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ABSTRACT

Women live within complex and differing social, economic, and environmental circumstances
that influence options to seek health care. In this article we report on a metasynthesis of
qualitative research concerning access disparities for women in the Canadian province of
Ontario, where there is a publicly funded health care system. We took a metastudy approach to
analysis of results from 35 relevant qualitative articles to understand the conditions and
conceptualizations of women’s inequitable access to health care. The articles’ authors attributed
access disparities to myriad barriers. We focused our analysis on these barriers to understand the
contributing social and political forces. We found that four major, sometimes countervailing,
forces shaped access to health care: (a) contextual conditions, (b) constraints, (¢) barriers, and (d)
deterrents. Complex convergences of these forces acted to push, pull, obstruct, and/or repel
women as they sought health care, resulting in different patterns of inequitable access.
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Equitable access to effective health care can reduce the
social and economic burdens associated with ill health,
including disability and loss of income. However, many
constraining, enabling, and need factors can complicate
access to care, and these have been linked with socioeco-
nomic position (Dunlop, Coyte, & Mclsaac, 2000; Fin-
kelstein, 2001), citizenship or immigration (Asanin &
Wilson, 2008), health status (Kisely et al., 2007), and geo-
graphic location (Glazier et al., 2004; Lofters, Glazier,
Agha, Creator. & Moineddin, 2007). Although many
researchers have conceptualized gender inequities in
health care as being related to various barriers, few have
delved further into the converging relational forces that
contcxtualize women'’s cfforts to obtain hcalth-related
services. As part of the Project for an Ontario Women’s
Health Evidence-Based Report (POWER) study. we con-
ducted a qualitative metasynthesis to complement analy-
sis of quantitative indicators of women'’s access to health
care in Ontario, Canada (Bierman et al., 2010).

The POWER study tcam cxamined a comprehensive sct
of quantitative evidence-based indicators identified
through a rigorous modified Delphi process to evaluate
gender and socioeconomic differences in access (Bierman

et al., 2010). We used a community-engaged research
model, and during consultations with clinical and commu-
nity stakeholders we repeatedly heard that there is a need to
understand the social and material contexts of women’s
health-related decisions and actions. Stakeholders also asked
us if it would be possible to go beyond studying the quantita-
tive indicators and scck morce detailed information about
what it is like for women to manage their health, seek care,
and receive health services. Qualitative methods of inquiry
were used to obtain detailed descriptions of access to health
care in small, purposefully selected groups of women. We
also recognized that qualitative metasynthesis was a novel
approach to meet our need for more detailed information.



Understanding Access
Disparities for Women

We were aware that, over time, conceptual approaches to
access disparities have highlighted different aspects of
the problem. Aday and Andersen proposed a behavioral
modcl, arguing that actual usc of hcalth scrvices was
determined by individual health needs, the predisposition
to seek care, and a range of enabling or impeding factors
(Aday & Andersen, 1974; Andersen, 1995). Subsequent
conceptual approaches reflected greater emphasis on the
potential mismatch between available health services and
the needs or expectations of distinct subpopulations
(Gulliford et al., 2002; Sanmartin & Ross, 2006). More
recently, there have been calls for a holistic view because,
although most dcterminants of health and illness are situ-
ated outside the health care sector, they are deeply impli-
cated in the need for and subsequent access to care
(Bierman & Dunn, 2006; Frohlich, Corin, & Potvin,
2001; Frolich, Ross, & Richmond, 2006). Finally, Dixon-
Woods and colleagues drew attention to the coordinated
sequences of work and interaction associated with access,
arguing that “receipt of healthcare is the outcome of
many different complex processes, of which all need to
be recognized if access is to be properly understood”
(2006, p. 7/13). Thus, the initial focus on health-seeking
behaviors has broadened into concern with the design
and delivery of health services, as well as the broader
sociopolitical context in which they arc offered.

We also recognized that women live within complex
and differing social, economic, and environmental circum-
stances that influence options for health behavior and
health carc (Hankivsky & Christoffersen, 2008; Hankivsky
et al., 2010). We were convinced that inequitable condi-
tions, such as poverty and discrimination, interact to form
health inequalities in those women who already face signifi-
cantly limited opportunities (Hankivsky & Christoffersen;
Hankivsky et al.). Disparities in health and access (o health
care are intensified by gender-specific impacts of sociopo-
litical conditions such as (a) hecalth policics and scrvices
that reinforce and complicate women’s economic vulnera-
bilitics, (b) the lifclong medicalization of women'’s repro-
ductive health, and (c) women’s unpaid work as providers
of family care (Bird & Rieker, 2008; Read & Gorman,
2010; Zimmerman & Legerski, 2010).

Although many qualitative rescarchers have reported
specific barriers to access, there have been few accounts
of forces that contour the sequential and changing inter-
play between individual women and health serviees insti-
tutions (Dixon-Woods et al., 2006). In addition, to narrowly
conceplualize low income as an access barrier obscures its
multiple influences over health and illness at different
points in women’s lifctimes, because income is linked
with social position as well as material circumstances and

available resources (Kosteniuk & Dickinson, 2003;
McDonough, Sacker, & Wiggins, 2005). For these rea-
sons, we chose 10 use qualitative metasynthesis (o work
toward a more detailed understanding of how women
access health services in the geopolitical context of the
Canadian province of Ontario.

The Social and Health Services
Context of Ontario, Canada

Canada’s publicly funded health care system is com-
posed of ten provincial and three territorial health insur-
ance plans. All provincial and territorial plans are based
on the principle of universal coverage for medically
necessary hospital and physician services provided on
the basis of nced rather than the ability to pay. It is not a
unified system like the National Health System in the
United Kingdom (Armstrong & Armstrong, 2010; Deber,
2003). Instead, provincial systems vary in their definition
of “medically nccessary services™ and the proportion of
public funds allocated to health care expenditures
(Deber). Some have argued that Canada has one of the
most limited public health care systems, because in most
provinces dental care is still almost entirely private and
prescription drugs are only partially covered (Deber).

The economic strengths of Canadian provinces vary
and, with time, fiscal pressures on provincial budgets
result in cost-restructuring ‘“reforms” (Armstrong &
Armstrong, 2010). Thesc include budget cuts for hospitals
and greater pressures on health providers to increase effi-
ciency of care to more patients (Deber, 2003). Over the
past decade in Ontario, cost-cutting strategies involved
changing the location of scrvice delivery from the hospital
to the community. and reducing the list of insured ser-
vices, such as physiotherapy and routine eye exams (Jin,
Buys. Hatch, & Trope, 2012; Landry et al., 2006). Care in
the community, including home care, subsequently
became subject (o competitive bidding by privale contrac-
tors. Community-based health services were subject to
“managed compctition,” tendering of contracts to lowest
bidders, and tightening of eligibility requirements for
public funding (Baranck, Dcber, & Williams, 1999; Daly,
2007). This delisting of and adoption of market competi-
tion for previously insured services has long-term health
consequences for those who lack additional private insur-
ancc or have low incomes (Armstrong & Armstrong; Jin
et al.; Paul et al., 2008).

