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ABSTRACT

Objectives The association between social status and
health is well established, but the psychosocial factors
and mechanisms underlying this association are not fully
understood. This study aims to identify and describe social
and psychosocial factors that may harm the health of low-
income adults.

Design Participatory qualitative research using a
problem-posing method based on Freire’s pedagogy.
Setting Community organisation in a low-income district
in the metropolitan area of Montreal, in the province of
Quebec, Canada.

Participants Eight low-income adults using food bank
services provided by the community organisation.
Participants had to reside in the community organisation’s
service area, have insufficient income to cover living
expenses, be aged 18 years or older, and be able to
participate in group sessions.

Methods Eight weekly group sessions (average of
2.5hours per session) were held using problem-posing
method, which included activities such as presentation

of representative stories or images and role-playing. Five
additional sessions were held for thematic data analysis
with participants.

Results A main factor identified as harming the health

of participants was the dissonance between perceived
current circumstances and the ideal of circumstances
conceived early in life. This dissonance follows a loss or a
failure to achieve the ideal of circumstances and generates
profound malaise. Other main factors identified were the
current circumstances as a social trap and the lack of love
and support from an early age.

Conclusions This study identifies a new psychosocial
factor, namely, the dissonance between perceived current
circumstances and the ideal of circumstances conceived
early in life. Larger studies should examine the influence of
this factor on health.

INTRODUCTION

The association between social status and
health is well established.! * This association
forms a gradient that has been observed
for many years and for many countries,
including developed/industrialised coun-
tries: the lower the level of income, educa-
tion or occupation, the higher the rate or risk

,"? Christine Loignon,'??® Catherine Hudon'**

Strengths and limitations of this study

» The participatory research approach and the
problem-posing method based on Freire’s pedagogy
allowed a deeper examination of factors that may
harm the health of low-income adults and contribu-
tion of participants in the research project.

» Small group size and partnership quality with the
community organisation assured participatory and
ethical validity.

» Transferability of the results is limited, but this study
allowed a contextual validity (the extent to which the
research relates to the local situation), which is one
of the strengths of participatory research.

of mortality or morbidity.' > * For example,
in Canada, mortality rate, incidence rate of
pulmonary cancer and risk of psychological
distress increased when the level of income,
education or occupation decreased, for
periods between 1991 and 2007”7 Under-
standing this association is of great interest
but remains a puzzle, with many explanations
and factors involved.” *? Health behaviours
explain part but not all of the associa-
tion.” ' Material conditions, such as quality
of housing and working conditions and suffi-
ciency or safety of food or water, may explain
mortality decrease over time, but may not
explain the gradient association still observed
in developed/industrialised countries where
basic material needs are fulfilled for the
majority.*'" How people perceive and experi-
ence their circumstances may influence their
health, through a physiological response to
psychological ‘stressors’.''™'*

Psychosocial factors are psychological
phenomena potentially linked to the social
environment and to pathophysiological
changes.”” Stress (perceived stress, life
events) has been associated with social status
and health, but its mediating role in the asso-
ciation between social status and health has
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been poorly supported by studies compared with the
mediating role of control (job control, locus of control,
control beliefs).'® Psychosocial factors at work, such as job
strain (high demands and low control) and effort-reward
imbalance (high workload and low payback), have been
associated with the incidence of coronary heart disease.'”
Lack of social support or integration, either perceived or
actual, has been associated with higher risk of mortality
and morbidity."® ' Social status may influence health
through a combination of social support and other
psychosocial factors. For example, low social status (level
of education) may increase the risk of metabolic syndrome
in women, through a pathway from low social status to
an aggregate of low social support, self-esteem and opti-
mism to high negative emotions to metabolic syndrome.*’
Social support may also moderate the negative influence
of stressors on health, by providing resources (emotional,
informational or tangible) that influence behavioural or
physiological responses to stressors.'® *' In addition, feel-
ings of being rejected or evaluated by others or negative
self-evaluation by comparison with others activated the
same neural regions as those associated with physical
pain.”* Some authors have advanced that evaluation by
others is a threat to self-esteem and that comparison with
others could lead to self-image concern, feeling of inferi-
ority and shame, anxiety and a physiological response.”
Lastly, early negative social experiences, such as neglect
and emotional and physical abuse, have been associated
with later health problems,* * and low social status in
childhood (level of parental education) may influence
adult health through a pathway including negative social
experiences in childhood and psychosocial factors in
adult age (depression, anger, hostility, negative social
contacts).?

