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Integrating Intersectionality and
Biomedicine in Health Disparities

Research
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Persisting health disparities have lead to calls for an increase in health research to address
them. Biomedical scientists call for research that stratifies individual indicators associated
with health disparities, for example, ethnicity. Feminist social scientists recommend feminist
intersectionality research. Intersectionality is the multiplicative effect of inequalities expe-
rienced by nondominant marginalized groups, for example, ethnic minorities, women, and
the poor. The elimination of health disparities necessitates integration of both paradigms in
health research. This study provides a practical application of the integration of biomedical
and feminist intersectionality paradigms in nursing research, using a psychiatric intervention
study with battered Latino women as an example. Key words: community-based partic-
ipatory research, culture, domestic violence, feminism, bealth disparities, bealth dispari-
ties research, intimate partner violence, intersectionality, immigrant, intervention, Latina,
mental bealth, nursing research, posttraumatic stress disorder, research methodology

Dominant biomedical conceptualizations of
health, with their narrow disease focus, inade-
quately represent health because they leave out,
or only nominally consider, the social forces and
contexts that shape women’s health and women’s
lives.

Rusek et al' ®12

Health disparities* have gained the at-
tention of politicians, public and private
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*Some intersectionality scholars use health inequalities
rather than health disparities arguing that disparities sug-
gests the need for measurement rather than action, has
only a mild moral connotation, and that it minimizes the
urgency and costs of social injustice.?
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payers of healthcare, funders of health-
related research, healthcare researchers and
providers, healthcare consumers, and even
movie producers.® Health disparities refer
to gaps in the quality of health and health-
care across racial, ethnic, and socioeconomic
groups.® The Congressionally commissioned
Institute of Medicine report, which consid-
ered healthcare disparities along racial and
ethnic lines only, identified discrimination
as a likely yet unquantifiable contributor to
health disparities that “occur in the con-
text of broader historic and contemporary
social and economic inequality, and evidence
of persistent racial and ethnic discrimination
in many sectors of American life.”>®? The In-
stitute of Medicine recommendations encour-
age the use of primarily biomedical research
to further describe and monitor healthcare ac-
cess and utilization along singular racial, eth-
nic, socioeconomic, and linguistic categories.
They are likely to fail without consideration
of the social and political context, with its in-
herent relations of power, that contribute to
health disparities.

Racial and ethnic healthcare disparities
are well-documented as the result of more
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than a decade of biomedical research. Within
the past decade, the National Institutes of
Health (NIH) has extended its research fund-
ing to explorations of determinants other
than ethnicity of health disparities, specif-
ically individuals’ personal characteristics—
for example, socioeconomic status (SES) and
health insurance—and biological and behav-
ioral risks—for example, comorbidities and
smoking. Researchers are directed to investi-
gate the relative impact of individual indica-
tors on health and healthcare, applying tradi-
tional statistical analysis to large data sets.’

Recommendations for further research
have focused on these proximate causes of
health disparities. Investigations into the root
causes or interventions to eliminate them
have not been conducted.®” These types of
investigations have been described as con-
ceptually and methodologically problematic
within the biomedical model and therefore
discouraged.

Feminist intersectionality is a body of
knowledge that frames societal inequities as
the result of the intersections of differences,
for example, race, class, gender, sexuality,
and other dimensions of inequality. Femi-
nist intersectionality was developed in the
past 3 decades by feminist scholars, primar-
ily women of color.8!3 It recognizes that op-
pressed groups and individuals live at the
margins of society with inequitable access
to resources.>’ “Feminist intersectional schol-
arship, driven foremost by the pursuit of
social justice [seeks] to explicate the pro-
cesses through which multiple social inequal-
ities of race, gender, social class, and other
dimensions of difference are simultaneously
generated, maintained, and challenged at the
institutional and individual levels, shaping
the health of societies, communities, and in-
dividuals.”®®P?4=2 These processes are not
amenable to biomedical scientific reduction
to independent causes of societal inequalities.