Ontario is Canada’s most populous and diverse prov-
ince, with marked regional contrasts. The densely popu-
lated urban sprawl of southern Ontario juxtaposes with
more remote conditions in northern Ontario, where only
10% of the population is spread across almost 90% of the
province’s land mass (Timmermans ctal., 2011). Northern
residents rely heavily on highway travel, amid harsh



climatic conditions and thin health resource dispersal
(Sahai et al., 2000). Conversely, Ontario’s capital city of
Toronto is Canada’s largest city and the country’s major
gateway for immigrant newcomers (Murdie, 2008).
Toronto, like much of southern Ontario, is culturally
diverse and 50% of the residents are immigrants, com-
pared to 20% nationally (Murdic). Ontario’s gcographic
and social contrasts increase the complexity of access dis-
parities in the province, and many qualitative studies have
been conducted to analyze how vulnerable groups “live
out” these conditions.

Purpose

Recently, approaches have been developed for metasyn-
thesis of qualitative rescarch so that the findings can be
aggregated and synthesized to refine major themes
(Barnett-Page & Thomas, 2009; Noblit & Hare, 1988;
Paterson, Thorne, Canam, & Jillings, 2001). Qualitative
mctasynthesis involves comparative, intcrpretive analysis
of findings from several studies to identify recurrent
themes (Paterson et al., 2001). Published metasyntheses of
qualitative research related to health services access
include experiences of primary care for people with
chronic illnesses (Dubouloz et al., 2010), elders’ encoun-
ters with cancer treatment (Hughes, Closs, & Clark, 2009),
barricrs to antcnatal carc for marginalized women in high-
income countries (Downe, Finlayson, Walsh, & Lavender,
2009), and consumcr decision making for knce replace-
ment surgery (O’Neill, Jinks, & Ong, 2007). We were
unable to find any qualitative metasyntheses that dealt
with women’s access to health care services in a specific
gcopolitical location, such as a single province of Canada.

We conducted a qualitative metasynthesis to better
understand mechanisms leading to disparities in health
and hcalth carc access for women in Ontario, within a
sociopolitical context of retrenchment in publicly funded
health services. Our metasynthesis was guided by two
questions: How do the reviewed studies describe the con-
ditions under which women cengage with the health care
system in Ontario? How do these studies conceptualize
incquitable acccess to health care in Ontario? The review
was conducted as part of a mixed-methods approach in
which qualitative findings were used to better understand
issues of inequitable health care access identified in
POWER study quantitative analyscs.

Methods
Systematic Search Strategy
We devised a comprehensive search strategy in consulta-

tion with a hcalth scrvices librarian specialist. Mcdline,
CINAHL, PsycInfo, Social Sciences Abstracts, Web of

Science, Scopus, Gender Studies, and LGBT Life data-
bases were searched for qualitative studies published
from 2002 to 2008. which was the time period covered
by the POWER study analysis of indicators. The chosen
search terms varied somewhat because of the structures
of the different databases, but were comparable across
scarchcs. The keywords and terms were chosen to obtain
a wide selection of published articles about access (e.g.,
“health services accessibility,” “health services for the

indigent,” “healthcare delivery,” “health services mis-
use,” “access”), groups of women (e.g., “marginalized,”

.o

“disadvantaged.” “aged.” “homeless,” “youth.” “les-
bian,” “immigrant™), and regions of Ontario (e.g., “rural
health,” “urban hcalth,” “mecdically underscrved arca,”
“remote”). We also focused the search by using terms
that would capturc articlcs about qualitative studics (c.g.,
“qualitative research,” “focus groups,” “ethnographic.”
“grounded theory,” “interviews”™). Besides searching
computerized databases, we found additional studies by
crosschecking with reference lists of relevant articles,
and we acted on suggestions from POWER study stake-
holders and colleagues.

» e

Inclusion and Exclusion Criteria

A total of 194 abstracts were retrieved, 38 of which were
duplicates. Cechetto reviewed and screened all of the
abstracts against the following inclusion criteria: (a) use
of qualitative design, (b) published in peer-reviewed jour-
nals between January 2002 and January 2008 (to sample
qualitative studies that represented the time period evalu-
ated by the POWER study indicators), (¢) sample recruited
at lcast partially in Ontario,' (d) women participants,
(e) English-language studies, and (f) studies approved by
ethical review boards. Mixed methods studies with
detailed discussion of a qualitative component were cli-
gible for inclusion. Angus and Lowndes screened any
abstracts that were in question. Sevenly-one abstracts
met the inclusion criteria, and the articles were retrieved
and appraiscd.

Appraisal of Included Articles

The first stage of appraisal involved reading and further
screening articles to extract those with clear relevance to
the questions poscd for the synthesis. Thirty-four rescarch
reports were removed from the set because they (a) were
based on mixed-methods studies and included insufficient
detail about the qualitative methods and findings, (b) included
both men and women and pooled findings so gender differ-
ences were nol analyzed, or (c¢) did not include people
from Ontario. We selected articles in which we found
insights into the two rescarch questions. Not all articles
were written entirely about access to health care; rather,



some contained lengthy scctions on this issuc, so they
were included in the set.

In the second stage of appraisal, each of the remaining
37 articles was read, reviewed, and scored independently
by two of three reviewers: Angus, Lowndes, and Cechetto.
We used a form based on the Critical Appraisal Skills
Program (CASP) tool for qualitative rcscarch (National
Health Service, 2006). Many authors have contributed to
ongoing discussion and disagreement about evaluative
criteria for qualitative research, and many approaches
exist (Cohen & Crabtree, 2008; Eakin & Mykhalovskiy,
2003; Pawson, 2006). The CASP appraisal form is often
used to assess the rigor of qualitative studies prior to meta-
synthesis, and it has been favorably compared to other
appraisal tools (Feder, Hutson, Ramsay, & Taket, 2006;
Malpass ct al., 2009). Although the form was not designed
to assign numeric scores to research articles, we initially
adapted it by assigning points to each section to make a
total of ten. However, we eventually realized that the main
advantage of this system was to gencrate and guide dis-
cussion of the relative substantive merits of each article.

