empowered to assume greater responsibility for their health care. Although one has
awareness of the social and economic structures that perpetuates inequity and influence
health and well being, the emphasis may still be on the individual and the processes by
which individuals can assume greater responsibility for their health. Anderson further
asserted that by focusing on empowering immigrant wornen, there is a risk of glossing
over the institutionalized practices that perpetuate inequities and barriers to health care.

One must also consider that the individual has varying needs and to consider other
mediating factors in their lives. Factors such as recognition of the multiple forces of class,

race, gender and history all influence and impact the delivery of health care (Anderson,.
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2001). The data reflected power distribution, as one health care provider verified:
[They] see us as their superior... we’re here to empower them... a lot of times they
think the answers have to come from us...that’s part of it, but I think we need to
work together... so to make some changes too...[not just] telling them what to do. So
it makes them empowered.
Christie also agreed that empowering the individual is useful and therapeutic, however
she sees that many immigrant women from other countries don’t understand the concept
of counseling. For these women, the counsellor is an authority figure, someone who they
look to for advice and suggestions. When being asked: “What do you think I should do?’
Christie endeavoured to educate her clients and make them comfortable, yet at the same
time she was careful not to impose her own worldviews on them. Christie’s impression
was that immigrant women wanted advice given and to feel that they had received some
help for a warranted health problem. Christie maintained:
Yéu don’t want to leave the client with that féeling. Lit’sa therapeutic situation so
you write down different options and they can view it as their options... they’ll still
say ‘what do you think that I should do?’ they want something concrete they can take
away from it. |
Charles offered this strategy:
To show thém [immigrant women] that they do have power and also to educate their
husband that it is probably not her fault. There are cultural influences there...they
have to respect each other and there can be no verbal or physical abuse...then that
wduld empower the woman. To give her avenues, to let her know that there are

resources, community agencies and services they can access...if we can bring the
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husband to her side. In order for them to get better the husband becomes an ally in
the treatment process ‘rather than an enemy or antagonist...The main rule is for them
to work together and to show the [immigrant woman] that she has choices and can
make choices, which is very hard to be shown.

These examples seem to suggest that clients’ expectations of the health care provider
will vary depending on their situations. For example the severity of illness, age,
availability of resources and other mediating factors in their lives influence their needs at
different times. The responsibility is on the health care provider to recognize the forces
present in immigrant women’s lives. Anderson (1996) suggested the need for fluidity in
the health care provider and patient relationship to accommodate for the evolving
situation of the individual. This maintains a location for exploration and negotiating
during the health care provider-client encounter. Lisa described:

You look at the unique aspects of a helping relationship... a client that is unique and
your helper that is unique, your helper has different levels of insight and-
awareness... we have an obligation to help this individual... it’s a two-sided
[situation] what does the client want...and making them aware of how things are in
Canada...if they want to even think about choices to help facilitate [change].
She cautioned that the health care provider needed to be aware of differing values within
the health care rélationship and not to assume values are all the same. Cultural values and
meanings influence the health care relétionship. Health care providers may bring their
biomedical culture as well as their beliefs and values derived from their own socio
culturél background. These values and beliefs may conflict with those of their immigrant

clients’. Kleinman (1978) asserted that difficulties or misunderstandings arise when
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Differing Perspectives and Values
Differing values between health care provider and client may precipitate

misunderstandings in the health care relationship. Charlotte encountered this in her
practice and sometimes found it was related to communication style differences. Pride
and honour issues were often a part of the misunderstandings. Many immigrant women
have commitments to maintain honour within their family. Therefore to create shame and
dishonour within the family would only further complicate the situation. She asserted that
different styles of communication might be perceived as discrimination, however
unintentional. For example, in the West there is acceptance toward a more direct and
even confrontational style of communication in our health care interactions. Charlotte
believes that, for example, in Asian and South-Asian cultures communication in such
situations is very indirect and non-confrontational. She observed:

It’s already taken [the immigrant women] a lot to overcome shame and stigma to

be able to access or even consider certain services... when there is even an initial

direct confrontation challenging response... communication style can become one of

the barriers to their continuing... I’ve had people say ‘I’'m not going to go there...

[they are] so disrespectful.’
Ruby also supported this: “[The immigfant women| experiences shame and over what
kinds of things, there is so many [issues] ... privacy... so if they value different things,
differently, it’s {/ery hard to assess.”

With differing values, there are also different priorities between the health care

provider and client. The main focus for the immigrant women may be everyday survival
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of her family and maintaining a job, whereas for the health care provider it is to manage

the client’s current mental health problems. Misunderstandings may develop on both

sides which might decrease the possibilities of meaningful treatment. An experienced

mental health counsellor confirmed that differing perspectives and values in the health

care relationship may even place immigrant women at risk:
If you take a real feminist perspective... it can become dangerous. You can have all
these things, live on your own... aspire to these things. That’s very much our
perspective... that’s very different for [immigrant women] she is seeking more
hannony with the community.... How if affects the community if she and her
husband separated, it’s not all about her or an individualistic way of looking at
things.

Lisa also endorsed that offering alternate choices to immigrant women may cause

disruption within the family. It is suggested that the health care provider be sensitive yet

cautious deciding how best to advise in each unique situation. Ruby warns us:
We just have to be very careful of the lens that we are looking through... so if they
[immigrant women] value privacy, independence and community self-sustenance
more than getting some complete stranger in from the outside to give a different
view... or to help in a different way... {the health care provider] might think it can
be valuable! We have to be careful about getting our foot in the door and sticking our
nose in business that they maybe don’t want. I try to be sensitive to that as well.

Disérinﬁnating Attitudes.

| Several participants were of the opinion that discriminating attitudes and biases by the

health care provider did occur. Inconspicuous forms of discrimination such as
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stereotyping and not recognizing one’s own racism were also recognized as harmful
behaviours. Stereotypical views and assumptions needed to be questioned because of the
fact one may be acting upon generalizations and biases that are untruthful. Lisa insisted
that: “Stereotypes come up frequently, we all have stereotypes... [one must] check
them. .. is this based on something valid or something learned from our own
upbringing?” |

Health care provider’s socialized views may be quite different and deeply affect the
health care relationship. The health care providers need to be aware of how their own life
experiences can influence the service provided. Another participant reflected on her
experiences:

I think there are [health care providers] who can be very hard on clients... I think
sometimes those are personal.... If you are going through a divorce and you are
angry with men, you have a client who comes in and she’s angry with her husband
that can trigger a lot of things that have nothing to do with the client.