Overall, psychosocial factors and mechanisms under-
lying the association between social circumstances and
health are not fully understood.' ®'® Studies investigating
psychosocial experiences are needed in complement
to epidemiological studies.'® This is especially true for
people experiencing poverty and social exclusion, which
are human rights concerns.”” Participatory and qualita-
tive research, by allowing examination of people’s expe-
riences and perceptions,™ ™ has potential to provide a
deeper understanding of factors influencing health.
Previous participatory and qualitative studies with low-
income adults identified and described social factors
extensively, but psychosocial factors and early experiences
received less attention.” ™' The main social and psychoso-
cial factors identified in these studies were lack of social
relationships of quality, lack of money and related mate-
rial and social conditions, stress, depression and low self-
esteem. Examining both social and psychosocial factors
with low-income adults may provide insights leading to
better understanding of the association between social
circumstances and health. This study aims to identify and
describe factors, especially social and psychosocial factors,
that may harm the health of low-income adults. In this
study, the terms social factors and social circumstances are

used equivalently, and encompass social status as well as
working and living conditions and social relationships.’ **

METHOD

This study used a participatory research approach and a
problem-posing method based on Freire’s pedagogy, in
order to allow a deeper understanding of people’s circum-
stances and perceptions by including their participation
in research, action and education.?***" Freire’s pedagogy
is a critical method of education, which seeks to trans-
form social circumstances through discussion (dialogue),
reflection and action (praxis), and critical consciousness
(conscientisation) of the people.*** The problem-posing
method aims to foster an understanding of people’s
circumstances by collectively examining elements—such
as words or pictures—related to their circumstances or by
using any other means that could bring an understanding
about people’s circumstances. **~*°

Setting

This study was carried out in collaboration with a local
community organisation that provides food bank, recre-
ation and social support services to community members,
especially people living in poverty, new immigrants and
older adults. The community organisation is located in
a district of Longueuil, a suburb city of Montreal, in the
province of Quebec, Canada. This district has a high
prevalence of low-income adults aged between 18 and 64
(19.8% compared with 17.6% in the metropolitan area
of Montreal, 16.0% in Quebec and 14.4% in Canada).*®
In Quebec and Canada, low income is more common
among Aboriginals, women, single parents, visible
minorities, new immigrants, people living alone, people
with reduced mobility and people receiving financial
assistance.”® * In Quebec and Canada, about 2% of the
population use food bank services, and among users of
these services, 65% receive financial assistance and 45%
live alone.””!

Recruitment of participants and group sessions with
participants took place at the community organisation’s
facilities. Travel reimbursement was offered, childcare
was possible and a psychosocial worker from the commu-
nity organisation was available, if participants needed
these. Coffee, snacks and sometimes lunch were provided
during group sessions.

Patient and public involvement
The community organisation and the participants were
not involved in the study design but were involved in
methodological decisions. Two community workers from
the community organisation were also involved in the
recruitment of participants. The participants were also
involved in determining research aims, collecting and
analysing data, and presenting results. The first author
organised and facilitated the research process.

Research questions were initially developed by the
research team, then discussed with community members
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at an interactive information session that was held during
recruitment of participants, and then further discussed
with the participants at the beginning of data collection.
Through that process, the research question was simpli-
fied and clarified, producing the research question that
guided data collection and data analysis: “What harms
our health?”

Methodological and ethical questions, such as recruit-
mentofparticipants,accommodations for participantsand
confidentiality, were initially discussed with the commu-
nity organisation’s director and two community workers.
Decisions from these discussions were included in the
study protocol. Those questions were further discussed
with the participants at the beginning of data collection.
For example, the facilitator gave to the participants an
initial list of roles and rights that was updated following
the discussion with the participants. The facilitator also
gave to the participants an initial questionnaire of partici-
pant characteristics that was revised with participants who
shared their concerns and preferences. The participants
and facilitator decided the frequency, number and dura-
tion of group sessions of data collection. The number and
duration of these sessions were determined based on the
feeling that what had to be discussed had been discussed.

