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LAY ABSTRACT

Racialized immigrants in Canada experience barriers when accessing mental healthcare
services. While there is research that documents these barriers, there is a lack of focus on
understanding how this large population’s experiences can be shaped by their legal status.
The goal of this dissertation was to understand factors that influence racialized
immigrants’ access to mental healthcare services in Ontario, Canada. To explore this
issue, this was done through a scoping review and interviews with 16 service users and 10
mental healthcare providers. The findings point to gaps in mental healthcare services that
are driven by both system and individual level factors. Meaning changes to improve
services must start at the top, specifically changes to policies that limit access to care.
However, it is important to not use a blanket approach in developing solutions for this

broad population because it will limit how services can be adapted to their unique needs.
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ABSTRACT

There are distinctions noted in mental healthcare service uptake based on immigration
status among racialized immigrants in Canada. Research focused on understanding
mental healthcare disparities in accessing care within this broad population group often
attends to individual-level drivers, which detracts from how systemic factors play a role
in producing disparities. Through a three project study, this dissertation aims to explore
how access to mental healthcare services among this broad population is influenced by
different factors. First, a scoping review aimed to identify barriers and facilitators
encountered by racialized immigrants when accessing mental healthcare services across
Canada. Second, a qualitative descriptive study explored 16 racialized immigrants’
experiences of accessing mental health services in Ontario, Canada. Third, a qualitative
descriptive study centred on the perspectives of both 16 service users and 10 mental
healthcare service providers to explore how the immigration and mental healthcare
systems coalesce together and play a role in shaping access to services. The findings from
all three studies demonstrate how individual and systemic-level factors produce certain
inequities for racialized immigrants when accessing mental healthcare services in
Ontario. Improving access to mental healthcare services for this broad population group
requires attention to how service delivery exists and is shaped by macro-level factors. By
highlighting legal status as a starting point for interrogation related to understanding
disparities in access, a more nuanced understanding can be gained to pinpoint drivers
contributing to the issue. There also needs to be an emphasis on situating how the existing

mental healthcare infrastructure plays a role, specifically how access is mediated through
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one’s legal status. Racialized immigrants are not a monolithic group and therefore,
development of equitable policies, programs, and service delivery related to mental health

should account this complexity rather than a one-size-fits-all approach.
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Chapter 1: Introduction

This doctoral dissertation follows the format of a “sandwich thesis” which has six
chapters. Three of the chapters (Chapters 3, 4, and 5) are considered to be original research,
where they have either been published in a peer reviewed journal or are being prepared to be
published. Chapter 1 provides a brief overview of the issue being explored. It will also outline
the problem statement, purpose statement, objective statement and research questions, and

overview of dissertation chapters.

Brief Background and Overview

Access to mental healthcare services in Canada can become a complicated process as the
full range of mental health services (e.g., psychotherapy, counselling, medications etc.) are
generally not fully covered through provincial healthcare plans (Cohen & Peachey, 2014;
Mulvale & Hurley, 2008; Statistics Canada, 2023). It is estimated that around one in five
Canadians have experienced a mental health issue within their lifetime, and general access to
counselling services are considered to be an unmet health need (Smetanin et al., 2015; Statistics
Canada, 2018, 2023). From a 2013 report by the Canadian Psychological Association, it is
estimated that those seeking services through a private practise are 30% self-pay and the rest is
often covered through private healthcare insurance through employment (Peachey et al., 2013). It
can be understood that the mental healthcare system exists as a “patchwork” within Canada due
to a lack of full integration into the healthcare system. As a consequence, individuals may not
receive care that is timely or affordable (Cohen & Peachey, 2014; Mulvale & Hurley, 2008;

Peachey et al., 2013). For racialized immigrant groups in Canada, it has been well documented in
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the literature that there are systemic and individual issues that produce inequitable access to
mental healthcare services (Salam et al., 2022; Thomson et al., 2015). These include language
barriers, knowledge of services, and the availability of appropriate services that consider the
unique needs of racialized immigrants (Salam et al., 2022; Thomson et al., 2015). As a
consequence, racialized immigrant groups generally are less likely to receive and access care due
to structurally imposed disadvantages compared to other Canadians (Ng & Zhang, 2020, 2021).
It is proposed in the literature that recent immigrant arrivals to Canada report better
health outcomes than those born locally, including mental health (Lu & Ng, 2019; Ng & Zhang,
2020). This is known as the “healthy immigrant effect,” where new immigrants are healthier on
average than their Canadian born counterparts (Vang et al., 2017). However, there is a gap
within the literature, as there is a growing body of knowledge which states that this does not hold
true for all migrant statuses. It is estimated that refugees in Canada generally tend to have poorer
mental health outcomes which can be explained by their experiences and reasons for departure
from their country of origin (Ng & Zhang, 2020, 2021). The validity of the
“healthy immigrant effect” construct is heavily contested in terms of mental health, as the rates
of mental disorders may potentially be underreported amongst immigrants (Castafieda et al.,
2015; Salami et al., 2019). This is also complicated by other systemic factors, as immigrants
must undergo medical screenings, and may not be allowed to move to Canada if a health
condition is found (Kanani, 2011; Maclntosh, 2019). Canada historically has had a medical
inadmissibility immigration policy that essentially only allows the healthiest voluntary
immigrants to be chosen, thus intentionally selecting those who are less likely to develop health
problems later in life (Kanani, 2011; MaclIntosh, 2019; Pottie et al., 2011). Differences in mental

health disparities among racialized immigrants can be further explored through various societal
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and structural factors, also known as the social determinants of health (SDoH) (Castafieda et al.,
2015; Hynie, 2018). This includes factors including, but not limited to,

housing arrangement, geographical location, level of income, educational attainment,
employment status, and belonging to a racialized group (Castafieda et al., 2015; Caulford &
D’Andrade, 2012; Hynie, 2018; Mulvale & Hurley, 2008). It is argued that immigration status
could also be categorized as a SDoH, as there are unique associations between health

outcomes due to the process of migration itself (Castafieda et al., 2015; Hynie, 2018). Refugees
on average generally have lower levels of English or French literacy, are less financially secure,
and work precarious jobs (Oda et al., 2019; Salami et al., 2019; Sweetman & Warman, 2013).
Conversely, immigrants from economic migration paths are more likely to be educated, have
better job security, and have a better grasp of the English or French language (Sweetman &
Warman, 2013). Additionally, access to employment is contingent on legal status in Canada,
such as being authorized to work or holding permanent residency sometimes (Campbell et al.,
2014; Hacker et al., 2015). Therefore, opportunities for immigrants are not equal and this may
produce differences in mental health outcomes due to standards of living being different —
additionally, having access to healthcare benefits from one’s employer (Chen & Hou, 2019;

Sweetman & Warman, 2013).

Problem Statement

Racialized immigrants in Canada generally are reported to have better mental health
outcomes compared to white non-immigrant Canadians upon arrival (Fung & Guzder, 2018;
Vang et al., 2017). While this seems to be a positive sign for this group, the statistics associated

with this trend ultimately may be due to a number of factors, such as underreporting and
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immigrant selectivity bias (Fung & Guzder, 2018; Robert & Gilkinson, 2012; Vang et al., 2017).
As briefly described above, the “healthy immigrant effect” does not provide a comprehensive or
nuanced view of this population based on contextual factors. Coupled with their migration status,
their intersecting identity of being racialized produces an additional layer of vulnerability that
stems from discriminatory actions, such as xenophobia and racism. Racialized immigrants are
regarded as a clinically underserved population due to their reported low levels of mental
healthcare utilization and concerns of underdiagnosis (Simich et al., 2006). The Mental Health
Commission of Canada (2015, 2016) explicitly identifies immigrants as an at-risk group due to
their intersecting vulnerabilities and suggests improving the accessibility of mental healthcare
services. Language barriers, health literacy, and lack of awareness of such services are the
predominant barriers to accessing care detailed within the literature (Hynie, 2018; Kirmayer et
al., 2011; Salam et al., 2022; Thomson et al., 2015).

The World Health Organization (2022) conceptualizes “mental health” as the following:
“state of well-being in which the individual realizes his or her own abilities, can cope with the
normal stresses of life, can work productively and fruitfully, and is able to make a contribution to
his or her community,” which extends beyond Western and biomedical models. While this is one
definition, it is important to recognize plural ideas of “mental health” that racialized immigrants
may bring based on their social, political, and structural experiences. This allows for a more
holistic exploration in understanding their appraisals of services and determining needs.

The corpus of research on mental health disparities among racialized immigrants
primarily points to cultural differences as the fundamental cause (Thomson et al., 2015).
Reducing this issue to individual level characteristics, such as cultural background, dismisses the

interplay of systemic and structural factors in producing and maintaining these inequities (Metzl
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& Hansen, 2014). Immigrants’ pre-, peri-, and post-migration experiences are demonstrably
distinct from one another, as they are tied to their departure and conditions imposed based on
their legal status (Bobadilla et al., 2017; Campbell et al., 2014; Hynie, 2018; Magalhaes et al.,
2010). Research also fails to distinguish between groups by not delineating their migration class,
sometimes conflating them under the umbrella terms of “migrants” or “immigrants”

(Castaneda et al., 2015). Therefore, both individual and systemic aspects must be taken into
account when investigating why there are disparities present in service usage. Through focusing
on the two broad migration classes as distinct groups when analyzing data, a deepened

understanding can be gained by attending to the differences and similarities among them.

Purpose Statement

The purpose of this dissertation is to investigate the barriers and facilitators experienced
by various racialized immigrant groups in accessing mental healthcare services in Ontario,
Canada. Overall, the goal of the dissertation is to understand the interaction of individual and
systemic level factors that contribute to shaping access in mental healthcare services among

racialized immigrant groups in Ontario, Canada.

Objective & Research Questions

The main objective guiding this dissertation is to explore the barriers and facilitators
racialized immigrant groups (e.g., international students, dependents, refugee claimants, settled
refugees) experience when seeking mental healthcare services in Ontario, Canada. The selected

research questions to achieve the study’s objectives are:
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1. Are there differences in the barriers and facilitators identified among various immigrant
groups?

2. How do cultural and social conceptualizations of mental health shape their experiences?

3. What would the ideal mental healthcare system consist of that supports this broad

populations’ needs?

Delimitations

Mental healthcare providers within the dissertation will not include those who do not
have a license or are not registered to some sort of professional body in Ontario, Canada. While
spiritual, religious, cultural, and folk-based healers are commonly used within the population of
interest and such are valuable resources, they will not be included. This is ultimately due to the
fact that they are not considered to be part of the “formal” mental healthcare profession in the
province. Therefore, those who are registered to a professional body will be recruited, as there is
an understanding that they have had a standardized education and regulations they must follow in

order to practise.

Implications

This dissertation ultimately aims to add to the current existing literature surrounding
mental health disparities of racialized immigrants within Canada. The findings from this study
can potentially provide valuable information to a variety of related bodies, such as mental
healthcare professionals, resettlement and newcomer organizations, and policy makers. Gaining
insight into how culture and society shapes and informs conceptualizations of mental health may

help to improve the services that mental healthcare professionals provide. The findings from the
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dissertation can help to develop educational programs/courses and professional workshops for
those who plan to work with racialized immigrant groups within a mental health context. The
barriers and facilitators to care that stem from systemic issues may be of interest to policy
makers who specifically focus on developing social welfare or healthcare related policies for this
broad target population. Those policy makers who are involved within deciding funding
allocations can also be provided with additional data from this study’s results. Additionally, this
study can bring attention to bridging and integrating more mental healthcare services into the
formal healthcare system in Canada and locally within the province. For resettlement and
newcomer organizations, the focus on systemic factors may also be of interest as they can
develop and fund resources to overcome them. It can also provide more knowledge for
producing community-led mental health promotion programs that are tailored to immigrant or
refugee specific needs. Lastly, the findings may also be of interest for Canadian funding agencies
and organizations who specifically focus on health disparities among racialized immigrant

groups.

Overview of Dissertation Chapters

This is a “sandwich” dissertation and there are three original research papers included
within it. This section will provide a brief overview of the one methodology chapter and three
original research chapters.

Chapter 2 serves as the overarching methodology chapter that guides the inquiry for
Chapters 4 and 5. This chapter is a more comprehensive account of the methodological
underpinning of the aforementioned chapters — as they present abbreviated versions of

methodology to maintain brevity. Chapters 4 and 5 have the same methodology as a conscious
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attempt to integrate findings and maintain consistency from a philosophical perspective.
However, both chapters separately discuss in detail their guiding theoretical frameworks,
participant selection and recruitment processes, and data analyses in context of what research
question is being interrogated. This chapter introduces the selected methodological approach,
how reflexivity was practiced in the context of the entire dissertation, and approach to analysis.
This dissertation’s guiding philosophical orientation is constructivist inquiry, as it acknowledges
how reality and knowledge is co-constructed by individuals and their experiences, specifically
how broader influences play a role. The selected methodology for this dissertation aligned with
that philosophical approach is Sandelowski’s interpretation of qualitative descriptive (QD)
(Sandelowski, 2000, 2010, 2010) which seeks to stay as “close” to the data as possible while
being open to interpretation that accounts for incorporated theoretical frameworks. Braun and
Clarke’s approach to reflective thematic analysis (RTA) was applied to analyze the data from the
interviews to explore the research questions (Braun & Clarke, 2006, 2021).

Chapter 3, an original research paper (Salam et al. 2022), is a scoping review that
explores the following question: what are the barriers and facilitators for accessing mental
healthcare services among visible immigrants and refugees in Canada? This paper explored the
first research question of this dissertation. Using the scoping review approach outlined by Arksey
and O’Malley (Arksey & O’Malley, 2005) and established criteria, there were 45 articles
published from 2000 to 2020 that were included. It included articles that focus both on service
users’ and service providers’ experiences to accessing care. From this review, systemic and
individual level factors were determined to impact mental healthcare service usage. The results
pointed to how access is a complex issue which is shaped by one’s legal status which highlights

the roles of the immigration and healthcare systems.
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Chapter 4, an original research paper, is a qualitative study that draws from interviews of
16 individuals from a variety of immigrant groups. This paper is aligned with the first and
second research questions for this dissertation. The purpose of this study was to understand the
barriers and facilitators experienced when seeking mental healthcare services in Ontario. It also
aims to explore how cultural and social conceptualizations of mental health shape attitudes
towards mental healthcare services. Using Andersen’s Behavioural Model of Health Care
Utilization (ABMHCU) (Andersen, 1995) as a conceptual framework layered with Kleinman’s
Explanatory Model (Kleinman, 1980), the findings identified the following major themes:
structural constraints, individual influences, and appraisal of services.

Chapter 5, an original research paper, is a qualitative study that draws on interviews with
16 racialized immigrants and 10 mental healthcare providers in Ontario who provide services to
racialized immigrants. This paper seeks to explore the first and third research questions. The
purpose of this paper was to take on a policy-level approach in investigating how the
immigration system and the provincial healthcare system both interact to produce variabilities in
mental healthcare access among racialized immigrant groups. Using the ABMHCU (Andersen,
1995) as a guiding theoretical framework, there were the following factors: governing structures,
service delivery, and client characteristics. By identifying fractures in the two systems and also
solutions put forth by both service users and service providers, I propose a conceptual framework
in understanding mental healthcare access based on the needs and experiences of racialized
immigrants in Ontario. This framework blends the findings from the results of the scoping
review from Chapter 3, as it makes connections to the identified layers included in there. This

specific framework attends to identifying how factors from the immigration and healthcare



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

systems can be seen as potential causes and sites for improvement in access to mental healthcare
services.
Chapter 6 serves as the conclusion chapter to this dissertation and details key findings of

each chapter, a synthesis of the findings, and recommendations for future areas of research.

10
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Chapter 2: Methodology

This methods chapter will outline the selected methodological approach and method that
is used for Chapters 4 and 5 within this dissertation. Each separate chapter, or manuscript, has its
own theoretical framework that guides the exploration of a research question which is being
investigated. Thus, for the purpose of this chapter, only the detailed methodology and method
will be discussed to maintain brevity when re-articulated in the separate chapters. The separate
chapters will detail the conceptual framework, a condensed version of the methodology and

method, sampling, interviewing, and analysis.

Methodology

This dissertation’s methodology is underpinned by Sandelowski’s interpretation of
qualitative description (QD) which is based on constructivist inquiry (Sandelowski, 1995, 2010,
2010). This approach is different from other traditional qualitative methodologies, such as
phenomenology, grounded theory, or ethnography, as it seeks a straightforward summary of an
individual’s descriptions of a phenomenon (Sandelowski, 1995, 2000, 2010). QD aims to
produce findings of interpretations which are as closely aligned to the data as possible by
remaining true to the accounts presented by the participant (Sandelowski, 1995, 2000, 2010).
This involves not theorizing or delving too far beyond what the participant had stated in order to
not potentially misconstrue the content (Sandelowski, 1995, 2000, 2010). Sandelowski (2000)
describes QD’s purpose as, “the reading of lines, as opposed to reading into, between, over or
beyond the lines.” However, there is a level of interpretation to be done in order to understand
the participants’ experiences in relation to the research question being explored (Sandelowski,

1995, 2000, 2010). QD is not entirely atheoretical which reflects a constructivist approach, as

17



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

theory through theoretical or conceptual frameworks can be used to inform the study, interview
guide, and data analysis framework (Doyle et al., 2020; Sandelowski, 2010). QD has been used
in health sciences research broadly to investigate health related experiences; therefore, QD
becomes a relevant methodology for the purpose of this dissertation which seeks to understand
both the experiences of mental healthcare providers and racialized immigrant service users (Kim
et al., 2017). In the context of this dissertation, the decision to have a shared methodology was
important when it came to integrate the findings from the two related studies based on some of

the same interview questions.

Method

The selected method and analysis tool for this dissertation’s two studies is Braun &
Clarke’s (2006, 2021b) reflexive thematic analysis (RTA). This approach contends that the
researcher’s role is a key aspect in understanding the phenomena that is being explored and
understood. It is a method is rooted in constructivist inquiry as it acknowledges that there are
multiple truths which participants bring forward, and therefore should be recognized (Braun &
Clarke, 2006, 2021b) It also recognizes that reality is co-constructed between the researcher and
the participant through interactions that emerge from their identities, ideas, and assumptions
(Braun & Clarke, 2006, 2021b, 2021a, 2023). RTA itself is also not atheoretical, as it is a
flexibly theoretical method and tool of analysis. Braun and Clarke (2021b) contend that as part of
a RTA approach, “good RTA needs both theory and explicit locating in terms of theory.” To
further their argument given RTA’s philosophical underpinnings, they argue that theoretical
assumptions will always be made as part of the process of conducting research as nothing exists

in a vacuum (Braun & Clarke, 2006, 2021a, 2021b, 2023). This highlights the constructivist
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nature of RTA, more specifically, how important it is for RTA to be situated in the context the
research is being conducted in and also who is undertaking the research. This will be explained
in the following section. For the purpose of this dissertation, I am taking a deductive approach to
RTA which is more theory driven rather than being inductive and theory generating. I am
looking to see how the data from the interviews will reflect conceptual ideas based on the
conceptual frameworks that are being to explore the research questions. RTA aligns with QD
because that is one of the methods Sandelowski suggests because it complements the work
(2010). Sandelowski also suggests that QD is not a rigid methodology as it can be flexible to take
on different textures which are aligned with what is being explored as a point of analysis (1995,
2000, 2010). QD, just like RTA, is not atheoretical and therefore blends together as a paired

methodology and method.

Reflexivity

Braun and Clarke’s RTA emphasizes reflexivity as a key tool driving their method (2006,
2021b). While “bias” often has a negative connotation within the domain of research, both
qualitative and quantitative, Braun and Clarke take a different approach in understanding bias
and posit that “bias” is inherently useful in their method (2006, 2021b). They describe that the
idea of controlling for bias within qualitative research is a form of “positivism creep,” where
values of positivist research paradigm are sometimes unknowingly imported into qualitative
research (Braun & Clarke, 2006, 2021b, 2021a, 2023). Braun and Clarke (2023) argue that a
researcher’s subjectivity is a tool for their RTA approach, and frequently refer to “owning one’s

perspective” by stating that research “will always be infused with their subjectivity, and they are
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never a neutral conduit, simply conveying a directly-accessed truth of participants’ experience”
(Braun & Clarke, 2023).

Reflexivity within RTA is not just “naval-gazing” or producing a “laundry-list” of one’s
identities, but to own and recognize how they have shaped the contextual circumstances of the
research being conducted, and more specifically, where the data has arrived from and is being
interpreted (Braun & Clarke, 2006, 2021b, 2023). In this methodology chapter, I will elaborate
on instances of how my positionality has impacted the undertaking of my dissertation’s research

process (Folkes, 2023). I will also discuss how I engaged in practices of reflexivity.

Positionality

As individuals who exist in navigating complex and interwoven environments,
researchers are not passive entities but curators. Within the context of research, there is the
dichotomy of "outsider-insider" that has been widely used as a way of recognizing one's social
location, or distance, in the context of a research project (Andress et al., 2020; Holmes, 2020;
Pechurina, 2014; Zempi, 2016). Some may argue that being an "outsider" is advantageous as it
prevents a certain form of bias from permeating the "research" process and promotes a level of
objectivity (Andress et al., 2020; Holmes, 2020; Pechurina, 2014; Zempi, 2016). Alternatively, a
general criticism of an "outsider" is that they have the potential to misinterpret and potentially
cause harm to the population and phenomena being studied due to their distance. The "insider" is
sometimes appreciated due to their closeness to the population and phenomena as they would
have some form of shared knowledge (Andress et al., 2020; Holmes, 2020; Pechurina, 2014;
Zempi, 2016). However, there is the critique that this can pose a threat to confidentiality due to

the nature of relationships and also potential judgement. There is the broader assumption that the
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"outsider-insider" dichotomy flattens how we think of individuals and researchers themselves
(Carling et al., 2014). Ryan (2015) contends that reflexivity and identity should be understood as
“dynamic rhythms of multi-positionalities” given how various power differentials shape one’s
status and identities by both the researcher and researched. Individuals are not exactly
homogenous due to an understanding of intersectionality (Bowleg, 2012; Crenshaw, 1991).

As someone who is a racialized individual and an immigrant to Canada, albeit arriving as
a dependant when I was young, my experiences of immigration have coloured my life in many
ways through the process of racialization. For example, I have experienced differential treatment
due to the colour of my skin, my Arabicized name, assumptions made about my Muslim, South
Asian heritage, and comments about my ability to speak English. Aspects of this racist and
xenophobic othering have manifested throughout my own interactions with the “mental health”
system and also academia, as this has consequently shaped my assumptions and interrogations of
research being done within this domain. For example, having a predominately white dissertation
committee at a point in time produced a dynamic where I experienced limitations when trying to
explain my connections to the work and analyses via understandings that emerge from personal
and lived experience of racism and systemic racism.

My point of curiosity to this field of work comes from being grieved and frustrated with
the lack of equitable, appropriate, and affordable mental healthcare services in Ontario. In
relation to personal areas of concern, a goal of this dissertation was to understand the contexts of
suffering for racialized immigrants seeking mental health supports. These are matters I have
contended with in my own lived and personal experience. Being racialized and at a point in time
being a non-citizen is something my participants and I share, and also are the two most important

areas of exploration for my dissertation. Carling and colleagues (2014) describe how researchers
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such as myself engaging in migration related topics occupy a unique “third position” status
through the fluidity of our identities rather than relying on strict dichotomies that centre
differences. There were definite examples of “sameness” identified with my participants as they
sometimes said phrases such as “it is so common with people like us, you know this” or “I’'m
sure you know what it’s like — I don’t have to explain more than I need to” when sharing a point
about how racialized immigrants to Canada find it hard to find a mental healthcare provider who
could understand certain aspects to mental health or their own circumstances tied to migrating
into a new country. I often replied with asking them if they could still explain it to me as I may
not be able to fully appreciate their experiences and foreclose conversation around the topic.
There are experiences that I cannot relate to or begin to comprehend due to my social distance
with certain identities; however, I can deeply empathize with participants’ experiences and listen
intently without judgment. Based on my personal experiences with the “mental health” system as
briefly described above, I have some assumptions carried over when interacting with my
participants who are mental healthcare providers. Aside from my own experiences, I do reflect
on the experiences of those within my communities and loved ones. As I was going to pursue
this field myself through being accepted into a doctorate program in Clinical Psychology and my
intentions were to work with racialized immigrant clients, [ was aware of specific challenges
particular to racialized immigrants that existed in the profession itself. However, I did not impose
my ideas during the interviews with both set of participants and instead just left it as a space for

exploration by letting my participants setting the tone.

Recruitment and Data Collection

22



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

My dissertation was self-funded which limited the number of individuals I could recruit
without it becoming too expensive for me personally while keeping in mind that I had a limited
graduate stipend which did not cover my basic living expenses. Researchers such as myself who
come from financially precarious backgrounds (e.g., lack of a permanent job position, supporting
family, my finances going towards medical needs), this key aspect shapes how financial
decisions are made related to the undertaking of a research project. For example, hiring a
translator becomes difficult for me with my dissertation given the population of interest.
Therefore, as part of my criteria for my service user participants, I had explicitly written that they
must feel comfortable having a conversation in English. This approach of framing departs from
typical language standardization requirements that are based on testing (e.g., IELTS or English
as Second Language) as they can be dehumanizing, and quite frankly, racist. The legitimacy of
language “fluency” is something that needs to be questioned as it reinforces deficit-based ideas
of racialized immigrants in the context of research (Gibb & Danero Iglesias, 2017; Perry, 2011).

Another point of consideration related to funding was the selected form of compensation
for both participant groups. Compensation must be meaningful and worthwhile for participants
and considered to be non-coercive, meaning that participants should not feel that they are losing
out on something majorly financial if not participating (Head, 2009). However, given the time
when interviews took place, a global pandemic was occurring which had devastating financial
impacts on individuals, it could not be understated that any amount of financial support becomes
helpful to an individual. I decided that my service user participants would each receive $20 e-gift
cards to any place they wished, and my service provider participants would get a $10 e-gift card
to Tim Hortons. For my service user participants, $20 was selected solely because it is

considered to be the suggested “livable wage” in Ontario, with a range from $18.65 in
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Southwestern Ontario to $25.05 in the Greater Toronto Area (Ontario Living Wage Network,
2023). Interviews were to last up to an hour and thirty minutes for both sets of participants.
These e-gift cards were sent to participants’ emails once the interviews were completed. As
aligned with my university’s ethics boards’ requirements, participants could receive the
compensation even if they did not complete the interviews entirely.

Specific details related to participant eligibility and selection can be found in my
dissertation’s separate chapters. This dissertation received approval from Hamilton’s Integrated
Research Ethics Board (HiREB) for its two studies (#13736 and #13739). Recruitment of the
participants was done digitally through my own personal channels and professional networks.
For example, I relied on my professional network which included an affiliation with a Canadian
university research centre that focused on refugees and immigrants — York University’s Centre
for Refugee Studies. Information about my studies were distributed through their listservs, which
included an approved script and posters. Digital flyers of my two studies were shared with my
personal channels across WhatsApp and other social media platforms. My social capital and
relationships within the communities I occupy, either professionally or personally, is a key factor
which helped facilitate recruitment.

The interview guide was structured in a linear fashion, starting off with introductions and
providing a clear roadmap of what is to be expected by a breakdown of the topics that will be
discussed. The participant's rights based on HiIREB's guidelines were also iterated, and
participants were then given an opportunity to ask any questions regarding the interview or
consent form before starting. In the introductions, I stated why I was undertaking this research
and also shared aspects of my positionality (e.g., when I came to Canada and what my ethnic

background was) to help situate the conversation and to establish that this topic being discussed
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is personal to me. I felt that disclosing details about my background were important in building
relationships with my participants as it helped them understand why I was pursuing this topic,
and more specifically, who I am beyond my academic credentials to dispel a notion of
“professionalism” that is often important within academic settings (Folkes, 2023; Reyes, 2020).
In conducting the actual interviews, participants were provided opportunities for breaks after
every section was completed. During each interview, I would take handwritten field notes into a
notebook that I had, and these notes captured key ideas and quotes said by the participants that
stuck out to me. The use of field notes for data collection has been offered as a usual practice in
participant observation studies, but also during qualitative studies that involve direct interviews
(Emerson et al., 1995, 2001). In acknowledging that the topics of discussion could be distressing,
I paid close attention to the tone of voice and pauses of the participants. Silence illuminates a
story as much as words accent an account being shared; therefore, highlighting the inherent value
of silence as a process of storytelling (Kawabata & Gastaldo, 2015; Poland & Pederson, 1998).
Ahead of time of the interview, a resource list of free to access social and wellness resources in
Ontario were compiled and provided to participants. In some cases, when I felt if things were
becoming too "heavy," I would check in after the participant had paused after speaking to ask
them if they were doing okay and would like to take a break. Holding space in an online context
is extremely difficult, specifically one where the individuals are not visible (Salam et al., 2021).
Throughout the interview, I would paraphrase back to my participants what they had shared to
me in order to make sure of two things: that I understood them correctly and to also give them
space to potentially further detail their answers. After every interview was complete, a summary
of the participant’s experiences was written in my notebook along with some areas of

introspection. I paid attention to how participants’ experiences echoed my own or diverged based
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on differences of context (e.g., resources, issues at hand, or life circumstances) as an approach to
practise reflexivity.

