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Abstract 

Having access to services for health and social support has been shown to greatly affect the 

health and well-being of individuals, communities, and society globally. However, great 

disparities in accessing services exist across sub-populations. Evidence indicates that individuals 

living in adversity in Canada have inequitable access to health and social services. This research 

focused on Canadian parents experiencing varying levels of adversity in Kingston, Ontario. The 

three main objectives were: 1) To explore the relationship between a parent’s self-reported 

adversity and their perceptions and experiences of accessing health and social services in 

Kingston, Ontario; 2) To describe the ways adversity might create barriers and facilitate 

opportunities for access to health and/or social support services; and 3) To demonstrate the use 

of a SenseMaker® survey in public health research in a Canadian context. This study contributes 

Canadian data to a larger international comparative study taking place between 2019 and 2020 in 

Canada, Mongolia, Thailand and the Democratic Republic of the Congo. A SenseMaker® survey 

starts with a micro-narrative prompt (and the subsequent capture of an audio recorded or type 

written story), followed by questions that generate an understanding of the micro-narrative from 

the participants perspective as well as sociodemographic information. A purposive sample of 106 

participants in Kingston, Ontario was recruited through a community-based organization and in 

open public spaces. The data were analyzed using a modified QUAGOL coding protocol 

(Dierckx de Casterlé et al., 2012). A conceptual model was produced that was informed by 

previous theory and the collected qualitative data. Modifications to previous understandings of 

access were highlighted. This research contributes to our understanding of health care and social 
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service experiences and accessibility among parents across diverse contexts of adversity. 

Ultimately, this could help inform the work of health and social service providers.  
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Chapter 1 

Introduction 

1.1 General Overview 

  Canada is diverse in its population and family structures. Families include single 

and multiple parent households, those who were born in Canada as well as those who are 

immigrant, people from racially and ethnically diverse backgrounds, families with 

members who are living with disabilities, and families from all levels of affluence or 

poverty. It has been shown that certain family structures (such as single parent 

households or families with members living with disabilities) can contribute to 

experiences of adversity.  

 In this thesis, the term “adversity” is used in a broad sense to describe a variety of 

contexts and situations that present difficulties or lead to struggles in the lives of 

individuals and families. Adversity has been defined in the literature as pertaining to 

eight broad areas, specifically: poverty, child abuse and protection, family and domestic 

violence, parent and/or child illness and/or disability, parental substance abuse, parental 

mental health, family separation, parenting offending and antisocial behavior (Bunting et 

al., 2017). Notably, adversities have a tendency to re-emerge in adulthood if presented in 

childhood. For example, Bunting and colleagues discuss a scenario in which an 

individual was describing growing up with their parents in an abusive relationship, and 

now themselves are in a similar scenario (2017). Adversity not only plays a detrimental 

role in the health and well-being of adults and children directly at the time of experience, 

but can also negatively affect adults later in life who experienced adversity as children. 
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 Evidence suggests that well-being can be improved if parents have access to 

supportive health and social services (Cooklin et al., 2012). The simple availability of 

these services is not sufficient however to ensure that the necessary supports benefit all 

parents and family members. Currently, there is very little research pertaining to the lived 

experiences and perceptions of parents living at different levels of adversity and their 

experiences with accessing supportive services. 

 This research explored the experiences and individual perceptions of access to 

health and social support services among parents living at different levels of adversity in 

Kingston, Ontario. SenseMaker® was used for data collection. This is a mixed-method 

tool available through an app for tablets and smartphones or a hyperlink for access 

through an internet browser. Using SenseMaker®, researchers have the ability to collect 

large amounts of data in short periods of time, as well as conduct a fast and mixed-

methods analysis. Participants are asked to provide a qualitative narrative (a brief story) 

and then self-interpret their narrative through answering various types of quantitative 

survey-type questions. SenseMaker® has been used a handful of times in research to 

explore: child marriage among Syrian refugees in Lebanon (Bakhache et al., 2017), 

women and girls access to gender-based violence services (Bartels et al., 2018), climate 

change research (Lynam & Fletcher, 2015), and policy research (Milne, 2015). However, 

in a Canadian context and public health setting, SenseMaker® has yet to be used 

(Cognitive Edge, 2020). 

 This research follows a critical realist epistemological stance. Therefore, not only 

do I see truth in individual realities, I also understand that there is a reality that exists 

outside of individual’s perceptions and interpretations of the world. This is to say that not 
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only were my research findings based on the individual realities of the participants, but 

they are also drawn from existing theories and models for supportive service access. I 

acknowledge three main theories: 1) the Health Care Access Barriers Model (Carrillo et 

al., 2011); 2) the “5A” theory for access (Penchansky & Thomas, 1981); and 3) 

Saurman’s (2015) modification of the “5A’s” theory for access by Penchansky and 

Thomas (1981). Using these theories and models, I explore individuals’ experience in 

accessing care. Access, as described by Penchansky and Thomas (1981), and 

subsequently Saurman (2015), is defined as pertaining to a number of concepts: 

availability, accessibility, accommodation, affordability, acceptability, and awareness. In 

completing my research, I discuss and reflect on these concepts and have displayed my 

results through a united conceptual model that is informed as well by the participants 

lived experiences that I learned about. 

 

1.1 Thesis Objective 

The objective of this thesis was to explore the experiences and perceptions of access 

to health and social support services among parents living at different levels of adversity. 

The overarching aim was to bring to light the access pitfalls and triumphs of health care 

and social services available to parents within the community of Kingston, Ontario. 

Using a SenseMaker® data collection tool and a structured qualitative analysis, this 

thesis aimed to analyze and understand the experiences of parents in this study population 

in accessing health and social supports and then looked at their perceptions of these 

services. Patterns across the group of parents were also explored by self-identified level 

of adversity.  
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1.2 Thesis Organization 

This thesis was written in accordance with the Queen’s University School of 

Graduate Studies “General Forms of theses” guidelines and Queen’s University School of 

Kinesiology and Health Studies “Traditional Style Thesis Requirement” guidelines. 

Chapter two is background information and a literature review on the field of parenting 

and adversity, in addition to health care and social support service access. Chapter three 

details the methodology used to conduct this research, as well as the method followed to 

analyze the results. Chapter four presents the results and discussion using visualization 

tools and participant stories to illustrate the results. The fifth chapter is an outline of 

general thoughts and reflections, as well as discussion of the implications of the thesis 

work for future research and practice. Finally, the appendixes display the following items 

in their respective order, the: A) Health Science Research Ethics Board Ethical 

Clearance; B) Recruitment Poster; C) Electronic Consent Form; D) SenseMaker® 

Survey; and, E) QUAGOL Stages of Coding.  
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Chapter 2 

Literature Review 

2.1 Canadian Family Structures and Statistics 

 Canada has a unique population due to the diversity of individuals and 

communities within the country. Family structures and experiences range across the 

nation. There are households living at varying affluence levels, migrant and non-migrant 

families, single and multiple parent households, racially and ethnically diverse families, 

families with members who are living with a disability, and more. In 2016, 21.9% of the 

Canadian population self-identified as being “immigrant” (Statistics Canada, 2017). 

Immigrant families live across the country however, Ontario reports the highest 

proportion of immigrant persons within the provincial population, 29.1% of the total 

population (Statistics Canada, 2019a). Almost 60% of the Canadian population lives in 

large urban centres, 18.7% live in rural locations and the remaining 21.7% of the 

population reported living between small and medium populations in 2016 (Statistics 

Canada, 2016). Patterns of urban and rural living are similar in Ontario with 68% of the 

population in large urban centres, 13.8% in rural locations and the remainder (18.1%) in 

small or medium sized towns (Duffin, 2019). In 2019, Statistics Canada reported an 

estimated 1.7 million (16.8%) families as living in “lone-parent” structures (i.e. single 

parent households) (Statistics Canada, 2020). Of this, Ontario was reported to account for 

697,507 (40.7%) of the lone parent households; being one of the provinces with the 

highest rates of single-parent households. These statistics help to display the diversity of 

populations and families across Canada and within Ontario. 
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2.1.1 Exploring Complexities of Parenting in Canada   

In addition to the above statistics, family and parenting within Canada remains 

diverse due to intersections of other components of family life, such as but not limited to: 

various parenting styles, poverty, racial and ethnic diversities, and adoptive versus 

biological parenting experiences. For example, there are three distinct parenting styles: 1) 

authoritative, 2) authoritarian and 3) permissive (Baumrind, 1971). An authoritative 

parenting style is characterized by a parent exhibiting levels of high control and high 

warmth. In other words, it can be said that this style is expressed through high amounts of 

control and high amounts of providing affection and encouragement (Baumrind, 1971). 

McKee and colleagues (2011) suggest that the authoritative parenting style has been 

discussed as the “most effective approach” to parenting. An authoritarian approach to 

parenting, on the other hand, is expressed through high levels of control, and smaller 

amounts of warmth and affection (Baumrind, 1971). In this style, parents instill and 

enforce many rules with little willingness for modification (Baumrind, 1971).  In an 

opposite approach, a permissive parenting style, parents apply smaller levels of control, 

but do offer warmth and affection (Baumrind, 1971). Baumrind also suggests a fourth 

parenting style, which is labelled as rejective-neglecting parenting, in which parents have 

low levels of control and are minimally-to-negligently encouraging (1971). The parenting 

styles may differ from family to family, and can also be passed down or changed 

throughout generations, changes in family make up, and throughout diverse family 

experiences (Adjei & Minka, 2018). 

 Parenting in Canada can also be made more challenging and complicated due to 

external influences such as poverty. For example, Strohschein and Gauthier (2018) 

explore how poverty dynamics and parenting interact with the mental health and 
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wellbeing of children in Canada. They acknowledge the ways in which individuals 

(children) grow and change throughout time and find success, outcomes, and barriers in 

their life. The authors propose that: 1) individual lives are “shaped by historical and 

social circumstances”; 2) childhood and early life experiences can shape health outcomes 

for these people in the future; and, 3) individuals lives are embedded within larger 

networks of groups and communities, and, therefore, events can cause a ripple effect 

through these links (Strohschein & Gauthier, 2018). These authors have helped to 

demonstrate individualized outcomes of poverty, and how factors within and outside of 

an individual’s control play a part in shaping their life events and ultimately their health 

and well-being. 

 As previously noted, there is a large percentage of families within Canada self-

reporting as having immigrated to the country. Research has suggested that refugee 

families moving to Canada have been faced with adversity and challenges that have been 

compounded by “linguistic, cultural, and financial barriers, and distance from family, 

friends, and familiar surroundings (Stewart et al., 2015, p. 1146). Stewart and colleagues 

highlighted that asylum seekers, refugees, and immigrant families of Canada, face 

challenges with: 1) loneliness; 2) trauma and stress; 3) marital conflicts and tensions; 4) 

gender role conflicts; 5) insufficient time for family due to demanding work schedules; 6) 

cultural conflicts; 7) lack of culturally appropriate services; 8) child care and child 

rearing costs as being financially draining; 9) inability to perform cultural traditions; 10) 

language barriers; 11) discrimination; 12) prolonged immigration processes; 13) 

employment barriers; and, 14) educational barriers (Stewart et al., 2015). These 14 

barriers and challenges highlight the burden of potential adversity, potential disparities in 
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experiences, and the importance of related research. These barriers could be areas for 

future improvements and revisions on policies and programs to better provide support for 

these families. 

Statistics Canada has reported 22.3% of the Canadian population as identifying 

with being a person of colour (Statistics Canada, 2019b). Racially and ethnically diverse 

families have been shown to have different parenting approaches and that this affects 

their experiences with health and social support services in Canadian contexts (Adjei & 

Minka, 2018). Adjei and Minka used critical race theory and explained that parenting had 

been conceptualized by their participants in three crucial ways: 1) providing necessities 

of life and education; 2) building positive relationships with their children; and, 3) a 

combination of parenting styles (2018). This study is important for understanding 

misconceptions, preconceived notions, and associated stigma for racially and ethnically 

diverse parents in Canada. For example, the authors note that there is a strong “white 

favoured standard of parenting that puts Black and Indigenous families at risk” in Canada 

(Adjei & Minka, 2018, p. 511). They go on to describe that a western mindset of raising a 

child will often favor a permissive and authoritative parenting perspective and may view 

“Black [parenting styles] as harsher… authoritarian and extremely controlling, 

inappropriate, dehumanizing, infantilizing, violent, and in some cases fostering negative 

behaviour outcomes among Black children” (2018, p. 512). While there are assumptions 

among staff members that child welfare and protection services are culturally and racially 

universal, this has actually been demonstrated to be a false premise (Adjei & Minka, 

2018).  
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 McKay and Ross (2010) studied the experience of adoptive parents in Canada 

reviewing barriers and facilitators to their successful parenting. The authors found that 

the challenges these parents faced were often reflections of their personal anxieties about 

becoming a parent and the responsibility that becoming a parent entails (McKay & Ross, 

2010). In addition to this, they found that adoptive parents often felt that there was a lack 

of information about the process and resources itself. In conjunction with feelings of 

isolation and a lack of social support, the challenges of transition to becoming an 

adoptive parent was compounded with previous stresses and was felt to be out of the 

parents’ control (McKay & Ross, 2010). The study highlighted specific parenting 

facilitators as well: 1) “positive impact of achieving their goal of becoming a parent”; 2) 

“seeing their children achieve important developmental milestones”; and, 3) “accessing 

supports particularly from individuals with personal experience with the adoption 

system” (McKay & Ross, 2010, p. 608). The framework produced as a result of this study 

displayed how the challenges and facilitators interacted with one another throughout the 

adoptive process, and also acknowledged that these factors may differ between parents 

(McKay & Ross, 2010).  

2.2 Parenting in Adversity 

Adversity, in general, is a broad term that is used to describe a variety of 

individual and familial situations of difficulty or struggle (Boullier & Blair, 2018). My 

thesis focuses on exploring the experience and perceptions of accessing valuable support 

services for parents living in various levels and situations of adversity. Bunting and 

colleagues (2017) discuss eight broad areas of adversity that are linked to negative future 

outcomes including: 1) poverty (Bunting et al., 2017; Burchinal et al., 2008; Östberg & 
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Hagekull, 2000); 2) child abuse/child protection concerns (Budd, 2001; Bunting et al., 

2017); 3) family violence/domestic violence (Budd, 2001; Bunting et al., 2017); 4) 

parenting/child illness and/or disability (Budd, 2001; Bunting et al., 2017; Östberg & 

Hagekull, 2000); 5) parental substance abuse (Budd, 2001; Bunting et al., 2017; Östberg 

& Hagekull, 2000); 6) parental mental health (Bunting et al., 2017; Östberg & Hagekull, 

2000; Taylor et al., 2017); 7) family separation (Bunting et al., 2017); and, 8) parental 

offending/anti-social behaviour (Bunting et al., 2017). In addition, adversities tend to re-

emerge in adulthood if previously experience in childhood, exhibiting a “cycle of 

suffering” (Bunting et al., 2017; Boullier & Blair, 2018). The “cycle of suffering”, as 

described by Boullier and Blair, depicts a scenario in which a child who lived in adversity 

will be more likely to experience the same difficulties or adversities when they become 

parents (2018). 

 The “cycle of suffering” signals the importance for understanding the experiences 

of living in adverse situations, particularly for children, but also for families. Living in 

adversity has been shown to have detrimental effects on the health and well-being of all 

family members, children and adults alike (Östberg & Hagekull, 2000). How can we 

improve the health and wellbeing of individuals and communities living in adverse 

situations? Understanding the lived experiences and wellbeing outcomes of those living 

in adverse situations across specific contexts can help lead to more comprehensive and 

successful prevention and intervention measures available to individuals and families  

(Centers for Disease Control and Prevention (CDC, 2016).  