The participants were involved in data collection and
data analysis, as described in the following sections.
Themes were developed and informed by participants’
experiences and preferences through discussion with
the participants and by discussing initial ideas and
results with the participants throughout the research
process. Through that process, the participants clarified
and renamed themes. Participants’ experiences from
participating in the project were discussed during the
group sessions of data collection. A detailed account of
participants’ positive, negative and self-discovery experi-
ences from their involvement in the project is contained
elsewhere.*!

Results were presented at a meeting of the commu-
nity organisation’s directors, by one participant and the
facilitator. Prior to the presentation, two participants and
the facilitator met to prepare it. The facilitator brought
initial content and the two participants added and modi-
fied points, renamed themes and selected content to
present. Conclusions and recommendations were deter-
mined by the two participants and the facilitator. Copies
of the presentation were given to the directors and to
all participants of the study and posted publicly on the
community organisation’s bulletin board. A copy of the
final report (the first author’s master’s thesis) was given to
the community organisation’s director, and the facilitator
contacted each participant to let them know that the final
report was available.

Participants

Participants had to meet the food bank services’ criteria,
thatis, reside in the community organisation’s service area
and have insufficient income to cover living expenses, be
aged 18 years or older and be able to participate in group

sessions. Full-time postsecondary students and retired
persons receiving pension were not eligible.

A group of 6 to 10 persons was considered adequate,
to foster multiple perspectives while allowing people to
express themselves.”” The research team aimed to recruit
10 to 15 persons. Ten persons were recruited, and two of
them abandoned before the second session of data collec-
tion for not being available or for being concerned about
others’ judgement.

Recruitment of participants was carried out from
July to September 2014. To solicit involvement from
community members, the first author and two commu-
nity workers put up posters, distributed flyers, and
talked with community members attending food bank
services and cooking workshops. In addition, an interac-
tive information session was held to discuss the research
project and aims with community members. Commu-
nity members interested in participating were met indi-
vidually to determine eligibility and obtain informed
consent.

Data collection
Eight weekly group sessions, with an average of five to
six participants per session, were held from September
to November 2014. The sessions lasted an average of
2.5hours and were audio-recorded with participants’
consent. At first, the facilitator invited everyone to intro-
duce themselves and to ask questions following each
presentation. Then, research and methodological ques-
tions were discussed, as described previously.

From the second session to the seventh, three activi-
ties were carried out with the problem-posing method.
The participants and facilitator sat in a circle around
a low table to foster in-depth discussion. The facili-
tator suggested the activities but did not have a list of
themes to discuss. The facilitator invited participants
to intervene without awaiting the facilitator’s approval.
Both the participants and facilitator asked questions to
deepen or clarify what was said. The participants also
commented what was said with additional experiences
and perceptions.

1. For sessions 2 to 4, the facilitator invited participants to
bring and present something (eg, object, image, story)
that represented what harms their health.

2. At sessions b and 6, the facilitator invited participants
to present in less than 1 min what is most harmful to
their health. The facilitator timed the presentations.

3. At the seventh session, the facilitator invited partici-
pants to use role-playing to present issues they face and
ways to resolve these.

At the eighth session, the facilitator invited participants
to discuss the end of the group sessions and their expe-
riences through these sessions. Following each group
session, the facilitator took field notes,53 which informed
debriefing sessions® as well as the following group sessions
and activities. More information about data collection
and data analysis is available elsewhere.*!
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Data analysis

Thematic analysis was used to identify representative
themes with participants.54 % Following each group session
of data collection, the facilitator listened to the audio
recording, noted initial ideas and transcribed the audio
recording verbatim using ethnographic methods.”®*” To
protect confidentiality, names were replaced by codes
in transcripts. The facilitator discussed initial ideas with
participants at the fifth, sixth and seventh sessions of data
collection.