When it came to the actual interviews with both participant sets, they were conducted via
Zoom which is a videoconferencing platform approved by HiREB. For providing more privacy
to participants and also being mindful of internet connectivity issues, the interviews were audio
only with the video turned off. This was appreciated by participants as they remarked they could
take care of some chores around their space as we spoke or that they did not feel awkward when
talking about “deep” topics. All interviews were recorded by Zoom’s built-in feature. However,
it is important to note that while Zoom is an approved platform through HiREB, there are
complications posed to maintaining privacy especially for individuals who have more precarious
legal statuses (Salam et al., 2021). Because Zoom recorded the interviews, it automatically
transcribed the interviews as they were uploaded into the platform’s cloud. The auto transcription
feature is not entirely accurate as it had mistakes due to audio errors that may potentially arise
from accents or processing delays, and therefore it was not a key component I relied on for my
analysis. Transcriptions of interviews are a key resource for data for many qualitative
researchers, and different approaches are taken depending on one’s preferences and goals. Some
researchers produce literal transcriptions of interviews while others include contextual details,
such as pauses, emphasizing on certain words, or patterns of intonation. Additionally, approaches
to transcription can “sanitize” participants’ shared accounts through correcting grammar,
“whitewashing” accents, and removing stuttering which lends into problematic reconstructing of
events and expressions (Oliver et al., 2005; Witcher, 2010). While I did not go back to every
interview and transcribe it individually word for word, I kept summaries as described in the

previous paragraph which centred key ideas, themes, topics, and quotes. I would re-listen to
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interviews in entirety when going through my analysis process and rely on my notes as they held
information that I believed was more important to me in understanding my participants’
experiences given what they decided to emphasize in their accounts (Emerson et al., 1995, 2001).
Given my participants and language considerations, I felt that I would remain closer to the data if
I relied on the raw audio of the interviews and my interview notes/summaries rather than having
a set of “clean” transcripts to use as traditionally qualitative researchers have done (Nascimento
& Steinbruch, 2019; Point & Baruch, 2023). This also lends into aspects of upholding rigour in
qualitative practise, as transcripts can impose certain assumptions by removing details as
described above (Davidson, 2009; Nascimento & Steinbruch, 2019; Point & Baruch, 2023;

Witcher, 2010). More on the analysis will be described below.

Analysis

RTA involves a six-phase process for analyzing the data. Braun & Clarke (2006, 2021b)
describe this as a “process” rather than a set of “steps” to demonstrate that it is not a linear
approach due to the nature of it. Here, I will elaborate on the six phases of the analytic process
and provide examples of how I undertook this by engaging with the data for the two different

studies.

1. Familiarizing yourself with the dataset

This involves going back to the data and acquainting oneself with it by reading and re-
reading it. In my circumstance, this included me re-reading my interview notes and summaries
and then listening to the entirety of the interviews over again and making more notes (Witcher,

2010). I would also pay attention to the tone, pauses, and general emotion of the interviews as |
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re-listened to help situate me into the environment again (Emerson et al., 1995, 2001). These
notes would include me reflecting on what I had initially written down during the interviews or
adding further things I did not pick up or attend to during the interview process. As a process of
reflexivity, I asked myself questions, such as: how is their experience different from mine? Is
this something they felt comfortable sharing based on our shared identities? How else could this
data be interpreted if I was closer to their circumstances (e.g., being an international student,
asylum claimant, or a psychotherapist)? Am I losing out on understanding things because I am so
far removed? Have I heard similar stories shared by people with my communities? These
questions when re-engaging with the interviews/data were important as it helped me identify
potentially new insights that I did not have when initially doing the interviews (Braun & Clarke,

2021a, 2023).

2. Coding

In the “coding” process, this involves going through the data (e.g., transcripts and notes)
and identifying segments that are relevant to understanding the research questions being
explored. While related processes of coding such as having pre-defined codes, or a codebook, is
not appropriate and discouraged by Braun & Clarke for engaging with their RTA approach
because it comes from a positivist lens, coding is not atheoretical (Braun & Clarke, 2021a). This
meant that ideas related to the guiding theoretical and conceptual framework along with my own
biases impacted the determination of what was a segment of data that was relevant to the
research question or interest. I would go through my interview notes and summaries and pick out
broader “codes” that were identified by applying code labels that helped me make sense of the

data presented. I coded every interview individually and noted if related code labels were being
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identified in other interviews through my interpretation of the conversations. Without risking
analytic foreclosure of relying on making sure that the data fits with the conceptual frameworks
being utilized given that a deductive RTA approach was used, I focused on emphasizing

unanticipated findings (Braun & Clarke, 2021b, 2023).

3. Generating initial themes

As the popular adage by Braun & Clarke (2006, 2021b) goes, “themes do not emerge,”
and this is demonstrated by how themes are generated within RTA as the researcher is an active
agent in producing knowledge through their analyses and interpretation of the data (Braun &
Clarke, 2021a, 2021b, 2023). In this stage of the RTA process, I compiled the clusters of codes
across the interviews that I identified. I paid attention to contradictions between individuals’
experiences as well as similarities to help produce a spectrum of insights which would lead to a
deeper understanding of the issue being interrogated. In this process, I developed a chart on a
word document which had the overarching codes mapped into “candidate themes” which I
generated by determining how this helped explore the research question. The goal was not to
simply generate a list of “candidate themes” through the identified codes, but also to pay
attention to how these “candidate themes” represented the research question by capturing broad

shared meanings.

4. Developing and reviewing themes
In this stage of the process for RTA, the previous “candidate themes” are scrutinized by
going back to the entire data set and determining whether they still apply. Within this process,

some of the “candidate themes” were collapsed into others because of the shared meanings
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between them or were broken down further into other themes. The main aim of this stage is to
reengage with the data set and be flexible enough in order to determine if the theme’s central
organizing concept is valid. Additionally, the relationships between certain “candidate themes” is
drawn in order to show the scope of what is being identified through the research question.
Overall, in this process I paid attention to how these “candidate themes” helped further shape the
narrative or were providing meaningful insight into the data. I asked questions to myself, for
example: does this overlap with what is currently known in the literature? Is this something that
is under stated within the literature and is not given enough focus in academia given dominating
frameworks and is shared amongst mental health or immigration activist organizations? Is this
“candidate theme” dimensional enough to encompass a central organizing concept? Have I heard
about these similar experiences from individuals in my own life who are in similar

circumstances?

5. Refining, defining, and naming themes

As this stage is titled, this is exactly what had happened. I took a week long break and
then returned to the data once with fresh eyes to refine my analyses. During this break, I had
conversations with my friends and loved ones about what I found through the data so far by
giving them high level summaries. Their feedback was important to me because they were
racialized and also immigrants, two identities which deeply contributed to the introspection I was
undertaking as I returned to the data. I found their insights very important as it helped further
contextualize the information I had been given by speaking with my participants. I also attended
lectures and workshops that were being delivered by other racialized researchers on topics

similar to what I was examining. I also shared my findings to my committee members during
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committee meetings to receive feedback and their thoughts. Then after re-engaging with the data
with the feedback and notes I had taken from conversations with my friends, I worked with the
data until I felt it was exhaustive, the time to polish up the themes by refining, defining, and
naming them arrived. In this stage, the boundaries of themes were identified, and clear
demarcations were made by writing up short summaries of what the themes did and did not
mean. This process helped to refine themes which had “fuzzier” boundaries based on my
interpretations. In returning to the word document chart, this involved producing a concise set of
sentences which provided an overview of the theme along with examples of quotes which
demonstrated the theme. The final “candidate themes” were then given relevant names which

summarized the central organizing concept.

Rigour

As a way of understanding, the process of “triangulation” has been contested by Braun &
Clarke (2023) for RTA as it has origins in positivism and often has been used as a process to
derive a singular truth. RTA acknowledges that there are multiple truths out there, and therefore
crystallization is an approach for facilitating rigour as it draws from various sources of data,
theoretical frameworks, and methods (Tracy, 2010). Within this dissertation, two studies are
being conducted to understand from different participant populations and the questions being
posed converge to examine certain topics (e.g., barriers and facilitators to care). Additionally, as
a key point of crystallization, both studies rely on similar conceptual frameworks, but are united
through a key theme: to understand a study population’s experiences when seeking out services.
Therefore, crystallization provides conceptual coherence to support the rigour of this

dissertation’s undertakings. The traditional ideas of generalizability as a method for determining
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rigor does not apply within qualitative research methodologies, especially one that is from the
constructivist paradigm (Braun & Clarke, 2023).

However, transferability is another concept which applies instead and this centres on how
the research findings transfer to similar contexts (Tracy, 2010). In further iterating
methodological rigour, Lincoln and Guba’s notion of trustworthiness through the four criteria of
credibility, transferability, dependability, and confirmability were demonstrated (Guba &
Lincoln, 1994; Lincoln & Guba, 1985). For credibility, there were instances of “peer debriefing”
with my friends who were detached from my research area but had similar lived experiences to
the ones that were being explored as part of my research questions (Guba & Lincoln, 1994;
Lincoln & Guba, 1985). I also engaged with my doctoral advisor and committee members in
discussing the findings, albeit they are “experts,” their feedback still provided important
verification of what I was encountering through interviews (Guba & Lincoln, 1994; Lincoln &
Guba, 1985). For transferability, my findings were written with “thick descriptions” to allow a
reader to understand their situation (Guba & Lincoln, 1994; Lincoln & Guba, 1985). This
included details about their gender identity, economic background, and even their feelings. For
dependability, I made sure to ask my participants all of the research questions even though they
may have provided the answer to a question which would have been answered later in the
sequence of the interview (Guba & Lincoln, 1994; Lincoln & Guba, 1985). This was to ensure
that there was standardization of the interview protocol across all research participants. Lastly,
for confirmability, I actively documented my reflexivity throughout this entire dedicated
methods section and within my interview notes in order to understand how my own experiences
shaped the findings (Guba & Lincoln, 1994; Lincoln & Guba, 1985). This is expected and

aligned with the RTA step of refinement of themes (Braun & Clarke, 2021b, 2023).
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6. Writing it up

While considered to be the last “stage” of the process, this did not mean that returning
back to the data was impossible. In RTA, Braun & Clarke advise going back to the data at this
stage and seeing if there was anything missing that could help the broader narrative developing
through the identified themes (Braun & Clarke, 2006, 2021b). This included returning to my
initial interview summary and analysis notes. When I was satisfied with the themes, I refined the
chart of central themes and sub themes and included examples of data extracts (i.e., quotes from
participants) to help provide examples when writing my analyses and interpretations. The goal of
this process is to provide an analysis of the themes along with conclusions that centre on
supporting them and further enriching the research question. At this stage, my written findings

were forwarded to my broader committee to receive feedback.
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Abstract

Purpose: There exists considerable research which reports that mental health disparities persist
among visible minority immigrants and refugees within Canada. Accessing mental health care
services becomes a concern which contributes to this, as visible minority migrants are regarded
as an at-risk group that are clinically underserved. Thus, the purpose of this review is to explore
the following research question: “what are the barriers and facilitators for accessing mental
health care services among visible immigrant and refugees in Canada?"

Methods: A scoping review following guidelines proposed by Arksey and O'Malley (2005) was
conducted. A total of 45 articles published from 2000 to 2020 were selected through the review
process, and data from the retrieved articles was analyzed.

Results: Wide range of barriers and facilitators were identified at both the systemic and
individual levels. Unique differences rooted within landing and legal statuses were also
highlighted within the findings to provide nuance amongst immigrants and refugees. With the
main layered identity of being a considered a visible minority, this yielded unique challenges
patterned by other identities and statuses.

Conclusion: The interplay of structural issues rooted in Canadian health policies and
immigration laws coupled with individual factors produce complex barriers and facilitators when
seeking mental health services. Through employing a combined and multifaceted approach
which address the identified factors, the findings also provide suggestions for mental health care
providers, resettlement agencies, policy recommendations, and future directions for research are
discussed as actionable points of departure.

Keywords: migration, mental health services, barriers, facilitators, visible minority
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Systemic and individual factors that shape mental health service usage among visible
minority immigrants and refugees in Canada: A scoping review
Introduction
Human movement is impacted by globalization, a process which entails economic,
political, and social factors (Castelli, 2018). In the 2016 census report, 21.9% of Canada’s
population consisted of “immigrants” (Statistics Canada, 2017a). From 2011 to 2016, 1,212,075
new immigrants had settled in Canada, and among those 60.3% were voluntary migrants who
came to Canada for work or better economic opportunities (i.e., economic and family class
migrants) and 11.6% were refugees (Statistics Canada, 2017a). Canada’s demographics are
shifting over time, as more than one-fifth of Canada’s population belongs to a “visible minority”
group, a term used within the Canadian Employment Equity Act to describe those who are
"persons, other than Aboriginal peoples, who are non-Caucasian in race or non-white in colour"
(Statistics Canada, 2017a). This trend is projected to increase, and it is expected that by 2036
one-third of the population will belong to a visible minority group (Statistics Canada, 2017b). In
terms of background, the largest visible minority populations in Canada, in order, are those who
identify as South Asian, Chinese, and Black (Statistics Canada, 2017a). The aforementioned
statistics reflect a very diverse breakdown of Canada’s demographics, but also highlights that
special attention should be given to a growing population of immigrants and refugees, namely
those who belong to a visible minority group (Statistics Canada, 2017b).
Migration itself is a unique process which is influenced by the circumstances of

departure; therefore, the experiences of visible minority immigrants and refugees are
significantly distinct when it comes to adapting to new life in Canada due to their migration

paths (Chimienti, Bloch, Ossipow, & de Wenden, 2019; Lane, Farag, White, Nisbet, &
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Vatanparast, 2018; Newbold & McKeary, 2018; Rothe, Tzuang, & Pumariega, 2010). This also
includes produced differences in mental health statuses, such as prevalence rates of mental health
disorders, and self-evaluations of mental health as well. Refugees are more likely to have post-
traumatic stress symptoms and other mental health issues due to pre and peri-migration
experiences of persecution, length of stay in a refugee camp, violence, and witnessing armed
conflict (Lu & Ng, 2019; Ng & Zhang, 2020). Visible minority immigrants and refugees are
considered to be a clinically underserved population and prevalence rates of mental health issues
are difficult to properly estimate (Ganann et al., 2020; Lu & Ng, 2019; Newbold & McKeary,
2018; Ng & Zhang, 2020). From a scoping review of articles from 1978 and 2014 conducted by
Khan and colleagues (2017), they identified that large gaps in data from national surveys (e.g.,
Canadian Community Health Survey) have led to discrepancies in such estimates, for example,
not delineating between migration classes, generation status, or using visible minority status
synonymously with immigration status (Mental Health Commission of Canada, 2016). However,
it does remain supported that visible minority immigrants and refugees are less likely to utilize
services compared to White Canadians (Chiu, Amartey, Wang, & Kurdyak, 2018; Mental Health
Commission of Canada, 2015, 2016; Urbanoski, Inglis, & Veldhuizen, 2017). From a nationally
represented study utilizing the Canadian Community Health Survey linked to data from the
Longitudinal Immigration Database, Ng and Zhang (2021) found that first generation immigrants
along with refugees were less likely to utilize services than those who were second-generation,
or Canadian born. However, refugees were more likely to report lower levels of mental health
status and also not any more likely to seek out services compared to immigrants. Mental health
care service (MHCS) utilization is also varied across groups, as this is influenced by accessibility

factors including, but not limited to: awareness of programs available, language proficiency, or
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financial capacity (Levesque, Harris, & Russell, 2013). This is further layered with individual
level factors, such as how conceptualizations of mental health are shaped by one’s cultural
heritage and environment, and therefore the Canadian context and culture may be considered
contrasting and novel to newcomers who potentially may be seeking out MHCS (Pottie et al.,
2011; Salami, Salma, & Hegadoren, 2019). Through understanding systemic and individual level
factors involved in influencing MHCS utilization, a more targeted approach can be developed to
improve access for visible minority immigrants and refugees.

The purpose of this scoping review is to explore the following research question: “what
are the barriers and facilitators for accessing mental health care services among visible
immigrants and refugees in Canada?"

Methods

The scoping review guidelines defined by Arksey and O’Malley (2005) were used for the
purpose of this review. Arksey and O’Malley (2005) define the following five steps: identifying
the research question, identifying relevant studies, study selection, charting the data, and
summarizing the data.

Identifying Relevant Studies

Relevant articles were searched within the following databases: CINAHL (via EBESCO),
PsycINFO, Medline, and Embase. A combination of subject headings and keywords appropriate
to the selected individual databases were constructed to focus on the four main concepts of
barriers and facilitators, mental health, mental health care services, and migrants. Some example
keywords included: help-seeking, psychological distress, psychological help, immigrants, and
refugees. The full search strategy can be provided upon request. As the geographical context of

this scoping review is situated within Canada, keywords and subject headings including the
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provinces and territories along with major cities were utilized within the search strategy to
retrieve locally relevant studies. The search was conducted on January 27%, 2021. All items were
imported for review on February 29, 2021.

Inclusion criteria included the following: anywhere in Canada; focusing on either
refugees and/or immigrants; discusses either mental health care providers’ or users’ experiences,
self-reports, or ratings relating to barriers or facilitators of accessing and utilizing MHCS; peer-
reviewed items; and written in English.

Exclusion criteria included: theses and dissertations; conference papers and supplements;
reviews (systematic, meta-analyses, scoping, etc.); and book chapters.

Study Selection

Citations were imported into an online reference manager, Covidence, and were then
screened for eligibility. Title and abstracts of the retrieved articles were screened and selected for
full text review by both ZS and OO. Figure 1 provides the PRISMA diagram which details the
literature search process and selection flow.

Figure 1. PRISMA study selection flow chart
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Charting The Data

The remaining articles were extracted for relevant information by ZS into a Microsoft

Excel sheet. Data from the following categories was noted: Title of study, author(s), year of

publication, province, number of participants, focus group, migration class, and aim of the study.

Details are presented in Table 1.

Table 1

Description of Selection Sources for Review

Year Numb
of er of
Author public partici Demogr Target Aim ofthe Method
Title S ation Province pants aphics  group study ology
Usingthe  Adepo 2012  Quebec N=  Afro- Refuge To explore Quantit
cultural nle et 323  Caribbe e&  factors ative -
formulatio al. an, Immig associated cross-
n to African, rant  with sectiona
resolve East change in  1survey
uncertainty Asian, psychotic
in Southea disorder
diagnoses st Asian, diagnosis
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Summarizing The Data

The data was analyzed through narrative synthesis, similar to Arksey and O’Malley’s
(2005) approach, to identify key areas and themes while examining the data from the selected
articles. Themes were first examined and determined by ZS, and then discussed with OO to

validate. See Table 2 for an overview of the themes and their corresponding subthemes.

Table 2

Overview of Findings and Themes

Area

Theme

Subtheme

Structural and Systemic Level Factors

Accessibility

Costs
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Service providers

Migration class

Interlocking systems

Stigma

Layered identities

Social and Individual Level Factors Social networks

Understanding of
mental health

Geography
Availability of Services
Language barriers

Training
Discrimination
Shared identity
Professionalism
Holistic care

Precarious legal status

Access to healthcare
insurance

Pathway to care

Trust of medical and legal
system

Cultural and societal

Gender identity and sexual
orientation

Age

Family and community

Mental health literacy and
awareness of services
Cultural conceptualizations
of mental health

Severity and diagnosis

Results

From the search, a total of 45 articles were selected based on the exclusion and inclusion

criteria. Two broad categories of barriers and facilitators emerged: systemic and social. Within

those, different themes and related subthemes were identified which will be elaborated on.

Unless stated otherwise, the term “migrants” within the following results section will refer to

both immigrants and refugees due to the overlapping information from the selected papers.
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Where appropriate, a distinction will be made between the two broad migration classes to
provide further contextualization or demarcate certain differences.
Characteristics of Sources

The years of publication for the articles included ranged from being old as from 2000 to
recently as 2020. In terms of location of the studies: four items included samples across Canada
and others were from Alberta (9), British Columbia (5), Newfoundland & Labrador (2), Ontario
(17), Quebec (7), and Saskatchewan (1). The methodologies of the studies were varied, as this
included mixed methods (3), qualitative (25), and quantitative (17). The sources selected focused
on a wide variety of sample groups, as there were immigrants (20), migrants (8), refugees (2),
both migrants and service providers (3), and service providers (12).

Structural and Systemic Level Factors

Accessibility

Costs. Financial feasibility of paying for MHCS was reported to be one of the barriers
associated with MHCS (Reitmanova & Gustafson, 2009a, 2009b; Salami et al., 2019). This is not
surprising, as MHCS such as psychotherapy and counselling are not covered within provincial
health insurance plans across Canada. For many newly arrived migrants, financial precarity and
job insecurity are very common problems (Reitmanova & Gustafson, 2009a). Thus, it is
understandable that affordability of MHCS becomes a systemic issue specific to this group. Low-
cost or free MHCS provided through community health centers or resettlement agencies were
welcomed alternatives, even though some indicated that the quality was somewhat inadequate

based on their needs (Salami et al., 2019).
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Geography. Location was an important characteristic in accessing appropriate MHCS.
Living in metropolitan cities was correlated with having a more ethnically diverse selection of
both health and MHCS providers. This increased the likelihood of finding a mental health care
provider who was experienced with working with their respective population (Fung & Wong,
2007). Similarly, cities with larger immigrant populations had a variety of settlement agencies
and cultural centres, which by extension included community-based resources (Chan & Sadavoy,
2012; Ganann, Sword, Black, & Carpio, 2012). Consequently, location became a barrier in
accessing MHCS as those who lived in areas with a smaller population of migrants in general,
such as the Maritime provinces, were less likely to find appropriate MHCS or even health care
providers who could provide culturally informed or relevant and migrant specific care
(Reitmanova & Gustafson, 2009a, 2009b). Another limiting factor was whether the location was
easily accessible through public transit and was closer to home. Ganann et al. (2020) detailed
that for mothers in particular, making a long trip with young children and handling strollers
became a hindrance in seeking services for post-partum depression. Difficulties with
transportation were coupled also due to harsh winter weather conditions and physical ailments,
such as recovering from a cesarian section (Ganann et al., 2020).

Availability of services. This encompassed a variety of related issues, such as wait times,
scheduling, and modalities of MHCS, which became deterrents for both migrant populations.
Studies included within this review indicated that a lack of specialized services, such as trauma
or culturally informed or relevant, were not widely available (Kahn, Alessi, Kim, Woolner, &
Olivieri, 2018; Kahn, Alessi, Woolner, Kim, & Olivieri, 2017; Salami et al., 2019). For women,
a lack of baby-sitting or childcare services at locations were concerns as they could not leave

their child at home (Salami et al., 2019). The use of telephone service/consultation was a solution
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for women who did not have access to adequate transportation or access to baby-sitting services,
but this was met with mixed results (Ganann et al., 2020; O’Mahony, Donnelly, Bouchal, &
Este, 2012). This was a more discrete method which allowed them privacy as they were in the
comfort of their home. For others, this was very inconvenient as they could not physically see the
provider at the other end and questioned their genuine concern. Additionally, for women who
were living in multigenerational homes or joint living arrangements with their in-laws, there was
no opportunity for privacy. Salami et al. (2019) found that many migrants work irregular hours,
and therefore unable to take time off for appointments. For those who are within precarious low-
paying jobs and are also the main source of income for their household, this poses a significant
challenge (Salami et al., 2019)

Language barriers. The majority of the studies included within this review indicated
that language barriers were a major an obstacle in accessing MHCS. This was predominately in
the context of newly arrived migrants, as their English or French language skills were quite
limited (Clark, 2018; O’Mahony & Donnelly, 2007b). The availability of a translator becomes an
important resource, but Brisset et al. (2014) argues that is dependent on who exactly the
individual is (Brisset et al., 2014). For many women within the studies, generally their partner or
child translate for them, but this has mixed results as sometimes they could not convey to the
health care or MHCS provider an accurate description (Brisset et al., 2014; Clark, 2018;
Donnelly et al., 2011). However, through a study conducted by Brisset et al. (2014), translators
who were trained professionals specifically within the medical context were an asset for both
provider and patient. Many providers did indicate that an unavailability of professional

translators was primarily due to financial costs and a lack of training on how to successfully
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work with them (Brisset et al., 2014).
Service Providers

Training. Several studies within this review indicated that the training, skill sets, and
experiences of MHCS providers were important in regard to providing appropriate, culturally
informed or relevant, and trauma-informed care for both migrant groups (Chan & Sadavoy,
2012; Reitmanova & Gustafson, 2009b; Sethi, 2013; Simich, Maiter, Moorlag, & Ochocka,
2009). Mainly, cultural competency training was highlighted to be a major concern or an asset
(Salami et al., 2019; Sethi, 2013; Teng, Blackmore, & Stewart, 2007). Even though some
providers had related training, they still had never worked specifically with refugee clients and
their complex needs stemming from trauma (Kahn et al., 2017; Reitmanova & Gustafson,
2009b). Programs which focused on training mental health care providers involved various
methods, such as going through vignettes of various scenarios or building further competency
with the cultural formulation interview located within the fifth edition of the Diagnostic and
Statistics Manual of Mental Disorders (Adeponle, Thombs, Groleau, Jarvis, & Kirmayer, 2012;
Ahmad, Wang, Wong, & Fung, 2020; Rousseau, Johnson-Lafleur, & Papazian-Zohrabian, 2020).
While culturally informed or relevant care was a core component of training, some lacked an
understanding of the contextual experiences of newly arrived migrants, such as resettlement
struggles.

Discrimination. Studies indicated that both refugee and immigrant experienced
prejudiced attitudes and discrimination towards them from their mental health care provider or
their staff (Baiden & Evans, 2020; Li & Browne, 2000; O’Mahony & Donnelly, 2013; Sethi,
2013). This occurred while either seeking out MHCS or during their appointments. Participants

noted that they were discriminated based on their intersecting identities of gender, migrant class,
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and ethnicity. For many women in several studies, they had stated that they felt that they were
treated unfairly in various contexts, such as hearing comments like being asked why they
decided to have more children when they were seeking services for post-partum depression
symptoms (O’Mahony & Donnelly, 2007a, 2010; O’Mahony et al., 2018). Another common
example was when the MHCS provider would ignore them and only speak to their designated
interpreter, even while they were fluent enough in English to hold a conversation on their own
(Li & Browne, 2000). Negative sentiments towards newcomers and certain racially charged
comments were also described (Baiden & Evans, 2020; Li & Browne, 2000). Misdiagnosis was
another concerning issue, as those who were Afro-Caribbean were misdiagnosed with psychosis
or were labeled as uncooperative and aggressive by clinicians (Adeponle et al., 2012). The
experiences described above often produced negative consequences for both immigrant and
refugees seeking mental health services, as some stated that this prevented them from trying
again to access MHCS or it made their mental health worse.

Shared identity. The identity of the mental health care provider was a conflicting
variable for migrants when seeking help. For many, a shared/similar soicioethnic identity was a
preference when looking for a MHCS provider (Ganann et al., 2012; Han & Oliffe, 2015;
Reitmanova & Gustafson, 2009a). They did not have to worry about a language barrier or a
cultural difference; making it easier for them to discuss their needs without having to rely on an
interpreter or educate the practitioner on culturally specific issues (Fung & Wong, 2007; Han &
Oliffe, 2015; Reitmanova & Gustafson, 2009a; Teng et al., 2007). However, the identity of the
mental health care provider for some a negative factor based on contextually specific issues. For
example, those who were Lesbian, Gay, Bisexual, Transgender, and Queer (LGBTQ+) refugees,

sometimes actively avoided providers based on their shared socioethnic identity out of fear due
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to the oppression they fled from in their home country (Kahn et al., 2018, 2017). Migrants, both
newly arrived or long settled, and living in a smaller city or well-knit community avoided such
providers out of concerns of privacy as within these communities, many health care providers
held multiple roles (religious leader, well respected individual, family friend, etc.).

Professionalism. Across multiple studies, migrants indicated that the professionalism of
mental health care providers and their staff influenced their help-seeking process either
positively or negatively. This commonly entailed behaviours such as, but not limited to; the
amount of time providers spent with them, understanding their migration experiences, building
trust with them, genuinely wanting to learn more about their experiences, and generally having a
pleasant demeanour (Ahmed, Stewart, Teng, Wahoush, & Gagnon, 2008; Brisset et al., 2014;
Donnelly et al., 2011; Kahn et al., 2017; O’Mahony & Donnelly, 2007b; Reitmanova &
Gustafson, 2009b; Whitley, Kirmayer, & Groleau, 2006). As indicated in some studies, when
any of the aforementioned factors were severely lacking, many felt that this negatively impacted
them and their view of MHCS in general.

Holistic care. Those mental health care providers who worked as part of a holistic team
often had better therapeutic relationships and outcomes with their refugee and immigrant clients.
These teams included allied health professionals (e.g., social workers), translators, and trained
cultural brokers (Brisset et al., 2014; Salami et al., 2019; Sethi, 2013). The latter often helped in
providing information, such as culturally or contextually relevant background information, which
helped the provider to further understand their client’s understanding of their presenting mental
health issue.

Similarly, both refugee and immigrant clients indicated it was extremely beneficial when

their MHCS provider gave them information to additional resources, such as resettlement
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agencies, domestic abuse shelters, and vocational services (e.g., language, job training, etc.)
(Salami et al., 2019; Sethi, 2013). While not exactly within their job description, these MHCS
providers played an important role specifically for newly arrived migrants in helping them
address their material needs (O’Mahony et al., 2012; Reitmanova & Gustafson, 2009a).
Migration Class

Precarious legal status. Migration class became an area for extreme concern as some
were in precarious positions due to the temporality of their landing status (Baiden & Evans,
2020; Donnelly et al., 2011; O’Mahony & Donnelly, 2013; Salami et al., 2019). Studies on the
migration status impact and experiences of MHCS identified that those who arrived on a
work/education visa or were processing their asylum claim were worried and afraid of
deportation or the expiration of their permission to be in Canada (Baiden & Evans, 2020;
Donnelly et al., 2011; O’Mahony & Donnelly, 2013; Salami et al., 2019). Their precarious legal
status made it difficult for them to seek out MHCS or even go to the hospital or the emergency
room in situations of extreme mental duress (Baiden & Evans, 2020; Donnelly et al., 2011;
O’Mahony & Donnelly, 2013; Salami et al., 2019).

Access to healthcare insurance. Across Canada, all provinces and territories have
different guidelines for when migrants can enrol in their respective health insurance plans. For
example, in Ontario, there has typically been a three-month waiting period until an immigrant is
eligible to apply to the Ontario Health Insurance Plan (OHIP). During this period, many
immigrants often have to either delay seeking care and thus let their symptoms worsen or pay
exorbitant out of pocket fees (Baiden & Evans, 2020; Donnelly et al., 2011). Coupled with a lack
of information provided to them on alternatives to seeking more affordable care, this makes their

experiences of navigating access to necessary MHCS more complicated (Baiden & Evans, 2020;
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Donnelly et al., 2011; Ganann et al., 2020). For refugees, this was not a problem as they are
entitled to health care insurance through the Federal Interim Healthcare Program for the first year
after arrival.
Interlocking Systems

Pathway to care. There were multiple pathways to accessing MHCS identified within
the selected articles for this scoping review. These were influenced by various factors, such as
age, proximity to community resettlement agencies, and ethnicity. Migrant youth, both newly
arrived and long settled, were most likely to be identified with mental health related issues
through their school system, and therefore their parents were provided information on how to go
about seeking appropriate MHCS for them (Brar-Josan & Yohani, 2019; Guzder, Yohannes,
Zelkowitz, J., & S., 2013). Schools often provided services on-site if there were services
available (Brar-Josan & Yohani, 2019). For those who had regular access to a family doctor, this
was associated with the increased likelihood of having a mental health consultation and also
accessing MHCS through referrals (Chen, Kazanjian, & Wong, 2008; Fenta, Hyman, & Noh,
2007; Islam, Khanlou, Macpherson, & Tamim, 2018). This was also the case for those newly
arrived migrants who were involved with a community clinic associated with a resettlement
agency, as this included a variety of resources and a holistic care service (O’Mahony et al.,
2012). Lastly, regarding ethnicity, Jarvis (Jarvis, Kirmayer, Jarvis, & Whitley, 2005) found that
those who were Afro-Caribbean were more likely than other ethnic groups in Canada to access
MHCS and be involuntarily committed to psychiatric facilities through being arrested or having
encounters with law enforcement (Jarvis et al., 2005).