Each article was assessed and scored by two reviewers.
Scores were consistent between reviewer pairs, but like
Malpass et al. (2009), we ultimately chose to assign each
of the relevant articles into three groups: as a “key article™
if it seemed likely to offer considerable substantive depth
to the synthesis; as a “satisfactory article™ if it met the
CASP criteria; or as an “unsatisfactory article” if it did not
mcect the criteria and scemed unlikely to contribute to the
analysis. Two articles were assigned to the latter category
after some discussion among all three reviewers, and they
were not included in the set. In one of these two articles,
there was minimal description of the qualitative methods,
and no supportive quotes in the results section. The sec-
ond was a report of a study that included women from
both Ontario and the United States; in reading the results
of the study, we were unable to determine which pertained
to the Ontario women. Thus, both articles seemed unlikely
to yield insights into our guiding questions (see Figure 1
for a summary of article sclection).

Description of Included Studies

Thirty-five articles were included in the analysis and
together they offered a sample of 1,225 women from
urban, suburban, and rural arcas of Ontario. There were
studies of women at various stages of the lifespan (ado-
lescent, young adult, recent mothers, middle-aged, and
older) in a rangc of cconomic circumstances (low-
income, homeless, middle-class, self-employed), and
who had been marginalized according to perceived social
identities (immigrant, lesbian, disabled, ethnoracial
membership). Women with a number of acute and
chronic health problems were represented, but there were

Published articles
194

v

Removal of duplicate
articles
156

\’

Screening for inclusion
criteria
71

v

Appraisal for relevance to
guiding questions
37

v

Critical appraisal
35

Figure |. Identification and inclusion of studies in the review.

also studies of access to resources that promote health
and prevent illness. Across the set of articles, most
authors attributed access disparities to myriad barriers,
implying that thc major mcchanism bchind access dis-
parities was obstruction of women’s efforts to obtain
care. Yet our reading of these articles revealed instances
of greater complexity than could be resolved by the
simple removal of any one of the identified barriers. Our
synthesis of the articles proceeded from this observation.

Synthesis

Mectastudy (Paterson ct al., 2001) involves concurrent
analysis of data, methods, and theories. In this article, we
emphasize the results of one component, the metadata
analysis (Paterson et al.). Each of the remaining 35 arti-
cles was carcfully read, rercad, and annotated to identify
concepts. phrases, and metaphors that addressed our
synthesis questions. During biweekly meetings, Angus,
Lowndcs, and Ccchetto compared articles, noting how
key results recurred or differed across studies. Through
this process we developed a coding scheme that itera-
tively evolved over the process of reviewing the entire set
of articles. Codes and their definitions were developed
through discussion and consensus.



Ahmad, a POWER study coinvestigator with expertisc
in qualitative research, reviewed and verified the coding
scheme and representative articles by (a) considering
how it applied to the three articles in the set she had
authored or coauthored and (b) using it to read and code
an article she was unfamiliar with. We considered her
familiarity with access disparitics for immigrant women a
strong basis for verification and elaboration of the evolv-
ing analysis. Following her review of our work in prog-
ress, she suggested we add two additional codes. All
articles were coded using this scheme and the corre-
sponding segments of text were collected in separate
computer files for each code.

We were mindful of the assertion that mctasynthescs
should be “more than the sum of parts, in that they offer
novel interpretations of findings”™ (Thorne, Jensen,
Kearney, Noblit. & Sandelowski, 2004, p. 1358). Despite
the interpretive and constructivist philosophical founda-
tions of metastudy (Paterson et al., 2001), we also realized
that the intention to intcgrate studics into novel terms tac-
itly acknowledged our acceptance of a “shared and dis-
coverable reality” among the set of 35 articles (Gomersall,
Madill. & Summers, 2011, p. 861). As the analysis pro-
gressed, we sought to move beyond summary of the vari-
ous “barriers™ identified in the articles and to better
understand their generative circumstances.

In numcrous corc tcam mectings we struggled to
untangle within the coded excerpts the origins and influ-
cnces of various mechanisms that contributed to access
disparities. We noted that in many cases the same barrier
could be differently implicated in women’s interactions
with the health care system. This convinced us to focus
morc deeply on how these different interactions played
out. We gradually discerned four distinct and directional
forces and refined conceptualization of these by diagram-
ming them and rcturning to the coded excerpts as well as
the articles themselves for verification. Despite our initial
reservations aboul the recurrent term barriers, we eventu-
ally agreed to retain this concept by narrowing its concep-
tualization. We defined barricrs as those systemic features
of the health care system that actively barred or obstructed
women’s access to carc. Other identificd forees were pre-
disposing contextual conditions, the restrictions imposed
by situational constraints, and thc detcrrents posed by
unpleasant or marginalizing previous encounters with
health services.

In metadata analysis, data saturation is restricted by
the nature of the primary data set (Paterson et al., 2001).
However, we found that subgroups of studics oftered rich
information about specific dimensions of access. When
pieced together, these rich sources [ormed a wide-angle
view of the spectrum of access issues (see Table 1 for
dimcnsions of access identificd in cach article).
Furthermore, in exploring these rich sources (often, but not

always, thosc studics rated as key articles), we were
prompted to revisit and review previously coded articles
with new understanding. We tried to answer the guiding
questions in a way that was “faithful to the interpretations
of the original data . . . that is, it accurately portrays the
shared and unique findings of the included research stud-
ics” (Patcrson ct al., p. 65). Lombardo, who was not
involved in the initial analytic process. subsequently read
all of the articles. He confirmed that the metadata analy-
sis was consistent with the content of the articles, and
then conducted a further analysis that was focused on the
representation  of women’s health-seeking activities
(Lombardo et al., 2012).

Results

In the following sections we present the findings of our
meta-analysis, drawing attention to the interplay between
the structure and delivery of health care services and
women'’s complex, differing life circumstances. In synthe-
sizing themes across the 35 articles, we found that wom-
en’s access to health care was shaped by four sometimes
opposing forces: (a) contextual conditions, (b) constraints.
(c) barriers, and (d) deterrents (see Figure 2). Furthermore,
we saw that these forces acted separately and differently
to push, pull, obstruct, or even repel women as they
sought to access health services. The four forces could
act in various combinations, as reflected in a final theme,
complex convergences.

Contextual Conditions

Across scveral studics, participants gave accounts of
stressful or unhealthful life circumstances, highlighting
challenges and disadvantages that made it difficult to
promotc and protcet their own hcealth. Participants
pointed out contextual conditions that they thought could
generate, accelerate, or exacerbate health problems.
Predisposing contextual conditions included competing
prioritics, poverty and homeclessness, marginalization
and vulnerability, and violence and victimization. They
were described as difficult or impossible to avoid. and
often related to insecurities about subsistence or social
competency.