Following data collection, six of the participants
engaged in the data analysis, which included five group
sessions held between November 2014 and February
2015. Prior to these sessions, the participants and facili-
tator individually read parts of five of the eight transcripts
and identified excerpts and codes, which were discussed
during the group sessions. Excerpts were sentences or
paragraphs about what harms the health of participants.
Codes identified what was said explicitly (using the partic-
ipants’ exact words) or implicitly (inferring from what the
participants said). The facilitator developed a list of codes
organised into groups, which were derived from ques-
tions discussed during data collection, the codes them-
selves, and literature on social determinants of health and
psychosocial factors.” '% The list of codes and groups was
reviewed by the authors and discussed with the partici-
pants at the second and fourth sessions of data analysis.

The facilitator refined the list of codes and groups while
systematically coding the eight transcripts using quali-
tative data analysis software (ATLAS.ti V.1.0 for Mac).
From the refined list of codes and groups, the authors
developed representative themes, which the facilitator
reviewed using disconfirming data, excerpts, the tran-
scripts as a whole and field notes.™ ** The facilitator also
examined codes by participant and by certain characteris-
tics, such as reporting mental health problems and living
alone. The facilitator wrote a report, including themes,
descriptions, excerpts, interpretations and conclusions,
which was reviewed by the authors and discussed with five
participants during a group session held in September
2015.

RESULTS

The participants were five women and three men, aged 44
to 63 years, who had completed atleast high school educa-
tion and had an annual income under $C15 000 (table 1).
All participants were using food bank services provided
by the community organisation, and all participants
reported at least one physical health problem. Half of the
participants reported mental health problems (‘mental-
health participants’), while two other participants
had reduced mobility. The mental-health participants
reported Québécois origins and presented themselves
as former professionals. The participants with reduced
mobility reported Québécois or Aboriginal origins. The
mental-health participants and participants with reduced
mobility were receiving last-resort financial assistance.

Table 1 Self-reported characteristics of participants

Participants
Characteristic (n=8)
Gender
Women 5
Men 8
Age
40-49 3
50-59 4
60-69
Ethnicity
Québécois 5
Aboriginal 2
Latin American
Education
University 8
College 3
High school 2
Main source of income
Financial assistance 6
Part-time work 1
Other 1
Household
Alone, no children 5
Alone, children 1
Couple, children 1
Family, children 1

Children=childrenand grandchildren.

The participants who reported Québécois origins (n=5)
were living alone and had no children. The participants
who reported Aboriginal (n=2) or Latin American (n=1)
origins had both children and grandchildren, and were
living in a couple or a family, or living alone.

Three main factors were identified as harming the
health of participants. The factor for which profound
malaise was expressed was the dissonance between
perceived current circumstances and the ideal of circum-
stances conceived early in life (‘dissonance between
circumstances and ideal’). This factor was related to the
other factors, which were the current circumstances as a
social trap and the lack of love and support from an early
age (figure 1). The list of codes and groups of factors
reported as harming the health of participants is available
elsewhere.*! All quotes reported here are translated from
French.

Dissonance between circumstances and ideal

The mental-health participants and participants with
reduced mobility reported a gap between their current
circumstances and their former or ideal circumstances,
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Current Circumstances
as a Social Trap

Lack of Love and Support
From an Early Age

Unjust Norms and Policies Material / Affective Deprivation

Physical / Psychological Violence

% High Parental Expectations

Exclusion From Difficulty in Building

the Labour Market \ Identity and Self-Esteem

Social Financial ( J
Isolation Survival Y

\) Dissonance Between /

Circumstances and Ideal
Figure 1 Three main themes (bold text) and sub-themes
(regular text) of social and psychosocial factors reported by
participants as harming their health. Dissonance between
circumstances and ideal=dissonance between perceived
current circumstances and the ideal of circumstances
conceived early in life. The ideal is understood as being part
of one’s conception of the world and the self, formed through
early-life social interactions. As early-life social interactions
may influence the formation of the ideal, experiences of lack
of love and support may influence the formation of the ideal.
For example, parental expectations could be integrated in
one’s ideal from an early age. The difficulty to achieve this
ideal may lead to dissonance.

Health Problems and
Healthcare Issues

Conception of the world and the
self, including the ideal

which affected identity, self-esteem and well-being.
They expressed profound malaise from losing or being
excluded from work and from other social circumstances.
The mental-health participants were experiencing this
currently, whereas the participants with reduced mobility
experienced this previously.