Trust of medical and legal system. Alongside experiences of discrimination in part

from providers, there was also the overarching belief by migrants that the health care system is
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inextricably linked to the legal system. This was understandably so, as migrants sometimes come
from countries where there is distrust towards the government based on historical factors. For
refugees, this is heightened due to a fear of persecution or a corrupt system, which they fled
from. Many hesitated to access MHCS due to the repercussions associated with being formally
diagnosed with a mental illness (O’Mahony & Donnelly, 2013). Afro-Caribbean populations
indicated that they had a general mistrust of both the health care system and the legal system due
to experiences of medical racism (Baiden & Evans, 2020; Boukpessi, Kpanake, & Gagnier,
2020; Jarvis et al., 2005). For migrant women who were single mothers, they expressed concern
of their children potentially being taken away from them by child protective services (CPS) if
they were to seek out MHCS themselves and thus be deemed an incompetent parent due to a
medical issue (Guzder et al., 2013; O’Mahony et al., 2012; Simich et al., 2009). Migrant parents
were reluctant to have their children diagnosed or access MHCS for the same reason; they
worried that CPS would take their children if social workers were involved in their child’s care.
These concerns were subdued when the associated individuals took the time to educate, address
questions, and provide further information to parents. Sometimes, a cultural broker or well-
known community member was involved within this process in order to foster trust (Brar-Josan

& Yohani, 2019).

Social and Individual Level Factors

Stigma

Cultural and societal. While stigma related to mental health is also a sentiment common

within Canadian society, there was heightened stigma towards mental health within visible
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migrant communities (Este, Simich, Hamilton, & Sato, 2017). This was associated with the word
‘crazy’ being used and described by participants within studies (Este et al., 2017; Salami et al.,
2019; Simich et al., 2009). The usage of MHCS was also stigmatized and viewed negatively,
mainly due to the shared idea of not revealing one’s problems to those outside of the family.
Mental health and mental illness are considered to be a “family problem,” something not to be
discussed openly within the community (Han & Oliffe, 2015; Simich et al., 2009). These views
highlight the salience of cultural norms of honour and maintaining group harmony within
collectivistic societies and cultures, which many visible migrants come from. Stigma was also
informed and shaped by similar cultural norms regarding femininity and masculinity. For
women, they were worried about having their roles as a mother or wife questioned by their
family or community (O’Mahony et al., 2018). Men, on the other hand, were less likely to seek
out MHCS in general due to cultural norms of masculinity which emphasized men to appear
stoic (Simich et al., 2009). Overall, stigma seemed to be more of a concern for recently arrived
migrants as a barrier to seeking MHCS, but those who were settled here for longer did not
express that stigma was a pressing issue. This may be due to acculturation, as norms and
discussion of mental health are becoming more acceptable within the general Canadian society
due to informational health campaigns such as #BellLetsTalk, a national Canadian corporation
led strategy which aims to remove the stigma surrounding mental health through health
promotion and providing resources. We discuss factors related to this, for example, age, in the
following subsection.
Layered Identities

Gender identity and sexual orientation. A very distinct gendered experience of seeking

MHCS was identified within the sources selected. Reproductive health for women particularly
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during and after pregnancy is associated with increased detection or reporting of mental health
concerns (Ganann et al., 2020; O’Mahony & Donnelly, 2007b). There were also women only
support groups and group therapy sessions for this specific issue which women could access if
they were available. For migrant women, both recently arrived and long-term, their husband’s
influence was reported to be an important factor in seeking out MHCS. Many women are often
sponsored by their husbands for resettlement in Canada, thus being legally dependant on them.
While some husbands were supportive in their wife’s help-seeking journeys, others were not so
much (Ganann et al., 2020; O’Mahony & Donnelly, 2013; O’Mahony et al., 2012). O’Mahony
and Donnelly (2013) interviewed immigrant and refugee women regarding their post-partum
depression help-seeking experiences and found that entrenched gender hierarchies became a
detriment. A concerning issue related to domestic abuse was noted, as husbands often did not let
their wives go seek out MHCS as an attempt to prevent them from reporting instances of intimate
partner violence or becoming more independent (O’Mahony & Donnelly, 2007a). This was also
a concern for recently arrived migrant women as they were reliant on their husbands for
transportation, finances, and translation support (O’Mahony & Donnelly, 2013). Some women
reported fears of being deported from threats made by their husbands (O’Mahony & Donnelly,
2013). Migrant women in general are extremely vulnerable to domestic abuse and related forms
of abuse due to their precarious positions. Their educational credentials generally not being
recognized in Canada also places them at risk of not becoming financially independent
(O’Mahony, Donnelly, Raffin Bouchal, & Este, 2013).

LGBTQ+ migrants faced an added barriers when seeking out MHCS due to their identity
alone (Kahn et al., 2018, 2017). While Canada affords LGBTQ+ individuals basic rights, they

are still subjected to discrimination. A LGBTQ+ identity coupled with being a visible minority
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produced an additional layer of difficulties. For many LGBTQ+ refugees, accessing adequate
quality MHCS was difficult as it was rare to find a provider who worked with LGBTQ+ clients
or understood the refugee context particular to LGBTQ+ experiences (Kahn et al., 2018, 2017).

Age. There are reported trends of MHCS usage based on age. Younger migrants, under
the age of 25, were more likely to access MHCS, primarily due to the combined factors of
acculturation and being aware of the existence of such services provided through college and
university campuses (Chen et al., 2008). This was also the case for those who had arrived in
Canada at an earlier age, as they had grown up with attitudes like other Canadians towards
mental health where this was a more acceptable topic. However, youth who are obviously reliant
on their parents for transportation and finances had more difficulty accessing MHCS (Chen,
Kazanjian, & Wong, 2009). On the other end of the age spectrum, senior migrants are less likely
to use MHCS due to issues rooted primarily in deeply held cultural beliefs and less positive
attitudes (Lai & Chau, 2007; Tieu & Konnert, 2014). For those who came to Canada in
adulthood, certain beliefs, and attitudes towards mental health and MCHS became more
entrenched over the years or were more established and resistant towards change.
Social Networks

Family and community. While many migrants primarily reside within a nuclear family
due to Canada’s migration policies favouring this social arrangement, extended family members
overseas still played an important role. Family attitudes towards MHCS ultimately became a
hindrance for who were seeking such services, and in some extreme cases individuals were faced
with physical abuse if they sought help (Donnelly et al., 2011; Han & Oliffe, 2015; O’Mahony &
Donnelly, 2007a; O’Mahony et al., 2012). As described briefly above within the subtheme of

stigma, the influence of the family unit cannot be understated enough within understanding help-
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seeking behaviours among visible minority migrants. However, families who were more
accepting of MHCS often supported their loved one in seeking out services, but also being
involved in their care, such as reminding them to take their medications, participating in a
family-based intervention, or also actively educating themselves (Donnelly et al., 2011).
Community based social networks were identified as having a strong influence, and this
included the neighbourhood, religious affiliation, or a sociocultural group. The proximity and
level of closeness to the community often shaped a migrant’s experiences when accessing
MHCS. For many newly arrived migrants, their community’s influence was salient. This most
likely could have been due to that they were relying on them for financial and social support
while settling into Canada. In a study by Clark (2018) exploring the role of the community in
Karen refugee women’s resettlement experiences and mental health, the community became a
great resource. Long settled Karen women who were more fluent in English often became
translators for recently arrived refugee women when they were seeking MHCS or other medical
services (Clark, 2018). Studies also indicated that migrant women were also told of local
community health centres which could provide them with the necessary MHCS, and certain
providers were recommended due to their own experiences (Ahmed et al., 2008; Ahmend,
Bowen, & Feng, 2017; O’Mahony et al., 2018). However, for many newly arrived migrants, a
tightly knit community was a significant barrier due to stigma, norms, and issues of privacy.
Ahmed and colleagues (2017) identified an area of concern, such as that translators sometimes
came from the same community and potentially may know the individual. For many, seeking out
MHCS was a private venture in hopes of not letting their community know (Bohr et al., 2020).
Fears of being ostracized from community events or having their relationships with others

become strained were shared as part of the sigma in a few studies. For newly arrived migrants,
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establishing oneself both economically and socially is a complex process; therefore, it is
understandable that there is a concern in the potential loss of an important social network (Clark,
2018).
Understanding Of Mental Health

Mental health literacy and awareness of services. Across many articles within this
review, a predominant factor which shaped migrants’ experiences with access to MCHS was the
levels of mental health literacy and also the awareness of services in general (Baiden & Evans,
2020; Este et al., 2017; Li & Browne, 2000). For many migrants, they were not aware of mental
illness as an area of concern. For example, many women who were diagnosed with post-partum
depression initially were not aware that their lower mood was an issue that required attention
(Baiden & Evans, 2020; O’Mahony & Donnelly, 2007a). The awareness of services was also an
important factor, as a majority of participants across the articles indicated that they were not even
aware that such services existed (Ganann et al., 2020; O’Mahony & Donnelly, 2007a; O’Mahony
et al., 2012, 2013). These migrants engaged in other forms of treatment, such as spiritual,
religious, and traditional methods (Baiden & Evans, 2020). Attitudes towards medication was
also another barrier associated with accessing MHCS, as some migrants assumed that this was
the only modality of treatment offered which made them hesitant (Boukpessi et al., 2020; Guzder
et al., 2013; O’Mahony & Donnelly, 2007b; Whitley et al., 2006). When their service provider
took time to educate them and address their concerns, medication was more likely accepted as a
potential form of treatment (Guzder et al., 2013; O’Mahony & Donnelly, 2007b).

Cultural conceptualizations of mental health. As described in the previous sections,
the availability of culturally informed or relevant MHCS was a very important consideration for

many migrants (Baiden & Evans, 2020; Li & Browne, 2000). Cultural conceptualizations and
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understanding of mental illness and health often differed from the biomedical model which is the
prominent model in the health care system and practices in Canada. Studies indicated that
incorporating cultural, spiritual, and religious practices within MHCS programs was important
for visible minority migrants (Ahmend et al., 2017; Baiden & Evans, 2020; Chan & Sadavoy,
2012; Este et al., 2017). For those who ascribed to the biomedical model, they were more likely
to seek out services as found by Fung and Wong (2007). Many migrants often initially came to
their healthcare provider or MHCS provider with concerns of bodily aches or pain which is a
reflection of culturally rooted experiences of mental illness: somatization (Whitley et al., 2006).
Similarly, phrases related to fatigue, nausea, or localized bodily sensations were commonly used
to describe distress among migrants (Ahmend et al., 2017; Chan & Sadavoy, 2012; Whitley et
al., 2006).

Severity and diagnosis. Unfortunately, a common facilitator in accessing MHCS for
migrants, regardless of background, was the severity of their mental health problem (Anderson,
Cheng, Susser, & McKenzie, 2015; Anderson, McKenzie, & Kurdyak, 2017). This was
described both by MHCS and healthcare providers as instances when a “crisis point” had been
reached, such as a suicide attempt or a mental health episode (Donnelly et al., 2011; Han &
Oliffe, 2015). Understandably, this was also in instances when the form of mental illness was
interfering severely with their daily activities and no longer could be tolerated by themselves or

their family (Donnelly et al., 2011; Han & Oliffe, 2015).

Discussion

This paper has provided a comprehensive overview of the barriers and facilitators visible

minority migrants in Canada experience when accessing MHCS. The findings from this review
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point to the significant interaction between systemic factors and social factors influencing MHCS
utilization. Implications for MHCS providers and community organizations, policy
recommendations, and future directions for research are discussed below.

Implications For Providers and Settlement Organizations

The importance of competency cannot be understated for MHCS who currently, or plan
to, work with visible minority migrant clients. Competencies in two domains emerged as
facilitators to seeking MHCS: cultural and structural. Cultural competency is the ability to be
cognizant of cultural factors, such as beliefs and values, that shape understanding of mental
health (Metzl & Hansen, 2014). From the items described in this review, culturally informed or
relevant care included MHCS providers asking their clients to define their mental health issues
within their own terms. Structural competency is a departure of the former, and emphasizes the
understanding of how social, political, and economic factors are influencing the production,
experience, and maintenance of the presenting health issue (Metzl & Hansen, 2014). Structural
competency was exemplified when providers were understanding of the distinct experiences that
refugee and immigrants face rooted within their legal status (Metzl & Hansen, 2014; Reitmanova
& Gustafson, 2009b).

Professionalism emerged as a facilitator, as migrants indicated that experiences of
discrimination and feelings of being rushed were determinants of their willingness to seek care
again (Ahmed et al., 2008; O’Mahony et al., 2012, 2018). A warmer and more approachable
attitude when working with visible minority migrant clients was noted to be important, as it
facilitated the therapeutic relationship which led to client satisfaction. Designating an adequate
amount of time and allowing the client to ask questions are also important features

(Higginbottom et al., 2013; Mabaya & Ray, 2014). Within this review, education programs,
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cultural sensitivity trainings, and professional development workshops emerged as key
opportunities for MHCS providers to develop and enhance their capacity to work with visible
minority migrant populations (Adeponle et al., 2012; Rousseau et al., 2020). Alongside
professional development, there is the need for having practitioners and providers from a variety
of backgrounds, specifically those who have lived experiences as immigrants or refugees and
identify as a visible minority as they can provide rich insights into supporting such clients either
by working with them or helping develop new materials and resources (Cabral & Smith, 2011).

MHCS providers should also seek to build relationships with resettlement agencies,
community health centres, or local welfare services to address material conditions, as newly
arrived migrants are at risk of poverty, domestic abuse, and food insecurity (Aube, Pisanu, &
Merry, 2019; Chadwick & Collins, 2015; Chan & Sadavoy, 2012; Chase & Rousseau, 2018;
Ganesan & Janze, 2005; Kostiuk, 2019; Nadeau & Measham, 2005; O’Mahony et al., 2012).
Working in collaboration with other health professionals alongside with the aforementioned
groups would be beneficial in order to develop effective mental health promotion programs or
workshops. Settlement agencies and community health centres should educate newly arrived
migrants on how to access MHCS and what is covered based on their provincial insurance plan
(O’Mahony et al., 2018; Salami et al., 2018, 2019).
Policy Recommendations

As structural and systemic factors emerged within this review as important areas of
attention, there are several approaches in the policy domain that should be pursued to improve
MHCS access for this underserved population within Canada. To make effective change,
supportive policies must be made to support migrants and MHCS providers. Policy makers

should prioritize the voices of impacted visible minority migrant communities within the
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development of policies and programs (Kostiuk, 2019). This would include utilizing methods
such as community-based participatory research approaches that centre the needs and assets of
the communities in developing and curating solutions that lend into transformative changes. An
example of this would be the work of Access Alliance Multicultural Health and Community
Services from Toronto, which is an organization that emphasizes visible minority migrant
communities as important stakeholders within their research and work with the local
government. Other organizations include the Mental Health Commission of Canada and the
Centre for Addictions and Mental Health that collaborate closely with government agencies and
do community-engaged work as part of their initiatives.

The research strongly points to the consequences of eroding health and social policies as
they produce diminished quality of life for migrant populations who are already economically
vulnerable (McKenzie, Tuck, & Agic, 2014; Reitmanova & Gustafson, 2009a; Rink et al., 2017;
Steele, Lemieux-Charles, Clark, & Glazier, 2002). Making it difficult to apply for benefits or
assistance programs, reductions in welfare payments, deteriorating tenant rights, stagnating
minimum wage are all examples of key health and social policies that impact visible minority
migrants disproportionately. The reduction of such policies and related funding also influences
MHCS providers by straining resources, and in turn influencing the quality of care they can
provide (Steele et al., 2002). Therefore, there should be an increased attention to supporting the
aforementioned domains of policies and funding areas. Local community services were found
within this review to play an important role, and such more funding should be allocated to these
programs and services(Aube et al., 2019).

MHCS, aside from institutionalization within a hospital or seeking a psychiatrist, are not

included as part of the services available in Canadian’s universal and publicly funded healthcare
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system (Durbin, Lin, Moineddin, Steele, & Glazier, 2014). There is a concerning documented
trend where the first point of contact for receiving mental health services among migrant
populations in Canada is the emergency room. This has been attributed to a lack of access to a
primary care provider or due to the inability to pay for MHCS (Gill et al., 2017; Rivera, Puyat,
Wiedmeyer, & Lavergne, 2020; Saunders et al., 2018). Prescription drugs are also an area of
concern, as some are not covered by provincial health insurance. Integrating MHCS in the
general health system along with expanding further coverage of prescription drugs would be
beneficial to improve financial accessibility (Durbin et al., 2014; Ganesan & Janze, 2005).
Future Directions for Research

While the selected studies within the scoping review provided insightful information
within different domains, there were some methodological gaps that are opportunities for further
inquiry.

Disaggregating demographic data related to race/ethnicity would yield more nuanced
understanding of differences and similarities among groups (Kauh, Read, & Scheitler, 2021).
Most quantitative studies included within this scoping review were cross-sectional studies which
employed data sets from Health Canada (i.e., Canadian Community Health Survey). An example
of this would be how those who come from African and Caribbean countries are given the option
of only selecting “Black” when designating their cultural/ethnic group. However, this is not an
informative category, as there are significant differences between those two geographical
locations, which makes the conflation of these included groups further problematic (Flanagin,
Frey, Christiansen, & Bauchner, 2021; Rodney & Copeland, 2009). This also erases the history
of those who are the descendants of enslaved Black individuals within North America. The

introduction of more refined categories within these surveys may enable new opportunities for

81



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

researchers and public health measures (Kauh et al., 2021; Moscou, 2008).

In terms of other demographics of interest, there were a lack of articles focusing
specifically on men. Men underutilize MHCS for numerous factors identified within this review,
such as stigma and accessibility. They are also in general at higher risk of successfully
committing suicide compared to women, regardless of migrant class or visible minority
identification (McCreary et al., 2020). Therefore, priority should be given to understanding how
to engage with visible minority men to facilitate a dialogue surrounding mental health and
improve accessibility of MHCS due to specific gender-based needs. There were also no articles
included within this review which explicitly identified education, religion, and disability as areas
of exploration. We highly suggest for future researchers to explore these demographic categories
as there are unique experiences associated with them.

A common theme within the studies was the preponderance of attributing low levels of
MHCS access to individual level factors, primarily in cultural issues, when there is an
amalgamation of systemic issues which contribute to this outcome. Future research within this
domain should incorporate a structural determinants of health approach, which interrogates and
examines systemic level factors, such as policy, which contribute to produced health outcomes
(Ford & Airhihenbuwa, 2018; Hyman, 2009; Paradies et al., 2015; Policy et al., 2020). This is a
refinement of the traditional social determinants of health framework that focuses mainly on
sociodemographic attributes. The adoption of a framework emphasizing intersectionality as a
point of analysis, such as Critical Race Theory, would be beneficial as there is an emphasis on
race and ethnicity within a systemic legal context (Ford & Airhihenbuwa, 2010, 2018). Further
contextualizing these social factors within a socio-political analysis would deepen the

understanding of how mental health disparities are borne out of inequitable social conditions
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situated within polices (Bacong & Menjivar, 2021; Ford & Airhihenbuwa, 2010, 2018). Social
identities are legally determined and defined, thus lived experiences of specific groups are
somewhat distinct (Bacong & Menjivar, 2021; Ford & Airhihenbuwa, 2018; Hyman, 2009;
Roberts, 1999).
Limitations

Due to exclusion criteria, no grey literature was examined and only articles in English
were retrieved. A large amount of grey literature produced by health organization groups or
municipal governments exist on this topic. A significant number of articles within this scoping
review were conducted in Quebec, where the main language is French, and therefore relevant
articles may have been overlooked. Additionally, the quantitative studies included for review
within this paper are cross-sectional and therefore it must be explicitly stated that correlation
does not imply causation.
Conclusion

This scoping review elaborates on existing research regarding visible minority migrants’
experiences of accessing MHCS. It reveals the influence of systemic and social level factors
becoming barriers or facilitators in multiple dimensions. Systemic issues highlighted the
compounded effects of migrant status, socioeconomic variables, and inaccessible services. Social
factors involved the salient role of the family and community, health literacy, and cultural
understandings of mental health. Refugees and immigrants’ MHCS experiences may be distinct
due to their landing status and circumstances of departure, but they are similar in many ways due
to them being visible minorities. As such, discrimination based on race within this review
emerged as an unfortunate, but obvious factor (Hyman, 2009; Paradies et al., 2015). Access to

healthcare is a right in Canada; however, for some it seems that it is conditional based on their
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identity. Effective change cannot be made without addressing both systemic and social factors
otherwise disparities will continue to persist. The suggestions from the findings of this review

point towards multiple avenues of possible action.
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Preface

This chapter aims to understand what factors racialized immigrants encounter when accessing
mental healthcare services in Ontario. It draws from interviews conducted with immigrants from
a variety of backgrounds to document barriers and facilitators. This study emphasizes how both
individual and systemic-level factors play a role in understanding access to care.
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Abstract

Background: Racialized immigrants as a broad group are considered to be a clinically
underserved population in Canada due to their low rates of accessing mental healthcare services.
However, there are notable differences in accessing care among immigrant groups (e.g., student,
settled refugee, asylum claimant) which reifies that they are not a monolith. The aim of this study
is to understand racialized immigrants’ experiences of accessing mental healthcare services at
both the systemic and individual levels.

Methods: Through a qualitative descriptive methodology, interviews were conducted in English
with 16 racialized immigrants to understand barriers and facilitators encountered when accessing
mental healthcare services. There was also an emphasis on understanding how cultural and social
conceptualizations play a role in attitudes towards mental healthcare services. Interviews were
analyzed through Braun & Clarke’s (2021) six-step method to reflexive thematic analysis in
identifying both individual and systemic level factors.

Findings: Barriers and facilitators were consistent with what has been documented within the
literature. Three major themes were identified: structural constraints, individual influences, and
appraisal of services. With the first theme, racialized immigrants signaled to issues related to the
systemic level that included affordability, wait times, and trust in the system. Individual
influences highlighted individual-level characteristic factors of mental health literacy, social
supports, stigma, severity of the issues, and awareness of services themselves. Lastly, extending
on the previous theme, participants’ appraisal of services was reflective of how social and
cultural ideals shaped attitudes towards services received through the appropriateness of the

provider or recognizing that services may have been inappropriate based on their needs.
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Conclusion: The findings from this paper emphasize that racialized immigrants are not
homogenous in their experiences and attitudes towards mental healthcare services. While there
were similarities across different groups in the individual and systemic factors identified as
barriers and facilitators in accessing care, there were key distinctions driven by appraisal of
services themselves and if they were congruent based on their needs, more specifically, what was

contributing to their negative mental health status.
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Introduction

Racialized immigrants and refugees within Canada comprise a rapidly growing
population (Statistics Canada, 2017a, 2017b). One fifth of Canada’s population roughly consists
of people identified as “immigrant” (Statistics Canada, 2017a, 2017b). Both immigrant groups
experience a wide variety of settlement related stressors (e.g., finding housing, establishing
social networks, learning new norms), and some stressors are unique based on reasons for
departure and quality of support received from the government or local communities (El-Bialy &
Mulay, 2015; Kirmayer et al., 2011; Wang, 2014). Migration itself is a demanding process that
involves social, psychological, and economic adaptation, and this consequently has impacts on
one’s mental health that can be potentially negative (Berry, 1997; Ryan et al., 2008; Wong et al.,
2007). Additionally, racialized immigrant groups experience a unique challenge in Canada due to
their new ascribed identities of belonging to a racialized group (Hyman, 2009; Hynie, 2018).
This process often brings various forms of discrimination related to their identities, namely,
racism being a salient one (Ford & Airhihenbuwa, 2010b, 2010a). Some manifestations of this
include discrimination within social interactions, employment, or in the healthcare setting
(Hynie, 2018). Forms of discrimination experienced by racialized immigrant groups also impact
one’s health (Castafieda et al., 2015; Hyman, 2009; Hynie, 2018). Within the context of
healthcare settings, this can lead into receiving lower quality of care, a misdiagnosis, or
traumatization (Edge & Newbold, 2013; Ford & Airhihenbuwa, 2010b, 2010a; Jones, 2000).

Given the cumulative impacts of stressors from migration and settlement, racialized
immigrant groups tend to have variable levels of mental health related stressors (Berry & Hou,
2019; Kirmayer et al., 2011). Some studies point to mental health differences being shaped by

circumstances of departure to explain variability (Kirmayer et al., 2011; Ng & Zhang, 2021). For
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example, refugees tend to have more exposure to violence given their circumstances (e.g., forced
displacement, detainment, natural disasters), thus instances of trauma are noted to be higher
among this broad population group (Kirmayer et al., 2011; Ng & Zhang, 2021; Salami, Salma, &
Hegadoren, 2019). Additionally, racialized immigrants and refugees are noted within Canada as
a broad group that is generally underserved for receiving mental healthcare services (Ng &
Zhang, 2020, 2021). However, there are considerable differences in mental health outcomes and
needs among different groups. Regarding the influences in receiving mental healthcare services
in Canada, the literature points to how structurally-driven factors such as financial capacity,
geography, language differences, and wait times play a role (Salam et al., 2022; Thomson et al.,
2015). Additionally, there are also individual level factors that include the following:
understandings of mental health, perceived need, and social networks (Salam et al., 2022;
Thomson et al., 2015). It is important to note that these may be patterned differently for those
with various immigration backgrounds as generally there are admission requirements unique to
each category (Anderson et al., 2017; Hynie, 2018; McKenzie, 2019; McKenzie et al., 2014; Oda
et al., 2019). With the layering of both structural and individual level factors, this understandably
produces unique experiences for racialized immigrants and refugees when seeking mental
healthcare services (McKenzie, 2019; Salam et al., 2022; Thomson et al., 2015). These
contextual factors shape barriers and facilitators when accessing mental healthcare services in
Canada (Salam et al., 2022; Thomson et al., 2015). Ontario as a province is home to the largest
amount of immigrant groups in Canada, therefore playing an important role in facilitating
opportunities to improving access of mental healthcare services for this broad group (McKenzie

et al., 2014; Moroz et al., 2020).
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Mental health itself is a multidimensional construct that include life satisfaction, material
needs, spirituality, and health outcomes (Fernando, 2019; Kirmayer, 2014; Kirmayer & Jarvis,
2019; Marsella & Yamada, 2000). Globally, there are different approaches to understanding
mental health that reside within sociocultural norms (Fernando, 2019; Kirmayer, 2012b, 2014).
Culture imparts specific schemas for how individuals navigate their world and makes meaning of
experiences like healing, illness, and wellness (Kleinman, 1980, 1987). Mental health itself is a
nebulous construct that holds various meanings across contexts, such as historical, cultural, and
social (Bemme & D’Souza, 2014; Kirmayer & Jarvis, 2019; Marsella & Yamada, 2000).
Therefore, one’s understandings of mental health shapes the appraisals of treatment which is
deemed to be appropriate based on the individual’s needs (Kirmayer, 2012b; Kirmayer & Jarvis,
2019; Kleinman, 1980, 1987). Modern and Western psychiatric models of mental health and
treatment may not hold universally true depending on sociocultural, economic, and political
ideas that are specific to an individual’s environment and needs (Joseph & Double, 2020;
Kleinman, 1980). Research does highlight how the congruence between ideas of health, need,
and treatment play an important role in determining health outcomes and perceived satisfaction
of care (Kirmayer, 2001; Kirmayer & Jarvis, 2019; Kleinman, 1980). The construct of “mental
health” within the confines of Western society is highly shaped by medical approaches to health
that lie within biomedical paradigms (Joseph & Double, 2020; Kirmayer & Swartz, 2013;
Williams et al., 2022). This approach has been critiqued as it discounts the presence of
socioeconomic, spiritual, and political influences on understanding health and healing (Joseph &
Double, 2020; Kirmayer & Swartz, 2013). More specifically, it has been argued to centre health
as an individualized outcome and something divorced from broader ecological influences where

an individual interacts with in their daily life (Kirmayer, 2012b, 2012a; Kirmayer et al., 2015).
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For racialized immigrant groups in Canada, a change in environment and a new
healthcare system can become a challenge and produce negative impacts on their wellbeing and
mental health (Robert & Gilkinson, 2012; Simich, Maiter, Moorlag, et al., 2009; Simich, Maiter,
& Ochocka, 2009). Encountering differences and similarities between understandings of health
and care in Canada can produce certain attitudes towards seeking care services, such as services
related to mental health (Chen, 2010; Kirmayer et al., 2011). For example, some individuals may
want to seek services that are more considerate to one’s cultural background (Kirmayer, 2001;
Kirmayer & Jarvis, 2019; Simich, Maiter, & Ochocka, 2009). This misalignment or alignment
consequently can contribute to lower rates of service uptake or challenges in seeking care
services that are appropriate to their own needs (O’Mahony & Donnelly, 2007; Thomson et al.,
2015). Racialized immigrant groups in Canada have been noted to have variable rates of mental
health outcomes and service usage patterns that may be dependent on their immigration
pathways (Ng & Zhang, 2020, 2021). Generally, results have indicated that immigrants on
average are less likely than their Canadian born counterparts to have mental health consultations
(Durbin et al., 2014; Ng & Zhang, 2021; Rivera et al., 2020). In comparison with other
immigrant groups, there have been mixed results that refugees generally have more mental health
consultations or access to services (Ng & Zhang, 2021) However, it is important to acknowledge
that many racialized immigrant groups arrive from locations outside of Canada that have similar
healthcare systems and services and therefore they are not homogenous within the context of the
uptake of mental healthcare services upon arrival to Canada (Beiser, 2009; Emerson et al., 2021;
Kuile et al., 2007; Simich, 2010; Simich, Maiter, Moorlag, et al., 2009). Seeking mental
healthcare services among racialized immigrants is a complex process that centres on the

alignment between perceived need from internalizations of mental health and ideas of
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appropriate care (Donnelly et al., 2011; Higginbottom et al., 2015; Simich, Maiter, & Ochocka,
2009). The connection between understanding conceptualizations of mental health and their
impacts on self-appraisals of mental healthcare services becomes an important point of
interrogation in identifying the underlying factors that shape mental healthcare service utilization
among racialized immigrant groups (Kirmayer et al., 2003, 2011; Kleinman, 1980, 1987).