 Wellbeing can be improved if parents have the access to supportive health and 

social support services (Cooklin et al., 2012). However, availability is not enough. 
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Research shows that even though these services are made available, not all parents 

actively access them (Lee et al., 2014). There is currently very little research pertaining to 

the lived experiences, as well as perceptions of parents and the perpetuation of 

inaccessible support services across a variety of adverse experiences (Bates, 2001; 

Hafstad et al., 2012; Slone & Shoshani, 2017). 

2.3 Recognized Barriers to Parenting in Situations of Adversity 

 There is a wide array of issues affecting parents who are living in situations of 

adversity particularly when trying to access health and social services. Many of the 

barriers presented vary between type and level of adversity, as well as geographic 

location. Three broad categories of barriers appear prominent, including those associated 

with: 1) sociodemographic factors; 2) stigma; and, 3) geography and location. These 

barriers also have the ability to intersect with one-another, therefore furthering the 

disparity experienced by specific individuals or families. These barriers are also 

portrayed in literature through models that work to understand the effects, such as the 

Health Care Access Barriers Model presented by Carrillo and colleagues (2011). These 

three types of barriers are very prevalent and have been identified in multiple settings and 

research papers, and, therefore, will be further explained in more detail here. It must be 

acknowledged that although these are three specific types of barriers, depending on the 

context, situation, family, adversity, and culture, there could be different or additional 

barriers present. This is something my research within this thesis will work to unravel.  

2.3.1 Sociodemographic Factors 

 Sociodemographic factors can present potential barriers for parents accessing 

support services (Young & Rabiner, 2015). More specifically, those who are of a 
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minority race/ethnicity are more likely to experience a lack of service accessibility 

(Mueller et al., 1998; Young & Rabiner, 2015). This barrier is discussed in relation to a 

problem with the service programs themselves, and not an individual level barrier. In 

addition, those of minority race/ethnicity are more likely to live farther away from 

support services leading to a subsequent barrier of geographic availability (Mueller et al., 

1998; Young & Rabiner, 2015). In a similar respect, when combined with low 

socioeconomic status or poverty, racial or ethnic minority parents are much less likely to 

a) have health care coverage insurance to cover non-publicly insured expenses, and/or b) 

circumstantial living conditions may be further inhibiting to availability and access of 

necessary support services (Bunting et al., 2017; Mueller et al., 1998; Reardon et al., 

2017; Young & Rabiner, 2015). 

 In addition, some parents have fears that child protection services (CPS) will get 

involved and take their child away if they seek assistance through health and social 

support services (Adams et al., 2007). Parents have been noted to view CPS as 

unresponsive, intrusive, demanding, and oppressive, furthering the inaccessibility of 

support services (Adams et al., 2007). Supportive services are not geographically 

dispersed in an equitable manner (Bunting et al., 2017; Mueller et al., 1998; Reardon et 

al., 2017; Young & Rabiner, 2015). In addition, services are not fully designed to be 

culturally appropriate in their languages and practices so as to limit the service quality, 

and potentially the accessibility of the services for some individuals (Mueller et al., 

1998). 
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2.3.2 Stigma 

 As previously noted, stigma can be a significant barrier to accessing support 

services for parents in adversity (Bunting et al., 2017; Chapman et al., 2012; Rahangdale 

et al., 2010; Young & Rabiner, 2015). In addition, when a parent is feeling stigma 

attached to their adversity, there can be a decrease in confidence to access support within 

their community (Bunting et al., 2017; Young & Rabiner, 2015), as well as decreased 

opportunities to develop important relationships and networks (Bunting et al., 2017). For 

example, a study conducted by Bartsch, Roberts, Davies and Proeve (2016) looked at 

parents who were diagnosed with borderline personality disorder and their experience as 

a parent, found that a common barrier to accessing support included the fear of stigma. 

This barrier stemmed from being judged by their family members, communities, and the 

service industry specifically (Bartsch et al., 2016). Parents in this study also noted other 

challenges, such as: “unsuitable parenting services”, “negative experiences with 

government agencies” and, “inadequate diagnosis and treatment of parent’s mental 

illness” (Bartsch et al., 2016, p. 475). This study helps to highlight the complexities that 

parents have with accessing different kinds of health care and social supports. Not only 

do the parents reflect on negative experiences with formal supports (government), but the 

fear of being stigmatized by those in their personal circle (family, and community 

members) is also present and has an effect on their access to supports (Bartsch et al., 

2016). Stigma is more complex than a standard “negative association” definition 

(Ahmedani, 2011). The various definitions and components of stigma will be further 

explored in section 2.7: Theories of Access to Care due to its connection within the 

presented theories and models.  
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2.3.3 Geography and Location 

 Geography or physical location can play an important role in accessing health 

care and social support services. Parents living in a rural community may have to travel 

longer distances to gain access to specific support services; however, not all individuals 

have sufficient means of transport available to them to get to these locations (Arcury et 

al., 2005). This barrier intersects largely with sociodemographic factors. It has been 

previously discussed that those identifying as a minority race or ethnicity are more likely 

to live farther away from supportive services (i.e. in rural communities) (Young & 

Rabiner, 2015), as well as those identifying as low economic status (Bunting et al., 2017; 

Reardon et al., 2017; Young & Rabiner, 2015). Research has indicated that living in rural 

communities, and/or where health and social support services are scarce is detrimental to 

well-being and health of those who live in these communities; therefore, there may be 

greater need in areas where there are fewer available services (Arcury et al., 2015). 

2.4 Defining Health Care 

 Family well-being can be improved if parents access supportive health and social 

services throughout their parenting experiences (Cooklin et al., 2012). Health care 

support services consist of accessing the parents’ general practitioner or alternative 

professionals in the healthcare field. McConkey and colleagues (2008) suggest that some 

formal/professional supports- i.e. health care professionals such as physicians- are not 

supporting mothers to their fullest extent and in some respect, lack sufficient 

understanding of external forces/experiences acting on the mother’s decisions to access 

these resources. This is important to highlight because if the health care professionals are 

not fully understanding the experiences of the parents, nor the adversities the parents are 
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experiencing, then the parent could be less inclined to seek out those services (McConkey 

et al., 2008). 

2.5 Defining Social Support 

 Social support can be broken into either informal or formal support (Shiba et al., 

2016). Informal social support is defined as support from family members, friends, 

neighbors, and relatives (Shiba et al., 2016). This type of social support is important to 

acknowledge for the purposes of this research because literature shows that parenting 

competence increases with this form of general social support (Angley et al., 2015). In 

addition, some literature suggests that parents experience social support on a spectrum 

(Angley et al., 2015). For example, evidence shows that adolescent mothers experience 

lower levels of social support from their friends and peers than other individuals their age 

(Angley et al., 2015). Adolescent parents draw support from parents, partners, relatives, 

and friends; however, much of the time these supports are minimalized when taking on a 

parenting role (Angley et al., 2015). More specifically, it is common to see a decrease in 

support from parents, partners, or friends when an adolescent takes on a parenting role. 

When access to informal social are minimized, it is possible that access to formal social 

and health care supports are also diminished due to lack of awareness or feelings of 

possible stigma (Angley et al., 2015). 

 Formal social support is support that is provided from service providers such as, 

but not limited to: formal caregivers (Shiba et al., 2016), childcare and formal family 

supports (Shier et al., 2013; Kelman et al., 1994), and housing support services (Shiba et 

al., 2016). Caregivers are an important component in the discussion surrounding both 

informal and formal social services. When referring to caregivers, Shiba and colleagues 
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(2016) explain and define both informal and formal caregivers. Informal caregivers 

include family and friends that take on a caregiving role, whereas formal caregivers are 

physicians or home-visiting nurses for instance (Shiba et al., 2016). When referring to 

childcare and family supports, structures in place from formal agencies such as children’s 

aid society or programs similar to “meals on wheels” are often referred to (Shier et al., 

2013; Kelman et al., 1994). In general, formal social support services are the people who 

are seen, and places individuals go when needing assistance beyond or in addition to the 

support provided to them by friends and family. Formal social supports provide 

information, specific resources and advice, and are generally considered different than 

health or medical services (Shiba et al., 2016).  

 It has been shown that some parents report feeling stigma when accessing formal 

social support services and are, therefore, less likely than others to access the services and 

the potential benefits of them (Bunting et al., 2017). Social support services provide 

opportunities for parents to develop relationships and supportive networks, as well as 

gain valuable advice and skills (Bunting et al., 2017), therefore, if parents are not 

accessing social support services there is a likelihood of poorer family wellbeing and 

health. Evidence indicates that when those living in adverse conditions access social 

support systems, they are more likely to be more confident, resourceful, as well as have a 

sense of community and “safeness” when facing adverse conditions (MacMillan & 

Violato, 2008). It is possible that in-access to these services could be due to the lack of 

service quality or the appropriateness of available care. This research will seek to explore 

this and will look at both formal and informal social support as they are each important 

for helping parents. 
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2.6 Theories for Accessing Care 

 There are many models and theories for accessing health care and social support 

that seek to explain or describe the experiences of individuals, families, and communities. 

Two well supported theories are: 1) The Health Care Access Barriers Model (Carrillo et 

al., 2011); and, 2) Penchansky and Thomas’s 5A theory of access, and Saurman’s 

modification (Penchansky & Thomas, 1981; Saurman, 2015).  

 Carrillo and colleagues developed the Health Care Access Barriers Model as a 

model that identifies barriers to care and support (2011). This model identifies three main 

types of barriers that individuals face when accessing social support and health care 

services: 1) structural; 2) financial; and, 3) cognitive (Carrillo et al., 2011). Structural 

barriers include wait times, lack of resources (geography), and operating hours of the 

facility itself (Carrillo et al., 2011). Possible financial barriers in this model include 

services, treatments or interventions that are not covered under provincial insurance, and 

lower household income levels (Carrillo et al., 2011). Finally, cognitive barriers 

described in this model pertain to awareness of resources, communication barriers, 

service (social support and health) literacy, and stigma (Carrillo et al., 2011). This model 

is a model that has a strong medical orientation and is purposely linear in its path.  

 The second theory was coined by two very prominent health care access 

researchers and in its original version suggested that access can be defined by five key 

categories: 1) availability; 2) accessibility; 3) accommodation; 4) affordability; and, 5) 

acceptability (Penchansky & Thomas, 1981). This has been deemed the “5A’s” of access. 

Penchansky and Thomas (1981) sought to create a “taxonomic definition of access” 

because of its ambiguous use in previous research (p. 128). They utilized various 

approaches, such as a comparative approach against alternative literature, and used 
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patient satisfaction data and interview data from New York, USA in order to test their 

definitions of the aforementioned categories and to establish a clear and precise definition 

of access (Penchansky & Thomas, 1981). The study population used to establish this 

study consisted of a semi-mixed population, more specifically: 84% of the study 

population consisted of participants over the age of 55; 91% of the participants identified 

as being White or Caucasian with 9% identifying as Black or another Minority; and a 

cumulative 76% percent of the participants perceiving their health as poor.  

Availability is defined by Penchansky and Thomas as “the relationship of the 

volume and type of existing services to the clients’ volume and types of needs” (1981, p. 

128). In other words, access is dependent on the amount of services that exist specifically 

for the type of need the individual has. The original definition is one that is easily 

quantifiable, and largely discussed in terms of a business protocol; “volume” and 

“clients”. Although availability of services is important, the key to this category is 

understanding that the focus needs to be on the specific needs of the 

individual/community itself. 

Accessibility is defined as “the relationship between the location of supply and 

the location of clients, taking account of client transportation, resources, and travel time, 

distance and cost” (Penchansky & Thomas, 1981, p. 128). In this definition, it is clear 

that the ability to access services can be understood by what Carrillo and colleagues 

(2011) discuss as structural configurations of the service to the individual. Key within 

this definition are barriers to the individual. More specifically, this definition suggests 

that travel time due to distance, as well as cost could pose a barrier to accessing services. 

This, in addition to representing structural barriers presented by Carrillo and colleagues, 
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shows a parallel to financial barriers within the Health Care Access Barriers Model 

(Carrillo et al., 2011).    

Accommodation is defined by Penchansky and Thomas as “the relationship 

between the manner in which the supply resources are organized to accept clients and the 

client’s ability to accommodate to these factors and the client’s perceptions of their 

appropriateness” (1981, p. 128). In this sense, access is subsequently dependent on 

whether or not the services are tailored to the individual themselves, and whether or not 

the individual sees these services as appropriate. Key in this definition is the 

acknowledgement that access to services entails two perspectives: the individual who 

needs to access services, and the service itself. More specifically, it is important that the 

service is organized in such a way that a client is easily able to access it (for example, 

hours of operation, accessible entrances, and location), as well as it is important that the 

client is able to see the service as accessible to their needs. 

Affordability is defined by Penchansky and Thomas as “the relationship of prices 

of services and provider’s insurance or deposit requirements to the client’s income ability 

to pay and existing health insurance” (1981, p. 128). It is important to acknowledge here 

that the context in which this research was conducted, and the context in which this thesis 

research was conducted differ. Penchansky and Thomas are imbedded in an American 

context, as compared to the Canadian context in Kingston, Ontario Canada. Although 

affordability and cost may be perceived as a barrier to health care access to some, it may 

not be the driving factor in how parents are perceiving and interpreting the support 

service and care access in a country with universal access to a basket of basic services. 
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 Finally, Penchansky and Thomas identify that access is also defined by the 

acceptability of a service (1981). Acceptability was defined as “the relationship of 

clients’ attitudes about personal and practice characteristics of providers, as well as to 

provider attitudes about acceptable personal characteristics of clients” (Penchansky & 

Thomas, 1981, p. 129). This definition, similar to the previous definitions, reflects a two-

sided perspective to access: the service, and the individual accessing the service. 

Individual accessing the service may have preconceived notions of the characteristics of 

services, and the service themselves, or the practitioners within the services, may have 

preconceived notions of their clients. This element seems to coincide with, potentially, 

the cognitive component of Carrillo and colleagues Health Care Access Barriers Model 

(2011). This is because Carrillo and colleagues suggest that within cognitive barriers is a 

stigma associated with accessing services. As shown in additional literature, stigma is 

complex and can be split into three categories: 1) social stigma; 2) self-stigma; and, 3) 

health professional stigma (Ahmedani, 2011).  

Social stigma is a stigma or belief held by the community in which the individual 

lives (Ahmedani, 2011). Second, Crocker (1999) has demonstrated and explained that 

self-stigma is the internal stigmatization that an individual will associate with themselves. 

This being said, self-stigma can also stem from the social stigma felt by the individual in 

the society (Ahmedani, 2011).  Finally, stigma presented by health or other professionals 

is a topic that is less developed in research, but consistently presented within qualitative 

experiences (Ahmedani, 2011).  Specifically, it is possible that health and social service 

professionals can develop their own biases through their personal upbringing and, 

therefore, can carry these biases into their health care and social work (Ahmedani, 2011). 



 

 

21 

 

It is important to note, however, that health professionals may share similar experiences 

of adversity as experienced by their clients. This relates to the acceptability definition 

above because health professionals play an important role in establishing positive 

attitudes of acceptance for their clients (Ahmedani, 2011; Penchansky & Thomas, 1981).   

