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Abstract

This thesis focuses on the experiences of twelveamigvomen from Iran residing in
the Ottawa/Gatineau area to examine the impact of immigradio their health and
wellbeing. The study also aims to explore an understanding of health/wellbeing as situated
in, and contextualized hywo me n 6 s | i ves, das wel p to iingestigate the
determinants thatimpaohp ar t i c i p a n$ewiStructueet &nd iaepth qterviews
were conducted and an intersectional approach with aroppitession lens as employed.
The results reveal that the majoritywwbmen were in good health before migratiamich
suppors the healthy immigrant effect. One significant finding was that eight women reported
that their health/wellbeing had remained stable or even improved after immigration.
However four participants gxerienced health deterioration that resulted in permanent
disability for one of themThe results illustrate that the health/wellbeing of respondents was

shaped by a complex web of intertwined determinants beyond individual health behaviours.
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Chapter One: Introduction

Immigration is a significant component of globalization and remains an important
force shaping Canadian identity (Gushul&attie, Roberts, Torres, & DesMeulez011).
Immigrants were responsible for twibirds of Canadian population growth in the intercensal
period of 2001 and 2006 (Chui, Tran, & Maheux, 2007) an@@ll1, more than 20% of
Canadads popul -adn@hagnon €018; StatieticSanada,2013)n 2012,
257,887 immigrants entered Canadagre than half of them were women (Citizeipsand
Immigration Canada (CICR012b) Asiad including the Middle Eaét was Canada's largest
source of newcomers (StatisticSanada, 2013)Indeed, immigration is a signifina
component of Can ad,aadcs ensprmg theé bealth amd wellbemgv bf h

immigrants is an important national priority (Hyman, 2011).

Many studies have suggested thapon arrival the health status of immigranis
better thanthe Canadiarbom population this phenomenon is known as tiieheal t hy
i mmi grant effecto (Chen, Wil ki ns, ergettlihgg, 199
some immigrants ke this advantage over time (Ng, Wilkins, Gendron & Berthelot, 2005;
Vissandjée, Desmeule§;ao, Abdoll & Kazanjian, 2004). NeBuropean immigrants are
twice aslikely to report worsening health status (Ng et al., 2005) and among them women,
again those from neRuropean countriegare more vulnerable to this trend (Vissandjée et

al., 2004; Wu &Schimmele, 2005a).



Chapter One: IntroductionObjectives

Objectives

As an lranian immigrant woman finding myself confronted by the problems of
immigration, which have sometimes overwhelmed me, lhave wondeed whether
immigration affects my hediltwellbeing. Does immigration impact the weding of other
Iranian immigrant women? These questions have encouraged me to design my study in a

way to find my answers.

This study aims to understand the impact of immigration on the health/wellbeing of
Iranian immigrant women in Ottawa/Gatineau. Ma@g it is designed to gain an
understanding of health/wellbeing as situated amd contextualized bytheir lived
experiences. Furthermore, this research tries to find what Iranian immigrant women see as
determinants of their health, and also aims tole®ptheir health concerns and needs.
Finally, the study intends to highlight areas that may be in need of assessment in order to

improve the health/wellbeing of Iranian immigrant women in Ottawa/Gatineau.

Before moving tathe health/wellbeing of immigranwomen, | begin by providing a
brief examination of the historical development of key institutional features of immigration
policy in Canadal thenoffer anoverviewof the history of Iranian immigration in general

and their settlement in Canada in partar.

Hi story of Canadads | mmigration Pol

Immigration policy in Canada can be described by the acts, regulations, guidelines and
practices which define who @llowed to come to Canadand ultimately, who might be

granted citizenship (Abuaban, 1998Green & Green, 2004). The policy is a complex entity

2



Chapter One: IntroductiolHi st ory of Canadadés | mmigrati on

that has two goals: short term (current labour market); and long term (economic and
demographicgrowth) (Green & Green, 2004). Immigration policy for the greater part of
Canadian history has been exjthicracist and sexist (Arakoc, 1999; Gupta, 1999) and has

been accompanied by a history of exclusion (Agnew, B009

During the last decades dhe nineteenth century, Canada opened its door to
immigration in order to promote treettlementof Western @nada Coté, Kerisit, & Coté,
2001). Therefore, the countwyasfaced with large immigration inflows from the U.S. and
overseaswhich forced the government to introduce a new Act in 1910 (Green & Green,
2004). The Actwas amendedn 1919 (Coté et al., 209 andexpanded the power of the
government over the level of ethnic composition of immigrants when admission was based
solely on country of origin. The Act divided the worldofi pr ef erred countri e
preferred o0& Grean, 200, 00108).GVhike immigrants from Britainthe
United States and most Northern and WestelBuropean countries were treated as
Apreferredo, i mmi grants from Eastern- and S
preferredo and faced <956, inmmigeants frone @l udgians bfo n s .

Europe became eligible; if they met the needs of the labour market (Green & Green, 2004).

For nonwhite and norEuropean persoifswh ose race was consider
Canadian cl i mat e d9), (mdgrat®n pelicy wad more re&riztivel afetp .
Act of 1910 prohibited the settlement of immigrants from Asian origin and severely curtailed
entry of AfricanAmericans. HowevelChinese were brought in from China to help build the
railway in 1850s but &r the completion of their dangerous work on the railway in 11885
state imposed an immigration tax dhe Chinese andlater, in 1923, prohibited the

immigration of Chinese citizens to Canada by passing the Chinese Immigration Act that
3



Chapter One: IntroductiolHi st ory of Canadadés | mmigrati on

excluded all bt a very few exceptionsCpté et al., 2001). According to Troper, an
immigration historian, there ahere x pl i ci't exampl es of past di
immigration policy in the early twentieth centutiie exclusion oblack Oklahoman farmers

from entering to Canadahe refusal of rare than 350outh Asiando leavea shi@ the

Komagata Mar@ after landing in Vancouverand the exclusion dEuropean Jews fleeing

fascists prior to the outbreak of the Second World War (as cited in Black, 2013®)para.

As a result, limited numbers of men from India, China, and Japan gained entry in the
early part of twentieth century; however, their wives were mostly kept out (Agnewp)2009
Historically, gender inequality has also been apparent through the higtenmaigration
policy. Indeed, womenvere subject to sexist legislative provisions and admitted as wives
and dependents. While some women of European countries benefited from the provisions
governing family reunification and entered Canada, it did not dxterwomen of colour
who would have to wait until the second halftioé twentieth century to be granted entry to

CanadaCoté et al., 2001)

Il n 1967, the pointdisygsi eninn-&dcolB900p.2RRA riianto n
immigration policy based on an jebtive scale was introduced. However, the point system
all owed the government to Adiscard the most
bias, but other racist assumptions that were invisible (or thought to be normal and natural)
remai nedp200Am h B . The point system was to
applicantsd potenti al contribution to and
occupational skills and their expected place in the lalr ma r kked, ©999( pR209a t
see alscAbu-L aban, 1998; Green & Green, 2004) . As

policy vividly illustrates, market considerations have often trumped other objectives.
4



Chapter One: IntroductiolHi st ory of Canadadés | mmigrati on

Therefore, the concept of selection from the country of origin of the prospective immigrant
was shifted to the individual sé place in an
that immigration was and is an economic policytooClmnadao ( Green & Gr e
120). In other words, theequirements of point system hawveo t b e efnr eilevéa laund t h
Arefl ect prevailing Canadi an[sJpo(l Adu cladabam,d
p. 76). Neoliberalism, which promotes market economy, shapes Canadian policies and
practices (Mitchell, 2001) and with the spreading of-higeralism, the enhancement of

market forces has become the overarching goal of immigration policy.

| pause at this point to mention that the history of Canadian immigration policy which
is based on ostensibly objective criteria, has not only been racist andege(@mtKoc,
1999; Gupta, 1999), but it has also been disableist and homophobic. People with disabilities
were also prohibited from entering Canada and certain diagnoses and labels such as epilepsy
were determinative of admissibility regardless of thst @i the treatment (Mossof, 1998
1999). The Immigration Act also blocked the admission of LGB people to Canada until
1977, and it has beeonly less thantwo decads that Canadians havieeen allowed to
sponsor the landing of sarsee x p ar t n e rpsoulq, ZDHIN elowkver, tigere 8 still
room for discrimination andhe government requires certain language skilgctssome
occupations (Black, 2013), and makesrtain types of disabilities inadmissible (lyioha,
20072008; Mosoff, 19981999). Moreove samesex marriage only exists in a few countries
and cohabitation due to persecution or penal code can be dangentas ot be financially

viable( LaVi ol ette, 2004; Ontario Womends Justic

The point system has been amended sevenaisti however, the regulatory system of

1967 has shaped the framework of immigration policy uhtlpresent (Green & Green,
5



Chapter One: IntroductiolHi st ory of Canadadés | mmigrati on

2004). In 1976, the Immigration Act was passé&be objectiveso f t h iae fanily t i
reunification, nordiscrimination, humanitéan concern for refugees and the promotion of
Canadab6s soci al, economi c,Coté etmlg 3001a ®3),iinc and
2002, the Immigration and Refugee Protection Act (IRPA) replaced the Immigration Act of
1976. Since t hmtonproGramhasdbaed based onniRPé and its regulations

(CIC, 2012bh).

As the resul't of changes in Canadiands
events affecting the movement of people (Chui et al., 2808hulak et al., 20)1an earlier
precbminance of immigration from Europe has shifted to a significant number of immigrants
from Asia. For instance, in 1971, near 60% of immigrants who entered Canada were from
Europe (Chui et al., 2007) while in 2011, they accounted 14% of newadrnmetsdingthe
United Kingdom (CIC, 2012b). On the other hand, the @rign of Asianborn
newcomerd including the Middle Easét increased from 12% in the late 1960s (Chui et al.,

2007) to near 57% in 2011 (Statistics Canada, 2013).

The IRPA establishes the criteriadaguidelines to be met by people seeking entry into
Canada. According to the IRPA, three main categories of permanent residents are defined:
(1) family class which includes spouses and conjugal or comlavompartners, dependent
children, and other eligiblrelatives (2) economic immigraritsskilled workers, provincial
nominees, investors, entrepreneur, -eatiployed persons, Canadian experience class, and
live-in caregivers and (3) refugees: convention refugee and persons in need of protection.
There is aother group of permanent residents, other, who bmaygraned permanent

resident status but do not qualify in any of the main categdri€s 012a).
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History of Iranian Immigration to Canada

To establish the context for my research question, | brieflpdoce Iran and trace
some of the ways in which social, economic, and political upheavals have framed Iranians

immigration en masse in the last decades.

Iran is a cashaped countryfi k nown as O0The Land of Rose
(Milani, 2011, p.193) home to one of the worl doés ol dest
Milani, 2011; Shoamanesh, 2009) and anrigih nation (Moaveni, 2009; Muys, 2009) that
has been in existence for near three millennia (Katouzian, 2013). Iran, according to Sullivan,
was rot formally colonized; howevedue to its rich oil resources,was not free of Western
intervention (as cited in Dossa, 2006,349). This country is a land that Milani (2011)
qguoting from Behbahadione of the most prominent figures thie contemporgr Persian

poet® has defined as:

blessed with millennia of written history and civilization; a land where
Zoroaster once spread his message of good deeds, happiness, and light; a
land where Cyrus once championed justice, freedom and humanity, where he

insaibed in stone a foundation for the defense of human righis/@).

Despite the old history of civilization, and with the exception of ancient sporadic
immigration (Shoamanesh, 2009jleeing of Persians who followed the Zoroastrian faith to
western Inda after the Arab conquest in AD 936, and followerdhaf Bah&'ifaith in the
mid-19th century Klakimzadeh, 2006) émigration is a relatively new phenomenon in Iran
(Shoamanesh, 2009). Inded¢kle recorded history of sending students abroad for education

(Bozorgmehr, 1998; Bozorgmehr & Douglas, 2011; Keddie, 2003/2006; Naghdi, 2010) and

migrant workers abroad only aboubne hundred yeadd (Naghdi, 2010).
7



Chapter One: IntroductionHistory of Iranian Immigration to Canada

However, masmigrationof Iranianshas been the bgroduct of the Iranian Revolution
of 1979 andits aftermath (Bozorgmehr, 1998; Katouzian, 2013; Naghdi, 2010; Parvizian,
Khademolqorani, & Askari Tabatabaei, 2011; Shoamanesh, 2009). The combination of the
Revolution and its economic, social, and political consequences like unsafe and unpleasant
condtions, political instability, religious and ethnic persecution (Ebadi, 2006; Moghissi,
Rahnema, & Goodman, 2009; Shahidian, 1999; Torbat, 2002), and the/eagHtaniraq
ward which began in 198D and increasing economic problems, rampant inflationgoasr
devaluation, the growth of unemployment (Ebadi, 2006; Katouzian, 2013; Keddie,
2003/2006; Naghdi, 2010; Shahidian, 1999; Shoamanesh, 2009), fear of being sent to their
deaths, and having to undergo military service (Ebadi, 2006; Moghissi et al., 2009;
Shoamanesh, 2009) has forced a large portion of Iranians to flee to other coumtni@sg
them, CanadaApart fromthel r ani an ¢ thawed paliaes, the le of imposing
sanctions against IlIran which hameandreskltedh a s

in more disappointment among Iranians, cannot be ignored (Ssilehani, 2008).

Moreover, Iran has one of the youngest populationlse world (HosseinChavoshi &
AbbasiShavazi, 2012; International Organization for Migration, 2009;aMjl 2011;
Parvizian et al.,, 2011) and Iranian culture puts immense emphasis on education
(Shoamanesh, 2009oreover,the shortage of seats in universities is well documented
(Parvizian et al., 2011). As a result, some Iranians lefttbgmursuean edgation (Keddie,
2003/2006; Moghissi et al., 2009; Shoamanesh, 2G@@d)e withthe expectation of better
futures for their children andbetter living standardgor the family (Carrington &
Detragiache, 1999; Moaveni, 2005, 2009; Moghissi et al., 2@08@phd this trend has

continued.



Chapter One: IntroductionHistory of Iranian Immigratio to Canada

Furthermore, the 1979 Revolution in its early years, generally speaiangyrely
curtailed the rightdo which womenhad become accustomethe governmentmposed
gender restrictions in some educational fields, changed theagwmnd divorce laws, and
ordered several social restrictions, including imposing the compulsory veiling regardless of a
womanodés citizenship or religion. These meas:
Iranians,providing yet another reason for thassive exodsiof women and families who
haddaughtes. Moreover, while the gover,thimbasbhot has i

translatednto equal employment opportunities (Ebadi, 200é¢die, 2003/2006)

The mass Iranian migration consisteidvarious population strata and social classes.
While the first wave of Iranian immigrants who left the country in the initial period
immediately before and after the Revolution were mostly urban middle and upper classes
(Shahidian, 1999)that included monarchiss, highly educated gople, and religious
minorities particularly Jewsad B a h § in the second wavkelasting from the midl990s
to the presedt working-class immigrantsn search of upward social mobility have been
added to the group of highly skilledné& educated immigrant@and increased the
heterogeneity of the Iranian exodus (Ebadi, 2080&kimzadeh, 2006Shoamanesh, 2009).
Additionally, common to these waves are refugees and asylum seekers (Shoamanesh, 2009).
As the result of drastic transformatiam Iranian society, Iranians have left the country in
droves; whether by obtaining visas or getting out by any cost in hands of smugglers (Ebadi,

2006;Hakimzadeh, 2006

To conclude, the Revolution of 1979 resulted in the largest emigration of Iranians wh
areextremely heterogeneous with respect to age, gender, ethnicity, mother tongue, religion,

political affiliation, education, social status, legal status, timing, and motivation for departure
9



Chapter One: IntroductionHistory of Iranian Immigration to Canada

(Hakimzadeh, 2006; Parya Trillium Foundation, 2Q0H2)d, ineffect, created what Dallafar

termsit he first major di2ar6§)pora of I ranianso (2

In Canada, Iranians are relatively new but a-fmstving immigrant community
(Garousi, 2005Vahabi, 2011). Beford961, only 130 Iranians had settled in Canada, bu
this number increased to nearly 25,000 in 1990 (Statistics Canada, 2007) and to more than
92,000 in 2006 (Statistics Canada, 2009; see Appendix 1). In other words, the introduction of
the new Immigration Act in the 1960s facilitated the entry of the franians to enter
Canada (Shahidian, 1999); however, the Islamic Revolution in 1979 created a surge in
immigration (Ahmed, 2008; Garousi, 2005; Moghaddam, Taylor & Lalonde, 1987;
Shahidian, 1999). In the early pastolutionary years, near half of Iram migrants came to
Canada as refugees (Dossa, 1999; Garousi, 2005). In addition to this majority group, since
the 1990s a growing number of Irandarhave migrated as entrepreneurs, investors
(Hakimzadeh, 2006) after the Canadian @yernment added the inwes class in 1986
(Green & Green, 2008)skilled workers, and also students who then becoming landed
immigrants Garousi, 2005, see Appendix According to theOrganisation for Economic
Co-operation and Development (OECD, 201i2),20052006 Canada was ehthird main
destination for Iranian immigrants among OEDC countvid®se profiles shows 61.4 %
were highly educated and 47.3% were woniauring the period 2001 to 20,1Dan became
one of the top ten immigraisending countries to Canada (CIC, 2012ba@ton, 2013) and
rose from eighth place in 2008 to fourth place in 2011 (Chagnon, 2013). In this year, the
median age of immigrants from Iran was 32.6 and the proportion of men was slightly higher
than women (Chagnon, 2013). Moreover, Iran has constagdlly the most common place

of birth of immigrants among Canadian permanent residents from Africa and Middle East

10



Chapter One: IntroductionStatement of Problem

from 2001 to 2010 (CIC, 2012b). The history of Iranian settlement in Of@atiaeau is
similar to CanadaBefore 1971, only a dozen Iraniansdhsettled in this region, but this

number increased to near 4,000 in 2001 (Statistics Canada, 2007, see Appendix 3).

Statement of Problem

As previously mentioned, a growing body of literature suggests that the health
advantage of some immigrants, partasly nonEuropean women, disappears with increased
length of time in Canada. It is also well documented d@nandividualés health is shaped by
the resources and opportunities availabl&eo or himandby how a society distributes its
sociceconomic resurces, known as social determinants of health (Raphael, 2004). These
determinants, as well as gender and other social markers impact the health and wellbeing of a
popul ace (Spitzer, 2012) . I ndeed, i mmi gr an
conditions and environment, poverty, racialized status and marginalization, class inequalities,
family and social support networks, and appropriate services and access to healthcare; as
well as their ethnic, religious, sexual, and gendered identity (Khadd); Hyman, 2001,

2011; Spitzer, 2011a).

Therefore, gender is one of the determinants of health (Spitzer, 2005) and cultural,
socicpol i ti cal and economic environments affe
individual and family levels (OxmaNlartinez, Abdool, & LoiselleLeonard, 2000). Gender
roles and ideologiesand inequities arising from them are inextricably linked with health
(Bierman, Ahmad, & Mawani, 2009; Spitzer, 2009). Women have more responsibilities for
taking care of the household aridr raising children which cause stress and strain

(Mikkonen, & Raphael, 2010; Oxmavartinez et al., 2000; Spitzer, 2005). However,
11
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gender is not experienced as an isolated phenomenon; indeed, it is integrated and intertwined

in myriad ways with other derminants of health.

Moreover, considéng immigration experiences is importaiwhen examining
i mmi grant womends healdtthh.e Tphpel sibmniiagcrtaotriso nt hpa
decision to migrate, the journey itself, and settlement précessstiutesan experience of
significant transitionthat includes new opportunities as well as potential hardships
(Vissandjée, Thurston, Apale, & Nahar, 2007). In fact, a growing body of literature has
suggested that immigration has to be considered as a detemann t of i mmi gr an
(Hyman, 2004; Kinnon, 1999). Furthermore, the migration experiences of women
fundamentally differ from that of men and they bear more deterioration of health than men

(Vissandjée et al., 2004).

While the number of Iranian imnrignt women in Canada has been rapidly growing,
they are one of the least understood immigrant groups. Despite the fact that in the last few
decades Canada has been host to tens of thousands of Iranian immigrants (Dossa, 1999;
Sadeghi, 2008); due @ paucty of data on Iranian immigrants, it is difficult to draw any
conclusions about the nature ofie Iranian community in Canada (Dossa, 1999).
Unfortunately with some notable exceptions (see Dossa, 1999, 2002, 2004 for Iranian
i mmi gr ant wo me n@asterdn 007, 2dl2 for demlthtcdre access of Iranian
i mmi grants), research on Iranian womeno6s he:
knowledge, no studio date hagxplored the health/wellbeing of Iranian immigrant women

in the Ottawa/Gabteau area.
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Research Question

The central research question that this research aims to answer is:

Does immigration impact on the health/wellbeing of Iranian immigrant women who

live in Ottawa/Gatineau?
The study also addresses the following-gulestions

T What are Il ranian i mmigrant womenod6s under ¢
1 How does immigration affect the health/wellbeing of Iranian immigrant women?

1 What do Iranian immigrant women see as determinants of their health?

1 What policies, programs,andsere es coul d best support | ra

health/wellbeing in the Ottawa/Gatineau region?

Purposes

This research is significant for the following reasons: first, it contributes to existing
literature byexamining theimpact of immigration on thevellbeing of Iranian immigrant
women; secondthe heéh and wellbeing of immigrantgreaty influence the health of
Canada as a whole; and third, Ottawa as the capital of Canada has been host to many Iranians
but there is an apparent lack of studies abloem in this city. Furthermore, enhancing the
voices and visibility of immigrant women allows them to be empowered, which is the key
component of a feminist health approach (MacDonnell, Dastjerdi, Bokore, & Khanlou,

2012).

13



Chapter Two: Literature Review

From the literature accessed, it is evident that many studies related to the health of
immigrant women in Canadhave beercarried out, but there are few studies that have
exami ned Il rani an C a nThid ilitarature wevieve mprovédes tsame | t h .
badground on the key issues such as the healthy immigrant effect, the social determinants of
heal t h, I mmi grant s& heal tHowevesg the litetatura revieavn i mim

here is by no means exhaustive.

Healthy Immigrant Effect

As mentioned ea#r, a growing body of literature with respect to selected mental and
physical indicators suggests that the health status of immigrants at the time of arrival is better
than the Canadiaborn population (Ali, 2002; Chen, Ng, & Wilkins, 1996a; Chen et al.,
1996b; Deri, 2004; Gee, Kobayashi, & Prus, 2004; Hyman, 2001, 2004; McDonald &
Kennedy, 2004; Newbold, 2009; Newbold & Danforth 2003; Ng et al., 2005; Perez, 2002;
Vissandjée et al., 2004; Wu & Schimmele, 2005a trendthat is called the healthy
immigrant effect. This health advantage has been obsemeahgstimmigrants to other
countries such as thdS (Antecol & Bedrad, 2005; Singh & Siahpush, 2002), Australia

(Biddle, Kennedy & McDonald, 2007), and tlK (Kennedy, McDonald, & Biddle, 2006).

Some reearchers (McDonald & Kennedy, 2004; Newbold, 2005a, 2006) argue that the
healthy immigrant effect may be more apparent than real with respect tasse#fsed
health T or i nstance, Ne wb o | devaluatetheqr dealth hekative to mmi g |

peersin Canada as opposed to the origin and/or as optimism declines and the reality of
14



Chapter Two: Literature ReviewHealthy Immigrant Effect

i mmi gr ant l'ife 1in the hréls tOthecsonote, thowgverstieat s
immigrants are less likely than the nativern populace to report a chronic conditi@hen

et al., 1996a; Newbold, 2006; Perez, 2002), have a disability (Chen et al., 2006b), depression
(Ali, 2002), or depressive symptoms (Wu & Schimmele, 2005a). Moreover, this advantage is
especially observed in immigrants from ABaropean countries (€h et al., 1996a, 1996b;

Ng et al., 2005; Vissandjée et al., 2004).

The healthy immigrant effect is attributed to several factors: first, Canadian
immigration policy selects for immigrants without serious medical conditions (Chen et al.,
1996a; Dunn & Dyck 2000; Hyman, 2001, 2004, 2007, 2011; Kennedy et al., 2006;
Laroche, 2000; McDonald & Kennedy, 2004; Ng et al., 2005); second, immigrants may
engage in relatively healthier behaviours in their home country prior to immigration
(Kennedy et al., 2006); arttird, selfselection, which means that people in good health are
more likely to move and emigrate (Chen et al., 1996a; Hyman, 2001, 2004, 2007, 2011;

Kennedy et al., 2006; McDonald & Kennedy, 2004; Ng et al., 2005).

As argued before, after settlintpis advantage declines over time (Antecol & Bedrad,
2005; Chen et gl 1996a; De Maio & Kemp, 2010; Gee et al., 2004; Kim, Carrasco,
Muntaner, McKenzie, & Noh, 2013; Newbold, 2005b, 2006, 2009; Ng e2@05; Perez,
2002; Vissandjéet al., 2004; Wu & Schimele, 2005a); however, not all immigrants are
equally likely to experience declining health status. In fact-Exmpean immigrants are
twice aslikely to report worsening health status (Ng et al., 2005) and women, particularly
those from norEuropean coutries, again, are more likely to experience a deterioration in

their health (Kim et al., 2013/issandjéeet al., 2004; Wu & Schimmele, 2005a).
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Social Determinants ofHealth

Some authors argue that deteriorattedon i n

to change intheir healthy behaviosmafter immigration (Antecol & Bedrad, 2005; Biddle et

al., 2007) or exposure to environmental allergens (Biddkd.£2007). kwever, the social
determinants of health (SDH) approach suggests a shift from eelantfestyle behaviour

as the most important predictors of health status to acknowledging economic and social
conditions as the essential factors that influence health (Navarro, 2009; Raphael, 2004). In
addition, SDH determine the extent and variety efources that a society organizes and
distributes to its members, and this approach contrasts with the biomedical perspective,
which focuses upon individu®ehaviour (Raphael, 2004). TNéorld Health Organization

(WHO) defines the social determinants ehlth as:

[T]he circumstances in which people are born, grow up, live, work and age,

and the systems put in place to deal with iliness. These circumstances are in

turn shaped by a wider set of forces: econc

(n.d., p.1).