Some participants also noticed that there seems to be an expectation that immigrant
women should conform to mainstream health care standards and expectations. There is an
assumption that immigrant women now living in Canada should be able to access health
care just as other Canadians do. However, Lisa felt that sometimes health care
providers might chave unrealistic expectations: “There are people who think... this is our
system in Canada ... we do it this way now they have to fit in. The expectation is they
will speak English...understand our assessment and treatment processes.” Ruby also
admitted that attitudes should be questioned: “Are they discriminatory... or chosen

differences and beliefs?”” She reflected on a past case involving a Somalia family and a
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nurse who was also involved regarding birth control management:
I believe the family had at least six kids. In their culture the size of the family says a
great deal about the man and he gets his esteem by having many children... now the -
nurse’s view was very contrary to that... she was looking at it very practically ‘you
can barely afford to feed four people let alone the eight you have’... and never mind
not being on birth control and planning for the future!

Therefore the héalth care provider attitudes may come across as discriminating even

when unintended.

Passive complicity with the discriminating attitudes of others was also a form of
discrimination. Two participants expressed concern about some health care professional’s
apathy or non-involvement when witnessing blatant discrimination in their work place. In
the working environment one participant, Charles attestedJ to this: ““You may see
discrimination being done by one nurse or physician towards their patient, [you see]
someone shouting at somebody... a lot of times people do not want to get involved.” By
the same token this health care provider was unsure of the solution: “We should probably
have more involvement but I'm not sure how... because it would most likely interfere
with somebody else.” This would seem to suggest that it is much easier to remain safely
uninvolved.

The data reflects behaﬁours such as refraining from addressing discrimination issues
and denial of racist attitudes. Another participant reported: “Some people claim that they
are not racist but they are condescending and that can work against them, too ... I’'m not
sure if they’re really helping the patient.” Lisa also validated this observation:

Some people are very receptive and others are hostile [a staff member made this
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comment] Canadian women are not racist, when you open your eyes you can see all
kinds of examples... certainly racism is alive and living, but you have to be looking
for it.
An immigrant family counsellor felt frustrated by the fact that some service providers
from community service agencies do not take a genuine interest and do not take the onus
to make arrangements for immigrant women. For example, instead of arranging an
interpreter they tell the client that their programs do not cover the fee for interpreters. She
sees this quite often and their attitude has frustrated her: “It’s kind of irrelevant [whether
there is an interpreter] that’s the attitude, that is the kind of message that’s given to
me...we don’t see a lot of immigrant clients here.” Christie maintained a different
attitude is required from the community service provider; one that is positive. She
suggested:
[Community service providers] need to provide competent care, not just cuituraﬂy
sensitive care. It is a matter of providing competent care to people with diverse
backgrounds... people who needed wheelchair access to services didn’t have that
before... they realize they need to accommodate these patients. .. we need to do the
same for people speaking different languages. It needs to be built into their
philosophy and services, not something extra which is the attitude, an add-on.

Lisa also comménted on existing practice challenges:
How do you get staff who are overworked...and feel overextended and
unsupported. ..to change their attitude? .. .[or tell about] racist attitudes or stereotypes
or that they are not providing service adeqﬁately. That 1s not a strength based

model... part of the strategy is looking at how it is raised...the issue of diversity and
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its” many forms.
Changes in attitude by the health care provider at the individual level will help to increase
competence in provision of services for immigrant women.
Trust of Health Care Provider within Séme Culture
It was earlier noted that the physician—client relationship was a significant entry point
into the system. A participant observed that often the immigrant women would want to
seek out a professional within their same culture. As well, she may prefer a female health
care provider. To illustrate this observation Charlotte reflected on a past case of how one
immigrant family was treated when they were newcomers to Canada. The client confided
in her:
I look back now, even as a child seeing those physicians. We were not treated
respectfully, not treated very well. [There was] some question around their
competence.... My father was showing symptoms of. cancer, they kept telling him-
it was arthritis.
As the story unfolded, this irﬁmig‘fant family did not consider changing physicians or
getting a second/opinion because of the strong obligation and trust felt by the famﬂy
towards the physician. She further verified:
They tolerated years of very disrespectful, incompetent care, simply for the trust in
thé physicie;n. ... the inherent trust you have in som(ebody who is from your own
culture and understands you better than you think somebody else might, is sufﬁcient
enough to create the in access to other services when you really need them.
Charlotte maintained that some immigrant women only have access to one physician that

is of the same culture and or speaks their language: “That’s all they have.... So no matter
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what. ..to acknowledge that they are not being treated well is sometimes not of choice for
them... they live with it, 1t’s an unfortunate situation.” This example illustrated the strong
cultural ties and the importance that is bestowed to the health care provider of the same
culture. It also demonstrates the underlying power relations that are involved in this most
significant health care relationship.

Summary

The goal of this chapter was to demonstrate the effects of the health care relationship
between immigrant women and the health care provider on access to mental health care
services. It was evident that the relationship had a profound effect on how the immigrant
women would seek help.

Health care responsibility was illuminated as an important, complex and prevailing
concept. Health care providers were mixed in their views on who should initiate initial
contact for mental healthcare services. It was suggested that the immigrant women
needed to be aware first. Strengthening outreach services to immigrant women and
increasing awareness were critical steps to improved access for these women. Some

- providers felt that responsibility for seeking mental health care should be sha;ed with the
client.

Differing vaiues and perspectives between health care provider and client were seen as
barriers in the health care relationship. Misunderstandings precipitated breakdowns in
communication and promoted negative feelings within the relationship.

Trust and faith in the health care relationship were found to be essential components
to imfnigrant women’s continued use of the service. Finding a health care provider from

the same culture was very helpful in promoting trust and confidence.
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Power distribution was acknowledged and the concept of empowerment for the
immigrant women was seen as positive. However, health care providers were reminded to
review the factors and recognize the many forces of race, class and gender that inform
power. Knowledge alone could help to empower women, but their social circumstances
need to be considered.