Competing priorities. A recurrent theme was the pres-
surc on women to prioritize issucs other than their own
health, but two groups were identified by researchers as
particularly vulnerable: rural and immigrant women.
Somc rescarchers showed that rural and small-town lifc
was based in traditional and patriarchal norms of gen-
dered domesticity, with women as the principal familial
caregivers and homemakers (Leipert & George, 2008;
Sutherns, 2004). Scveral authors described the lives of
rural women, who balanced farm chores, domestic work,
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Contextual Conditions

1. Competing priorities

2. Poverty &
homelessness

3. Social marginalization

4. Violence & victimization

Constraints

1.Economic hardship

h 2.Lacking space for
health

3.Linguistic & cultural
tensions

Barriers

1. Ineligibility for coverage

2. Provider-patient
communication

3. Availability & cutbacks

Health
Services

/1

Deterrents
1.Inconveniences
2.Intensification of
social vulnerability |

Figure 2. Forces shaping women’s access to health services.

and part-time employment off the farm to supplement the
family income (Caldwell, Arthur, & Rideout, 2005; Gray,
James, Manthorne, Gould, & Fitch, 2004; Leipert &
George). Within this context, participants explained that
they had little time or encouragement to think about their
own needs. Wathen and Harris (2007) also found that
somc participants had worrics about hcalth hazards asso-
ciated with pesticide use and regular exposure to animals
that could be disease vectors.

Ahmad and colleagues illustrated the pressures of
rescttlement for Ontario’s growing population of recent
immigrants (Ahmad et al., 2004a; Ahmad et al., 2004b).
Women who recently arrived from India described eco-
nomic uncertainty and downward social mobility,
explaining that to support their families they had to
remain in stressful or even harmful employment situa-
tions (Ahmad et al., 2004b). The Canadian lifestyle was
viewed as extremely time pressured, with little time to
relax and renew. Particularly troublesome was difficulty
in balancing cmployment with gendered domesticity.
Immigrant women described the mental and physical
hcalth implications of the chronic stress imposcd by com-
peting priorities:

[B]ut the thing is that we are immigrants and if
anyone of us complains we are afraid we will
lose our job. And at home if only one person (is
earning), how are you going to run your house,
how will you survive? (Ahmad et. al., 2004b,
p. 120)

Poverty and homelessness. Low income was identified in
several articles as a potential contributor to multiple
health-related issues. Women who were employed part
time or were self-employed lacked access to benefits that
protect and maintain health; for example. they could not
afford preventive dental services (Bates, 2004; Gray et al.,
2004). Women who rcecived inconsistent income, uncm-
ployment insurance, disability pensions, or welfare pay-
ments described problems with homelessness, inadequate
or unstable housing, and/or inadequate nutrition (Butters
& Erickson, 2003; Gould, 2004 Odcttc ct al., 2003; Reid,
Berman, & Forchuk, 2005; Woolhouse, Brown, & Lent,
2004). Homeless women might resort to panhandling or
“survival sex” to obtain food, shelter, or drugs. and were
consequently at risk for violence and additional health
problems (Butters & Erickson; Reid et al., 2005). Wool-
house and colleagues studied women staying in shelters or
transitional housing, and found that many were mothers
who had inadequate financial resources, were leaving vio-
lent relationships, and could not afford safc housing for
themselves and their children.

Marginalization and vulnerability. With attention to
retrenchment of social and health services, some research-
ers explored the emerging social predicaments of women
with chronic illnesses and disabilities, illuminating chal-
lenges to health promotion and full social participation
(Aronson. 2003; Bethune-Davies, McWilliam, & Berman,
2006; Odette et al., 2003). These authors found ongoing
tensions for those women who valued the option to live
independently in their own homes, because cutbacks in



home care services meant that help was increasingly
needed from family and friends (Aronson, 2003; Bethune-
Davies et al., 2006). Dependency on others for help
became a source of shame and altered undesirably the
nature of social relationships. Without easily available
transportation, accessible buildings, and personal assis-
tancce, women described becoming isolated and unablce to
“get out” for recreation, shopping, and socialization
(Bethune-Davies et al.). Odette and colleagues showed
that when women with disabilities sought to promote
their health, they encountered inaccessible grocery
shelves, unreliable transportation, and inappropriately
designed exercise programs, many of which were priced
beyond their low incomes (Odette et al.).

Other researchers reported how the migration experi-
cnce resulted in various forms of marginalization for
some women. Recent immigrants described the profound
loss of extended family and community support networks
at a time when stresses were high (Ahmad et al., 2004a).
They cxplained the difficulty of creating ncw supportive
networks under conditions of isolation, time pressure,
and language barriers (Ahmad et al., 2004a). Moreover,
Nelson and Agyapong (2004) found that encounters with
racism intensify the social losses experienced in resettle-
ment. They described how immigrant women of color felt
excluded from full entitlement to social inclusion and
benefits, even after several decades of residency in
Ontario. Participants described racism that was expressed
through low-paying cmployment and during cncounters
with health and social services providers. Racism was
particularly damaging when they were ill and needed
compassionate care, as one woman explained:

[Alfter we put in our strength, our youth into the
economy, then when we are sick we would like to
gct something back . . . and you wonder why can’t
we feel likc we are a part of the society here?
(Nelson & Agyapong, p. 170)

Violence and victimization. Four groups of rescarchers
identified the problems of abuse and victimization in dif-
ferent groups of women (Butters & Erickson, 2003;
Tsmail, Berman, & Ward-Griffin, 2007; Leipert & George,
2008; Reid et al., 2005). In a study of women crack
(cocaine) users, participants revealed that sexual and
physical assaults were common, often perpetrated by
their drug dealers, customers, husbands, or boyfriends.
These women reported experiences with multiple types
of violence. Some cxplained that drug usc began as a
childhood response to familial discord and abuse; later
involvement in the crack market placed them at greater
risk (Butters & Erickson). Homeless young women who
participated in another study reported that family histo-
ries of abuse drove them onto the streets, where they were

vulnerable to additional risk of physical and sexual vio-
lence (Reid et al.). Ironically, leaving home and becom-
ing homeless offered escape from physical, sexual, and
emotional abuse, but gender-based violence continued to
play out in their lives and relationships.

Ismail and colleagues (2007) found that young women
participants cxpericnced violence within ordinary dating
and romantic relationships; without family or peer sup-
port, many remained in toxic situations as abuse intensi-
fied. Normative pressures to appear desirable and lovable
compelled some to tolerate abuse rather than break off a
relationship and remain single. Leipert and George (2008)
identified similar social pressures as the social dynamic
that locked rural women in abusive partnerships. They
found that rural women were paradoxically isolated but
subjcct to an intense social scrutiny that made it difficult
for them to leave their partners. As one participant stated,
“You have that luxury in the city of retreating . . . being
anonymous. Here, you can be close and supportive, but
.. .1t can [also] bc ‘messy.”” (p. 213)

Constraints

During analysis, we noted that constraints to access arose
from the same social, economic, and environmental con-
texts that contributed to disparate needs for health ser-
vices among women. Constraints restricted the ability to
obtain or take full advantage of health services after a
health problem was actually suspccted or identificd.
Seventeen of the articles were relevant to this theme, and
they contained examples of constraints to access such as
economic hardship, lacking space for health care, and
linguistic or cultural constraints. The rescarchers focusced
on groups of women who experienced geographical or
social challenges within Ontario’s diverse population and
rcgional contrasts.