SDH consist ohealthy child development, biology and genetic endowment, education

and literacy, employment/working conditions, gender, income and social status, social
support networks, social environments, the physical environments, personal heditegpra
and coping skills, health services, and culture (Public Health Agency of Canada, 2011). The
health & immigrants can be affected kdeterminantssimilar to thoseof nonimmigrant
Canadians; dwever, additional determinants relatedmigrant statuslso influence their

health (Khanlou, 2010). Therefore, other determinants such as racism (Etowa & McGibbon,

2012; Hyman, 2009), and immigration have to be considered as health determinants for
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immigrants (Hyman, 2004; Kinnon, 1999). Furthermore, Dunn@yck (2000) argue that
the socioeconomic determinants of health are more important for immigrants than non

immigrants.

Employment

In general, inmigrants are better educated than Canaldan population(Galabuzi,
2001; Kerr & Michalski, 2005; Zietsm&007). While educational attainmedecreases
unemploymentates for the Canadidworn, it h& not been the case for immigrants (Kerr &
Michalski, 2005; Zietsma, 2007). The employment gap between immigrants and their
Canadiarborn counterparts is well dosented (Bauder, 2003; Block & Galabuzi, 2011;
Galabuzi, 2001; Haan, 2008; Kerr & Michalski, 2005; Omidvar & Richmond, 2005, Yssaad,
2012; Zietsma, 2007) and dramatically demonstrates the impact of systemic racial
discrimination in the labour market whick embedded in thehite supremacist culture of
Canada (Galabuzi, 2001). For instance in 2006, very recent immigratis landed in
Canada five or less years prior to 2080&ere more than twice as likely to be educated in
comparison to the Canadiporn; however, their unemployment rate was more than double

the rate for the Canadidyorn populace (Zietsma, 2007).

While level of education is highly correlated with otl8DH (Mikkonen & Raphael,
2010),due toalack of recognition oeducation and credentialBguder, 2003; Danso, 2002;
Galabuzi, 2001; Omidvar & Richmond, 2005; Spitzer, 2007, 2@8w®anton, 2005),
immigrantsi | ose access to the o0®augffectknawnasde hey

sk I I i ngo ( Bar0ld. ynrother Ro0d® Bes k ipl.| pliesga forcedmemoval or

i mposed | oss of s mpéribl,sDiocsgnA& Qrdinario, 4397, p6ADe ui t a's
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skilling wastes human capital (Bauder, 2003); and also has traumatic emotional effects
(Alcuitas et al., 1997; Bauder, 2003; Staffordwield, & Ross, R10). Bauder argues that
manyimmigrantsend up findingemployment far below their qualification, which he terms
Abrain abuseo (2003, p . 714) . I n fact, i mmi
(Kazemipur & Halli, 2001). Employnme not only provides income, but it is also a source of

social support and networking and has correlation withestéfemn (Alcuitas et al., 1997;

Potti e, Ng, Spitzer, Mohammed, & Glazier, 2(

identity formation and provides a sense i) belongingbod

Income

Since the last decades low income rates have been rising among immigrants.
According to the census data, in 1980 very recent immigrant men earned 85% of their
Canadiarborn counterparisthis number would fall to 65% in 2005 (Picot, Lu, & Hou,
2009). Generally speaking, dismissal of education and credits, particularly exclude
newcomes from the upper segments of the labour market (Bauder, 2003) and immigrants are
overrepresented in thewest and lower middismcome quintile (Dunn & Dyck, 2000,
Kazemipur & Halli, 2001).The poverty rates foracialized minorities who are recent
immigrants, are higher (Galabuzi, 2001; Haan, 2008; Kazemipur & Halli, 2000, 2001). For
instance, the 2006 cerssshowed that the poverty rate for racializedividuals was 22%
compared to 9% for neracialized persons. Ninety percent of racializetlvidualsliving in
poverty were first generation immigrants (National Council of Welfare, 2012). In addition,

t h eolout coded labouremr k et 0 and e aforrséconggengratipnsCanaddanss i s t

(Block & Galabuzi, 2011; Pendakur & Pendakur, 2011).
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Census data suggest that during the last decades, the racialized population of Ottawa
has also increasédfrom 11.5% in1995 (Galabuzi, 2001) to 20.2% in 2006 (City of Ottawa,
2010) However relative to their numbers in the general populatibey disproportionately

represenb 0 % of ci t y &Gity qf Otawae2010k i t i z en

Living in the environment of poverty expass individuals to adverse and cumulative
social and physical stressors that can influence the health (Evans & English, 2002). Poverty
also affects access to housing and food security (Hankivsky, 2007; Mikkon & Raphael, 2010;
Vissandjée & Hyman, 2011). Sties indicate that living in poverty is associated with higher
rates of heart attack, aduhset diabetes (Mikkon & Raphael, 2010), serious illness,
premature death (Wilkinson & Marmot, 2003), disabling conditions, psychiatric morbidity
(Lorant et al., 203), depression, stress, shame (Belle & Doucet, 2003; Reid, 2007), and low

selfesteem (Spitzer, 2005).

Furthermore, chronic stressors of poverty may trigger the mobilization of coping
strategied engaging in unhealthy behaviours (Belle & Doucet, 2003;nEv& English,
2002; Reid, 2007) ke smoking or disordered eating/hich influencethe health and
wellbeing of immigrant women (Reid, 2007). Finally, poverty can lead to poorer access to
health services (Belle & @ucet, 2003; Reid, 2007; Lorasat al., 2@3). Considerig that
prescription medications and some other services are natecblg the Canada Health Act,
the ability to afford costs varies with income (Varcoe, Hankivsky, & Morrow, 2007). The
cost of transportation, time away from work, astdld-careillustrates additionalayers of
relation between income and inequities in access to health care (Eagan & Gardner, 1999;

Etowa & McGibbon, 2012).
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Two studiesconfirm that Iranian immigrantgn York (Parya Trillium Foundation,
2012) and Vancouver (Sweon, 2005) have also faced with the similar barriers, like non
recognition of their credentials and unemployment or underemployment, thdnelbeen a
source of financial and emotional stress. While 65% of survey respondents in York had post

secondary edwation, 85% of participants were not working in their field of education.

Racism and Discrimination

Racism is a determinant of health (Krieger, 2003) that generates stress, and stress itself
has a great impact on health (Brondolo, ver Halen, PencilletyBéatContrada, 2009;
Carter, 2007; Galabuzi, 2004). In factlirectly through psychological anghysiological
stress responsg racisminfluences health (Hyman, 2009; Veenstra, 2009). Furthermore,
racismcan indirectly affect healththrough differentialopportunities related to other SDH
(Brondolo, Love, Pencille, Schoenthaler, & Ogedegbe, 2011; Danso, 2002; Hyman, 2009;
Krieger, 1999; Nazroo, 2003; Williams, 1997).-Bldlling, labour market segregation, and
economic and social hardship gr&t ofimmigr ant s6 experiences of wh
Aeveryday racismo ( a2l12cp8tled iTheEtedwa e& G@Ei[ lh c
of poowempoywnds inequalities in material cond

(Galabuzi, 2004, 235).

Studies reveal that both interpersonal and institutional racism may increase risk for
hypertension(Brondolo et al., 2011; Krieger & Sidney, 1996), as well as depressive
symptoms (Beiser, 2009; Levy, Ansara, & Stover, 2013; Noh, Beiser, Kaspar, Hou, &
Rumnens, 1999). In Canadeacism has been embeddedt onlyi n t he countryods

and institutionsalsobut hasbeen documented in interpersonal discrimination. According to
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Canadian police services, in 2010 the two most common motivations for hats evare

race/ethnicity (52%) and religion (29%) (Dowden & Brennan, 2012).

Moghissi mentions that Iranian women like all other immigrant women have suffered
from painful racial structures in their adopted hecoentries (1999).For instance,
researchersineden di scuss that dAethnic discrimina
for Iranian immigrant women (Akhavan, Bildt, & Wamala, 20073%4). In Canada, Iranian
immigrant women have reported sharp declines of seoimomic satisfactignand this
dissatsfaction and structural discrimination haagreat impact on a sense of not belonging

(Moghissi et al., 2009).

Social Support Networks

Evidence suggests that increasing the density of immigrants who are from the same
ethnicity in a neighborhoodhas a psitive relationship with mental health (Stafford et al.,
2010; Xu & McDonald, 2010). Noh and Avison (1998) examining Korean immigrants
argue that social support fromembers of the same culture reagreater contributions to
i mmi grant so [Iemaq than rsupponfram the éofodder communityand also
reduced levels of stressful life events. Building on the works of Berkman et al. and House et
al ., Shields argues Athat feeling O6connecte
such ties promotenutual respect, and thereby increase-sedft e e mo 1. M6ghissi, p .
argues that Iranian women find it difficult to develop meaningful friendships outside their
own culture. In addition, by losing dile mal e net wor ks fAuprootedn

secu ity and support which they enjoyed at hon
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Age

Studies demonstrate that age at arrival is an important factor in mental health and
wellbeing (Canadian Task force, 1988; Xu & McDonald, 2010). For instance, Wu and
Schimmele argue that immigrs who had landed in Canada before age 18 had worse mental
wellbeing than other immigrants (2005a). Immigrants who migrate in adolescence are often
caught between different cultures and must deal with their own specific challenges (Morris,
2003; Wu & Schinmele, 2005a). Jiwani (2008yguesthat acculturation is highly gendered
and young women show a higher rate of dissatisfaction with their communities in
comparison to their male counterparts. Acculturation not only affects the first generation of

immigrart women, but it is also influences the second generation (Rajiva, 2009).

A study in Vancouver conducted by Jafari, Baharlou, and Mathias (2010), revealed that
young Il ranian adult participant sazceptiggiew C 0N C ¢
sodal norms. The disagreement between parents and children on sexual behaviours was one
of the main issues of conflict. The social service providers in York study also mentioned that
cultural clashes had been an issue while working with the Iranian newgontés Parya

Trillium Foundation, 2012).

For immigrants who are 45 years old and over, the employment rate is much lower
than younger immigrants (Grondin, 200#)e relatiosship between employment and health
was describeckarlier. Additionally, studieseport that for elderly Iranian participants, the
major problems were poor social and family support, tF#danguage proficiency (Jafaet
al., 2010), lack of transportation assistance to ESL classes, difficulty finding employment at

older age witHanguage barrier, and feeling likeurdens for who gained entry to Canada as
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dependent upon their children through sponsorship progrBaryd Trillium Foundation,

2012) Shemirani & O'Connor (2006) through sestriuctured interviews documented the

aging expeences of five Iranian women (three of whom came as refugees/refugee
claimants) who i mmigrated to Canada after aft
findings: lacking control over migration, experiencing multiple losses, and avoidance and

fear ofagi ng. Dossab6s study on Ilranian i mmigr
intergenerational relationstgpthat, she arguescan be a potential source of depression

(1999). Ghorashassertghat for older people it is more difficult to adopt a new laggiand

lifestyle (2003). Researchers in Sweden suggest that community intervention programs such

as potlucks, playing bingo, cultural events, and poetry reading in a day care centre for
Iranian immigrant seniors can reduce isolation and stress, andlmoative impact on the

el derdés health and well being (Emami, Torres:c
Australia found that Iranian immigrants over the age v6&e more likely to have
psychological distress than their Australians counterpailizadehKhoei, Mathews,

Hossain, 2011).

Health Services

Health care services are not only one of the SDH, but they are also a fundamental
human right (Mikkonen & Raphael, 2010). D200 argues that recent immigrants use
physician services less frequentlyah norimmigrants or longerm immigrants and this
difference in utilization idargest for preventive servicddyman also found similar patterns

of underutilization in the use of preventive and mental health services among recent
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immigrants (2001) andralerutilization of preventive health screening may impact health in

a negative way (Hyman, 2009; Newbold, 2005b).

Moreover, other issues like trust of Western medicine and the preferential use of
traditional and alternative treatment can affect healtheEswitilization. For instance, Chen
(2010) mentionsi [ e] xi sti ng ment al health services,
model , are often not %lp maddipon,itraditianal veatmemtdsc e pt a
usually not covered by health plamgich can make another barrier (Chen, 2010; Lee,
Rodin, Devins, & Weiss, 2001). Furthermore, research indicates that health services
utilization increases with the number of physicians who speak the same language in the
neighbarrhood (Deri, 2005). This igzonsistent with the results of a study on Iranian
immigrants which shows that the participants preferred to receive sexual health education
and information from a physician who was fluent in Farsi and familiar with their culture
(MatickaTyndale, Shirpak& Chinichian, 2007). Another study ithe Greater Vancouver
Area also supports the previous study an@éaés/that creating and airirglturally sensitive
programs, particularly by wek nown providers in Iranians6é co

for providing accessible health information (Poureslami, Rootman, & Balka, 2007).

Moreover, barriers to health care services can be strégsing in themselves
(Ahmad, Shik, et al., 2004). Various studies reveal many challenges facing immigrants. The
barriers ilude: language insufficiency (Ahmad, Shik, et al., 2004; McKeary & Newbold,
2010; Ng & Newbold, 2011QxmanMartinez et al. 2000; Reitmanova & Gustafson, 2007,
2008; Stewart et al., 2008), limited knowledge about available services (Ahmad, Shik, et al.,
2004; Donnelly & McKellin, 2007; Reitmanova & Gustafson, 2007), long waiting periods to

see specialists (Ahmad, Shik, et al., 2004; Ng & Newbold, 2011; Reitmanova & Gustafson,
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2007), shortage of health care services (Dean & Wilson, 2010; McKeary & NevZ6did),

lack of control in the referral proceghreemonth waiting period for health insurance in
some provinces (Ahmad, Shik, et al., 2004), health care coverage (McKeary & Newbold,
2010), cultural/religious barriers (Jiwani, 2006; McKeary & Newboll® Reitmanova &
Gustafson, 2007, 2008), lack of sasex providers (McKeary & Newbold, 2010; Ng &
Newbold, 2011; Weeragsighe & Mitchell, 2007), expensand/or difficulty in finding close
parking (Neufeld, Harrison, Stewart, Hughes, & Spitzer, 2002) @sutimination (Jiwani,
2006; McKeary & Newbold, 2010; Reitmanova & Gustafson, 2008). More importantly, it is

more likely for women than men that their care needs go unmet (Armstrong, 2004).

Some of these findings are c@tent with the researabn Iranian immigrants; three
month waiting period for health insuraricéparticularly for seniors Rarya Trillium
Foundation2012), long wait times to get a referral (Dastjerdi, 2007; Matickadale et al.,
2007), language barrier (Dastjerdi, 2007, 2012, Dastj@fdion & Ogilvie, 2012; Maticka
Tyndale et al., 2007), lack of knowledge of Canadian health care services, lack of trust in
Canadian health care services (Dastjerdi, 2007, 2012, Dastjerdi, Olson & Ogilvie, 2012),
inability to afford the cost of medicatienand eye or dental care (Dastjerdi, 2012), and

discrimination (Dastjerdi, 2007; Dastjerdi, Olson & Ogilvie, 2012).

Culture

As Lipson mentions, Afheal th concelp)ti ons
therefore immigrants may have different healttowtedge and health care experiences
(Si mich, 2010) . I n fact, heal th is more th:

culturally defined amad.9p).r 8¢ bssessing breadt Aeplthe w,
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knowledge of Iranian immigrant women, VahdgBD11) showsthat Iranian women had a

Il imited preventive knowl edge. She argues wh
be shaped by their homeland values and their cultural attitude, it is necessary for health care
professionals to be educated abitngt needs of immigrant clients and to notify women when

they are due for the annual chagik

Poureslami etll. mention that many Iranianespecially eldergend to ask foadvice
when they are seriously ill and Iranian culture does not traditionalphasize preventive
health care (2007). Li psonds findings (1992
immigrant participants of her study used home remditieseas or herbs for prevention and
treatment of symptom such as nervousness or stomaddt, lpsd most of them were
reluctant to seek psychiatric help; rather they preferred to solve their problems by themselves
or discuss it with family members. Researsher Canada (Dastjerdi, 2012) and U.S.
(Lipson, 1992) argue that different expectatioe$ween health care providers and Iranian

immigrants can lead to dissatisfaction.

While calls for culturally competent care have been on thetheg,effectiveness in
reducing health inequalities is in doubt (Edge & Newbold, 201314b; Etowa &
McGibbon, 2012, p.86; Reitmanova & Gustafson, 2008, }02). In fact, addressing the
issue of cultural sensitivity may detract attention from political, social, and economic factors

that exclude the concerns of racialized immigrants (Dossa, 2004).
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Language

After finding an appropriate job, the language barrier was the seaokdhg difficulty
reported by immigrants (Grondin, 2007). Language proficiency not only limits access to
health care, but it is also a predictor of employment and income (Beiser & Hoy; 2600
well as an ability to build relationshé@nd healthy social support systems (Vissandjéa.,
2007). While language proficiency is an important part of human capital (Grondin, 2007),
women have had fewer opportunities than men to learn languagey aostmigration
period (Beiser & Hou, 2000). Priority of language training in immigrant families may be
given to men in order to upgrade their skills to find a job and after years when women find
an opportunity to participate in language training paogs,these programs are not free and
may be not affordable for them because of economic difficulties (Morris, 2008).is
important, particularly whestudies such aBottie et ab s ( 2 0 Ottéat) poos |Ianguage
proficiency is associated with pesef reported health and this association primarily impact
women.For example, fodranian immigrants in York, the long waiting list for governmental
funded language classes and shortage of evening dlafksethose who were unable to

attendday-time classsg iere important concern®érya Trillium Foundatior2012).

Physical Environments,Living and Working C onditions

The physical environments, living and working conditions influence health in many
ways. For instance, overcrowding is a predisposing faabor réspiratory infections.
Moreover, poor housing such amadequate heating and ventilation,because of
socioeconomic status, have adverse health outcomes (Mikkonen & Raphael, 2010). These

conditions may cause accumulation of toxins from household clksanséhomecooking,

27



Chapter Two: Literature ReviewRefugees

which have significant impact on the health of women (Spitzer, 2005). In addition,
occupational or ergonomic exposures may | eo
2005) ; particularly when 't hegyobaroe (nsopridg zleirk e
27), in low skill and manual jobs which have poor occupational health standards (Benoit &
Shumka, 2009; Galabuzi, 2001; Premiji, Duguay, Messing, & Lippel, 2010; Spitzer, 2011b).

For example, a studshows(Ahmad, Shik.et al., 2@4) thatsomeimmigrantwomen were

suffering from back pain due to the labour they had to do in Canada.

Similar patterns were observed in the York study; many Iranian newcomers were
working in survival jobs and numerous immigrant men left Canada foerbatiployment
opportunities and income, which places a considerable amount of mental and physical stress
on the other parent and on the childrBarfya Trillium Foundatior2012). In another study,
some Iranian immigrant women mentioned that growing dlugpan in Iran, particularly in
Tehran, was one of the reasons for their migration. Some also chose Vancouver for its mild
climate and geographical similarities with Iran (Bailey, 2004). Comparing leftist activist
refugee Iranian women in California and the Netherlands, Ghorashi (2003) argues that
familiar surroundings made the adjustment easier for women in California; while, most of

women in the Netherlands complained about the cold.

Refugees

The suddenness of displacement (Danso, 2002) anchigretion experience (Beiser,
2009; OxmarMartinez et al., 2000) are important factors that influence health/wellbeing of
refugees (Beiser, 2009; Danso, 2002; Oxsieatinez et al., 2000)Many of them suffer

from the loss of all contact to the countries thieg f{Malkki, 1995) which can affect their
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health (Grove, & Zwi, 2006). At time of arriyahe health of refugees might be worse than

other typs of immigrants (Perez, 2002) due to the less precise screening process that
refugees undergo (Kinnon, 1999)wsll astheir previous experiences of trauma (Grove, &

Zwi, 2006; Kinnon, 1999). Prmi gr ati on trauma can also jeop
arrival (Beiser, 2005) and they are more likely to decline to a state of poor health (Newbold,
2009) and havegreater health needs (McKeary & Newbold, 2010). Moreover, refuayees

often portrayed as a drain on resources (Grove, & Zwi, 2006) and discrimination affects their
health (Beiser, 2009). In the UK, refugee women were more likely to experience depression

in comparison to male refugees (Drennan & Joseph, 2005). A study by Bagheri reveals that
10% of Iranian patients in Canada who were referred for psychiatric treatment had

experienced prenigration trauma due to war tire Revolution (1992).

Gender

As discissed earlier, gender is a determinant of health (Spitzer, 2005, 2009; Varcoe et
al., 2007) and is determined @an unequal power structure that affects all aspects of
womenods | ives (Boyd, &ZGmnzecegui2008el LA®Bc e Mas
2007). Women are mne likely to exert less contralver their bodiesor to be poor (Benoit &
Shumka, 2009). In additidhas mentioned befodewomen have more responsibilities for
taking care of the household afwdt raising children that cause stress and strain (Mikkonen,
& Raphael, 2010, Oxmaklartinezet al., 2000; Spitzer, 2005; Stacey, 2005; Varcoe et al.,
2007). Furthermore, during the last decades, witgkconflict has increased dramatically
and women exgrience higher levels of this conflict than men dwthers continue to

experience more stress and greater conflict between their family and work than do fathers
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(Duxbury & Higgins, 2001, 2003) and the relation between this conflict and health problems

is well documented (Duxbury & Higgins, 2001, 2003; Frone, 2000).

Migration constitutedoth potentl challenges and opportunitiéBossa, 2004; Llacer
et al., 2007; Spitzer, 2007; Vissandjée et al., 2007). Negotiafioew gender and familial
roles (Boyd &Grieco, 2003; Mahdi, 1999; Spitzer, 2007, 2011a), as well as losing their
previous family and community networksan affect the lives of immigrant women (Dossa,

2004; Spitzer, 2007).

Additionally, immigrant women are more educated than their Candwxiian
counterparts and in 2006, 26% of them had a university degree (Chui, 2011); however, the
employment rate for the very recent immigrant women was near three times lower than the
Canadianborn women (Zietsma, 2007). Moreover, immigrant women are morky like
experience a significant degree of employment mismatet theprevalenceof this trend
increases with age (Haan, 2008). In addition, negative effect of unemployment is stronger for

women (Bambra, & Eikemo, 2009).

Furthermore, the lack of subsidiz child care (MacDonnell, Dastjerdi, Bokore, &
Khanlou, 2012; Piano, 2014; Rasouli, Dyke, & Mantler, 2008) or culturally appropriate child
care (City of Ottawa, 2010) can create another obstacle for immigrant wparéoularly
for singlemothers (City & Ottawa, 2010)to find employment. The lack of subsidized child
care can also be a barrier when women ag&isg higher education (Rasowei al., 2008).
Moreover if they find a job, they may interrupt it for caretakinghich can lead to poverty

in their old age (Anderson, 2000). A study reveals that Muslim women who weas hijab
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experienced discrimination when applying for works or harassed in their workplace (Persad,

& Lukas, 2002).

Mor eover, Apoverty and | caw i(nRceg pa2Dl)akrOed 7g e n
2005, immigrant women eaed less than both Canadiorn women and their male
counterparts (Chui, 2011)n R006, the rate of poverty wagyher for racialized women than
their male counterparts; 52% versus 48% (National Council of Wel2@d). In that year,
racialized immigrant women earned 56.5 cents for every ddiarnonracialized men

earned.

Low income is much higher for lofarent families (Kerr & Michalski, 2005; Haan,
2008), the majority of them mothers rather than fatherseifK& Michalski, 2005). For
instance in 2010, lorparent families were three times more likely to be poor than two
parent families with children (Citizen for Public Justice [CPJ], 2012) and this rate increased
to almost four times in the next y&aB5% of poor loneparents family were femaled
(CPJ, 2013). Furthermore, loparent women are more likely to report depression than other

women (Stewart, Gucciardi, & Grace, 2003).

Women are also more likely to experience severe and chronic gaitesrolene and
coercive control imolving high levels of injurythan men (Ansara & Hindin, 2010).
Mi grati on may i ncrease i mmi gr ant womenos
expressions of patriarchy (Ahmad, Riaz, Barata, Stewart, 2004; Moghissi, 1999), because
they may encounter economic, cultyrahd linguistic barriers to accessing support; as well
they may distrust or feathe Canadian legal system (McDonald, 1999; Thurston, 2011).

Among them, the immigrant women who gain entry to Canada as dependent spouses
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dependent upon their employers through sponsorship programs, are more vulterable

abusive relationships (Cottrell, Tastsoglou, & Moncayo, 2068nson & Colpitts, 2033

Iranian immigrant women similar to the other immigrant women have also exgettie
unemployment and economic decline and their unemployment rates are higher and their
income is lower than their male counterparts (Moghissi et al., 2009). Dodsar study of
postrevolution Iranian women living in metropolitan Vancouvargues thiathe social
experiences of Iranian immigrant womane compounded by both surviving the revolution
and dealing with Canadian immigration policies. She mentions that the Canadian system
Aferasedo some | ramsaan woeea 6wa philigt ksdowavowar d
|l evel 0 Q&)0.04,Stpe expl ains that womends HAstr
deprives them of the opportunity to engage in what should be the basic human rights: the

right to work and to seek opportunities for soamkie r ac t67)on o ( p .