The “5A” Theory of Access presented by Penchansky and Thomas has been used 

in various research surrounding the discussion of access to care within contexts such as 

but not limited to: urban slums in Nairobi, Kenya (Otieno et al., 2020); U.S Adults 

(Kullgren et al., 2012); understanding food access (Caspi et al., 2012); mental health care 

access among refugees and asylum seekers in Europe (Satinsky et al., 2019); and, 

parenting (Bellettiere et al., 2017). 

 However, although it has be suggested that Penchansky and Thomas’s “5A” 

model for access is comprehensive, in 2015, Saurman explored a “6th A” that modifies 

and adds to Penchansky and Thomas’s model: awareness. The discussion surrounding the 

idea of a 6th A stemmed from a study completed in western New South Wales, Australia 

in which the discussions of the awareness category of access emerged (Saurman, 2015). 

Saurman defines awareness in two key ways. First, awareness is “the service [being] 

aware of the local context and population need [in order to] provide more appropriate and 

effective care” (Saurman, 2015, p. 37). This perspective on awareness heeds warning to 

services that they need to take into account the context in which they’re situated, in order 

to be truly successful and accessible. Second, awareness is the individuals being “simply 

aware of [the services] in the first place” (Saurman, 2015, p. 37). This part of the 

definition suggests that individuals should be able to search and find information for 

themselves, however, it also highlights the needs for the service to be transparent in 
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making information available, as well as creating information in a format that is easily 

accessible. 

 This thesis research was created within a social constructionist’s point of view 

allowing individual truths to emerge through the qualitative analysis as well as be 

informed by various models and theories of health care access already in the literature. 

These two sources of information are used in combination. 

2.7 SenseMaker®: Previous Use in Research 

 This thesis research utilized a novel data collection tool called SenseMaker®. 

Because this tool has been used only a handful of times for academic research, these 

studies will be summarized here, and the contribution of the present study made clear 

from a methodological standpoint. Cognitive Edge’s SenseMaker® is a tool used to 

collect mixed methods data. The platform is made available as an app for tablets and 

smartphones or a hyperlink for access through an internet browser (Bakhache et al., 2017; 

Cognitive Edge, 2020). Previous studies have demonstrated its utility for collection of 

large quantities of data in a short period of time (Bakhache et al., 2017). Previous 

research using SenseMaker® has included topics such as: child marriage among Syrian 

refugees in Lebanon (Bakhache et al., 2017); women and girls accessing gender-based 

violence services (Bartels et al., 2018); climate change research (Lynam & Fletcher, 

2015); and, policy research (Milne, 2015).  

 In the first topic, child marriage among Syrian refugees in Lebanon, Bakhache 

and colleagues (2017) aimed to use SenseMaker® to collect data pertaining to the factors 

that contribute to the child marriage among Syrian migrants living in Lebanon. Bakhache 

and colleagues had a goal for this project to inform community level interventions that 
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could address the child marriage crisis occurring (2017). The reasons for using 

SenseMaker® included that it: 1) offers a mixed methods approach; 2) offers opportunity 

for digital data entry; 3) questions were made sensitive to the topic at hand; 4) made it 

possible to offer insight on the complexities of the topic; and, 5) had the opportunity to 

reduce researcher bias (Bakhache et al., 2017). In addition, this study highlighted the use 

of SenseMaker® as a tool for data collection in humanitarian settings, and with refugee 

populations (Bakhache et al., 2017). 

 The second topic, women and girls accessing gender-based violence services, 

Bartels and colleagues (2018) looked to study how SenseMaker® would fare as a 

monitoring and evaluation tool in Lebanon. The use of the words “empower”, 

“anonymous, and “efficient” were reported as evident strengths of using SenseMaker® in 

this setting (Bartels et al., 2018). It has been seen that SenseMaker® provides the 

opportunity to empower the participants because they can offer their own micro-narrative 

stories and then provide an interpretation of their own personal micro-narratives. In 

addition, the respondents can remain completely anonymous (Bartels et al., 2018). 

Because SenseMaker® makes it possible to collect large quantities of data in a short 

period of time, it has been shown to be an efficient data collection tool even in 

challenging research environments (Bartels et al., 2018). Since SenseMaker® was used 

successfully to access gender-based violence services, it has shown to be a valuable tool 

for asking about personal and potentially sensitive topics (Bartels et al., 2018). 

 SenseMaker® has also been used in research on climate change and climate 

change policy research (Lynam & Fletcher, 2015; Milne, 2015). Lynam and Fletcher 

(2015) identified that there is little literature surrounding the use of SenseMaker® 
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specifically, and, therefore, sought to illustrate its use and challenges in data collection 

and analyses with the topic of climate change. These authors highlight three main reasons 

for choosing to use SenseMaker® as their data collection tool: 1) the ability to work 

within a narrative structure; 2) that respondents are able to self-interpret their own 

narratives; and, 3) the ability for direct data capture as an online instrument (2015). 

Specifically, Lynam and Fletcher utilized SenseMaker® to identify “what actions could 

be taken to enhance the likelihood that people would adapt to climate change” (2015). 

This study has a small size with non-representative sampling, and, therefore, the authors 

cautioned specifically against extrapolating the results (Lynam & Fletcher, 2015). 

Ultimately, Lynam and Fletcher discuss SenseMaker® as a “powerful tool for collecting 

the type of rich data they had hoped to see within a complex and experientially diverse 

topic such as climate change” (2015, p. 9). 

 Finally, Milne used SenseMaker®, in an environmental policy context, aiming to 

“capture and analyze complexity in a way that reductionist surveys supposedly cannot” 

(2015, p. 3). Milne stated that SenseMaker® can portray the differences in perceptions of 

groups, as well as the relationships to features in the environment (2015). The author 

notes that the narrative structure of SenseMaker® is able to capture differences in group 

perceptions and potentially provide a “richer way of eliciting experiences, perceptions 

and knowledge” (Milne, 2015, p. 3). Milne also suggested that SenseMaker® has the 

potential to inform policy makers, and demonstrate its use in this context along with an 

additional tool, Word Association Analyses (2015). In their research, Milne noted that 

SenseMaker® provided challenges that would not have been present in a traditional 

survey, such as: higher dropout rates because of the unfamiliar survey platform, and 
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increased engagement levels needed to respond to questions (2015). In addition, it was 

found that SenseMaker® perhaps hindered the ability to draw definite conclusions 

regarding its specific use in policy (Milne, 2015). This being said, the author concluded 

by noting that SenseMaker® had utility for understanding public and individual 

knowledge and opinions, and that it does have potential to inform policy makers (Milne, 

2015). 

2.8 Rationale and Problem Statement  

Access to health and social support services, and the quality of these services, are 

fundamental to the health and well-being of individuals, communities, and society as a 

whole (Cooklin et al., 2012; Östberg & Hagekull, 2000). However, even though evidence 

shows that accessing services can greatly improve health and wellbeing, they remain 

inaccessible to some populations in Canada (Lee et al., 2014), such as but not limited to: 

those living in poverty (Guttmann, 2001; Strohschein & Gauthier, 2018), new immigrants 

(Setia et al., 2011; Stewart et al., 2015; Strohschein & Gauthier, 2018), and those 

identifying as an ethnic minority (Adjei & Minka, 2018; Szczepura, 2005). There is 

currently a knowledge gap surrounding access to health care and social support services 

for many groups, including parents who are living in a variety of conditions of adversity. 

More specifically, it has been shown that parents living in adversity have been shown to 

a) have variable experiences accessing these services; and, b) in some cases, not access 

vital services (Arcury et al., 2005; Chapman et al., 2012; Lee et al., 2014; Rahangdale et 

al., 2010; Reardon et al., 2017; Setia et al., 2011; Szczepura, 2005; Young & Rabiner, 

2015). There is little information pertaining to the lived experiences of parents living in 

adversity and their perceptions or experiences of accessing these services, particularly in 



 

 

26 

 

a Canadian context. This is important for creating and revising prevention and 

intervention policies, programs, and initiatives. This research seeks to explore this gap 

and will use a novel mixed-methods data collection tool, SenseMaker®, to do so.  

2.9 Purpose 

The purpose of this research was to engage with parents living at varying levels of 

adversity in Kingston, Ontario, Canada and learn about their experiences and perceptions 

of accessing health and social services. This thesis sought to explore how parents living 

in varying levels of adversity experience and perceive accessing care and support, and 

how adversity may enhance or diminish the difficulties experienced by the participants. It 

is my hope, that this research is able to provide insights relevant to parents and service 

providers in a small city context within Ontario, Canada.   
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Chapter 3 

Methods 

This study used a data collection tool that allows for the collection of both qualitative and 

quantitative data to explore how parents living in varying levels of adversity perceive and 

experience access.  In-depth, qualitative coding of micro-narratives and participant 

interpretations of responses was conducted. Although not always substantive in length, 

the quantity of micro-narratives collected along with the data from the participant’s self-

interpreted responses have the opportunity to lend a participant-formed result of 

conclusion to a research question.  

 

This research looked to answer the following question: 

What are the individual experiences and perceptions of parents with different levels of 

adversity in Kingston of accessing health and/or formal and informal social support 

services? 

 

The objectives of this research study were to: 

1. Explore the relationship between a parent’s self- reported adversity and their 

perceptions about, and experiences of accessing health and social services in 

Kingston, Ontario; 

2. Describe the ways adversity might create barriers and facilitate opportunities for 

access to health and/or social service support, and; 

3. Demonstrate the use of SenseMaker® in health and social science research in a 

Canadian context. 
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3.1 Epistemological Approach and Reflexivity Statement 

My personal epistemological approach is critical realist. This is to say that I 

approached this research by initially rejecting the notion that there is a single truth or 

reality, and, therefore, believe that multiple realities can exist and be contextually 

dependent, as well as socially constructed. In recognizing my own positionality in this 

research, I have created the following reflexivity statement to highlight my interest and 

personal connection to this work:  

“I am a white, middle class, educated, cisgender, able-bodied woman in my early 

20s who grew up in the suburbs just north of Toronto, Ontario. My family consists of my 

mother, my father, my older brother, and myself. I am not a parent; however, the 

connection and interest I feel with this topic is personal. My parents parented a child who 

was living with a disability. Throughout my entire childhood I watched my family 

struggle to access support services that would be helpful and relevant in understanding 

and advocating for my older brother. My story gives me a connection and unique 

perspective as a sibling watching their parents advocate for, and access, supports for my 

brother. 

I know that every story, experience, and perception is unique to the individual 

situation. However, my education has shown me the barriers and limitations to service 

access and the individualization of health promotion and health care. For example, the 

tendency to victim blame, and blame the individual whilst ignoring the external forces 

and barriers being experienced. I’ve also been taught and shown what can occur when 

services are created equitably with acknowledgement of all service users’ voices, and 

experiences. Therefore, it is my hope that by completing research on a topic that is close 
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to my heart, I will be able to speak to the limitations of support services and illuminate 

ways in which health professionals can work together with the community to produce 

fair, equitable, useful, and accessible support services.” 

3.2 Recruitment 

It is important to first acknowledge that this study is embedded within a larger, 

multi-country SenseMaker® study in which the survey was created amongst a group of 

global health researchers and practitioners. In this larger study, data is currently being, or 

has been, collected in Kingston, as well as in Mongolia, the Democratic Republic of 

Congo, and two regions in Thailand. This being said, this Master’s thesis will have a sole 

focus on the data collected as part of the Kingston (Ontario) component. I acted as a 

research assistant for the research group responsible for the creation of the international 

study, ARCH: A Research Collaborative for Global Health Equity. I personally collected 

the data for the Kingston site of the international study. This ensured that I remained 

close to, and comfortable using, the data. 

Following institutional ethical approval from the Health Science Research Ethics 

Board (HSREB) (Appendix A), recruitment items began to be disseminated. This 

involved creating and disseminating a recruitment poster (Appendix B), a social media 

call for participants on Facebook, and reaching out to organizations in hopes of gaining 

access to their clientele. Recruitment protocols commenced in early July, in which data 

collection followed suit. Prior to the start of the survey, participants were asked to read 

and electronically sign a consent and study information form attached to the electronic 

survey (Appendix C-D). This is a SenseMaker® protocol that ensures consent is given 

and the study is understood by those participating.  
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Participants were eligible to participate in the study if the participant defined 

themselves as a “parent”. For the purpose of this study and to maintain definition 

parallels and understanding with the international comparative study, “parent” has been 

defined as any person (can be adolescent) who is living with and raising a child or who 

has lived with and raised a child in the past. It was also required that the participant be 

able to understand English in order to be able to answer the SenseMaker® survey 

questions to self-interpret their personal micro-narrative.  

3.3 Data Collection 

The following is the final timeline for the research project: 

June 21, 2019: Thesis proposal defence 
July 18, 2019: Ethics compliance by the Health Science Research Ethics Board    

                        achieved 
July 19- October 28, 2019: Data collection 

November 2019 – January 2020: Data analysis 
February – Completion: Thesis writing and defense 

 

3.3.1 SenseMaker® Survey 

Rationale for Using SenseMaker® 

Because my study was part of an international study, the SenseMaker® survey 

that was used for the data collection was previously created with a group of researchers 

from ARCH (A Research Collaborative for Global Health Equity). Using the 

SenseMaker® survey provided an excellent learning opportunity, as not only was I able 

to participate in the principal data collection and experience the use of a novel data 

collection instrument, but I also was able to interact with global researchers throughout 

the research process.  
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The SenseMaker® Survey 

The SenseMaker® survey could be completed using one of two methods: 1) through 

a study iPad with myself present to assist in the data collection; and, 2) through the study 

weblink on the participants personal computer or device. The survey began with a brief 

introduction to the study and discussing and obtaining consent from the participant. This 

included the acknowledgement that the survey was completely voluntary and that the 

participant could halt collection at any point. The consent form can be found in Appendix 

D. As aforementioned, the participant was then asked to record a narrative in response to 

one of three story prompts. The prompts used in the survey were as follows: 

1. Think of an example of successful or unsuccessful child rearing in this 

community. Describe an example for a specific child. 

2. Think about what makes it easier or more difficult to raise a child in this 

community. Describe a specific parenting situation that illustrates this for a 

particular child. 

3. Think of a time of when you were proud of or disappointed in your parenting or 

the parenting of someone you know. Tell us that story as it relates to a specific 

child. 

The participant would pick one of the prompts to tell their story to. The prompts aimed to 

collect a variety of stories about parenting experiences within Kingston, however these 

prompts were able to lead to participants discussing experiences relating to access to 

health and social supports. Once the prompt of choice was selected and the narrative was 

recorded the participant provided a title for their story. This allowed for easy filtration of 

the narratives in the analysis stage of the project.  
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There are four types of SenseMaker® questions: 1) triads; 2) dyads; 3) stones; and, 4) 

multiple choice questions. When answering a triad question, participants were asked to 

move a dot/marker between three options placed within a triangle; in a similar respect, 

dyads required participants to move the marker representing their response in-between 

two options using a slider. In the dyads, response options were carefully designed to 

eliminate social desirability bias as both sides were either relatively negative, or 

relatively positive.  

For stones, markers for specific response options were selected and then placed on a 

canvas or grid in specific locations that could later be analyzed. Finally, multiple choice 

questions required the participants to choose between one or more options that best 

described their response. This type of question was used to gather demographics and 

other defining features present in the story, including the type of adversity the individual 

in the story had experienced. A copy of the survey questions is included in Appendix D. 