Feminist scholars have characterized fem-
inist intersectionality in a variety of ways:
as an essential and critical theory in under-
standing gender,'# as itself an important area
of research,!® as a theoretical and method-

ological approach to research in the social
sciences,'®!” and as an approach to research
on health and healthcare inequalities.>® Re-
gardless of its use, there are 3 tenets of the
intersectionality perspective: (1) no social
group is homogenous; (2) people must be lo-
cated in terms of social structures that cap-
ture power relations implied by those struc-
tures; and (3) there are unique multiplicative
effects of identifying with more than one so-
cial group.'8®320

The extensive social sciences literature
on feminist intersectionality as a method-
ological approach to research is primar-
ily theoretical and is restricted to research
within the social sciences. Application of
this perspective to empirical research has
lagged behind understanding of its impor-
tance in such research.'® Just as biomedi-
cal scientists have described the challenges
of incorporating the complexity of multi-
ple social identities in research as insur-
mountable, feminist intersectionality scholars
have focused on the qualitative/quantitative
methodological debate, rather than strate-
gies to operationalize social identities and
processes within feminist intersectionality
research.'® As McCall commented, “research
practice mirrors the complexity of social
life. »6(pl1772)

Scholars from both biomedical and social
sciences have identified the failure of biomed-
ical science to make progress toward the
elimination of health disparities.?’ There is a
growing body of literature within the health
disciplines, including nursing, which faults
biomedical science for failing to examine
the broader social and political causes of
these disparities. Within this literature, the
need for an appreciation of the complexity
of individuals’ differences in the conduct of
clinical research and the role of social and
political power in creating the social injustice
of health disparities is recognized.?! > These
scholars have called for critical and innovative
approaches to health research that are essen-
tial to eliminate health disparities. Similarly,
some feminist intersectionality scholars have
called for application of an intersectionality
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approach in health disparities
research,®72%27 citing this as an essen-
tial step toward healthcare equality and
social justice. However, the discourse of both
biomedical and intersectionality scholars is
largely theoretical and lacks discussion of the
practical application of these approaches.

The elimination of health disparities via re-
search necessitates the integration of feminist
intersectionality and biomedical paradigms in
any reparative actions toward this goal. Each
approach brings unique contributions that
strengthen research when used together. In
health disparities research, the integration of
one paradigm with the other requires the-
oretical and practical movement toward a
middle ground. This study will operational-
ize the integration of feminist intersection-
ality and biomedical approaches in nursing
research, using an intervention study, which
addresses the mental health problems of im-
migrant Latino women who have been abused
by an intimate partner as an example.

The purpose of the article is to pro-
vide a practical application of the theoret-
ical discourse that has dominated scholar-
ship within each paradigm. This integrated
approach to health disparities research holds
promise for improving health through so-
cial action and knowledge development. The
study that serves as an illustrative exam-
ple of the integration of the two paradigms
is a nursing intervention conducted within
a community-based participatory research
(CBPR) model. The purpose is to test the
feasibility and preliminary effectiveness of
a weekly group psychotherapy intervention
for symptoms of posttraumatic stress disor-
der (PTSD) in immigrant Latinas who have
experienced intimate partner violence (IPV)
and to develop local community systems and
capacity.

Weber,® in “Reconstructing the landscape
of health disparities research: Promoting di-
alogue and collaboration between feminist
intersectional and biomedical paradigms,”
discussed several core themes in feminist
intersectionality approaches and their poten-
tial contribution to eliminating health dis-

parities. She recommended further dialogue
and collaboration among intersectional, criti-
cal public health, and biomedical paradigms.
Using Weber’s® article as a foundation, 1 will
discuss the key differences between feminist
intersectionality and biomedical approaches,
highlight their unique contributions to health
research, and describe their integration in the
research process.