This paper seeks to report on further interrogation into understanding racialized
immigrants’ and refugees’ experiences of accessing mental healthcare services in Ontario.
Additionally, it aims to signal how systemic and individual level factors produce certain
experiences in the help-seeking process for this broad population group. A key element of this
paper is that it attends to how attitudes and conceptualizations of mental health shape barriers
and facilitators in accessing care. Ethics approval to conduct this study was granted through
McMaster University’s Hamilton Integrated Research Ethics Board (HIREB) on September 13,

2021, under project number 13736.

Methods
Guiding Frameworks

The two conceptual frameworks used to guide the development and consequent analysis
of this study were Andersen’s Behavioural Model of Health Care Utilization (ABMHCU)
(Andersen, 1995) and Kleinman’s Explanatory Model (KEM) (Kleinman, 1980). The ABMHCU
seeks to understand an individual’s healthcare utilization through three factors at the population
characteristic’s level in the model: predisposing (demographic), enabling (resources), and need
(self-appraisal for health status and service usage). It also considers broader aspects, such as the

healthcare system itself (Andersen, 1995). KEM is specific to understanding an individual’s
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appraisal and experience of “illness” and treatment by identifying culturally contextual details
that are relevant, such as the need for specific treatment and appraisal of it (Kleinman, 1980).
Additionally, the KEM contextualizes the structures with which the individual interacts, such as
healthcare, society, and culture, as they shape their knowledge and language associated with the
particular “illness” but also treatment that is deemed to be appropriate (Kleinman, 1980). For this
paper’s purpose, it affords nuance in unraveling how racialized immigrants describe their mental
health, construct wellbeing, and appraise treatment from mental healthcare providers in relation
to broader structural factors and social norms (Kleinman, 1980, 1987). In the present study, both
the ABMHCU and KEM layer together and guide the development of this study to produce an
understanding of how systemic and individual factors play a role in shaping the participant’s
mental health help seeking journey, identifying barriers and facilitators. For example, the “need”
factor in the ABMHCU can be influenced by individual values as one’s appraisal and perception

of their mental health status could potentially be influenced by cultural norms (Andersen, 1995).

Methodology

This study takes a qualitative approach rooted in constructivism to understand racialized
immigrants’ experiences in seeking out mental healthcare services in Ontario. The selected
methodology for this study is Sandelowski’s conceptualization of qualitative description (QD)
research (Sandelowski, 1995, 2000, 2010). QD, through Sandelowski’s approach, aims to
explore a phenomenon by remaining close to the accounts presented by participants; however,
with a level of interpretation that acknowledges that inquiry is not entirely atheoretical. This
description acknowledges QD’s roots being in constructivism. Thus, QD supports the usage of

theoretical and conceptual frameworks as part of its methodology, but the goal is mainly to
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situate the findings based on the research question (Sandelowski, 1995, 2000, 2010). QD is an
appropriate methodology to explore racialized immigrants’ experiences when accounting for

how various factors can shape their access of mental healthcare services in Ontario.

Recruitment and Participants

The participants were recruited on the following criteria: they had arrived in Canada at
any point in their lives as an immigrant (e.g., refugee, student, worker, sponsored through
family), currently live in Ontario, self-identified themselves as a “visible minority,” used mental
health services in Ontario at any point in their lives, and were comfortable having a conversation
in English. Recruitment began in November 2021 and finished in April 2022 when the last
participant was interviewed.

Recruitment occurred through various methods of outreach, such as digital flyers and
emails sent out to local community health centres, settlement agencies, and professional research
networks. In addition, recruitment included snowballing with participants who partook in the
study to increase participant numbers and variety. The community health centres and settlement
agencies were located primarily with the Greater Toronto Area, as this region is notably a
“catchment” area where the largest numbers of immigrant and racialized groups reside in
Ontario. Therefore, an emphasis was made on emailing agencies within this area. Additionally,
agencies located in other larger Ontario cities such as Hamilton, London, Guelph, and Windsor
were also contacted as they have large immigrant and racialized populations. Agencies were only
contacted once and not followed up with if there was no response received, as understandably
these agencies may be overburdened or have an internal policy not to participate in research

studies. Regarding what is meant by “professional networks,” this entailed a listserv that is
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hosted by an Ontario university with a notable research centre focused on refugees. This listserv

often circulates research flyers for participation, grant opportunities, academic conferences,

petitions, and newly produced research. Access to this listserv was granted for distributing this

study’s flyers given the first author’s own professional affiliation with the university. Part of the

“professional network™ also included faculty that the first author had connections with, who

could distribute the study’s flyers.

A total of 16 individuals participated in the study. All participants fully finished the

interview. See table below for participant demographics.

Table 1

Overview of Participant Demographics

Participant Gender Age Landing Status in Canada Years Since Arrival
1 Male 26  Government Sponsored Refugee 11 months
2 Male 25 International Student 5
3 Female 26 International Student 5
4 Female 27 Refugee Claimant 24
5 Male 26 International Student 7
6 Female 53 Spouse 20
7 Female 33 Spouse 8
8 Female 27 International Student 10
9 Female 27 International Student 11
10 Male 22 International Student 6
11 Non-binary 21 Child Dependant 10
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12 Male 27 International Student 1
13 Female 41  Government Sponsored Refugee 4
14 Male 33 Privately Sponsored Refugee 7
15 Female 27 Refugee Claimant 15
16 Female 26 Refugee Claimant 5

Data Collection

Data was collected through a semi-structured interview guide in English which included
questions surrounding their help-seeking journey. These questions were developed through
identifying key concepts explored in the ABMHCU and KEM. From the ABMHCU, this
included questions that asked about demographics (e.g., gender, age, landing status in Canada),
perceived need, and general resources available. Within the interview guide, the following areas
from the ABMHCU were developed: such as when they realized they needed to seek help, how
did they go about seeking help, and what were their appraisals of the services they received.
Specific questions related to identifying barriers and facilitators were asked. This also included a
question on whether their legal status at the time played a role in the process and experience. The
influence of the KEM on the interview guide, included the full set of questions asked to provide
insight into the participant’s self-appraisals and potentially more culturally specific details
relevant to understanding their experiences. The interview guide was first drafted and then
circulated to the dissertation committee for feedback on length, clarity, and accessibility for

varying degrees of English proficiency. The interview guide was structured in five phases:

112



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

introduction (e.g., introducing the researcher/interviewer, highlighting the rights of a participant,
what is expected in the interview, and re-iterating the consent form’s details), demographic data
collection, asking participant ideas about well-being, what they felt like they needed help for,
and barriers and facilitators in their experience.

Participants reached out to the first author through email to indicate their interest and they
were greeted with a standard script and were given opportunities to ask any questions related to
the study. If they were still interested in participating after being satisfied with answers to their
questions or had none, a consent form was provided to them electronically through their email
and were given an opportunity to review it and ask any questions. There was no deadline
imposed on when they should sign it to give them the opportunity to take their time to read it in
order to make an informed choice to participate. The consent form borrowed standard language
and guidance provided by HiREB on their website and was approved from their review process.
If they had no questions or their questions were satisfied, they sent a signed consent form to the
researcher, and a final copy was returned for record keeping. A time and date were selected
based on their preferences, and a Zoom link with a passcode was emailed to them.

The interviews were conducted through Zoom with only the audio and video off to
provide participants privacy and also prevent strains to their internet connectivity. Zoom was
selected because it is approved by HiREB as a videoconferencing platform to be used for
research purposes. All interviews were recorded through Zoom’s built-in available feature.
Interviews were to last a maximum of an hour and 30 minutes, and generally did not go over an
hour. After every phase of the interview was completed, participants were given the opportunity
to take a break before moving on to the next set of questions and asked if they would like to

continue participating in the interview. The latter was done to continue the process of informed
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consent, as participants had every right to finish the interview whenever they wished.
Participation was recognized with a $20 Canadian dollar e-gift card to any vendor they preferred.
Additionally, a curated list of free to access psychosocial and social welfare resources available
in Ontario and Canada was shared with all the participants once the interviews were over. This
list was developed in case participants would benefit from resources, and they were to use them

on their own discretion.

Analysis

The recorded audio files from the interviews were automatically transcribed by Zoom’s
software. While transcripts were not fully transcribed and cleaned or used for analysis, the audio
records served as a key touch point when going over notes and summaries that were produced
during the interviews by the interviewer. However, the audio recordings were relied on heavily
and re-listened to as part of the analytic process. The data was analyzed independently by the
interviewer using Braun and Clarke’s (2021) approach to thematic analysis which included the
six steps: familiarization with data, generating codes, searching for themes, reviewing themes,
definition of themes, and writing it up. A more fulsome discussion of how the six-step approach
was followed and how reflexivity was practised can be found in Chapter 2 of this dissertation.
Key areas of exploration within the transcripts derived from the domains in the ABMHCU and
KEM, and this included identifying barriers and facilitators to accessing services, participants’
appraisals of seeking services, and ideas surrounding mental health. In analyzing the data, careful
consideration was given to how the participants articulated their ideas and experiences of mental
health and well-being, but also how this informed their ideas towards receiving mental healthcare

services. The analysis of the data was aligned with the ABMHCU and KEM, and
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contextualization was given to culture, and how wider structural influences may have shaped the

participants’ experiences.

Findings

While the goal of this study was not to essentially map the findings directly onto the
ABMHCU and KEM, they loosely guided the analysis process by identifying how both structural
and individual level factors produce specific experiences among racialized immigrants in Ontario
as part of their help-seeking process.

The list of themes and their corresponding subthemes identified from the analysis process
can be found in Table 2. This following section will elaborate on the themes and provide an

overview with selected quotes from the interviews.

Table 2
List of Themes
Theme Subtheme
Structural constraints Affordability
Wait times
Trust in the system
Individual influences Knowledge of “mental health”

Social supports
Associated stigma

Severity of issue
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Awareness of services

Appraisal of services Appropriateness of provider
Just a Band-Aid

What I needed

Structural Constraints
This theme broadly encompasses participants’ experiences of accessing services and how
structural level influences, such as economic feasibility, wait times, and trust in the system

became barriers and facilitators in accessing mental healthcare services.

Affordability

While an obvious one, there were several participants who indicated that finances and
their ability to afford such services impacted their access. Participants identified coverages such
as what their university provided under their student health plan or their work benefits, and this
was considered to be both a privilege and a burden. For some, the financial aspect was not an
issue as they were able to pay for these services through their extended health insurance from
their employment that also covered mental healthcare services. The quote below is an example of
how services through one’s work was a key resource when accessing services. It is important to
note that this individual, once an international student, now had permanent residency status and

was employed.
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“Yeah, because the insurance from my work covered it”- Participant 8

However, some noted that their extended health insurance via their work benefits would
only cover a limited number of psychotherapy sessions and therefore this was a constraint. In the
quote below, this is demonstrated as the participant shares that the sessions would be costly, and

they would potentially pay out of pocket if they needed more sessions.

“I found out that my benefits from my work would cover it, but it was fairly expensive, so I was
going to have to either do a limited number of sessions or, like, pay out of pocket, like, once it

ran out” — Participant 2

For others who did not have access to extended insurance or benefits of any kind, this
became a difficult process. Participants within this scenario waited until they were able to
financially afford mental healthcare services or relied on free-to-access psychotherapy services
offered at local community health centres. In situations where participants were prescribed
medication for their mental health symptoms, some had to pay out of pocket because they did not
have coverage at all or had varying levels (e.g., none or partial) of coverage through their work
or student health care plan. Specifically, in the quote below, a participant who was an
international student at the time shares his difficulty as this expense was something he “had not

planned.”
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“It was costly. The visitation for the doctor was on and off, and the medication for me it was a bit

costly, you know, it’s something you haven’t planned” - Participant 10

This experience underpins the idea that those with a temporary visa status, such as
international students, are placed in a position of precarity or vulnerability due to their limited

ability to access certain services as they may not have full coverage or access in the first place.

Wait times

For a few participants, finding services that accommodated their work schedules became
a hassle in seeking care. More specifically, for those who were juggling multiple jobs or also had
family obligations themselves this was a difficult experience. This barrier was not specific to any
immigration class, as some were able to access services in a time that was acceptable to them. As
described by the participant in the quote below, she shares her frustration in seeking an

appointment that was aligned with her routines.

“You know, there were hardly any appointments that were available, you know, it didn't work
with my schedule or my routine and there were very limited options in terms of what kind of
help I had access to at the time. And so, I ended up not seeing a social worker or a therapist

because, again, the appointments were booked like eight weeks out.” — Participant 7

Another participant shared that the services offered through her campus had a wait time

due to the timing of the semester. During the wait time, she described that her mental health

became worse which exacerbated the issues she was experiencing.
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“So, I wanted to talk to the counselor, but that was when the new academic year and new
semesters started, so there was like so much demand, so I had to wait, like, three weeks before 1
was able to speak to the counselor. And, and in that three weeks my mental health was really,

like, gone bad.” — Participant 3

Given the quote above coming from an international student, there were other
international students who were accessing services through their university campuses that did not
experience issues with wait times. This highlights the variability in services available on
campuses — as some may be more efficient with triaging cases or have more mental health

providers and resources available due to funding or structural organization.

Trust in the system

When elaborating on their reluctances to receive care in the first place, a few participants
had hesitations that stemmed from the “system.” The system could be described by some
participants as the healthcare system intertwined with the legal and immigration system or the
healthcare system as a form of institutionalization. Broadly, it could be understood that the
mental healthcare system acted as a form of policing for some participants due to their precarious
legal status.

For participants in the present study who arrived in Canada as children, they note
experiences of how their elementary school or high school staff would alert their parents when
there were concerns of mental health issues and would offer to connect them with services via

child welfare. This was described as a “traumatic” experience as they later encountered negative
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consequences at home. In the quote below, a participant with a refugee claimant background
describes that she “lost trust in the system” and ended up learning how to take care of herself
through self-researching her symptoms. For this participant, she did not want child welfare

involvement as it would potentially impact her family’s residency in Canada.

“So, I just lost all trust in the system and still have no trust in the system. I'm managing my
symptoms, through my own research, and I am doing much better, so there must be some success

to it, but I feel like the system consistently fails.” — Participant 4

Another participant with a refugee claimant background in the quote below recollects her
experiences of seeking care at a hospital’s emergency room after experiencing a panic attack.
She notes that she was fearful of being jailed or having medications pushed on her and this

highlights her trust towards the medical system.

“I was at that point, I was ready to be helped in a way, yet at the same time, culturally speaking, I
don’t want to be talking to a psychiatrist. Are you gonna put me on pills? That’s the first thing
that came to my mind, right? Second, are you going to, uh, isolate me? The way I see it, are you

going to put me in jail? You know?” - Participant 15

This subtheme demonstrates how mental healthcare services as they exist are intertwined
within other structures which may limit access to care. Specifically, for those individuals who are
already systemically vulnerable due to their status, this produces experiences resulting in further

distrust.
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Individual Influences

There were various factors that could be understood which operated at the individual
level of the participant that centred on their own knowledge, personal social resources, stigma,
and perceived severity of issues. It is important to note that the subthemes identified from the
data encompass a variety of complex experiences noted by participants in becoming either

barriers or facilitators in seeking mental healthcare services.

Knowledge of “mental health”

When participants were asked if they previously heard of any other individual
experiencing the same phenomena or set of symptoms, many of them noted that their knowledge
came from various areas, such as their formal education, the internet, or through their friends.
For some, they held degrees related to psychology or studied medicine previously before coming

to Canada and therefore they were aware of their symptoms being a concern for a larger thing.

“Taking a psychology class in undergraduate gave me a lot of vocabulary that I just did not have

previously for the things that I knew I was experiencing, like, the dots just connected.” —

Participant 4

“Like, thinking back to that and, like, thinking that all this is similar to what I remember reading

about that time and now I just do research on my own” — Participant 5
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Some other participants shared that they relied on searching their symptoms on the
internet to understand more on what they were experiencing. These particular participants also
relied on seeking out on educating themselves by watching videos online related to their
symptoms. This included accessing content within their language of choice which made it easier
for them to understand. The internet became a great self-help tool for them in developing mental

health literacy because it provided knowledge in accessible formats.

Others learned about what “mental health” was through sharing their experiences of
symptoms with their close and trusted friends in Canada and back in their birth country. For
some, this was an approach to learning more about their mental health issues as their friends in

Canada also were experiencing the same challenges.

“It wasn’t a medical concern, it just felt wrong. I didn’t know that it was not normal, and I only

realized that when I started speaking about my problems with my friends” - Participant 11

The quote above emphasizes how social networks play an important role in helping
individuals learn about mental health and broader concepts related to it that exist as norms within
Canada. For some, this included seeking support from their friends to help them cope with
stressors they were experiencing. More on social supports as a subtheme will be elaborated in the

following section.

Social supports

122



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

In related fashion to the previous subtheme, social networks became a complex resource
in shaping participant experiences of seeking out mental healthcare services. Social networks
included immediate or extended family members, partners, friends, professors, and religious
leaders. While some participants were separated from their family and friends as they were living
alone in Canada, they often relied on staying connected via phone calls or texting. These

individuals generally were identified as being “close” to the participants.

Participants in this study who belonged to religious organizations often confided in their
religious leaders when discussing their mental health concerns. Their religious organizations also
were described as “pro-mental health” and sometimes had religious services in discussing such
topics, and therefore there was a positive regard towards this topic. For some participants, their
religious leaders held related degrees, such as social work, and were able to provide relevant
information in accessing services by making referrals to resources. It can be understood that
religious organizations are a useful base for contact and access to care for those who are
newcomers to a community. One participant below describes how she felt that her pastor was
approachable, and therefore this helped her in sharing the mental health challenges she was

experiencing as a way to seek out support.

“I went and talked to my pastor about it, like, it is amazing because she's someone that I felt that

I could talk to a lot about things and she’s such an open person” — Participant 8

For those participants who were partnered, some felt secure in sharing their mental health

challenges. They shared that there was no fear of experiencing negative consequences from their
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disclosure. Some partners were described as being persistent in helping their loved one access

care, as shared in the quote below.

“After I spoke to her about all of this, she was, like, ‘you need to see somebody about this, like a
therapist or a counselor or whatever,” and initially I was, like, ‘no it's fine like it's not a big deal,’

but she she's a very, very persistent human being very persistent” — Participant 3

However, not all experiences related to relying on social support networks were positive
as some mentioned complex experiences from their families. Some participants described this as
a “balancing act” of not alerting their parents by not delving into their mental health challenges

too much due to past conversations ending negatively.

“And you know they told me that they wanted to help me access certain services, but they would
need like consent from my guardian, and I was, like, ‘no I refuse I’m not going to get consent

from my guardian this isn't going to happen’” — Participant 4

“The aspect of having to hide this from my family, like, I feel like I’'m on thin ice” - Participant

11

It is important to note that the two individuals were within their adolescence in reference
to when they were experiencing mental health challenges and their schools tried intervening.
Given certain family dynamics, it can be understood that this may have exacerbated their issues

at the time and prevented them from seeking help at all.
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Associated stigma

The stigma surrounding mental health became a key deterrent to seeking out care for
some individuals. Participants identified a variety of domains they felt where the stigma was
either perpetuated or came from. In the quote below, a participant notes that the lack of
information on mental health services in Ontario is a failure of the “system,” referencing the
health system not fully integrating such services. He later emphasizes that while mental health
services are not taboo here, there is still a stigma towards services that stems from society. This
perceived stigma may have contributed to the lack of awareness of services for him. It is
important to note that participants shared that they felt that there was stigma in their home

countries and also within Canada in relation to accessing mental health services.

“Mostly, me, like, not having information, I think that's, I don't know, if that's a failure of the
system itself, or maybe, just like as a society and mental health still being maybe not taboo - it's
not quite the right word anymore, but still being a little bit, like, little stigmatized.” — Participant

2

Other participants shared how perceptions of gender and expectations related to that
impacted their ability to seek out help. The participant below shares how they were prevented
from seeking out help for mental health issues because it would reflect poorly on themselves as a
potential marriage candidate but also on their family. As a woman, she felt that there was more

stigma towards her due to gender norms within her environment.
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“Because those are the priorities, right, like, shaadi ka time hoy gay (translation: it’s time for
marriage). You know when by the time you're older and it's time for you to get married off. It
looks bad it reflects poorly upon our family, you know, there's that whole concept of izzat
(translation: shame) which is intrinsically tied to you know how I present myself in society.” -

Participant 7

It can be understood that stigma towards mental health is not uniform, as it is shaped by
gender norms and perceptions of disability. The following participant below describes how
having mental health problems within their upbringing was akin to being perceived as a
disability and therefore they were not seen as favourable in society and not worthy of care or
affection. Similar to the previous participant above, as she would be perceived negatively by a
potential suitor. This highlights how stigma associated with mental health is sometimes rooted in

ideas of disability.

“You're just weak, you're just lazy, and that was, like, the narrative surrounding mental health. It
was very much you are a person being unable to function as a human being, like, it is a disability.
A person being unworthy, of you know, care and affection, because they didn't have real

problems.” — Participant 4

However, it is important to understand that not all participants held views towards
“mental health” that involved stigma, as some viewed it as a legitimate concern that needed
attention. For example, a participant below describes how she was raised in a family where

mental health was something that was taken seriously. It is important to note that she emphasizes
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that while her family were more “traditional,” they still understood “mental health” as an issue to

be attended to.

“I grew up in a family, despite the fact that they follow culture, tradition, and beliefs, they are
also quite aware of mental health. They could detect an issue. I just grew up knowing that people

get sick, like mental health, and action needs to be taken seriously.” - Participant 9

Severity of issue

An unfortunate consequence for many participants was ignoring their mental health
concerns and other associated symptoms, such as loss/increase of sleep, decreased appetite, or
emotional dysregulation. When participants described that they felt as if they were at their
“breaking points,” or as described by the participant in the quote below that they could not “trust

themselves,” this feeling became a catalyst for them in seeking help.

“I no longer trusted myself to do the right thing, or be okay” - Participant 11

“And it's that thing, where you think it's not going to affect me, and so I didn't really give it much

thought in terms of pathologizing it until it got to a point where you know, I was really, really,

feeling low, and it was you know sort of getting out of bed was really difficult, eating food was

really difficult.” - Participant 15

It is important to indicate that many participants stressed the physical consequences on

their bodies as well as their ability to carry out daily tasks in their lives, such as domestic,
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hygiene, or work/school demands.

Awareness of services

Participants noted that one of the factors that facilitates help-seeking was the awareness
of such services and their availability. While some were students on university or college
campuses, they were acquainted with services because they were advertised on campuses or
made aware through peer mentorship programs for international students. For others, they
became acquainted through advertisements around their city, for example, Centre for Addiction
and Mental Health advertising on Toronto billboards and posters. The two quotes below come

from two international students who found resources through services on their campuses.

“There was a mentor support system, and uhm, I went there and shared my story, and the person
shared some materials, advice, and linked me to a website. They also gave me a number for

contact to get support. - Participant 12

“One of the friends, I met in Canada, told me she actually went to the counseling service in like
at [REMOVED] in the university that they offer to graduate students so she mentioned it once
before, like, I had to like saying like I had to see a counselor while I was writing my thesis, so I

knew I had that resource, too” — Participant 3

One participant who arrived as a settled refugee notes in a quote below that she was

immediately connected with a physician upon arrival, and this helped her in her continuity of

receiving care as she was on medication for various health issues. For other refugee participants
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in the present study, they had been on medication before arriving to Canada while in transit
countries (e.g., Jordan) and therefore were aware of services in general and what they needed
once arrived. This highlights how individuals arrive from highly developed health systems and
suggest that certain mental health services are acceptable and appropriate based on their needs
and familiarity. Additionally, this may be facilitated by the communication to refugees to upon

their arrival in Canada.

“When I came here on the first day, I was so anxious, I met my family doctor and I told him I

need to see a psychiatrist.” — Participant 13

Appraisal of Services
In the process of having accessed the mental healthcare services, participants described
their experiences and appraisals. Two sub-themes of “trust in the system” and “appropriateness

of provider” were identified.

Appropriateness of provider

There were assumptions of the provider’s competence as a potential barrier and facilitator
in seeking care among some participants. Many participants did not actively select a mental
healthcare professional, but were assigned one through an organization or practice that was
available to them at the hospital, through their work, or at campus. For some participants who
actively chose their provider, they often discussed why a match in cultural and language

background was important to them as they felt that they did not have to work as hard to explain
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to their mental health provider about their contextual background and life history. Others were

not so fortunate, as noted by the participants below:

“I don't know. I think I would say yes, I am satisfied with it, um, but I still have that lingering
you can hear it in my voice, but I still have that lingering would like to try other therapists, like, I

could get better” — Participant 8

“And yeah not to say it, but she's very good at what she does, but it was very obvious to me that
none of that was actually going to help me because none of it took into account all the cultural

considerations.” - Participant 16

While cultural and linguistic fit was something important to the participants. One
participant did not have a positive experience when seeing a physician who was culturally
congruent. In the quote below, she experienced stigma from a family physician she went to
regarding the symptoms of mental distress that were occurring. She notes his ethno-cultural
background in providing more information as to why he may have laughed. It could be
interpreted that in their shared cultures, it is a stigmatized topic and his attitude reflected that
through inappropriate behaviours (i.e., laughing) which made her later engage in self-censure of

her problems.

“And so I did have a South Asian doctor and he very much would laugh off any suggestion of

mental health issues as well and it kind of shamed mentioned never bring it up again.” —

Participant 4
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Just a Band-Aid

For participants who described their mental health symptoms being more notable around
the time they had started encountering financial hardships and other issues where their basic
material needs were not being met, they often described the “mental health services” they had
received as a “Band-Aid” to help solve their problems. Essentially, a temporary fix for more
broader and overarching issues that were systemically driven and producing distress to the

individuals.

“It’s just a lot of band aids, no real solutions or actual healing” — Participant 11

“I feel like all of those things that drove me here aren’t still resolved. Like, housing and

employment.” — Participant 14

Both participants above share how their core issues (e.g., housing, employment, income)
are key drivers of their mental health challenges and the mental health services they received
were limited in supporting their broader needs. This exemplifies how economic precarity
experienced by racialized immigrants is a particular challenge due to resettlement which may be
more intensified for those with more precarious backgrounds related to their legal status or
financial stability.

It is important to note that many participants described experiencing financial issues
within their first years of arrival in Canada. This cascaded into housing and food insecurity

which impacted their mental health severely. As newcomers, some were in precarious positions
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while being students who could only work limited hours. These quotes highlight the importance
of the social determinants of health in influencing their wellbeing and specifically how
international students are in precarious financial positions within the first few years of their

arrival or settlement to Canada.

What I needed

This statement was shared by participants who believed that psychotherapy or medication
were the appropriate forms of support needed to help them overcome their symptoms and
challenges. For some participants, their ideas and attitudes towards such services were shaped by
previous experiences involving their immediate and extended family or friends who had gone
through similar events. Therefore, psychotherapy or medication became a solution that was

favourably appraised as it was familiar to them.

“So, when I went in, when I started, like, school again I pretty much knew I had a rough idea of
what I was going through, and I knew what I needed, what kind of help I needed to get” —

Participant 5

“I believe I needed a therapist, who gives me skills, like breathing, how to breathe, and how to

exercise” — Participant 13

Participants’ familiarity with such services helped to make it easier for them to approach

and receive services. This included what to expect, what to ask for, and how to advocate for

themselves in order to receive the care they believed they needed. Additionally, for some
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participants, this involved self-researching through books or resources found online. Some
participants went as far as selecting a mental healthcare provider based on issues they believed
were important to them, such as their symptoms, a cultural or linguistic match, or a gender or

sexuality match.

“To me it was very important that she was Latin American, like, she was Colombian. She

understood the cultural component of my disorder and struggle that I had” — Participant 16

Discussion

The goal of this paper was to identify what racialized immigrants perceive as barriers and
facilitators when accessing mental healthcare services in Ontario, Canada. From conducting the
interviews and analyzing the data, it can be understood that factors at various levels exist in
producing such experiences. However, while there were commonalities noted by participants,
there were also considerable differences that influenced accessing mental health services. These
impacts might be magnified for some populations based on their legal status or generally being a
newcomer to Canada. Broadly, three themes were identified: structural constraints, individual
influences, and the appraisal of services. Implications for researchers will be addressed
throughout.

Within the theme of structural constrains, subthemes such as “affordability,” “wait
times,” and “trust in the system” were identified. In signaling to the study’s frameworks, in the
ABMHCU, one of the key factors is “enabling” resources which identifies assets an individual
has or does not have access to when seeking out services (Andersen, 1995). These resources

could be financial, tangible, geographic, or temporal (Andersen, 1995). In the present study,
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one’s legal status also became an enabling resource as it afforded them certain privileges or
became a burden.

The “affordability” subtheme highlighted how participants were able to afford such
services in the first place and how economic status coupled with legal status sometimes played a
role (Campbell et al., 2014). For example, those who had permanent residency, they were able to
obtain benefits through their employer that covered mental healthcare services (Kuile et al.,
2007; Rajkumar et al., 2012). However, for those who were on a temporary visa, such as being
an international student, they were entitled to certain coverages which may have been limited in
the services they could receive (Brabant & Raynault, 2012). For example, some individuals
noted that health care coverage through their university did not fully cover their medications.
This signals how affordability can sometimes be offset through one’s ability to legally work or
receive particular benefits in Ontario given their legal status (Campbell et al., 2014; McKenzie,
2019).