3.3.2 The Mess Open Arts Studio  

The Mess Open Arts Studio is a downtown Kingston based center in which I first 

made a connection as a fourth-year undergraduate placement student (2018). This 

placement allowed me, and a group of my peers, to establish a connection with the 

attendees (also known as, community members), and the Director, Sandra Dodds. 

Because of this connection, I was able to set up a meeting with Sandra to present the 

purpose of this research. Sandra was acting as a gatekeeper to this community and 

introduced me to many of the members in attendance. It was agreed that I would be 

permitted to sit within the center and ask the community members present if they would 

consent to participate. It was not required that Sandra be present during the data 
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collection process. This organization was an excellent starting place for data collection, 

and many of the community members were eager to explore their own experiences, as 

well as those of others they knew.  

Some barriers noted throughout the recruitment process at The Mess Open Arts 

Studio included the following: 1) limited open hours; 2) summer weather; and, 3) being 

an outsider. More specifically, The Mess Open Arts Studio is open from 10am to 2pm on 

Tuesday, Wednesday and Thursday. This being said, there were days where it was closed 

due to holidays, and/or staff absences. For more context, the center was being run 

completely by Sandra, and her co-worker Joel. When Sandra left for vacation, Joel was 

the only staff present and, therefore, if he fell ill then the center would be closed for that 

day. Notice for the closure would go out on their social media platforms, mainly 

Facebook. The limited hours of operation proved to be a barrier and limited my exposure 

to potential participants. 

Data collection occurred in the summer months (July – early September). Because of 

the population The Mess Open Arts Studio serves- mainly those of lower income- it was 

common for there to be less individuals in attendance due to the nice weather and ability 

to spend time outside or work more seasonal jobs. After speaking to Sandra, it was clear 

the weather had a significant impact on the attendance rates of the center. It was 

commented that when the weather is colder, The Mess Open Arts Studio could see 

upwards of 15-20 people, whereas I witnessed around 4-6 people, the latter being on a 

poor weather day. This had a significant influence on the number of participants I was 

able to recruit from this location, as not all in attendance were willing to participate/able 

to participate, and some had already participated. 
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Finally, a barrier noted throughout my time with The Mess Open Arts Studio is the 

idea that I was an outsider conducting research in a community that I am not a part of. I 

saw this as a barrier specifically when I noticed potential participants uncomfortable to 

initiate participation; ultimately, they did not participate. However, although this was a 

barrier, I spent quite a bit of time establishing connection with the individuals in 

attendance, as well as sharing with them more details and information about my life. This 

connection helped to combat this barrier and allowed potential participants to feel more 

comfortable interacting and socializing with me throughout the data collection process. 

3.3.3 Open Public Spaces 

Open public spaces (i.e. street-level spaces) were key for the recruitment of most of 

the participants. These spaces were used to collect data through “on the ground” data 

collection (asking individuals) with the use of study iPad’s and occasional assistance 

from a second research assistant who assisted in collecting survey responses from early 

September 2019 to the end of October 2019. In addition, these spaces allowed us to 

display the study posters which included the survey weblink in order to reach a wider 

breadth of survey participants (for example, participants would be able to complete the 

study on their own time through this weblink, or contact us through the information on 

the poster to complete the survey with the research assistant on the iPad). These open 

spaces included: outdoor parks (i.e. Lake Ontario Park); local arenas (i.e. The Invista 

Center); the train terminal (i.e. ViaRail and waiting taxi cabs); community centers and 

libraries (i.e. Artillery Park Aquatic Center, KFL&A Public Library); the local mall (i.e. 

Cataraqui Center); and, roads near school drop-off locations. For the latter, it must be 

made clear that no interactions with children were made, and all interactions with 
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potential participants were made after child drop-off and off school property. These 

locations listed above are the primary locations of recruitment and data collection. There 

were a few notable barriers within open public spaces for recruitment that should be 

noted: 1) limited time available; 2) weather; and, 3) need for approval.  

The first barrier, limited time available, pertains to potential participants at the 

following locations: bus/train terminals, school drop-off, and arenas. Within these areas it 

was common to interact with potential participants, however, it was often determined that 

they would run out of time to complete the survey (seen specifically within bus/train 

terminals and arenas) or had a prior commitment or job they needed to go to (seen 

specifically during school drop-off). There were times where the idea of limited time 

could be combatted, for instance with further explanation that this survey could be 

completed in as little as 10 minutes and with further explanation of the study itself.  

The second barrier, weather, had a strong impact on the locations for recruitment on a 

specific day. Oftentimes outdoor parks, and school drop-off were unsuccessful on days of 

poor weather (raining). However, this was easily combated by attending other open 

public spaces in replace of outdoor spaces, such as: the mall or community centers.  

Finally, it is important to recognize that recruitment occurred through posters and 

Facebook posts to relevant community and parenting groups as well. A barrier noted with 

these recruitment processes was the need for approval from organizations, Facebook 

groups and community centers specifically to post messages. For example, when asking 

Street Health Center (Kingston Community Health Center) to post a poster within their 

seating area, it was noted that it must go through approval before being posted. This 

could potentially take time to get approved and so in this case, posters were not put up at 
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Street Health. Another example, Artillery Park Aquatic Center, it was noted by staff 

members present that the poster must go through management prior to being posted to 

allow for approval. Although this is considered a barrier, data collection occurred for 

numerous months, and, therefore, gave organizations time to ask questions and go 

through their approval/denial process. 

3.4 Data Analysis 

3.4.1 The QUAGOL Method 

QUAGOL is an acronym for, Qualitative Analysis Guide of Leuven put forward 

by Dierckx de Casterlé and colleagues (2012) for the purpose of providing a guide and 

rigorous analytical protocol for qualitative researchers to follow in order to allow for an 

in-depth coding process (Appendix E). For the remainder of this section (3.3.1) I will be 

using Dierckx de Casterlé and colleagues (2012) as my referencing source, and, 

therefore, will only be referring to page numbers when directly citing this source. 

QUAGOL is composed of two distinct parts and 10 distinct stages. Part 1 of the 

QUAGOL method is to prep for the coding process. This part consists of stages 1 through 

5. Stage 1 consists of re-reading the interviews to get a sense of the interviews as a 

whole. Questions relevant to answer in this stage is a combination of what the interview 

is specifically about, and what is specifically relevant to the research question. It is 

important within this stage to begin underlining key phrases and definitions and writing 

notes in the margins relating to your personal thoughts and reflections. 

Stage 2 looks to establish and create a narrative interview report in which you 

begin to phrase your understanding of the interview itself. Dierckx de Casterlé and 

colleagues note that it is important to go back and re-read the interview, then set it aside 
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to help to “accurately articulate the essence” of the interview (2012). This report should 

be guided by the following question: “What are the essential characteristics of the 

interviewee’s story that may contribute to a better insight in the research topic?” (p. 363). 

This is important to establish because it will help to form Stage 3. 

Stage 3 is moving from the narrative report in Stage 2, to a conceptual interview 

scheme. The purpose of this conceptual interview scheme is to allow for the filtration of 

key data, and clustering to create the concepts. In essence, this converts the experiences 

of individuals into concepts to be used later in the analytical stages. It is important in this 

stage to ensure you highlight the key concepts that help to answer your research question 

the most. This will assist in Stage 4, fitting-test of the conceptual interview schemes.  

In Stage 4 it is important to go back and re-read the interview itself to ensure that 

the concepts pulled out of the conceptual schemes can be linked to the data itself. Within 

this stage you should be going through and asking the following questions: “Does the 

content of the conceptual interview scheme reflect the most important concepts in answer 

to the research question?”; and, “Are there any other important concepts being 

overlooked?” (p. 366). This should be done as a comparison with each new interview, as 

well as any new themes that emerge in the additional interviews should be checked for 

relevancy with past interviews (Stage 5). This marks the end of Part 1, and entrance into 

Part 2.  

Part 2 of the QUAGOL method looks at the coding process using a program, or 

coding by hand (if possible); it consists of Stage 6 through Stage 10. It is important to 

note that although these are distinct parts and stages, the process flows together in natural 

progression. Stage 6 of the QUAGOL method is the initial creation of a list of concepts. 
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If using a coding software, this common list of concepts is introduced as “preliminary 

codes” into the program. Seamlessly, you move into Stage 7 in which you re-read the 

interview data again with the concept list, this is called “the coding process”. Dierckx de 

Casterlé and colleagues discuss that key passages within the interviews should, ideally, 

be linked to a concept on your list, and subsequently coded as such. If this doesn’t occur 

for many interviews, then the concept list may need to be adapted. This being said, you 

should also be asking yourself whether or not you can explain the absence or presentation 

of the concept within these interviews as you go through this process. 

Moving into Stage 8: analysis and description of concepts, it is important to 

conduct an across-case analysis. In this sense, the code- or concept- is looked at and 

explored through all interviews that are specifically associated with the concept. It is key 

here to reflect on the following questions: “Is there one common message describing the 

essence of the concept or can we discern more than one message?”; “Can we maintain the 

concepts as such, or split into sub-concepts” (p. 368). In this stage, we are trying to 

understand and explain the meanings behind the concepts in our own words. 

Stage 9 and 10 go together. Stage 9 is the extraction of the essential structure and 

looks at integrating the concepts created and explained into a conceptual framework or 

story line relevant and in response to your specific research question. This leads into 

Stage 10: description of the results, which entails using significant quotes (where 

necessary) to describe the findings, and “ideally gives rise to a theory or theoretical 

model” (p. 368) This final stage should also see the re-reading of the interviews to ensure 

the theory or model fits with the interview data. Dierckx de Casterlé and colleagues 

mention the importance of having a peer or expert check the model and discuss the 
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results in further detail (2012). Although not explicitly stated, this is assumed to ensure 

validity and reliability of the model or theory itself.  

3.4.2 QUAGOL in Practice  

As noted above, QUAGOL is a tool designed to ensure a rigorous analytical protocol 

is followed for qualitative researchers. This being said, Dierckx de Casterlé and 

colleagues produced this protocol for what seemed to be an in-depth interview process. 

Because this study used a novel tool, SenseMaker®, for its data collection, adjustments 

needed to be made to the protocol. There are two main differences between an in-depth 

interview and the qualitative micro-narrative output from SenseMaker® is the following: 

1) length; and, 2) single narrative responses (no follow-up questions or probing from the 

researcher). More specifically, SenseMaker® micro-narratives are as long or as short as 

the participant wanted. This means you could achieve a story/response in length of two 

pages, or you could receive a story as short as two sentences. Therefore, parameters were 

created in which the QUAGOL method took place. The parameters for coding are as 

follows: 

1. If the story is more than five lines of relevant information towards the research  

    question: QUAGOL method 

2. If the story is less than five lines of relevant information towards the research        

    question: summarize  

3. If the story is irrelevant to the research question: cut completely  

The number of stories that were kept for analysis through the QUAGOL method was 50 

micro-narratives. The number of micro-narrative stories that were kept for a summary 

was 31. Therefore, 25 micro-narrative stories were cut completely for lack of relevancy 
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and length. When I refer to a certain amount of relevant information, the micro-narrative 

must be answering the research question in some distinct form. More specifically, the 

participant’s story must be relating to the experience or perception of accessing a health 

or social support service. The prompts presented to the participants at the beginning of 

the survey did not specifically ask participants to mention access or services, they were 

more broadly asked to discuss a parenting experience. Therefore, the relevance review 

within this coding process looked explicitly for direct mention of health or social 

services/supports. 

When the QUAGOL method was followed (n=50), it was followed to the 

aforementioned parts and stages. There was no deviation from Dierckx de Casterlé and 

colleagues’ protocol (2012). This being said, the stories that were summarized did not 

follow the QUAGOL method. Instead, these micro-narratives were kept allowing for 

further explanations of concepts and results. The micro-narratives that were summarized 

also had importance when establishing the practical implications of this research. More 

specifically, as seen in the later chapter- Chapter 5.4: Practical Implications- the practical 

implications that are discussed stem from comments made by participants in relation to 

the importance of what currently exists, and the importance of what needs improvements 

(in regard to programming and services). The micro-narratives kept for coding and 

summarizing also provide further explanations to specific concepts, and they allow for 

additional contextual information. The stories that were cut completely often times were 

comprised of 1-4 lines of text that did not have relevance to the research question. There 

were a few stories that exceeded the total number of lines, however, the actual data 

within these micro-narratives were irrelevant to the topic of the study, and, therefore 
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these were either cut from the QUAGOL process and moved to the summary process or 

cut completely.  

The decision to have a micro-narrative story be included in in the QUAGOL method 

needed to follow the specific established parameters of being more than five lines and 

relevant to the research question. This allowed me to be rigorous in the coding process, 

and ensure a qualitative research method protocol was being followed.  

3.5 Data Visualization 

Because the SenseMaker® survey produces both qualitative and quantitative 

results, I showcase in Chapter 4.3: Data Visualization Using Tableau, some of the 

possible visualization outputs that are possible using the Tableau Data Visualization 

Software. These outputs highlight three questions from the survey that are related to the 

research question and allows us to highlight patterns that are possible within the data if 

the sample population was larger.   
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Chapter 4 

Results and Discussion 

This chapter summarizes the study results, beginning with a summary and table of the 

demographics of participants who took part in the study. There were a number of themes 

that emerged and through further analysis these themes were found to interact and affect 

one another. This chapter explains and displays a model to answer the research question: 

What are the individual experiences and perceptions of parents with different levels of 

self-reported adversities in Kingston of accessing health and/or formal and informal 

social support services? This model, titled The Experience of Access model will be 

discussed in relation to the micro-narratives received through this research study. In 

addition, the complexity of analyzing subjective ideas of adversity an experience of 

access will be explore in more detail here. 

4.1 Demographic Information 

The following table displays important demographics for the 106 participants that took 

part in the study: 
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Table 1: Participant Demographics 

                                                   
1 Figures in table are rounded to the closest whole number. 

 Age Ranges (n) Totals1 
(n,%) 

Characteristics 12-
17 

18-
24 

25-
34 

35-
44 

45-
54 

55-
64 65+ Prefer 

not to say  

Gender          
Male   2 8 1 9 4  24 (23%) 
Female 1 4 12 27 17 11 8 1 81 (76%) 
I don’t know        1 1 (1%) 
Type of Self-Reported 
Adversity          

Ethnic Minority  1   1 1   
 3 (3%) 

Indigenous    1 1 1   
 3 (3%) 

Economic Migrant   1 1  1 2  
 5 (5%) 

Poverty  1 1 2 2 1 2  9 (9%) 
Unsure 1 1 2 4 3 1  2 14 (13%) 
Not Applicable   2 13 2 7 1  25 (24%) 
Child with a disability    2 4 1 3  10 (9%) 
Parent with a disability   2 4 4 1 2  13 (12%) 
Refugee   1 1     2 (2%) 
Person with a physical 
or mental illness 1 1 3 3 3 4 2  17 (16%) 

Conflict affected      1 1  2 (2%) 
Disaster affected    1     1 (1%) 
Other- specified  1 5 8 3 6 5  28 (26%) 
Perceived Wealth          

More money than  
    most   1 6 2 3 2 

 
 
 

14 (13%) 

Same money as    
    most  2 10 22 7 12 4 

 
 
 

57 (54%) 

Poorer than most 1 2 1 3 8 4 6  25 (24%) 
Not Sure   2 4 1 1  2 10 (9%) 
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All participants were aware that they were able to drop out of the study at any 

point throughout the data collection process. The demographic factors of self-reported 

adversity type, age of the respondent, gender of the respondent, and the perceived wealth 

as compared to others in the community were highlighted as these characteristics helped 

to illustrate the context in which the participants story was discussed, and, therefore, 

helped to better understand the results and analyses presented.  