ORIENTATION AND PURPOSE

The feminist intersectionality and biomedi-
cal paradigms provide philosophical orienta-
tions and methodological approaches to re-
search. Every step of the research process,
from the research problem or question to in-
terpretation of the findings, is informed by
these paradigms. The central difference be-
tween the two lies in their philosophical ori-
entations and purposes. The purposes of the
paradigms essentially determine the phenom-
ena of concern, the research questions, and
research process: who or what are we look-
ing at and why? Health disparities research is
focused on health and healthcare differences:
what they are; why they exist; and how they
can be eliminated.

Feminist intersectionality

Feminist intersectionality research is
driven at its core by the pursuit of social
justice. Social action is used to examine and
challenge inequalities in power and social
inequities, among them health disparities.
Feminist intersectionality concerns individ-
uals’ experiences and impact of multiple
social identities. Feminist intersectionality
health disparities research begins with the
multiplicative effects of subordinate social
identities and seeks to identify root causes of
oppression and address systematic inequal-
ities through social action. Interventions
target systems, for example, healthcare, pub-
lic policy, law, education, and the economy,
rather than individuals or groups.®?3

Epistemological assumptions about the
socially constructed nature of reality and the
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role of power relations in social structures
determine the preferred methodological
approaches of feminist intersectionality
research. Knowledge development occurs
from the perspective of oppressed rather
than that of dominant groups. Value is placed
on subjectivity and researchers’ engagement
as agents of social change. Social structures
are the unit of analysis, rather than the
individual. Dimensions of difference are
intersecting; they are inseparable. Feminist
intersectionality research explores macroin-
stitutional and microinterpersonal power
relations in the research problem—that
is, health disparities—and in the research
process—that is, hierarchy between the
researcher and the researched.®’

Biomedicine

Biomedical research is used to promote
health and reduce morbidity and mortality at
the levels of individuals, groups, and popula-
tions. The goals of biomedical research are to
identify indicators and causes of disease and
to design effective interventions and treat-
ments that can be applied primarily to indi-
viduals but to groups and populations as well.
Biomedical health disparities research begins
with a specific health problem or disease and
seeks to identify proximate causes. The mani-
festations of the disease, that is, its symptoms,
and its causes can then be addressed within
the healthcare system.

The positivist epistemology of main-
stream biomedicine drives methodological
approaches that attempt to create objectivity
and value-free researcher involvement in the
research process. The tenets of biomedical
science that were developed by the domi-
nant group, white men, are operationalized
in a hierarchical structure, in which the
researcher is the source and developer of
knowledge about subjects and their illnesses.
Individual subjects and diseases are the unit
of analysis. Social differences among subjects
are considered demographic variables and
are isolated and homogenized as much as
possible. They are considered individually in

relationship to each other and to the research
problem being investigated, in the search
for direct causal relationships. Proof of these
relationships is established via quantitative
analysis of data from groups large enough that
generalization to other groups has scientific
validity.

RESEARCH APPROACH AND DESIGN

Research is conducted within each of
these paradigms across spectrums of ob-
jectivity/subjectivity, researcher neutrality/
engagement, and nature/social construction
of reality. Some feminist intersectionality
and biomedical scholars view the above
descriptions of the paradigms as outdated
in their dichotomy, similar to the view in
nursing scholarship that the quantitative/
qualitative debate is over. These scholars are
marginalized within their disciplines, just as
feminist intersectionality is marginalized from
traditional biomedical science. Evidence of
this can be found in the patterns of the largest
funder of health research, NIH. Ninety per-
cent of NIH-funded health disparities stud-
ies from 1994 to 2005 employed traditional
biomedical approaches.®

Concurrent with an increasing understand-
ing of the limits of the biomedical paradig-
matic approach to research is increasing
pressure to use this approach to develop
knowledge for evidence-based practice. The
criteria for evaluating published research in
establishing evidence-based practice guide-
lines use randomized clinical trials (RCTs) as
the gold-standard for generating evidence that
is considered valid and reliable.?-3!