Participants believed that discriminating attitudes and biases occur in the health care
encounter. They described differing forms of discrimination, both active and passive, and
sometimes unintentional. Stereotypical views and generalizations were also recognized as
inconspicuous forms of discrimination. From the health care provider’s accounts, changes
made in attitudes at an individual level would help to improve sensitivity and competence
in the provision of services.

In the final chapter the exploration continues surrounding the experiences of
immigrant women’s access to mental health care services. To support the health care
provider in meeting the mental health needs of these immigrant women,
recommendations will be discussed. These intervention strategies are offered to provide

information and important insight to health care and other service providers.
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Chapter VII: Discussion and Recommendations

This section draws together all relevant information from preceding chapters. It also
includes recommendations to the health care provider who wants to provide more
culturally appropriate and accessible mental health care for immigrant women.
Implications for practice and for research is also presented to bring forward a better
understanding of what would be helpful in meeting the immigrant woman’s future mental
health needs.
Difficulties accessing Health Care Services

The health care providers in this study confirmed that immigrant women do have
difficulties accessing mental health care. Language barriers have far-reaching effects and
present challenges to both the health care provider and client. Factors preventing
immigrant women from acquiring English skills were consistently reported in the health
care providers’ accounts. These factors included the demands and responsibilities of
childcare, housework, an outside job and the expense of language classes. Furthermore it
was of particular concern that although demand for ESL education was growing, funding ‘
was being reduced. In meeting the demands of the rising need to supply languége
training, continuous growth in funding is also necessary. The Calgary Board of Education
reported that enrolment of ESL students has increased from 3,073 in 1991/92 to 8,836 in
the year 2000/01. This reflects an increase of 187 % in the student population. These
observations were confirmed in reports from other sources (Citizenship and Immigration
Canada, 2003; City of Calgary, 2003). Even though the salience of learning English to
enhance employmeht, daily activities and quality interactions within the health care

system, language continues to be an access barrier for many immigrant women.
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Alongside ESL needs was an emerging requirement for interpretive services. Health
care provider participants had varying perceptions as to whether there were difficulties in
obtaining interpretive services. Whether or not health care providers experienced
difficulties in obtaining interpreter services depended upon whether one worked in a
community service agency or worked within the Calgary Health Region (CHR). In the
past several years CHR has taken great strides to improve their interpretive services.
Within the CHR, iﬁterpretive based services are now provided for the most common
languages based on Calgary’s demographics such as Arabic, Punjabi, and Cantonese.
Although these are welcome advancements, there difficulties remain within the
smaller community based service agencies that rely on internal staff or contracting out
for interpretive services. These immigrant-serving agencies have limited budgets and
often rely on annual grants. These grants support non-profit immigrant serving agencies
for the provision of settlement services, drop-in ESL and the assessment and referral of
adult immigrants to ESL training. Even though grants for the year 2004/05 were
increased by 4 % (Government of Alberta, 2004), for agencies that contract out for
interpretive services, an increase in numbers of immigrants makes it difficult to maintain
service leVéls. Some agencies rely on internal staff to provide interpretive services,
howevér there are limited numbers of bilingual health care providers. Family members
used as interpretérs may limit or provide inacéurate information. Thus, it is clearly seen
how these associated factors may present problems for the immigrant woman accessing
health care.

The health care providers in this study recognized that not only there were a shortage

of interpreters but also a lack of health care providers who spoke another language. It was
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agreed by most participants that a stronger focus should be directed toward the
recruitment and retention of bilingual health care providers. These recommendations are
directed toward the CHR and Alberta Learning who are involved in attracting and
promoting interest to engage in this type of career. Strategies suggested were to involve
and promote interest within the immigrant youth population to pursue careers in those
kinds of health care fields. This would help fo expand and ensure competent, bilingual
health care providers within our health care system. It was also suggested that more
outreach was necessary toward the community and the youth to create and support
interest in these health care fields, possibly in the form of career fairs in the community.

Also, noteworthy to mention was that the CHR has irhplemented a strategy to increase
the awareness of bilingual health care providers who offer services in Calgary. Access to
this collection of key people and areas with bilingual capacity would be available in the
form of a booklet to all health care providers working with non-English speaking
immigrants in the coming year.

There have been considerable improvements made in services, which cater to the
ethno-cultural population, yet there is an ongoing need for translated materials. All
participants strongly emphasized that there was a lack of translated information terms of
written materials , audios or videos that could be helpful to the immigrant woman. Thus,
information conéeming mental illness and health care services are not reaching those
immigfant women in the community. Translated materials are essential in providing
information and increasing the awareness of what mental illness is and what mental
health care services are available. There is need for health prbmotion materials to be
developed for various dominant languages. However, at the present time it appeared that

many health agencies rely on interpretive services rather than on translated materials. The
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recommendation of increasing health promoting translation materials 1s directed toward h
the provincial and municipal sectors, i.e. - the Government of Alberta and the CHR for a
stronger commitment in provision of these essential health promotion tools. This critical
link of translated materials would help to bridge the information gap to reach the
immigrant woman in providing adequate awareness of mental health care services.

It was recognized by several participants that mental health services such as counseling
was unfamiliar to immigrant women. Thus, many immigrant women lacked
understanding or trust in the approaches of Western style mental health care. Participants
reported that “talk therapy” was sometimes intrusive and might not be an acceptable
choice for the immigrant woman. Talking to someone about a mental health problem
outside the family could be seen as dishonourable behaviour. Therefore the very proceés
of mental health care in the West is a cultural leap that is difficult for many immigrant
women to make, and impedes access.