In the “wait times” subtheme, some participants shared that they were unable to find
appointments that aligned with their work schedules or how the services they were receiving via
campus health services were backlogged. As a consequence, some felt that their mental health
symptoms and issues worsened as they were waitlisted. For newly arrived immigrants in general,
finances are an important aspect that shape settlement experiences (Salami, Salma, &
Hegadoren, 2019). Given noted issues of structural constraints, there needs to be increased
funding and expansion of mental healthcare services considered by the provincial government
(Moroz et al., 2020). This also highlights the need for more community health centres to be
adequately funded and staffed to provide services (Aery, 2018; Lane & Vatanparast, 2022; Nerad

& Janczur, 2000). Going back to the ABHMCU, time itself is an enabling resource and also has
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been argued to be a social determinant of health among researchers (Benjamen et al., 2021;
Strazdins et al., 2016). It is well established that those with lower income and those with none or
poorer healthcare insurance plans wait longer to receive services generally of any kind (Currie et
al., 2024; Gotlieb et al., 2021; Hajizadeh, 2018; Ho et al., 2017). Access to services in a timely
manner deemed appropriate to an individual becomes an important consideration for
interventions (Hajizadeh, 2018; Hynie et al., 2016).

The findings in this study highlight the last subtheme’s importance, more specifically
how legal status shaped some participants’ experiences of seeking care as this could potentially
jeopardize their stay in Canada (Bernhard et al., 2007; Villegas, 2015). Some participants raised
concerns about detainment or surveillance as a consequence when seeking out services, which
emphasizes how both the medical and legal immigration systems intersect together for them
(McKengzie et al., 2014). While not just limited to seeking care from the medical system (i.e.,
hospital), the idea of surveillance also extended to the education system. For other participants
who were offered mental health services at a young age via the school system, they described
how this was an inappropriately intrusive approach given their caregivers’ attitudes and worries
towards potential surveillance (Ahn et al., 2014). This highlights the need for more contextually
and ethically appropriate interventions within school systems, as some youth may not be able to
access services without their caregivers’ consent but would still like to receive them (Ahn et al.,
2014). Signaling back to one’s legal status as a key area of concern, one participant who arrived
in Canada as an asylum claimant at a young age felt that the intervention posed by their school
made them feel uncomfortable as it could have placed their family at risk for surveillance.
Mental health related referrals from the education system in Ontario could bring child welfare

involvement (Fong et al., 2018; Reid et al., 2021). It is well established that the child welfare
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system disproportionally negatively impacts racialized children and families in Ontario, such as
“criminalizing” practices of parenting due to the intersections of racism, xenophobia, and
ableism (Ontario Human Rights Commission, 2018). Layered with concerns of one’s legal status
being precarious, this produces further distrust towards social services which may prevent
families from seeking out care for their children or themselves (Ahn et al., 2014).

In the broad theme of individual influences, this included subthemes of “knowledge of

99 <6 99 ¢¢

mental health,” “social supports,” “associated stigma,” “severity of issues,” and “awareness of
services” in shaping barriers and facilitators of seeking care. These subthemes relate to the
ABMHCU under the population characteristic factors of “enabling” and “need.”

With the population characteristic factors, the subthemes of “social supports” and
“associated stigma” are reflected as the key factor that “enable” health care use in the present
study’s findings. All participants within this study brought in their unique perspectives of mental
health which were sometimes layered with past experiences of receiving such services in their
country of origin. Therefore, the experiences noted within these subthemes were contradicting
and rich, and it highlights that not all racialized immigrants are monoliths or homogenous in their
attitudes towards mental health or care (Kirmayer, 2012b; Kirmayer & Jarvis, 2019).

From the findings, given that the concept of “mental health” has a multitude of meanings
among various communities and individuals, there must be consideration of understanding how
this may manifest in increasing mental health promotion (Corrigan et al., 2014, 2016). There is
research using labels such as “mental well-being” and “psychosocial wellness” that departs from

more medicalized, and often more stigmatized, understandings of mental health (Corrigan et al.,

2014, 2016). Such labels may promote demystification of services themselves, but also education
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around the broad spectrum of what constitutes as mental health among different cultures
(Kirmayer, 2012a; Kirmayer & Swartz, 2013; Simich, Maiter, & Ochocka, 2009).

99 <6

For some participants, the three subthemes of “social supports,” “associated stigma,” and
“awareness of services” contributed to each other. Their social networks were influential in
shaping ideas of mental health, such as stigma or seeing it as a legitimate concern (Donnelly et
al., 2011). Consequently, some participants only knew about the services through their peers or
colleagues. This finding highlights how social networks, and more specifically, perceived quality
of social networks and support plays a key role in either being a barrier or facilitator when
seeking mental healthcare services (Maulik et al., 2011). For racialized immigrants, forming new
social networks is an important aspect of resettlement; however, some immigrants stay in
connection with their loved ones back home via technology (Hiller & Franz, 2004). The key role
of social networks should not be underestimated, as for those newly arrived, this becomes an
important resource for facilitating settlement (Hanley et al., 2018; Lamba & Krahn, 2003;
Nakhaie & Kazemipur, 2013). It is important to note that the peer groups referenced by
participants were composed of individuals who came from a similar background as them. Social
relationships were key resources in the participants’ lives, as social capital helps an individual
cope with stressors (Ellis et al., 2015; Hynie et al., 2011). For many, moving to a new country
drastically changed this experience, and forming relationships in their new setting was a concern
and sometimes impacted their mental health (Chadwick & Collins, 2015; Salami, Salma,
Hegadoren, et al., 2019). Participants within the study found community within local religious
organizations or places of worship that often had their ethnocultural group (Agyekum &
Newbold, 2016) or made friends at their college or university programs (de Moissac et al., 2020;

Thomson & Esses, 2016).
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The subtheme of “severity of issues” supports the broadening of alternative forms of care
that are not acute mental healthcare services that someone would access when in crisis. This can
be based on a triage system of preventative care, where depending on the individual’s needs and
issues, they can be referred elsewhere to the appropriate services (Chiu et al., 2018; Ford-Jones
& Daly, 2022; Mowbray et al., 2019).

Lastly, in the subtheme of “awareness of services,” it brings attention to how important it
is to widely advertise such services in public, which helps promote visibility and access (Kelly et
al., 2007; Sampogna et al., 2017). Some examples provided by participants included services
being advertised on campus through promotional flyers or news bulletins or billboards around
their city that included a telephone number. This proposes the need for targeted advertising
campaigns for mental health services on campus for international students, or broadly
newcomers to Canada (Minutillo et al., 2020).

Lastly, the “appraisal of services” theme involved the following subthemes:
“appropriateness of provider,” “just a Band-Aid,” and “what I needed,” in understanding the
participants’ appraisals of the services they received. This theme draws from the KEM, as it
signals to what an individual may deem appropriate care is rooted within their context and
environment (Kleinman, 1980). Therefore, there is no one size solution for a broad population
group who may encounter similar experiences during settlement.

Regarding the first subtheme of “appropriateness of provider,” the findings indicate how
important a provider’s personality, perceived competence, and general demeanour is when
seeking care. For some participants who selected providers themselves, they intentionally found
someone who was their cultural and linguistic match to overcome barriers (Farsimadan et al.,

2011). This finding highlights how more non-white providers are needed within the mental
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health profession as some individuals feel that this is a key component for what constitutes
appropriate care for them (McDowell, 2004; Wieling & Rastogi, 2004). Additionally, this
arguably supports the need for more culturally reflexive training to help provide services that are
more appropriate (Kirmayer, 2012b, 2012a; Kirmayer & Jarvis, 2019).

The subtheme of “just a Band-Aid,” described how some participants felt that the forms
of care they have received (e.g., psychotherapy or medication) still did not fully address the
reasons for their mental health concerns (Hansen & Metzl, 2019; Metzl & Hansen, 2014;
Reitmanova & Gustafson, 2009). Their responses signaled to how their material needs were not
being met in the form of lack of employment, inadequate income, or precarious housing. While
this was not an appraisal of services specific to one migration group, this idea was shared by
individuals who came from more financially precarious backgrounds. The findings support
holistic models of care that encompass a wide variety of services, such as referrals to have their
material needs being met (e.g., employment, housing, food) as this underscores departing from
solely focusing on a biomedical paradigm where access to medical services is the first line of
treatment (Hansen & Metzl, 2019; Joseph & Double, 2020). Community-based services are also
important as key solutions, specifically for newly arrived immigrants of all backgrounds who
will encounter settlement based stressors (Aery, 2018; Lane & Vatanparast, 2022; Nerad &
Janczur, 2000).

Lastly, the subtheme of “what I needed” is not a contradiction to the previous subthemes,
rather, it highlights how based on one’s needs and appraisals, certain mental healthcare services
are actively sought out as important solutions. For several participants in the present study,
receiving psychotherapy or starting medication were reported as the best fit for their issues

(Kirmayer & Jarvis, 2019; Kleinman, 1980). This may have been shaped by their ideas and
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knowledge of mental health and what constitutes as appropriate treatment for such issues

(Kirmayer, 2012a, 2014; Kirmayer et al., 2011; Pottie et al., 2011).

Limitations and Recommended Areas for Future Research

The study described here has limitations that must be noted in order to help with
interpretation and appraisal of the findings. Key limitations include the geographical constraints
and the demographic profiles of participants. Within the former limitation, participants who were
included were mainly from larger cities in Ontario that consequently had increased resources to
such services in the first place. Future research should focus on those living within rural or
smaller locations, as this constraint would influence the number of resources available. In regard
to demographics, while the participants were from a variety of backgrounds (e.g., ethnoracial,
migration status, disability, gender and sexuality), there should be more targeted research that
centres the experiences of those who have been underserved including those who self-identify as
having disabilities, belong to more precarious legal statuses, and self-identify as LGBTQ+. Their
unique life experiences will impart a more nuanced understanding of barriers and facilitators to
seeking services. Even though there were a handful of participants in the present study who self-
identified with belonging with the aforementioned groups, they still constituted a minority of the
sample size. Majority of participants in the present study were international students at
universities, whereas those at colleges may have different access to mental healthcare services.

This study was qualitative in nature, and as such 16 participants may be considered to be
a small sample size within a quantitative context. However, given the methodology and selected
analysis approach, there is an emphasis on depth of interviews rather than concepts like data

saturation (Braun & Clarke, 2021). However, we did not aim to offer findings that are
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generalizable to other contexts, but that are transferrable instead. Interviews were conducted in
English and although the recruitment requirements were posed as “comfortable having a
conversation in English,” this may have limited some participants in their ability to fully express
ideas of mental health that may be more relevant within their own languages. Some participants
did use phrases in their own languages and provided a breakdown of the term. In an ideal
context, an interpreter would have helped but that was not practically or financially feasible
given the range of languages and backgrounds present. Additionally, the interviews were
conducted online, and this may have prevented some people from participating due to concerns

of privacy, surveillance, or a lack of access to technology (Salam et al., 2021).

Conclusion

Racialized immigrants experience a multitude of barriers when accessing mental
healthcare services in Ontario which are driven by factors at both systemic and individual levels.
This has been well documented within research conducted not just conducted in Ontario, but also
across other areas in Canada (Salam et al., 2022; Thomson et al., 2015). This study highlights
that while racialized immigrants experience common challenges in accessing services, there
exists variabilities based on social and contextual factors (Ng & Zhang, 2020, 2021; Oda et al.,
2019). This point affirms that this broad population, while often lumped together, should not be
understood as a monolith. Future research should emphasize understanding the experiences of
multiply marginalized individuals, as this will provide further nuance and much needed

complexity on the topic.
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Preface

This chapter explores how system-level drivers, such as immigration related constraints and the
existing provincial healthcare infrastructure for mental healthcare services influence decision
making related to seeking out mental healthcare services. It includes the perspectives of both
service users and service providers in highlighting the gaps and needs among racialized
immigrants for improved services and delivery.
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Framework was intended to spell out my mother’s name, Nighat, when transformed into an
acronym.

This manuscript was completed between June 2022 and November 2023.

This manuscript will be adapted for publication based on journal guidelines and will be

submitted to Social Science and Medicine — Qualitative Research in Health.

Contributions

Zoha Salam conceptualized the study, developed the interview protocols, conducted the
interviews, analyzed the data, and wrote the manuscript. Mirna Carranza, Olive Wahoush, Bruce
Newbold, and Ameil Joseph (the dissertation committee) provided feedback to the study’s

materials and also to the manuscript.

157



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

Declarations

Funding

The authors have no relevant financial or non-financial interests to disclose.
Conflicts of Interest/Competing Interests

The authors have no conflicts of interest to declare that are relevant to the content of this article.

158



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

Abstract

Background: Canada has a publicly funded healthcare system; however, there are notable gaps
within services that are covered even across provinces. In Ontario, the mental healthcare system
is considered to be a patchwork system, as it is not fully integrated into the healthcare system.
Therefore, there are considerable disparities in accessing mental healthcare services for all
Ontarians. For racialized immigrants, this process becomes more complicated due to limitations
in accessing provincial healthcare services as a consequence of one’s legal status. While much of
the literature focuses on individual and systemic-level factors, it does not consider how access to
care is shaped or impacted by overarching regulations. The aim of this study is to explore how
constraints from one’s legal status and Ontario’s provincial mental healthcare structure interact
in producing specific experiences for racialized immigrants when seeking mental healthcare
services.

Methods: Using a qualitative descriptive methodology, questions related to identifying
issues/critiques of mental healthcare provision were explored. A point of exploration was also to
understand potential solutions to these issues based on navigational insights. Interviews were
conducted with 16 service users and 10 mental healthcare service providers and analyzed
through Braun & Clarke’s (2021) approach to reflexive thematic analysis.

Findings: It was understood that racialized immigrants’ ability to access mental healthcare
services were impacted by restrictions imposed by the immigration system and the patchwork
nature of the mental healthcare system. The inclusion of the perspectives of both service users
and providers allowed for more meaningful accounts, as there were overlapping issues and
solutions identified. Three major themes developed: governing structures, service delivery, and

client characteristics. With the first theme, this signaled how the immigration system interplayed
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with the mental healthcare system. Service delivery as a theme highlighted how services existed
in Ontario and how appraisals of care contribute to understanding access. Lastly, client
characteristics included how shared identities with a provider and produced vulnerabilities play
an important role in access. From the findings, the Navigational Insights for immiGrant mental
Health Access and Treatment (NIGHAT) Framework was developed. This proposed conceptual
framework builds off the scoping review by Salam et al., 2022 and it offers a guide to understand
racialized immigrants’ challenges and needs when accessing mental healthcare services by
emphasizing on more macro-level drivers. This paper consolidates the findings/themes and maps
them into three layers. These layers are interactive with one another, as this demonstrates how
individual level choices are informed by broader policies.

Conclusion: It can be understood that mental healthcare access for racialized immigrants is a
complicated process due to legal status and the patchwork mental healthcare system. The
NIGHAT Framework is a conceptual framework which provides a lens of interrogation to this
issue by highlighting how structural and systemic issues interact and shape the experiences an
individual encounters when seeking services. Improving access to care for this broad population
begins with acknowledging how the governing systems set in place need to be addressed

adequately to ensure appropriate downstream effects.
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Introduction

According to a 2021 report by the Commonwealth Fund analyzing the performances of
healthcare systems of 11-high income countries, Canada’s healthcare system ranks 10th (2021).
Canada also received the lowest rankings for the domains of access to care, equity, and health
care outcomes (Commonwealth Fund, 2021). There are considerable gaps in coverage in what is
provided for within Canada’s public healthcare system (Commonwealth Fund, 2021). One
notable gap is a lack of coverage for comprehensive mental healthcare services (McAlister et al.,
2018; Mulvale & Hurley, 2008). While this gap exists, mental healthcare services are sometimes
available through hospital (e.g., outpatient and inpatient) and community healthcare settings
which may be covered through provincial healthcare plans (Beiser et al., 1993; Moroz et al.,
2020; Mulvale & Hurley, 2008; Wiktorowicz et al., 2020). Ways of obtaining mental healthcare
services, such as counselling, assessment, and psychotherapy can be supplemented through
private healthcare insurance plans, personal payment, or through social assistance support
programs that are unique to each province (Murray & Knudson, 2023; Vasiliadis et al., 2005;
Wiktorowicz et al., 2010). This is generally the case for Canadian citizens or those who hold
permanent residency, but for those who have recently arrived or hold precarious forms of legal
status, accessing mental healthcare services can become a complicated process (McKenzie,
2019; McKenzie et al., 2014).

Based on a report in 2021, it is estimated that 75% of Canada’s population growth comes
from immigration, more specifically, those coming within economic categories (IRCC, 2021).
Canada’s medical inadmissibility immigration policy applies to certain migratory pathways, and
filters individuals who are deemed to pose an “excessive demand” on both social and healthcare

services (Boychuk, 2015; MaclIntosh, 2019). Therefore, this policy limits and shapes who can
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come to Canada based on certain thresholds (Abu-Laban et al., 2022; Boychuk, 2015). Migration
scholars have long critiqued the medical inadmissibility policy in Canada, specifically as it has
been considered an instrumental policy tool in producing what is considered to be the ideal
“citizen” on the basis on notions of eugenics and biomedical essentialism — and “mental illness”
has been a key topic as it fits under the realm of disability (Joseph, 2018; Kanani, 2011;
Maclntosh, 2019; Mawani, 2007; Reitmanova et al., 2015). Furthering this argument, what
constituted as being “fit” for immigration based on xenophobic ideas, has shifted over time, and
racialization has been intertwined with ableism and racism (Joseph, 2018; Kanani, 2011;
Mawani, 2007; Reitmanova et al., 2015). Racialized immigrant groups experience unique
challenges when arriving and settling into Canada, and this is layered with racism and
xenophobia which is sometimes encountered within the healthcare system (Edge & Newbold,
2013; Hyman, 2009; Hynie, 2018). Within Canada’s immigration system, there exists a variety
of immigration classes that have certain stipulations associated with accessing social services and
the healthcare systems in different provinces (Bobadilla et al., 2017; Magalhaes et al., 2010). For
example, those with permanent residency status generally experience a significant waiting period
when being enrolled into their provincial healthcare system. In Ontario, the waiting period is
approximately three months (Bobadilla et al., 2017; Goel et al., 2013; Landolt, 2022). During
this time, it has been documented that immigrants sometimes tend to accrue significant debt as
they end up paying out of pocket as a consequence of this policy. Additionally, some delay
seeking medically urgent care services due to the exorbitant fees they may face due to lack of
coverage during this period (Bobadilla et al., 2017; Gagnon et al., 2021; Goel et al., 2013). For

racialized immigrant groups, navigating a new country while also learning how to traverse a new
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healthcare system produces complexity when trying to access services that are necessary based
on their needs (Bobadilla et al., 2017; Gagnon et al., 2021; Goel et al., 2013).

Accessing mental healthcare services is a complicated process for many racialized
immigrant groups as a consequence of how the Canadian immigration system interacts with the
provincial healthcare system (Bobadilla et al., 2017; Gagnon et al., 2021; Goel et al., 2013).
Limitations from one’s legal status may impact an individual’s ability to seek mental healthcare
services in a timely matter (Caulford & D’ Andrade, 2012; Durbin et al., 2015; Gagnon et al.,
2021; McKenzie, 2019; McKenzie et al., 2014). Therefore, it can be understood that the existing
gaps within the mental healthcare system and services are associated with specific experiences
and interactions for racialized immigrant groups (McKenzie, 2019; McKenzie et al., 2014).

The purpose of this paper is to understand how racialized immigrants’ experiences of
seeking mental healthcare services are influenced by factors driven by the immigration and
healthcare systems, and to identify solutions in overcoming such barriers.

For brevity, the term “migrants” will be used as a catch-all in this paper to encompass
individuals of all immigration backgrounds where experiences are similar and encompassing.
However, when needed to make specific distinctions relevant to migration status, it will be

explicitly identified.

Method
Guiding Framework

The guiding conceptual framework used for this study is Andersen’s Behavioural Model
of Health Care Utilization (ABMHCU) (Andersen, 1995). This specific model seeks to

understand how an individual’s healthcare service utilization patterns are influenced by their
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predisposing characteristics, presence of enabling resources, and contextualized need (Andersen,
1995). The ABHMCU takes into consideration broader factors, such as the healthcare system
and external environment influence on the three domains (Andersen, 1995). A key emphasis of
this study is to focus on the broader factors, namely the Ontario mental health system and
external environment which is driven by the immigration system at the federal and provincial
levels (Andersen, 1995). The purpose of this study is to understand the perspectives of both
racialized migrants and mental healthcare providers in their perceptions of what some challenges
and solutions are for improving access to mental healthcare services for racialized migrants in
Ontario. The ABMHCU model allows for a detailed interrogation as it attends to the dynamics of
the broader factors influencing individual level resources and characteristics of migrants and
providers (Andersen, 1995). The present study aims to situate the challenges and solutions
identified by the participants in regard to how the Ontario mental health healthcare system and
Canada’s migration system coalesce to produce specific outcomes, such as disparities in seeking

care that are a consequence of one’s legal status.

Methodology

This qualitative study utilizes a constructivist paradigm, as it recognizes that realities are
co-constructed by individuals and their own interpretations based on the unique contexts it
unfolded within (Braun & Clarke, 2021). Therefore, constructivism takes a subjective approach
to understanding individuals’ experiences (Braun & Clarke, 2021). In the context of this study,
the goal is to explore racialized migrants’ experiences of seeking mental healthcare services in
Ontario. This will be informed by interviewing both racialized migrants and mental healthcare

providers who serve this broad population. The inclusion of both participant groups will lend
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into providing unique insights from a supply and demand perspective. Their accounts may be
overlapping or contradictory in exploring the question at hand, which highlights the importance
of both perspectives. The selected methodology for this study is informed by Sandelowski’s
qualitative descriptive (QD), an approach to understanding individual’s experiences aligned with
a constructivist notion (Sandelowski, 2000, 2010). It is used commonly within health research,
specifically focusing on patient experiences of a health phenomenon. Additionally, as the name
suggests, it aims to produce a close-to-data interpretation of accounts shared by individuals.
However, QD as a methodology is not inherently atheoretical, as it acknowledges that
individuals’ experiences exist in a context that is shaped by their environments. For example,
Sandelowski (Sandelowski, 2010) argues that quotations should be presented with an
interpretation that is aligned with the research study’s paradigms. Furthermore, the level of
“Interpretation” entails that participants should be able to speak for themselves and that the
researcher is not making assumptions for them (Sandelowski, 2010). QD for the purpose of this
study allows an exploration of both sets of participants’ accounts while situating them in broader
contextual influences of social and structural determinants that drive and shape these reflections

and produce these experiences.

Population of Interest and Recruitment

Participants relevant for this study included two groups: racialized migrants who have
accessed mental healthcare services and mental healthcare services providers who work with
racialized migrants. The Canadian province of Ontario was selected to recruit both sets of
participants due to it having the largest number of racialized migrants in all of Canada.

Additionally, constraining to one particular province was important as there are provincial
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differences in migrant recruitment programs and mental healthcare services and regulations.
Therefore, comparisons across provinces would become difficult given the scope of this project.
The criterion for selection for racialized migrants included the following: self-identify as a
racialized migrant (e.g., economic migrant, dependent migrant, refugee, student), have sought
out mental healthcare services in Ontario, and comfortable having a conversation in English.
There were no limits posed on years since arrival to allow a wide variety of individuals to
participate. Mental healthcare providers needed to be licensed and qualified to practise in Ontario
and work with racialized migrants in a professional capacity. It was not required for them to have
this broad population as their main clientele group.

Separate digital flyers and emails were distributed across numerous platforms that
included research/academic listservs, community health networks in Ontario, and professional
networks that targeted both participant groups. Additionally, to recruit mental healthcare
providers, emails were sent to private group practices that claimed to serve “diverse,”
“immigrant,” or “racialized” individuals on their websites. These practices were found by
Googling keyword variations of “psychotherapy” and “racialized” and then filtered for being in
Ontario. A snowball approach was also taken to maximize recruitment, as potential participants
who were contacted were also asked if they would feel comfortable sharing the study’s materials

within their own professional and personal networks.

Data Collection
Interview guides for the two participant groups were developed to include overlapping
and complementary questions and were guided by elements from the ABMHCU. The interview

guide for the racialized migrants started by asking basic demographic questions, such as their
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age, landing status in Canada, gender, and ethnoracial identity. Questions relevant to their mental
healthcare service use included questions that asked them about their mental healthcare seeking
journey such as what challenges they experienced, what were some supportive facilitators
involved in receiving care, and what would have made their experience better. Additionally, as
part of closing the interview they were asked to describe their ideal mental healthcare system.

With the mental healthcare provider participants, they were asked questions related to
their demographics, such as their gender, degree, how long they have been practising, and
ethnoracial identity, The main interview questions for this participant group were developed
from the Integrated Checklist of Determinants of Practice (PICD) (Flottorp et al., 2013). The
PICD seeks to understand the barriers in providing care and encompasses the following seven
factors: guideline factors, individual health professional factors, patient factors, professional
interactions, incentives and resources, capacity for organizational change, and social, political,
and legal factors (Flottorp et al., 2013). Participants were asked questions specific to working
with racialized migrants in their practise, including what they personally perceived this clientele
group to experience as barriers and facilitators in seeking care, what were some professional
challenges they personally experienced in working with said clientele group, and what would
help them in providing better care. Similar to the other group, they were also asked to describe
the ideal mental healthcare system as a point of departure.

Both interview guides were developed in English and the interviews were conducted in
English. The interview guides were developed alongside a dissertation committee that had
expertise in the domains being explored within this research project. The ethics for this study

were given approval by McMaster’s Hamilton Integrated Research Ethics Board (HIREB)
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(projects #13739 and #13736). Interviews for both sets of participants were conducted starting in
November 2021 and ending in April 2022.

Once participants had agreed to participate in the study through e-mail communication,
they were emailed the consent form to examine and sign when they became comfortable.
Opportunities for asking questions were provided and there was no time limit posed on how long
they had to take when determining to participate in the study. Once there was an agreement to
participate, then an interview time was scheduled based on their availability. The interviews took
place through Zoom, the online videoconferencing platform approved by HIREB, and were
approximately an hour to hour and a half long for both participant groups. They were conducted
only by the first author (ZS). For the purpose of providing more privacy and comfort, the video
feature was turned off and the interviews were audio only. The interviews were recorded through
the Zoom platform once participants gave their second consent to do so during the interview.
Participants were given breaks through the interview and checked-in on frequently to provide
space if the conversation was becoming too “heavy.” This was determined by paying attention to
the pauses and silences during the conversation as body language could not be viewed because
the video was turned off. Once the interview was over, participants were given a list of free to
access online psychosocial resources available in Ontario along with their financial
compensation in the desired e-gift card. For service users, they were given $20 and service
providers had received $10.

An overview of participants and their demographics are in Table 1 (service users) and
Table 2 (service providers). For the purpose of anonymity, the ethnoracial identities of both
service users and service providers in this study are not listed in the table below as they become

identifiable. It is important to note that all service providers in this study identified as being
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racialized (i.e., not white) and some also were born overseas. This imparted significant insights,
as they were aware what the main population of interest, racialized migrants, in this study

experienced.

Table 1

Demographics of Service User Participants

Participant Gender Age Landing Status in Canada Years Since Arrival
1 Male 26  Government Sponsored Refugee 11 months
2 Male 25 International Student 5
3 Female 26 International Student 5
4 Female 27 Refugee Claimant 24
5 Male 26 International Student 7
6 Female 53 Spouse 20
7 Female 33 Spouse 8
8 Female 27 International Student 10
9 Female 27 International Student 11
10 Male 22 International Student 6
11 Non-binary 21 Child Dependant 10
12 Male 27 International Student 1
13 Female 41  Government Sponsored Refugee 4
14 Male 33 Privately Sponsored Refugee 7
15 Female 27 Refugee Claimant 15
16 Female 26 Refugee Claimant 5
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Table 2

Demographics of Mental Healthcare Provider Participants

Can Provide Service in

Language Other Than
Participant Gender Degree Years of Practise English?

1 Female Master of Social Work 2 No
Master of Arts in

2 Female Counselling 2 Yes

Diploma in Gestalt

3 Male Therapy 8 Yes
Master of Arts in

4 Female Counselling 1 No

5 Female Master of Social Work 11 Yes
Master of Arts in

6 Female Counselling 5 Yes

PhD in Clinical

7 Female Psychology 2 Yes
Master of Arts in

8 Female Counselling 2 Yes

9 Male  Master of Social Work 7 Yes
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PhD in Clinical

10 Female Psychology 5 Yes

Analysis

Data analysis for of this study was informed by Braun & Clarke’s six step approach to
reflexive thematic analysis (RTA) (2006, 2021). The ABMHCU guided analyses of the findings,
as the emphasis of this paper was to centre on the broader context only: the healthcare system
(i.e., Ontario’s existing mental healthcare system) and external environment (i.e., Canada’s
immigration system). Therefore, attention in the analyses was given to how these two systems
interacted in each other in producing certain experiences related to access.

While interviews were being conducted with both set of participants, notes were taken
that included personal thoughts in addition to writing down key points and quotes related to the
question that was being asked. Once interviews were concluded, summaries were written that
included reflections as well as a general overview of what the participant had shared. As part of
the six step approach outlined by Braun & Clarke (2006, 2021), these summary notes were used
as a source of data. While interviews were not transcribed, the audio records were constantly
returned to and listened to for the purpose of refamiliarization. A more detailed iteration of
analyses can be found in Chapter 2 of this dissertation as the approach is similar, but for the
purpose of this paper, there is brevity. Given that there were two set of participants (service users
and service providers), attention was given to how viewpoints overlapped and differed. As noted
above, service providers were also all racialized due to coincidence and not intention in
recruitment. This happenstance provided unique insights, as this set of participants were

intimately familiar with what racialized migrants experience when seeking out mental healthcare
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services. Themes from analyses were not identified based on the frequency, but their ability to
provide further understanding of the complexity that was being explored. RTA does not focus on
“counting” or “frequency” of topics as a means to denote significance to deter from “positivism
creep” — or reliance on positivistic approaches to understanding experiences (Braun & Clarke,
2021). Rather, RTA acknowledges and encourages highlighting unique experiences as they

provide a further layer of understanding (Braun & Clarke, 2021). 6/5/24 11:55:00 AM

Findings

The purpose of this paper was to understand racialized migrants’ experiences of seeking
mental healthcare services in Ontario in regard to how they are shaped by the province’s mental
healthcare system along with the immigration system. The perspectives of both service users and
mental healthcare providers were solicited to understand the interplay of the two systems. As a
point of departure, both sets of participants were also asked to provide suggestions as to how to
“fix” or “reimagine” a new system of mental healthcare services. Therefore, the findings (i.e.,
subthemes) will be presented by the critiques put forth by the participants followed by their
suggestions to improve them. Through the analyses, three broad themes were identified with
each theme having two corresponding subthemes. See Table 3 for list. This findings section will
describe each theme along with its related subthemes, and quotes will be used to illustrate

participants’ accounts.