The research designs that are most congru-
ent with the assumptions of the feminist in-
tersectionality and biomedical paradigms can
be conceived as located on a spectrum, rang-
ing from qualitative methods to RCTSs, respec-
tively (Fig 1). Qualitative methods are used
with quantitative methods in mixed-methods
studies to enhance validity and theoretical
insights.?? The challenge for scholars across
the paradigmatic spectrum is to align research
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PARADIGMS
Feminist Intersectionality
Qualitative Quasi- PCTs RCTs
descriptive experimental

RESEARCH DESIGNS

Figure 1. Spectrum of research methods relative to paradigms. PCTs, practical clinical trials; RCTs, randomized

clinical trials.

goals and research methods.'* Mixed meth-
ods are becoming more common in health
disparities research as the strengths and lim-
itations of single methods in capturing the
complexity of the problem are recognized.

A comparison of the feminist intersection-
ality and biomedical paradigms and their inte-
gration in this study are illustrated in Table 1.
The integration of feminist intersectionality
and biomedical paradigms in research occurs
in the selection of the research problem,
design, and methods, as well as in the op-
erationalization of the assumptions of each
paradigm throughout the research process.

CATEGORIZATION OF DIFFERENCE:
WHAT IS THE WHAT? WHO IS THE WHO?

The definitions, conceptualizations, and
uses of differences differ in important ways in
the feminist intersectionality and biomedical
paradigms (Table 2).

Any type of categorization obfuscates in-
dividual differences. Categories are general-
izations and simplistic. Feminist intersection-
ality and biomedical scholars recognize the
inherent limitations in any categorization
while acknowledging their utility in research
that considers differences among groups. The
intercategorical approach is used by biomed-
ical scholars to compare differences between
individual categories. Some feminist intersec-
tionality scholars debating the merits and haz-

ards of a categorical approach have settled
on an anticategorical approach, arguing that
the complexity of social life is irreducibly
complex and that fixed categories are noth-
ing but “simplifying social fictions.”®®1779
For the purposes of analysis, specificity along
one dimension of difference limits consid-
eration of other dimensions for knowledge
development.'® Other feminist intersectional-
ity scholars use an intracategorical approach
in which a previously invisible group, at the
intersection of multiple categories, is studied
to reveal differences within the group, as well
as to articulate the influence of broader social
structures in their lives.'® The intracategorical
approach was used in this study.

Biomedical scientists face a similar chal-
lenge: increasing levels of specificity lead to
homogeneity in groups, which is preferred,
but limits generalization of findings to other
groups. The process of deciding which cate-
gories to use for descriptive or analytic pur-
poses involves gain and loss from each per-
spective. Given this, researchers should be
aware of their decision-making process and be
able to “explicitly state why we choose partic-

ular intersections rather than simply that we
d0.763(P456)

Group psychotherapy for symptoms of
PTSD in abused immigrant Latinas

The orientation of this study incorporates
biomedical and feminist intersectionality
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Table 1. Comparison and integration of paradigmatic approaches to research

Paradigm Feminist Intervention study
research intersectionality for symptoms of PTSD Biomedicine
Research Political; multidimensional Integrated paradigms Positivist; reductionist
paradigm
Purpose Connect knowledge Test an intervention in Development of
development with social the community; empirical knowledge
action and social justice collaboration with to create
community partners evidence-based clinical
interventions
Source of Unequal social power Biopsychosocial Determined by natural
phenomena relations dimensions law
Question How do oppressed ‘What type of What is the cause and
individuals’ and groups’ intervention will build effect relationship
social identities affect on the strengths of an between variables,
their health and oppressed group to with all other variables
healthcare? improve health and held constant or
well-being? controlled?
Source of Oppressed groups CBPR: Community and Researchers and
question researcher healthcare providers
Foci Strengths, social action, Strengths, symptoms of Disease, diagnoses,
social justice PTSD, skill building, treatment, health
social connection/
support
Level of Macro: societal, Small group within the Micro: individuals and
intervention marginalized groups community homogenous small
groups
Context Multiple social identities, Demographics, culture, Demographics,
oppression, social multiple social socioeconomic status,
injustice identities, inequities, culture, violence
violence
Setting Community Community; domestic Clinical setting or
violence services research laboratory
agency
Methods Qualitative Multiple methods Quantitative
Sample Heterogeneity valued Heterogeneity accepted = Homogeneity ideal
Process Emergent, flexible, social  CBPR: Research and Predetermined,
action social action controlled,
randomized clinical
trials
Categorical Anticategorical Intracategorical Intercategorical
approach'®
Variables Multidimensional Multidimensional, Discrete
multiple measures
Outcomes Social justice Feasible process; Reliable and valid