Participants agreed that the structure of Canada’s health care system affects immigrant
women’s everyday life and influences their health. The health care system cannot be
separated from broader economic, social and political contexts (Jiwani, 2001). Systemic
structural barriers influenced the immigrant women’s contacts with the mental health care
system and may make it inaccessible for many women. For example scheduling of clinic
hours, the need for interpretive services and the inability to take time off work
exacerbated access barriers for the immigrant women. Some of the systemic struggles were
reflective of the inadequate resources to do health promotion such as health fairs and
provision of translated materials. Several health care providers identified that the
fragmentation of health care delivery and the way the syStem was designed was partially

responsible for the kind of treatment immigrant women experienced. Participants
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recommended the following strategies to all health care providers involved with the
provision of mental health care services to the immigrant woman. It was suggested that a
reformation of case management surrounding complex cases would help the client to
avoid starting all over again with another health care provider. To support éomplicated
multifaceted cases a good coordination of multidisciplinalfy teams was necessary to ensure
adequate care. Paﬂicipants suggested that effective health care involved multiple playeré.
Some participants felt that all health care players need to look at maximizing,
collaborating and working together to discover solutions to unify the system, even in the
face of limited resourcés. A further recommendation to health care policy plarmers was to
design mental health care programs and health care programs collectively, rather than as
-separate entities, for this may strengthen and provide more seamless service for all
clients.

Participants identified that some immigrant women have misunderstandings about
health care services, and with the absence of services such as interpreters, a lack of
knowledge would continue to exist. Two participants questioned whether lack of
interpreter services or the health care provider choosing not to use these services was a
form of systemic discrimination against these women. It was suggested non-provision of
translation services is discriminating because women would then be receiving a different
kind of service. if information is not explained clearly the outcome of treatment may not
be any better than if the woman was denied service altogether. If the health care system
does not allow the health care provider provision of translation and childcare then one
can argue there is systemic discrimination. Strengthening outreach services to immigrant
women and increasing awareness of mental health issues were critical steps to improved

access for these women.
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Despite the popular shared ideology of equality, inequality within the health care
system was identified as a real difficulty. Clearly, most health care providers maintained
that inequality does exist even though one would like to ascribe to the ideology that
everyone is treated equally. Inequalities however subtle or disclosed continue to exist
in Canadian society and conflict with the social values related to justice and equality.
These inequalities may present in the form of negative and discriminating conditions or
attitudes within the health care systém. Although it may be unintentional, women who
have had negative health care experiences are more reluctant to re-enter the health care
system. Coupled with the unfamiliarity of the system and often lack of language skills,
the immigfant woman has less access to health care services. Most participants felt
that access to services was not equal and that it was necessary to explore how best to
decrease barriers in the system.

Low socio-economic status was seen as a crippling influence in preventing access to
mental health services for the immigrant women. Poverty and lack of resources impacted
the women’s abilities to access services in the mental health system, and the kind of care
and treatment received. Social conditions such as economic insecurity, family
responsibilities and experiences of violence may influence the women’s ability to access
and use appropr(iate services. The way health care providers respond to the Wémen also
affect quality of fcare. Several health care providers articulated concemns about the two-
tiered system of public and private mental health care services. A two-tiered system in
the broadest sense refers to two co-existing health care systems: public and private. This
definition implies that there are differences in access to health services based on the

ability to pay rather than on need. Evans, Barer, Lewis, Rachlis and Stoddart (2000) have
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reported that those who can afford private care may have access to better quality care and
or quicker care while the rest of the population continues to access through publicly
funded systems.

In a recent review, Evans et al. (2000) also concluded that the rich gain and the poor
and sick lose. Restructuring issues in health care such as two-tiered services directly
affect the immigrant woman accessing health care services. This also may create
inaccessibility to health care services for immigrant women who are often in the low
income group. Access to counseling or alternative treatments was almost impossible for
the impoverished immigrant woman to receive.

Some participants perceived that the level of education could be either a benefit or
a barrier, in so far as education could affect the immigrant woman’s level of awareness of
certain world knowledge and the ability to problem solve. Some participants contended
that those women with higher levels of education might look after their health better.
However the immigrant wornan in a lower echelon job with poor English skills may have
limited or no access to mental health care services, even though there is an overwhelming
need to obtain care. It was clearly evident that the immigrant women’s mental health
status and opportunity depended on a multitude of social conditions. These findings also
correspond with research studies in the literature review (Cheung & Lin, 1999; Kinnon,
1999; Li & Brov;/ne, 2000; Meadows, Thurston & Melton, 2001).

Most participants elaborated upon social isolation and the associated problems within
the immigrant population. This was thought to be most significant within both the senior
population and newly immigrated women. Newly sponsored immigrant women entering

through family class status may find themselvesin a powerless and generally dependent
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- position. Immigrant women who may be dependent due to their second class status in
relation to the labour force, government benefits and services. This may make them
vulnerable to an unhealthy situation with serious conflicts. Senior women may become
the most disenfranchised because of lack of knowledge, language insufficiency and core
beliefs around their culture. Participants viewed the ethno cultural community as an
important source for seniors, however not all seniors had the means to access their own
communities. Thus, the influence of gender on the immigrant women’s mental health was
significant.

Participants suggested that lack of transportation and isolation from the ethnic
community affected women’s access to resourceé. Everyday experiences of immigrant
women were affected by the social discourses of gender. The multiple roles of immigrant
women situated the women in a vulnerable, high-risk position. For example, role
overload may include the immigrant woman working outside the home for economic
survival (sometimes with two jobs) as well as housekeeping and caring for the husband,
children and extended family members. The traditional role was powerful and influenced
the immigrant women’s access to mental heélth care. The shifting of the gender roles was
also a good example of the underlying power relations within the family. This role
reversal also may undermine the husband’s authority, which may lead to family conflicts
and abuse. Situations of dependency and abuse are very real for some immigrant women.
Lack of power and loss of autonomy by the immigrant women may affect their access to
obtaining support for their mental health needs. This was very well supported by this
study’s data and corresponded with research studies in the literature review (British

Columbia Centre of Excellence for Women’s Health, 2003; Morrow & Chappell, 1999).
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It was also important for the health care provider to be aware and recognize the kinds
of structural barriers to which these immigrant women are subject to. Gender, class,
ethnic biases and hierarchies continued to reflect the Canadian power structure. As cited .-
in the literature review, Canadian immigration policy further contributed to the immigrant
women’s dependency and vulnerability (Citizenship & Immigration Canada, 2002).
Immigrant women right from the onset are admitted into the country on unequal terms
and made subject to a lesser citizenship. This inequality and embedded power based on
race, class, gender and social relations influence the immigrant women’s experiences and
the kind of treatment received. It is recommended that the health care provider develop
more reflective practices so that awareness and the recognition of how power
differentials, knowledge and privilege are shared in relation to other groups in society.