 Notable details from the table above suggest that one third (33%) of the 

participants were within the age range of 35-44, and the majority of the respondents 

identified as female (76.4%). Overall, 23.5% of the participants identified with not living 

in adversity, whereas 76.5% identified and self-reported some adversity. The number of 

respondents who identified as having either a child with a disability, being a parent with a 

disability, or being a person with a physical or mental illness surpasses that of other self-

reported adversity types (i.e. refugee, living in poverty, Indigenous, ethnic minority, etc). 

More specifically, those who identified as having a member in their family living with a 

disability or physical/mental illness made up the majority of self-reported adversity 

identifications (46.7%). Given the range of identified adversities, the results will not be 

specific to a single type of aversity, but adversity in a more general sense. Frequency of 

participants with any one form of adversity range from two to up to twenty-eight, and 

there were also participants who stated that they were not facing adversity at all. Thus, 

the results and conclusions of this research are not meant to be reflective of relationships 

between service access perceptions and experiences for people with any specific 

adversity type but rather, to explore relationships between service access and adversity 

more broadly.  
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 When an individual selected the “other-specified” category of adversity, it was 

also common that they elaborated upon a specific type of adversity that required more 

explanation than what the survey responses provided. For example, some participants did 

not select “poverty” for their adversity, however, when they provided details explaining 

their “other-specified” response, it did seem that some individuals might fit this broad 

category, but preferred to be more specific. Throughout this study it was evident that 

adversity was a complex and subjective topic for the participants to discuss. The 

frequency of individuals identifying as having less money than most was 23.5%. Many 

individuals who classified themselves in the other category spoke, whilst doing the 

survey, about how it was hard to know what the community wealth is, and, again noted 

the subjectivity of wealth and poverty. This notion of subjectivity is important to 

highlight because it provides the ability to gain better insight into the complexity of 

experiences and understandings of parents in this community. 

 As previously discussed, 25 participant surveys (of the 106 total) were omitted 

from the full qualitative analysis. Participants were omitted from the analysis if they did 

not mention anything related to accessing health or social services within their micro-

narrative. Similar to those who were not omitted, the majority of participants who were 

omitted were females within the age range of 35-44. In the overall group, the most 

common form of self-reported adversity was identifying as having a member in their 

family living with a disability or physical/mental illness. However, 64% of the 25 who 

were omitted were unsure if they were within an identified type of adversity, or stated 

that this question was not applicable. Therefore, the group that was omitted may have 
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differed somewhat in the type of adversity they experience in comparison to the rest of 

the sample. 

As aforementioned, participants were able to provide their micro-narrative 

through various methods including audio recording with the study iPad or their personal 

electronic device, typing in their response by themselves or typing in their response with 

the assistance of the research assistant. Sixty (57%) of the study participants opted to 

audio record their story, the remaining 42 participants (43%) opted to have their micro-

narrative typed either by themselves on the study iPad or their own device or have a 

research assistant type it in for them.  

4.2 Conceptual Model 

 Throughout the study, many participants spoke about parenting through their own 

experiences of being a parent as well as through the lens of a community member. 

Through the narrative structure, participants were able to identify what they saw as 

successful or unsuccessful parenting, and what they saw as a facilitator or barrier to 

parenting. As previously mentioned, the results of this research enabled the creation of a 

conceptual model for the experiences and perceptions of parents accessing health and 

social services and supports. The creation of this model stemmed from the analysis of the 

textual micro-narratives provided by the participants, as well as through thorough 

readings of the literature to gain a more in-depth understanding of access among the 

study sample. After completing the coding stage of the analysis, common/primary themes 

(codes) began to emerge. The models found within the literature- The Health Care Access 

Barriers Model (Carrillo et al., 2011), the 5A Theory of Access (Penchansky & Thomas, 

1981), and the modification to the 5A Theory of Access by Saurman (2015)- were used to 
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help assist in identifying/naming these codes and helped to understand how they could fit 

together. In addition, these models were important to understand how access has been 

discussed in the past, and how it could be discussed using the findings from this research. 

The primary themes to be broken down into sub-themes to help fully form the conceptual 

model. The primary themes consist of: support; culture and society; coping mechanisms; 

and, priorities. The sub-themes are as follows: appropriateness; responsible parenting; 

resilient parenting; and, blame.  Below I will go into more detail on the different themes 

and sub-themes in relation to the conceptual model itself. The model is displayed in 

Figure 1. 

Figure 1: Conceptual Model- The Experience of Access 
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 As seen in this model (Figure 1), the experience of access is compounded by 

various components and factors that not only interact with the experience itself but 

interact with each other. The items in the coloured boxes surrounding the experience of 

access represent the overarching themes that emerged through the data. Within each box, 

however, are sub-themes. These sub-themes have been shown to be prevalent amongst 

different individuals, but experienced in different ways. They provide a way to display 

how the subjectivity of the adversity can interact with the way an individual perceives 

their experience of access to care. The sub-themes display an interaction with the primary 

themes through their connection. More specifically: 1) sub-theme: appropriateness; 

shows an interaction between support and culture & society; 2) sub-theme: responsible 

parenting; shows an interaction between culture & society and priority; 3) sub-theme: 

resilient parenting; shows an interaction between priority and coping mechanisms; and, 4) 

sub-theme: blame; shows an interaction between coping mechanisms and support. These 

sub-themes displayed in the model exemplify how each primary theme (the larger square) 

overlaps and interacts with the next. Each of these themes and sub-themes have been seen 

to influence the way a participant may experience a service, and how they view the 

interaction of adversity with their experience. 

 Each primary theme, and their corresponding sub-themes, will be described in 

more detail using some quotes from participant micro-narratives to further ground each 

idea. Each quote will be delineated by their story title in the below analysis. The analysis 

involved using QUAGOL to help analyze words and quotations from their micro-

narrative to assist in interpreting and explaining concepts. This title worked as 

identification for each micro-narrative in my study, rather than using the participant ID 
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numbers that were generated using a random assortment of numbers. Using the 

participant generated titles- enables the results to stay as close to the participants thoughts 

and ideas as possible. 

4.2.1 Primary Theme 1: Support 

“He’s 14 years, who will force him, who will raise him,  
who will help him, who will put him in the right direct?  
And the parents, the government, the police, the security,  
and the principals and teachers, even the community, all  
of us would jump in…”  
– Title: Disaster 

The first component of this conceptual model looks at the first primary theme of 

support. Sub-themes of this include the supports that parents identified as important 

(whether accessible or inaccessible), they are as follows: judicial support; 

institutional/educational support; informal social support; and, health care support. Often, 

the judicial support system was reflected on through frustration and anger with the police 

force for, and what the parent perceived as, wrongful removal of a child or a dismissal of 

help that was needed. Because of the nature of this research, each micro-narrative 

captured was able to depict a different component of this theme. In other words, 

throughout this section I will be placing quotes from multiple micro-narratives in hopes 

of capturing the essence of what the participants were saying 

“You raise your child but if you do anything wrong in the  
eyes of the police they will take him away” 
- Title: Future or Hope 

 Although this type of support was presented negatively, other kinds of support 

were presented in a positive way. In this sense, the educational or institutional support 

was discussed as a type of support that provided opportunities to combat adversity. 
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School teachers or school faculty were often seen as a hopeful support system for 

children dealing with a situation of adversity (i.e. living with a disability), or an adverse 

childhood experience (i.e. loss of a parent). For example, one participant spoke of 

parenting through a situation of loss of the father figure: 

“…but the feedback that I get from youth workers in the 
school, teachers, other adults who volunteer at the school, 
are that he is still incredibly caring, and incredibly 
considerate” 
- Title: Helping my Child Understand Emotional Resiliency  

This specifically displays the importance of having a strong support system in the school 

system to feedback information to the parent, as well as assist the child in being 

successful in school in a way that can translate into daily life. However, currently, the 

educational system in Ontario is experiencing many cutbacks and loss of support from 

the government (Tranjan, 2019). These cutbacks and loss of governmental support have 

been shown to have detrimental effects on today’s parents, as seen in the below quote: 

“Today it’s hard getting enough teacher aids because of the  
government cut backs because a child with a disability 
needs a support worker on a daily basis to function in a 
classroom and to know what to do with the assignments in 
class, you can’t just speak to them for them to understand 
the first time because it doesn’t work that way. Sometimes 
they need to be physically and visually shown. You can’t 
just expect them to understand.”  
- Title: Cut Backs Hurt a Child with a Physical and Mental 
Challenge 

Therefore, although education support is discussed in regard to being essential to child 

upbringing, it can be devastating to both the parent and the child when these educational 

supports are cut or limited. 
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 Another component of this theme is the role of informal social support. Many 

parents discussed informal social support as an important element in raising a child 

through having support for themselves (the parent) but also their child. However, one key 

barrier that has been identified through this research in gaining informal social support 

stems from a lack of affordable housing; as encompassed in the below quotation: 

“As a single parent, I find the lack of affordable housing to 
be the largest barrier at this time. I make a decent salary, 
but Kingston is the only city in which we have lived where 
we are pretty much stuck in a small apartment due to the 
high cost of renting a townhome or semi-detached. This has 
impacted my child greatly as we do not have a backyard 
and our locked lobby prevents kids from showing up at our 
front door. It has heavily impacted his ability to socialize 
with other kids outside of school”  
– Title: Professional Working Single Mom and the Struggle 
to Raise a Well-Rounded Child in Kingston 

 On the other hand, some parents “find it supportive to have [their children’s’ 

friends’] families nearby” (from Parenting in the City vs the Country). This shows that 

not only can children benefit from the informal social support, but also the parents can as 

well. However, these two quotes bring to light the experience of adversity, and 

subsequent experience of access and services is inherently subjective to the individuals in 

the experience. It is clear that when support is unavailable due to situations of adversity 

(i.e. housing shortages), it can be predicted that the parent as well was the child may 

encounter limited access to services, and, therefore, may perceive a poorer experience of 

adversity.  

 Finally, for this section of the conceptual model, quality health care support has 

been seen within this data to be imperative to the well-being and health outcomes of the 
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participants’ experiences and reflections on parenting in adversity, as displayed in the 

below quote: 

“It’s shameful that people don’t all think everyone’s 
perfect, they say no you don’t belong here and there’s 
helpful people through the way, but most are not. And 
that’s what’s happening to me right now, it’s hard finding 
help. My son passed away because he didn’t get the help he 
needed. He needed the hospital with the 24-hour 
supervision, and we were told the beds were decreasing to 
50 beds for those who needed it. He was in a home that was 
not 24-hour supervision, the workers left at 8pm,  
and he dropped dead of a heart attack with just the 
residents around. We couldn’t do it, we didn’t succeed, and 
that’s what happened”  
- Title: Falling Through the Cracks 

Not only was it hard for this participant to find the appropriate health care response to 

their child’s needs, but the outcome of the health care systems failure resulted in a fatal 

outcome. In another situation, a parent was attempting to access proper mental health 

care for their child, however, due to the nature of the program the outcome was not a 

positive one: 

“She was admitted on a Friday, everyone was off for the 
weekend, she was able to steal the paper clip, take it back 
to her room, and cut herself up with it. So, by Monday, she 
hadn’t really had any therapy, she had been in the hospital 
all weekend…”  
- Title: Accessing Mental Health 

This displays that although a health care program had been provided, the limitations of 

these programs can result in a catastrophic outcome that has been reflected upon by the 

participant above as “the lowest point” for the parent themselves, and the child (from 

Accessing Mental Health).  
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“… there wasn’t any great deal of community support… so 
she was really struggling to raise these kids. She’d get them 
back, and then she’d lose them, and then she’d get them 
back and lose them, and we as the rest of the family would 
try to support her… but unfortunately the example that she 
provided to her children was life on the system…”  
- Title: Saga of the System 

4.2.2 Primary Theme 2: Culture and Society 

“His disability didn’t fit a pattern and trying to have him do 
some things normally, was almost impossible… and I’m 
finding the same similarities to me now trying to get help 
for myself, a senior abused woman. There’s help for certain 
categories, and if you don’t fit into those categories,  
really I don’t know what a person is to do, it’s really 
difficult.”  
- Title: Falling Through the Cracks 

 The second component of this model looks at the primary theme of culture and 

society. This theme has several sub-themes, such as: societal norms, cultural differences, 

culturally appropriate (services), gender norms, stigma, and categorical non-conformity. 

Evident in this section of data is the internalizations that the community perpetuates. In 

saying this, it was often seen within the micro-narratives as acceptance or frustration with 

factors out of the participants’ control. 

“It’s hard to communicate with the other kids because we 
come from a different country, different culture, so it’s 
difficult to make communication”  
- Title: Future or Hope 

 However, also evident in this theme is the idea of resources not being fit for all. In 

some of the micro-narratives it was discussed that their adversities “didn’t fit a pattern” 

and “if you don’t fit into those categories” set by the services and supports, it is difficult 

to even be able to access this. This idea of categorical non-conformity is seen in the 

below quote from a participant: 
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“His disability didn’t fit a pattern and trying to have him do 
some things normally was almost impossible… there’s help 
for certain categories and if you don’t fit into those 
categories, really I don’t know what a person is to do, it’s 
really difficult”  
- Title: Falling Through the Cracks. 

This is important to recognize because it is often acknowledged that when a service is 

available then we think it would be accessible. However, what has become increasingly 

obvious within my research is that this is not the case.  

 The frustration of refugee and immigrant parents with government services and 

formal social supports was also a sentiment that was evident in the data. As alluded to 

previously, just because a service is available and accessible to parents, it is not 

necessarily sufficient or culturally appropriate. In addition, participants have suggested 

that the government is a key stakeholder in their success as parents. As seen in the below 

quote from a participant, the frustration and anger seem to be seeping through every word 

expressed: 

“And the government, are all not nice here, it is wrong, 
wrong, wrong, and we don’t like that. They have to give us 
access to raise our child the way we want and respect the 
culture. They brought us here, they say if you are a refugee 
you are experiencing discrimination because of the 
religious, or anything the United Nations is discrimination, 
or the government punish you and put you in jail because 
you are against the government. You control us, and that’s 
a big mistake, and we want the government to jump in and 
solve this problem, and let parents raise their kids the way 
they want.”  
– Title: Disaster 

There is importance in having these service users involved in the process and decision 

making, and ensuring their voices are being heard. 
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 An interesting idea that was highlight through a participants’ micro-narrative was 

the idea of gender norms and the appearance of breaking these norms by mothers in 

single parent households. As seen in the below quote, the parent discusses participating in 

any job or form of employment possible in order to be able to produce an income. Often, 

in their mind, these jobs were seen to be dominated by their male counterparts: 

“There’s only one job I never did that was a man’s job, and 
that was when, and I had the opportunity, but I couldn’t 
picture myself doing it, and that was using a jackhammer! 
[laughs] No kidding, I’ve mixed mortar, I’ve made cement 
blocks, and I helped to put in the in-ground swimming 
pools… and I raised my kids. There is no man’s job I 
wouldn’t do if you can help out, and you can make money 
doing it, and you don’t mind doing it, then work hard and 
you do it!”  
- Title: Share Yourself With Every Conversation You Have  
With Children, Include Yourself 

 This primary theme also saw the idea of stigma and judgement come into play, 

and more specifically this was community-based stigmas- meaning, the stigma either a) 

came from a parent in regard to another parent (coming from the community), or b) was 

placed directly onto a community themselves. As seen in the below quote, the stigma 

about what makes a responsible parent was presented in a way that seemingly placed 

blame onto other parents. However, this idea will be further explored in the primary 

theme of coping mechanisms and helps to display the various levels of interactions 

present in this model. 