Table 3

Themes and Corresponding Subthemes

Theme Subtheme
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Governing structures Limitations of one’s legal status

Existing mental health infrastructure

Service delivery Supportive forms of care

Pathways into care

Client characteristics Produced vulnerabilities

Shared identities

Governing Structures
The theme of “governing structures” was identified to highlight the interplaying role of
immigration status and the Ontario mental healthcare system. While a key area of exploration

within this study, it should not go unacknowledged as its own theme.

Limitations of One’s Legal Status

Both sets of participants reflected on how conditions put forth by the immigration system
ultimately shape access to mental healthcare services. Additionally, for some service user
participants, their legal status affords them specific privileges such as having access to better
jobs which in turn provides them healthcare insurance benefits. The attention to one’s legal
status and conditions imposed on them, either beneficial or detrimental is an important piece in

understanding access to services in Ontario.
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Critiques

Those participants within the study who held permanent residency status often described
how their legal status was important because it allowed them to apply for certain jobs which
entitled them with healthcare benefits. As one participant shares below, mental healthcare
services were covered and therefore this was a key factor in encouraging them to seek care since

it allowed them to afford it more easily.

“I think, also like being a permanent resident have allowed me to get like the job that I’'m in that
would cover for these, like, the cost of these kinds of things, like, because without a benefit plan
work I can 100% certainty, I would not have done this because while I would technically have
been able to afford it without the benefit plan that would become a much, much bigger expense. I

would have been like nope and I’ll deal with this whatever by myself somehow” - Service User 2

For those who held more precarious visa statuses, such as being international students,
their mental health was described to be impacting their ability to continue their studies and
remain as full-time students. This particular participant wished that there was more clear
messaging because she did not want to be punished for her status and the strict stipulations
associated with being a student, such as remaining in what is considered to be “good status” for

her program.

“But if I say I have been having the mental health issue, I'm not so sure if I would be able to

because ... you have to stay as a full-time student. And then, more, like, more strong messaging
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that I would be able to stay here. So, like, an affirmation from the government that didn’t punish

me about my status.” - Service User 3

Another international student recounted an experience of when he failed to pay tuition on time
and therefore was placed in a precarious position. As he was no longer enrolled or had access to
health benefits through his university, he ended up relying on receiving care from health clinics

that served individuals who were uninsured.

“Like, you can't access the healthcare. I had to pretty much go to, like, in a refugee clinic but
even then, there wasn’t stated that there were mental facilities was available. Just, like, so this is,
like, a basic medical care and, like, at least, like, if things went wrong, like, if I got sick or
something, I could go there. But with regards to my mental pain... to have access to anything.
And I was just waiting for my status change, like, for me to become a student again so that I

could have insurance again and then actually seek professional help.” - Service User 5

For refugee clients, some mental healthcare providers stated that a common concern was
that the financial coverage and supports provided to them were not adequate. One service
provider participant elaborated on how limited services refugees have received over time from

the government in terms of resettlement support and also health related expenditures:

“Yes, it's a very time and money limited. They usually come looking for a sliding scale, the most

affordable possible, the better. And that's also an imbalance because refugees don't often have
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access to better insurances, right, while immigrants through work they do.” — Service Provider 3

Suggestions

Participants provided a variety of suggestions that attended to the immigration process.
For starters, both mental healthcare providers and services users indicated that there should be a
list of resources and a guide on how to access mental healthcare services upon arrival. For those
who were settled refugees, especially privately sponsored, this was not a problem as sometimes
the sponsor would be well equipped with connections to various social and material resources;
however, there was a distinction made for all other arrivals (e.g., temporary, claimant,

dependent).

“The ideal thing would have been, like, as an immigrant, like part of our settlement plan,” —

Service User 7

“But for immigrants there's not there's not a pamphlet that describes what to do next.” — Service

Provider 3

Existing Mental Health Infrastructure

In Ontario, the mental healthcare system exists as a “patchwork™: not all services are
entirely funded or fully integrated. This includes a significant lack of coverage for psychotherapy
and pharmaceuticals. Services that are currently covered through the provincial healthcare plan
are limited, and mainly require referrals which requires access to a primary care physician in the

first place. This subtheme highlights how the mental healthcare system is lacking in providing
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other forms of care (e.g., psychotherapy), which may be inaccessible to many individuals who

cannot afford them or cannot legally access them.

Critiques

Some mental healthcare service providers who worked with this client group noted that
they often met clients who were on Ontario Works and other workplace disability related
services because they were legally entitled to them based on their status. While this helped
facilitate receiving care by lessening the financial burden, the number of services a service
provider could provide was limited through their coverage and sometimes impacted their ability

to provide adequate care.

“If they're sticking Ontario Works, that's another, like, you know we have, like, I feel like

barriers. It's limited already.” — Service Provider 5

In relation to those mental healthcare services that were funded entirely by the
government, such as outpatient treatment programs, there was a huge waitlist for clients to get
onto them. A mental healthcare provider who worked within both the hospital and community
health setting lamented that she feared some clients may very well die before they receive
treatment from the hospital settings given the severity of their issues. This highlights how
burdened the publicly funded healthcare system is to begin with, and how individuals deemed at

extreme risk may be deterred from seeking services in a timely manner.
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“For example, eating disorder related issues and to get treatment. You could die before you have

treatment, as now these waitlists are so long” — Service Provider 6

Mental healthcare providers within this study discussed the cost of services being a factor
that shaped care. However, some providers themselves indicated that they did not take on certain
forms of insurance or provided a sliding scale for clients because they themselves were not

financially able to do so as part of their private practice and the costs associated with it.

“Insurance companies that just provide very, very limited coverage that just don't seem realistic
and individuals who are unable to seek psychotherapy for free, basically, and so even you know,
especially when you're working on a private practice, like, there are costs of your own.” - Service

Provider 4

“I don't offer a sliding scale, because my private practice employs all people who are in full time

work.” - Service Provider 7

These comments highlights how licensure costs, student debt, insurance, and other

expenses play a role in determining whether services can become affordable for their clients.

Suggestions
In discussions of the current existing mental healthcare infrastructure, there were shared
sentiments about how psychotherapy services along with prescription medications should be

covered. Service providers felt that migrants in general would be more likely to access care if
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mental healthcare services would be fully funded by the province. Relatedly, for many service
user participants within the study who were on medication, some described paying out of pocket
and encountering exorbitant fees. They shared that they felt that medications should be covered

as a way of improving access to care.

“The likelihood that refugees and immigrants would access mental healthcare services, there is

one major thing: one is that psychotherapy gets covered by province” — Service Provider 3

“As I think that you should not have to pay for prescription medications when you need them as

well.” - Service User 5

Some mental healthcare providers discussed how their licensing bodies limited their
ability to provide care to clients in other provinces. This was often the case for providers who
were being contacted by individuals from another province who were looking for a specific
provider who matched their cultural, racial, or linguistic background. This demonstrates the lack

of availability of non-white providers in other provinces but also highlights their need as well.

“Restrictions on a therapist... so, let’s say as a registered psychotherapist registered in Ontario

that I’m only able to provide therapy in Ontario.” — Service Provider 4

Service Delivery

This theme reflects the nature of mental healthcare service delivery in Ontario. Namely,

how services are made available and individuals’ appraisals of them. This theme is broken into
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two subthemes of “supportive forms of care” and “pathways into care” as an attempt to

demonstrate the current state of service provision.

Supportive Forms of Care

Both sets of participants reflected on how mental healthcare services in Ontario were
lacking in many domains and how it should encompass other forms of support as well. A more
holistic approach to “care” was echoed across participants’ accounts, and this included the need
for services that would address material conditions. A key emphasis was that mental healthcare
services should not be punitive in nature, especially given repercussions that would involve other
systems, like the law. Individuals noted that they did not want carceral systems, such as child
welfare services or law enforcement, as a consequence of seeking out help. Currently, as it stands
in Ontario, the mental health system and related laws involve elements of “threats to public and

community safety” which may prevent individuals from seeking services.

Critiques
In discussing hesitations for accessing care, there were a variety of reasons, and some

entailed the specific nature of mental healthcare services.

For one service user who was a mother and arrived in Canada as a spousal dependant, she
described that when she decided to reach out to her primary care provider, she was reluctant
because she did not want to be deemed as an unfit parent due to her mental health concerns. In
the quote below, it can be understood that she had to censor herself to an extent to not pose as a

risk towards her child when she approached her primary care provider for a referral to services.
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“And it's on a priority basis, so if you know if I was, for example, feeling suicidal or like I was
going to harm myself or my child or something, then I would get sort of pushed up the list, but
then on the flip side, you know that that also involves kind of child services and then was that

brings a whole other thing” - Service User 7

Suggestions

In relation to providing suggestions for service level fractures, participants pointed to
solutions that generally consisted of more holistic forms of services to help suit their needs and
provide a continuity of care. Both service providers and service users indicated that they would
benefit from a combination of both psychotherapy and social services (e.g., housing, legal
support, employment) in order to meet their needs outside of treatment. Some mental healthcare
providers shared that they felt that their client’s basic needs must be met before they started

services to help get the most out of their sessions.

“Yeah, I feel like some of these clients, they could really use that assistance and then, and then

they will you know, maybe consider accessing services.” — Service Provider 10

Some providers and service users also indicated that they wished services would be “less
institutionalized” and not contingent on removing autonomy from them. One provider
specifically described treatment that encompassed a family approach within a community living

setting and increased resources. She prefaced that she recognizes the colonial nature of the field
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of social work and how it has been used as tool to subjugate families and cause disruption.

“...like all these kinds of things and now like CAS or CPS, like all these things than like the
system like they were created, like, these things were created for like as a tool of colonization...
You just like invite the family into a space that is not institutionalized in a way, where it's sterile
and gross but, just like a community living situation where everyone is contracting to like work

on their stuff and have the resources they need.” — Service Provider 8

On a similar note, there were a few service user participants who shared sentiments
similar to the participant above. They described that there was a phone number separate from
emergency services that was specifically for mental health emergencies. One participant
indicated that there should not be the involvement of police. This can be understandable
especially for those with more precarious forms of legal status as they do not want to have

interactions with law enforcement, as it could get them deported.

“There should be a hotline number we can call for mental health. No police.” - Service User 10

Pathways Into Care

Following with the major theme, this subtheme discusses broadly the pathways into how
an individual can receive mental healthcare services in Ontario. Currently, mental healthcare
services can be accessed through one’s primary care provider, they would provide a referral to a
psychiatrist or connect an individual to resources available in the community. Another option is

for an individual to independently seek out resources which may or may not be covered through
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the provincial healthcare plan. For some individuals, this pathway of relying on their primary
care provider posed a great concern, as they described them as being gatekeepers who limited
their ability to seek out services. The solutions posed by both sets of participants highlight the
role of peer workers or system navigators to not rely so heavily on the current system which may
be perceived as limiting to many individuals. This finding demonstrates the need to provide

individuals with more choices that increase accessibility and approachability.

Critiques

Some service user participants elaborated that they experienced difficulty in receiving
services after contacting their primary care provider. Some, such as the participant below,
described that their provider became a major hurdle in seeking care. Some described that their

provider was not aware of counselling services and was unhelpful in that sense.

“I think you know, being able to go directly there because I think It almost feels like the

entryway is blocked except through your family doctor” - Service User 7

However, it is important to note that not all experiences with primary care providers were
negative and many participants found their interactions with them to be positive and helpful as
they were able to be connected with the appropriate services. This does attend to the role of
primary care providers and their importance in being a gateway for accessing services as this is

how the current system is set up to be.

Suggestions
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Within the context of improving accessibility, some service user participants shared that
they were able to access services because their colleagues, coworkers, and friends were aware of
them and helped them to receive services. The role of social networks is important, especially for
those who recently arrived and are trying to re-make their lives in a new country. A handful of
participants shared that they wished there was a dedicated set of individuals they could interact

with, such as via email, text, or phone call, to help them connect with services.

“So, I wish that if I was able to ask questions to someone who is, like, who knows the system or

who knows the mental health issue very well.” - Service User 9

This quote highlights the need for system navigators or peer support workers to help
racialized migrants access services. The emphasis on shared identities becomes a key factor as
service user participants described that it would help them feel less alone in their help seeking
journeys.

Additionally, both mental healthcare providers and service users identified aspects to
make services more easily available, such as by loaning out electronic devices fit for
videoconferencing to receive services remotely or by meeting elsewhere in different locations

that are closer or more appropriate to them.

“Or, if you prefer virtual to either provide a phone or a tablet computer etc. that they could use to

receive services... or clients are interested in maybe receiving services, not in a home, not in a

building maybe they prefer to go outside for walks etc.” — Service Provider 9
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Client Characteristics

This theme attends to how an individual’s characteristics, such as personal histories and
perceived needs, play a role in accessing mental healthcare services. While the other two major
themes attended to more systemic influences, this theme stands alone to provide nuance in how
individual level characteristics may interact with them. Two subthemes of “produced
vulnerabilities” and “shared identities” were identified as drivers to understanding barriers to

seeking care in the context of the immigration and mental healthcare systems.

Produced Vulnerabilities

While racialized migrants are not inherently vulnerable, they are made vulnerable in the
current immigration and mental healthcare systems. The interlocking systems place them in
conditions or statuses that potentially threaten their ability to stay in Canada, as identified
previously in the other findings on how legal conditions limit certain individuals. Their statuses
also may make them more vulnerable towards forms of violence, such as domestic abuse.
Additionally, such risks or experiences may ultimately impact an individual’s desire to seek out
services in the future. Overall, this subtheme attends to an individual’s autonomy in the process
of seeking out mental healthcare services. The related solutions to the critiques posed by
participants reflect how practitioners must take active approaches, such as anti-oppressive and
reflexive framings, to understand why individuals may be hesitant to seek out services rather

than individualizing behaviours.

Critiques
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Service user participants who were settled refugees or those with precarious legal statuses
(e.g., international students or refugee claimants) were already cautious of mental healthcare
services, often times due to previous interactions with mental healthcare services or personal life

experiences.

“It was the most unnerving experience of my life because I still have that fear of being deported,

like, I’'m going to say the wrong thing.” — Service User 4

Other participants who initially arrived at a young age as dependents shared that they felt

it was difficult for them to receive services within the school setting:

“Because I lived at home, I couldn’t use those resources. But someone, I don’t know who,
reported me to the counsellor’s office and made me sit through school mandated counselling and

made it worse because now I have someone else to hide it from.” - Service User 10

This participant shared that they felt extremely upset as the mandated counselling through
the school system when they were a minor, was given to them without their choice. This
highlights how a lack of agency, specifically choice, made them more hesitant in interactions
with school staff in the future and they had to police their behaviours going forward. It is
important to note that this service user was closeted and did not want their parents involved, and

the intervention posed by the school potentially could have outed them.
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Relatedly, service providers themselves within this study indicated how sometimes it was
difficult to work with clients due to the implicit involvement of their family. For some, they
sought services without their families or spouses knowing to receive help. As one service user
participant described in the quote below, she shared that her female clients sometimes must have

alternative individuals listed in their emergency contacts.

“A lot of my clients are females, and some of them, like, I have one client who I’'m not even sure
if her husband knows she's in counseling says, ‘I don't want to put him as an emergency contact,
I had a friend’. So again, like, just that stigma around and a lot of them will voice like that, when
they do come like they have that hesitation of being disabled, ‘you know how it is in our culture,

like if you see someone for mental health and you're crazy’.” — Service Provider 2

This highlights the layered concerns of privacy and confidently within mental healthcare
services and why some racialized migrants, specifically those who are female spouses may not
want to seek care in the first place. This includes layers of stigma which can be gendered and

related to ideas of disability.

“My husband used to scare me with saying he was going to have me kicked out of the country. I

was too scared to be called crazy.” — Service User 6

Aligned with this, a service user participant who arrived as a spouse shared her

experiences of domestic violence and how her husband would threaten to have her deported and

spread rumours that she was “crazy” and “unwell” to her family and therefore she hesitated

187



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

receiving services. In all of the shared accounts above, issues about confidentiality and

information about the services themselves produce specific vulnerabilities.

Suggestions

In helping racialized migrants overcome such challenges that emerged at the individual
level, both service users and mental healthcare providers in the study identified a range of
solutions. For providers, this included a need to continuously reflect and interrogate themselves
in order to “meet the client where they were at” in order to provide care that was appropriate

based on cultural and structural needs.

“I like to always you know, think of what's at stake for this client. Whether that's, like, what that
culturally or what's at stake morally, you know. Yeah, those are those are just some of the ways I

define it and I think like what I do is I look at schemas.” — Service Provider 2

Some providers highlighted that they understood that their clients experienced burdens
from the “oppressive” systems within their lives that may have been producing their mental
health concerns in the first place. For this practitioner, she highlighted how she always took a
step back to understand how her own privilege could produce limitations from bias due to her
life experiences. She emphasized the role of intersectionality and how it manifested in her

clients’ lives and interactions.

“They're really burnt out and they just have been burned by oppressive systems. Whether it's

been law enforcement, institutional systems, whether it's by their own shelter staff, and on top of
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that there's, like, you know racial oppression and so many things that play a role into that so

whenever I’'m working with moms and their families.” — Service Provider 1

Shared Identities

A common need for service user participants was the availability of mental healthcare
providers who shared similar backgrounds as them. This was often mentioned as being from the
same ethnicity. This subtheme highlights the strong need for a “diverse” profession, as the
workforce is predominately white; however, slowly changing. Additionally, this subtheme also
signaled to service user participants’ accounts of the general lack of competency or reflexivity to
work with racialized migrant clients. Having shared experiences and identities, either in the
context of migration or ethnicity, became a key driver in impacting service usage. A common
solution posed by both service users and providers was to increase diversification. It is important
to note that this did not solely mean an increase in racial and ethnic diversification, but for other
identities as well such as gender identity and sexual orientation. Many mental healthcare
providers felt that their identity was an asset in the current market, as this attracted a variety of

non-white clients who did not share an ethnic or racial match as them.

Critique

“I was very resistant to help from white people. Like, what do you know about war? trauma?”’ -

Service User 14

The quote above by one participant highlights the need of culturally reflexive service providers.

He emphasizes how he was resistant in receiving services from white providers and also those
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who have never experienced war as they may not fully be able to understand his experiences as a
refugee. Later in recounting his experiences of seeking care within the hospital and later through
outpatient services, he describes how uncomfortable and resistant he was because he felt as if he
was not being understood correctly. Lastly, some service user participants identified that they
wished they had access to service providers who held identities similar to them. In recollecting
experiences of accessing services, many had described that they found it important to work with

providers who would understand them at a deeper level through shared lived experiences.

Suggestions

“Every single counselor I’ve seen is a white woman typically. You know, to really have someone
who has identities like mine...More representation because, for example, the third peer support
person, she was trauma informed, she is a woman of color; however, she was like, ‘oh yeah I
don't have any experience with LGBTQ+ folks’, and the one I’ve been seeing the most

consistently she's like, ‘yep I worked extensively with people of color’” - Service User 11

Similarly, as all the mental healthcare providers within this study were racialized, they
signalled that their non-white identities sometimes made it easier for their clients to approach
them and be open to working with them. Some even went as far to say that they were the only
individual from their ethnoracial background on websites such as PsychologyToday, and this
garnered them a lot of clients. This highlights an important need for the inclusion and equal
participation of non-white mental healthcare providers in order to meet the needs of racialized

migrant clients who may be seeking out providers based on such criteria.
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The findings presented in this present paper are arranged in Figure 1. This diagram
represents a proposed conceptual framework for understanding mental healthcare access based
on the lived experiences of racialized migrants. The Navigational Insights of immiGrant mental
Health Access and Treatment (NIGHAT) Framework consists of three layers that are mutually
reinforcing and interactive which demonstrates how accessing mental healthcare services is a
dynamic and complex process for racialized migrants. The layers will be briefly discussed in
relation to framing the findings of the present study, and then the findings section of this paper

will go in more detail.

Figure 1

NIGHAT Framework Visual Schematic.
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Outer Layer: Governing Structures

The two identified governing structures that shape service delivery and access are the
immigration system and also the mental healthcare system of Ontario. With regards to the
former, this involved the issue of one’s legal status and how it influenced access to care or
certain forms of benefits. In the latter, the mental healthcare system was discussed in its
patchwork nature, regulations from licensing boards, and the gaps of provision of care that stem

from the publicly funded healthcare system.
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Middle Layer: Service Delivery
The middle layer represents the mental healthcare services that racialized migrants would like to
receive. The middle layer interacts with the outer layer and the centre layer in producing such

health service experiences for patients.

Inner Layer: Client Characteristics
The innermost layer specifically highlights the client’s needs, layered identities, personal
histories, strengths, and knowledge of health. This could include the history of the individual and

their previous experiences with the immigration system or also mental healthcare system.

Discussion

The purpose of this study was to examine how aspects stemming from the immigration
and mental healthcare system produce barriers and facilitators in accessing care among racialized
migrants in Ontario. Through emphasis on the fractures identified in the two systems when
seeking care and centering the solutions posed by both service users and mental healthcare
providers, it is clear that that accessing mental healthcare is a complex and multifaceted problem
due to the patchwork nature of the existing mental healthcare system itself and its interactions
with the immigration system. This discussion section will present and describe the different
layers of NIGHAT Framework and speak back to what is known in the literature.

From the analysis of the interviews involving both service users and mental healthcare
providers, a conceptual framework was developed to understand what should be considered
when conceptualizing access to mental healthcare services for racialized migrants when

explicitly examining the provincial mental healthcare and federal immigration systems. This
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conceptual framework integrates findings from a related scoping review conducted (Salam et al.,
2022) as part of a broader study (this dissertation) that attends to both systemic and individual
level factors that shape access to mental healthcare services for this broad population in Canada.
While the scoping review aimed to understand what is currently known as barriers and
facilitators to care, this current paper extends the conversation by including potential strategies to
improve access as identified by both service users and providers. In the NIGHAT Framework,
there are three layers identified in shaping access to care: governing structures, service delivery,
and client characteristics. It is worth noting that each layer is not independent, as it is impacted
by the others and therefore is reinforcing through a dynamic approach. This conceptual
framework does not intend to serve a clinical purpose, but instead offers a perspective to
understand racialized migrants’ challenges and needs which may inform further research or
policies to support improving mental healthcare access.

Within the outer layer, in recognizing that mental healthcare services are not entirely
funded or supported under current existing healthcare infrastructure in the province of Ontario
and broadly in Canada, this limitation produced certain experiences rooted in systemic barriers.
In the scoping review by Salam et al. (2022), structural and systemic factors included
accessibility, migration class, and interlocking systems. In the present study, these barriers
include financial setbacks due to the sheer cost of services and wait times of underfunded
publicly available services (Beiser et al., 1993; Moroz et al., 2020; Mulvale & Hurley, 2008;
Wiktorowicz et al., 2020). For those who were able to access care through insurance or resources
either provided through work or social assistance programs (e.g., Ontario Works or Ontario
Disability Support Program), these resources became a benefit and facilitator. However, it is

important to note that such coverage is limited because of legal status (Caulford & D’ Andrade,
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2012; Hartog, 2020; McKeary & Newbold, 2010). Solutions identified by both sets of
participants included emphasizing that mental healthcare services, including psychotherapy,
should be covered by the provincial or federal government (Beiser et al., 1993; Moroz et al.,
2020; Mulvale & Hurley, 2008; Wiktorowicz et al., 2020). A concern noted by a service provider
participant was that specific licensing bodies have them restricted to particular provinces, and a
more universal approach may help alleviate this specifically in situations where there are lack of
providers in certain areas (Cohen & Peachey, 2014; Johnson, 2014). A national coverage of
psychotherapy services, would alleviate the burden of a patchwork mental healthcare system that
also calls upon providers to deal with insurance companies who sometimes have arbitrary
regulations and coverages (Bradley & Drapeau, 2014; Cohen & Peachey, 2014; Gazzola et al.,
2009). In addition, there were suggestions for a comprehensive pharmacare strategy, as some
participants themselves stated that they had to pay exorbitant fees for medication due to not
having appropriate coverage (Caulford & D’Andrade, 2012; Dewa et al., 2005). A national
pharmacare strategy would help support access and improve quality of care (Dewa et al., 2005).
In relation to improving access to healthcare coverage for migrants of all statuses, there has been
the StatusForAll movement led by the Migrants Rights Network within Canada that supports
this. In recognizing that healthcare access is a human right — migrants are being denied access to
necessary healthcare services such as mental healthcare services due to restrictions placed upon
them from their immigration status that consequently maintains structural constraints from the
healthcare system (Beatson, 2016; Caulford & D’Andrade, 2012; Kuile et al., 2007; Magalhaes
et al., 2010; Stanbrook, 2014).

The middle layer for service delivery within this paper’s findings indicates how accessing

care services through one’s primary healthcare provider plays is a key resource, but also the need
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for more holistic services to be explored. For many recently arrived migrants, having access to a
primary care physician is a key factor in determining whether their health needs will be met
(Asanin & Wilson, 2008; Durbin et al., 2015; McMurray et al., 2014; Muggah et al., 2012).
Additionally, the quality of care received influences the health outcomes, and participants did
identify that there were both positive and negative experiences (Asanin & Wilson, 2008; Durbin
et al., 2015; Muggah et al., 2012). However, it is important to note that some participants felt that
they had to voice their concerns of their symptoms to their health care providers in specific ways
in order to not call for alarm for further surveillance, such as Children’s Aid Society (CAS)
being involved or involuntarily institutionalized. This idea calls attention to how assessment of
risk is important, but also emphasizes the agency and specific needs of a service user and how
that assessment may potentially jeopardize their legal status or expose them to structural harms
from surveillance (Asgary & Segar, 2011; Hacker et al., 2015; Salami et al., 2019).

Mental healthcare providers who worked within private practise settings indicated that
their ability to provide services was sometimes dependent on their personal financial capabilities
which were shaped by student loans, insurance cuts, and paying other practitioners in their
practise. This is a consequence of how mental healthcare exists as a patchwork service in Ontario
and how insurance company polices and practices complicate things further (Moroz et al., 2020;
Mulvale & Hurley, 2008). Understandably, this interacts with the first layer of the framework.
The solutions posed within this layer attend to the fractures caused by these critiques, as many
mentioned that there should be more emphasis on holistic forms of care that help racialized
migrants meet their material needs before seeking mental healthcare services (Hansen & Metzl,
2019; Salami et al., 2018; Thomson et al., 2015). Some newly arrived migrants experience

economic precarity, housing instability, and poor employment prospects and this is more
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common for those who belong to more precarious migration statuses, thus an emphasis on
increasing the access of social services (e.g., housing supports) would help improve their mental
health status and recognize their contexts (Hansen & Metzl, 2019; Hynie, 2018; Salami et al.,
2018; Thomson et al., 2015). Similarly, both service users and providers highlighted a need for
“less institutionalized” forms of care that removed the presence of law enforcement and other
tools of policing through social welfare services, such as CAS (Gagnon et al., 2021; Jack et al.,
2022; O’Mahony et al., 2012). Historically, racialized migrants, specifically those who are
racialized as Black, have been disproportionately and negatively targeted by law enforcement
due to Canada’s colonial roots that perpetuate systemic racism (Hyman, 2009; Penney et al.,
2020; Waldron, 2020). Interactions with law enforcement can become deadly and put those with
precarious legal status at risk of deportation (Gagnon et al., 2021). This was identified in the
scoping review by Salam et al. (2022), as the interlocking systems of the medical and legal
system were highlighted as both barriers and facilitators to care. Furthermore, some participants
highlighted the need for system navigators or peer support workers in helping them access care
which signals how individuals would want to “enter” the pathway of accessing care differently
rather than immediately going to a primary care provider which they may or may not have access
to (Grant et al., 2018; O’Mahony & Clark, 2018; Shommu et al., 2016). The solutions posed by
the participants within this layer attend to both community level and structural needs, which
highlights the complexity of the issue at hand.

The inner layer in this framework from this study’s findings centres the individual’s
characteristics and needs. This includes aspects related to layered identities, personal histories,
and knowledge of health. Through the findings elaborated previously on this layer, it can be

evident that this layer interacts with the other two layers and has produced specific experiences
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and expectations of mental healthcare services for service users. In discussing layered identities,
service users in this study who described being hesitant of services and highlighted their
reluctance of working with white providers who also did not have histories of migration
themselves, this posed a certain form of hesitancy as they believed their migration related
experiences would not be understood. Service user participants within this study noted cultural
and racial insensitivities from providers who were white, such as racist or xenophobic comments
made towards them. A solution posed by both sets of participants was to increase the
representation of service providers who are similar to them based on certain identities (McGuire
& Miranda, 2008; Meyer & Zane, 2013). The scoping review (Salam et al., 2022) highlighted
how experiences related to service providers, such as discrimination, shared identity, and
professionalism were key aspects shaping access to care for racialized migrants.

In considering personal histories, complex family arrangements and dynamics for some,
prevented seeking care, such as in circumstances where the service user was a minor, their
caregivers had to consent (Ahn et al., 2014; Gopalan et al., 2010). However, not all participants
indicated negative experiences with family members, as some were extremely supportive and
beneficial in helping their loved ones seek care (Tulli et al., 2020). This draws on the complexity,
but also importance of family systems that exist within racialized migrant communities broadly
and how they can be a key resource or barrier when seeking services (Salam et al., 2022;
Thomson et al., 2015). For addressing specific needs as part of this framework, service providers
in the present study indicated the need to work directly with clients to meet their needs and tailor
treatment to be more appropriate and mindful of both cultural and structural aspects (Hansen &
Metzl, 2019; Kirmayer et al., 2011). Meeting their needs included referrals to other services,

such as housing, legal, and employment, when required (Hansen & Metzl, 2019; Pottie &
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Magwood, 2019). When considering knowledge of health as part of understanding access to care
in this broad population, many individuals come from similar healthcare systems and are familiar
with services that exist in related regions (McKenzie et al., 2014; Pottie et al., 2011). However,
concepts of mental health are nebulous and are shared by one’s understandings, therefore, some
individuals may not see their issues to be remedied through a “medical” system (Kirmayer &
Jarvis, 2019; Kleinman, 1980). This highlights how migrants are not a monolith in their
understandings of health, and may perceive their health needs differently from each other
(Kleinman, 1980). Social and individual level factors, such as family and community assets and
cultural conceptualizations of mental health were highlighted by the scoping review (Salam et
al., 2022).