In addition, family has a central role in Iranian society (Mahdi, 1999; Naghdi, 2010;
Shirpak, MatickaTyndale, & Chinichian, 2011). Mahdi argues that the role adjustments for
womenwho immigrated to the United States, are accommhibyg satisfaction, as well as
high degrees of stress (1999). Moreover, studieghénU.S. (Mahdi, 1999) and Canada
(Shahidian; 1999; Shirpak, Matickayndale, & Chinichian, 2007) show that the prevalent
individualism and greater focus on the rights tbé individual are antithetical to the
collectivist tendencies that are presentha Iranian family and cafe seen as a potential
threatto Iranian marriages and as a contributor to high divorce rates. Other studies also
confirm the highest rate of divarcamong Iranian immigrants in comparison to other
communities: the highest rate among four communities in Canada (Moghissi et al., 2009),

and the second highest rate in Sweden (Naghdi, 2010).
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Disability

People with disabilities are more likely to experiehawer educational achievements,
less economic participation, poorer health outcomes, and higher rates of poverty than the
general population (DesMeules, Kazanjian, Payne, Stewart, & Vissandjée, 2003; WHO &
World Bank, 2011; Wiebe & Keirstead, 2004). Traege also more likely to have loftgrm
poverty (CPJ, 2013) and duration of poverty is another factoritflaenceshealth (CPJ,
2012). Moreover, while vamen have a longer life expectanityan men they experience
more episodes of chronic conditions dondg-term disability than menDesMeuleset al.

2003; Mikkonen & Raphael, 2010).

With regards to Iranian immigrants, research in Belgium shows how the combined
forces of history, religion and rejection, unemployment, and discrimination excluded Iranian
immigrant with disabilities from their new host country (Albrecht, Devlieger, & Van Hove,
2009). And in reference to Fahimeh, an Iranian woman living with disability in Canada,

Dossa (2006hotesthat:

a familiar social environment helped her to avoid weprihe label of

disability as the sole marker of her ident
upon her migration to Canada. Though labelled as disabled, she was not

entitled to access resources owing to compounded marginalization resulting

from her being a dabled woman of colour (850).
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Sexual Oriertation

While lesbian and bisexual women have the similar range of social and health concerns

and no illness unique to therhey facediscrimination and isolation as the result of their

sexual orientationMat hi eson, 2007; OO6Nei l |l g cOHpri nwl eo,u t:
may contradict valuesins@n cul t ur al c o nidactta feeding exalideddrom mi g h t
their communities ( O6Nei | | & Sproul e, 2011,

groundedin heterosexist beliefdesbian and bisexual women need to disclose or negotiate
their identities with health care providers. Disclosing can make them uncomfortable, so they
do may decide not to seek care. Furthermorseaeh shows that women may face
homophobic attitudegrom health care providers (Mathieson, 2007). Discrimination is
amplified when being bisexual or lesbian is compounded by other identities such as

racialized/ethnic identity (Mathieson, 2007).

Conclusion

The literature review shows thenostof the studieghat have examined the Iranian
i mmi gr an tfecdsed lore ank tofhthe health determinaatsdid not explain the
intersection of racialized status, gender, migration experience, and socioeconomic
deteminants. Dossa emphasizes timabrder to findthe factors that affect wellbeing, it is
vital to see beyond barriers at the individual level (2004) and examine the multiple structural
exclusions and Athe different ways i n whic
particular contek s 6  ( 23@7). Bnportgmtly, nost of these studies did not explore the

health statusd change after i mmigration or

voices of Iranian immigrant women. Furthermabes majority of the existingresearchook
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place in Toronto or Vancouver and to the best of my kedg&,no studyhas been
conductedi n t he Ottawa/ Gatineau region. Whil e t
immigrants are choosing to settle in smaller metropalin  ar e a s 2007, H),ule et al
need for understanding the experiences of smaller urban centres has remained (Edge &
Newbold, 2013). In additiorthe Iranian community as a relatively new community does not

have significant level of cohesion (Rahnema, n.d.), soréasonablée o0 assume t hat
Oprotacbameeffect o (14MNabyeot extendtq a sthdlé€r degion fike

Ottawa/Gatineau.

The aim of my study is to address these gaps; moreover, the voices of Iranian
immigrant women living in Ottawa/Gatineau needbe heard in order to not only find the
i ndividual | evel sd6 health determinants but

economic determinants dfeir health.
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In this chapter, | present the conceptual dmbtetical approaches underpinning my
investigation of the perceptions and experiences surrounding the impact of immigration on

the health/wellbeing of Iranian immigrant women.

Canada is welknown for its relatively high standard of health and livingwkwaer,
these standards are not distributed across the popdagtianicularly for women
disadvantaged by various forms of oppression. Examining these inequities demands a critical
analysis and a comprehensive framework which understands gender as aasignifi
determinant of health but one that is inseparable from other forms of social indicators such as
class, sexual orientation, disability, age and ethnicity/racialized status (Varcoe et al., 2007).
Indeed, there are numerous social identities that infen@ioforce, and mutually constitute
one another (Dhamoon & Hankivsky, 2011; Hankivsky & Cormier, 2009; Shields, 2008) to

influence health and wellbeing (Varceeal., 2007; Spitzer, 2011a, 2011b).

Moreover, this framework has to consider traditionallthedeterminants, such as
genetic and lailogical factors(Hyman, 20119 as we cannot deny the material reality of
biology (Singer, 2004) and other determinants of health; as well as related determinants to
the migration context, such as migration policy ii&n, 2011). Indeed, considering
mi gration experience shows fdanother | ayer o
which the determinantfso heal t h oper a20®,p98Bi.L. eMmameéor al .
health is a multidimensional issue (Morré&w Hanki vsky, 2007) and ana

health needs an integrated, multilevel, and intersectional approach (Ingleby, 2012).
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Perspective

To do this, | use intersectionality as a theoretical framework and engage with two
concepts: the social determinants of Itkeaand oppression to explore the interactions
between social determinants of health and various forms of oppression that impact Iranian
i mmi grant womendés health and constitutes thi
intersectionality, | attemptio unpack the linkage between the social determinates of health

and multiple oppressors that affect health and wellbeing.

Social Determinants of Health: A Critical Perspective

Over a century and a half ago, Rudolf Virchow, a German physician, investigated
epidemic of typhus in Upper Serbia and Frederich Engels, a political economist, studied the
health conditions of British working class. Both argued that unfair policies and economic
status related to material conditions ofdifpoor living conditionsjnadequate diet, and lack
of sanitatio® and they also described the direct links between social conditions and health
(Navaroo, 2009; Raphael, 2004). These resear@hmrsong many others who have followed
their work®d show that several social and economiceirelated conditions, beyond
individual behaviour determine health and wellbeing of individuals (Navaroo, 2009;

Raphael, 2004, 2012).

Therefore, the social determinants of health approach is a critical examination of the
complex web of determinants thatluence the health and wellbeing of a population, as well
as analyzing the unequal distribution of various resources that are offered and made available
by a society (Raphael, 2004, 2006, 2012). In this view as Virchow eloquently pointed out,
fiMedicine isa social science and politics is nothing else but medicine in largetcscae n d f or

ful filling henustentardhle politivakahd sodiahlde filas ci ted 1 n
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2004, p.3). As Raphael argueworking on social determinants of health reedfia mast er
conceptual schemedo from a #dcritical soci al
economic, and political processes by which inequity to access to social determinants of

health is shaped (2006, §b4).

Oppression lliness: Antioppresson Lens

Moving from biological to social understandimg health is fundamental to making
linkages between the processes of oppression and structural discrimination, and health and
wellbeing (McGibbon, 2012b; Singer, 2004). Along with chronic worryingualmasic
necessities such as shelter and ®ad a result of unequal distribution of social
determinants of healdhwhich leads to psychological stress and chronic anxiety (McGibbon,
2012a; McGibbon & McPherson, 2011¢veryday sexism and racism, to menterfew,

cause the mental, spiritual, and physical suffering (McGibbon, 2012a).

To draw attention to the social origin of illnesses, Singer (2004) offers the term
Aoppressi on i Usédrcelabsl the chionicettaumitic effects of experiencing
sccial bigotry over long periods of time (especially during critical developmental periods of
identity formation) combined with the negat
(p-17). In this vein, an oppressive environment and negative sogiabstpes about gender,
ethnicity, sexual orientatigrand other identities is a source of stress which produces an
illness. Indeed, oppression encompasses the health effects of social and material deprivation,
social exclusion, and stigma as expressedutin the chronic psychological and physical
stress that ultimately leads to mental and physical probldmesibbon, 2012b; Singer,

2004).
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I n other words, oppressions are fpart of
determine how society is orgaseit through key institutional arrangements that shape the
di stribution of benef i ts 97pa imhe brdats ofdoppnession, ( Ga |l &
unequal distribution of resourcesnd deprivatiorarearticulatedthrougha complex network

of social deternmants of health, leading to polibased illnesses (McGibbon, 2012b).

Therefore, to enrich an understanding of how social determinants lti heawvell as
different forms of discmination, and hence oppressioperaté in a complex manneio
shape and ipact on the hath of Iranian immigrant womerl, use intersectionalityas a
comprehensive framewarkThis framework explores multiple axes of difference and
recognizes the ways in which Iranian immigrant women experience the world from their
particular som@l location through mutually constitutive interactions of different social
i ndicator s. Further mor e, i ndividual sé | ives

their experiences, so intersectionality also reflects the reality of life (SHEIA8).

Intersectionality: Theoretical Framework
According to the Association for Womenos

Intersectionality is a feminist theory ... [which] starts from the premise that
people live multiple, layered identities derived from soaiddtions, history

and the operation of structures of power. Intersectional analysis aims to
reveal multiple identities, exposing the different types of discrimination and
disadvantage that occur as a consequence of the combination of identities. It
aims toaddress the manner in which racism, patriarchy, class oppression and
other systems of discrimination create inequalities that structure the relative

positions of women. It takes account of historical, social and political
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contexts and also recognizes wegndividual experiences resulting from the
coming together of different types of identity (2008, 1-2).

Hankivsky (2012) argues that intersectionality emphasizes the potential integrated and
fluid configurations of the complex interplay amongst sotmahtions and processes that
shape health inequalities. 1Ft13fijsinsgtead ia
hierarchical or ddr7ilmg .ofl noppgrmhegsiwomras(,p.i nte
a number of key assumptions concernethwhe simultaneous nature of multiple categories
at multiple |leale2Dl9,@2).(tisamultl evley anal ysis tha
to the combination of forces arising fromicro-, mese, and macrel evel s of soc
(Guruge & Khanlou, 2004p. 34). In addition, intersectionality is the prevailing approach to
examining the dynamics of differences and similarities (Cho, Crenshaw, & IM@0&3;

Shields, 2008; Varcoeet al., 2007) and not homogenizing all members of a group

(Hankivsky & Cormer, 2009).

Moreover, intersectionality is a critical framework that has revealed policy is not only
neutr al but it al so fAireifies the oppxressiyv
(Hankivsky & Cormier, 2011, p. 219). According to Nash, inteisaatity is an analytic
tool for theorizing oppression (as cited in Hankivsky & Cormier, 2011217). While
oppression, power, and discrimination are interconnected and structural power is at the heart
of oppression (McGibbon, 2012a), intersectionaligy$ explicit attention to power and
interrogates its dynamics (Chet al., 2013; Dhamoon & Hankivsky, 2011; Hankivsky &
Christoffersen, 2008; McGibbon & McPherson, 2011; Morris & Bunjun, 2007; Tomlinson,

2013; Wilkinson, 2003).
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Therefore, employing integstionality as a critical feminist framework and utilizing an
antioppression lens permits me to see how structural barriers and systemic practices may
impact the health/wellbeing of Iranian immigrant women. In the time health inequities
particularly perst for women whoare disadvantageé by multiple forms of oppression,
analysis of these inequalities demands a focus on social and economic circumstances, which
are not separable from gender and othem$oof social difference (Varcoet al., 2007).
Whilelooki ng at the soci al determinants of hea
the social o (Leeuw & Gr-appression oriical p&dpective willp . 54
help me to investigate the 0 t6hand thesdéctsfof cause

systemic discrimination and oppression on wellbeing. To put it in another way:

We must relinquish the reductionist lens of the medical gaze in favour of a

more complex consideration of im/migrant health that can be situated within

a dynamic sociatontext that attends to the social environment, the political

economy of health and the bodyin essence, a platform upon which we can

examine the impact of marginalization and oppression on-heétig

(Spitzer, 2012, pl14).

In fact, intersectionalitys a different way of thinking that shows how the systems of

oppression operate together to grant power and privilege (Garlamdpson, 2002). This

framework leads researchers to consideoader structural ah systemic inequalities

(Bermanet al., 2009).

For Ji wani , A1 ] ntersectional ity S a k
crosscutting, intertwining, and i16)t Whilenes hi n
Aheal th is a soci al 216)sthis fmamewadrkshetomeed Wak efi d |, :
through the path of social justice and to tread [my] way through the complexities of power
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rel ati onso @3B.dnAaatcoke oflt®eIn@in ains of intersectionlity is the pursuit
of social justice (Hankivsky & Cormier, 2011; Wilkinson, 20@@#)ich is the mission of

feminist researchers (HesBéer, 2012).

Mor eover, Il ranian i mmigrant women | i ke ot
fat eo ( Be iS39kand theprespdnd to the.challenges. As Dossa (2009) meations
Apl ur gpraachtcan deadao a more enhanced understanding of the workings of power
(structure) and the ways that people remake theid vdos ( ageldba).yFnally, ( p .
interrogating multiple forms of exclusion allows me to have a sharper political edge (Dossa,

2009).

To conclude, various determinant factors operating at different levels, from individual
(micro) level to intermediate (meso) level and systemic (macro) level, determine the health
of immigrant women. These factors intertwine and mutually constitigeanather. In other
words, these factors cannot be considered a
rather should be seen as producing a dynamic matrix of dominant and subordinate positions
within the social | alB8&).sTlkeeefore,omy (h&sis iloskat ehe , 200
complex ways in which migration, gender, racialized status, and other social identities,
intersect with other determinants of health to shape health/wellbeing of Iranian immigrant

women.
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In this chapter | describe the methodological undertaking and research activities of this

research.

Methodology

Met hodol ogy is fioa shared quest for the v
6t he way a group | egi ti mswords201R, 83\ IHardinge c | a
defines met honryandanglysis af iowfieseartthhes® or shoul d be
(1987, p.3). It provides the theoretical perspective that joins the research question to a
specific method or methods (Hedier, 2010 . I n other words, met ho

philosophical or logical rationale for the links researchers make among theory, pragmatic

research strategies, evidence, &b).dFeniniste e mp i
met hodol ogy seieksndto tfherde favvhdathear what i s
p.23) . Put it another way, A f] emini st met ho

whether, knowledge produced about social life can be connected with the social realities of

wo meno &nlL2806,00480). In fact, feminist methodology is rooted in the belief that
knowledge is situated within the specific place and time, as well as cultural, historical, social,

and political context (Beckman, 2014). Moreover, it tries to understand ther gtrwctures
(Beckman, 201 4,; Code, 1995) because NnAthere
knowl edgeo (Hawk&swo rAtchc,or 2l nzy, t . -pdudiry, A mo s
and knowledgeirculating activity is politicallyi n v e st e d 88). (nde®ddrre,of the .

things that distinguishefeminist research is its methodology, which provides particular
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principlesto overcome biases; rather than use of a specific method (Beckman, 2014). Most
importantly, the central missioof feminist researclis strivingt o gi ve Vvoi ce to

lives and other people who are ignored or silerioedrderto uncover hidden knowledge

(Brooks, 2007; HessBi ber , 2012). Therefore, | carry ol
(HesseBiber, 2012, p1 38) , a nodmefmwi ttho w espect At he crea
leadership of womenthemsee s 6 ( Morri s &7)Bunjun, 2007, p.
Method

For the purpose of this research | needed

the kind of question asked and the informatioad®ssl and which permit answers pervasive

to a particular audi en c®#pSincelqgaditativeartethoels s€ek St e w
to find how people make meaning of their social world (Denzin & Lincoln; 2003a; Hesse

Bi ber, 2010) and ewhiflreo m lkerxpvelrda ccgnec edonfi Bel enk
& Tarule, 2008, p2 4 0) to achieve the r efamralaros ai |
viewpoint of Iranian immigrant women abouhe impact of immigration on their
health/wellbeing, | used a qualitatimeethod. Within the qualitative paradigm, | chose face

to face, indepth interviews as my datallection tool, which is one of the most familiar

methods for collecting qualitative data (DiCieBtoom & Crabtree, 2006)}uman beings

live in a conversatiorsociety and dialogue is a basic mode of our interactions (Denzin &
Lincoln; 2003b; Fontana & Frey 2003; Kvale, 2007), however; interview is a
professional interacti@h where knowledge is constructed as the result of this interéction

and its structure ahpurposeare determined byan interviewer Fontana & Frey2003;

Kvale, 2007).
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In-depth interviews allowed me to explore the perceptions of Iranian immigrant
women who are fAexperts on their od8Bhltisaperi e
great method for understanding a particular area of amen 6 s | iBibex, 200H,e s s e
realizing how people in relation to a given topic thifikarlington & Scott, 2002), and
gaining access to peopleds inner peg& epti or
Wildemuth, 2006) through their own words (Kvale, 2007). As Kvale (2007) suggestst | we
through seven interdependestages of the interview inquiry: thematizing, designing,

interviewing, transcribing, analyzing, verifying, and reporting.

Thematizing

Thematizing is an important part of an interview inquiry and is defined as formulating
the purpose of the project and research questions, as well as the theoretical clarification of
the themes examined, and the provision of thekpmvledge of the conténof an
investigation through literature review and familiarity with the local situation and power
structures. Most importantly, it is necessary for a researcher to have an extensive knowledge

of the interview topic, without attempting to shine with thm®Wledge (Kvalg2007).

Before embarking on my interview journey, | began to review the literature related to
Canadi an i mmi grati on hi story and policy, [
healtt® particularly in Canad& feminist theories and methodoleg, and social
determinants of health that would continue durthg writing of my thesis. In addition,
although as an Iranian | was familiar with the history, culture,adficial language of Iranl,

realized that | had to enhance my knowledge abositcthuntry.
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Designing

This stage involves planning the techniques and procedures to obtain the knowledge
and take into account the moral implications of the research ({B#sse 2007; Kvale,
2007) . I p feraledi gdestns withip @ rpredeterminedts o f topi cso
Nembhard, & Bradley, 2009, p. 144510tably, these questions were simple and brief
(Kvale, 2007). | also designed a few sylestions that were related to my main question. |
wanted to cover these questions, but their order was mportant. For this reason, |
prepared an interview guide (see Appendix 4), whwduidb e a Ar emi nder of
of the research question to be Sslkdeeld, labout
provided a semstructured interview to focus gparticular themes, it was neither strictly
structured, nor completely natirective. | was also open to changitige sequences of
guestions (Esposito, 2001; Heddiber, 2007; Kvale, 2007). Using the idea from Hillary
Graham (as cited in Reinharz, 199@The use of semstructured interviews has become the
principal means by which feminists have sought to achieve the active involvement of their

respondents in the constn®.ction of data abol

| knew that interviewing would be a craft ahdould be the research instrument. | was
aware that the quality of knowledge produced in my research depends on my tasks, as well as
my knowledge of the subject matter and my skills to interpret the meanings of what would be
said and how it would be safflvale, 2007), a well assilences and what would not be said
(Barbour, 2007) . I n addi-broent eédwasppyepaKe
11) guestions dlesseBiberh 2007, pilpa) asways @f gétting the
participants to caimue with what they were talking about, to elaborate or to go further; that

might provide important information (HesB&ber, 2007; Kvale, 2007).
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Sampling

The aim ofqualitative research is to find the meanings that respondents attribute to
their given saoial situation, so it is not to make generalizasiomherefore, the optimum
number of participants for interview may vary and it depends on qugsgconomic
resources, and the participants as the resources availatile tesearcher (Darlington &
Scot, 2002; Hess®iber, 2007; Kvale, 2007). It is suggested to interview as many
participants as necessary to find the answers, neither too small ty haddbifferences
among groupsnor too large to hardly analyze thmesults; this énds to be near 1516
participants (Kvale, 2007). The sampling was planned to be purposeful in order to maximize
the depth of the data to address the research question {Blbsse 2007). Thus, the
eligibility criteria for my studyincluded being the first generation of Iraan immigrant
women being over the age of 18living in Ottawa/Gatineguand being willing to be

interviewed Ottawa/Gatineau provided the geographic base for my research.

Ethical Considerations

| read the THCouncil Policy Statement as it sets out thihical guidelines for
conducting research with humans. The Policy has three core principles: respect for persons,
concern for welfare, and justice (2010). | knew that ethical issues were a priority when
people were being interviewexhdl hadtwo areas oprime concernconfidentiality and the
potential consequences of the interview procésmtana & Frey2003; Whiting, 2008). |
was aware that ethical issues go through the entire interview inquiry, from the beginning to

dissemination of the final repornd | was also aware that the interview process is a moral

enterprise (Kval e, 2007) . Therefore, I ma i
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dignity and worth of i17100.iAs a rdsulia Il peegared aScansenth e r
form and appéd for ethics approval. These ethical issues had four benefits: reduce the risk
of unanticipated harm and exploitation, protdgtr e s pondent 6 s i nf or mati o

about the nature of study (DiCic@&loom & Crabtree, 2006).

Interviewing

Once reeiving the University of Ottawa Research Ethics Board (REB) approval (see
Appendix 5), | adopted multiple strategies for the recruitment of the participants. First, | had
planned to recruit the participants just through announceniestsAppendix 6)n a local
Iranianstore andmagazineas well asat Iranian gathering. Later, when | was not able to
generate an adequate number of participants to intensewg this technique alonkturned
to the snowball technique in order to recruit additional pgraats. In advertisements, |
invited Iranian women with the inclusion criteria to contact me if they wished to participate.
Following their contacts, | explained the study and answered any questions when or if they
arose. | also explained that the place amde of interview would be chosen by the

participants.

My thesis involved interviews with twelve Iranian immigrant women. Interviews were
conducted from November 2013 to January 2014 laaskd on respondent preferencesst
took place in coffee shopswith the exception of three that were conductegarticipantd

homes

Before starting the interview, | talked about the purpose of the study and approximate

length of the interview. | also explained the process and the consent form (see Appendix
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7)0 which was available in both Farsi and Engbsthat described my commitment to
confidentiality, anonymity, and the conservation of data. In addition, | assured participants
that there would be an opportunity to ask me questions and they could decline to ayswer a

guestions.

| asked the participants to read the consent form and if they needed any clarification, it
would be provided. Then | obtained their infeed consent. The informed consamvolved
obtaining the respondent <ipanty wak reassueed that they r t 1 ¢
would havethe option to withdraw from the research at any time and if they chose g0, do
all data gathered until the time of withdrawal would be kept or destroyed based on the
participantsdé deci gduwing.the intenadelv,sthee pagtivipamtsaveouldz e d t

havetheright to take a break, change topics or stop the interview.

For the interest of anonyiyi confidentiality, and safety,have changed some details,
selected a false name for the participants ance hased it on all material and public
presentations, written or orap that the participants are not personally recognized in any
public presentationf research. All data collectede€ordings, transcripts, notes, hard copy,
and electronic dajahavebeen kept in a secure manner and | have put them in a file that
only | have had access to them. Before starting the interview, | asked participants to fill out a

brief personal data questionnaire (see Appendix 8).

| had planned to audiotape the intervieweesd take notes, so | obtained the
participants6é permission to do it ;recaderst hey

in order not to lose any part of the interviews, and also provided extra batteries. Based on
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participant s o6 cedalfineerviews indsrsian (Farst);omthdone exception

which was conducted in English.

As part of the processes of establishing rapport and gainingwiisth is essential to
the success oén interview (DiCicceBloom & Crabtree, 2006Fontana & Fey, 2003;
HesseBiber, 2007, | begantheinterview with general conversatiol.alsoprovideda more
relaxed atmosphere. Then, | again thanttetparticipant for her participation, checked the
recorders, and turnethem on. My first question was an opemded question, which
reflected the nature of the research (DiCi&toom & Crabtree, 2006; Kvale, 2007). It is
suggested that descriptive questirisch usei wh at 6 and Ahowo, encour
talk about their experiences (Darlington & Sco@02). | was aware that the problems of an
interview inquiry might tend to surface in analysis stdberefore | tried to solvethemin
the early stages by improving the quality of my interviews through clarification and asking

control questions (Kvale,0®7).

As a result, if necessarlyrepeated the question and gave time to participants to think.
Moreover, with repeating the words used by interviewee, | tried to clarify without leading the
interviewee. | also asked unplanned follaw questions (DiCice@loom & Crabtree, 2006)
to show the respondents that | was listening to the issues that matter to them and/or
encouraging them to talk more if the issue was reletcamty research, without pushing my
own agenda to the conversation (HeBgger, 2007). Ift he r espondent ds st e
ambiguous, | would try to clarify thethas much as possiblé in order to obtain

confirmation or disconfirmation of the interpretation of what she was saying (Kvale, 2007).
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During interviews, | observed the bodily gesturesidl expressions, and visual cues
and | also took brief notas order to record expressions and feelings and compleésd
after interviewing because they would provide a richer access to the meanings for the later

analysis of transcripts (HesB#ber, 2007, Kvale, 2007).

| finishedthe interviews by debriefingirét by asking the participants if they had any
more to say before turning off the recorders (Kvale, 2007), and then by leaving time for
some dayto-day conversatiami n ot gr ab t KBarbodira20@yp. 82 do shhow n O
my interest in participants as a person not just as a research participant (Darlington & Scott,
2002). It was a common experience that the interviewees told me that they enjoyed talking
freely and sometimes expressed thatythbtained new insights about their life world, or
brought up other topics or added to what they had said. As Taylor (2002) indibates
research interview might be a site of healing. | had provided some relevant helpline contact
numbers to build proteise measures (Barbour, 2007). | also talked more about the purpose

of my study, if the participants were interested (Kvale, 2007).

| anticipated that an interview would take approximately 60 to 90 minutes, but it took
longe® some interviews extended mattean two hours. | conduateall interviews in one
session; howevel,contacted two participants for a short follap sessiorand theyagreed
to answer my questions by phone. Moreover, one woman who wanted to expand her ideas

contacted me.

| had initially proposed to conduct focus groups in my research to supplement the
information produced in the interviews, although as the result of unwillingness of the

responders to paticipate and discuss in a grotipis method was later abandoned and |
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devoted my tine to carrying out more interviews. The presence of distrust among Iranian
immigrants is a recurring problem and it has been reported by Iranian researchers
(Chaichian, 1997; Dastjerdi, 2007; Ghorashi, 20@38rya Trillium Foundation2012), as

well as norlranian researchers (Bailey, 2004; Muys, 2009). While some populatigis m
bewary of participation for fear of exploitation, misysasddistortionof data,others maye
guarded as a result of their unique circumstameésted tothe immigration expéence

(UmanaTaylor & Bamaca, 2004).