“[The kids] just had no boundaries, no control. The 
parents would just sit on the front deck and [say] “yep, 
they’re fine…” which is all well and good when we were 
kids growing up because you knew your boundaries, you 
knew respect, you knew what you were to do. These kids 
were never taught that… [the mom] was a nurse in the 
hospital where she could see the trauma and struggling of 
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other families… but yet, to not transparent some of that, 
and transport that back home to the struggles and stuff that 
their children were [relating to]…”         
– Title: Heartache of Cancer 

4.2.3 Primary Theme 3: Priority  

 The third component of this model looks at the priorities being placed on either 

the child or parent. Within this theme are the sub-themes of: safety, success (of child), 

success (of parent), emotional resiliency, financial responsibility, control/obedience, 

resilient parenting, and responsible parenting. Evident within this theme is the idea of 

individual internalizations; meaning, what the individual (or participant) believes and 

feels in relation to experiencing an adverse situation. 

“I went into the relationship and marriage with in mind 
that I was going to make the marriage work, it didn’t 
matter what it took or anything, I was going to make sure it 
worked for the sake of my children… I never sent my kids 
just out on the streets and expect them to learn 
responsibility by themselves. Not at a young age, I would 
go out there with them.”  
– Title: Share Yourself with Every Conversation you have 
with Children, Include Yourself 

The above quote is able to exemplify what I mean by responsible parenting and priorities. 

This is done through the participants acknowledgement of what they believed was 

responsible parenting- “…I never sent my kids just out on the streets…”- and setting 

priorities- “I was going to make sure it worked for the sake of my children”. However, 

the connection of the priorities to the culture and societal norms of the community must 

not be ignored. Because this model is surrounded by subjective adversity, everyone’s 

connection and experience will be rooted ultimately in how they perceive the norms that 

affect their own views on parenting and what should be a priority, versus what not. 
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“…the most important thing I realized to me as I started to 
raise him was raising him with emotional resilience, 
emotional intelligence- to recognize how he was feeling 
and what he was doing so that he couldn’t each other, or if 
he ever had to deal with any type of trauma he’d have skills 
to process that.”  
- Title: Helping my Child Understand Emotional 
Intelligence 

 Finances might be thought to play a large role on the parenting of a child through 

an adverse situation. However, although finances came through some of the micro-

narratives, the idea of understanding and recognizing the emotional and mentally taxing 

experiences of children was one that was emulated in more participants’ experiences. As 

displayed in the preceding quote, the idea of teaching emotional resiliency as a priority 

for parenting in an adverse situation was important. The phrase emotional resiliency is 

used by the participant themselves and it was important for me to not alter terms that 

came directly from these micro-narratives in order to stay as true and as close to this data 

as possible. 

“Most of my people, they don’t steal or lie or do stupid stuff 
by choice. It’s to survive.” 
- Title: Self Defeating Taught Behaviours 

 What is also important in this section is the idea of surviving. In other words, 

parents in adversity do things in order to successfully survive; ‘survive’ having a 

different definition for each parent. At times, surviving was seen as ensuring there was 

financial responsibility in regard to parenting and child rearing. In other responses, being 

successful in all aspects of life (whether for the child or the parent) was just as important. 

Other times, it was being able to secure sufficient access to valuable supports necessary. 

As seen in the previous themes, subjectivity plays an important role in the outcome and 

priority desired by the individual. The priority to survive is evident in the quote above, 
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however, unique to this micro-narrative displayed is found within the title itself- Self 

Defeating Taught Behaviours. This phrase, coined by the participant themselves, will be 

explored in more detail in the next section, Coping Mechanisms. In addition, this theme 

looks at the idea of being a responsible parent. However, evident throughout the 

discussion of Self Defeating Taught Behaviours is the externalization of this idea of 

being a responsible parent, and how parents display themselves as being responsible, 

these externalizations of the priorities are coined as Coping Mechanisms and will be 

discussed in more detail below. 

4.2.4 Primary Theme 4: Coping Mechanisms 

“but unfortunately, the example that she provided was life 
on the system” 
 – Title: Saga of the System 

 The fourth primary theme of this model looks at the coping mechanisms, or the 

externalizations the parents exemplify in response to an adverse situation. Within this 

theme are the sub-themes: blame (on the parent), blame (on the community), blame (on a 

specific service), resilient parenting, and Self Defeating Taught Behaviours (also known 

as, cycle of suffering). As seen in the above quote, the participant wasn’t necessarily 

blaming the service (as depicted as “the system”), instead, the blame for the response to 

living in adversity was placed onto the parent themselves. This is unique to when a 

participant may be talking about a family situation they know or have heard of and is 

often not seen when exploring their own experience. 

“Because of what happened to us, we’ve forgotten how to 
parent, and we don’t have parenting skills. I’m 58 years old 
and I’m still learning how to be a healthy parent, you 
know?” … “Yes, people hurt people, but how do you fix it? 
In the long run, people are so damaged, they don’t know 
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how to be not. And they’re passing that post-traumatic 
stress disorder onto their children, poverty, I know parents 
that teach, and I call it Self Defeating Taught Behaviour. 
Our Behaviour is taught. Prejudices are taught. It’s a 
taught behaviour.”  
- Title: Self Defeating Taught Behaviours  

 As discussed in the previous section, the idea of Self Defeating Taught 

Behaviours is a term coined by this specific participant in the above quote. However, this 

sub-theme and term has very strong similarities to the cycle of suffering discussed in 

Chapter 2. As previously mentioned, the cycle of suffering describes a scenario in which 

a child whose parents live in adversity being more likely to experience the same 

difficulties and adversities when they become parents, and, therefore, subjecting their 

children to similar if not the same scenarios (Boullier & Blair, 2018). The similarities 

here are seen when this participant discusses behaviours as being taught. More 

specifically, the parent teaches the child, the child grows and then teaches their children. 

This exemplifies a cycle. However, this situation of a cyclical teaching occurrence acting 

as a coping mechanism for experiencing adversity is not unique to just this situation. 

“…but unfortunately, the example that she provided to her 
children was life on the system. You can survive on the 
system and that’s all well and good, you don’t have to 
work, and you’ll get enough money. You just won’t have a 
lot of things and such… and so, her kids then saw that 
example and now that’s their doing and they have so many 
labels and so many excuses and so many reasons why they 
can’t do something, or why they shouldn’t be able to do 
something…”  
- Title: The Saga of the System 

The above quote discusses the notion of Self Defeating Taught Behaviours in the context 

of social services, and “growing up on the system”. However, as previously discussed, 

this specific quote also looks at judgement and blame on the parent themselves for 
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participating in these cyclical teaching behaviours. These quotes not only represent the 

experiences of parents in situations of adversity, but they also hold relevance to the 

discussion surrounding service access. Their connection remains in the context. More 

specifically, these coping mechanisms can have a direct effect on the experience one has 

with accessing care. For example, if taught to live “life on the system”, the experience 

one has with these services (“the system), could be considered complete reliance. As seen 

in the quote titled Self Defeating Taught Behaviours, a coping mechanism to historical 

trauma can have detrimental effects on one’s access to services and support systems. 

Therefore, the connection between the primary theme of coping mechanism is seen in the 

individuals’ relationship with the services through cyclical teachings.  

“I am a deaf mom living in a hearing world. My parents 
are hearing, my husband is hearing, and my son is 
hearing… I realized I found the best solution for us to sleep 
and be rested. But I was terrified that I would be judged or 
ridiculed by those around me.”  
- Title: Deaf Mother Finds a Restful Solution 

 In addition to the clear themes of blame and self-defeating taught behaviours is 

the response from parents finding ways to ignore societal judgements and stigmas and 

find what works for them in adverse situations. In this specific case, the participant was 

able to find a solution that went against societal norms, and with the support of their 

health care professional, they were able to find a way to get a good night’s sleep- a 

mechanism for success in their case. This is important to realize because it shows the 

influence that having a strong support system can have in a) breaking down barriers, and 

b) being successful in an adverse situation. This directly relates to accessing health 

services because it helps delineate the importance of understanding and empathy within 

the health care system. In addition, it directly relates to the importance that social support 
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systems can play in regard to support. More specifically, this participant (quoted above) 

was worried about being judged and stigmatized for finding a solution for success, 

therefore, it is important for informal social support systems (family, friends, community 

members) to limit judgements towards parents in order to feel comfortable sharing their 

mechanisms for success, which ultimately could help someone else in a similar situation. 

 What is also evident in this primary theme of Coping Mechanisms, and something 

that cannot be ignored is the idea of resilient parenting. Although resilient parenting 

might have been expected to be the main theme coming out of the data, this wasn’t the 

case. This sub-theme, resilient parenting, was able to emerge through further discussions 

with the participants outside of their narratives (during the survey question responses 

themselves). More specifically, this sense of resiliency throughout their experience 

stemmed from analyzing the participant responses to additional questions such as “Is this 

story a) positive, or b) negative”. Therefore, it is important to acknowledge that many of 

the participants, although depicting a scenario of struggle and adversity, often found ways 

to overcome these struggles and were resilient in their situation. Often participants noted 

that this resiliency led to positive experiences in accessing health and/or social support 

services. The model, therefore, works to include various factors prominent in the parents’ 

life, and displays how the themes and sub-themes discussed can interact with each other 

to form an experience, whether positive or negative. 

4.2.5 Results in the Context of Previous Literature 

 As previously discussed, Penchansky and Thomas, and subsequently, Saurman 

discussed service access using a model of the “6A’s”: availability, accessibility, 

accommodation, affordability, acceptability and awareness. Within the proposed 
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conceptual model that results from this study, connections with some components of the 

6A’s for access can be made, however, not all components seem to be displayed. This 

analysis proved to suggest that although we think of access in various ways, perhaps 

there needs to be a shift in how we view it today. The discussion below will work to 

explore this using additional findings to support or alter access definitions used in the 

literature.  

Availability 

As defined by Penchansky and Thomas, availability- when discussing access is 

“the relationship of the volume and type of existing services to the clients’ volume and 

types of needs” (1981). This category of access is important to consider, however, as seen 

in this research, the availability of services is not necessarily the greatest consideration 

when needing to access a service. As discussed previously, many participants mentioned 

being unable to “fit into the categories” that the services dictated. This suggests that 

many services are currently not entirely relevant to the needs of the “clients”. 

In addition, although availability has been discussed in regard to types of needs 

and the quantity of services available to fit the desired needs of the population, the results 

of this research suggest that this definition is not conclusive of what availability should 

pertain to. This is to say that there is a need for these services to also have appropriate 

cultural understandings in place to adhere to the needs of the communities.  

Therefore, this study supports a proposed modification to the terms presented by 

Penchansky and Thomas (1981) to include the important aspects of cultural 

understanding and variety of services. Specifically, with respect to availability, this 

would refer to: the amount of services that are relevant to the needs of the individuals 
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within a community taking into consideration cultural understandings and the intersection 

of various adverse experiences. 

Accessibility 

Second, accessibility plays an important role when looking at access to services. 

Penchansky and Thomas, define accessibility as “the relationship between the location of 

supply and the location of clients, taking account of client transportation, resources, and 

travel time, distance and cost” (1981). Penchansky and Thomas include valuable 

considerations when looking at defining accessibility. They have been able to look at 

various barriers that have been noted in literature to hinder the accessibility of service, 

However, this research has shown that current barriers to the accessibility of these 

services are not only in the location of these services, but also the understanding that in 

order for a service to be accessible, it must be, specifically, culturally relevant. This 

suggestion is similar to the suggestion made above for the term, availability, however, the 

main difference is the understanding within established organizations regarding cultural 

relevance and appropriateness.  

More specifically, accessibility within my research is discussed in relation to the 

culture and society primary theme, as well as the support primary theme. Therefore, the 

interaction between the two is where this category of access can lay. In regard to the 

results presented, it is clear that many concerns for parents in relation to the accessibility 

of service not only are related to be the location, but also the relevancy and 

appropriateness of the service itself. 

This is a minor addition to the definition of accessibility as originally discussed 

by Penchansky and Thomas (1981). Therefore, this study supports the idea that the 



 

 

64 

 

accessibility definition of a service remains the same with the addition of an 

acknowledgement of the importance of understanding cultural relevance and 

appropriateness within the service. 

Accommodation 

 The third category of access, as defined by Penchansky and Thomas, is “the 

relationship between the manner in which the supply resources are organized to accept 

clients and the client’s ability to accommodate to these factors and the client’s 

perceptions of their appropriateness” (1981). In this sense, access is subsequently 

dependent on whether or not the services are tailored to the individual themselves, and 

whether or not the individual sees these services as appropriate. Key in this definition is 

the acknowledgement that access to services entails two perspectives: the individual who 

needs to access services, and the service itself. More specifically, it is important that the 

service is organized in such a way that a client is easily able to access it (for example, 

hours of operation, accessible entrances, and location), as well as it is important that the 

client is able to see the service as accessible to their needs. However, within this 

definition is the statement as follows: “… the client’s ability to accommodate to these 

factors…” (Penchansky & Thomas, 1981). This statement within the definition of 

accommodation portrays a neoliberalist outlook on access to care. The neoliberal citizen, 

as discussed by Woolford and Nelund (2013), is depicted as “responsible” (2013, p. 307). 

In saying this, the understanding is that the individual is responsible for not becoming a 

burden on the health care system (Woolford & Nelund, 2013), or in another example, 

should be responsible in adhering to the services structures. Although historically, this is 

the type of conversations that occurred, it would be more appropriate to move away from 
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this idea and recognize that services should begin to understand that access is composed 

of numerous factors of which the service itself may need to take responsibility for and 

acknowledge.  

In addition, this research has displayed the importance of a service being 

appropriate for their needs and being unable to fit into the categories the services have 

laid out. This is important to understand because although from a service industry 

perspective it is important to accommodate various needs, these needs are not being met 

for the individuals who need them the most. This suggests a clear view point for the 

services to acknowledge and begin to move towards. 

Although the conceptual model presented does not entirely represent this category 

of access, the important component here is that within the various primary themes 

presented, there is an alignment to the idea that services must begin to acknowledge not 

only the appropriateness in regard to their cultural understanding, but also to the various 

adverse experiences and needs of the population themselves. Therefore, it is 

recommended that this category either a) be removed from the definition of access, or b) 

a redesign in its phrasing and acknowledgements. I suggest these two different options 

because I believe that this appropriateness in various understandings and culture 

experiences lay in the other categories just as well as they would fit into their own 

category. 

Affordability 

Fourth, Penchansky and Thomas see affordability as a category when defining 

access. They have defined affordability as “the relationship of prices of services and 

provider’s insurance or deposit requirements to the client’s income ability to pay and 
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existing health insurance” (1981). As previously mentioned, the context of this definition 

lays within the United States of America, not Canada. In addition, based on my research 

findings it has been shown that the financial burden of accessing health and social 

support resources is not a prominent barrier for this specific study population.  

However, it is important to note that some parents have alluded to a dichotomous 

discussion relating to perceptions of wealth in regard to finances. Many participants who 

may have identified as being in the category of “wealthier than most” or “same money as 

most” discuss opportunities that they have that are free and or inexpensive. On the other 

hand, those who may have answered the same question with “less money than most”, at 

times discussed the expenses required to join extracurricular activities (i.e. basketball 

teams).  