Lastly, focusing on strengths is crucial in interrogating the experiences of mental
healthcare access among this broad population. There exists broader discourses within
immigration of how refugees are seen as perpetually “traumatized” by their experiences and this
does not recognize their strengths and dignity and constructs them as objects of rescue even
within clinical settings (Beatson, 2016; Bhatia, 2018). Many service user participants within this
study drew upon a variety of resources, both internal and external, when trying to access services
which must be acknowledged when understanding their experiences. Framing their experiences
from a strengths-based perspective emphasizes the need to move away from a deficit framing of
the issue — as this perpetuates harmful narratives and further stigmatizes them (Beatson, 2016;
Bhatia, 2018).

The findings from this paper and the development of the NIGHAT framework highlights
how barriers to accessing mental healthcare services along with their solutions are a consequence

of existing policies and healthcare infrastructure (Beatson, 2016; McKenzie, 2019; McKenzie et
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al., 2014; Pottie et al., 2011). More specifically, disparities in accessing care from the perspective
of this framework could be thought of as what I articulate as where “individuals meet the policies
where they are at” rather than meeting the needs of racialized migrants and where they are at.
The policies stemming from the immigration and patchwork mental healthcare systems in
Ontario produce disparities by failing individuals who need them the most (Beatson, 2016;
Bhatia, 2018). While some individual level factors, such as cultural assumptions or knowledge of
mental health may be a barrier in seeking and receiving care, a behavioural or cultural approach
to understanding access is limiting (Kleinman, 1980). It imposes an individualized understanding
of mental health and access and reinforces a form of cultural racism (Lin, 2022; Viruell-Fuentes
et al., 2012). A plethora of research within this context points to assumed “cultural differences”
in driving disparities of access; however, this framing is problematic (Lin, 2022; Lo & Sasaki,
2023; Viruell-Fuentes et al., 2012). Consequently, other behavioural modes of interpretation
within the context of migrant health research, such as the “healthy immigrant effect” truly do not
capture how migrants of various statuses delay seeking care due to the precarity imposed on
them due to their legal status or lack of resources (Castafieda et al., 2015; Viruell-Fuentes et al.,
2012). As such, I argue that their health status may become depleted by the time they finally feel
comfortable in receiving or accessing care either by having the financial means to do so, know
how to navigate the health or social system well enough, or when they have finally have a
“safer” legal status (Castafieda et al., 2015; Viruell-Fuentes et al., 2012). This was the case with
one participant, as she finally sought out services when she had citizenship because she feared
she may be deported as she arrived as a refugee claimant.

Through the findings presented within this paper, it is highlighted that a structural and

social determinants of health approach can interrogate these issues, especially when emphasizing
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migration as a structural determinant of health as well. As argued by Castafieda et al. (2015) and
(Hynie, 2018), migration status itself needs to be recognized as a social stratifier as it shapes the
distribution of determinants of health one is entitled to based on social and legal stipulations. It
can be understood that through the immigration system, migrants as a broad group are not made
equal as their access to services is dependent on their legal status. Furthermore, migrants are
pushed into precarious statuses and poorer health outcomes because of such limitations imposed
on them (Ng & Zhang, 2020, 2021). This reframing of centring a policy and systemic analysis in
exploring mental healthcare access helps to extrapolate beyond behavioural or cultural levels of
understanding and appropriately contextualize such disparities that exist (Lin, 2022; Lo &

Sasaki, 2023; Viruell-Fuentes et al., 2012).

Implications for Researchers

The NIGHAT framework offers a conceptual understanding of mental healthcare services
for racialized migrants in being driven by system-level influences. Based on the findings of this
study, there are implications for policy makers and organizations. It is important to note that
there are opportunities for both upstream and downstream changes, given how accessing mental
healthcare services is complex.

For policy makers, the findings from the present study emphasize how the medical
system intertwines with the legal system in different dimensions, such as immigration, public
safety, and social welfare (Joseph & Double, 2020; Joseph, 2018). There needs to be increased
protections for individuals who are systemically vulnerable, such as international students,
family dependents, and refugee claimants (Kaga et al., 2021). All are at increased risk of

exploitation, neglect, and deprivation of services through conditions that they are subjected to
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(Kaga et al., 2021). For example, domestic violence and intimate partner violence is an issue that
female family dependents may experience (Bhuyan & Bragg, 2021; Jayasuriya-Illesinghe, 2018;
Okeke-Ihejirika et al., 2020). Many feel obligated to stay with their partners who sponsored
them, and they are at risk due to the nature of financial dependance created (Bhuyan & Bragg,
2021; Jayasuriya-Illesinghe, 2018; Okeke-Ihejirika et al., 2020). While there are existing legal
and support mechanisms put in place to help them, there needs to be increased training, policies,
and supports for women upon their arrival (Bhuyan & Bragg, 2021; Jayasuriya-Illesinghe, 2018;
Okeke-Ihejirika et al., 2020). Additionally, policy makers should work closely with consulting
community organizations when considering new initiatives related to mental health and
population-specific issues to develop targeted and representative programs (Healey et al., 2017;
Minas, 2007). Given that mental healthcare professionals were involved in this study to
understand their perspectives, there are opportunities at the policy-level, specifically in the form
of increased training and education. While “cultural competency” is included as a key aspect in
many accredited educational backgrounds that lead into licensure of becoming a mental health
provider, there needs to be training that centre on “structural competency” and also competency
on working with those with immigration backgrounds of any kind (Hansen & Metzl, 2019;
Kohn-Wood & Hooper, 2014). Additionally, there needs to be a departure from “competency” as
a training model and the inclusion of practices such as “humility” and “reflexivity” instead. This
framing acknowledges how concepts of “culture” should not be reduced to simple checklists, as
this iterates harm and further promotes homogenization of this broad population (Cénat, 2020;
Menezes et al., 2022; Vasquez & Jones, 2006; Williams et al., 2022). Diversity of the profession
is currently a topical issue, the collection of sociodemographic data, specifically race-based data

by licensing boards of registered members would be a start in locating if there are any disparities
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(Cénat, 2020; Menezes et al., 2022; Williams et al., 2022). The collection of this data would lend
into targeted approaches for recruitment and training (Cénat, 2020; Menezes et al., 2022;
Vasquez & Jones, 2006; Williams et al., 2022). Lastly, the need for an integration of mental
healthcare services within the provincial system is a key component of increasing accessibility of
services (Moroz et al., 2020; Mulvale et al., 2007; Mulvale & Hurley, 2008; Steele et al., 2006).
While this may be an obvious solution, it cannot be understated. There should be an agreed upon
set of core services (e.g., medication, psychotherapy, counselling) that are available to anyone in
Ontario, regardless of status (McKenzie, 2019; McKenzie et al., 2014). Insurance companies
have variability in the services and amount that is covered, and this presents unequal access for
even those with insurance (Lee et al., 2021). Consistent and increased funding to community-
health centres is also important, specifically those that provide services to individuals without
provincial insurance, as they act as a lifeline for many racialized migrants who are at risk of
losing their status (Bunn et al., 2013; Campbell et al., 2014; Caulford & D’Andrade, 2012;
Rousseau et al., 2013).

There are many opportunities for increasing access to services by capitalizing on
community organizations (e.g., religious centres, ethnoracial community centres, faith-based
organizations) and the relationships and reach they have with their communities and other
organizations. Through a community-driven approach, mental healthcare services can be
advertised in these locations to increase awareness of them. An example of how this can be
implemented could be through the inclusion of peer support workers, which is what one
participant highlighted as a solution (Grant et al., 2018). This would depart from a standard
pathway of accessing care within the existing healthcare system which rely on having a family

physician (Grant et al., 2018; Salami et al., 2019). It also is an alternative to more medicalized
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forms of care, which reinforces that community-level supports are important (Joseph & Double,
2020). From the findings of this study, religious centres (e.g, churches), were involved in
providing material supports for participants. Black churches in Ontario have been a source of
community and support for racialized claimants who are unable to receive services from
government funded programs due to waitlists or unavailability (Balintec, 2023). This highlights
the need for increased funding to community organizations as they provide a plethora of services
beyond material and tangible resources. Similarly, non-medical centres, such as settlement
organizations, play a vital role in alleviating blocked access to services both medical and social

(Ratnayake et al., 2022).

Limitations and Future Directions

The limitations within this paper should be addressed as they influence the interpretation
of the results. For starters, the sample size in this paper is geographically constrained to Ontario
and the participants mainly came from metropolitan cities with large amounts of migrants and
racialized populations. This may have shaped their experiences in seeking care considering their
experiences may have been different if they were living in locations where there are lower
amounts of migrant and racialized groups or in remote or rural geographical areas with fewer
services and resoueces. While the participants included in the present study come from a variety
of backgrounds (e.g., sexual orientation and gender identity, ethnicity and race, migration class,
professional background), the inclusion of other migrant classes (e.g., temporary workers) and
providers (e.g., psychiatrists and nurse practitioners) could have provided more complexity in the
information gathered. The goal of qualitative research utilizing critical thematic analysis is not to

be generalizable, to achieve saturation, or to focus on large sample sizes, but to be transferrable
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to related contexts and theories. While the interviews were conducted online through a
videoconferencing platform, this may have been an unfavourable approach for those who did not
have access to device or those migrants who are rightfully critical of surveillance regimes.

Some future directions for research include the active addition of those who are disabled,
LGBTQ+, and belong to more structurally precarious legal statuses. Their experiences with the
immigration and the mental healthcare system may provide interesting insights based on their
identities. Further research is required to validate the NIGAHT Framework, as it was developed
solely based on the local context - it being situated within Canada and in the province of Ontario.
This conceptual framework is not exhaustive, as it aims to serve as a starting point for
explorations related to understanding how local mental healthcare systems interact with
immigration systems and produce experiences for racialized migrant service users. A key
strength to this study is that the mental health providers were racialized and migrants themselves,
therefore, the accounts posed by service users were validated given shared identities. However,
future studies involving the NIGHAT Framework should include mental healthcare providers
from other backgrounds to understand how their relationship to the existing healthcare

infrastructure plays a role in either limiting or expanding the services they can provide.

Conclusion

Accessing mental healthcare services in Ontario is a complex process for racialized
migrants of all backgrounds. The findings of this study highlight how access to care is driven by
broader immigration processes, such as legal and material consequences imposed by one’s
immigration status (Caulford & D’Andrade, 2012; McKenzie, 2019; McKenzie et al., 2014). It

brings attention the importance of understanding access by analyzing how both the immigration
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and mental healthcare system work together in producing specific experiences, but also
recognizing how these may disparately impact those who are systemically placed at risk.
(Castaneda et al., 2015; Hynie, 2018) The NIGHAT Framework creates a conceptual
understanding in opportunities for future researchers to take a system-driven approach in
exploring disparities in access to mental healthcare services. To increase accessibility of mental
healthcare services, there needs to be consideration of how overarching systems and policies are

limitations, or potential enablers, for both service users and service providers.
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Chapter 6: Conclusion

Overview of Findings

The three research chapters within this dissertation aim to further expand the literature
surrounding the influence of individual and systemic factors among racialized immigrant groups
when seeking mental healthcare services in Ontario, Canada. This conclusion chapter will
provide a summary of the key findings, their contributions to the literature, and potential
implications. It will also detail a synthesis of the three chapters and discuss the limitations and
future areas for research.

Regarding the contributions and perceived novelty of this dissertation, I would like to
begin framing my response with this quote by Michel Foucault (1971): “I don't write a book so
that it will be the final word; I write a book so that other books are possible, not necessarily
written by me" (translated by O’Farrell, 2005). The subject of my dissertation itself is not novel,
as these issues have been long studied by individuals from various disciplines and even beyond
the academic sphere as communities have raised similar concerns and strived toward improving
the issues explored in this dissertation. My research is only “novel” when it is out of context.
Additionally, as part of RTA, the goal of research is not to close any gaps but create dialogue
with existing research (Braun & Clarke, 2006, 2021). Furthermore, the use of the word “novel”
when focusing on racial health inequities is problematic and implies an extractive nature that is
driven by academia’s pursuit of inquiry rooted in neoliberal beliefs (Lett et al., 2022). This
dogma of “novel inquiry” is also entrenched within the field of Global Health due to its colonial,
white supremacist, and racist genesis (Abimbola & Pai, 2020; Hirsch, 2021). The issues
interrogated within this dissertation have been known to exist as truths within many racialized

migrant communities here in Ontario and beyond or elsewhere. My dissertation builds on the
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said tapestry of truths within my communities and the existing published research. Aligned with
this statement by Zora Neale Hurston (1984), “research is formalized curiosity. It is poking and
prying with a purpose.” I only seek to add to the literature and recognize my own limited and

constrained contributions to the broader corpus of knowledge surrounding this issue.

Key findings

Chapter 3 is a scoping review utilizing Arksey and O’Malley’s (2005) approach to
understand what the barriers and facilitators experienced by racialized immigrant groups are
when seeking mental healthcare services in Canada. A key finding from this review centered on
the broader ideas of how systemic and individual factors work in tandem to produce specific
experiences, such as systemic racism. A critical finding which presented as a subtheme was the
notion of trust towards the “system” which entailed both the legal and healthcare systems. This
finding highlights the strong influence of policies and legislations in shaping mental healthcare
access broadly. Ultimately, the contribution of this scoping review to the broader literature rests
in the notion that this review attends to how racism plays a role along with citizenship in
producing inequities to receiving care.

Chapter 4 focuses on drawing from 16 interviews with racialized migrants and inquiring
about their experiences of seeking mental healthcare services in Ontario. This paper uses
Andersen’s Model of Behavioural Model of Health Care Utilization (Andersen, 1995) and
Kleinman’s Explanatory Model (Kleinman, 1980, 1987) as conceptual frameworks for the
interview guide and analysis of the findings. The findings included the following themes:
structural constraints, individual factors, and appraisal of services which reiterate how access to

mental healthcare services is a complex process. A key contribution to the broader literature
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from this paper is that accessing mental healthcare services is dependent on the individual’s past
experiences and familiarity of mental healthcare services. Findings signal how racialized
immigrants are not homogenous in their experiences of seeking such services and there exists
variability within and even among groups.

Chapter 5 centers on understanding the interplay of the federal immigration system and
provincial mental healthcare system in producing experiences for racialized migrants when
seeking mental healthcare services. This chapter includes interviews conducted with 16
racialized migrants who have used mental health services in Ontario and interviews conducted
with 10 mental healthcare providers in Ontario who provide services to racialized migrants. The
analysis uses Andersen’s Model of Behavioural Model of Health Care Utilization (Andersen,
1995) as a conceptual framework to explore participants’ perceived barriers related to accessing
mental healthcare services and as a point of departure, to reimagine the ideal mental healthcare
system. Through analysis of the interviews, attention was given to how regulations and policies
shape access to mental healthcare services. The findings were arranged to produce a conceptual
framework, NIGHAT, to understand mental healthcare access utilization among racialized
migrants in Ontario. This conceptual framework builds on the findings from the scoping review
in chapter two (Salam et al., 2022). This framework embeds the critiques of the immigration and
Ontario healthcare system put forth by participants and potential solutions on how to overcome
them to improve access to mental healthcare services for this broad population. The findings
from this paper provide a conceptual contribution supporting a new conceptual framework to
examine this issue. This framework provides a critique of existing theories in understanding
healthcare inequities among immigrant groups, such as the “healthy immigrant effect” as it was

found that individuals from more precarious immigration categories may not want to receive care
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until they feel they are “safe” to do so. While this paper and conceptual framework attends to the
more macro-level factors, it provides another substantial theoretical critique to behavioural or
“cultural” explanations for healthcare utilization among racialized migrant groups as they are
arguably myopic and racist approaches that center on individualizing individuals’ decisions
which detracts from how their choices are ultimately shaped by structural issues, such as their

legal status and the confines of the Ontario healthcare system.

Synthesizing findings

In synthesizing the findings from the research chapters, this dissertation highlights
tensions and considerations for researchers when exploring the issue of racialized migrants’
access to care broadly.

First, framing it simply as an “access” issue at an individual level detracts from how
broader overarching systems are influencing choices and decision making for racialized migrants
when seeking care services (Kahn, 2013; Kleinman, 1980, 1987; May, 2007). This framing also
assumes that services are there, and individuals are just not receiving them and assumes that
these are the appropriate services that are needed by this broad population. Mental healthcare
service providers in the present study were limited in the quality of services they could provide
due to the overarching rules set by insurance companies, social benefit programs, and
organizational policies. The “patchwork”™ nature of existing mental healthcare services does harm
to racialized migrants (Caulford & D’Andrade, 2012; Kuile et al., 2007; McKenzie, 2019;
McKenzie et al., 2014). Rather than emphasizing individual and behavioural-level factors in
exploring this issue, it is important to consider how racialized migrants are made structurally

vulnerable due to immigration policies and how those policies undermine their access to care
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(Castaneda et al., 2015; Hynie, 2018; McKenzie et al., 2014). It can be understood that
immigration status along with racism is reified as a social determinant of health across all three
research chapters, as it profoundly shapes one’s access to mental healthcare services (Castaiieda
et al., 2015). The NIGHAT Framework highlights how racialized migrants’ access to care in
Ontario is shaped by overarching policies and practices that exist because of limitations enacted
by one’s immigration status and the existing mental healthcare system.

Second, this dissertation focused on two identities as sites of interrogation: being a
migrant and being racialized. Regarding the first identity, it was understood that one’s legal
status produced certain experiences of accessing care due to consequences of legal restrictions
imposed on them from their status (Campbell et al., 2014; Hacker et al., 2015; McKenzie et al.,
2014). It was also identified that there are material conditions associated with one’s legal status
that led into unique stressors which produced mental distress at varying levels (Castafieda et al.,
2015; Hynie, 2018). With the latter site of interrogation, being racialized came with encountering
racism in different domains (Jones, 2000). Many participants’ racial identities created
experiences where they often wanted an individual who was racialized - which signals how there
is an inherent understanding that the current system or modalities of services/training in place
lacks racial awareness or competence to begin with. Thus, a racialized provider would somehow
circumvent this issue as there is a perception that these individuals would be able to provide care
that is relevant to their world views and needs. This highlights how cultural forms of racism exist
within the mental healthcare system and the training within this broad profession excludes non-
white individuals and non-Western realities, knowledge systems, and conceptualizations (Bedi et
al., 2020; Joseph & Double, 2020; McKenzie, 2019; Viruell-Fuentes et al., 2012). In turn, it can

be argued it is a form of medical racism (Jones, 2000; Lo & Sasaki, 2023). Other forms of
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discrimination, such as interpersonal, were reported in this dissertation. However, there is the
recognition that when individuals wanted a “racial” or “cultural” match, these needs may arise
from the inherent fact that the current existing system/training does not fit the needs of racialized
individuals (Abdel-Baki et al., 2020; Bedi et al., 2020; Cénat, 2020; Kirmayer, 2012; Williams et
al., 2022). While “diversifying” the profession is an easy call to solve this problem, it is not
enough - as many of the providers themselves are faced with burdens that are a consequence of
systemic racism in educational systems (e.g., higher proportion of student loans, challenges in
navigating academia, etc.). There is the broader issue of acknowledging and interrogating racism
as a key aspect within the mental health profession itself (Abdel-Baki et al., 2020; Cénat, 2020;
Williams et al., 2022).

Third, broadening the scope of what constitutes as “mental healthcare services” to fully
respond to the needs of racialized migrants (Wren-Lewis & Alexandrova, 2021). Both sets of
participants highlighted how material needs must be fulfilled in order to alleviate certain
stressors which ultimately exacerbate mental health issues (Hynie, 2018; Kirmayer et al., 2011).
Said stressors are often driven by immigration related conditions, such as lack of social support
and connection to adequate resources (Castafieda et al., 2015; Hynie, 2018; Pottie et al., 2011;
Robert & Gilkinson, 2012). The medicalization of distress that arises from social and structural
issues is inherently harmful as it leads to an overemphasis on providing mental healthcare
services as a first realm of supports to alleviate said distress and stressors (Albarracin et al.,
2015; Ameil, 2017; Kronick, 2018; Miller, 2017; Thangadurai & Jacob, 2014). Therefore, the
medicalization of “mental health” can ultimately overlook the root causes and potentially worsen
symptoms (Albarracin et al., 2015; Ameil, 2017; Miller, 2017; Thangadurai & Jacob, 2014). In

aligning with the KEM, an individual may locate their solution outside of the medical system
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(Kleinman, 1980, 1987). Reiterating how an individual-level focus must not be taken in
understanding the needs of this population, the shift from “mental health” to “mental wellbeing”
in framing these issues yields more holistic forms of responses which would include social and
material supports (Agteren & lasiello, 2020; Wren-Lewis & Alexandrova, 2021).

Fourth, in consideration of documenting facilitators in the context of individual strengths
among participants, there is conflation of understanding these as resilience or protective factors
in public health paradigms (Rumala & Beard, 2022; Sims-Schouten & Gilbert, 2022; Suslovic &
Lett, 2023). While resilience itself is a useful concept which underscores a positive framing of
individuals experiences, this approach is problematic especially given that racialized individuals
are navigating a system that is complicated through different functions of systemic racism
(Kanani, 2011; Rumala & Beard, 2022; Sims-Schouten & Gilbert, 2022; Suslovic & Lett, 2023).
Arguably, no amount of building resilience is enough when the mere function of racism is to
erode equitable access to life (Rumala & Beard, 2022; Sims-Schouten & Gilbert, 2022; Suslovic
& Lett, 2023). Therefore, there needs to be explicit attention to how racism, and not race, is a
key barrier when accessing mental healthcare services (Castafieda et al., 2015; Ford &
Airhihenbuwa, 2010, 2010). Additionally, how migration itself is intertwined with concepts of
racialization which produces another layer of systematic othering and vulnerabalization (Abu-
Laban et al., 2022; Joseph, 2018; Kanani, 2011; Moffette, 2021). This framing allows for a more
fulsome understanding of racialized migrants’ experiences in similar and related contexts.

Lastly, within most research centering on this topic and broad population there is often an
overemphasis on increasing mental health literacy as a means to improve access to mental
healthcare services (Abel & Benkert, 2022). While psychoeducation is useful as it helps

individuals to identify potential health challenges and communicate their needs with providers,
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this is still an individual-centric approach (Hansen & Metzl, 2019; Kirmayer, 2014). This
solution, while tangible, averts attention from the complexities produced by the system itself
(Kirmayer, 2012, 2014; Sukhera et al., 2022). Arguably, it is a difficult system to navigate as a
consequence of the patchwork nature of the mental healthcare structure in Ontario (Moroz et al.,
2020; Mulvale et al., 2007; Mulvale & Hurley, 2008). Researchers should depart from focusing
solely on building “awareness” as this assumes that this broad population with unique needs,
histories, and challenges is not aware in the first place (Sukhera et al., 2022; Taylor, 2003). This
is also a deficit-based understanding and does not acknowledge how this broad population is not
a monolith (Lin, 2022). Similarly, there is the assumption that “mental health” is “more”
stigmatized within this broad population compared to white Canadians, and therefore increasing
awareness and literacy can improve access to care among this population (Kirmayer, 2014;
Schomerus & Angermeyer, 2021; Shannon et al., 2015). This assumption is erroneous as stigma
is not just unique to this broad population given that stigma is structurally enforced within
Canada and renders individuals vulnerable through various practices (Bhatia, 2018; Joseph &
Double, 2020; Joseph, 2018; Sukhera et al., 2022). Activists, community organizers, and
academics have argued that existing mental health laws and practices in Canada can further harm
individuals, especially given the involvement of various legal systems (e.g., law enforcement,
child welfare, and immigration enforcement) (Bhatia, 2018; Joseph & Double, 2020; Joseph,
2018; Sukhera et al., 2022). For example, one female participant who was a spousal dependent
noted that she was cautious with wording her mental health symptoms to her primary care
provider as to not risk child welfare involvement and be deemed a “threat” to her child, which
highlights how mothering as a racialized immigrant becomes further criminalized when “mental

health” intersects.
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Limitations and Future Areas for Exploration

This dissertation has obvious limitations that texture its findings and their applicability.
The first limitation that must be stated is related to my identity — I am not a mental healthcare
service provider and my own limited knowledge of the profession and its technicalities may have
impacted my ability to fully understand or appreciate the perspectives put forth by my service
provider participants. However, I did deliberately select someone for my committee who is a
mental healthcare provider to help circumvent that and their feedback is pivotal. While I am a
racialized immigrant that accesses mental healthcare services in Ontario, my experiences
themselves are limiting. However, I believe my perspective offers a unique position in
understanding some of my participants’ struggles more deeply.

The second limitation stems from the methodological aspects, and this involves the
specific contours of qualitative research. While a dissertation that includes the sample sizes of 16
immigrants and 10 service providers, this can be seen as constraints by those uninitiated in terms
of qualitative research. Given that this dissertation used reflexive thematic analysis as the
analysis tool for all the papers, issues of “small” sample size and “data saturation” do not exist
within Braun and Clarke’s (2006, 2021) method for thematic analysis. The data collection for the
studies was done virtually through Zoom which is a videoconferencing platform approved by
Hamilton integrated Research Ethics Board. This is due to the fact of the COVID-19 pandemic
and as an attempt to mitigate spread and keep participants safe. This obviously discounts the
participation of those who did not have access to adequate internet or a personal device. While it
was not known where the interviews were taking place from the participants’ locations, some
were at home. This could have limited their ability to share certain details in confidence if they

felt as if they could potentially be listened to. Therefore, issues of privacy while conducting
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research via Zoom become apparent. This also signals to broader issues of data surveillance, as
there have been threats posed by Zoom and some journalists have been contacted by law
authorities for their work with marginalized populations. For settled refugees, refugee claimants,
and those escaping domestic violence, the use of an online platform poses concerns for safety.
The use of Zoom does have obvious advantages, as participants do not have to travel, and a
wider audience can be reached across the province. Additionally, another methodological
limitation was that the interviews were conducted in English only due to a lack of funding. While
the language requirement was posed as “comfortable having a conversation in English” to depart
from stigmatizing and xenophobic English as Second Language criteria, this obviously limits
participants who do not feel comfortable speaking English.

The third limitation is the demographics of the participants. The participants from both
groups included a wide variety of individuals from various sociodemographic backgrounds
which became an asset in terms of exploring issues related to gender, sexuality, religion and
ethnoracial identity. The three immigrant groups represented within this study were international
students, family dependents, and refugees (both settled and claimants) which provided a unique
perspective on legal barriers to accessing mental healthcare services in the findings outlined in
this dissertation. Arguably, by focusing on improving access to care for some of the most
systemically vulnerbalized, such as international students and refugee claimants, there can be
upward benefits for those with other statuses that are less systemically disadvantaged. The
presence of these three categories can be attributed to the recruitment methods which relied on
professional (e.g., listserv for a university and an academic research institution) and personal
(e.g., communities I belong to where there is an overrepresentation of refugees and dependents)

networks. While the goal was not to have an entirely representative sample of the Canadian

229



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

immigrant population, there were no individuals who belonged to certain immigration classes,
such as economic or temporary seasonal workers. Additionally, all the international students
within the study were students at universities, and their experiences may be distinct from those at
colleges. The inclusion of such individuals may have produced specific findings related to the
structurally precarious nature of their status and sometimes their reliance on their sponsor or
employer. Future studies should examine the experiences of those under such immigration
classes but also those without status. On the other hand, there were no psychiatrists, physicians,
occupational therapists, nurse practitioners or other forms of culturally relevant healers for
“mental health” among the participants, which would have provided a wide variety of
information that goes beyond a biomedical scope and approach to health. The participants within
this study lived in more dense metropolitan cities and therefore may have access to more
resources compared to those in smaller or rural locations. The inclusion of such geographically
distinct regions may lend to revealing how health care services and even mental healthcare
services play out in under resourced areas. There have been more immigration settlement efforts
to help populate smaller and rural regions and this raises a concern related to health services

acCCess.

Conclusion

From the findings of the three research papers included within this dissertation, it can be
understood that mental healthcare access among racialized immigrant groups within Ontario, and
broadly Canada, is a complicated and complex issue. This dissertation included both service
users and providers in order to interrogate this issue in-depth. This dissertation takes approaches

to understand this issue at both the individual and structural levels. On the individual level, there
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is a paper centred explicitly on understanding how cultural conceptualizations of wellbeing and
mental health influence attitudes towards mental healthcare treatment. By taking a deeper dive
on this end of the spectrum of the issue, there exists the unique perspectives and life experiences
that individuals bring into informing their care (Kirmayer et al., 2011; Kirmayer & Jarvis, 2019;
Lane & Vatanparast, 2022). Conversely, there is a chapter in this dissertation that seeks to
emphasize structural aspects such as the immigration and Ontario mental healthcare systems
interlock in producing and amplifying these inequities. More specifically, it also highlighted how
these limitations impact mental healthcare providers and their ability to provide adequate care to
racialized immigrant groups (Caulford & D’ Andrade, 2012; McKenzie, 2019; McKenzie et al.,
2014; Mulvale et al., 2007). Overall, it can be understood that racialized immigrant groups are
not a monolith in their abilities and attitudes towards seeking mental healthcare services;
however, they are made more structurally vulnerable in this process which further disadvantages
some more than others (Abu-Laban et al., 2022; Joseph, 2018; Kanani, 2011; Moffette, 2021).
There exist numerous opportunities for action in order to help improve access for all. Healthcare
is a human right, and no one should be denied and delayed in seeking care based on their status

(Abu-Laban et al., 2022; Joseph, 2018; Kanani, 2011; Moffette, 2021).
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Appendix A

HiREB Approval Letter for Study on Racialized Migrant Service Users

HREB

Hamilton Integrated Research Ethics Board
Sep-13-2021
Project Number: 13739
Project Title: Mental Health Care Providers' Perspectives of Working with Visible Minority Migrants in Canada

Principal Investigator: Dr. Lisa Schwartz

This will acknowledge receipt of your revised submission. We wish to advise your study had been given final approval from the HIREB.