It is prevalent among Iranians to be suspicious of any researcher who tries to gather
information about their private lives and these reluctant to provide this information
(Chaichian, 197). Hesitation to participat@ researh might be due to the sense of distrust
and insecurity as a result of the political climate where Iranian immigrants came~aoya (
Trillium Foundation,2012). Moreover, some of the participants of my study were reluctant
to talk about their householddome and consided thisvery personaltherefore they left

this part of personal questionnaire blank.

Transcribing

Transcribing means preparing the interview material for analysis most often by a
transcription from oral speech to written text: from od#écourse to written discourse
(Kvale, 2007). transcribed all the recordings verbatim very soon affiemterview session
except one where | took extensive notes. | listened to the recordings several times in order to
increase the accura®f my transription in an effort tonot to losea singleword. While
recording of the interviews involves losing the body language, transcribuadves the

second abstractiothe loss of tone, intonationsnd the breathing (Kvale, 2007). However, |
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tried my besto record the body gestures and emotions at the time of interviews, as well as

tone of the voice in the course of transcribiwhich helped me for the later analysis of the

meaning of what was said. | found that the best way to ensure that | accurai@yegabthe
participants®déd accounts was to transcribe tF

after the interview and to use brackets to record pause, emphasize, and emotions.

Analyzing

AData anal ysis is the pr olleceddatatmmake semse ci ng
of thenmd (Kawulich, 2004,P. 97). While there are multiple ways @hnalyzing qualitative
data, there is no prescribed way or magical tool to address the process and uncover the
treasures of meaning buried under an increasingntaou of transcripts (Kawulich, 2004;
Kvale, 2007). The clsen techniques of analysis stdnom a combinationof factors
includingthe theoretical foundation of the study, the research questions being asked, and the

appropriateness of the technique (Kawi)i2004; Kvale, 2007).

Data analysis proceeded simultaneously with the data collection, by facilitating the
discussion and generating rich data, using observational notes, transcribing, and reading the

transcripts several times (Kvale, 2007; Rabiee, 20D4ying the interviews, clarification

and interpretation of the meaning ofthewhat w
l ine interpretati onothesiptoh 0t ke np o s sniabii loint vpr of
the intervi eowesr.d sT hientreerspurlgdtoactaienc tt ihego bientae M\s
2007, p.102).
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| also immersed myself in the data (Kawulich, 2004) by readimdj rereading the
transcriptsseveral times to establish a close familiarity with the data andstinamarized
each interview (Kvale, 2007Afterwards,| lookedfor the themes and patterns (Kawulich,
2004) by writing memos as short phrases, concepts or ideas and developing categories. Ryan
and Bernard (2003) exploreuttiple ways to identify themegepetitions,metaphors and

analogies, transitions, similarities and differences, and thetated material.

The next stage included indexing, highlighting and sorting out quotes, and making
comparisons. The last step began by charting aladramging the quotes irraer to develop
appropriate thematic content (Rabiee, 2004). | abstracted and named the themes and looked
for the connections between them to group them together in a meaningful way (Fade, 2004).
Mor eover, as Karp underscemgas i viee casgsiof ittha
with the researchwhich might be the most informative (as cited in HeRdxer, 2007, p.

145), | paid attention to find these cases.

Verifying

Verification is defined as fAthe pdhemgess o
certain. ¢é [l1t] refers to the mechanisms us:
contribute to ensuring reliability and vali

Mayan, Olson, & Spiers, 2002, p7). While reliabilityindicates how consistent the research
findings are, validity refers to the issue of whether an interview inquiry investigates what
purports to be investigated (Hammersley, 2008; Kvale, 2007). Most importantly, validation
permeates the entire study procass rests on the quality of the researcher throughout the

research process, continually checking, questioning, and theorizing the findings (Kvale,
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2007; Morse et al.,, 2002). Guba and Lincpiroposethat the criteria in the qualitative
paradigm to ensuretrustworthiness" are credibility, transferability, depdnitity, and

confirmability (1982 p. 246).

| used several strategies for establishing the rigor or trustworthineskeased goal of
my study; as Morse et al. point ofit Wi t h out r iisgvorthless, bee@mnesafictionh
and | oses it d4).dntqualitatite yeSear¢g2ting e opipian of people who
participate in the study is a useful tool. Taking data and interpretations back to the
interviewees and giving their feedback, s cal | ed fAmember checkso (C
p.247) eombefrmvali dat ii®awaldity Krocadure (CrevellORHllgr,
2000; Curret al ., 2009). According to Lincoln an
for establishing credibilt y 0o (as cited i n @27k Mdwoddindl plaa Mi | |
was to verify each transcript with the participants; however as they were too busy, the
transcripts were too longgnd some of the interviewees did not show interest in it, in
consultatimm with my supervisor, | decided to contact whomever was interasigédo share

my findings Later | received@nd integrated thefeedback and suggestions.

The other way i,6 wihiinlg mMafuearnd tto adbcumer
technique, as wkhs research and data analysis processes (Guba & Lincoln, 1982,d. 248)
as | described in extensive detail. Another way for obtaining validity in a study is to provide
enough information about a context othis At hic
purpose, narrative excerpts are usieeughout the next chaptés enhance transferability
(Kvale, 2007) of the findingsvhich is one aspect of trustworthiness (Guba & Lincoln, 1982,
p. 248). Finally, | applied other recommendatiowsich includednethodological coherence

by ensuring congruence between my research question and the components of the method,;
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sampling appropriateness by recruiting participants who had knowledge of the research
topicd as participants were experts on their lives (Morsealet 2002); collecting and
analyzing data concurrenflyas mentioned before; and theoretical thinking by constantly

checking and recheckidgas | did (Kvale, 2007; Morse et al., 2002).

Reflexivity

Reflexivity is my last validity proceduydi wh e r e b yersrreparteoa persbnal
beliefs, values, and biases that md37).lehape t
this vein, it is an attempt fAto uncover one
for formulating the study in a particularay, and implicit assumptions, biases, or prejudices
about t he c¢ onGubax&tlincoln, 1982, @48). Ehemderviewis considereda
Ainegot i atmetdod whick is infllenced by the personal characteristics; a site where
power, gender, r&; class, ethnicity intersect (Denzin & Lincoln, 20@Bla)s well as sexual

orientation, age, and dis/ability.

Reflexivity is an important tool that allows researchers to be aware of their relationship
to those whom they interviewed, to understand theirsroleterms of power and authority
over the interview situation (Barbour, 2007; Beckman, 2014; Denzin & Lincoln, 2003b;
HesseBiber, 2007). Feminist researchers have to practice it on all accdunty the
research process (HesB#er, 2007). It is an #egral part ofconductingresearch, an
inevitable aspect of language use, a critical consciousness of the discourse, a turning
language back on oneself, and a controlling judgmental gaage@et al., 2004). While

selfreflection is important in order ecrease the power relation, being too personal may be
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seductive and can encourage participants to disclose the more intimate information they may

later regret (Kvale, 2007).

Reflexivity is a journeythat began prioto my entering the field by taking aitcal
look inward and amepting thatl, the researchemal so a product of soci
and structures and my social position influences the way | observe and the questions | ask
(HesseBiber, 2007). | have attempted to talk about my bekefd reasons for undertaking
this research in the first chapter to show | recognize my assumptions, which can intervene in
the research. | have wanted to explain that | know my feelings and background construct
knowledge (Hess8iber, 2007). The notion ofeflexivity becoms important once again
when | want to discuss my similarities and differenaéth the participants regardingy

insider/outsider status.

Insider/Outsider

According to Gair, AThe notion of i nside
degree to which a researcher is | ocated eit
(2012, p.137). It is argued that there are costs and advantages to be weighed regarding the
insider/outsider status. While there is considerable benefit to arinsie as it can afford
access into a group and provides a level of trust and rapport with participants that makes the
initial process much easier, there are some risks and drawbacks (Dwyer & Buckle, 2009;
HesseBiber, 2007; Paechter, 2013). For instarité possible that the interviewees due to
similarity fail to explain their experiences fully (Dwyer & Buckle, 2009; HeB&eer, 2007),
or the inteviewer as a member of group hddficulty separating personal experiences

which later shape the inteew (Dwyer & Buckle, 2009). Moreover, being an insider does
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not guarantee a more reliable and valid interview (H&siser, 2007), nodoesbeing an

outsider create immunity for unbiased research (Dwyer & Buckle, 2009).

| thought that informing the particGmts about my background as a physigias |
informed them through advertisement and at the beginnirtgeahterviewd might be an
advantage to afford access and encourage Iranian women to take part in the study, as well as
building trust (Seymour, BellamyGott, Ahmedzai, & Clark, 2002). | also thought that my
medical training and experiences helped me in setting a comfortable environment for the
participants. | was aware that it could also increase the possibility of authority and power
imbalances betweeme and the participants, and might

(Edwards, Matthews, Pill, & Bloor, 1998, 299).

During interviews, some participants told
physiciano and 7las mylfemmigtpespective pravidesl dn awareness of
the power dynamics of interview i | want to understand what \
meaning from your poi nt of vi ewo and Al am
knowledge that ld not have, 0 taswel astbeaencpewemthem asany eor
researchers and -@mnstructors of knowled@ewhich is a feminist goal. Furthermore, | was
aware that identifying myself as a health care professional might bring another problem as

participants might seek advice from nwehich cancreateethical consideration (Barbour,

2007).

I al so realized that while the interviewe
over t he part i cdorpeamervieweensghtastaretonqestion the interviewer

abaut the subject (KVa, 2007 p. 9. Someparticipants turned back the questions to me and
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asked my opinion. It was a difficult decision whether my answers might lead to important
knowledge or influence their forthcoming answers. Once in a while, depending on the
guestions,n order not to lead the answersook noteson the questions and respectfdlyas

my feminist perspective, my culture, and ethical consideration taught me to be redpectful

told them that | would answer their questions at the end of the interview, adHodvever, |

responded to any questioalsout me when or if they asoe . |l tried to avoid
by postponing my opinion by saying #d@dAyoudre

i mport ant&Frefy, EOO3 p.88)n a ,

Holding my own nationlaidentity, being a woman, and an immigrant did not denote
complete sameness within the group, particularly considering the fact that Iranians have
diverse ethnic, geographic, economic, religious, and political background and social
hierarchies exist witlni them (Dossa, 2004). Moreover, an insider/outsider status is fluid and
might change in the course of an interview (HeB#eer, 2007). | had felt that | waan
insider until one of the participants claimed that she was different from me because | did not

come to Canada as a refugee.

In short, while | considered myself as an insidlee, fact remainethat, to some was
an outsider or expertherefore, | was aware thavho | am did affect how respondents
perceived and interacted with n@n the othehand,how participants reacted me was an
important issue that struck me during and even after the interviews. While |1 was warmly
greetedoy my interviewees, sometimes | felt that formality of the intergi@wparticularly as
a result of audigecording did not allow the respondents to properly answer my questions
and once the intervieswvereformally over or when they asked me to turn the recorder off,

they talked more freely. Moreoveigr my part, sometimes lexperienced embarrassment
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whenasking or follaving up very personal issuesich as topics pertaining to sexuality and

family problems

Furthermore, considering my theoretical framework, intersectionality, which attends to
group differences and similarities and insigsh examining the dynamics of samess and
di f f e feuna rayself éaught in the peripatetic liminality of being unsure of how to
posi ti onOriglay&sHadgérty, 20012, pb41). | found that the dichotomy of insider
versus outsider was overly simplistic (Dwyer & Buckle, 2009; Rtmec 2013). As the
guestionof who | am is neither static nor unitary (Doucet & Mauthner, 2008), | locate myself
inanfii-bnet ween positi on 0363 Gleohypaen bridges and @riigs p .
together insider and ospsaiceéeer astsptace. blt wiéa
me as being Awitho my parti coD)pMonebver ag dwyer
researcher, | cannot aldully occupy one or the otherhd womendés Vvoices ar
meanwhile | am the intpreter; a human beinghe carriesthe experiences, words, and
transcripts, whose persona does thoroughly impacthe research process. The hyphen
becomes a fAdwelling placeodo but a Atensioned
dialectical approach allows the preseiwat of the complexity of similarities and
di fferenceso ( Dwye60) & mp theoketica ,fram@wdr@ sists pn

examining dynamics of difference and sameness.
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| begin this chapter bgroviding some demographic data oé tparticipants, followd
by t he r eusdprstandings af £antext meaning of health/wellbeing. et |
continue by how the participants felt about their health/wellbeing before and after the
immigration, and finally | go through the thematic ant-swematic categories of factors that

influenced the participantso6é heal th/ well beir

Demography of the Participants

All the participants came to Canada during their adulthood. Nine of the participants
have been living in Ottawa/Gatineau since they cant@amada; three lived in other cities
for a few months to less than two years before moving to the Ottawa/Gatineau area. Three
were living in Gatineau and the other nine were Ottawa residents. The length of their
residence in Canada varied from one yeaR3oyears. | grouped the participants in three
categoried where | could find a clear cutff pointd as: four recent (<4 years), four

intermediate (8L4 years, and four longterm residents (>20 years).

The majority of women were middiged, six of them werketween the ages of 50
and 60, four were in their sixties and the two others were under the age of 40. Thrée came
be reunited with their familiesn Canadian sqithree came as refugeemd four enterethe
countryas economic immigrants. Twesponeénts entered Canaada temporary residerds
onewas an international student and the otlvas a wife whose husband was employed in
Canada both would later become permanent residents as an economic immigrant and as a

refugeegrespectively.
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At the time of tle interviews, three were living as divorcees and five were married
both married and divorced women had children except one. Of the remaining informants,
three were single and one was living with bemmonlaw partner and their childreWVith a
single exception, all had been employed in Iran (eight in fithe positions) eight
participants wereurrentlyengaged in employment in Canada (three intfaie positions).

The four remaining respondents did not report paid employment. All participants excluding

one had some college/university degree or obtained a graduate degree (see Appendix 9, all

the names and some identifiable markers have been changed to secure anonymity and

confidentiality).

|l rani an | mmigrant Womends Perceptio
| began t he i nterviews wi t h a very br os
health/ well being mean to you?0 to capture a

through the other questionBroadly speaking, the participants defined health in a holistic
senseincorporating physical, mental, and social aspects, by highlighting the importance of
ment al well being to onedbs overall heal t h.
living in peace without stress and concern, living happily, the abilithittk and make a
decision, a life without permanent pain, being able to function, and living in a society that
allows its citizens to live healthy and stable lives. This echoes the definition of World Health
Organization (1948) that defines health as i¢lg the absence of disease but as a state of

physical, mentaland social wellbeing.

This finding is inconsistent with the results of an earlier study (Meadows, Thurston, &

Melton, 2001) in which the physical aspects appeared to take precedence fEseiduneh
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participants who were milife womenemigratingfrom different countrieso Canadabut is
consistent with the findings of two other studies (Dean & Wilson, 2010; Elliott & Gillie,
1998) thatfound that their immigrant informants espoused a défmitof health that
encompasseboth physical and mental wellbeing. It is also congruent with itiénigs of
researcheren Sweden where Iranian immigrant women viewed mental health as a crucial
complement to physical health and wellbe{Adchavan et al.2007) Similar findings were
observed in &tudy conducted by Weerasinghe aviiichell (2007)whereinparticipant$ i

who emigrated from different countriembraced a complex and holistic definition of health

that incorporateghysical, mental, and sociabmponents

This holistic approacho health and wellbeingvas reflected in the responses of the

women with whom | spokeF o r Mi n a, a recent i mmi gr ant

everything. o Arezoo, who came to Whenthe a as

body hurt s, t he soul is damaged and vahen th
longt er m resi dent concurred, Aparticularly [ w
heal th of] soul and psyche mabkanstherdamgermmpor t a
resident, el aborated; Af or me , a hedeai t hy p
resident, al so mentioned well being Bamgant h ¢

happy as an indicator of good health, is similar to theifigd of Jafariet al.(2010 whose
research conducted in Vancouver stated that happiness was one of the signs of good mental

health among Iranian immigrants.

Baharfurther noted thah e al t h A ¢ h amTyiefsp |oavsetri ctiitnye of cor
h e a | Idlen, 8ludgon, & Leventhal, 1999, 4.7 4) was ec l@awamainwithaRoy a 6 s

physical disability definition of health she statedi because my probl em i ¢
63



Chapter Five: FindingsSelfreported Health: A Useful Toolbox

right now health means] having functionéabi
researchers (ldler et al., 1999) discuss, the broad and more inclusive definitions of what
health is, allowed the participants to take more factors into account when later examining
their health/wellbeing. More importantlyhile some participants descet) a set of physical

health problems such as higholesterol or joint painghey did not report their health as

poor.

To conclude, the participants defined health as a multidimensional construct
comprising physical, social, and mental wellbeing and titeame of their interactian As

Parisaan Iranian woman in her early sixties, mentioned:

Health means social, mental, and physical health. When all three are

together, a person is healthy. If someone just walks and eats, does not mean

that s/he is health. € Ment al health means you can wur
and social health [means] that you live in a healthy society and you are able

to | ive heal t h[lymeans] béttbrasdfety,siwhen] ane feals.

comfortable and secure.

Self-reported Health: A Useful Toolbox

| used seHassessed health as a measure of health status before and after immigration.
This indicator evaluates ndi vi dual sé perception of t heir
and Skills Development Canada, 2014) andscertained withhe question about perceived
heal t h, Ahow do you describe ya229rItigronae r al I
direct measure (Newbold, 2009; Newbold & Danforth, 2003); however, a plethora of
scientific studies suggest that sedported health is good proxy for health status (De Maio

& Kemp, 2010; Franzini & Fernanddzsquer, 2004; Idler & Benyamini, 1997; Idler et al.,
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1999; Maddox & Douglass, 1973; Newbold, 2009; Newbold & Danforth, 2003; Shields &
Shooshtari, 2001; Wu & Schimmele, 20058eltassessed health status is one of the
important determinants of quality of lif$Mu & Schimmeg, 2005b), a powerful predictor of
subsequent events such as mortality (Idler & Benyamini, 1997), disability (Kennedy,
Kawachi, Glass, & Prothrov8tith, 1998), clonic conditions (Hennessy, Moriarty, Zack,
Scherr, & Brackbill, 1994), and a helpful tool for inequality researchers (De Maio & Kemp,
2010). Selfassessed health statusniglely used across the world, in Canadian studies (De
Maio & Kemp, 2010; Dunn & Dyck2000; Kim et al., 2013; Kobayashi, Prus, & Lin, 2008;
Laroche, 2000; Newbold, 2005a, 2005b, 2009; Newbold & Danforth, 2003; Newbold &
Filice, 2006; Ng et al., 2005; Veenstra, 2009, 2011; Wu & Schimmele, 2005b); as well as
European and American resdarndranzini & FernandeEsquer, 2004; Sundquist, 1995;

Van Doorslaer et al., 1997).

Whileselfas sessed health uses respondentsdé owr
depend on a medical conceptualization of health (Van Doorslaer et al., 1997, Ibyfa
using selreported healthrespondents think of both the body and mind, a wide spectrum of
factors, their current health, and trajector@simprovements and declines (Shields &
Shooshtari, 2001)It is common to use fivpoint Likert scale from xcellent to poor
(Franzini & FernandeEsquer, 2004pnd then later dichotomize iBlakely, Lochner, &
Kawachi, 2002, Kobayash et al., 2008; Siddiqi & Nguyen, 2010); however, | did not ask

participants to strictly use this scale to rate their health.

65



Chapter Five: Findingsimpact of Immigration on Health and Wellbeing

Imp act of Immigration on Health and Wellbeing

| invited participants to describe their overall health/wellbeing before and after moving
to Canadga later, they were asked whether their health/wellbeing had changed since
immigration. The majority of participasitpointed out that they had been in good health
before moving to Canada, except two, Touran; a-teng refugee resident, and Bahar; a

mid-term economic class resident.

They explained:
[ When | was in lran,] I had sinffered from
Canada] my colitis was gone, because | didn

there. (Touran)

[ Before coming to Canada, my heal t h] was
parents [in an accident], so it affected me both at the physical and

psychological levelsé | wasndédt really healthyé | was s
depressed. (Bahar)

With respect to health change after i mmi
Four of the participants answered that their héaibeing had stayed the saiméne of
them statedher health had primarily been the same, but she experienced a minor trend
towards decline. Four participants indicated that their health/wellbeing had deteriorated, and

four stated that their health/wellbeing had impravéhdree of these respondents menid

that their health/wellbeingad been strongly boosted (segp&ndix 10).

Roz, a longterm immigrant in her fifties, expressed:
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I think immigration has not influenced my health. | am among the cases since

| came here, | have not been under too muchspire.
Parisa explained:

I had better health before i mmigrationé. I
physical probl ems. I l i ved [ i n Il ran] bett
emphasis] [immigration] has affected my health [negatively].
The poignancy of nega impact of immigration on the health and wellbeing was also
highlighted byArezoa

| mmi gration ruined my |ifeésomething coll a

know how to say it €é it [immigration] made
Touran, who ran awayom Iran to escapdeath, described:

| mmi gration has great positive influence on

in that society [Iran], my life was threatened, [so] for me it is the best.
Bahar indicated:

| mmi gration absolutely has i@neSonn great for 1
Il ran | was nobody. ¢é [In Canada] I can be v
that immigration has given me.
Being in a good health at the time of arrival, as the majority of the participants
indicated, suppaostthe previous research (see fgeire review) on the healthy immigrant
effect. However, while a growing boay scientific study(see literature review) reveghat
i mmi g healthiadvantage dissipates after settlement in Canada, half of the participants of

this study mentioned thehealth had not deteriorateafter immigration, it had remained
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same othad even beeanhanced. In addition, the health of two other respondents who had
not been in agood health before coming, wadso improved. There was not a strong
relationship betweaethe length of residency in Canada or immigration status and change of
the health status after immigration. Recent immigrants reported an improvement in health
just as the miderm and longerm immigrants did, and refugees reported a worsening of
health just as economic or family class immigrants did; although their redsordoing

completely differed.

This finding is consistent with the results of a recent study conducted by Dean &
Wilson (2010) in the Greater Toronto Area with adult immigrariix ou of 23 were
European, ten were women, and near half were recent immigrérgsshow the majority of
the respondents believed their health status remained stable and even improved after
settlement in Canaddahere arealso several explanations for thigsult. AsNg and the
LHAD research tean2011),by analysing thege standardized mortality rat@&SMRs) for
immigrants in Canadauggestwith regard tdosing of thehealthy immigrant effecffactors
such as world region of origin, place of residencel period of immigration might result in
differences between immigrant subgroups. Moreover, age at immigratigore@ndgration
sociaeconomic conditios mi ght influence the | oss of
overtime. Finally,even whensome immigransubgroups los¢his advantagafter settling
they are still healthier than Canadiaarn population. Therefore, maintaig or improving
the healthstatusof participants might be eesult of premigration experienceand socie

economic conditionsas wdl astheir ageat the time of arrival and living in a mgized city.
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| rani an Wo me nsofPetdPrnaimardseopHealtlo n

As the goal of my research was to examine how Iranian immigrant women perceive
their determinants of health, | needed to explore thasons for reported changes or
conversely the stability of their health/wellbeing. Therefore, | first asked them which factors
they thought hadnostaffected their health/wellbeing without probing into particular details,
and how and why these issuesl iapactedn their health. | also aimed to explore the social
determinants of health as suggested by the Public Health Agency of Canada (see literature
review); particularlythe determinants that might change after immigration, as well as social
indicatas and other factors that | found importaviten | was studying immigrant health,

such as language proficiency.

| organizedthgg ar t i ci pant sd0 per cei v amlthd qualimtiveni nant
interpretations of interviews into the thematic catexp(see Bble 1) While there were
some commonalities shared amongst participants identified as Iranian immigrant women, the

heterogeneity of the participants created a complex picture

Table 1: Thematic Analysis

Themes
Gender Age/Ageism
Language Prafiency Immigration Experiences/ Stage of Migration
Education Sexual Orientation
Employment Race/Racism
Income Weather
Disability Health Care Services
Social Support Networks Healthy Behaviours/ Coping Strategies

In the next sections ¢o througheach theme and then follow it by a discussion.
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Gender: A Fundamental Determinant

Regarding gender two subthemes were revealed. First, for all participants with
childreri both married and divorcédthe family-centeredness of their experiences was a
significant factor mediating all aspects of their healthere the future and wellbeing of the
children tookon a particular significance in their lives. Moreover, caretaking of family
members with disability or illness wdke responsibility of women asothes, wives or
grandmothes. Second, the gendéased socioeconomic restrictions and/or hostilitgy
faced inpublic spacen thar homecountry was another factor mentioneg ibformants. |

termed these two subthemes, family as a unit and hostile puatie,sgspectively.

Family as a Unit: My Responsibilities Are Exhaustive but Fulfilling

All married and divorced womerwho had children before migration actively
participate in the labour market in Iran, meanwhile taking care of their children. As the
resut, migration did not change their traditional roles in the fanahd the normative
constructions ofgender ando f w o mesporsibility for children caretakingere re-
inscribed through migration. Howeveéhe lack of a femaleenteed netwakd which wasa

significant source of hedp affected many of them after coming to Canada.