One mental-health participant reported her down-
fall from her work position and from being a high-
performance athlete: “So when 1 fell, I fell from high. And it’s
as if I have the same perception as 15 years ago—I should still be
there [at the top]”. Another mental-health participant said:
“When I start thinking about my situation, the real situation of
being below—-below the poverty line! I get down on myself. There’s
nothing joyful about the situation that I'm in. Sick, poor, under-
privileged, alone, no friendships—~honestly, this is down. This
is very, very down”. Many participants reported discomfort
with people they knew formerly, as they could no longer
join social activities or share common concerns and
topics of conversation. One mental-health participant
said: “It’s also the social side of things, you know, that maybe is
also harming our health. I'm less inclined to go out or meet people
who had, let’s say, the same social standing as me. I put up a
barrier between myself and my former friends, when I fell. And
I'm the one who created distance because I wasn’t well. I wasn’t
comfortable in my own skin anymore, with them. They were all
workers— ‘professionals’ you could say”.

The participants reported that losing their circum-
stances affected their identity, and that they negatively
judged themselves, which increased their malaise. One
mental-health participant said regarding the loss of her
work position: “Anyway, at that point in time I lost a lot—and

it might have been my ego too, I don’t know”. One participant
with reduced mobility said: “I started from a profession that I
love with all my heart, and I find myself with nothing... I started
to lose everything—identity... I started to search for who I was.
I'm nothing anymore. I'm nothing anymore, I'm a zero now. I
considered myself to be a less than nothing, as though I was living
off of others”. Most mental-health participants also said that
judgement or rejection by others, whether perceived or
actual, reinforced their selfjudgement and malaise: “It’s
as if my value comes from how other people see me... So if I think
that youre judging me, then I really feel like a loser”.

Current circumstances as a social trap

The participants reported constraining and stressful
experiences due to their current social and health
circumstances, which were harmful to their health and
perpetuated their situation. Five interrelated sub-themes
were identified: (1) exclusion from the labour market,
(2) financial survival, (3) social isolation, (4) health prob-
lems and healthcare issues, and (5) unjust norms and
policies (figure 1).

Exclusion from the labour market. The mental-health
participants and participants with reduced mobility
reported being excluded from the labour market, but
only the mental-health participants reported this exclu-
sion as currently harming their health. The mental-health
participants reported that they were struggling to find
working conditions that accommodated their needs—
such as a tendency to over-perform, limited endurance
and a desire for collaboration rather than competition—
but that they would like to work or otherwise contribute
to society. One of them said: “I prefer to work for a longer
time, but at my own rhythm. I need to be able to work at my
own rhythm—otherwise, if it’s always moving so quickly, I just
can’t do it. And yet, I'm a very efficient person. On a short time
Jframe, if there’s a rush or something, then I can do i, but not
all the time, it’s impossible. I can’t. There’s my mental health’.
This participant also said: “The work environment is really
competitive, you know? And that gets difficult, because if you’re
not able to play the game, you're out! If you play the game, you
wear yourself out—myself, anyway, as a hyper-sensitive person, I
completely wear myself out”. The mental-health participants
also reported being afraid of repeating former work expe-
riences and doubting their capacities. One of them said:
“But it’s hard to find your self-confidence, to present yourself to
employers—and, am I going to fall back into the same patterns,
and have a burnout”. Another said: “[Fear] makes you sick, it
prevents you from returning to work. It completely perturbs you”.

Financial survival. The mental-health participants
reported lack of money, resulting from their exclu-
sion from the labour market, as being a source of stress
and anxiety and leading to their social isolation. They
reported being forced to choose between basic essen-
tials, struggling to make ends meet and not being able to
satisfy their needs—such as a specific diet, social activities,
psychological services, housing and transport. One of
them recounted: “Now I have to move—it’s extremely stressful.
I'm completely destabilized, unbalanced, at the moment. Because
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finding an apartment at a price that’s reasonable for me is prac-
tically impossible, so now I see myself living in a hole and falling
back into survival mode: no more money, no more activities, so I
see even fewer friends”.