Fconomic insecurity, care-giving and family responsibilities, experiences of violence
and abuse are examples of social conditions which might affect immigrant women’s
experience and access to health care. This can create unequal social relations between the
sexes and put immigrant women in a socially disadvantaged position. In social conditions
of inequity, and particularly with poverty, barriers aré created to obtaining appropriate
mental health care for immigrant women. That is, women without ﬁnancialy resources
have fewer choices when it comes to mental health care treatment. Immigrant women are
often scrutinized and labelled upon enteriﬁg the mental health system. The social
inequities such as racism, sexism and class relations do influence the mental health
problems immigrant women develop, and impact on how these problems are understood
and tre‘ated by health care providers and society. An increased understanding of access

barriers can help in the implementation and planning of future mental health care for
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immigrant women. It is recommended that a commitment by health care providers and
policy makers is necessary to continue the advancement of increasing the gendered
understanding of the specific mental health needs of immigrant women.
Cultural Influences

Culture was a strong determinant in shaping how the immigrant woman would access
mental health service and respond to a mental health problem. The health care providers
felt that cultural background exerted both positive and negative influences that
contributed to the immigrant woman’s choices in accessing services outside the family.
Support of strong family ties combined with appropriate treatment was seen as an
effective Way to manage a mental health problem. These findings were consistent with
Kleinman’s (1978) explanatory model concept whereby much of the decision-making
was made in the popular sector as to whether to seek help or comply with treatment.
Kleinman’s conceptual framework was particular helpful in understanding the woman’s
experiences in relation to the health care system. By recognizing meanings assigned to
events within the context of immigrant woman’s experiences, one caﬂ further understand
why it is important to the woman and how her behaviours may be influenced. This
recommendation is offered to all health care providers so that with increased
understanding of the immigrant woman’s contextual factors more appropriate mental
health care can be negotiated within the relationship.

Health, illness and health care need to be understovod in relation to each other as a
cultural system. The three domains, the professional, the popular and the folk have their
own explanation and understanding of health related problems. Kleinman (1978)

proposed that by understanding the client’s perspective in each sector, the health care
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provider would be able to bridge gaps in understanding and therefore provide more
effective care and guidance in clinical practice.

Several health care providers identified that power and control exerted over the
immigrant woman by the family could jeopardize appropriate access and treatment of the
mental health problem. Dominance and control by the partner or family were viewed as
potential negative influences. The health care provider also expressed concerns that
denial and desire to keep the illness a secret within the family would impact how
effectively the mental health problem would be treated.

In the findings it was suggested that in many cultures significant negative feelings
surrounded the concept of mental illness, as well as the forms of treatment such as
counseling and medication. Mental illness was a taboo subject amongst some cultures.
Because of this feeling, immigrant women can be hesitant to reach out for help unless it
is a crisis situation. For some clients, 1t meant denial and being silent about their situation
for fear that others in the community would censure them. Therefore even if resources
such as counseling were available, access was limited because of powerful cultural
beliefs. The stigma attached to mental illness and help seeking was an overpowering
access barrier for the immigrant woman.

Fear of being isolated socially from the ethnic community was recognized as a
powerful influence over the immigrant woman. It was suggested that some immigrant
women kept quiet about a mental illness problem in order o keep peace within the
family. The concealment of the mental health problem clearly outweighed the desire to
access mental health services énd risk public exposure. Shunning and stigma attached to

mental illness by the ethnic community might have contributed to the access barriers for
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the immigrant womarn.

It was clearly identified that a reliance on traditional healing practices and spiritual
beliefs provided a source of healing, strength and power for the immigrant woman.
Important contributions towards promoting their mental health were done by spiritual and
healing practices. This finding is also well supported within research studies of the
literature review (Choudhry, 1998; Kinnon, 1999; Meadows, Thurston & Melton, 2001).
For some it facilitated their acceptance of the mental health problem. It was suggested
that these methods were more likely used because the religious beliefs and practices
provided strength and guidance for the immigrant woman. Most health care providers in
this study were well aware of how these culturally tied concepts such as Karma and
astrology supported the immigrant woman’s well being. Due to certain deep religious
beliefs such as Karma and destiny, many times the woman would not even consider
accessing services. Recommendations that were seen as effective were directed toward
the CHR and community service agencies who are involved in the planning and
implementation of outreach services. Some participants suggested that outreach services
such as informal presentations or workshops could be held at common meeting places in
the community. For example, this could include the temple, mosque and other spiritual
domains where immigrant women congregate. Other participants suggested that targeting
the spiritual placés would bean effewctive strategy for the provision of outreach services.
Links with spiritual leaders énd community organizations would lead to a more visible
outreach service for the immigrant women.

Religious and spiritual practices were viewed as positive and effective ways to cope

with health challenges. It is of interest and should be noted that because spirituality and
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religion are so pivotal in the immigrant woman’s daily life, it would be worthwhile to
illuminate this further in future research. Strong cultural beliefs do impact the way
immigrant women solve their problems individually and within the family.

The present study finding suggests immigrant women have positive health attributes
that contribute to improving mental health care service access. Positive attributes of the
immigrant woman such as the strong family and community centred values and sharing
within the cultural unit were identified by the health care providers as effective ways of
coping with stress. The hard working ethic of the immigrant women and their intentions
of improving their situation was recognized and praised by the health care providers.
Resiliency of the immigrant woman was viewed as a positive characteristic in coping and
problem solving during very difficult circumstances. However, in contrast this finding
challenges some of the stereotypical assumptions that have made reference to the
immigrant woman as being passive, non-compliant and unable to take responsibility for
her own health matters. One study (Brown, et al., 2002) reported that generalizing
and stereotypical views may be very damaging with negative consequences toWard
immigrant women attempting to gain access to health care services._Thg recommendation
to health care providers is to challenge themselves to recognize and question how their
own views and biases may be affecting their practice and how the immigrant woman
accesses mental health services.

The level of cultural understanding by the héalth care provider was viewed as a
necessary part in improving access to mental health services for the immigrant woman.