effective intervention;
empowerment

evidence

Abbreviations: CBPR, community-based participatory research; PTSD, posttraumatic stress disorder.
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Table 2. Feminist intersectionality and
biomedical conceptualizations of categories
of difference in research

Feminist Biomedicine
intersectionality
Social identities Independent
variables
Socially constructed  Predetermined,
inherent, natural
state

Emergent, shifting
Qualitatively variable

Static, stable
Dichotomous or
linearly continuous

Multiple, can not be  Singular, should be

separated separated

Effects are Effects are additive
multiplicative

Context is critical Context
and must be immeasurable
considered

Strive for Strive for
recognition of homogeneity
difference

perspectives. The purposes of the study are
dual: to design an effective mental health
intervention for distressing symptoms of
PTSD and to address power relations through
CBPR. Each purpose fits within the over-
all goal of eliminating health disparities.
Overly simplified, bealth is the domain of
biomedicine; disparities are the domain of
feminist intersectionality.

The rationale for research on IPV-related
PTSD from the biomedical perspective de-
rives from its significant morbidity, mortal-
ity, and socioeconomic costs. PTSD appears
to be the most significant mediator between
exposure to violence and negative health
outcomes and functioning.3* IPV and IPV-
related trauma symptoms impair survivors’
abilities to take care of themselves and man-
age daily responsibilities, finances, and hous-
ing needs.?® Functional losses related to IPV
include reduced employment and increased
poverty.3® Trauma and consequent PTSD are
linked with risky behaviors—for example,
substance abuse—and lack of health pro-

moting behaviors—for example, exercise, nu-
trition, and safer sex.?” Despite the well-
documented morbidity and mortality asso-
ciated with IPV-related PTSD, symptoms of
PTSD in battered immigrant Latinas have been
overlooked as an important topic of research;
no evidence-based interventions have been
designed.

Abused immigrant Latinas with PTSD symp-
toms were chosen as the population because
the multiple subordinate identities within this
group result in “intersectional invisibility.”®
Intersectional invisibility is socially con-
structed by specific historical, cultural,
political, legal, and geographic contexts.®38
In intersectional invisibility, “the challenges
associated with misrepresentation, marginal-
ization, and disempowerment will tend to
be prominent features of the experience of
people with intersectional subordinate-group
identities.”?8®3® 1In this study, neither the
women’s PTSD symptoms nor their intersec-
tional invisibility was given primacy over the
other in the research process.

From a feminist intersectionality perspec-
tive, the multiple oppressed social identities
of battered immigrant Latinas are manifested
in health inequities. Each social identity
places them at a disadvantage in power
relations from the majority and renders
them invisible. They are women versus
men, Latina versus white, immigrants versus
US-born, undocumented versus “legal” US
residents or citizens, victims/survivors of
IPV versus equal partners in relationships.
They have limited English proficiency versus
English fluency and have low SES versus
middle or high SES. They have compromised
mental health and lack health insurance and
access to healthcare. They typically lack a
supportive familial and social network and
safety net; they are socially isolated versus
socially connected.