Economic hardship. Low income prompted delays in
seeking health care among women whose insecure
employment made them hesitate to ask for time off work
to go to appointments (Ahmad ct al., 2004a; Ahmad ct al.,
2004b). These fears seemed reasonable, because some
authors reported that loss of cmployment or promotion
opportunities resulted from some women’s prolonged
absence for cancer treatment (Gould, 2004; Gray et al.,
2004). Bates (2004) found that self-employed women
had the lowest income Icvels in Ontario, and they also
lacked access to health-related benefits like paid sick
leave. Income loss resulted when these women took time
off for hcalth appointments and trcatments. Scveral
research teams reported that transportation to medical
appointments or treatment centers presented difliculties
for women who could not afford a car, taxi fare, or public
transportation (Ahmad ct al., 2004a; Ahmad ct al., 2004b;
Gould; Mitra, Jacobsen, O’Connor, Pottie, & Tugwell,



2006; Reid ct al., 2005; Sinding, Wicrnikowski, & Aronson,
2005; Sutton, Meizi, Despard, & Evans, 2007; Woolhouse
etal., 2004).

Lacking space for health care. To attend health appoint-
ments, women had to take action or make changes in their
lives by getting leave from work, organizing childcare,
and arranging transportation; limited social supports madc
these steps difficult for immigrant women (Ahmad et al.,
2004a; Ahmad et al., 2004b). These arrangements required
some effort and resulted in suspension of everyday rou-
tines for varying amounts of time. Travel to treatment cen-
ters was a matter of particular challenge for women living
in rural areas (Caldwell et al., 2005; Gray et al., 2004;
Wathen & Harris, 2007). Gray and collcagucs found that
some rural women opted for cancer treatments that
involved the shortest period of displacement from home
(such as full mastectomy instead of lumpectomy). The
alternative was to spend weeks in the city, far from home
and supportive networks, while receiving radiation treat-
ment or chemotherapy. Similarly, Aboriginal women who
lived on reserves reportedly hesitated to leave abusive
relationships because available services were frequently
located off reserve. One woman explained the extreme
displacements involved: “So, it’s not like going [just]
from rural to rural. [They’re] leaving family, they’re going
to the city. And I think it’s a bit of a [culture] shock for our
women to go there” (Leipert & George, 2008, p. 213).

Linguistic or cultural constraints. Several authors found
that immigrant women hesitated to rcach out to health
services in Canada because they remained uncomfortable
expressing themselves in Canada’s official languages of
English or French (Ahmad et al., 2004a; Ahmad et al.,
2004b; Mitra ct al., 2006; Sutton ct al., 2007). Somc
women were intimidated by situations in which fluency
was required, and they did not always consider use of
interpreter scrvices an optimal solution, cspecially when
sensitive health problems created worries about confi-
dentiality (Mitra et al.). Others were intimidated by the
tasks of finding the way to service sites and navigating
unfamiliar health scrvice cnvironments (Ahmad ct al.,
2004a). These were described as problems of settlement.

Other authors, howcever, described health belicfs and
expectations of distinct cultural communities that led to
trepidations about seeking care. Cooper-Brathwaite &
Williams (2003) found that Chinese immigrant women
had unmect cultural cxpectations for carc of the ncwborm,
and hesitations about the use of medical technology dur-
ing labor. Tarrant & Gregory (2003) noted that women
weighed conflicts between opinions circulating within
their cultural communities and the messages offered by
health providers. More widely, [ear and lack ol informa-
tion about cancer risks and screening procedures could
prevent women from secking appropriate services (Vahabi
& Gastaldo, 2003).

Cultural constraints were not limited to immigrants or
newcomers to Ontario. Normative expectations of
Canadian-born women also constrained access to care.
Some young women tolerated intimate partner violence
because they felt peer pressure to have a romantic partner,
and they thought seeking help might be construed as a
sign of inadcquacy (Ismail ct al., 2007). Somc authors
described the two-sided nature of close-knit and support-
ive social networks of rural communities (Sutherns,
2004; Wathen & Harris, 2007). Local health providers
were highly respected members of rural networks, and
women feared social repercussions if they sought other
sources of primary care (Sutherns; Wathen & Harris).

Barriers

We restricted our definition of access barriers to facets of
Ontario health policy and the institutional organization of
health care that made it difficult for women to make opti-
mal usc of scrvices. Whercas contextual conditions and
constraints to access were forces that arose from women’s
life circumstances and social positions, barriers were sys-
temic features of health care policies and delivery systems
that blocked efforts to obtain care and health information.
Twenty-eight of the reviewed studies focused on barriers
to obtaining health care, including eligibility for coverage,
provider—paticnt communication, and limited availability.
service cutbacks, and funding cuts.

Eligibility for coverage. Some women were not cligible for
publicly insured health coverage in Ontario. Tmmigrant
women reported expenses incwrred during a required
3-month period of self-insurance on arrival in Ontario; the
Ontario Health Insurance Plan (OHIP) did not cover them
until after that period (Ahmad et al., 2004a; Ahmad et al..
2004b). However, homeless or insecurely housed women
in Ontario reported occasional difficulty claiming OHIP
benefits because they lived in circumstances that predis-
posed them to their cards being stolen, lost, or destroyed.
and without a fixed home address it was difficult to replace
a health card (Butters & Erickson, 2003; Reid ct al., 2005).

Provider—patient communication. Many authors reported
women’s complaints about limited opportunitics for fruit-
ful communication during appointments with physicians.
A commonly identified problem was insufficient time
allotted for appointments, which truncated discussion of
health issucs; somc women found primary carc providers
were unable to discuss details of specialty care and treat-
ment (Ahmad et al., 2004a; Friedman & Hoffman-Goetz,
2003; Mitra ct al., 2006; Powcr, Brown, & Ritvo, 2008;
Sinding et al., 2005; Wathen & Harris, 2007; Woolhouse
et al., 2004). Furthermore, researchers in one study noted
that conflicting or contradictory advice from providers
was a sourcc of anxicty and confusion for women
(Caldwell et al., 2005).