Although great strides have been taken in the past decade to increase cultural competency

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



124

it remains an ongoing educational process. It is recommended to health care providers
that a better understanding of the culture would considerably improve the health care
encounter, thereby providing more appropriate and quality mental health care. The
findings of this study also identified that viewing the immigrant woman in a holistic
manner would contribute to the health care providers understanding of the contextual
factors influencing these women. Factors such as cultural, social, historical, political and
economic differences do have impacts on the immigrant woman’s situation. The
awareness of these factors is necessary in determining what might help or mitigate
against their treatment. The development of a holistic approach to health care within the
ethno cultural community was strongly enqouraged by most health care providers.
Health Care Provider and Client Relationship

The findings of this study also identified that the health care relationship between
health care provider and immigrant women had a profound affect on how the immigrant
women seek help. The question of health care responsibility emerged and there were
conflicting ideas as to who should initiate contact first for mental health care services.
Several health care providers advocated that education for immigrant women came vﬁrst
because it is especially difficult to take responsibility and be accountable for a mental
health problem When one is unaware of what services are available. One participant
believed it is a cultural expectation by clients of certain ethnic groups that the health care
provider should initiate contact first. Apparently this was the norm in one of her client’s
country of origin.

Strengthening outreach services and increasing awareness were critical steps offered -

by the health care provider to improve access for immigrant women. In contrast, some
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health care providers’ opinions were that health cafe responsibility should be shared
between professionals and clients.

The initial health care relationship was deemed a significant entry point into the system’
because that relationship greatly influenced how the immigrant women would seek health
services elsewhere. Trust and confidence were essential in sustaining the relationship and
maintaining continued contact.

The concept of empowerment within the relationship was seen as useful and was seen
as a positive for immigrant women. Conversely though, it was also felt that some of these
women wanted to be told what to do by the health care provider. The power distribution
was asymmetrical between the health care provider and client. Studies from the literature
have questioned whether the idea of empowering immigrant women might discount the
underlying social and economic structural processes thatrperpetuated inequities in health
care (Reimer Kirkham & Anderson, 1998; Anderson, 1996). Anderson stated that it was
not clear how class and power differentials may be addressed or how marginalized
women would acquire the resources to become empowered and assume greater
responsibilify for their health care.

Social and economic structures may perpetuate inequity and influence health and well

~ being, yet the onus may still be on the individual and the processes by which that
individual can assume greater responsibility for their health. Reimer Kirkham and
Anderson (1998) further cautioned the health care provider that by focusing on
empowering the immigrant women, there was risk of glossing over the institutionalized
practices that perpetuated barriers and inequities to health care.

Findings suggest that client’s expectations of the health care provider varied depending
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on their situation. The recommendation to all health care providers is the need to consider
other mediating factors in the immigrant women’s life. For example, recognizing the
multiple forces of class, gender, race and history, which all influence and impact the
delivery of health care, was important. As well, the severity of the illness, age and
availability of resources also influenced their needs. Knowledge would help to empower
the immigrant woman, yet her socio-cultural milieu also needed to be considered.
Maintaining a site for exploration and negotiation within the health care enco‘unter would
help accommodate the evolving situation of the client. Strategies, which included the
women’s participation was viewed by several participants as an effective way to provide
immigrant women with a sense of control over their mental health, support and treatment
choices.

Between the health care provider and client, differing values and perspectives
precipitated misunderstandings in the health care relationship. The immigrant women
sometimes viewed, for example, differences in communication style and ideas of pride
and honour as evidence of discrimination. Western modes of communication by the
health care provider unintentionally caused negative feelings within the relationship.
With differing values, there were additional distinct priorities between the health care
provider and client. For immigrant women, day-to-day survivalrneeds of the family were
most important és it contributed to the well being of their families. Whereas, for the
health care provider, it was to managey the current mental health problem. It was
suggested in the findings that some health care providers had increased awareness of how
‘Ehése different perspectives and values in the relationship may create problems for the

women. Furthermore, a sensitive and cautious view as to what was best for each
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unique situation was recommended by some of the participants. -

Discriminating attitudes and biases occur in the health care encounters, as reported
in the findings. Discrimination was sometimes active, sometimes passive and sometimes -
unintentional. Discrimination in the form of stereotyping and denial of racist behaviour
Were reco gnize‘d as harmful. Firstly, it was recommended that health care providers
needed to be reflective about their assumptions and stereotypical views because they may |
be acting upon biases and generalizations. It was also necessary for the health care
providers to be aware that their own life experiences might influence the care provided.
Attitudes of apathy, being uninvolved and refuting accusations of racist behaviours were
mentioned in the interviews. Findings suggest that health care providers sometimes
remained passive and uninvolved with other co-worker’s discriminating attitudes because
it was safer and easier. As well, the health care provider’s attitude may come across as
racist even when this was unintended. Secondly, from the health care provider accounts,
it was recommended changes in attitude made at the individual level would help to
increase competence in provision of services for immigrant women.

Two participants also expressed that having a health care provider of the same culture
made accessing service easier for imﬁligrant women, fostering confidence and trust.
However the findings revealed that there were limited numbers of bilingual ethno cultural
health care prov{ders. It is strongly recommended to the CHR to direct a stronger focus
on recruitment and retention of bilingual health care providers in the provision of mental
health éare services for immigrant women.

Implications for Practice

Health care providers strive-to provide appropriate and acceptable care to their clients
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and at the same time provide a holistic approach to meet their needs. As health care
providers, the attention must focus on attending to the total context in which states of
illness and health are experienced. A greater discernment of the complex relationship
between culture, environment and the interpretation of illness will guide the health care
provider té re-think cultural implications by dréwing away from individual characteristics
and moving toward the experiences of immigrant woman within society. A shift is
required away from understanding culture as a social characteristic of the client to one
that recognizes culture as a dynamic process which is important to the every day situation
of immigrant women. There is strong suggestion in the findings that the onus is on the
health care provider to recognize the many forces that impinge on therimmigrant
woman’s life. Factors such as social, cultural, political and economic differences have an
impact on the immigrant woman’s situation (Anderson, 2001; Donnelly, 2002).
Understanding the ways culture can shape the immigrant women’s responses to health
and illness will help health care providers to adapt and improve their service to immigrant
wormern.