Broadly speaking, mothers bore the bulk of caring and housebspamsibilities that
prohibited those in particulavho had young children, from education, employment, and
participation in the languag classesand furtherstructuredwo mends wor ki ng
These responsibilities were also the major componentslgtiato deterioration obome
par ti ci pa n,ulsntately) cawsedtlifelong disdbility for one of the womeXl of

the abovementioned determinants must be seen within the context of gendehimiever,
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their impacts were so significant thiiey affected the further socioeconomic status and
health of women. Moreover, these factors intertwined by otherrdigi@nts consequently, |

prefer to discuss each as a separate theme later.

Some respondents who had dual responsibilitiessing children and taking care of
housework, as well as engaging in the labour marketre under tremendous pressuFor
Mahtabwho was forced to accept her stressful job following economic hardstagsultof
divorce, worklife conflict was so serious that she felt guiltipoutnot spending time with
her famiyy bef or e her cancer diagnosi somthesvard. t ed i

She described:

[As a result of shifting job] when | returned home, they [my children] had

slept. When they woke up in the morning, | was sleeping because | was tired.

| had a guilty feeling. [When they arrived from school] | had not been at

home to warm food or to chat with them. As a mother, | always felt guilty

and for many times [after the cancer diagn:

getting me cancer! o0é

Not all mothers experienced the same level of role overload and its level was

assocdt ed with their c hi | dto enaidasn tha fatance hdtwveea o v e r
work and life,someparticipants stayed at home, found a job that was compatible with their
family responsibilities, or changed their jobs. Furthermore, the role of sagmpos

networks in the host country was not negligiber instancehaving a supportive husband

versus being a single mother.

Three women were also responsible for taking care of tiedativesliving with

disabilities orllnesses. Sahar described:
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[Before coming to Canada] my husband had depression but it became worse

[after several years living in Canada]. Since five years ago, he has not been

able to work. | tried to carry all [responsibilities] alone, but | would find that

| could not carry this heay bur den anymor e. e | was | ool
[disability pension] and | was told that | was ineligible because | had income.

€ But my income is really nothing. When nol
healt h. € Some [peopl e] t towadt. Somee t o get di
[ people] advised me to I|ie. I know some peo

want to lie. It hurts me because | told the truth and nobody helped me. It is
not fair. el have never talked about my h
always tried togive them energy and encourage them to be happy. | am

under great pressure but | dondt want they

Sahar had broken under all tremendous pressures yet she still tried to maintain her
family as a happy unit. She explicitly and implicitlyade links between her individual

experiences and her larger family, as well as social structures.

Touran, who switched her job from fdlme to paritime in order to take care of her

grandchildren, expressed:
My ogranddaughter was Idhadatgsit@asdesee havi t h cancer
suffering. Her pain really hurt me but | had to be silent and not to show my

distress. | had to help her, her mother, and her father.

| have to underscore that participants considered home as a site of work. For instance,

Royaind cat ed, A | think housework is a form of

womends work in the private sphere and made
|l 6ve | ooked at housework from another point
cook, s 0o fmeabdslenpy.f un f or
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Importantly, some made a positive link between health/wellbeing and their gender. In
the manner that Roz survived the blues of her first years of arrival mostly because of the
happiness she felt #iebirth of her childrenAnother respodent, Touran indicated that as a

mothershehad mae a significant contribution to society:

I am proud that I dm a woman. € |1 6ve brough

successful and this brings happiness to my life.

Thispointwasal so echoed in Rozdés voice:

| stayed a few years at home to take care of my children. The first beginning

years of a childds | ife are very important.
didnét have any problem with my <children di
at it as an investant. | am so happy when | see my children are mentally

healthy.

Discussion

As theabovementioned narratives indicatde participantperform a disproportionate
amount of domestic labour, chitéaring responsibilities, and caretaking of ill/disabled
family relatives. Noticeably, the centrality of caregivimgs incorporated as an essential
component in their lives. Crossilturally, women are too often assumed to take care of
childrenbecause theyinat ur al I 'y know hAomstrongp200d,00337)he wor
therefore, they are presumed to prediitde t he
most appropriate caregivers for childjens avell aspeople with illnesses and disabilities
(Spitzer, 2005, pS80). Thereforefollowing other researche(®uxbury & Higgins, 2001,
Vi ssandj ®e, Kanti ®b o, L e v i theexisti®g pdwerDetajionsr u , 2

in society that tend to perpetuate natur al |
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by their performance of family rolesmight impd woment o internali ze
surveillanceand to consider that enactment of caregiving responsibilities were fulfilling
which mirroranothers t u {Spitzes,Neufeld, Harrison, Hughes, & Stewa2)03)findings

that hasexamined the experiences ofise and South Asian women caring dafisabled

or an ill relative

Mot hers reworked their priorities around

that one of their most appreciable responsibilities weraisechildren as happy, successful,

and healthy citizensBuilding on the workof Spitzer et al. (2003), | argue thathile these
activities might be acknowledgesk both constraining and eahbsting, they may not be
consideredas either oppressive or burdensoriowever, lack of kin to relyon and
economic hardship forced some respondefiisthe narratives illustrated to participate in

the workforce, further restriatg their time to fulfill caregiving and to conduct household

tasks which was a source of stre&dditionally, low-wage emplgment and poverty might

not allow some patrticipants to purchase domestic sertocesse their responsibilities.

Women might feel that car,eg(@ Spintgz 84)s @05
Aa missiono that they @ h3d), howeveutonsdideringth&k e 0 ( D
fact that some deprived from governmental suppdrtf a] si de from the i ss
may state that the person i155). lmpottantly,lrdcent puni s
changes to the Canadian health care syistine r af t ed i n t er(Amdersonf 6 hom
2000, p.223) by relocating care from institutionalized care to home and community care
significantly has increased such work by women. Furthermdrat tare is not just

emotional, but physical and socasl well (Armstrong, 2007).
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Importantly,women with multiple roles were more likely to be vulnerable to wibek
conflict, which is a weHdocumented factor foa variety of negative health outcomes (see
literature review). Consistent with other researsher f i ndi ngs (Duxbury &
not all mothers experienced the same level of role overload and its level was associated with
lifestyle stagé their childre® age. While employed mothers were the most likely to report
high role overload, some empkd participants without dependent care responsibilities were
in better health/wellbeing which is similar tbe findings of another studgonducted by

Duxburyand Higgins 2003).

The above pieces also indicate that respondents perceived that sociat sugspar
significant factor for wellbeing of people with illnesses and disabilities and alsayothers,
wives, and grandmothers tried to provide emotional support for their family members.
However, in generathe participants themselvdil not have acas to emotional supporti

as a result of the absence of limeextended family relatives.

My final argument is that women were perfectly aware of the importance of their
unpaid labour in the private sphere; meanwhile, we can consider some activitiemssuch
cooking as a way to exert control over the life (Moaveni, 2005) or a means for belonging
through cultural rituals and symbols (Williams, 2011) and naaiitig the identity and

values thamayexplain why their wellbeingid not deteriorate

Hostile Publ ¢ Space: AA Land of Paradoxeso

The patrticipants drew a connection between gender and sociopolitical changes after the
Revolution and its effecten their health. Hostilityfound in public space in Iran was a

commonly endorsed themAzadeh said:
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[In Iran] when | wanted to go out, | always had stress. | was always in fear
that they [morality guard] mi ght arrest me
stress here.

While many participants lived in a familyheretheir fathers, brothers, or husbands

hadneverask ed t hem t @ fi wh atywterabérsaiammorality guard was
felt utterly humiliating. 't was al so echoec
Everything, everything [emphasis] is designed to insult women in Iran. So |
[was] in constant fight and anger in & n . Her e | donot even feel
[want to] say that system is perfect for women [here] but compare to where |
come from, itds heaven.
Bahar also built a link between social restrictions and healthy behaviestrictiors
for engaging in physical #eity in a public setting:

[I'n 1T ran] [ wanted to bike and | did not

simple pleasure in life that everyone has to have.
Azadeh described her worko6s experience in

| worked in a malelominated field. | earned less thary male colleagues

[ for the same work]. € One day | became si
Because | was afraid that they [my colleagues] thought | as a woman was

we ak. I stayed at work but my health condi
rules [in Iran], yu had to prove yourself. You had to work harder than men

to show your abilitiesé but | have better f

Jawaher depicted the following picture in order to show her dissatisfaction and

exclusion fromtheworkforce in her home country:
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After the revolution | was forced to retire because | had talked about the
realities of society and also because | h a
social job and | enjoyed it but | was asked to be silent, so it was not my job
anymore. | was also under pressure becafigritting on makeup, and the
everyday struggle made me nervous.
All who came Canada with their familiegentioned that not onlglid their husbands
not havethe monopoly on decision making in the family, they themsehaek decidedn

and initiated the tecating of their families.Moreover, some participants talked about

changing the divorce laws thaaddisappointed thenT.ouran described:

[ There] women donét have divorce right. Yo
thing everywhere. But it is a way to defeywlirself.

Discussion

The majority of the respondenteported negative impacts on theealth aghe result
of hostility they faced impublic spacen their home countras well as the constant struggles
for gaining their rights denied by the staides findings corroborate the ideas Kéddie
(2003/2006) &as mentioned iChapter Onié who argus thatending the Family Protection
Act which was aimed to curtai/l the womenos
well as obligatory dress code in 198@rst in all governmental and public offides
concernedand disappointednany womenFurthermoret he f i ndi ngs accord
observationghat in the early years after the Revolutionn or der t o fApuri fyo
thousands of women lostéin jobs or were coerced into early retirement (2q4.10). It is
also important to noteas earlier mentionédihat followingthe Revolution interestingly,

female literacyhas been significantly improveditowever, men monopolized the highest
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governmenta o f fi ces, and womends educ apajingand wer e
high-prestige jobgMilani, 2011) As a result of such situatiomMdilanit er med | r an, A

ofparadoxeso where women can vote but:

[T]hey must observe an obligatory dressieeoThey can drive personal
vehicles, eve taxis and trucks and fire engsdut they cannot ride bicycles.
They are forcibly separated from men into the back of buses but can be
squashed in between perfect strangers in overcrowded jitney taxis. They have
entered the world stage as Nobel Peace laureates, human rights activists,
bestselling authors, prize&vinning directors, and Oscar nominees, but they
cannot enter governmental offices through the same doors as men. (p. XXIII)

It is important toindicatethat Iran might be a unique countityat has experienced
different phases related to the veil use the term veil as an attire tlevers the head not
the face:traditional veiling followed by politically motivated forceful unveiling in 1936 in
order tomodernize the country by adopting a Western maal finally forced again as a
political agenda fe-veiling in the posRevolutionary era (Dossa, 2004, Milani 1992, 2011).

|t is the state who al ways consi derrinthet sel f

bodies of its femal®).citizenso (Milani, 2011

Therefore, in Iran for nera century, veiling has been a central issue in discourses of
modernity and countemodernity, and the femaleody has been accounted as a battlefield
by political movements in the name of either nationalism, modernity, progress, and freedom
or tradition, security, and piety. While as a result of obligatory unveiling, women witfi veils
Twhose veils were the source of pride and re$p@atre harassed, bullied, huratied, and
denied tle right to enter public streetafter the Revolution, this time the new regime by

mandatory veiling has imposed its own ideal image of womanhood on the female bodies
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(Milani, 1992, 2011)The most significant problem wadwvays the tetlency to not take an
in-between position (Milani, 1992Not ab |l vy, vel l-domgisidii s ubi codt e
must be understood by consideritigpe, space, andarticularly, power (Milani, 2011, p.

10). Therefore, the veil in the Western world is not gee i ved fas a piece
complex trajectory, o rather it i's bound to

Musl im womeno 34Possa, 2004, p.

In fact, in spite of multipleexperiences of rever§alas thenarratives indicatéd the
patticipantswere politically active, they were the main decision makershi@immigration
process, and worked in mad@minated fields all of which contradict the stereotypex
i mmi grant women who are construct e(@05i8 depel
Vancouver on lIranian immigrants revealed the similar results. Broadly speaking, the
respond e rioadsfénd their fights dngerhaps more importantly, makedistinction
between their private lives and public spheresgealed that thegtid not consideall Iranian
women as victims and oppresseith all Iranian men as oppressoHowever,the hostility
of the public spacandw o me podstant strugglew® gain the rights denied by the state
the home country weran important sourcef stress On the other side he participants
constructedhe host countras a peaceful state, consistent with informants of another study
in Vancouver, Aa place 6freed fr o®wantdne sur v
2005) which was one of theeasonsthat enhanced the wellbeing e majority of the

respondents.
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Language Proficiency: A Determining Factor

Language mastery is one of the main factdfecting all participants. Coming from
linguistic background where English and French artheethe native languages nor widely
used in daily communication, it is not surprising that all participants faced language barriers
upon their arrival and fosomeof them has continued to be an obstacle or a source of stress.
They believed thaheinabiity to communicaten either ofthe official languages may create
isolation, marginalization, stress, lower setteem, difficulty pursuing education or finding
employment, and access to health services or remaining uninformed of existing services that

all affect their health and wellbeing:

| always [in Iran] éconnected to peopl e, I
[with | augh] ébut [in Canadal] it is very d
understand but | understand [a bit angry] and it make me tiredtandd 1 é .

really lost my seHesteem for a while. (Mina)

[After more than 20 years living in Canada] still sometimes | want to say
something, to express myself but | think nobody understand me. | have to
repeat it again and again. | think that s/he thinkssh st upi d, it hurts me

mentally upsets me. (Roz)
| feel that | was more comfortable and relax there [Iran], when | need a
dentist. | went to a dentist [in Canada] but | did not understand what he said.

€ | decided not to go to any doctor. (Azade

[In university] | was being evaluated by the same criteria as native speakers.

It was so tough. ¢é [ Someti mes] I had to go

| have to improve my language, then look for a job in my field. (Arezoo)
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For someof participants, languadearriers act as a significant challenge limiting their
ability to reestablish social ties. Some respondents argued that they tried to engage and
develop friendshipsvith people outside the Iranian community order to improve their
language proficiencyral to feela connection to societyHowever, they found it difficulto

socialize with the mainstream cultuereenbeyond language barriers.

You canot talk about something that you I ik

know [they are not familiar withfyounusi ¢ [l rani an music] é you

hurt s me , [ feel t hat |l 6m i sol at ed. You kr
(Azadeh)

| t was al so echoed in Arezoobds words:
Al ways there is a wall. 1t is not because a

want to be warmedyou want to be close, but there is an ice wall. You have
to stay behind of it and freezing, you can
health.

However, it was not always the case, as Bahar noted:

€ | 6ve always ended up withed@®gnadi ans. é
integration process éand blended me in this
Both married and divorced participants with childrémith three exceptions who
came here when their children were not too yéuirgplied that they were not able to
participate in the language skes or interrupted it because of their child care
responsibilities, lack of a proper childcare, and the absence of a feemited networks that

they had nurtured in Iran. Royalag-term residentith disability, expressed:
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| did not go to a languagel ass. €1 had young children. &
help me, to take care of my children. ¢é 1 |
[when later | went to university],flac ed wi t litwgs too dfficdtms é

It was stressful. | sat long hours [for writing rpgpers], | forced myself. It

harms my health.

Limited schedule of language classes, hard to time off work, and lack of affordable

classes after being a Canadian citizen were also other barriers. Parisa explained:

After coming here, | hadjoneto languageclasses. [Later] | had to quit
because | had to work. [An organization] helped me and gave me a teacher
for two hours in a week. I't was good but n

citizen they did not help any more.

Discussion

Language mastery was dher elemat affecting all participantsn some stage of their
migration trajectoryThree key results from ése voices have surfaced: finrggor linguistic
sufficiency is associatl with low selesteem. Secondhe failure to provide the proper
language classesurther complicated by the paucity of affordable childcare, the limited
schedule of courses, and cutback of funds, prevented Iranian immigrant women from social
inclusion. Third, language ability exerted a major impact on education, employment, and

socialnetworks.

To begin, | anguage barriers directly infl
creating stress and low s@$teemwhich is consistent with the findings of a study (Pottie et
al., 2008) revealing that poor official languagkills amongimmigrant women were
associated with poor seléported health status. Moreovkke Siegrist & Marmot (2004), |

maintain thatseltesteemby strengthenindeelings of selfworth, belonging, and approval
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havea considerable influence on health and wetigeThe findings are also congruent with
the results of a recent study that indicate language proficiency and communication with the
host society were some of the main concerns of Iranian immignahtsh affected their

mental healthJafari et al., 2010)

While my task as a researcher 1is Ato iden
(McGibbon, 2012b, p33); following other researchefslorris, 2003;Spitzer, 2009Stewart
et al.,, 2006), | have to note that in addressing language insufficié@ntyy,critical to
understand thdtunding restrictions stemming from the recent cutbacks providing child
care, expanding the schedule of courses, affording free of charge classes after gaining
citizenshipp treatesignificant barriers for accessing tarage classes for participants who
werefaced with time poverty and financial demands, as well as women who undertook child

care responsibilities.

Language proficiency was as also a pivotal challenge intersecting with other factors:
pursuing further edudain, finding employment, access to health serviced, mavigating
existing servicesas well as isolation and rebuilding new ties. Perhaps more importiuetly,
role of gendemwas neither separable nor trividlcapture the agony of Iranian immigrant
women as a result of problem in creating new friendships in a verse of a prominent Iranian

poet, Mehdi AkhavarBalestranslated byashiri(n.d, para.7),

Your greetings they'll ignore.

With their heads resting on their chests,

They seek warmth from their dmsts,
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None affords to lift a head to greet the guests.

Your extended friendly hand is refused,
Not because they are confused;
They rather keep their hands where they are warmed.

It is frightfully cold.

Education: A Heavy Burden on Her Shoulders

Alofmy family members were educated. el have
did not go to university] but [I] | oved edu
were closed and then [my father] was execut
a political prisoner [and a politicalctivist after the Revolution who] was
executed [by the regime after the Revol ut i
university [because of my family background, the government did not allow
me] ¢él |l ost my [father] and somke of my best
social stress. | wanted to flee from that country and | decided to marry [in
order] to come here. él |l i ked to study her.
[another way]. | involved with marriage and my children [to bring them up]
€ [someti mesdellf bheameus enyl was not a deter|
but [I think it is also related to other things] without financial support,
without a family support [to take care of n
education] hurts me. ¢é |[place[wheleklfeelesul t , ] | a

| am not fit with it. If | had education, | would have worked in a better place

with |l ess stress and | would have been hapy
a | ot of attention, physically and mentally
schedul e élI [ al so] have to care of everyth
| aundryé [ had been under] a | ot of stres:c

think the most important cause of my cancer was stress. (Mahtab)
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Discussion

The above narrative shows mdrean what appears on the surface. It brings to light
two issues: first, launching the Cultural Revoluiioabout three years shutdown of
universities in Iran witthea i m t-we sfitdeer ni ze 6 t h e m23)i Whichi c hi an
delayed, interrupted, and dies/ed the educational livelihood of many Iranians; and second,
the mass crackdown/execution of political opponents that lgbetdenial of the right of
perusing education for their relatives. The sociocultural and political issues in her past home

leavepermanent scars for Mahtab.

Furthermore, in her new home, she was unable to register in university owing to the
fact that there was no one to take care of her children. While sheedgnadt desire to study,
structural constraintsuch asracialized/gended wage differencedid not allow her. The
absence of social networks exacerbated her struggle. She was socially and economically
confined, and felt that she did not hakie gportunity to develop herself to her full capacity.
While a family unit arriviig in Canada often undergoes a significant economic decline, the
availability and the cost of further education and/or childcare can be a limiting factor for
Iranian immigrant women as the family needs to econgmized womends educat

not be a prioty.

Notably, duringthe last decades, the cost of a university and college degree in Canada
is getting steeper and tuition and other compulsory fees have grown to become the single
largest expense for most studenBaigadian Federation of Students, 201I3)e dramatic
tuition fee increases are the direct resulthfr api d di r ect i esaconddry Can a

education system away from a publicly funded mbd&rough cuts to public funding by the
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federal government andp a lesser extent, provincial gawenent$ fowards a privatized
system. Importantly, the burden of rising tuition fees has weighed far more heavily on the

shoulders of lowincome Canadian£@nadian Federation of Students, 2013)

Meanwhile PlaninternationalCanaddaunchedhefi B e c aaurs ea lir@iativeino
order tooperateand promotegrojectsfor supporingfigi r 1 sdé ri ghts in t he
(Plan International Canada, 2@l4he Girl Issuepara. 4) One ofthe main goalsof Plan
Canada Campaigis to giwe girls equal acces$o education.As Plan (Plan International
Canada, 2018 Gi r | s §stakesthe® aré sewveral obstaclestand in the way of girls
receiving the quality of education they desér{¢para 4) and most of these barriers are
funimaginable to people heme Canada, but to girls living in the developing worlds, it is a

daily realityo (para 5) and me of these barriers is the cost of education.

It is my concern that file the campaign was foundedencourage potential donors to
invest in ostensibly helplss girls inthe Global Southyet there were women living in
Canadafor whom whatmight supposed to benimaginablewastheir daily realities. While
such campaigns seekfioe palertyp and @At r an s pravidimy edual coessetss 0 by
educationsone Iranian immigrant womeas the result adtructural constraingretrappedn
poverty, which did not allow them to change their futures in the ways they had deésed.
earlier mentioned, education as a determinant of health must also be seen witbinteixe
of gender rolswhenthe caring responsibilities particularly lack of affordable childegas

a prohibitive factor for pursuing further education.
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Moreover, Iranian culture puts immense emphasis on education and there is continuity
of privileging of education across homeland and diasporic contexts, therefore, the role of

education in definition of Iranian social class could not be ignored.

Like other participants, social, politica
She had fled a sagtly in which her basic human right, her right to educati@as denied and
she entered a society that Awants to make i
a country that says we <create institngtions
2004, p.151). As Raphael and Curt evens ar gue, AEmbedded wi
cultural norms is the myth of personal success, framing the individual as authors of our own

| i vealsrrowegh this process, we beco,p85agents in

Employment: A Central Issue

With respect to employmentiwo issues emergedfirst, exclusion/ unfulfilled

expectationsand,second, job satisfaction/job insecurity.

The participants weranified in their beliefgshat employment had a great ingpan
health and wellbeing not only as a source of income, but asa means of identity

formation:

Job is the essence of human being. It gives you personality, it gives you

respect éunempl oyment hurts me [here]. (Arez

Il 1 i ked my | otbh datni slfriaend neea.ndéiit [ j ob] give
the lifeéit is not jofimindncémecolUtdghoesf yc
a job here. el am educated. I have experi el

expected to] bring comfort [but]é. (Atousa)
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The partcipants also built a link between employment and social support networks, as

well as sense of belonging. Roz said:

It [employment] affect your mental health. You think you are part of this
society. él talk with my friends [at wor k]
While eduation provides individuals with the skill sets necessary to enter the labour

market, educational attainment is not often valued in conferring commensurate employment
status in Canada for newcomers, in particular for immigrant women (see literature review).
The cruel irony for many newcomer&specially skilled workeisis that while they are
admitted to Canada on account of their education and work experigmesre frequently
prevented from using their education and/or experiences in the labour miaakéin
immigrant women whom | hathe privilege to interview were no exception to the rule.

Parisa wenbnto explain:

Here [in Canada] | am doing a jolhich is not my job. It is an ordinary job

that everyone without education can do it. Well, ithoms . é1 | i ked my | ob
there [in Iran]. | was a powerful manager, | knew my field, and | did my job

[in my field]. But here | work [in a menial job], this [type] of work makes me

tired. €This job is not match with [ my] ed
meand threatens my health. éCanada accepts i
to think about her progr anbepdlicieg Canada has
and let immigrants to be more comfortable.

The effects of devaluation of credentials particularly were felt sgvbyeparticipants
who workel in regulated professions whesatry into them \as strictly controlled. Parisa
expanded her argument and told me that she did not understand why her credentials, obtained

from a weltknown educational institute from Iran, haok heen accepted in Canada and why
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she had to start from scratdbsingthis argument, sheriticised Canadian systec policies
for not recognizinghe credentials earned in certain countries outside Caratinebuilt a
strong link between the derogati of credentials and structural racishs she noted, Canada
prides itselfon multiculturalism; howeverby not recognizing foreign credential§anada

excludes some workers from certain countries.

Parisa | ater added, i | fre], Il wohl&héve knade anathef i t b
deci si on, mi ght never come here. o0 She preci
might be a distant hope in Candda some Iranian immigrant womeThe gap between her
expectations, dreams, desires ardlived realiyy loomed so great that it led bitterness and

frustration:

When a [professional] has come here, s/lhe must know s/he is not a
[professional] anymore in Canada.

A wide disparity between expectations and realiagalso addressed by Azadeh:

[Before movingto Canada,] you think here [Canada] is utopia, but [after
arrival you find] itds not.

Generally speaking, skilled Iranian immigrants had no previous knowleddlee of
evaluation process andiere wholly unprepared. Equallymportant, they encountered
problens with providing documents from educational institusi@md regulatory bodies in
Iran, as well akhavingtheir credentialgvaluatedn Canada. Moreover, they found that this

process was prohibitively long and drained their savings.
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Restricting socioecomaic mobility not only affectedhe social and mental wellbeing
of immigrant women as | argued earlier,allso had a great im@ct on their physical

wellbeing:

| have to stand eight hours. | am not allowed to sit [emphasis] [I have] just

half an hour breakki ght hours standingéit makes me ti
ei ght hours? €é One night I came back from

pain. | could not sleep. I tried to [take some pidlad | fell down. All of my

ted h were broken. el diaden bpaid @abotvok [ i nsur anc.
money [from my savings]. (Parisa)

For some of the other respondents immigration has offered new opportunities. For
instance, instead of desperately trying to secure employment in her area of expertise in
Canada, Mina switched her careiund a job in another field, while taking online courses.

Her husband, however, could not find a job, so he went back to Iran and was working there.
Needless to say his move might have eroded family support; however, he provided the
needed financial gport to enable her to pay for the cost of courses and/or other materials.

Impor t antly, she was glad to get a job and sat

of her earlier formal training.