A common problem was lack of communication
between various providers, especially between specialists
and primary care providers (Caldwell et al., 2005; Sinding
et al., 2005). Older women with multiple comorbid health
conditions were particularly challenged to make cancer
care decisions that took into account all their health needs
(Sinding ct al.). Some immigrant women remarked on the
lack of control or choice in the referral process (Ahmad
et al., 2004a; Ahmad et al., 2004b). Canadian-born rural
women also described being positioned as “silent players™
(Caldwell et al., p. 60) in a system in which access to pro-
grams was perceived as tightly controlled by physicians.

Internet and media reports were a source of informa-
tion for women, but there were often contradictions
among these reports and also lack of agreement with the
information offercd by hcealth providers. Some authors
found that women wanted specialty providers to spend
more time explaining treatment options (Friedman &
Hoffman-Goetz, 2003; Sinding et al., 2005; Uskul,
Ahmad, Lcyland, & Stewart, 2003; Vahabi & Gastaldo,
2003). Women valued providers who were culturally
sensitive to and astute concerning issues of heteronor-
mativity, ableism, or racism, and they appreciated the
opportunity to use trained and confidential interpreters
or teletype communication (TTY) in encounters with
health care providers (Mitra et al., 2006; Nelson &
Agyapong, 2004; Odctte ct al., 2003; Sinding, Barnoff,
& Grassau, 2004; Sutton et al., 2007; Tarrant & Gregory,
2003). Some participants reported that gender, age, or
class differences were barriers to ease of communica-
tion with providers (Ross, Ali, & Toner, 2003; Sinding
et al., 2005; Sword, 2003; Wathen & Harris, 2007,
Woolhousc ct al., 2004).

Limited availability, service cutbacks and funding cuts.
Participants in some studies reported wait lists to enter
specialized programs such as support groups, cardiac
rehabilitation, or prenatal classes, and some explained
that they worried about how this would affect their
health (Caldwell et al., 2005; Gray et al., 2004; Leipert
& George, 2008; Sutherns, 2004). Others revealed that
in their geographic areas (especially rural and remote
arcas), specialized programs were fewer, scattered, and
distant from their homes (Caldwell et al.; Gray et al.;
Leipert & George; Sutherns), and existing resources
were unevenly distributed. According to one woman
with cervical cancer,

Every time 1 hear all these ads for, you know, sup-
porting brcast cancer and stuff, I'm thinking,
“What about the rest?” And there’s all kinds of
other cancers out there . . . you know? Lung cancer:
number one killer. Like, but every time you see a
Run for Breast Cancer, . . . moncy’s funded toward
the higher profile. (Power et al., 2008, p. 375)

Many authors pointed to the barricrs poscd by unin-
sured components of health care, as well as the results
of delisting specific services. Participants frequently
mentioned the high cost of medications and dental care
(Ahmad et al., 2004a; Bates, 2004: Gould, 2004; Reid
et al., 2005) and, although private insurance could
assist with these costs, many said they could not afford
the premiums. Certain prenatal programs or other sup-
portive services were available for a fee, and might not be
affordable for mothers with low incomes; less costly or
free alternatives had wait lists (Sword, 2003).

The accounts of women receiving long-term home
care suggest that there were two separate systems of care:
an intensive and relatively highly resourced acute carc
system and an inadequately resourced long-term home
carc system (Aronson, 2006; Bethune-Davics ct al., 2006).
One longitudinal study of women receiving long-term
home care documented how, over time, hours of service
were reduced; women described situations in which com-
plaints about cutbacks were overtly and tacitly discour-
aged (Aronson, 2003, 2006). Women described unmet
needs that went beyond the focus of home care on bathing
and personal care (Aronson, 2006; Bethune-Davies et al.).
For one woman, personal care had been limited to only
one bath per week: “But she said ‘It’s the government’s
rule, you get one bath a week.” It felt such a comedown to
cxplain my sweating and my hygicne—and for nothing”
(Aronson, 2006, p. 547).

Deterrents

We conceptualized deterrents’ as features of the health
carc system that women found sufficiently unsatisfactory
to discourage full use of and participation within other-
wise accessible services. Deterrents created experiences
that dissuaded women from using scrvices they knew
were available to them. Twenty-four of the reviewed
studies contained descriptions of'issues that were grouped
under this category. Although there have been attempts to
increase cfficiency and quality of health scrvices across
the province through the development of policies, stan-
dards of carc, and cvaluative benchmarks, these have not
always incorporated a gender focus. Hence, these changes
were not always sensitive to socially situated differences
in women’s health care needs. In the reviewed studies,
somc women became discouraged from acccessing or
fully participating in health services.

Inconveniences. Scheduling and referral patterns cre-
ated difficultics, given the time pressures of women’s
situated responsibilities that discouraged continued use
ol existing services. Three articles contained descriptions
of the effort and time involved in initiating and maintain-
ing conncctions with hcalth services (Ahmad ct al.,
2004a; Ahmad et al., 2004b; Tarrant & Gregory, 2003).



Scheduling and timing issucs discouraged or dclayed
women’s subsequent use of health services, especially
when combined with contexts of family responsibilities,
low incomes, and uncertain employment. Recent immi-
grant women from some countries found medical appoint-
ments surprisingly more difficult to arrange in Canada,
and that attending scheduled appointments could involve
lingering in waiting rooms (Ahmad et al., 2004a; Ahmad
et al., 2004b). Similarly, Aboriginal mothers in northern
Ontario said they encountered delays during clinic visits
with their children, and some even reported that they
occasionally left without being seen: “[A]nd then we
come here at 2:30 and we sit here until 3:15 in the wait-
ing room. They specifically said that your appointment is
at 2:30 but you have to wait another 30 or 45 minutes”
(Tarrant & Gregory, p. 69).

Intensification of social vulnerability. Numerous partici-
pants in the included studies described instances in
which the design and delivery of institutional health
carc intensificd their preexisting social vulncrabilitics.
The resultant discomforts silenced women during health
care encounters, preventing full participation in assess-
ment, decision making, and delivery of treatment. One
longitudinal study found a lack of responsiveness to
women’s complaints about home care services (Aronson,
2003, 2006). These chronically ill and disabled women
were socially isolated in their homes and vulncrable to
cutbacks in service as well as suboptimal practice;
henee, they were deeply affected by lack of interest in
their concerns. Furthermore, receipt of home care ser-
vices could generate feelings of shame and humiliation,
because privacy was invaded and control over situa-
tions was undcrmined: “It makes me feel as if 1've no
say at all—and in my own house!™ *“You have strangers
coming in, doing these personal things—a catheter’s
personal—you have no pride, no choicc™ (Aronson,
2003, p. 89).