Social isolation. The participants living alone reported
that being with others or being alone was a source of
stress and unease, and that this was an important issue
for their health. They reported not being able to express
who they are, what they are living and how they feel,
as others either were not available or could not under-
stand their circumstances due to a lack of experience
or knowledge. One participant said that her cancer was
due to: “The suffering inside that hasn’t been expressed, and
not listened to—every time I tried to talk about my problems I
was told, ‘oh, I don’t have time”. The participants living
alone said that having to keep things inside was destruc-
tive and that having to be careful around others to avoid
lack of understanding and negative attitudes was stressful
and energy consuming. One mental-health participant
said: “You know, when you have a label on you, when there’s
something about you that you re rejected automatically... if they
put their finger on the problem... it causes you to be on edge,
because you try to hide it. And you become really on edge. And
that is completely draining”’. Some participants living alone
reported former experiences of being judged, rejected,
diminished, stigmatized, or discriminated against by
others because of their circumstances, and that these
experiences were hurtful and stressful. The participants
living alone reported isolating themselves to avoid stress
and unease from being with others, and that this isolation
was also an issue. One participant said: “I isolated myself
because of stress, because it really made me sick. Isolation—it’s a
problem—so I am stuck in a vicious cycle, at the end of the day’.
Another recounted: “Interpersonal relationships are difficult
forme too... This morning I was alone, and I really wasn’t doing
well. Because I was talking to myself, saying, ‘how can I solve my
problems? I don’t see the answer’.... But then I come [here, to the
community organization] and people are making food, eating,
making calls... and I'm just like [sound of being overwhelmed]”.

Health problems and healthcare issues. Most participants
reported their health problems and healthcare issues
as negatively affecting their physical, biological or social
functioning and as contributing to their exclusion from
the labour market and their social isolation. Regarding
healthcare, many participants reported issues with their
medications, especially side effects and inadequate
follow-up by their medical team: “7There are drugs that para-
lyze you, so that even if you want to go on the labor market, [it is
not possible]”. Many participants also reported healthcare
service limitations, such as lack of access to public psycho-
logical services and long waiting times for diagnosis,
which impeded their recovery from health problems:
“And I was in despair... I didn’t have the tools, I didn’t have
the means. And it was not accessible, because it’s relatively new,
this diagnosis... But now, I'm able to identify it. And that was a
huge progress in my life’.

Unjust norms and policies. Many participants reported
that unjust social norms and policies, which led to and

perpetuated their social circumstances, were harmful
to their health. They reported social norms that shaped
others’ attitudes and led to a lack of understanding and
acceptance of their circumstances and differences by
others. Some of the mental-health participants said that
this pushed them to conform rather than to be them-
selves, which contributed to their health problems: “I’m
different, so I want my differences to be taken into account so that
I can exist. Because if not, nothing’s possible—I felt sick from
wanting to be like everybody else’. The mental-health partic-
ipants also reported inadequate public and employment
policies, which prevented them from entering the labour
market and kept them in a situation of perpetual lack of
money: “We don’t have the right to be sick in our society. I feel I
don’t have the right to live that out and to make that journey, in
any way at all, because if you do that, man, you won’t work. And
you won’t be able to work and, if you don’t work, well you have
$927 per month and try to sort this out on your own”.

Lack of love and support from an early age

Most participants reported adverse experiences starting
early in life, which marked them for life, were stressful and
led to health problems. They reported parents who could
not provide for them materially or affectively, and phys-
ical or psychological violence, such as being beaten or not
being valued. They emphasised the lack of affection and
support, the feeling of being rejected and abandoned,
and the difficulty in building identity and self-esteem.

The mental-health participants did not report material
deprivation and physical violence but did report affec-
tive deprivation and psychological violence. They also
reported parents with high expectations, including high
expectations of their social status: “It’s a family of intellec-
tuals—super intellectuals—and I was the little musician, and
music, it’s idiotic’. The mental-health participants reported
current consequences resulting from these experiences:
“It’s as though [the things that were missing in childhood] affects
all aspects of life: interpersonal relationships, choices, how to
define yourself, to know what you want, what you like, what
you don’t like’. They reported a tendency to overgive and
overperform to seek love and value, but that they never
achieved this and therefore exhausted themselves: “I really
over did 1t, but, you know, that hides a lot of things as well. The
lack of approval from family... you know, dada-dada-dada. T
needed to prove to myself that I was capable’.