Although this discussion is important to acknowledge, when it came to accessing 

health specific care, finances were rarely discussed. Therefore, in relation to this context, 

I would suggest that affordability is not a top category in access to care for my study 

population. This is not to suggest that the affordability of resources and services is 

irrelevant, it is to suggest that there are other barriers and features of access that this 

study population acknowledge as producing a greater burden.  

Acceptability 

Penchansky and Thomas conclude their categories with the fifth category of 

acceptability. They defined this as “the relationship of clients’ attitudes about personal 

and practice characteristics of providers, as well as the provider attitudes about 

acceptable personal characteristics of clients” (Penchansky & Thomas, 1981). This 

category has highlighted the impact that preconceived notions can have on access to a 
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service. Not only does this category specifically highlight the individuals potential 

preconceived notions, but also the service and the professionals potential preconceived 

notions. This category has connections to both the coping mechanisms, support and 

culture and society primary themes found in my conceptual model (i.e. stigma), but also 

the priority section. Therefore, this study can support the suggestion that the acceptability 

of a service is important in not only understanding why the participants may access a 

service versus another but understanding from the service perspective too.  

I will not provide an alternative definition for acceptability as I believe it captures 

not only the general definition of what it means in the realm of access, but it also captures 

a component of the study results itself. Therefore, based on both this previous research 

and the current research results, it is recommended that a service must be able to accept 

and understand experiences from multiple perspectives in order to provide a more holistic 

and positive experience for the individual. 

Awareness 

Finally, Saurman (2015) more recently discussed an additional category of access 

that has proved to be important in past research as well as my own research, awareness. 

Awareness, as Saurman defined, is “the service [being] aware of the local context and 

population need [in order to] provide more appropriate and effective care” and the 

individuals “being aware of [the services] in the first place” (2015). This category 

encompasses multiple components of the conceptual model such as: culture and society, 

support, and priority. It is seen in these primary themes because of its discussion 

surrounding the service perspective and the individual perspective. 
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More specifically, this research has highlighted the importance of the service 

specifically being appropriate to the culture and society it is within. In addition, the 

model displays the importance of a parent experiencing adversity being able to see the 

benefits of access to a service through their own resiliency as a parent. In addition, this 

research study supports the recommendation that this category expand to include a shift 

in focus onto the availability of information services have publicized, this would 

inherently move away from the second component of the category of the individual levels 

of awareness. 

In continuing this conversation, some of the participants expressed a frustration 

with being able to find the appropriate service to fit their needs. In addition, some parents 

found it difficult to understand what specifically some services were offering. Therefore, 

I would like to propose a modified definition of this category to be: “Awareness, in 

regard to access, is the ability of the service to maintain and modify their understanding 

of the local context and population need in order to ensure appropriate care is being 

given. In addition, awareness encompasses the ability of the service to clearly and simply 

provide details for the individual looking to seek out a service.” 

4.3 Data Visualization Using Tableau 

 Because my research used SenseMaker® as its tool for data collection, I feel as 

though it is important to provide a final level of results that reflect the outputs of a 

SenseMaker® survey. After a SenseMaker® survey is complete, the results can be 

viewed in a software program called Tableau. It is possible to produce visual 

representations of the results in various outputs such as triad graphs, bar graphs, and grid 

plots. Because my research has had the ability to produce a conceptual model, it is 
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important to be able to discuss this model in relation to some of the Tableau visualization 

outputs.  

 Figure 2, below, displays the output of a dyad question found within this survey. 

This question was: “In the parenting situation you talked about, supports were…”. The 

participants then had to move the slider in whichever direction they felt was relevant. I 

have shown here the output of the question as seen by various participants in various 

levels of adversity. The legend on the side displays the levels of adversity that they have 

identified with. As seen below, it is shown that those identifying with being in either “a 

lot” or “severe” categories of adversity have identified accessing services as quite 

difficult.  

 

 

 
 

 

 

I have chosen to highlight this outcome because it coincides with the discussion 

surrounding experiences of accessing services above, and the difficulties that many 

parents experience. In addition, I feel as though that this output is able to coincide and 

Figure 2: Bar Graph for "In the parenting situation you talked about, supports 

were..." 
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display the findings of the “support” theme within my model in another perspective. This 

component of my conceptual model looks to describe not only the types of support 

available, but also the perspectives that parents feel toward them such as whether or not 

they are obtainable. I feel as though this output, provided by Tableau, with this specific 

question is able to highlight this clearly. 

Figure 3, below, displays a triad output in relation to the question: “What external 

factors primarily influenced parenting in the shared story?”. I have chosen this output as 

an output to highlight and include in this discussion because I feel as though it is an 

important acknowledgement of the discussion relating to the interaction between the 

primary themes of my model, support and culture and society. Clusters can appear 

particularly in large data sets. This smaller data set does not show distinct clusters, 

however, I have highlighted specific areas within the below triads that I would like to 

draw attention to. For example, the triad shows some patterns of response in each far 

corners of the triad. This includes the corner specific to availability of resources/services 

(oval “C”). There also appear to be some clusters of response between the two corners of 

safety and availability of resources/services (oval “B”) and there are a number of 

responses in the middle of the triad between the response options of safety, cultural 

norms, and the availability of resources/services (oval “A”). These ovals were visually 

placed and are not mathematically calculated. In larger datasets, geometric means can be 

statistically calculated to determine the “average” location of responses. We did not 

undertake this kind of analyses but if the study recruited additional participants it could 

be possible.  
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 The ovals displayed in figure 3 suggests that there can be an interaction between 

different kinds of influences for parents experiencing various levels of adversity, 

including those who identified with not living in adversity at all. The data in this triad 

plot also connects with the qualitative discussion pertaining to coping mechanisms and 

supports. The triad is not conclusive however of this entire discussion as it only depicts 

three external influences parents could experience. This being said, this triad does help 

display the interactions and connections that likely take place across aspects of the 

proposed conceptual model. 

Figure 4, below, displays a triad output similar to figure 3. However, this time the 

output is in relation to the question: “the parenting strategies in the story involved…”, the 

legend displays its colour coding by level of adversity. I’ve chosen this to be one of the 

outputs to highlight because it helps to show the importance of different types of  

supports, a primary theme described in my conceptual model. For example, relying on 

family and friends’ (informal social support), self-reliance and/or using services. 

Figure 3: Triad plot: "What external factors primarily influenced 

parenting in the shared story?" 

A 
B

C
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These relationships might give us insight into what it means to be a resilient parent or the 

negative experiences some participants have with use of services.  

I have shown some of notable response patterns again with ovals. Oval A 

highlights a potential cluster of responses between all three points of the triad, oval B 

displays a possible cluster in between self-reliance and reliance on family and friends, 

and oval C displays the responses from parents whose parenting strategies in the story 

showed reliance mostly on family and friends. In this case, I felt it was important to 

highlight that many parents told stories that showed that they relied on combinations of 

supports. Interestingly, fewer parents noted that their parenting strategies including 

access to services. It was not obvious whether there were distinct patterns by level of 

adversity, this may have been more easily determined with a greater number of 

participants.  

Figure 4: Triad plot "The parenting strategies in the story involved..." 

A
B

C
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 Finally, figure 5, below, displays the output of the triad question, “if parenting in 

the story was successful, what would be the most important outcome for the child when 

he/she grows up?”. This is colour coded based on the levels of adversity that each parent 

identified with. However, as seen within this triad plot, the position of the responses was 

similar for most levels of identified adversity displayed. 

 This output aligns with the “priority” primary theme seen in my conceptual 

model. Many parents discussed success of the child and happiness as a key priority when 

parenting. However, also prevalent in this discussion was the ability to be financially 

responsible. I believe that the plot above highlights the prevalence of this primary 

category, priority, and is able to illuminate the holistic view of success in parenting that 

many parents (regardless of adversity level) suggested. 

 The discussion above included 4 outputs (1 dyad bar graph and 3 triad plots). A 

SenseMaker® survey helps to produce data in a format that allows visualization of 

Figure 5: Triad plot "If the parenting in the story was successful, what would be the 

most important outcome for the child when he/she grows up?" 
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response patterns. SenseMaker® surveys can also assist in streamlining the 

comprehension of the results of research as presented by the participants themselves. This 

is because the participant is able to self-interpret their micro-narrative using these 

questions designed to reflect their experience. In the following chapter I will provide 

reflections on the use of SenseMaker® in this specific context, in addition to providing 

concluding remarks on limitations, strengths and implications of this research. 
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Chapter 5 

Implications and Conclusions 

5.1 Summary 

 This study involved the collection of micro-narratives of parents living at 

different levels of adversity, and their experience and perceptions of accessing various 

health and social service supports in Kingston, Ontario. The findings suggest that the 

experiences of accessing support and services differ from individual to individual when 

considering the adversity being experienced, the coping mechanisms and priorities of the 

parent themselves, the types of support available, as well as the social and cultural factors 

present. Because this study included results from groupings of various sizes and types, 

the conceptual model and results found were discussed in regard to a general 

understanding of adversity instead of one specific identified form of adversity. Voices 

from parents who identified as living in adversity, as well as those who did not identify as 

living in adversity were included throughout the study. 

The micro-narratives gathered, as well as previous theories on accessing care 

services helped inform the discussion and the development of the conceptual model 

proposed. This model highlights that experiences of access are subjective to the person 

and their experience of adversity. This subjective experience of adversity then influences 

various factors that would make up a parent’s experience of accessing services. These 

factors were more fully explained in the micro-narratives of the participants and included: 

Support (types); Culture and Society; Coping Mechanisms; and Priorities. It is also 

important to highlight that these components not only stood on their own, but they also 

were found to interact with each other to form the participants' experience of access.  
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This research also highlights the complexities found in providing an accessible 

service or support system for parents in adversity. Through this research, I was able to 

reflect on definitions proposed by Penchansky & Thomas (1981), and subsequently 

Saurman (2015) about how access is defined. In addition, I was able to propose 

adaptations to the definitions based on the micro-narratives collected in order to better 

understand accessibility from the perspective of both the user and the service provider.  

Finally, this study looked to explore the use of a novel data collection tool, 

SenseMaker®, in the realm of health and social science research in Canada; 

SenseMaker® has yet to be used in this context. Although SenseMaker®, a technological 

tool, came with some barriers (such as: self-reported bias), ultimately, it provided a useful 

way to gather data in a short period of time. I will further explore my reflections on the 

strengths and limitations of SenseMaker® as a research tool in the below discussion.  

5.2 Critical Discussion on SenseMaker®  

5.2.1 Limitations Highlighted in Previous Literature 

 SenseMaker® has been shown to have some limitations, as well as multiple 

strengths. The micro-narratives that participants produce and reflect upon can be as short 

or as long as the respondent wishes, and, therefore, a large number of narratives can be 

collected in a short period of time. Diverse perspectives, such as from participants in 

various levels of socioeconomic status and location can also be included (Bakhache et al., 

2017; Deprez et al., n.d.). Participants can complete this survey on their own at home, or 

on a tablet or computer along with a researcher. This makes the survey portable and able 

to reach a large number of participants and perspectives. SenseMaker® allows for the 

data to be collected and reported/summarized in nearly real time because of the 
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participant self-interpretation capabilities, and online uploads (Bakhache et al., 2017; 

Lynam & Fletcher, 2015). The participant self-interpretation capability of SenseMaker® 

allows limited amounts of research bias (Lynam & Fletcher, 2015). With the rapid 

collection of data comes the rapid movement from data collection to analysis and 

reporting. SenseMaker® utilizes both types of data collection, qualitative and 

quantitative, and, therefore, provides ample opportunities for analyzing the data in 

different ways (Lynam & Fletcher, 2015). 

 Bakhache and colleagues (2017), note that previous versions of SenseMaker® 

came with technical issues, such as not being able to change the font size on the 

electronic device for those with sight detriments. In addition, some research suggests that 

SenseMaker® results could lack richness as the individual responses are forced to fit 

within a narrative structure, and the stories are often not very long (Bakhache et al., 2017; 

Milne, 2015). This being said, during the survey process it was possible to prompt the 

respondent with, “can you expand on that”, if it was noticeable that the response length 

was limited (i.e. one sentence). Other researchers suggest that the nature of SenseMaker® 

collection is limited due to the respondents’ self-placement within their micro-narrative 

as asking the participant to self-interpret their story ultimately produces some self-

reporting bias (Lynam & Fletcher, 2015). Finally, because of the nature of SenseMaker® 

studies, the recruitment protocol does not generally follow a random or representative 

sampling method, therefore, the results may not be entirely generalizable from the sample 

to specific populations (Bakhache et al., 2017). 

 However, it has been shown that SenseMaker® has the opportunities to obtain 

honest and revealing responses of personal experiences of the participants (Bakhache et 
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al., 2017). Therefore, it is clear that SenseMaker provides the opportunity to collect large 

amounts of data pertaining to individual lived experiences which helps to enhance and 

improve our understanding of the experience’s parents living in adversity are having, and, 

therefore, be able to begin to interpret these experiences. In addition, my thesis research 

explored the use of SenseMaker® in a Canadian public health setting, a setting that has 

yet to be explored with this tool in the literature. 

5.2.2 Personal Reflections on Limitations and Strengths of SenseMaker® 

This discussion will present my personal reflections on SenseMaker® in the 

context of health and social science research within Canada. I will be reflecting on the 

limitations and strengths that have previously been acknowledged in the literature given 

my experience conducting research using SenseMaker®. This discussion will start with 

exploring the limitations. First, I will summarize the limitations found in the research, 

followed by reflecting on these with my personal experience. After, I will discuss the 

strengths of using SenseMaker® in a similarly structured format.  

5.2.2.1 Personal Reflections on the Limitations of SenseMaker® 

As previously discussed, SenseMaker® has known limitations in previous 

contexts, these are: technical constraints in regard to font size (Bakhache et al., 2017); 

lack of richness due to length of responses (Bakhache et al., 2017; Milne, 2015); 

opportunity for self-reported bias (Lynam & Fletcher, 2015); does not follow random or 

representative sampling (Bakhache et al., 2017). The limitations that I experienced while 

completing my research align with some components of the previously acknowledged 

limitations, but also highlight other areas that preparedness may be needed. By this I 
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mean, that some of the limitations below are able to be minimized if attacked before data 

collection commences.  

I have broken the limitations into three components: 1) technological limitations; 

2) survey specific limitations; 3) analysis specific limitations. Throughout the data 

collection process of my research thesis two main issues arose. First, participants noted 

on multiple occasions that they were unable to zoom in when completing the survey on 

the iPad. This being said, the iPad being used was an iPad mini, and, therefore, the survey 

was already decreased in viewing size. Although this was an issue for some participants, 

it was possible to overcome this by reading the question to the participant and explaining 

in more detail how each question worked. The second technological limitation 

encountered involved a glitch in the survey, in which the application would crash half 

way through completion, and the micro-narrative, as well as the answers for that specific 

participant would be lost. Some participants would agree to redo the survey at that point 

in time, however, others opted to be removed from the study completely. Although this 

glitch occurred, it did not completely hinder the ability to collect the data, however, it did 

slow the process down. 

In addition, there were some limitations noted specifically with the survey itself. 