Homeless or impoverished women and women who
engaged in substance abuse described discriminatory
trcatment by providers, and some said they hesitated to
seek care until they were seriously ill (Butters & Erickson
2003; Rcid ct al., 2005; Woolhousc ct al., 2004):

A lot of homeless people get more sick and they get
actually worse because they don’t go to a hospital
becausc cither they’re afraid something might hap-
pen to them or, you know, they just don’t want to
go because of the way that people look at homeless
people.” (Reid ct al., p. 249)

Taken together, the [indings of many of the reviewed
studies indicated that the programs and services offered
through the health carc system were basced in assumptions
that deterred women. Women with auditory, visual, or

mobility disabilitics were not always accommodated by
health-promotion programs and preventive services
(Bethune-Davies et al., 2006; Odette et al., 2003). Some
authors cited examples of Vietnamese and Chinese immi-
grant new mothers who did not fully benefit from English-
language programs and services that were not aligned
with their cultural backgrounds (Coopcr-Brathwaite &
Williams, 2003: Sutton et al., 2007).

The partners and families of lesbian women with
cancer were deterred from seeking psychosocial sup-
port services when they most needed them, because
they feared repeating the “coming out™ experience in
support groups organized around a heteronormative
perspective. To same-sex partners and their children,
this meant that instead of receiving unconditional
cmpathy from other group members, they might be
faced with questions about their family structure
(Barnoff, Sinding, & Grassau, 2005). Also. lesbian
women with cancer endured social discomfort when
they encountered health providers who assumed they
had male partners (Sinding et al.. 2004).

Other authors reported that Black women with
breast cancer found it difficult to participate in or
attend support groups that were predominantly attended
by White women (Nelson & Agyapong, 2004).
Similarly, women with low incomes reported discom-
fort in spcaking up during prenatal cducation scssions
attended by expectant mothers with higher incomes
(Sword, 2003). Finally, Ross and collcagucs (2003)
described the intersection of age- and gender-related
power imbalances in young women with depression;
these women reported feeling intimidated by male
physicians, cspccially when communication took place
with their mothers present and the girls’ input was not
encouraged.

A subgroup of four articles indicated that mothers
were particularly concerned about surveillance by health
providers. Several authors explored women’s accounts of
“judgmental” encounters with physicians, nurses, and
social workers, Icading some mothers to losc trust, dis-
continue attendance, or withhold information from pro-
viders (Jack, DiCenso, & Lohfcld, 2005; Montgomery,
Tompkins, Forchuk. & French, 2006: Sword. 2003:
Tarrant & Gregory, 2003; Woolhouse et al., 2004). These
authors documented the discomforts encountered by
Aboriginal or homcless mothers, and mothers with men-
tal illness or low incomes, highlighting the consequences
of power imbalances when women feared their mothering
skills might be deemed inadequate or that they could losc
custody of their children. For example, mothers with
mental illnesses reportedly ignored or disguised their
own deteriorating health and delayed seeking help
becausc they feared losing their children (Montgomery
etal., 2006).



Complex Convergences

In six of the reviewed articles we found evidence that
some women struggled to overcome complex convergen-
ces of all the forces identified during our metasynthesis:
contextual conditions, constraints, barriers, and deterrents
(Ahmad ct al., 2004a; Ahmad ct al., 2004b; Aronson,
2003; Bethune-Davies et al., 2006; Reid et al., 2005:
Woolhouse et al., 2004). For example, homeless women
were at risk for physical and sexual violence, unable to
pay for transportation or medication, ineligible to receive
a government health insurance card because they lacked
a fixed address, and hesitant to seek health care after
previous encounters with providers positioned them as
socially inferior (Reid et al.; Woolhouse et al.). Women
receiving long-term home carc for chronic illncsscs
simultaneously contended with social isolation, inability
to pay for additional assistance beyond services provided
by home care, cutbacks in the amount and types of ser-
vices allowed through the home carc system, and feelings
of shame and humiliation when complaints and requests
were silenced by service providers (Aromson, 2003;
Bethune-Davies et al.).

We found 10 other studies that contained evidence of
women’s attempts to deal with different combinations of
three of the four forces (Butters & Erickson, 2003; Gray
ct al., 2004; Ismail ct al., 2007; Leipert & George, 2008;
Nelson & Agyapong, 2004; Odette et al., 2003; Sutherns,
2004: Sutton ct al., 2007; Tarrant & Gregory, 2003;
Wathen & Harris, 2007). For example, women with dis-
abilities described low or fixed incomes that limited
access to health-promoting activities; poor communica-
tion with providers, cspecially when short appointment
times limited time for information exchange; and addi-
tional marginalization by services that did not accommo-
date their visual, physical, or auditory disabilitics (Odcttc
et al.). Women from rural communities had to satisfy
many demands (o meet the subsistence needs of family
and community, lived within communities with gendered
cxpectations that limited opportunitics to scck care, and
had fewer closely available services and providers (Gray
ct al.; Leipert & George: Sutherns; Wathen & Harris).
These interactions contributed to health and access dis-
parities among the affected groups.

Discussion

Our metasynthesis illuminated the range of forces that
contributc to women’s access disparitics within the
sociopolitical context of publicly funded health services
within one province ol Canada. Diverse subgroups ol
women were represented in the 35 synthesized articles;
henee, the findings capturc how interacting social factors
can differently affect women’s health-seeking behaviors

and opportunitics to receive cquitable treatment. Gender
is simultaneously a social construct and a constituent of
the processes of social institutions, such as health care
(Lorber, 2006). However, gender is only one of many
social categories that interact with the processes of health
care delivery, and it cannot be assumed that all women
sharc thc samc cxperience. Thus, the cross-scction of
women represented in the synthesized articles facilitates
insight into the impacts on access to health care of vari-
ous configurations of conditions, constraints, barriers,
and deterrents.

The finding that contextual conditions contribute to
health disparities in women is not new; many authors
have contributed to the litcraturc on dcterminants of
health, as well as the social structures that generate them
(Frolich ct al., 2006; Hankivsky & Christoffcrsen, 2008;
Raphael, 2006). As early as the 1960s, some models of
access to health care drew attention to the “predisposing
factors™ that contribute to the need for health services
(Andersen, 1995). Despite continued attention across
subsequent decades, major inequities persist in patterns
of key health determinants such as income, housing, edu-
cation, and employment; for example, food insecurity is
reported by 5% of Ontario residents and 25% of those
living in low-income households (Bierman et al., 2010).