The other participants who reported adverse experi-
ences starting early in life recounted how they overcame
these experiences: by developing “a strong character’,
which could be understood as being emotionally strong
so as not to be affected by violence against them; by
confronting their parents in a way that gave them more
control in their relationships with their parents; and by
raising their children differently than they had been
raised: “My father was always on my case—he beat me, there
was always something—and I said to myself, T’ll never do that
with my kids’. Instead, I'll sit down with them, and say you can
choose what you want to do’. So for me, by doing that, it was like

[sigh of velief]”.
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DISCUSSION

This study identifies a new psychosocial factor, namely,
the dissonance between perceived current circumstances
and the ideal of circumstances conceived early in life
(‘dissonance between circumstances and ideal’). This
dissonance, which represents a gap between current
circumstances and former or ideal circumstances,
explains the profound malaise experienced by partici-
pants. The circumstances included social circumstances
(social status, labour market, money, social relationships)
and health status. We understand the ideal as being part
of one’s conception (opinion or image) of the self and
the world, which conception is formed through social
interactions early in life and determines one’s attitude
(way of being) in the world.”®* Thus, the ideal is part of
identity, and the dissonance that follows the loss or failure
to achieve an ideal of circumstances disturbs the sense of
identity and generates profound malaise. This dissonance
may add to other factors such as daily struggles: if two low-
income people experience similar social circumstances,
the one who experiences greater dissonance may suffer
more. To our knowledge, this factor has not been empir-
ically identified previously. Thus, we discuss further this
factor and its novelty.

The dissonance between circumstances and ideal differs
from other psychological theories. It is more specific than
cognitive dissonance, which represents a gap between
two cognitive components, where each component
includes “any knowledge, opinion, or belief about the environ-
ment, about oneself, or about one’s behavior” (p. 3.6 The
dissonance between circumstances and ideal represents
a gap between two cognitive components, where the two
components relate specifically to one’s circumstances and
one’s ideal of circumstances, and not one’s behaviour.
The dissonance between circumstances and ideal is also
more specific than perceptual control theory, which is a
model based on negative feedback control where percep-
tion is compared with a desired state and if there is
discrepancy, a behaviour is done in order for the percep-
tion to match the desired state.”” The dissonance between
circumstances and ideal is conceptually nearer to person—
environment fit theories,”> but specifies that the ‘fit’ is
between perceived whole circumstances, including health
status, and the ideal of circumstances, and does not refer
solely to the work environment as many person—environ-
ment fit theories do.** **

The dissonance between circumstances and ideal also
differs from other psychosocial factors. It involves percep-
tion and conception of one’s whole circumstances, not
only one particular circumstance such as lack of control at
work and perceived lack of support. It involves evaluation
of one’s own circumstances compared with one’s ideal of
circumstances, and not a perception of the evaluation by
others of one’s circumstances or an evaluation of one’s
circumstances by comparing with others’ circumstances,
as advanced by some authors.” However, the profound
malaise related to the dissonance could be aggravated
by evaluation by others and comparing with others. The

dissonance between circumstances and ideal is supported
in part by results from meta-analyses of cross-sectional
studies that showed that psychological distress among
unemployed people was associated with high work-role
centrality and high desire for work, a level of desire incon-
gruent with being unemployed.” ® In addition, rumina-
tion has been found to mediate the association between
negative life events and anxiety/depression.” Rumina-
tion could be seen as not accepting the current circum-
stances, and in that sense, could support the concept
of dissonance. In the present study, acceptance of the
circumstances was a strategy reported by participants
to live and feel better (data reported elsewhere'), and
this strategy may explain why participants with reduced
mobility did not express current profound malaise as the
mental-health participants did.