Clinging to the belief in the superiority of Canadian educational system, the youngest
participant, Azadeh who had a university degedrom Irafn was continuing her education
as a strategy to gain access to the job market. By completing a Canadian university
education, another respondeBghar entered the labour marketa job that satisfied her.

She described:

[I know that] people Wwo have families and responsibilities are looking for a

j ob. And they want just job [to survive] b
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want a job to give me reflexivityéitds not
how it [my job] fitting to my life style whichs about flexibility, freedom,
and having space to do many other things in my life.

Another respondent, Touran, applauded Canadian society:

Il | ove my,ljwashiréd [due td political activismbut here | have
my job [I am working in my professin] € s o, |l am very happy.
It is also important to note that feel of threating the job and insetubityught up by

some employed respondeintvas detrimental to their health/wellbeing. Sahar explained:

| worked in a store. After few months they [the emypis] had to give me
[ suppl ementary healt h] benefit but they fi
had never cried but [that day] | sat on a bench and cried. It put great pressure

on me.

Discussion

All participants were agreethat employment was a source sdcial support and
income, as well as a means of identity formation and belonging. These findings match those
observed in the earlier studiese€ literature review). While immigration provided new
opportunities for some participants, most of the prodesdirespondents faced barriers in
recognitionof their credentials and converting their educational attainment into economic

earnings both ofwhich isembedded in the structural racism of Canadian society.

According to Galabuzi (2001)hé mission of th&uropeans who migrated to Canada
to establish a white settler colony in the 1GD®ghich was followed by systemic policies of
genocide, segregation, and economic exclusion of Aboriginafermed the foundation and

development othe Canadian nationhe legacy that still exists and leads to seeemnomic
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exclusion of racialized immigranttideed, Canadawhi ch i s often portr ay
mosaico to celebrate the constructiod of i n
implicitly establishesh a t ot her cultures are Amulticult
Anglo-Canadian core culture (Mackey, 1999, p. 15). In this vein, the institutionalisation of
difference drew on prexisting patterns that had originated from colonial projects and
therebre would celebrate particular forms of diversity (Mackey, 1999). In other words, it is

a way that Canada has propagated dAa nation
exploitation and as a O6raz2) esbHoacs®et leit hoi
is a structure of thought that reveals itse
racism by its usage as a political weapon (Razack, 2018). p/Vhiteness becomes a
structuralfeature of privilege andn advantage to justify alcuratpolitical fiction thatused

to and still functions today for mass accumulation of wealth and power. In other words,
racism just changes its appearance and adopts many forms while maintaining its fundamental
structure (Deliovsky, 2010). Moreover,m r ace t hinking Ai s annex

~

and Aunites with bureaucracy, 0 it b@®comes fie

As a result of historical racial discrimination, governing bodies and gatekeepers of
Canadian professional orgaations secure the most ideal and wpalid jobs for the
Canadiarborn and Canadiaeducated (Bauder, 2003Jherefore,some participantsvere
trapped in survivabr menial jobs, or faced with unemploymeiihe above excerptslso
draw our attention to whaSiegrist and Marmot (2004 escr i be as a @nps
e n v i r oinimeatiestvuctural opportunities available to individuals to meet their needs

of wellbeing and positive selxperience (p.1465) which shows thatthe effects of

employment status dnquality of work are not confined toh e fmat er i1464)0 aspe
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Therefore as a consequence of being prevented by society to experience approval and
belonging,paticipants feltfrustration, disappointment, and exclusion. In fact, denying their
skills and their worth evoked feeling of inferiority, a sense of social alienation, and

ulti mately becoming Ainvisibleo2d8.n Canadi an

| also want to highlight that not having access to the adjudication process before
migration coupled with unfamiliarity with existing services, resulted in more challenges than
some participants anticipatd8iuilding on the works of Spitzer (2009, 2012), | argue that
discrepancy between dreams and expectations of what life will béhamdality ofo n e 6 s
experiencé embedded in the reasons of migratiomight operate as a chronic stressor.
Studies show that restricted opportunities for upward social mobility, shifting ,statds
prestige markers havea great impact on health outcomes aade associated with
hypertension, lower immune function, and higher psychosocial stress (Dressler & Bindon,

1997; Sorensen et al., 2009).

| pause here to mention thdbllowing Haraway (2000), when | talk about immune
system or physi outsiaggof hlood andnhermanes farid lthe operations of
chemicals t he f | eslhGM)esasmd (fpt.he mat eri ali zed semi

t he toneséofi ngodyof osfufbfledB®dhgéand paino (p.

Equally important, workers isurvival and meniajobs were less likely to be able to
quit their jobs and more likely to accept unhealthy and abusive working conditions when
keeping their jobs was essential to their/their family survival. Moreover,dbefyonted a

reality of insecure jodand limited acess to supplementary health benefits
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Importantly, job dissatisfaction and job insecurity are both detrimental to héalth.
Duxbury and Higgins (2Q0) indicatefi J ob sati sfaction is the dec
feels positively or negatively abouta r i ous as p e cisassomated withmentplo b 6 a
and physical health (Al8). Job insecurity wa also an important factoparticularly for
women in precarious employmemntho facel constant uncertainty as a result of weak labour
market regulatin, workrelated health risks, and thduture employment prospectt. is
well documented that job insecurity can increase the risk of mental problems and heart
diseases. In fact, not only can unemployment be harmful to health, but unsatisfactory or
inseaire jobs can also lead to the deterioration of wellbeing (Wilkinson & Marmot, 2003).
Consistent with the findings of other researchers (Lewchuk, de Wolff, King, & Polanyi,

2003), workers in precarious employmenh general,reported poorer overall healdnd

higher levels of stress than other workers in standard employment

Therefore, while social position and distribution of economic resources strongly
influence wellbeing, it is not surprising that disparity between education and employment or
incomethough downward mobility heavily affect
other side, obtaining a satisfying job is among the factors that have contributed to Touran,

Bahar , anptoved health 8tatus in @anada.

| close this part by highlightngphi s f act: #AThe sheer weight
i sms ar e directly proportional t o oneos e
empl oyment provides a pathway out of the sh
2011, p.66) meanwhile it wdks as a part of interacting, intertwined, and mutually reinforced

determinants that cannbéunbraicedinto any single strand.
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Income: Poverty aHallmark of Oppression

With respect to income/poverty, five issues emerged: economic insecurity,
transportatia, inability to afford the cost of medicine and/or other health care services,

leisure opportunities, and housing.

The stresses of economic insecurity or absence of resources were factors that
influenced health and wellbeing of some of the women. | waohtierscore that imposing
new strict sanctions against Iran created more obstacles, particularly fanclonve
participants, in two ways: first, it became more difficult for women who relied on
transferring money from Iran, to receive it for their surivand second, it accelerated
currency devaluation. Therefore, lamcome situations must be viewed within the context of

sanction. Mina explained:

| work here but | also rely on the money that is sent from Iran. You know

how our currency is devalued.

Atousa who was living below the lewncome | i ne or in her wo
claimed:

I am stil!] l' iving with my savings éit hel ps

if this condition continuesé |iving in ver.y

too difficult.éi f you are in stress, it hurts your |

your survival, you donodt need to use some

|l i ke éthere is a food bank here but | am no

The unemployed participants wished to draployed for the fear of using the food

bank or to avoid the stigma of receiving a welfare payment. Arezoo explained:
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éeit is very difficult for Ilranians to use
t hem. el prefer to wor k afepaymeethltin money r atl
good f or t he Ermeeywhera you doetlzey [bther peaple] know
that you use this system. But even if it were hidden... |, myself, know that |
use it, it hurts me. él feel bad. [ think]

haveto use it [welfare service].
Another concern for lovincomeparticipants was transportation:

At nights after finishing my job, when | go home | have to wait near twenty,

thirty minutes for the bus. It makes me more tired. (Parisa)
Transportation also lined somewme n6s access to health ser\

[ found a dent al clinic, its service is no
have car. I have just one day off and | do

go there. If | had went, | would have been lost myrerday. (Sahar)
The cost of medicine and/or some other health services was a source of stegs for
income respondents:
| have had an eye disease. In Iran, | checked regularly by a specialist. [After
arrival in Canada] | had bought my eyeglasses frontabaha. [Then] | was
forced by one of my friends to visit an eye specialist. | went there but | was
asked to pay more than 300$. It was a lot of money. How could | pay? From
where? é | left the clinic. (Sahar)
Meanwhile, Sahar tried to pay the costofhan s banddés medi ci ne and

needfirst. She added:

It is very difficult, a lot of cost, a lot of money. Too difficult.

Some respondents made a link between their income and leisure time. Parisa indicated:
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| have to work [for long hours], sodanét vi sit my friends. I C
par k. I canot continue | earning to pla
canot make it for two reasons: I donot hav
[using time off work]; bebilsuse i f | donodt w

Housing is another factor thatasbrought up. & participants who were homeowners,
enjoyed their living conditions. Sont# themmade links between health/wellbeiagd the
propert i ésughafamicdodr gy and swimming pdolas well adecorating the
home in a Persian st@ein orderto make a connection to Iran, possess a sense of belonging,

and find a source of comfort. Roz made it vivid:

| have made my home in a way to bring comfort to me. When you enter it,
you will feel that youget n | r an. It gives me a peace of
heaven and helps me to relate to my roots. This makes me happy.

A few have difficulty paying their rent or buying a property. Sahar mentioned:

|l candét buy a house. | hadthadlwgsinoted f or a mo
el igible. Because my income was not enough:¢
rent [each month].
Royawho, for a whilg had been living irsocial housing as a result of her low income,
described the characteristics of her place of resideraetail:

| was living in a house. [One day] | smelled an odour [so, | looked for its

reason] and found a shed at the bottom of the staircase. | asked the

superintendents for help. When they opened
transformers. Theywereexda | y under my <chil drenés bedroo
to change my residence. € We moved to anot

days] | had gone out of the town. When | returned, | saw that all the

basement and furniture was covered with mould. | called the supelamtes.

They came and washed everything. But | felt it was not a healthy place to
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live, so | called Health Canada for help. They [the Health Canada] approved

and | changed my house agai n].faceél | knew t he
with the same problem ilmte nei ghbour hood [and] didndt h¢
stayed there.

Roya also made a connection between the neighbourhood and structural racism and

sexism:

All people who lived there were immigrants or people of colour, there was
just one white, a white single arm. € There were better hous
neighbourhoods, but there was a ranking. You could have accessed to it, if
you had been a man and white.
Generally speaking, while the homeowners appreciated their living conditions; low
income tenant households fadbe housing crisis where their low income imposed another

hardship for thefn & barrier to move into ownership, particularly for single woseeh

families.

Discussion

As a consequence of un/underemploymér participants experienced considerable
harddip resulting in a spike itheir poverty rates. Moreover, economic barrieesre linked
to sanctionsreluctanceof major banks to facilitate transactions, risks of lengthy delays in
payments, and weakened curreindyear 80 percent drop in the value @il in 2012 (Moret,
2014) affected lowncome participants who relied on the money transferred from Iran.
Enhancing financi al i sol ation of some part.
nei t her r atintematianal Institute forfp@acer Jostide and Huimgints 2013, p.

20).
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Taken togethelimpacts of sanctions and unemployment/underemployment resulted in
low income whichin turn, affected transportatiomousing,leisure oppdunities,as well as
affording the cost of medicine and other services that were not covered by Health Act
discuss transportation and inability to afford the cost of servicéiseinext sectionslt is
important to indicate that regulated social seGty system does not exist in Iran (Ghorashi,
2003); thereforeparticipantswere often completely unfamiliar with this system. Moreover,
from the standpoint of Iranian culture, Iranians generally do not seek services as that could
cause them to lose fa¢@horashi, 2003). Consequently, as narratives indicate, the stigma of

using welfare payments resulted in stress.

The stresses of economic insecurity or absence of resources strain health and wellbeing
in many directions, affecting both the endocrine amchune systems (Wilkinson, 1994).
Prolonged economic insecuiityincluding lack of permanent futime jobs and income
insufficiencyi tan be considered a form of emotional trauma (Wasik, 2006). Additionally,

poor leisure opportunitiemreassociated witkhlieerioration of health (Sundquist, 1995).

Equally i mportant, characteristics of one
that determines health (Lenthe, 2006) in two ways: faatnp and mouldy environments
may cause a variety of health effe¢Bryant, 2004;McGibbon, 2012b) and seconen
individeapésvhdes fa pligne fofcamdef igeo,ud ce of
and i dewmhichiig frequeéntly enhanced by home ownershimd where individuals
Aar e sociallayncanmdonddcgalol yexerci se compl et e
dimension of relation between housing to health/wellbeing (Dunn, 2002, p.ItI\g.

particdarly important because social claskays a significant role in Iranian culture and,

therefore, home assamurce of prestige amtide can impact on the health of the participants.
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It is also important to note th#e roots of the housing problems lietire political
ideologies of individualism espoused by Canadian governments through cancelling previous
programs for social housing and cutting the funds for new programs (Bryant, 2004; Shapcott,
2004). While the association between health
necessary to look at their intersections with the other social detetsofamealth and isniis
Tsuch as income, gender, and racism, just to mention & ¥evere they often cluster

together.

Before moving tothe next section,d summarize what lsabeen written so fathe
findings indicate thamost ofthe participants as a rek of various factors such dsaving a
hostile societyas well as having meaningful job, pursuing further education, good housing
and sufficient income perceived that their health/wellbeing had improved or at least
remained stable. On the other sideme of the rarried/divorced participants with young
children, as a result of their dual responsibilitigaising children and taking care of
housework, as well as engaging in labour mérlkgere under tremendous pressure. Beyond
the dual responsibilite Canadian structural racism and discrimindtidinrough derogation
of credentialé forced most professionaparticipantsto carry out partime jobs without

employment benefits or to remain unemployed.

Equally important, as a consequence of the lackfiofrdable daycare, absence of
extended family and sociaupports, and economic hardshipptherswere less likely to
participate in language classes and/or continue their gdnida reestablish their careems
upgrade their skills. Significantly, uneal distribution of economic and social resources
exerted enormous impact on the health and wellbeing of some participatsfocumented

(Reiche, Nunes, & Morimoto, 20D4hat te lack of social interaction, isolation stress, and
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chronic psychologicalstressors related to workplace, family turmoil, housing, and
neighbourhood through downegulating of varias parts of immune response haae

adverse effect on healtleading to distress and diseasbhehext story illustratethis.

Disability: How | Hav e Become Disabled

Before moving to Canada, | had a food allergy but health was not an issue for
me. After several years [living in Canada,] health would become my big
i ssue. e | had come [as a refugee] with

then we divorcd. | divorced him and he divorced my children and [after

di vor ce] never contacted them. ée | di dnot

take care of [ my] children. I di dnot have

buy [groceries] and carry everything by mysdifhe st or e was f ar .
have a <car. Taxi was not affordabl e. é
with a [bulging] disc which pinched my

my children were young. 't has never heal et
inmy neck. Now, I candét sl eep at night becal
to some medicines [ so] I have problem wit!l

always tried to stand on my feet with all [financial] limitations [emphasis]. It

has made me toem sheow It ododnedstcrkmbeé it pl aced

strong pressur e. | 6ve become disabl ed.
[Later] | was diagnosed with fibromyalgia too. Now, | am not able to do my

daily routines. | am even not able to brush my teeth. (Roya)

Later, Rya went to explain how disability was a significant force continuing her

poverty and straining her health:

| had tried to find a job [by myself] and sent my resume to as many as places
| could, and | just got one interview. It was for working in a priddled the
prison, so how | could work in a prison. | would tear the paper. [Then] |
[decided to] go to an organization [that worked for assisting people with

disabilities] to ask for helping me to find a job. After a few months, they
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offered me a job, tavork as a security guard. But it was not fitted with my
physical status. At the same time [the organization] found employment [in
affordable situation] for some other disabled people who were in
wheelchairs. Well, they were white.

Discussion

As previouslymentioned, longarent families, in particular femaled, are more likely
to struggle with |l onger spells of poverty.
deteminant of movement into povertyand poverty itself, and its duration are strong
deteminants of health and wellbeing (CPJ, 2012). Caretaking of children and household
responsibilities, as well as deprivation from resources: living in a neighbourhood with
limited public servicé festricted transport and few stores as indicated dariibs@ce of
social support networks, and affordable child care; were other determinants that left her
disabled.Moreover, disability,i t sel f , resulted in further un

situation more complex.

The above narrative also reveals a subtexhvcsible chronic illness ia condi ti o
unseen by ot her s o -closurd oftllless (Mickelselfdm 41 Whiles e | f
Roya thought that disclosing the illness might assist her in eliciting sujpportsociety to
find employment; the subsegnt events such as disbeligiis a result of her concealed
symptom$ and hierarchies through grading disability and preserving the sanctity of white
privilege denied her right to employment. Failure or unwilhiegsto provide help as a
result of a i p egive attitude among those administering programs for people with
di sabilities that their O6clients6é are tryin

42) and the focus on fi 0 v &) disabitity wiieo shé @dsa r e,
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expectedtpoper f orm tasks, although dAonl y0)againt he ¢
Acalls for a paradigm shift from the disabl
345) . I ndeed; this passage revealbout hatccigfsis

(Clare, 1999/2009, [7) i access to equal resources and materials.

Moreover, | want to emphasize that it is difficult to create a dichotomy between the
body (impairment) and disability (the social creation). Here | agree with Shakespeare and
Watson (2001) that disability is a plural identity and it is also a complex dialectic of different
factors. Foll owing Wendel |l (1996) , Al do not
cause all di sabil it yd42)fdiingdié owpmteveat cdaimagteh
bodi e 45 thréugh unequal distribution of basic resources makes disability a social
constructHowever, emphasizing on social model, particularly in chronic ilinesses, does not
mean to ignore the role of medicine toealhte pain, minimize the liféhreating

conseqguences of these conditions, and improve the quality of life.

Finally, when we are talking about disability, it is important to not ignore thescérer
roles.As previously mentioned, three participants tooleartheir relatives with disabilities
or illnesses. Notablythe narratives of botthe carers and woman with disabilityighlight
therole ofthe state to provide adequate support to tHenthe carrs, the failure of the state
to provide such suppartesulted infeeling burdens on their shoulders; and tbe woman
with disability it resulted in marginalization and exclusion from the labour manhketits

consequences such as poverty

Equally important, the relationships between people with disabiland the carers

were twoeway ties.As above excerpt indicates, after becoming disabled, Roya contieued h

103



Chapter Five: FindingsSocial Support Networks: Loneliness and Worries

fulfilling tasks as a motheand therefore, highlightedhe fact that a person with disability
can be a careas well, which contradicts theeseotypes of people with disabilities who are

constructed as burden or solely care receiving.

Social Support Networks: Loneliness and Worries

All participants wereagreedthat social supports networks had a great impact on the

health and wellbeing. Touradfirmed:
Humankind is like a grape vine [we] need something to attach.

Some argued that lack of a coherent Iranian community in Ottawa/Gatineau was a

tangible factor. Jawaher explained:

We have a community here. They are helpful, but we need a moregbhe
organization.
Generally speaking, the participants shared the experiences of loss of extended family
supports and some mourned losses, blamed themselves or felt guilty for leavingdran
result of not caringabouttheir relatives. Meanwhile, thetyied to build new friendships
and/or sought out work colleagues as potential sources of social support nietasrks

previously mentioned. Arezoo indicated:

I worry for my sister [and] it hurts me.

her but iséaninspartar thing thhttreally hurts me.

Roya burst into tears as she described:
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| was waiting for my brother to join me here. He was so attached to
meéeverything was ready for his travel but
di edét he deat h sce$pecitillg mheh you ane oub & ithe

country [Iran], never heals.

Receiving supportérom their family members in Canada played a positive role for

some of the participants. Roz, who entered Canada as a family class immigrant, brought up:

When | came herany husband was working [in Canada] and had his own
house. [ So] I had a financi al support. e
shared the responsibilitieséso | havendét be

However, it was not always the case. Mahtab another family class iemfigvho
throughout her life carried the burden of caring for her family, explained:
Iwas raisedinanopami nded famil yéthey were warm and
he [my exhusband] was so controlling. He did not respect me. | was always
busy [with work insideand outside the house]. | was responsible [for
everything]é
The constant presence of family members and friends in Iran brought the pleasure of
company, feeling connected, and sechmyever,in Canada, long hours of work and limited
financial resourcesrpvented some of the Iranian immigrant women from maintaining-or re

creating social support networks. Sahar expressed:

Being in touch with people gives you energy
but here we have lost many things. Our families, mothetshfa r s . [ donot
have anybody here. el canot go to a party
money.
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Economic circumstances limited social support resources for some women; conversely,
social networkswere linked to finding jobs and further economic advancements. F
instance, Roz and Parisa found a job with the help of their friends. These findings illustrate

another layer of complexity of factors that influence the health and wellbepayticipants

As previously noted, some respondents wewerwhelmingly un/aderemployed,;
therefore undertaking the promise of providing financial assistance to their relatives for a
period of timé& &s part of the process for obtaining a travel visa for relations to enter
Canada wasout oft he part i ci p awhd wasliving evithchar.uneSpohed r
husband with a disability and her childfreihus,f al | i ng under the cate

headed househol3) ngtddossa, 2004, p.

I felt alone with a heavy burden on my sho
get a visa] fomy mother, but it [visa application] was rejected. She was told
[ by the visa officer] that your daughter és
However, when the financial situation was not a barrier, closing the Canadian embassy
in Iran, which now requires travelling another country to get a visa, and other hurdles such

as not i ssuing the visa for other reasons

Canada when her mother was denied a Canadian visa:

I was in the delivery room and really wanted to have myherobeside me].
€ They [the family] are part of our | ives.
else.

Therefore, as a result of bureaucratic and political impediments and/or impoverished

circumstances, it was not easy for some of the participants to maintaiections with their

relatives in Iran.
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Discussion

With respect to social support netwarksur issues need toe elaboratd on First, as
already mentioneth Chapter TwaNoh & Avison 1996; Spitzer, 2009; Stafford et al., 2010;
Xu & McDonald, 2010) immigrants who settle in large metropolitan areas withigh
density of immigrantsvho are from the same ethnicity, may easily find social support within
their own communities. Howevethe Iranian community in the Ottawa/Gatineau area does
not havea significant levelof cohesiontherefore, this positive outcome did not come into

effect.

Second, ima similar vein, for immigrants who have families already stabilized in their
settlement area it might act as a preventive fagtbich decreasethe risk of par health.
Therefore,i t is assumed that Afamily reunificatd.i
support o ( Ne wsB)oHoweyertl#isdsOabgely depenenti on t he r el i abi
support they receive from tnicaly @©pno &Dyck, 0 bot |
2000, p.1591). As two participants discussede presence of supporting family members,
who were established in Canada before their arrival, had a positive impact on their health,
butit had not been the case famothemrespondentvho had also entered Canada as a family
class immigrant anevas faced with both emotional and economic challenges. Put another
way, all three family class participants lost their extensive social networks upon arrival,
meanwhile one reunited with her chidth and enjoyed their companionship that acted as a
buffer to mitigate the previous loss. One other bdew difficult years as the result of her
extensive family | oss; however, her chil drer
improve her hdéh/wellbeing and returned it back to its pregration status. For the third

one, her husbandas neither supportive, nonurturing. Their relationship wasonflictual
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and hostile and itnegatively impacted her wellbeing. On the other side, some ecomomic
refugee repondents came with their familiagich positively affead their health.In fact,
this finding corroborates the ideas of Spitf201la)who suggests thahe boundaries

between different classes of immigrants smenewhat indistinct anddgile.

Third, all participants weragreedthat one of the determinants that impactieeir
health/wellbeing positively or negatively was social support networks. Broadly speaking, the
respondents shared the experierafdess of extended family supportdoreover, as a result
of fleeing Iran as refugees or bureaucratic and political impediments and/or impoverished
circumstances, it was not easy for some to maintain connections with their relatives in Iran
which was an important source of suffering andrywdhat many timesvasrecounted as
pai nful experience. Taking Ebadiédsapandhatsi der :

ti mes does nomM). blunto (2006, p.

Fourth, the geographic or spatial contekisluding a physical distance for participant
longingto travelto Iran or being keen to host their families in Caiiaéiead as a barrier to
social supporis and also lack of transportatibriead as a barrier to access services/leisure
as earlier mentionédimake another layer of complexity to thectiars that impact
health/wellbeing. Building on the work of McGibbon, | consider the spatial contexts of
oppression as anot her determinant of healt

intersectidd.so (2012b, p.

| want to underscore how power ialhnces can play an important role in the
wellbeing of Iranian immigrant womewhen considering spatial contexts of oppression.

Minister of Foreign Affairs of Canada, John Baird, at the seeyenth session dfie United
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Nations General Assembly (2012adt e d , AThe Preamble to the
reflects our collective determination to ac
(p-3) and accepting the redbpomgi iB). Laténifoot o ph i
legitimizing there asons of why fAthe toughest beenmonomi
imposedhe claimediour quarrel i's not with the peopl ¢
that aims to silence their voices" @). This statement brings up two questions: firstethr

sanct i oprse sispute o/7h or rather nndlict KaBh punishment on Iranian
Canadians who have already faced economic hardships, as indicated earlier. Second, whether
familial separation that Iranian immigrant women have to eiidiie o s ei G6es o0 ar e |
inmyears i s a way for advancement of fsdteamdar ds

or rather fall humankindo means somet hing el

Age or Ageism: Which One Matters

All participants brought up that age was an important determipaintheir argumest
for doing so were very differentVith respect to age, four issues emergaging process, age

at the time of arrival, fear of aging, and age as a symbol of wisdom.

All the middleaged participants who had been living in Canada foertitan 10 years
discussed that they could not ignore age. They indicated that upon arrival they were young,
and for some of them getting olderas accompaniedoy declining physical energy and
experiencing some conditions like hyperlipidemia. However, thegtioned that it was part
of aging and considering this fet, their health remained sanT@muran opened up that aging

was inevitable:
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éit [aging] is |like four seasons of |ife, vy

Some participants expressed decreasingldhel of energy by speaking about their

dancing and hiking experiences

Every week | went hiking. |l was al so danci
think | have forgotten how to dance, it is

term refugee resident)

At thattime [before immigration], | was a young girl, a hiker, no matter what
[ happened] él went -tehmrésideny. ( Maht ab, | ong
Age at immigration also played a significant role for the participants who immigrated
during their fifties, in finding jobs and pprtunities such as pursuing an education. Some
expressed that they would have been more successful if they had come in their younger age.