Based on our results, we argue that integrated cross-
scctoral approaches to assurc access to cffective services
should be combined with efforts by health care providers
to understand and address systcmatic barricrs to carc.
Furthermore, we found that women’s health needs could
be configured not only by competing priorities of domes-
tic responsibility and employment, but by interlocking,
varying circumstanccs such as poverty and homelessncss,
social marginalization, and susceptibility to victimization.
Without sensitivity to diversity, a solely gender-based
analysis is thercfore insufficient to capturc the range of
interacting circumstances that contribute to health dispari-
ties among women (Hankivsky & Christoffersen, 2008).
Authors of the included studies described women’s efforts
to sustain personal and familial health within challenging
socioeconomic and cultural contexts that seemingly
“pushed” them toward ill health, cxacerbation of discasc,
and a need for health care.

Constraints were closely linked with women'’s life cir-
cumstances, but they emerged as countervailing forces
that impcded women’s cfforts to obtain available scrvices
or limited the extent to which they could benefit from
health care. Unaffordable costs of medication, dental
carc, and transportation to health scrvices were con-
straints described by several authors, and they were also
documented in the POWER report (Bierman et al., 2010).
Several of the synthesized articles indicated that women
had to makc arrangements in other arcas of their lives
before it was possible to obtain treatment. Women from



remote or rural areas in particular had to leave employ-
ment and family for periods of time to be hospitalized in
more densely populated areas.

In addition, we saw that lack of experience with the
dominant language and cultural assumptions of health
care delivery created hesitations for some potential users
of availablc scrvices, particularly immigrant women. The
POWER analysis of quantitative indicators showed that
ethnicity and recency of immigration were associated with
increased difficulty accessing specialist care for diagnosis
or consultation (Bierman et al., 2010). Such problems are
often framed in the delayed-help-seeking literature as per-
sonal preferences that shape decisions to seek care
(Facionc & Faciong, 2006; Nelson, Geiger, & Mangione,
2002). There is no question that individual agency and
responsibility arc cssential components in the process of
accessing health services; however, these components are
deeply situated within varying life circumstances that
constrain and complicate formulation of care-seeking
intentions (Angus, Miller, Pulfer, & McKeever, 2006;
Bierman & Dunn, 2006; Downe etal., 2009). Furthermore,
health care providers can mediate these barriers by facili-
tating linguistic access, becoming culturally responsive,
and identifying and addressing institutional and provider
biases.

Within the narrower confines of our definition of bar-
ricrs, some of the shortcomings of health policy and ser-
vice delivery were illuminated. Although some of the
synthesized studics indicated that new immigrants and
homeless women faced challenges and limits to their eli-
gibility for health coverage, we were unable to find
research on undocumented immigrants, who are also
incligible. That any subpopulation is excluded from the
principle of universal coverage is noteworthy; however,
our metasynthesis also showed that uninsured services,
limited availability, scrvice cutbacks, and funding cuts
represent additional barriers, creating an inequitable pol-
icy and health service climate of implicit rationing
(Lauridsen, Norup, & Rossel, 2007; Strech, Synofzik, &
Marckmann, 2008).

Furthermore, there were similar barriers for recipients
of long-tcrm home carc, and analysis of thc POWER
study indicators also suggest that unmet health care needs
were higher among adults with two or more chronic con-
ditions and those with lower incomes. These unmet needs
were linked with lack of scrvice availability, long wait
times, and cost of service, and access to a specialist varied
by geographic region (Bierman et al., 2010). Furthermore,
according to the POWER study results, long-tcrm home
care applications could take as long as 90 days to finalize,
instead ol the 14 days recommended by provincial guide-
lines (Bierman et al., 2010, p. 115).

Dcterrents emerged as factors that discouraged women
from using readily available and previously accessed

services. This finding resonates with the emphasis of
some authors on equity or faimess in delivery as key
determinants of access to health care (Gulliford et al.,
2002). Gulliford and colleagues pointed out that there is a
“vertical dimension” of equity in access to health care,
wherein “the health problems of different groups are
diverse, healthcare needs for similar health problems
vary and different groups have their own priorities and
values” (p. 188). We found that some encounters with
health care services intensified women’s experiences of
social marginalization and negatively influenced their
intentions to return for additional care.

We found that complex convergences of contextual
conditions, constraints, barricrs, and dctcrrents could
complicate and exacerbate access disparities. Thus, as
our analysis indicatcs, various combinations of forces can
push, pull, obstruct, and/or repel women as they seek
health care, resulting in different patterns of inequitable
access. Perhaps this is why women who occupied inter-
sccting, marginalizing social situations rcported the
greatest difficulty accessing health care (Hankivsky &
Christoffersen, 2008; Hankivsky et al., 2010). Dixon-
Woods and colleagues (2006) also found that vulnerable
populations can be discouraged from seeking health care
when the process requires extensive effort and resources.
We noted that certain aspects of women’s circumstances,
such as inadequatc income, could be differently active
across two or more of the four forces. One of the strengths
of cxamining complex convergencces is the resultant illu-
mination and explanation of contextually embedded pat-
terns of access disparity, rather than solely linking analysis
to specific identities and attributes of women. This
approach incorporates a structural analysis by cmphasiz-
ing the fragility and failings of the Canadian universal
health care system under market pressures and economic
recession; such an approach avoids constructing certain
groups of women as problematically different from the
general population of service users.

Conclusion

The accounts contained within our sct of reviewed
research reports indicate how diverse groups of women
lived out health insurance retrenchments and gaps in
health services within Ontario’s context of geographic
and social contrasts in a systcm often not well designed to
meet their needs. Although limited to this specific geopo-
litical context, our metasynthesis of these accounts found
that the frequently used concept of barricrs obscures the
complexity of disparities in women’s access to health
care. We found that what many authors referred to as bar-
riers arose from four major, sometimes opposing forces:
(a) contcxtual conditions, (b) constraints, (¢) barricrs, and
(d) deterrents, each composed of several dimensions.



Some women cncountered complex convergences of
two, three, or even four of these forces when they identi-
fied the need for and sought health care. These findings
indicate that many problems occur across groups of
women; therefore, there are opportunities for interven-
tions that simultaneously meet the needs of many. One of
the strengths of our approach is that it avoids attributing
access disparitics to specific identitics held by women,
because it directs attention to the larger geopolitical con-
texts in which health seeking is embedded. Our metasyn-
thesis provides a framework that providers, policymakers,
and community stakcholders can usc in partnership to
identify factors that complicate access to health care.
This knowledge can then inform strategics to facilitate
access to care with the goal of improving health out-
comes and reducing health disparities.
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Notes

1. Rescarchers in two studics recruited participants from at
least one other province, but they were retained because
cach was part of a subset of studies discussing specific con-
texts or subgroups of women. The findings of each were
consistent with thosc of the other articles in the subscts.

2. Lucy Costa-Nyman (of the Anne Johnston Health Station,
Toronto, Canada) suggested this term by explaining that
previous suboptimal, even traumatizing experience with
health care or other social services “deters” women from
sceking further health care.,
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