Cultural generalizations may not differ from stereotypical views and may lead to.
prejudice if one is not open to being corrected. Health care providers need to be aware of
their own judgmental attitudes and blind spots. This will help to better understand the
immigrant womé.n’s situation. Through questioning one’s own stereotypical views, one
can reco gni‘ze how such views may affect practice.

Health care providers need to recognize that the role of gender greatly influences the
immigrant woman’s everyday experiences and affects her access to mental health care

services. A gender lens application will support the health care provider to understand
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how social policy may create bias against immigrant women and increase awareness of
barriers in access to services and cultural conflict that may arise when immigrating from
countries with different expectations of roles.

Access to mental health care services may not be equal and it 1s necessary to explore
how best to decrease barriers in the system. It is clearly depicted in the findings that
situations of control, dependency and abuse are very real for some immigrant womer.
The health care provider needs to be aware and recognize the kinds of structural barriers
that immigrant women face. An increased understanding of the specific mental health
needs of iminigTant women will help to implement and plan future mental health care.
Comprehensive strategies are needed to educate health care providers on the impact of
discriminating practices within the health care system. By developing an increased
awareness and sensitivity of discriminating practices there is a greater chance to
overcome individual and institutional barriers in provision of care.

In addition, health care providers need to be aware that the health care relationship
significantly influences how immigrant women seek help for mental health problems.
Barriers such as differing values and perspectives within the relationship may result in
misunderstandingé which precipitate breakdowns in communication and negative
feeliﬁgs. Although differing values and perspectives may occur, the negotiating process
between health care provider and client is the most important issue (Kleinman,1978).
Health care providers need to be aware that their attitudes and behaviours affect the
health care relationship and may indirectly create barriers to health care access thereby

making it less likely for immigrant women to seek the appropriate care.
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Limitations

In this qualitative study a small sample was selected to discover meaning and
information richness. Therefore generalizability of the data will be limited (Polit Beck & -
Hungler, 2001). The scope of the investigation could have been broadened with the
health care provider by using a larger sample.

This research study investigated immigrant women’s mental health care issues from
the health care provider’s perspective. I acknowledge the critical importance of
recognizing both the immigrant women’s and health care provider’s perspectives, but due
to time and financial constraints it was not possible for this project. Therefore immigrant
women’s perspectives might be differing with the health care providers’ views revealed
in this research. The immigrant women’s experiences also might be different and there
fnay be other issues that exist. However, I would like to recommend in the future that in-
depth inquiry with immigrant women be considered, as it will provide relevant
information to future development of mental health services for immigrant women.
Implications for Research

A postcolonial feminist perspective lays the groundwork for analysis of gender, race
and class relations as contextualized and historicized. Researchers require more inquiry
aimed at overcoming barriers and inequities to provide a clearer picture of service usage.
Research aimed at producing transfqrmative knowledge means focusing attention on
multiple experiences from different socio historical locations (Anderson, 2001). Doing
research from praxis means consciously using our research to help immigrant women
understand and change their situation.(Lather, 1991). Information about how health

reform affects women is minimal and information is key to understanding how reform
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efforts are affecting the primary users and health care providers.

The application of gender-based analysis in immigrant research will provide
comparative information between women and men and therefore would be useful in
analyzing gender bias in programs and policies. A gender lens that recognizes the social
determinants of mental health and the impact on immigrant women will contribute to
an increased understanding in provision of mental health care services.

Further research aimed at the positive contributions that immigrant women have on
Canadian society as well as exploring the strengths and positive health attributes of
immigrant women would be beneficial in creating greater access for all.

Research that is explicit about the forces that influence women’s health may be useful
in providing a forum for articulation for the multiple strands of socio political contexts of
illness and health. This heightened awareness may be implemexited and used in collective
strategies to advocate with policy makers locally and globally. Research conducted
through a post-colonial feminist perspective is designed to be inclusive of community and
policy makers right from the outset to ensure dissemination of research findings remain
top priorty.

Conclusion

The steady numbers of immigrants coming to Canada have increased in the last three
decades. This has greatly changed societal structure and the health care system. This also
has meant that health care providers need to recognize that providing effective and
quality health care that is culturally acceptable is a most salient issue. In providing
appropriate health care, health care providers need to be aware that social, cultural,

political, economic and historical factors may shape the ways in which immigrant women
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deal with their mental health problems and access services.

Immigrant women’s health cannot be understood in isolation from the social
conditions of their lives. The cultural and socio economic environment affects immigrant -
women’s responses in accessing and using mental health services. Social inequities such
as racism, sexism and class relations can influence the mental health problems women
develop, and impact on how these problems are understood and treated by health care
providers and society.

Health care providers need to consider other mediating factors in the immigrant
women’s life. Through examining the factors of race, gender and class, health care
providers can better understand barriers and factors that shape and influence the way
immigrant women access mental health services and the way the health care system
operates. An understanding of access barriers through this research will help with
implementing and planning more culturally sensitive mental health care for immigrant
Wwomerl.

It is suggested health care providers need to consider other mediating factors in the
immigrant women’s life, for example, the multiple forces of class, gender, race and
history. These all influence and impact how the immigrant woman thinks and uses health
care services. Fgrthermore, by paying attention to the immigrant woman’s experiences
and how they are shaped by historical positioning and social and economic inequities one
sees more clearly the impacts on their health.

Recommendations that include increasing the gendered understanding of mental
health by policy makers will help develop transformative knowledge that is constructed

from the social location of those marginalized women. It gives direction for addressing
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unequal power relations, both in practice and in the broader social context. Health care
reform needs to better respond to the concerns and needs of immigrant women and at

the same time advocate a paradigm that acknowledges the inadequacy of the biomedical .-
explanations for understanding women’s mental health. A continuous challepge to
traditionally paradigms for understanding mental health issues and abuses are necessary
within the health care system. It is important to move towards different understandings of
mental health challenge and toward more holistic responses.

A post-colonial femirﬁst scholarship offers a theoretical and methodological
framework to analyze gender, race and class relations as contextualized and historicized.
It calls for a health care system to be responsive to the varied social locations of its users.
It is recommended that a postcolonial feminist scholarship be used in offering an
alternative perspective on knowledge development that would help to address more
thoughtfully issues of equity in health and health care reform (Anderson, 2001).