Difficulty in finding jobsechoedimr ezoo0od6s st at ement :

| had applied for a job but they [the employers] did nottacinme. After a

while | went there and [asked them,] they t
[girl s]o. e | was told that here [in Cana
employment opportunities] but it does. ... If | had come here when | was

younger, | woulchave had more opportunities.

Participants also found age as a crucial factor for learning in terms of continuing their
education or improving their language proficiency. As Atousa, an intermediate resident, said:
I know my first need here is languageehlly want to speak [English] and

fill this gap, but | know at my age, | cannot get everything, it takes more

time.
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Some participants expressed their worries about old age and fear of being put into a

nursing home. Roz conveyed:

| worried if something igjoing to happen to me [I become sick], what will

happen. In Iran you have family, someone who <gmi. My mom had

become sick and my sister decided to retire [early] to take care of her. She

[my sister] is an angel, you know, [she is] out of this wodtle is

cornerstone of our familyé but hereéyou Kknc¢

expect your children to take care of you.

For Bahar and Azadeh, the youngest participamt® were in their thirties, age meant

wisdom a positive &ctor that boosted threnealth:

I have accumulated so much experience and wisdom that | praise the path
t hat | had. éas | became ol der , | become n

And this is who | am and take it easy. (Bahar)

When you get older, you gain more experiences ancesible problems

easier. (Azadeh)

Discussion

The aging processasmainly discussed and was a crucial element for the miigkel
participants residing for more than 10 yeanso experiencd declining physical energy
and/or physical conditions such as hyppeédiemia and joint pains. However, these physical
ailments were notansidered as an aspect to definthgir healthas poor. While age may
operate as a factor, law level of energy might be a result of stress, as both participants
talked about their stees f u | |l ivesd conditi onseryteMsatimeab ha
during her last marriage that ended in divorce, and had difficulty in-iiferkalance; Sahar

was relegated to a low socioeconomic status living with her children and her husband who
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had a disability. It is documented that prolonged and extensive steés®d activation of
hypothalamiepituitary-adrenocortical stress axis can result in a distributed feedback
regulation of this system, which is associated with a lower amount of e(feieprist &

Theorell, 2006).

Equally important, age at immigration played a pivotal role for respondents who
immigrated later in their life and intersected with finding jobs, improving language
proficiency, and continuing educationhis finding is simila to the findings ofShemirani
and O6Connor (2006) who argue that ol der | r
opportunities.It is also consistent witlZ i e t s imdin@ss(20d7) that older immigrant
women have much more difficulty in finding jpthan their young counterpariRasouli et
al. (2008)discusghat agerelated discrimination can be a reason that leads to lowes lavel
career adjustmenfor the older immigrant womenPainting Canada as a land of
opportunities, therefore, is not trustithyd at least for participants who entered the country

later in their lives.

Fear of aging was anothéssue that was brought up.In Iran, the family has an
important role for support afs members and it is also a fundamental source of help. Within
thefamily structure, responsibilitieare placed on the younger generation to provide care for
elderly parents (AlizadeKhoei et al., 2011); however, social roles such as family roles are
neither fixed nor immune to the structural pressures of the newtysddlahdi, 1999).

Changing family structures might be a resul't

Moreover, the outcome of working conditions in Canadight be attributed to

performing of family roles, such as responsibilities of caring an elderly relativef, which
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can complicate the younger generationds sit
loss of extended family social supports, which is consistent with the findings of others
(Ahmad, Shik, et al., 2004) who have reported that fear of gedtokgwas common among

their participants due to their limited social supports.

Perhaps even more importhntthe existing power relations that continue to perpetuate
false images and ageist stereotypes may have an essential role. In Iranian cultige, age
perceived as a sign of wisdom and older people are resgédieatiehKhoei et al., 2011);
however, throughout the Western world, wisdom as a social role for older women is
dismissed or ignored (Bassett, 2012). Therefore, the ageist assumptionsecowitiim the
aging discourses in Canadian society might influence how Iranian immigrant women defined

age.

Put another way, ageism as a form of oppression is embedded in the predominant value
system of Western societie$uch as Canadawhere productivityd enot es i ndi vi
social worth (Angus & Reeve, 2006; Bassett, 2012). As a result, it is the responsibility of
individuals to not be a burden on society (Bassett, 2012). Therefore, women might see
themselves declining andecomingdependent with fear odiging with a disability where
Anegative i mages of aging have anl13)naddur i ng

formulate ilkhealth in old age (Bassett, 2012).

Ageism in arrangaentof social and political manifestos often operates at a tacit level
in a way that pervasiveness of stereotypes
ll-heal t ho becomeawhaotm@BoDnggsr ealrmsyo (as cite

2006, p.141). In such commeseense reality, the myth and unquestioned fsesarrounding
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aging is fiwidely spread, generally accepted
that limit the possibility for imagining on alternative realities (Angus & Reeve, 2006, p.

137).

Finally, as mentioned earlier whiléewing age positvely and as a sign of wisdom is a
common cultural attitude among Iranians; it is not surprisingly that two younger respondents
found age an enhancing factor that improved their healthconclude, age is a pivotal
marker of wellbeing that intersects witlinguage proficiency, education, employment and
therefore income; as well as social support networks and structural ageism. It is part of a

complex whole that cannot be disentangled into any single aspect.

Immigration Experiences/Stage of Migration: It Is a Matter

Immigration is a lifechanging process and entails profound challenges, as Touran

observed:

Immigration is a history. It is a stage of life that not everyone has a power to
begin it.

Broadly speaking, the papultd cfi patndiss tiam kie oh
and their reasons for their displacement. While the participants | interviewed had a variety
reasons for leaving the countrincluding family reunification,a better future for their
children, and educational opportunities; mosntioned that socipolitical factors were far
i mportant than economic factors as a reason
can be seen as involuntary, voluntary or a combination of both. As Jawaher eloquently

pointed out:
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| decided to comeénr e [ Canadal] to reunite my family

immigrated because they had to [do it] and they would really hurt

éhowever, there [in Iran] was [something |
this decision [to immigrate]know his flow ta
what you are doingél made this decision but
think more, I didndét do more research. But

Iran is. Look! There is something that pull me here, the peace of mind.

Wallowing in doubt was expssed in some other narratives. Women explained their
experiences here and there, the challenges that they had faced in their homeland and in the
host country and still were not sure that their decistormmigrate wasorrect, as Azadeh

told me withalaugh:
| donét know finally [immigration] brings f

Touran clearly articated her reason for immigratiotraumatic experiences of the

Revolution aftermath, and painful transitions to life in the diaspora:

Some [people] go to this wayut [they] do not know where they would go.
éit depends on why you come and what you wae

your ai m. éhow it makes you happy. él mad e
however, | was t hr own. | t was not my desi
ddnot want me . | deci ded; it i s t he funda
emphasi s] where to go; stay and die or | ea

airport with a bunch of flowers [to leave Iran], | left [Iran with the help of]
smugglers with [my] young chiden. é 1t was stressful é [ Al s

things, family, friends é 106ve never back t

Some respondents told me that their states of health after migration were anat atw

the same level. Bahar, who was in a poor health before emigration nexplai
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éwhen | came her e, I was an international
tuition fee that I had to pay. I di dnot I
couldndét work out off campus, and [on campu

limited. | have no one back in Irda support me financially. So, | was on my
own at every sense. You can imagine, so still the same for the first few years.
It actwually accelerated and | became more
the short e r m, it [i mmigrati orblitinlbagterms ome negati v
it has had tremendous positive effect in my health.

This issue also resonated in the voices of Azadeh and Roz who merthahedeir

health and wellbeingarticularly mental wellbeing, weraffected by immigration negatively

in the first months/years upon arrival, respectively.

Discussion

[T]he families torn apart, lives wrecked and a generation traumatized, a
di aspora permanently d32splacedd (Moaveni, 2
Following Gushulak et al. (2010), | argue that-ped posimigrationexperiences, the

reasonfor immigration, and how respondents immigrated are important considerations.
Moreover, like Thurston and Vissandjée (2005), | maintain that it is also essential to
recognize that the stage of migration hageat impact on healtéind wellbeing. By virtue of
access to more networks or different roles and responsibilities at different stages of
immigration, participants might face different barriers or have more opportunities that each

one can be heakttamaging or healtenhancing.

As Lassetter and Callister (2009) argue, migration is a complicated decision making
processandasthe above narrativeshowthere were morecmp | ex and fAi nvi si b

thatinfluenced the decisions and choices of both refugéegstly considered aavoluntary
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migrant$ and immigrants to emigrate (Biidu, 2004,237). Moreover, it is also crucial to

note that in similar situationgifferent individuals choose or act uniquely, although the

choicestheymi ght make fAunder entorempoust ielxlt eamal clpo

2004, p.2 38) . As Touran eloquentdyhpwewnerd e,

choice and decided between her death and life. Therefore, the neat division between

voluntary and involuntary migrants is somehow difficwhich shows another layer of
heterogeneity of participants who was

womeno.

Sexual Orientation: Who | Am

Bahar described one of the reasons that immigration enhanced her health:

e [ A] Il of mlythoughit, fit evasi something avrong with me
because everyone got married. [ di dnot
was not interested in marriage and | was not interested in men. Then |

concealed this sense [because | thought] | was abnormal and Idisehse.

unde

und e

When | came hereé | felt nothing is wrong

am just something else. You know, and from that moment | live my life.

From that mo me n t nstead of feeling th

€i
become comfortable in my ski, so a |l ot of people were
was so hard for youéto come out, how you

kidding me? It was the easiest thing for

am out ever where, at work, with friends, and have hachafe e partner . &

can be who | am.

Later she expressed:

One of the biggest threat to my wbking and sources of my stress were the

double identities that | had to maintain. One as a free lesbian woman in my
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great adopted country, Canada, and the seasraisingle female who is not

interested in marriage with my family and relatives in Iran.

Bahar also went to explain that:

I came out without any psychological trauma, you know, as a homosexual.
€l could never ever | ive algll.geanlivy and heal tt
my | ifeéel feel, I can be | ost in society.
After several years playing games [with my family] | came out to them, they
didndét accept me at first, but finally the;

youjusttheway you are. o

Discussion

Iran is a unique case in challenging gender norms and has the second higbagitaer
of sexual reassignment surgery in the world (Carter, -2011). State allows transsexual
people to undergo reassignment surgeries who areatéilly granted legal rights after that
(Bl ake, 2013) ; however, it i 201 pA@Ygfwliomr A not
"diagnosed” (p.799) by the authorities to gain legal title. In fact, state policy on
reassignment surgeries is a result efelnonormative gender norms where sexual orientation
has to be clearly defined and aligned as per heteronormativity (Blake, 2013). In such view,
being transgender, as well as gay, lesbian and bisexual is neither identity norTdtatus.
findings further sypport the idea of Mireshghi and Matsum@&d08)who arguethat when
individuals perceive their own culture as homophobic, it is associated with lowestsdin
and stress. Importantly, beyond the state and sodhetyabove excerpt also points to how
family might play a role in creating an atmosphere of uncertainty for Iranian gquésckis

in agreement witlthe findingsof previous work in this fieldCarter,20162011).
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Following Minton and McDonald (1984), as well as Taylor (1999), | argue that i
i mportant to notice t hat -disdosumeiohgay identity,dtisi s no
the acceptance of obegayness as a positive aspect of self; therefore, homosexual identity
formation ha to be considered in a social context rather tmanely on an individual level.
Sexual orientation is one of the roles encomipgsgersonal identity that influences every
aspect of life. Identity refers to the ways in which an individual perceives, feels, and knows
abouttheself and assigned tothe @m st ency, uni t vy, apeeptorm nt i nu
Therefore, to attain homosexual identity, both personal and public identities have to be
integrated in ordr to shape a single séthage.The decision to be udoseted or to conceal
the homosexuaidentity is detrimental to wellbeing. If individuals choose to hide it, they
mi ght f eel that they are fAvalued for what o

really areo (MintdoR).& McDonald, 1984, p.

Additionally, the above excerpt drawaraattention to what Singer terms as oppression
illness (seeChapter Threewhere the focus shifts from individual to the social origin of
illnesses. As Bahar mentioned, she had come out without any psychological trauma because
she could be lost in sociegnd nobody watched her. In fact, Bahar felt that she was not
stigmatized in Canada antherefore, she was not required an adaptation effort that might
threat her seltonception. In other words, discrimination and prejudice could create a
stressful soclaenvironment that might lead to feeliraienationand ultimately, result in

mental and physical problems.

In fact, the findingsshowthatfi ¢ o mi n gs aaignificantcbreelationwith sense of
seltesteem, life satisfaction, and happinesbich further support the results of another

research(Halpin & Allen, 2004). Moreover, arecent study in the U.S. (Mireshghi &
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Matsumoto, 2008) examining the relationship between perceived cultural attitudes toward
homosexuality and health among Iraniamd Americangay, lesbian, and bisexual
individuals revea that there was not any difference between Iranian and American
participants when coming out was accompani e
collectivist values and importance of social suppom asiffer to reduce stress among queer

peopk, it is reasonable that Bahar defined her health and wellbeing in Casbdter than

in Iran, when she patrticularly enjoyed the acceptance of host countrioamigsser extent

her family. However, it wasne factor among others that hadgignificant impact on her

health and wellbeing.

Race/Racism: Why Do You hink We Are Different?

When you go shopping, just because of your accent, they think you are

stupi d, you are crazy. iémsgédnedt meeuthegl dioh (
when they | ook at you down upon. I am not s
touch it. (Azadeh)

| l ook for whites, but | see just i mmigrant
l ong hours at work with | ow wgges €é Where
companies? ¢é& |t i s not my accent, my accen
want to tell me , AiYou are no body. You | oo
colour, everything. But we know, you are no

Some respondents strongly felt that theyraveargeted and their experiences were
fraught with personal racisiihey consi dered themselves as a
of factors including names, accents, veils, and national oiigisually vewed in the

interpersonal sense:
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One of my idenfication cards have a veiled photo. Many [people] looked at
it and [t hen] | ooked at me [without veil] i
happy now. 0 But they don6t know my history.

She added:

| went to a doctor with my husbandhé& treated us badly. | felt that she

t hought , AThey are Middle Easterner. o Then
dress. She was looking for some bruises in my body. She thought my

husband violated me. It really hurt me. It was my first experience here and it

wa so bad. € We [my husband and me] have
relationship with each other, an equal relation. We have shared all

responsibilities with together. Then you see that a doctor who is one of the

representatives of this society treated you su¢ha t . ltds so humiliatin

Following Razack (2011), | argue thatMi ddl e East 82),naccdnts,ok s, 0O
national origin, and Muslim names provided good reasmnswhy participants were
assumedo bepremoder n and Ai mp &rwhd reeddutectianrfrenntheir ( p .

Ahypatriarchgl bmermaci(vp.l idded Europeanso (p.

Azadeh continued:

Racism exists but ités very subtle and has

days of my arrival] | went to an organization and a man who worked there

asked me very angrily, AAre you a refugee?b0
s kil worker. o6 And hi s manner suddenly ch
thought, AfWhat 6s the difference between me

that a refugee ugses .tohe&uadunthri ynwgs rhaigsdu me.

The above narrative i ndi cated t hat not o)

(Danso, 2002, @)i the geographic region where immigrants come from, but there is also a
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hierarchy of immigrant class, which continues to seed tr eat refugees

additionso (Damsnad, A2a0Wwz2, cmmed HN.t herso (Dans:

Azadeh added:

Here, people do not know us, they think we are terrorists, we are poor. They

dondét know I ranian cul turedashBubdad ever ywher e
things about I ran. My country is good, it O
Alf it is good, what am | doing here?bo0

Mostofi (2003) explains this situation:

Iranian diaspora immigrants live in an awkward position. They pine over a

home tley can never become a part of because the Iran of their memories no
longer exists, and they reside within a state they must adapt to for survival.
(p. 698)

Building on the works of Gonzalez and McCommon she concludes:

symbol s of I r ani astory, damedticuvalees and kinkhipas ¢é h
ties, and etiquette can serve as remi nder s
establish who we are and who are they é ani
often hostile ®©¥)Xeiving society.d (p.

Some respondents were awaf racism, meanwhile tried to show thallegiance and

loyalty to Iran:

Here, people think that Iranian women are dependent and abused by their
husbands, but in Canada [white] women abuse
women had to live in a shelter. Thgyepple in Canada] have to know that

Iranian women are independent, educated, and powerfuly NMabands and

wives in Iran havdbeen | i ving equally with together.

tried to show to my coll eaguesnthat we [ 17
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succeeddand everyone respect me . el al ways m
all eys, i ts peopl e, cul ture, bazar, my ro
rootéitds my soil. |l 6ve decided to go back

will completely settle here. @)

Like Noh et al.(1999) | maintain thatforbearance had stressuffering effect by
reducing the adverse outcome of perceived discrimiratiemotional and msal stress i
and this response was augmented among whosstiady attachment to traditionathnic
values. Indeed, a wetleveloped racial identity, as well as its prided the belonging
dimensions magerve as a coping mechanism and ameliorate the pain of ostracism (Carter,
2007); althoughit is not sufficient for all Brondolo et al., 2009)Following Moghissi
(2003) | arguethatparticipants as a result of sense of not being accepted or tolerated by the
host country/felt that they hado be on their best desirable and acceptable behaviour, to
work harder, to complain less, and to clingattolkloric identity to wall themselves off from
the dominant host culturdn accordance wittother researchersHesseBiber, Howling,
Leavy, & Lovejoy, 2004)I also argue that the ability of individuals to recognize the racial
stereotypes and negativeaguations of their group then may act as a protector, meanwhile

internalizatian of the positive values resultadbetter psychological health.

Some participants argued that they had nevettfat racism existed in Canada:

They al ways e neven felt sack things. (Atousa)l 6

Some of the respondentereremindedof the situation of Afghans and Iraqi refugees

in Iran.

Racism exists [in Canadal] but itdéds subtl e

tell you. Because if someone efsuch thing, theresia law against it and
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you can compl ai n. e | want to tell, it exi

and how Afghans were treatedé (Tour an)

Afghans were very bad treated in Iran and also Iragis who entered Iran [as

refugees]. However, they [Iragis] weratian [emphasis] in one generation.

é I f they [the media] want to destroy the
weakness to use it. (Arezoo)

Discussion

The above passages provoke five arguments: first, some participants might recognize
racism fds |affeact Noh X4);Kkedsecand, disc@sSidh df, racigm
might evoke stressful recollections. Therefore, participants might try to minimize or deny
some aspects of their experiencBsofidolo et al., 2009)no matter what, both are the ways
for coping efforts Brondolo et al., 2009\oh & Kaspar, 2008 As Carter ar gue:
throughal i f et i me of racism in many areas of one
When the denial becomes loss of memory for the event(s), this coaldige that the event

was trauma®©d)co (2007, p.

Third, followed Moghissi et al. (2009)I argue thatrecounting the discrimination
against Afghan and Iragis refugéeduring the time many Iranians emigréafeom Iran, this
country hosted near three tiuh Afghan and Iraqgi refugeesvhich makes its migration
history unique (Chaichian, 2012 ; Naghdi, 201@yight reflect the constitution of an
interracial and ethnic hierarchy, particularly in times of economic hardship which draws
attentionto the fear ® having to share limited socioeconomic resourgéh those considers

as others.
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Fourth, some respondents discussed that the media and pervasive discourses had great
influence on how Iranianare portrayed. It is well documentedélabuzi, 2001}hat the
media is one othe most powerful institutiosin Canadian society that perpetuates racial

ideologies, defines communities, and creates images that becomes realities.

Fifth, the findings are consistent with others (Danso, 2002; Edge & Newbold, 2013)
who ague that today, in Canada, most discriminatory encounters are elusive, subtle, and
systemicorwhatDano t er me d A c o u9) ratkecharsovert forms vghiotocan( p .
be more difficult to detect and evaluate. However, racism and racial discrimifiatoms t b e
acknowl edged as a pervasive and continuing
2009, p4). While the awareness can be exhausting and elicit distress, it may be a remedy for

gathering the strength to avoid being denied rigBtsr{dolo etal., 2009).

To close this section, racism as a determinant of health through stressiabf ra
discrimination, as well amstitutional racism whi ch i s documented in
ways of doing thinp $)pwhiChLway grevieusly matibned by2 0 1 3
limiting socioeconomic opportunities and access to material and societal resources

negatively influencethe health of some participants.

Weather

In general, the clean air and blue sky of Canada entirely satisfied the participants
particularlywho left Tehran, the capital of Iran, and with a lesser extent other major urban
cities, as well as those who came to Canada in recent years. Toxic smog and traffic jams of

Iranian cities were stressors that some participants mentioned. Azadeh described:
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We always got caught in [a traffic jam]. | could not tolerate that and its
stresses anymore. | am more relax here.
Mina, who was diagnosed with cancer a few years before moving to Canada, explained

that she took a medicine that caused severe side effeetsostinued:

When you live in a bad weather condition, you know what | mean, the air

pollution, their [the medicinel] [ si de] ef f e

an effect on happiness [positively]. é | ha
For some participants, ¢htransition to the prolonged Canadian cold winters was

completely unpleasarandthe length of residence was not an important indicator. Mahtab, a

shift worker, expressed:

Sometimes after finishing my job, when | wanted to return home at night, |
had towarm my car and clean it from the snow. It was too cold. Sometimes |
cried. | was crying and thought what kind of the job it was.

Some made a link between the weather and social support networks. As Parisa

mentioned:

Well, the long winter makes me a litdiepressed, especially when we are not
with our families and we are far from them.
Furthermore, she drew a connection between weather and healthy behavior such as
exercise. She explained when the weather condition allowed her, she went out for walking

butin winter it was impossible. She recounted:

You know, exercise [positively] impact phys
to the gym [in the winters, because] |l donod

| donot have a car .
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Some considered that their muscukches or joint pains exacerbated during the

winters. Roya explained:

During winters when the weather turns cold, the stiffness of my muscles
becomes worse and | feel more pain.
Some participants were afraid of falling down, therefore, they avoided gatside as

much as they could:

| prefer not to go out in winter. You know, in my age my bones might break
easily. (Atousa)

Discussion

Considering the fact that especially in Tehran during cold and windless days a thick
layer of smog is trapped over theygiit is not surprising thatis participants strongly argued
that one of the reasons for improving their health/wellbeing is the Canadian fresh and clean
weather. The contaminant condition makes Tehran and some other Iranian towns among the
worst airpolluted cities in the world (Davidson, 2013; Naddafi et al., 20%Bg situation
has grown worst as the result of sanctions on Iranian imports of refined gasoline that forced
the Iranian government to turn to leguality alternatives (Davidson, 2013). Moreoyit is
also documented that both outdoor air pollution (International Agency for Research on
cancer, 2013) and perceiveddra stress $ong, Gee, Fan, & Takeuchi, 20@&fg associated

with lower health status

On the other sidesix participants perceived Canadian winters as a determining factor
that decreased their health/wellbeing not only emotionally, but also physicadly.argued

that long and harsh winters posed a physical hazard for them and limited their physical
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activity which was particularly intersected with transportation, age, and income. This finding

is consistent with two othes t udi e s : f i r s(ROll) fdingsviadicdte treat al
winters in Canada &re a challenge for immigrants who were 55 years and older; and
second, Elliott and Gillie (1998) discuss that harsh climate was an important factor that

negatively influenced Fijian immigrant women.

Health Care Services: Several Barriers

With respect to health care servicdsgot different responses. One participant
identified the Canadian health care system as one of the main determc@ttibuting
positively to her health status change; however, sle etpressed negative views about

Canadian health care services. Azadeh articulated her conceiving reason:

If you will be diagnosed with a disease such as a cancer in Iran and you do
not have insurance coverage, you have to die. But here, great parthef it [
costs] is covered. Here they also have better equipment.
It was al so echoed I n Touranos Vvoi ce

granddaughterds di sease and the expense or

after sanctions. She said:
If she had lived in Iran, | do not know what might have happened. So | look
at my living [situation] here from this point of view, | lost something but gain

something else.

While someparticipantswere generally satisfied with Canadian health care seryices

mog of them argued that there were several structural reasons for dissatisfaction.
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Language was considered as a barrier to care by some respondents and when it was an
obstacle, impacted every stage of theecprocess includinghe medical appointment,

labaratory services, and tramasing letters from the hospital:

There is a woman in the laboratory. She is very impatient. | always hope that

when | go there, she wonét be there. ¢é [Bec
didndét wunderstancerwhatats hmgy Eaigd.i slh twalsdh oh
said, AOk. Ok. o6 But she became neurotic. (A

Lack of familiarity with Canadian health care system or information centers was
expressed as another barrier. Moreover, presence of interpreter for overcoming linguistic
barriers was neither helpful, nor satisfying. Azadeh explained:

I was sick. | did not know how to get an appointment. Some people at the

language class told me that there was an organization that could help me. |

called them and they got an appointmematisb told them that | would need a

femal e interpreter. € My scheduled appoint
interpreter came with me. | know him and | was so uncomfortable to talk in

front of him to the doctor.

In addition, children were sometimes asked laypthe role of an interpreter.
Discussing intimate health details in the presence of their children was occasionally
problematic. Touran said:

My daughter was my interpreter. Doctor asked some questions and my
daughter found that we [my husband and mel agroblem. She asked me
why we [her parents] were continuing to live with together. | told because of
you. €& Later we divorced.

Some participants focused on early discharge from the hospitals and how it could be

problematic. Roya mentioned:
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| did a surgry while ago and stayed in the hospital for seven days. But now
they discharge patients very soon. There are good equipment in the hospitals
and someone who chexjou.