Of course, each woman in the study is
not necessarily in a subordinate position in
each dimension. The intersection of any com-
bination of these social identities creates
each woman’s experiences of identity, dis-
advantage, and inequality: a unique situation
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of multiple jeopardy.!®> Inevitably, they all
experience social injustice. The list of dimen-
sions of difference could go on and on and
be defined and categorized in different ways.
There is no one “battered immigrant Latina
with symptoms of PTSD.” Each of these dif-
ferences is considered an independent vari-
able in biomedical research. Categorization
of social groupings is philosophically prob-
lematic and practically challenging from both
biomedical and feminist intersectionality per-
spectives, particularly in the context of re-
search. This problem is a key issue in the in-
tegration of these two perspectives in health
disparities research and is the topic of the
next section of this study.

This discussion of the study population will
address each dimension of difference by de-
scribing the considerations in my decisions
regarding the selection and operationalization
of categories with an integrated approach.

Intimate partner violence

IPV is typically defined as physical and
sexual abuse only and is dichotomized as
present/absent in biomedical research. From
a feminist intersectionality perspective, IPV is
perpetrated within a nonlinear spectrum of
types and severity of violence and is experi-
enced uniquely by individual women in the
context of their overlapping social locations,
their personal worldviews, and lifetime expe-
riences, including earlier trauma. In this study,
the category of IPV has qualitative and quan-
titative characteristics, that is, types, frequen-
cies, and perceived severity of abusive behav-
iors, including psychological.

Latina

“Latina” connotes both ethnic and cultural
dimensions. As a traditional demographic des-
ignation used in biomedical research, Latino/a
(“Hispanic”also) fails to differentiate between
the multiple ethnicities and races subsumed
within this term. It is used to indicate es-
sentially every person whose family origin is
any Spanish-speaking country within Mexico,
Central America, South America, and parts of
the Caribbean. Latina was chosen as the racial

and ethnic indicator for this study partly for
feasibility reasons. There are significant chal-
lenges in restricting a sample to a smaller
subset, for example, Salvadorans, in the re-
gion where the study will be conducted. The
Latino population in this area consists of in-
dividuals with diverse nationalities. Further,
the use of this intervention in clinical practice
would very likely occur with a “Spanish” or
Latina group, rather than a specific subset of
Latinas, given predictable logistic challenges
and resource constraints.

Qualitative methods were used to obtain in-
formation to design and evaluate the interven-
tion. This was done in the pursuit of “cultural
competence,” which is the standard of care
in healthcare to address cultural differences.
I anticipated that it would be informative to
conduct the qualitative portions of the study
with a group of Latinas, in part to determine
if there were critical differences within this
group that needed to be addressed in the in-
tervention. From a feminist intersectionality
perspective, Latina culture is not a single en-
tity and is only one of many dimensions of
difference that influence the effectiveness of
an intervention. The phrase “culturally com-
petent intervention for Latinas” may be an
oxymoron. However, more categorical speci-
ficity, for example, by nationality, would sig-
nificantly hinder the feasibility and data anal-
ysis of the study.

Immigrant

Immigration to the United States often
locates individuals at the margins of society,
literally and figuratively, particularly those
who are undocumented. They often lack ac-
cess to economic resources due to barriers to
employment, unjust employment practices,
lack of education and job skills, ineligibility
for public financial support, and language bar-
riers, all of which contribute to health dispar-
ities. The political climate of the first decade
of the 21st century places Latinas/os in an
ideological, political, and legal maelstrom,
stigmatized and vilified. Undocumented
immigrants are subject to increased enforce-
ment of current immigration laws without
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regard to their social contributions while in
the United States. From a feminist intersec-
tionality perspective, the dominant group
has exercised its power and reconstructed
the United States from a nation of immigrants
to a closed society. This secures this group’s
resources, such as wealth, employment, edu-
cation, and healthcare.!33%%0 In biomedical
research, the variable of immigrant status is
easily dichotomized with categories of US-
born versus foreign-born; legal versus illegal,
referred to politically and legally as “aliens”;
and English versus non-English-speaking.