Kleinman’s (1978) framework had particular emphasis on these explanations of health
and illness that were éonstructed within the health care provider-client relationship. The
meanings assigned to events within the context of the immigrant women’s experiences
provided an awareness and understanding of how immigrant women may develop their
ideas about wh;t is salient in relation to an event and how their ideas may influence their
behaviours. The /imponance of negotiation in each health care provider-client encounter
was stressed. As well, Kleinman’s model facilitated the health care prévider to
understand and explore the immigrant women’s mental health care experiences in
relation to the health care system. These important insights will assist the health care

provider to plan and implement more effective strategies to support immigrant
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women’s mental health care needs.

The application of gender based analysis to policy and program analysis will facilitate
development of women-centred care. Woman-centred health care addresses the social
determinants of mental health and gives the immigrant women choices about mental
health care and equal access to mental health services. Strategies that are evidence based
such as actively engaging women with mental illness and utilizing their experiences to
create change and restructure is necessary. Participation will help ground both policy
making and program delivery for all women’s mental health.

Education of health care providers must include skills and knowledge in the use of
research evidence in their practice. It is a professional responsibility for all health care
providers to read and use research in their practices.

Communication of these research findings is a critical task of the researcher to ensure
that new knowledge is addresséd to correct inequities and past injustices. Dissemination
of these findings is necessary if there is to be any differences made in the lives of

immigrant women and how they access mental health care services in Canada.
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Appendix A: Interview Questionnaire

1) In your opinion, do you see immigrant women having difficulties accessing
mental health care services?

2) In your view do you think underutilization is a problem for immigrant women?

3) In your view, do you think gender issues affect immigrant women’s mental
health care experiences?

4) There is suggestion in the literature review that racism and discrimination may
affect immigrant women’s mental health care: What is your view?

5) What do you think immigrant women should do to access mental health care
services?

6) In Sfour perspective what do you see are the strengths and positive health

attributes of immigrant women that contribute toward improving their mental
health care access?
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Appendix D: Consent Form
TITLE:

Exploring Immigrant Women’s Mental Health Care Experience
From a Post-Colonial Feminist Perspective :Implications for Practice

INVESTIGATOR:

Principal Investigator: Tam Donnelly BScN PhD. (c) Assistant Professor
Co-Investigator: Joyce O’Mahony RN BN Master of Nursing student

This consent form is only part of the process of informed consent. It should give you the
basic idea of what the research is about and what your participation will involve. If you
would like more detail about something mentioned here, or information not included
here, please ask. Take the time to read this carefully and to understand any accompanying
information. You will receive a copy of this form.

BACKGROUND:

New immigrants that arrived to Canada in 2002 were reported at a total of 228,575.
Alberta has had 14,672 immigrants settle in 2002, with Calgary claiming 61% or §,997
immigrants from these totals. Statistics reveal Calgary is the fourth largest city in Canada
to receive increasing numbers of new immigrants (Stats Canada, 2003). In 1996 the
population of Calgary was 768,082, with the proportion of
foreign-born population being 20.9 %. Five years later the population of Calgary was
reported at 878,866 with the foreign born population remaining steady at 20.9 % (Stats
Canada, 2003).

Immigrant women suffer from serious mental health problems and often do not
receive the care that they need. Women’s mental health care needs are not being met
in the current system, despite what appears to be a rich network of services ( Morrow
& Chapell, 2001; Beiser, Gill & Edwards, 1993). The prevalence of mental health
among immigrant women and the underutilization of mental health services will lead
to increases in the seriousness of mental health problems experienced. Barriers to
accessing mental health services are language, cultural beliefs and practices, stigma of
mental illness and racial discnmination. It has been reported through many studies that
immigrant women suffer from mental health problems such as depression, schizophrenia
and post migration stress disorders (Thurston, 1993; Li & Browne, 2000;Beiser & Wood,
1988; Legault, G., Gravel, S., Fortin, S., Heneman, B., & Cardinal, M., 1997 Fox, P,
Burns, K., Popv1ch I, &g, M 2001).

To decrease the severity of problems and prevent secondary problems we must
address these problems. Through examining the factors of race, gender and class we can
better understand barriers and factors that shape and influence the way immigrant women
access mental health services and the way our health care system operates. An
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understanding of access barriers through this research will help with implementing and -
planning more culturally appropriate and acceptable mental health care for immigrant
WOmen.

In this study six health care providers will be interviewed. Through semi-structured-
interviews we will investigate and explore how immigrant women experience and access
mental health care services from a health care provider’s perspective.

WHAT IS THE PURPOSE OF THE STUDY?

The purpose of this exploratory study is to investigate and describe how immigrant
women access mental health services from a health care provider’s perspective.

WHAT WOULD I HAVE TO DO?

Potential participants must meet the inclusion criteria. Each participant will have two
interviews (a month apart) with duration of 30-40 minutes. The interviews will be audio
taped and transcribed. They will be kept confidential and in a secure environment. After
seven years from project completion they will be destroyed. Questionnaires with open-
ended questions will be utilized. These interviews will be conducted in May and
June/2004. Data analysis will be ongoing with completion of the thesis project by
December/2004.

WHAT ARE THE RISKS?

There are no risks anticipated with this study.
WILL I BENEFIT IF I TAKE PART?

Additional research addressing barriers and facilitator factors would be beneficial in
providing a clearer picture of service usage by immigrant women with mental health
problems. The reason for underutilization of mental health services by immigrant women
is not clear. We need to investigate whether or not under use of services reflect societal,
cultural barriers or that there is not a need to seek help as perceived by the immigrant
women. Investigating the reasons for differences in health care utilization may prove
useful for developing mental health care programs that are culturally acceptable and
appropriate to immigrant womer..

We also need to recognize that difficulties immigrant women face in accessing and
utilizing mental health services may not be due to culture but historical processes that
have produced systemic inequities and oppression. A better understanding of how race,
gender and class influence immigrant women’s mental health care experiences is
necessary in order to provide more appropriate and accessible mental health care to these
women. There will be no direct benefits to you, yet you may enjoy contributing your
expertise and experience to this research, as the eventual results will inform practice. You
also may request a copy of the final report that includes suggestions for practice.
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