As a result of early discharge from the hospitals, some participants ectttredr

caegiver roles beyontheir families into other women:

| 6ve known a woman whose job is cleaning I
doctordos office. She had to have a surgery
care her after discharging from the hospital. | toldthat | could help her.

(Mahtab)

Someof the partici@nts did not trust the services:

I am not happy with [Canadian] health servi
are not looking for the reason of the diseases, everything is superficial.
(Mahtab)

The eypense of consultations, medicines, and some other services were considered

beother barriers to accessing health services

| had to take some medicine regularly. They are very expensive. If [one day]

I candét afford my medi cinlinaa ® helpwne.ll | never ask
have to stand on my feet. (Parisa)

One respondent explained that the proportion of funds borne bystéte has

dramatically declined:

The government has cut most of the funds. My doctor had sent me for

rehabilitation. It helped meubt I canot use it now [ because

charge. €& [Previously] if you had some symp
you for tests. But they do not do it now. Funds are cut. [So] you will
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diagnose at the latest stage [when] treatment becomes moré ops I't doesnot

make sense. (Roya)
Somewent back to Iran for accessing services, particularly for visiting a dentist

| have an option. If | need, | will go back and visit by my dentist there.
(Mina)

Lack of samesex provider and discomfort was anothsuesthat brought up:

My first physician was a man. | was really not comfortable with him. | was
looking for a female doctor and [finally] found one. (Roz)

Lack of control in the referral process was another barrier that resportukhts
difficulty overcoming. As a consequencgme viewed family physicians as gatekes et
restricted their access to specialist or costly services. It is important tthatitanight be a
resultof the differences in home and host heath care systems and rdiféeqmecttions of
the services:

In Iran, where they think it is uncivilized, if a woman waitt be visited by a

gynecologist, she can do. Here | have to insist my family doctor to refer me

to a gynecologist. (Mahtab)

| had headache. ... The doctmkeda few quesions and gave me medicine.

He did not do anything for that [my pain]. | thought it would be better for me

to be visited by someone who had more knowledge. | am not a person to use

medi ci ne. e | [ al so] have allergy to some

tranquilizerscreatth al | uci nati on f or me , but he didnot

| asked my doctor to order a blood test but s/he said you have to wait for one

year. It is a rule. (Parisa)
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Some found pamphlets or posters useful

My doctor didnotl dé6k mevameunt . mButhl saw so
on t he wal | . Ther e was written, il f your
doctor. o0 Then | told her. First she said, |
come back next time talk aboutani t. 0 But S L
[ultra]sonography. éthen they found my chil
surgery. ¢éthat poster saved my chil dos i fe
Baharneeded to disclose her identity with her health care provider.
She [ my health care providerdgoodas very acc

pamphlet which was very nice.

Some decided to put off visiting physicians, to get help from other resources such as

the Internet, and to rely on themselves to maintained their health or deal with health issues

I donét personallley ha@maptrthe cciaatee stylsed ewnho |t 6s

it bs very mechani cal and symptom based.
education systemthatdodgfd on 6t | ook at you. You go
typing in their é electronic system. é
find it so inhuman. e | donodt know how

é

t her

| 6 m

s us

decidelt o take my health [in] my own hands.

responsibility to take care of my health

care. (Bahar)

Threemonthwaiting period for health insurance was another issue that frustrated some

paticipants, sometimes indirectly:

| brought my medicine for the first few months. But one of my friszaime
here [as an immigrant] and became depressed. | brought her to a clinic and

she paid a lot of money. (Parisa)
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Long waiting times to get an appointment and difficulty finding a regulailyam

physician were other issues:

| had to undergo a surgery. | waited for three years, but | know it was not
urgent. (Atousa)

Aftersomany yearsfo being in waiting |list, they call
have a family doctor for you!o [ And] It ol
how happy | am. o [With [ augh] (Bahar)

Fear of finding a disease or believing that breast and cervical screening were not

necessary, or more harmful than useful were resufteshderutilizing the services:

| 6ve never dethargheredn beseelf theyy fexd something, it
will create stress. (Sahar)

Discussion

With regard to health care, participants varied inirtperceptions of health changes
attributed to health services. Figarticipants reported that it had not affected their health but
sevenindicated it had improved or worsened their health and wellbeing. Owing to enhancing
their/their family health, twodctors emerged: first, coverage of most hospital and physician
costs; and second, limited or scidy of medicine or equipment in Iran as the result of
sanctions. Two issues needoeelaboratd on first, Iran do not have a universal health care;
therefoe it was a source of concern. Second, while medicine is exempted from sanctions
| egi sl ation, other factors such as restrict,]
reinsurance bans, I mpact on the ctcanahdr y6s a

hospital equipment that negatively influence civilian health (International Campaign for
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Human Rights in Iran, 2013; Moret, 2014). Therefore, not surprisingly,respondents

believed that living in Canada and access to health care serviceseaintne might be a

factor for maintaining/improving their or their family health, access to the basic rights that
they were being denied by the new worl dwi d:¢

health policy mismanagement.

The findings demonstratgeveral structural barriete health care services including
difficulty in communication, lack of knowledge of the Canadian health care system, cost,
distrust, the difference between home and host country health care services, physical access
difficulti es/transportation, hetermrmative assumptions and racist attitudes of health care
providers, poor referral to specialist, long wait times to get an appointment, difficulty finding
a regular family physicianThese barriers mirror ¢hfindings of previoustudies that have
examined the obstacles to access to heate services among immigrari®eitmanova &
Gustafson, 2007, 200&ee also literature reviewgnd/or Iranian newcomer®astjerdi,

2007, 2012; see also literature review)

Shorter hospital sy were significantly narrated by women who had to care
themselves after discharge as a result of loss of social supports. Cost of medicine/services
and transportation/physical distance were predominantly recounted by low income
participants who also didoh have a supplementary health plResearch shows that dental
plans are not available to 74% of lamcome employees in Canada, while in many European

countries, it is part of national health plans (Mikkonen & Raphael, 2010).

It is worth indicating tha Auni ver sal access to healthoc

value, 0 however, the Atransl ati coaunmadled t he ¢
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(Galabuzi, 2004, R246). Since the last decadedue to structural racisnthe socioeconomic
status of racialied immigrant women has worsened and resultechamginalization and

exclusion According to Galabuzi:

The extent of exclusion is expressed through the gap between the universal

access to health care and the reality of unequal access to health service

utli zati on. é |t the gromisdcé citipeaspip dne thewealéyn

of exclusion that represents the extent of social exclusion and the unequal

impact on the welbeing of members of racialized groups and immigrants in

Canada. (2004, 246-247)

Put it another way, the phrase fAi mmigrant

but encompasses a social criteria as wallimmigrant woman is a person whose status as a
permanent resident and ultimately a Canadian citizen provides her withrigatsy such
as universal access to health care; however, her social status is absolutely something else
(Miedema & Tastsoglou, 2000). Following McGibbon (2012a), | argue that social exclusion
through a system of various barrieremployment, income, sugghentary health insurance,
racism, and time away from work; just to mention aifend cutbacks of some publicly

funded health care are two key oppressive practices that limited access to health services for

some participastwhich jeopardized or dahepotental to jeopardizetheir health.

Healthy Behaviours/Coping Strategies: It Is Not Cigarette That Kill

Me

The physical activity levels remainglde same or decreased; wiehsingle exception,
who identified considerable changes in access and abiligxéocise for women as the

reasons for her argument
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[In Iran, therearer® t | enough opportunities, but her e
possibilities. (Bahar)
Generally speaking, the participants did not engage in unhealthy behaviour such as

smoking. One respondent svasmoker, however, the average number of cigarettes smoked
per day did not change after immigration. One other rarely smoked in Iran, but she quit here
as a result of cost. By their knowledge brought from their home country and obtaining
information fromtheir colleagues and children, as well as the media and internet in the host
country they tried to sustain their/their family health by consuming healthy food. Some
enjoyed greater variety in their diet. Apart from experiencing the diversity of foods in
Canada, some argued for consumption of fruits and vegetables they changed their daily

choices to maintain their health. Azadeh explained:

We have more variety here. But in Iran we ate more fruits. theg are
expensive here. So wevbeught more carrot arfstoccoli.
More importantly, the participants found and used a variety of strategies ttaimain
their health and wellbeing:

|l 6ve never wanted to play the role of wvict

myself. One of my work won a prize. (Roya)

| often goto swimming pool. It is good for my health both physically and
mentally. | enjoy it. (Jawaher)

[After my diagnosis] | enjoyed staying at home, going to restaurant,
spending my time with my family, doing thin
(Mahtab)

Someengaged in volunteering to sustain their health and wellbeing
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| enjoy helping people. | am part of a volunteer group. | am satisfied with it.
(Atousa)
Some listened to music, read literature and poetry, sang, and danced to sustain their

health

| read tle books and listen to music. It helps me. (Parisa)

Interestingly, centrality of the health of family as a unit echoed in some accounts

[ After my granddaughterd6s diagnosi s] I st a
more than hour. | had to maintain my healtmeeded to stay strong to
support my family. (Touran)

I al ways energize mysel f. I give myself hoj
be better. o | transfer hope to my <children
better. (Sahar)

| want to be a part of the society have to know what is happening or will

happen here. é This is my country too, not
difference, an important difference between, just to be here or being an actor.

It is my right. (Azadeh)

Discussion:

With asingle excpt i on, ot her parti ci pitherdingnishep hy si c
or unchanged after immigration. Notably during the last decade in Iran, the number of men
and women engaging in physical activitiess tsmgnificantly improved lack of public
awareness.ir polluion, and shortage of facilitiesparticularly for women, are still
significant factors contributing to low physical activity levels (Nahid, 2008). Therefore,

coming from a country with lack of access to facilities and more importantly lack of
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awaeness might be a reason that resporsdiidtnot engage in such activities before coming
here.However while a few were activafter migration changes in socioeconomic status,
long hours of work, caretaking resporibiies, and harsh winters woekl asthe barriers that
resulted in a diminishing of their physical activities. Researchers (Delavari, Farrelly,
Renzaho, Mellor, & Swinburn, 2013) in Victoria, Australia, argue that after immigration,
Iranian immigrant women became more active; however, stsider@dical doctors, young,

and high income participants were overrepresented in their study. The only respondent of my
study who followed the similar pattern was also young with high income. Equally important,
participants in general, tried to sustain thesalth by both consuming healthy food and not
engaging in unhealthy behaviour. The findirgs similar to another study (Ng et al., 2005)
that indicats nonEuropean immigrants are somewhat more likely than their Canadian
counterparts to have become pirglly inactive during their leisure timeut less likely to

adopt unhealthy habits. Additionally, the findings are consistent with another study (Perez,
2002) that revealenmigrants generally,consume fruits and vegetables more frequently and

smoke les than Canadiahorn population.

Perhaps more importantly, to portray Iranian women as wholly vulnerable to the
detrimental effects of social exclusion and material marginalization would not be accurate.
As findings illustrate, they were knowledgeable amidically identified the links between
their lives and social structures, as well as demonstrated their resilience in myriad ways.
Womends resilience ficonvert sd)ioprevkthdtteytaee c hal |

not passive or Victis

Accr ding to Rutter, resilience refers to o

and overcome the adversity and stress; therefore, it can be viewed as protecting coping
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strategies that individuals develop to produce a positive outcome despite xpeserees
(2006). At the heart of coping is active responses to forces and exterrstrdifes that

impinge upon them (Pdar & Schooler, 1978).

Consistent withfindings of Miedema & Tastsoglou (2000), some respondents found
volunteering inside/outsi@ their community &s a positive program outcome; a sgace
for socializing, an opportunity to build networks, a way to become politically active, and an

environment to learn hoto navigate Canadian society.

Reading poetry and literature, listeningtasic, singing, dancing, and exercising were
other ways that helped participants to sustain their health and wellliBaiiding on the
work of Reed (1998), | maintain thaamtce can be a potent symbol of identity, a way for
Aexpression atiomsofpoweti apd®f@b)deksat disipe of

genuine threat of politicaplb0).esi stance or

Moreover,for centuries Iranian women have relied on words to transform reality, as

their written words are the miogowerful tool they have to protect themselves (Ebadi, 2006).

Therefore, what was recounted in this study

carpetso and Adthei242)wingso (Milani, 2011,
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Limit ations

Conclusion

The history one is born into is always so naturalized until you reflect back on
it and then suddenly everything is meaningfithe multiple layers of
intersection in a landscape of social and cultural histories all of a sudden
pops out. Haraway, 2000, [5-6)

At the beginning of this thesis | posed these questions:

1 How do Iranian immigrant women residing in the Ottawa/Gatineau area define
health/wellbeing?

1 Does immigration impact on their health/wellbeing? If so how?

1 What do they perceevas determinants of their health?

1 What policies, programs, and services could best support their health/wellbeing?
In this chapter | come up with the answers collected from the data.

Broadly speaking, the participants defined health in a holistic sems@porating
physical, mental, and social aspects, by highlighting the importance of mental wellbeing to
oneods o v elharajorityrokparticipdnts were in good health before migration and
the results of the study revealed that a third of the oredgnts believed their
health/wellbeing had remained stable, four of the participants mentioned it had improved,

and the other third argued it had worsénédese perceptions were neither linked to
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immigrant/refugee category nor to the length of residefberefore, one of the important
findings of this exploratory research is that tthards of participants remained at the same
level of health or reported improved health status after expatriation thereby disrupting the

well-documented observation that thealth of immigrants deteriorates over time.

Significantly, changing the health status was not attributed to deleterious health
behaviours, such as smokin@s its pattern was drastically unchanged. Additionally,
respondents combined their knowledge abloealthy food gained in Iran with gathering
information in Canada through various resources to maintain their health. With respect to
physical activity, its patterns remained unchanged or decreased with single exception who
explained that more opporturgs for exercise in Canada had a great positive impact on her
health. Notably, half of the respondents expressed concern over the harsh and long winters,
as well as the time and cost as the barriers associated with accessing certain types of physical
activities such as swimming pools and gym centres. Broadly speaking, the results illustrate
that risky behaviours were not a valid candidate for explaining the change in health status of

participants after migration.

The participants identified several intersegtvariables as contributing to their health
status including: gender, pmeigration experiences, stage of immigration, age, age at the
time of arrival, ageism, language proficiency, education, employment, working conditions,
income, leisure opportunitieshousing, physical distance, transportation, social support
networks, racism, homophobia, disability, weather, and health care services. However, none
of these overarching aspects can be regarded as simple predictors of health and wellbeing.

Indeed, inteactive gendered, socioeconomic, political, and environmental determinants in
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settlement experienciedntertwined with the social indicators to impact the health and

wellbeing of Iranian immigrant women whom | htek privilege to interview.

These determinants, particularly structural phenonieild s nw®r e t he fcaus
causeso that contributed to the shaping of |
These faairs were tightly integrated and simultaneously operated in a complex manner. For
instance, pranigration sociopolitical events made a barrier for pursuing an education in the
home country which intersected with other barriers in the host country suchreas ca
responsibilities and economic hardship, as well as lack of an affordable childcare program,
funding for postsecondary education, and social support networks that in turn were
interconnected, but not limited to, further employment, working conditiams,ircomé 1

which made thesituations even more complicated.

The participants generally conveyed #dthe
rose$ T or some there were mor e t16bpsimmlaly, ivinan r os
in Canada neitherrbo u g h t Amythical o0, nor Aper3Bpct h a
Whil e some fled the forced visible veils the
(Dossa, 2004, 29). They just negotiated a place on a country were themselves and most

importantly their families felt more comfortable and had more opportunities.

Whil e participants shared some similar ex
their reasons for change or stability of their health status were not identical. Importantly,
their perspectives and needs varied considerably and the determinants of health for each
respondent were too complex to be delineated into separable factors. However, for both

married and divorced women with children, the farténteredness of their experees was
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a significant factor mediating in all aspects of their health/wellbeing. They continued to
perform all of their roles as wives, mothers, grandmothers, caregivers, and employees in their
new host country and mobilized various skills to sustaintbiéare and health/wellbeing of

their families/themselves. Importantly, caregiving responsibilities and/or making the family
ends meet were placed as a higher priority
pursuing education, and engaging in tleour market which limited various opportunities

for all respondents with young children; however, it was also considered fulfilling and

positively contributed to their wellbeing.

Whil e gender was a central I ssinersetted unde
with other determinantsvhich were deeply shaped by historical power relations that played
out at structural levels. Moreover, these intersections resulted in wgtiomp variations and
compl exity of wo me n 6 s onl oneofetise. axa Toh discrieninatione , f o«
obscures the importance of other social markers. For instance, the age at the time of arrival
as well as structural racismereboth fundamental factors that intersected with finding jobs
or continuing educatiah while we cold not ignore the role of gender. As the result, the
participants were very differently positioned socially and immigration was accompanied by
both upward and downward social mobility that offered or constrained their access to social

and material goods.

Language mastery was one of the determinants affecting all participants in some stage
of their migration trajectory. It directly influenced health/wellbeing through creating stress
and low seHesteem and was a pivotal challenge intersecting with othesrgagiursuing
further education, finding employment, access to health services, and navigating existing

services; as well as isolation and rebuilding new ties.
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The aging process was another important factor that resulted in some physical
ailments, particdrly for women residing in Canada for longer terms; however, it was not a
prominent element in their explanation of health status decline. Meanwhile, it was
considered as a positive factor enhancing the health/wellbeing of younger respondents.
Equally impatant, age at immigration was played a pivotal role for respondents who
immigrated later in their life and intersected with finding jobs, improving language
proficiency, and continuing education. Notably, ageism as a reason for lower level career
adjustmen as well as the fear of agingere otherissues that were recounted. Although
being afraid of aging might also attributed to the loss of extended family, social supports, and

changing family structures in Canada.

Another determinant of health about whiall participants agreed was the impact of
social support networks on their health/wellbeing whether positively or negatively. Broadly
speaking, the respondents experiencedab® of extended family supportsis important to
indicate thatvomen triedto build new friendships and/or sought out work colleagues as the
potential sources of social support networks to enhance their health/wellbeing. With respect
to social networks, as a result of homophobic Iranian society, one of the participants felt
losing her networks there, so she found Canada as a place of belonging where she was
accepted and where she could build her own social networks. Therefore, immigration

positively impacted her wellbeing.

Immigration offered new opportunitiessuch as educatioand/or employmeit for
four respondentsand they associated these factwsith enhancing their health. On the other
side, embedded in Canadian structural racism, most professional Iranian immigrant women

faced barriers in recognition their credentials amdhe conversion otheir educational
144



Chapter Six: Conclusion, Recommendations, and Limitati@uwnclusion

attainment into economic earningsherefore, they were oftenchallenged with
un/underemployment. Equally important, being trapped in menial positions forced them to
confront the reality of insecure jsland limitedaccess to supplementary health benefits, as
well as accepting unhealthy and abusive working conditions when keepingdiséions

was essential to their/their family survival. Furthermore, the discrepancy between their
expectations of what lifevould be and the reality experiences after migration was also a

source of stress.

Beyond structural racism, half of informants reported that they were unfairly targeted
by the mainstream Canadian populati@md that their experiences were fraught with
personal raism. However, they found their own coping strategies to alleviate the generating

stress.

Moreover, bureaucratic and economic barriers linked to sanctions, affected some
participant sd h eobways.hFirst, the curcench dewaluatian madenobrey
difficult for themi particularly for lowincome women who relied on the money transferred
from Irari fo access to their basic needs. Second, sandtoosd Iranian government to
turn to lowquality gasoline that makes some urban cities among ¢t wirpolluted in the
worldi among other factors; therefoitbe fresh weathethey found inCanada was another
factor that boosted health and wellbeing of six participartigd, barriersthat curbed the
importation of medicines and hospital equipmetot Iran had been a concefar some;
feeling more securwith regardé to the quality of health care and health resouircékeir
host country positively affected the health of two wonteourth, sanctions made it more

difficult for respondents to maintatheir connections with relatives in Iran.

145



Chapter Six: Conclusion, Recommendations, and Limitati@uwnclusion

Taken together impacts of sanctions and unemployment/underemployment resulted in
low income and poverty for four participantshich in turn affected transportation, leisure
opportunities, housing, social netwerland affording the cost of medicine and other services

that were not covered by provincial health care insurance.

Additionally, the geographic or spatial contexts including the physical distance for
participants longing for travelling to Iran or beingeketo host their families in Canada and
also lack of transportation for access to health services make another layer of complexity to

the factors that impact health/wellbeing.

The other factor that influenced the health/wellbeing of participants wasniousi
Home was a refuge for six women, a place to exert control and/or to enjoy its fackties
well as a source of pride, prestige, and social claeghe other side, one respondent lived in
a damp and mouldy house, and four had difficulty paying eend/or for access to

transportation.

With regard to health care, participants varied in their perceptions of health changes
attributableto health services. Five participants reported that it had not affected their, health
but seven indicated it had impex or worsened their health and wellbeing. Beyond the
effect of sanctions as earlier discussed, coverage of the most hospital and physician costs was
a factor that two respondents perceived brought them peace of mind and boosted their health.
However, seval issues, particularly early discharge from hospital, the cost of some services
such as dental care, transportation/physical distance, lack ofssantealth care providers,
discrimination, poor referral to specialists, language barriers, and disteustreasons for

frustration.Notably, the role of racialized status and ger@és mention a fe@ and their
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intersections with the socioeconomic status after immigration and access-pubimhy

funded health care services are neither trivial nor separable

Moreover, prolonged economic insecuritharacteristics of the place of residence and
neighbourhood, racist and disablist atli#s, and lack of affordable daycarjist to mention
a fewi all worked to build a disabling society that permanently dachageo f par ti ci pa
health and wellbeingHer right to employment was dené&advhile her gender intersected
with racialized status, as well as invisible disabditwhich, consequently, accelerated her

poverty.

To conclude, all respondents challenged wahous stressors prand postmigration.
While uprooting was associated with enormous difficulties and considerable socioeconomic
hardship t hat deteriorate four womenos h e
opportunities and resources that resuitethaintaining or improving the health/wellbeing of
the other twethirds. Pursuing education, finding a meaningful job, upward mobility, leaving
a homophobic and/or a hostile society, and better living standards/future for themselves/their
children were dlreasons that boosted or at least sustain the health/wellbeing of eight women.
Importantly, as mentioned earlier the multiple intertwined determinants affected
health/wellbeing of each participant. Therefore, almost all of respondents lost some resources
and gained new opportunities. Each respond
migration experiences, as well as their everyday lives realties in the host country. For four
participants, their gains were significantly outweighed the losses that exhidmeir health,
and for the other four the benefits and disadvantages of immigration were near equal,

therefore, their health remained stable.
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Recommendations

The patrticipants tried to fulfil their desires, interests, and potentials; however, such
attemps also depended heavily on the efforts offered by social institutions to erase the fault
lines of inequities in order to provide spaces for them to develop their capacities and better
enable them to rebuild their new worlds. The evidence presented stutlisdemonstrates
that women who were known as the members of an ethnicity group were extremely
heterogeneous; therefore, their needs and concerns were widely different. Taking their stories
into consideration, informants acknowledged the reasons thitesks their positions in the
society and while no single policy will work for all, there are some recommendations that

might help to sustain or improve Iranian immigrant women:

1 Providing an affordable childcare program to both alleviate the caregiving
responsibilities and to enable women to participate in the language classes, pursuing
further education, and engaging in the labour market

1 Funding for possecondary education in order to provide opportunities to boost
university enrolment for women whoda with financial barriers

1 Investing in an affordable housing program, as well as establishing grocery stores and
public fitness facilities in lowncome neighbourhoods

1 Improvinglabour market by taking action on the recognition of foreign credentials, as
well as by providing an accessible environment for women with disabilities; while
recognizing that overcoming the persistence of structural racism, sexism, and

disablism in Canada has been still an ongoing challenge
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1 Increasing social assistance benefitslfav-income women, as well as considering
the sociecultural stigmas

1 Enhancing availability of supplementary health plans for-pae¢ employees and
women with disabilities

1 Providing information about available services in Farsi language to facilitate
navigation of confusing service systems

1 Strengthening governmertupported access to language training to offer longer and
more extensive programs

1 Expanding community intervention programs such as music and dance classes, poetry
readings, and celebration bbth Iranian and Canadian holidays in order to make a

sense of belonging and provide an insight into the host culture

Limitations

The experiences of Iranian immigrant women will not aimed to generalize the diversity
of immigrant women in Canada; howevére experiences of the respondents of this study
have also demonstrated a significant variant between them as a subgroup. Based on the
findings from this study, number of limitations have been identified: first, the sample of the
research was small; seahrmost participants were in their middle adgeowever, | tried to
ensure the diversity in marital status, length of residence, and immigration @adghird,
the study was conducted in a rsded city with norsignificant level of community
cohesion.Therefore, to advance the findings, further researches are required to examine the

reality experiences of a broader Iranian immigrant women.
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Despite the limitations, the findings of this exploratory research are significant. While
social determinants of kel t h approach expands my thought s
antioppression critical perspective enesimy understanding of how these social factors
operate, and an intersectionality as my theoretical framework offers me a nuance way to
navigate thecomplex intertwined and integrated factors that shape health and wellbeing.
Therefore, this thesis contributes to the existing literature by focusing on the impact of
immigration on the wellbeing of Iranian immigrant women particularly by using an
intersetional approach. Additionally, the future of Canada as a healthy society depends on
the wellbeing of immigrants as a significant component of its population; accordingly, the
actions to eliminate the structural roots of health inequities can benefit &asaal whole.
Moreover, Ottawa as the capital of Canada has been host to many Iranians but there was an
apparent lack of studies about Iranian immigrant women in this city. More importantly, as a
key component of feminist health approach; enhancing theesoand visibility of

participants was a way for empowering.
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Appendices

Appendix 1: Number of Iranian Landed Immigrants in Canada
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Appendix 2: Iranian Immigrastby Category

Iranian Immigrants by Category
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Appendix 3: Iranian Immigrants in Canada & Ottawa
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Appendix 4: Interview Guide
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