In this study, data on immigration status,
years living in the United States, accultur-
ation, and English proficiency are used to
capture the complex category of immigrant.
There are multiple factors inherent in the
category of immigrant, with their compres-
sion comes a loss of understanding of the
multiplicative effects of several dimensions
of difference.?> Immigrant Latinas who are
abused face threats to their safety outside of
the home, danger within the home, social
isolation, and lack of resources. The intersec-
tions of their social identities exponentially
magnify their vulnerabilities and losses of
power, resulting in compounded mental
health problems, including symptoms of
PTSD.

PTSD. Symptoms of PTSD rather than
the dichotomous Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition,
Text Revision*' diagnosis of PTSD are the fo-
cus in this study in order to address the quali-
tative nature of symptoms: their constellation,
severity, frequency, and duration. The defini-
tion and measurement of PTSD are contro-
versial, even within the field of psychiatry.
They have been critiqued as overly conserva-
tive and somewhat artificial. > The diagnos-
tic criteria for PTSD are supported by others
as essential to validity and reliability in defin-
ing the phenomenon,*? an argument clearly
aligned with the biomedical approach.

Community-based participatory
research

CBPR is a collaborative process in which
community partners and researchers mutually

participate in research, draw on the strengths
of each partner, and address topics of con-
cern to the community, including health dis-
parities. Key features of CBPR are that it
builds on strengths and resources within the
community, promotes co-learning and capac-
ity building among all partners, integrates
and achieves a balance between research
and action for the mutual benefit of all part-
ners, involves community systems develop-
ment, and involves a long-term process and
commitment.** This approach is ideal for fem-
inist intersectionality research as it intention-
ally addresses multilevel power relations and
requires researcher subjectivity, engagement,
and reflexivity.® While sometimes considered
a research design, CBPR can guide strategies
and decisions in studies with other designs, as
it was in this study.

The integration of feminist intersection-
ality and biomedical paradigms in research
ideally occurs within individual studies and
throughout a program of research. This can be
achieved using a CBPR approach. This study
is the fourth study in a CBPR program of re-
search I have been conducting in a long-term
collaboration with a domestic violence ser-
vices agency. This agency was the site for all
of the studies. The first study was a qualitative
study that described the healthcare experi-
ences of battered immigrant Latinas.*>4¢ The
findings poignantly illustrated multiple overt
and covert barriers to healthcare and IPV in-
tervention that were the result of oppression
and control at interpersonal, systemic, and so-
cietal levels, including familial relationships,
healthcare systems, child protection services,
and US Customs and Immigration Services.

The next study was a descriptive pilot study
about the health status, health services utiliza-
tion, and healthcare needs of abused immi-
grant women. The purpose of the study was
to obtain data to inform potential healthcare
interventions and that could also be used to
secure programmatic funding for the agency.
The finding that 66% of the women had symp-
toms diagnostic of PTSD is the basis for the
current study.

Within the biomedical research paradigm,
the preordained next step following the pilot
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study would be a large descriptive study with
a randomized sample to confirm and elabo-
rate on the pilot data findings prior to an in-
tervention study. The decision to conduct an
intervention study at this point was collabo-
rative and gave primacy to the goals of the
agency staff and participants, who were anx-
ious to move beyond description to action to
make mental health services available to those
in need.

As a feasibility study for a new intervention
in an unconventional site, this study was ini-
tially designed for implementation in English
to facilitate testing the logistics and prelim-
inary effectiveness of the intervention with-
out the complications of conducting the in-
tervention in Spanish. However, the staff at
the study site cited the urgent need for psy-
chotherapy services in Spanish for survivors
of IPV; they strongly urged the inclusion of
a Spanish-speaking group in this study. Con-
sistent with CBPR, a second group was con-
ducted in Spanish. This decision accelerated
the step-by-step approach to research within
the biomedical model and incorporated the
tenets of feminist intersectionality.