The following documents have been approved on both ethical and scientific grounds:

Document Name Document Date Document Version
Script - Practitioner Jun-01-2021 1

StudyKey Jun-01-2021 1

MHCP Interview Jun-01-2021 1

Consent Provider V2 Clean Aug-02-2021 2

MHCP Protocol V2 Clean Aug-02-2021 2

MHCP Flyer V2 Aug-02-2021 2

MHCP Data Collection Sheet Clean Aug-02-2021 2
The following documents have been acknowledged:

Document Name Document Date Document Version
teps2_core_certificate%20L%20Schwartz Jun-02-2021 1

In light of the current COVID-19 pandemic, while HIREB has reviewed and approved this application, the research must be conducted in accordance
with institutional and/or public health requirements.

Please Note: All consent forms and recruitment materials used in this study must be copies of the above referenced documents.
We are pleased to issue final approval for the above-named study for a period of 12 months from the date of the HIREB meeting on July 7, 2021. Continuation beyond

that date will require further review and renewal of HIREB approval. Any changes or revisions to the original submission must be submitted on a HIREB amendment
form for review and approval by the Hamilton Integrated Research Ethics Board.

PLEASE QUOTE THE ABOVE REFERENCED PROJECT NUMBER ON ALL FUTURE CORRESPONDENCE

Sincerely,
Dastornik & Herce—

Dr. Frederick A. Spencer, MD
Chair, Hamilton Integrated Research Ethics Board

The Hamilton Integrated Research Ethics Board (HiREB) represents the institutions of Hamilton Health Sciences, St. Joseph’s Healthcare Hamilton, Research St. Joseph's-Hamilton, and the Faculty of Health Sciences
at McMaster University and operates in compliance with and is constituted in accordance with the requirements of: The Tri-Council Policy Statement on Ethical Conduct of Research Involving Humans; The

Conference on of Good Clinical Practices; Part C Division 5 of the Food and Drug Regulations of Health Canada, and the provisions of the Ontario Personal Health Information
Protection Act 2004 and its applicable Regulations; For studies conducted at St. Joseph's Healthcare Hamilton, HiREB complies with the Health Ethics Guide of the Catholic Alliance of Canada
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Appendix B

Consent Form for Racialized Service User Participants

LETTER OF INFORMATION / CONSENT

Title: The Experiences of Accessing Mental Health Care Services Among Visible Minority
Refugees and Immigrants in Canada
Investigators:

Local Principal Investigator: Student Investigator:

Dr. Lisa Schwartz Salam Zoha

Department of Department of

McMaster University McMaster University
Hamilton, ON, Canada Hamilton, ON, Canada

(905) 525-9140 ext. 22987 Phone: 226-250-5568
E-mail: schwar@mcmaster.ca E-mail: zohas@mcmaster.ca
Purpose of the Study

You are invited to take part in this study that aims to understand the experiences of visible
minority (e.g., person of colour, non-white) immigrants and refugees when seeking care for their
mental health. | am focusing on those who are 18 and above, self-identify as a visible minority,
currently live in Ontario, are comfortable having a conversation in English, and either landed as a
refugee or immigrant (e.g., student, worker, spousal). | want to learn about your journey when you
decided that you needed help for your mental health. | also hope to find out what made it easy or
difficult for you in this process. | am doing this research for my doctoral dissertation.

Procedures involved in the Research

If you are interested in this study and would like to participate, you will be interviewed one-on-one
by me and through Zoom for an hour to two hours and 30 minutes. You will be allowed to pick
any time for this interview that is convenient for you based on your personal schedule. With your
permission, the interview will be digitally recorded (audio only).

In the interview, | will be asking you questions about your experiences related to your mental
health help-seeking journey. | will also ask you for some demographic/background information
like your age, what you identify as ethnoracially, and what your landing status is. Some questions
include: “What does not ‘being well and doing well’ look or feel like to you?”, “What are the main
problems this has caused for you?”, and “What were the difficulties that you experienced when
you were seeking out help?”.

Potential Harms, Risks or Discomforts:

The risks involved in participating in this study are minimal. You may feel uncomfortable with
reflecting on past experiences related to your mental health. You do not need to answer
questions that you do not want to answer or that make you feel uncomfortable. And you can stop
to take a break. You can withdraw (stop taking part) at any time. | describe below the steps | am
taking to protect your privacy.

Potential Benefits

Version # 2 - Version Date August 2, 2021 Page 1 of 3

241



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

The research will not benefit you directly. | hope to learn more about visible minority immigrants’
and refugees’ experiences with accessing mental health care services in Canada. | hope that
what is learned as a result of this study will help us to better understand how to improve access
for visible minority immigrants and refugees. This could help to improve training for mental health
care providers and provide suggestions for local community health centres.

Payment or Reimbursement

As a token of appreciation, you will receive a $20.00 CAD e-gift card to any place you wish. This
is a self-funded study.

Confidentiality

You are participating in this study confidentially. I will not use your name or any information that
would allow you to be identified. No one but me will know whether you participated unless you
choose to tell them. Every effort will be made to protect your confidentiality and privacy. | will not
use your name or any information that would allow you to be identified. However, we are often
identifiable through the stories we tell. If you choose to disclose the name of a person during your
interview, | will remove the name to keep their privacy. Similarly, if | am using quotes from your
interview in the study’s results, | will not use your name.

The audio interview files will be kept on a computer will be protected by a password and only | will
have access to it. The interview will be transcribed by me, and the recordings will be kept only for
referencing. Also, the transcript of your audio file will be kept on a computer that is protected by a
password. Once the study is complete, an archive of the data, without identifying information, will
be kept for 10 years. You are also allowed to participate if you are enrolled in other research
during the time of this study.

This study will use the Zoom platform to collect data, which is an externally hosted cloud-based
service. A link to their privacy policy is available here: https://zoom.us/privacy. While the Hamilton
Integrated Research Ethics Board has approved using the platform to collect data for this study,
there is a small risk of a privacy breach for data collected on external servers. You will also not be
able to make any unauthorized recordings of the interview.

For the purposes of ensuring the proper monitoring of the research study, it is possible that a
member of the Hamilton Integrated Research Ethics Board may consult your research data.
However, no records which identify you by name or initials will be allowed to leave the institution.
By signing this consent form, you authorize such access.

If you are concerned about this, | would be happy to make alternative arrangements for you to
participate, perhaps via telephone. Please talk to the researcher, Salam Zoha, if you have any
concerns.

Legally Required Disclosure

Although I will protect your privacy as outlined above, if the law requires it, | will have to reveal
certain personal information (e.g., child abuse or suicidality). Please note that | have an obligation
to report this as a researcher.

Participation and Withdrawal

Your participation in this study is voluntary and confidential. It is your choice to be part of the
study or not. If you decide to be part of the study, you can decide to stop (withdraw) at any time,
even after signing the consent form or part-way through the study. If you decide to withdraw,
there will be no consequences to you. You have the option of removing your data from the study
OR information provided up to the point where you withdraw will be kept unless you request that it
be removed. If you do not want to answer some of the questions you do not have to, but you can

Version # 2 - Version Date August 2, 2021 Page 2 of 3
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still be in the study. If you want to remove your interview data that has been already collected,
you can contact Salam Zoha at the email and phone number provided above before May 31,
2022.

Information about the Study Results

| expect to have this study completed by approximately June 2022. If you would like a brief
summary of the results, please let me know how you would like it sent to you.

Questions about the Study

If you have questions or need more information about the study itself, please contact Salam Zoha
at: 226-260-5584 or zohas@mcmaster.ca.

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIREB is responsible for ensuring that participants are informed of the risks associated with the
research, and that participants are free to decide if participation is right for them. If you have any
questions about your rights as a research participant, please call the Office of the Chair, HIREB,
at 905.521.2100 x 42013.

CONSENT

| have read the information presented in the information letter about a study being conducted by
Salam Zoha of McMaster University.

| have had the opportunity to ask questions about my involvement in this study and to receive
additional details | requested.

| understand that if | agree to participate in this study, | may withdraw from the study at any time.
I will be given a signed copy of this form. | agree to participate in the study.

Name of Participant (Printed) Signature Date

Consent form explained by:

Name and Role (Printed) Signature Date

Version # 2 - Version Date August 2, 2021 Page 3 of 3
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Appendix C

Recruitment Flyer for Racialized Migrant Service User Participants

IF YES

| want to learn about your experiences as a migrant
(permanent resident, student, landed refugee etc.)
accessing mental health care services in Ontario. | hope to
learn what made it easy or difficult for you.

e Must be 18 or older

e Live in Ontario

e Be a permanent resident, international student,
worker, visitor, landed refugee, refugee claimant, etc.

e Comfortable having a conversation in English

e Interviews via Zoom will last to one hour and 30 mins

e You'll get a $20 e-gift card as a 'thank you'

Contact Zoha at zohas@mcmaster.ca

|

Version 1. June 1st, 2021 This study has been reviewed by the Hamilton Integrated Research Ethics Board under Project # 13736
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Appendix D

Recruitment Email Script for Racialized Migrant Service User Participants

E-mail response:
Hello!

Thank you so much for showing interest in my study and reaching out to me. [ am a Ph.D.
student in the Global Health program at McMaster University.

The study I am leading is on understanding the experiences of visible minority immigrants and
refugees when seeking care for their mental health. I am focusing on those who are 18 and
above, self-identify as a visible minority, currently live in Ontario, are comfortable having a
conversation in English, and either landed as a refugee or immigrant (e.g., student, worker,
spousal).

Interviews will be conducted by myself, and it can last up to one hour and 30 minutes. The
interviews will be conducted online through Zoom with audio only to provide you with more
privacy and prevent any connection issues. I will digitally record these to analyze them for key
patterns and points over the following months. The results of this study will be available online if
you are interested.

Do you think you might be interested in participating in this study? If you think you might be
interested, please let me know and we can set up a time to call so I can answer any questions or
concerns you may have. There is a consent form for participants to sign, and if you are still
comfortable at that point, we can do the interview. You will be given a $20.00 CAD e-gift card
to any place you would like as a thank you.

Thank you so much for your interest!

You can contact me again through my e-mail.
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Appendix E

Interview Script for Racialized Migrant Service User Participants

Participant ID:

Introduction

Hello! Thank you so much for taking time out of your day to participate in this study and talk
to me about your experiences of accessing mental health services.

My name is Zoha. I’'m currently a Ph.D. student in the Global Health program at McMaster
University. My work focuses on understanding why there are mental health disparities within
visible minority migrant communities in Canada.

To let you know a little more about me, I was born in Pakistan and migrated with my parents
to Canada when I was 3. We first arrived in Toronto and then moved to Montreal, but later
settled in Windsor.

Our conversation in this interview is broken down into three main parts: 1) exploring your
views of well-being, 2) describing what you decided to get help for, and then 3) your actual help-
seeking journey. Please remember that whatever you share with me stays with me and no one
else will know. You do not need to answer any questions that you do not want to. You can also
end the study whenever you want.

First, to get to know you a little better, let me ask some questions about you and your
heritage. ..

Demographics
e How old are you?
Response
e What gender do you identify as?
Response
e How do you self-identify as ethno-racially?
e What was your landing status or are you a citizen?
o Prompt: Refugee, international student...?
o Prompt: How many years has it been since you’ve arrived?
Response
e What languages do you speak at home?
Response
e What does your cultural heritage mean to you?
Response

e Are there parts of your background or heritage, such as beliefs and values, which you

grew up with that are important to you?

Response
¢ How do these shape your understanding of mental health?

Response
e How important is it to you that these parts of your heritage, beliefs and values, are
maintained within your life?

e Response
e Do your beliefs differ from those of your parents?
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Response

Thank you for sharing with me. Do you want to take a little break before I ask you about the next
set of questions exploring your views of well-being? Do you want to continue participating with
the study?

If participant does not wish to proceed with study: 1 understand. Thank you for telling me this. I
will end the interview. I will also make sure to send your compensation.

If participant wishes to take a break before continuing: Take your time! I will be right here. Let
me know when you’re ready.

If participant wishes to continue with the study without a break: Thank you! Let us move onto
the other questions.

Part 1

e When I say the phrase, “being well and doing well”, what does that look or feel like for
you?
Response

e What does not “being well and doing well” look or feel like to you?
Response

e When did you realize that you weren’t “doing well” based on your standards, and decided
that you needed help for your mental health?

Response
Thank you for sharing with me. Do you want to take a little break before I ask you about the next
set of questions describing what you decided to get help for? Do you want to continue

participating with the study?

If participant does not wish to proceed with study: 1 understand. Thank you for telling me this. I
will end the interview. I will also make sure to send your compensation.

If participant wishes to take a break before continuing: Take your time! I will be right here. Let
me know when you’re ready.

If participant wishes to continue with the study without a break: Thank you! Let us move onto
the other questions.

Part 2

Before I ask you to share your journey, can we discuss about what was it that you felt like you
needed help for?

| Original/base questions | Prompts
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1. How would you define [INSERT e Did you hear about this before?
DESCRIPTION OF WHATEVER THEY
PROVIDED]?
e I[s there something happening in your
2. What do you think caused this? family, at work or in your social life that
could explain this?
3. Why do you think it started when it did? e  When did it start?
4. What does your [INSERT DESCRIPTION e How does it affect your body, spirit, soul,
OF WHATEVER THEY PROVIDED] do to or mind?
you?

e When do you think this won’t be an issue

5. How severe do you think it is for you?
for you anymore?

6. Is there anything about it that concerns you?

7. What are the main difficulties this has
caused for you?

Response

Now, I’ll only be listening and may ask you some questions at the end. Please take as much time
as you need to share your journey and I won’t you interrupt at all. You can get into as much
detail as you’d like.
e So, can you describe how you went about seeking help and what happened? Like, how do
you remember it all happening from start to finish?

Response

Thank you for sharing with me. Do you want to take a little break before I ask you about the last
set of questions about your actual help-seeking journey? Do you want to continue participating
with the study?

If participant does not wish to proceed with study: 1 understand. Thank you for telling me this. I
will end the interview. I will also make sure to send your compensation.

If participant wishes to take a break before continuing: Take your time! I will be right here. Let
me know when you’re ready.

If participant wishes to continue with the study without a break: Thank you! Let us move onto
the other questions.

Part 3

Thank you for sharing your journey with me. I have some questions I would like to ask you
about it.
e Were you satisfied with the help that you received that day?
o What type of care do you believe would help you? Is there anyone else who can
help you?
o What are the most important results you hope to receive from it?
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Response
e What were the difficulties that you experienced when you were seeking out help?

Response
e What were the factors that made it the most difficult for you?
o Prompt: How has your status as a [insert whatever status they have] shape your
experience?
Response
e What were some things that made it easy for you?

Response
e Looking back on this experience, what could have helped in your situation?
Response
e What would the ideal access to mental health care services look like to you?
o Prompt: Ways of accessing, services available..
Response
e What are three things that you would like someone to know about your story?

Response

We are now at the end of the interview. However, is there is anything else you would like to
share in order to help me understand your journey better?

Thank you for participating in this study. I value the time that we spent together today and also

sharing your experiences about your journey. I will follow up with your compensation. Again,
thank you so much!
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Resource Sheet for Racialized Migrant Service User Participants

Appendix F

If you are in crisis, please call 911 or visit your nearest emergency room at the hospital.

Organization

Details

Method of contact

Telehealth Ontario

Provides professional and confidential
advice for mental and physical health
issues from a Registered Nurse.

Tel: 1-866-797-
0000

Connex Ontario Mental
Health Helpline

This service provides confidential support
for basic mental health issues, helps people
find information about mental health, and
can help you find mental health services in
Ontario.

Tel: 1-866-531-
2600

Website:
connexontario.ca
(chat and email
currently available)

Crisis Services Canada

National network of existing distress, crisis
and suicide prevention line services.

Tel: 1-833-456-
4566 or you can
also text "Start" to
45645 for support.

bisexual, transgender, transsexual, two-
spirited, queer and questioning young
people.

Good2Talk Helpline Ontario’s 24/7 helpline for postsecondary | Tel: 1-866-925-
students. 5454 or text
GOOD2TALKON
to 686868
LGBT Youthline Ontario | Ontario-wide peer-support for lesbian, gay | Tel: 647-694-4275

Website:
www.youthline.ca
(chat, text and
email currently
available)

Assaulted Women’s
Helpline

24-hour telephone and TTY crisis line for
all women in Ontario who have

Tel: 1-866-863-
0511 or #SAFE

programs available across Canada, for
Canadians of all ages.

experienced any form of abuse. (#7233) on your
Bell, Rogers, Fido
or Telus Mobile
ShelterSafe Online resource for women and their sheltersafe.ca
children seeking safety from violence and
abuse. The clickable map serves as a quick
resource to connect women with the
nearest shelter that can offer safety, hope,
and support.
eMentalHealth Thorough database of mental health ementalhealth.ca

Version 1. June 1, 2021.
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Appendix G

HiREB Approval Letter for Study on Mental Healthcare Service Provider Participants

HREB

Hamilton Integrated Research Ethics Board
Sep-13-2021
Project Number: 13739
Project Title: Mental Health Care Providers' Perspectives of Working with Visible Minority Migrants in Canada

Principal Investigator: Dr. Lisa Schwartz

This will acknowledge receipt of your revised submission. We wish to advise your study had been given final approval from the HIREB.

The following documents have been approved on both ethical and scientific grounds:

Document Name Document Date Document Version
Script - Practitioner Jun-01-2021 1
StudyKey Jun-01-2021 1
MHCP Interview Jun-01-2021 1
Consent Provider V2 Clean Aug-02-2021 2
MHCP Protocol V2 Clean Aug-02-2021 2
MHCP Flyer V2 Aug-02-2021 2
MHCP Data Collection Sheet Clean Aug-02-2021 2
The following documents have been acknowledged:
Document Name Document Date Document Version
teps2_core_certificate%20L%20Schwartz Jun-02-2021 1

In light of the current COVID-19 pandemic, while HIREB has reviewed and approved this application, the research must be conducted in accordance
with institutional and/or public health requirements.

Please Note: All consent forms and recruitment materials used in this study must be copies of the above referenced documents.

We are pleased to issue final approval for the above-named study for a period of 12 months from the date of the HIREB meeting on July 7, 2021. Continuation beyond
that date will require further review and renewal of HiREB approval. Any changes or revisions to the original submission must be submitted on a HIREB amendment
form for review and approval by the Hamilton Integrated Research Ethics Board.

PLEASE QUOTE THE ABOVE REFERENCED PROJECT NUMBER ON ALL FUTURE CORRESPONDENCE

Sincerely,
Dselorik 7 Aperce—

Dr. Frederick A. Spencer, MD
Chair, Hamilton Integrated Research Ethics Board

‘The Hamilton Integrated Research Ethics Board (HiREB) represents the institutions of Hamilton Health Sciences, St. Joseph’s Healthcare Hamilton, Rescarch St. Joseph's-Hamilton, and the Faculty of Health Sciences
at McMaster University and operates in with and is in with the of: The Tri-Council Policy Statement on Ethical Conduct of Research Involving Humans; The

Conference on of Good Clinical Practices; Part C Division 5 of the Food and Drug Regulations of Health Canada, and the provisions of the Ontario Personal Health Information
Protection Act 2004 and its applicable Regulations; For studics conducted at St. Joseph's Healthcare Hamilton, HiREB complies with the Health Ethics Guide of the Catholic Alliance of Canada

Page 10of 1

251



Ph.D. Thesis — Z. Salam; McMaster University — Global Health.

Appendix H

Consent Form for Mental Healthcare Service Provider Participants

LETTER OF INFORMATION / CONSENT

Title: Mental Health Care Providers’ Perspectives of Working with Visible Minority Migrants

in Canada
Investigators:
Local Principal Investigator: Student Investigator:
Dr. Lisa Schwartz Name: Salam Zoha
Department of Health Research Department of Global Health
Methods, Evidence, and Impact
McMaster University McMaster University
Hamilton, ON, Canada Hamilton, ON, Canada
(905) 525-9140 ext. 22987 Phone: 226-260-5584
E-mail: schwar@mcmaster.ca E-mail: zohas@mcmaster.ca

Purpose of the Study

You are invited to take part in this study that aims to understand the experiences mental health
care providers who work with visible minority (e.g. people of colour, non-white), immigrants and
refugees in Ontario. | am focusing on those who are licensed and registered to a professional
organization in Ontario, are practising in Ontario, and currently live in Ontario. | am doing this
research for my doctoral dissertation.

Procedures involved in the Research

If you are interested in this study and would like to participate, you will be interviewed one-on-one
by me and through Zoom for an hour. You will be allowed to pick any time for this interview that is
convenient for you based on your personal schedule. With your permission, the interview will be
digitally recorded (audio only).

In the interview, | will be asking you questions about your experiences related to working with
visible minority immigrants and refugees as a mental health care provider. | will also ask you for
some demographic/background information, like your professional credentials and how you
identify as ethnoracially. Some questions include: “What reasons do you see these clients for?”,
“What barriers do you believe that your clients experience in getting help?”, and “What would
make your work easier when working with this population?”.

Potential Harms, Risks or Discomforts:

It is not likely that there will be any harms or discomforts from the nature of the content that will be
discussed. You do not need to answer questions that you do not want to answer or that make you
feel uncomfortable. And you can stop to take a break. You can withdraw (stop taking part) at any
time. | describe below the steps | am taking to protect your privacy.

Potential Benefits

The research will not benefit you directly. | hope to learn more about the experiences of mental

health care providers who work with visible minority immigrants and refugees. | hope that what is
learned as a result of this study will help us to better understand how to better support mental

Version # 2- Version Date August 2, 2021 Page 1 of 3
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health care providers and also improve access for visible minority immigrants and refugees. This
could help to improve training for mental health care providers and provide suggestions for local
community health centres.

Payment or Reimbursement

As a token of appreciation, you will receive a $10.00 CAD e-gift card to Tim Hortons. This is a
self-funded study.

Confidentiality

You are participating in this study confidentially. | will not use your name or any information that
would allow you to be identified. No one but me will know whether you participated unless you
choose to tell them. Every effort will be made to protect your confidentiality and privacy. | will not
use your name or any information that would allow you to be identified. However, we are often
identifiable through the stories we tell. If you choose to disclose the name of a person during your
interview, | will remove the name to keep their privacy. Similarly, if | am using quotes from your
interview in the study’s results, | will not use your name. Participation in the study will not affect
employment status or performance review, as the employer would not be told about the
participant's involvement.

The audio interview files will be kept on a computer will be protected by a password and only | will
have access to it. The interview will be transcribed by me, and the recordings will be kept only for
referencing. Also, the transcript of your audio file will be kept on a computer that is protected by a
password. Once the study is complete, an archive of the data, without identifying information, will
be kept for 10 years. You are also allowed to participate if you are enrolled in other research
during the time of this study.

This study will use the Zoom platform to collect data, which is an externally hosted cloud-based
service. A link to their privacy policy is available here: https://zoom.us/privacy. While the Hamilton
Integrated Research Ethics Board has approved using the platform to collect data for this study,
there is a small risk of a privacy breach for data collected on external servers. You will also not be
able to make any unauthorized recordings of the interview.

For the purposes of ensuring the proper monitoring of the research study, it is possible that a
member of the Hamilton Integrated Research Ethics Board may consult your research data.
However, no records which identify you by name or initials will be allowed to leave the institution.
By signing this consent form, you authorize such access.

If you are concerned about this, | would be happy to make alternative arrangements for you to
participate, perhaps via telephone. Please talk to the researcher, Salam Zoha, if you have any
concerns.

Legally Required Disclosure

Although | will protect your privacy as outlined above, if the law requires it, | will have to reveal
certain personal information (e.g., child abuse or suicidality). Please note that | have an obligation
to report this as a researcher.

Participation and Withdrawal

Your participation in this study is voluntary and confidential. It is your choice to be part of the
study or not. If you decide to be part of the study, you can decide to stop (withdraw) at any time,
even after signing the consent form or part-way through the study. If you decide to withdraw,

there will be no consequences to you. You have the option of removing your data from the study
OR information provided up to the point where you withdraw will be kept unless you request that it

Version # 2- Version Date August 2, 2021 Page 2 of 3
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be removed. If you do not want to answer some of the questions you do not have to, but you can
still be in the study.

If you want to remove your interview data that has been already collected, you can contact Salam
Zoha at the email and phone number provided above before May 31, 2022.

Information about the Study Results

| expect to have this study completed by approximately June 2022. If you would like a brief
summary of the results, please let me know how you would like it sent to you.

Questions about the Study

If you have questions or need more information about the study itself, please contact Salam Zoha
at: 226-260-5584 or zohas@mcmaster.ca. or Dr. Lisa Schwartz at schwar@mcmaster.ca

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIiREB is responsible for ensuring that participants are informed of the risks associated with the
research, and that participants are free to decide if participation is right for them. If you have any
questions about your rights as a research participant, please call the Office of the Chair, HIREB,
at 905.521.2100 x 42013.

CONSENT

| have read the information presented in the information letter about a study being conducted by
Salam Zoha of McMaster University.

| have had the opportunity to ask questions about my involvement in this study and to receive
additional details | requested.

I understand that if | agree to participate in this study, | may withdraw from the study at any time.
I will be given a signed copy of this form. | agree to participate in the study.

Name of Participant (Printed) Signature Date

Consent form explained by:

Name and Role (Printed) Signature Date

Version # 2- Version Date August 2, 2021 Page 3 of 3
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Appendix I

Recruitment Flyer for Mental Healthcare Service Provider Participants

Are you a mental health
care provider in Ontario
who works with visible
minority immigrants
and refugees?

You're invited to participate in a study
that aims to discuss your experiences of
working with visible minority immigrants

and refugees.

e Must be licensed and registered to
practice in Ontario

e Interviews via Zoom will last 1 hr.

e As a token of appreciation, you'll get a $10
gift card to Tim Hortons

e This is part of my Ph.D. dissertation

Contact Zoha at
zohas@mcmaster.ca

This study has been reviewed by the Hamilton Integrated Research Ethics Board
under Project #13739
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Appendix J

Recruitment Email Script for Mental Healthcare Service Provider Participants

E-mail response:
Hello!

Thank you so much for showing interest in my research study and reaching out to me. [ am a
Ph.D. student in the Global Health program at McMaster University.

The study I am leading aims to understand the experiences mental health care providers who
work with visible minority immigrants and refugees. I am focusing on those who are licensed
and registered to a professional organization in Ontario, are practising in Ontario, and currently
live in Ontario. This is for my doctoral dissertation.

Interviews will be conducted by myself and will last approximately one hour. The interviews
will be conducted online through Zoom with audio only. I will digitally record these to analyze
them for key patterns and points over the following months. The results of this study will be
available online if you are interested.

Do you think you might be interested in participating in this study? If you think you might be
interested, please let me know and we can set up a time to call so I can answer any questions or
concerns you may have. There is a consent form for participants to sign, and if you are still
comfortable at that point, we can do the interview. You will be given a $10.00 CAD e-gift card
to Tim Hortons as a thank you.

Thank you so much for your interest!

You can contact me again through my e-mail.
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Appendix K

Interview Script for Mental Healthcare Service Provider Participants

Participant ID:

Introduction

Hello! Thank you so much for taking time out of your day to participate in this study and talk
to me about your experiences of working with visible minority immigrants and refugees.

My name is Zoha. I’'m currently a Ph.D. student in the Global Health program at McMaster
University. My work focuses on understanding why there are mental health disparities within
visible minority migrant communities in Canada.

Our conversation today is broken down into four parts: 1) your background, 2) your work
experience, 3) the barriers and facilitators you come across in your work, and 4) questions
related to your profession. Please remember that whatever you share with me stays with me and
no one else will know. You do not need to answer any questions that you do not want to. You
can also end the study whenever you want.

First, to get to know you a little better, let me ask some questions about your background...

Demographic
e How long have you been practising for?

Response:

e What are your credentials?
Response:

e What would you describe your ethnic/racial background as?
Response:

e Do you provide service in another language asides from English?
Response:

Thank you for sharing with me. Do you want to take a break before I ask you about the next set
of questions? Do you want to continue participating with the study?

If participant does not wish to proceed with study: 1 understand. Thank you for telling me this. I
will end the interview. I will also make sure to send your compensation.

If participant wishes to take a break before continuing: Take your time! I will be right here. Let
me know when you’re ready.

If participant wishes to continue with the study without a break: Thank you! Let us move onto
the other questions.

Practice
e Do you specifically focus on working with refugees and immigrants?
Response:

e What reasons do you normally see these clients for?
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o Prompt: refugees? Immigrants?
Response:
e How do they usually end up coming to you?
o Prompt: refugees? Immigrants?

Response:
¢ Do they have a specific pattern of service utilization?

Response:
e What differences have you noticed among genders?
Response:
e What differences have you seen within ethnocultural communities?

Response:

Thank you for sharing with me. Do you want to take a break before I ask you about the next set
of questions? Do you want to continue participating with the study?

If participant does not wish to proceed with study: 1 understand. Thank you for telling me this. I
will end the interview. I will also make sure to send your compensation.

If participant wishes to take a break before continuing: Take your time! I will be right here. Let
me know when you’re ready.

If participant wishes to continue with the study without a break: Thank you! Let us move onto
the other questions.

Barriers & Facilitators
e What barriers do you believe that your clients face in getting help?
o Prompt: refugee vs immigrant

Response:
e What are some things that makes it easy for them to get help?

Response:
e What are challenges you experience as a practitioner when you work with them?
o Prompt: refugees? Immigrants?
Response:
e Which one would you say is the most difficult?
Response:
e What do you think that could make it easier for them to get help?

Response:
e Do you think that aspects of your identity influence your work with these clients?

Response:

Thank you for sharing with me. Do you want to take a break before I ask you about the last set of
questions? Do you want to continue participating with the study?

If participant does not wish to proceed with study: 1 understand. Thank you for telling me this. I
will end the interview. I will also make sure to send your compensation.
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If participant wishes to take a break before continuing: Take your time! I will be right here. Let
me know when you’re ready.

If participant wishes to continue with the study without a break: Thank you! Let us move onto
the other questions.

Organizational

Do you think that your education/schooling provided you with the knowledge that you
needed to work with visible minority migrant clients?

Response:
Do you work with any partnering organizations to help support their needs outside of
your office? (e.g., resettlement agencies, religious..)

Response:
What would make YOUR work easier when working with this population?

Response:
What would an ideal mental health system look like to you?

Response:
Where do you see yourself in it?

Response:

We are now at the end of the interview. However, is there is anything else you would like to
share in order to help me understand your experiences better?

Thank you for participating in this study. I value the time that we spent together today and also
sharing your experiences about working with refugee and immigrant clients. I will follow up
with your compensation. Again, thank you so much!
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