First, because SenseMaker® uses a non-traditional form of data collection, many 

participants needed to be walked through the process of each question, and, therefore, 

took longer than originally presumed to complete the survey. Although not officially 

recorded or timed, on average it seemed as though each participant would take anywhere 

from 5-20 minutes to complete the survey. Of course, depending on the amount of time 

taken would change the length of micro-narrative. Some participants indicated they 
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would have preferred to do the study on pen and paper, however, we were able to provide 

an alternative form of survey completion to those participants who did not wish to 

complete the survey on the iPad: the web-link. The survey itself had some limited 

response options that participants noted as being uncomfortable or not all-inclusive, for 

example one specific participant expressed frustration with being asked whether the child 

in the story identified with being: male, female, or other. This perhaps could be combated 

in future studies with an open response answer in which the participant can input their 

response themselves. Also, because of the nature of SenseMaker®, the recorder was only 

on during the first prompt in which the participant was telling their micro-narrative. 

However, once the recorder was off and the participants began answering the questions, 

they began talking more about their experience and providing more details that were not 

necessarily captured before. Although this was something that I was unable to overcome 

in the data collection stage, their responses to the questions often helped to provide more 

context to their micro- narratives.  

There were some additional limitations I experienced when analyzing 

SenseMaker® data. As discussed in previous research, the participants are interpreting 

their responses themselves, therefore producing some form of self-reported bias. In 

addition, when analyzing the qualitative micro-narratives that were collected at the 

beginning of the SenseMaker® survey, from a researcher standpoint it is impossible to 

know for sure if the narrative being told is true. This being said, because I view research 

from a critical realist standpoint, I was able to understand the micro-narratives and results 

as being based in the individual's truth. In addition, I was able to enhance these results 

using research and literature. For example, as a critical realist, I understand and 
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acknowledge that there are multiple truths and realities experienced, however, I also 

understand that truth and reality stem from previous research and developed models 

found within the literature. Therefore, because I’ve taken a critical realist perspective to 

this analysis and research overall, I believe that the micro-narrative provided by the 

participant is understood as their truth; and, when analyzed in combination with previous 

research found within the literature, interpretations and results can be formed. However, 

someone of a different epistemological viewpoint may not be in agreement with this. For 

example, other epistemological viewpoints, such as positivism, may see truth in certain 

types of evidence that creates a more objective result versus subjective. Therefore, it may 

be ascertained that a researcher with a full positivist epistemological stance may question 

taking the micro-narrative responses as individual truth.  

5.2.2.2 Personal Reflections on the Strengths of SenseMaker® 

It is impossible to ignore the benefits to conducting research using SenseMaker® 

as a tool for data collection. Previous research has indicated that the strengths to using 

SenseMaker® are as follows: diverse perspectives are often included (Bakhache et al., 

2017; Derez et al., n.d.); data can be collected and summarized in nearly real time 

because of the participant self-interpretation (Bakhache et al., 2017; Lynam & Fletcher, 

2015); limited amounts of researcher bias (Lynam & Fletcher, 2015); and, opportunities 

to analyze research in a variety of ways (Lynam & Fletcher, 2015). Many of the strengths 

I will be discussing align with the previous literature, however, additional strengths seen 

in my research will also be acknowledged. The strengths of SenseMaker® are structured 

by: 1) technological strengths; 2) survey specific strengths; and, 3) research analysis 

strengths. 
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As acknowledged in the previous literature, SenseMaker® provided the 

opportunity to collect a large amount of data in a short period of time, which ultimately 

provided me the ability to complete my data collection stage in a very timely manner. 

Because of the technology it uses, SenseMaker® not only has the ability to have data be 

collected through in-person survey collection, but also on the participants own time 

through a web-link. I was able to share this link on many social media platforms and 

through posters to ensure a wide breadth of audience was attempted. In addition, the 

survey was loaded onto an iPad which allowed for portability of the in-person survey 

collection. This meant that I was able to visit multiple locations to gather participant 

responses. 

I also noted some survey specific benefits. One participant specifically mentioned 

the therapeutic opportunities participating in a SenseMaker® survey could have because 

of the telling of a personal experience and the opportunity to interpret that experience 

themselves. In addition, many participants were grateful to be able to share not only their 

experience, but also hoped to be able to make a change in the services and supports 

available to others like them. Therefore, the ability of this type of research to produce the 

practical implications discussed below can be seen as a benefit too. 

SenseMaker® provides many research and analysis specific benefits. For 

instance, SenseMaker® provides the opportunity for data to be collected retrospectively. 

This is because participants were able to talk about their experience from the past. The 

retrospective ability of SenseMaker® provides opportunities to conduct research to look 

at how services differ now versus in the past. In addition, SenseMaker® provides the 

opportunity to analyze results both quantitatively and qualitatively, however, I’ve only 
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focused on the qualitative analysis for my research study. Finally, as discussed in the 

literature, SenseMaker® reduces researcher bias because the participants are able to self-

interpret their own responses with the survey questions after telling their experience. In 

addition to this, they were able to control how much of their experience they shared 

without constant prompting from the researcher. This highlights the importance of 

ensuring the individual has a voice in research, and aligns with my epistemological 

values of understanding their story as the truth in conjunction with theory.  

5.2.3 Concluding Remarks on SenseMaker® 

The opportunity of SenseMaker® to have an impact in the health and social 

science research world in Canada is portrayed through the above discussion on its 

strengths. It is my understanding that SenseMaker® has provided me with the 

opportunity to present my research through the viewpoint of the individuals who 

participated and to be able to tell their experience as they understand it. Although 

conducting a SenseMaker® survey can come with glitches and struggles, I believe that 

the end result is a beautiful encapsulation of a large amount of experiences uniting 

together. Through using SenseMaker®, I have been able to highlight and expose barriers 

that may not have previously been known to service providers from Kingston, Ontario, in 

addition, I have been able to display an understanding of experiences of access in a 

different way that could provide further insight into the discussion of accessing support 

and services. 

5.3 Theoretical Implications 

While some research has looked at access to care in a linear medicalized fashion 

(Carrillo et al., 2011), others have looked at access through a purely definitional view 
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(Penchansky & Thomas, 1981; Saurman, 2015). It was still unclear specifically how 

parents experience access in a Canadian context and across varying levels of adversity. 

The data for this study were used to inform a conceptual model of how individual parents 

experience access. Although the data came from looking at parenting in adversity, the 

results were able to highlight a transferable understanding of how experiences differ from 

individual to individual, as well as how various components such as external factors and 

internal subjectivities interact with one another.  

This study offers a novel opportunity to understand how individuals access 

services and supports, and what this looks like depending on contextual information and 

external factors in a small Canadian city setting. More specifically, although each 

participant discussed something different, it was clear that certain factors played into the 

experience more than others. The factors that emerged stemmed from their subjective 

understanding of adversity. These factors looked at the external components that make up 

a community (i.e. the types of supports available, and inherent cultural and societal 

norms), in addition to individual specific components (i.e. coping mechanisms in the face 

of adversity, and priorities of the parent in the situation). This current research has the 

opportunity to inform future research on access in different settings, such as but not 

limited to: rural communities, and specific areas and levels of adversity. 

5.4 Practical Implications 

Some participants noted concrete and practical improvements in the their 

micronarratives that could be made to specific components of services and programs. 

These included for instance, increasing service visibility and transparency; ensuring 

cultural understanding and awareness; recognizing the importance of outdoor open spaces 
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and sidewalk walkability; providing frequent social groups and ensuring affordable 

programming. These suggestions represent practical implications and what services can 

do to specifically help those experiencing adverse situations in order to improve access 

the services that they need. The list below has been created from the qualitative micro-

narratives in order to illustrate what would be helpful for parents living in various levels 

of adversity. General comments and notes were taken from the transcriptions, as well as 

response answers in order to help form the below general statements. Services and 

supports could find ways to implement these suggestions in order to provide a stronger 

degree of access for parents experiencing similar circumstances. The participants in this 

study have suggested the following improvements to various services and supports: 

Service visibility Information regarding services must be easily available for 

parents as currently many families have noted the difficulty in 

obtaining information. Contact information that is consistently 

checked and answered, in addition to simple easy terminology 

used online could be helpful. 

Service 

transparency 

Services need to be more transparent for families experiencing 

adversity. This could help to improve trust levels between service 

users and the service. In addition, being transparent would mean 

that the parent or family is being kept up to date and speed on 

evolutions in cases (for example, in discussions with children’s 

aid society).  

Cultural 

awareness and 

understanding 

Services need to practice more cultural understanding and 

awareness. This is to ensure that families who are new to 

Kingston may be able to experience more positive access to 

services that could be beneficial. These services must also 

maintain a cultural relevance and appropriateness, and must be 
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able to provide resources that are appropriate to the specific 

family needs. 

Open outdoor 

spaces 

Maintenance and safety of outdoor public spaces must be met. 

Many families rely on opportunities to visit splash pads, parks, 

and waterfront trails to gain informal social support. These areas 

must also be accessible to those with a disability to allow for a 

wide range of participants.  

Frequency of 

social groups  

Social groups should offer more than one time during the week in 

which they take place in order to allow for families in various 

situations to attend 

Walkability Pathways and walkways must be clear in order to ensure the 

urban families who rely on walking as their means of 

transportation can continue to do so. These walkways must be 

maintained to allow for strollers, as well as accessible routes for 

transportation for those in wheelchairs.  

Affordable 

programming 

Importance of having affordable programming for children and 

youth, as well as play groups in order to provide opportunities for 

informal social support to a wider range of families 

Addition of 

specific services 

Families have indicated a need for more opportunities for others 

to become familiar with American Sign Language (ASL), as well 

as more 1 on 1 support in social settings and educational settings. 

It has also been noted that access to mental health services for 

children and youth needs to be available, including off hour 

support (i.e. weekend evenings).  

 

 The above improvements are meant to act as suggestions to begin the discussion 

surrounding how services and supports could be made more accessible for all parents. 
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They are all recommendations that stem from comments in the micro-narratives and 

experiences of the participants in this study which was based in a medium sized Ontario 

city (Kingston). These suggestions could possibly be used to inform current and future 

health care and social service support systems. 

5.5 Implications for Future Research 

 There are three main implications for future additional research: 1) further 

Tableau analysis of the existing data from this study; 2) testing of the proposed 

conceptual model; and, 3) evaluations. More specifically, I believe that this study 

provides opportunities for future investigations about the experience of access in both a 

qualitative understanding, but also with opportunity to gain a quantitative understanding. 

This could be done through further analyzing the SenseMaker® data in quantitative ways 

(looking at patterns of data point placements statistically by sub-groups for example). 

Further analysis of the qualitative micro-narratives could also be undertaken for 

alternative research questions such as: how do parenting strategies differ between the 

parents with different levels or types of self-reported adversities?. This research also 

provides opportunities for testing the proposed conceptual model, and alternative 

definitions of the categories for access (Penchansky & Thomas, 1981; Saurman, 2015) in 

other scenarios, such as in relation to specific identified adversities (for instance from 

individuals living with a disability). In addition, further opportunities for research could 

look at using an evaluation approach and collecting new data focusing on a specific and 

current program and/or service in order to provide a clear idea about how they are 

working (or not working) for those living in adversity. 

              In addition, in recognizing the implications that the COVID-19 pandemic could 
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have, future research studies could look at completing this study again to see how 

parenting and access experiences have changed because of the pandemic. It is possible 

that many of the issues faced by the parents discussed in this study could be magnified 

due to additional barriers and constraints that COVID-19 has created.  

5.6 Strengths 

 This study has many strengths. The study design and novel use of SenseMaker® 

allowed for an exploration of parenting through various levels of adversity and how these 

parents experienced access to health and social support systems. This was able to produce 

not only insight into how participants respond to SenseMaker® surveys, but also 

implications for both the conceptual model (theory), and for practice (improving access 

for all parents). The results of this research followed a rigorous analytical protocol for 

coding, and created a modification to a current protocol (Dierckx de Casterlé et al., 2012) 

in order to follow protocol for coding micro-narratives. This rigorous protocol allowed 

for the co-coder to go through in order to help increase the reliability of the results 

obtained. This research was grounded in a critical realist epistemology, in which the 

understanding of the importance of both the individual truth and reality, as well as theory 

were integrated. With this stance, it was possible to form the conceptual model and 

understanding of participant experiences. Because the research study was based in an 

international study, the results and micro-narratives are able to be added and used in 

multiple other studies comparing and contrasting parenting across the world. This 

research study is able to add Canadian perspectives and context to this international 

study. In addition, being part of the larger international study allowed opportunities to 

gain access to a larger team of experienced researchers to aid in trouble shooting potential 
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problems, and relaying strengths and limitations of the study. Finally, this research has 

implications in theory, research, and program specific practicality, therefore, it is able to 

provide an understanding into parenting experiences in a broad range of ways. 

5.7  Limitations and Considerations 

 Limitations and considerations for improvement of this study stem from the 

previous discussion and reflections of the use of SenseMaker® in health and social 

science research in Canada, as well as other methodological limitations. Although an 

attempt obtaining a diverse sample was made through visiting a variety of data collection 

locations, this study did not follow a random sampling method, and, therefore, it is not 

generalizable. However, the results likely have relevance for communities that may be 

similar to Kingston, Ontario in population size and population characteristics. It is 

important to note, however, that random sampling is not an expectation of participant 

recruitment in a qualitative study, however, given this study utilizes a mixed-method tool, 

it might be seen by some as a limitation. Second, because the original study was pre-

designed it was unable to be altered after I had formed my research question, and after 

further input from the participants themselves. For example, some participants noted that 

the questions surrounding sex/gender were limited in response options and there could 

have been more inclusive response options. This being said, the research question was 

designed based on a number of the pre-designed SenseMaker® questions, and, therefore 

reflect some components of the original study well. Lastly, although I was able to follow 

a rigorous coding process to understand the micro-narratives, there were some micro-

narratives in which a participant would discuss their experience but give very little 

context or depth of detail. Micro-narratives were as short or as long as the participant 
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wanted, and this was portrayed as a strength in a previous chapter, however, I also saw 

this as a limitation because these narratives often lacked information that may have 

provided a more fulsome depiction of the individual’s experience. This being said, the 

use of SenseMaker® in this context helped provide a unique outlook on how parents 

experience adversity (broadly), and access valuable resources.   

5.8 Ethics and Funding Acknowledgements 

 The international study and this specific sub-analysis were ethically and 

scientifically reviewed by the Queen’s University Health Research Ethics Board. I was 

supported through a graduate student scholarship from the Social Science and Humanities 

Research Council of Canada (SSHRC). The international study was funded through a 

Universities Canada grant held jointly between Drs. Heather Aldersey, Susan Bartels, 

Colleen Davison, and Eva Purkey. 

5.9 Conclusion 

 In conclusion, access to health and social services has garnered significant interest 

from researchers and service providers. This is the first study to explore the experience of 

accessing health and social services in a Canadian context using the novel data collection 

tool, SenseMaker®. This study has extended the current knowledge and literature base 

through the creation of a service access model that draws on both SenseMaker® data 

collected from parents, and also from existing theories on service access. Each 

component of this model is described including: support, culture and society, priority, 

and coping mechanisms. In addition, this thesis has built upon current definitions of 

access to alter and modify them based on the results of this study to better explain access 

as experienced by parents in this context and setting. This study and analysis have shown 
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that although some individuals may be united in identified adversity, the experience of 

that adversity, and subsequently the experience of accessing support are unique and 

subjective to the specific individual (parent). The understanding and conclusions drawn 

from this research may have the ability to offer insight to not only the service providers, 

but also the future use of SenseMaker® and my model in theory. 
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