The dissonance between circumstances and ideal
builds on Tarlov’s proposal of a mechanism through
which social circumstances influence health. Tarlov®
wrote: “When expectations and reality clash, we speculate,
the chronic, persistent, inescapable dissonance between what a
person would like to do or become and what seems accomplishable
triggers biological signals that are antecedent of chronic disease
development”. (p. 85) While Tarlov suggested that expecta-
tions and reality come from observation and experience
of social inequalities, the dissonance between circum-
stances and ideal is not limited to social inequalities and
involves the perception and conception of one’s whole
circumstances. In addition, while Tarlov did not provide
evidence for his proposal, the present study identified
dissonance between circumstances and ideal from data
collected through group sessions with participants. The
notion of identity has not been widely discussed in the
social determinants of health and health inequality litera-
ture, but for some authors, it may explain the persistence
of health inequality.® Previous participatory and qualita-
tive studies with low-income adults have not identified
the dissonance identified in the present study, although
some of these studies identified factors that could suggest
a dissonance between circumstances and ideal, such as
failures, frustrations and regret.” *® ® The dissonance
between circumstances and ideal may have been identi-
fied in the present study due to the inclusion of partic-
ipants self-identifying as former professionals, although
the finding was also supported by other participants who
lost or failed to achieve an ideal of circumstances (ie,
participants with reduced mobility).

The present study also identifies the experience of
having parents with high expectations regarding social
status as harming the health of participants, in addition
to other early social experiences identified in previous
studies, such as neglect and emotional and physical
abuse.?* # * This experience, combined with experi-
ences of affective deprivation and psychological violence,
could contribute to dissonance between circumstances
and ideal: on the one hand, parental expectations could
be integrated in one’s ideal from an early age; on the
other hand, one could have difficulty achieving this ideal
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because of the consequences of lack of love and support
(ie, low self-identity, low self-esteem, tendency to over-
give or overperform, as reported in this study), which
can limit functioning on the labour market and in social
relationships. This experience may be more common in
middle-class families, as participants who reported this
experience did not report material deprivation in child-
hood. The participants who did not report having parents
with high expectations overcame negative early social
experiences by being emotionally strong, taking control
in their relationship with their parents, or raising their
children differently, suggesting that these participants
were able to define themselves independently of the
influence of the adults at the origin of those experiences.
Self-definition, independently of the influence of adults,
may be more difficult to achieve when one experiences
having parents with high expectations, in addition to
parents being absent or violent, compared with when one
experiences solely these latter experiences.

The present study confirms several social factors iden-
tified in previous studies, including experiences related
to lack of love and support from an early age, social
isolation, exclusion from the labour market and finan-
cial survival.** # 7 Factors grouped under the theme
of current circumstances as a social trap are consistent
with literature on social determinants of health.” " The
present study shows that these factors lead to social isola-
tion (figure 1) and, as reported in previous participatory
and qualitative studies,” ® " keep people in poverty and
social exclusion. In the present study, these interrelated
factors also prevent people from achieving their ideal of
circumstances and can indirectly influence the forma-
tion of the ideal: for example, valorisation in society of
a particular social circumstance, such as a professional
social status, can influence social interactions, which
influence the formation of the ideal.

The participatory research approach and the problem-
posing method based on Freire’s pedagogy allowed a
deeper examination of factors that may harm the health of
low-income adults and contribution of participants in the
research project. Although factors have been reported by
participants as harming their health, a causal relationship
cannot be established due to the study design. The small
group size allowed participants to express themselves in
more depth, although some topics might not have been
discussed fully (eg, current consumption of alcohol and
drugs because of reluctance to discuss this topic). The
small number of participants limits transferability of the
results, such that results from sub-analyses from this study
are transferable to groups of people with similar char-
acteristics or experiences. Despite this, the participants
had various characteristics commonly found among low-
income people in Quebec and Canada, including Aborig-
inals, women, single parents, people living alone, people
with reduced mobility and people receiving financial assis-
tance™*; this variety of characteristics allowed a range of
experiences to be covered. Participation was limited by
the short duration of the study, that is, 2months for data

collection and 4months for data analysis, whereas other
participatory studies lasted 6 months to 4years.!!

Further research is needed to identify and measure
the dissonance between circumstances and ideal, and
to examine the influence of this factor in the associa-
tion between social circumstances and health. Future
research could examine this factor among larger groups
and among other populations (eg, middle-class workers,
former professionals and people with reduced mobility,
with and without mental health problems). In clinical
practice, health professionals can consider dissonance
between circumstances and ideal in people experi-
encing profound malaise and accompany them in order
to understand, together with the patient, their ideal of
circumstances in relation to their perceived current
circumstances. Given the influence of early social expe-
riences in the formation of the ideal and in social func-
tioning throughout life, policies should seek to enable
caregivers and other adults responsible for children to
respond to children’s needs for love and support.
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