A separate descriptive study of mental
health symptoms in abused women is being
conducted concurrently with this study for
several purposes: (1) to provide additional de-
scriptive data that will serve as comparison
data for this study and (2) to expand on the
pilot study on the health status of abused
women in order to (a) describe the men-
tal health symptoms of abused women from
various ethnic groups; (b) obtain data that
can be used by the agency toward its ser-
vice provision, advocacy, and development
goals.

The design and implementation of this sep-
arate study was a multistep process that orig-
inated with the agency’s request for data
on the mental health of its participants.
Staff were involved in each research-related
decision and co-learning via training ses-
sions. These 2 studies represent a realistic
integration of feminist intersectionality with
biomedicine within a model of CBPR, using
both research and action.

In the language of the biomedical
paradigm, this nursing intervention study
uses a quasi-experimental multimethod 2-
group, pretest-posttest design to test a group
psychotherapy intervention for symptoms
of PTSD in immigrant Latinas who have
experienced IPV. It is considered quasi-
experimental because it lacks randomization
to the intervention conditions and the use
of a control or comparison group. Random-
ization and the use of a control group are
not feasible because of the small sample size,
the use of a single social services agency as
the research site, and the limited number
of potential research subjects. Homogeneity
in research subjects in RCTs is sought by
controlling for individual differences along as
many dimensions as possible. From a feminist
intersectionality perspective, homogeneity is
nonexistent and is not desirable.

RESEARCH METHODS

The study uses quantitative and qualita-
tive methods. Quantitative methods are be-
ing used to assess changes in participants’
symptoms of PTSD and other outcome vari-
ables. While qualitative methods are tradition-
ally considered irrelevant and inappropriate
for intervention studies from a biomedi-
cal perspective, they are “especially use-
ful for further describing or explaining sub-
ject variation on outcome variables, verifying
outcomes obtained from standardized instru-
ments, and clarifying and evaluating interven-
tions in their real-life contexts.”??>®359 Qual-
itative interviews and focus groups were
conducted with agency staff and participants
prior to the development of the intervention
to guide appropriate strategies for this partic-
ular population. Postintervention interviews
and focus groups were used for verification
of the quantitative findings and for evaluation
of the intervention. This integration of meth-
ods maximizes the conditions considered es-
sential for an adequately rigorous study from a
biomedical perspective. Few methods-related
decisions find the exact middle ground be-
tween the two paradigms. Rather, decisions



E52 ADVANCES IN NURSING SCIENCE/APRIL-JUNE 2009

are based on maximizing the strengths, min-
imizing the limitations, and achieving the re-
search goals of both paradigms.

Setting

The decision to conduct the study at a
community-based social services agency was
based on the failure of traditional healthcare
system, particularly the mental healthcare sys-
tem, to meet the needs of abused immigrant
Latinas; a more flexible system and setting are
necessary, one that is accessible and consid-
ered safe by the participants.

Recruitment and retention

Successful recruitment and retention re-
quire frequent communication with over-
worked agency staff and a difficult to reach
participant pool. Challenges to communi-
cation with enrolled participants included
safety concerns, work schedules, lack of con-
sistent telephone access, and language bar-
riers for non-Spanish-speaking study staff.
Even in a collaborative research model, the
onus is on the researcher to facilitate and en-
sure communication. In an intentional rever-
sal of the traditional power relations of clin-
ical research, communication strategies fo-
cused on facilitating access to the researcher
by agency staff and research participants, for
example, 24-hour access to the researcher by
cell phone, scheduling of screening and in-
take interviews outside of business hours, and
researcher presence in the agency at least
3 days a week during recruitment and imple-
mentation of the study.

Sampling

The above discussion of categorization ad-
dressed several sampling issues. Inclusion and
exclusion criteria are conventionally used to
obtain samples that are as homogeneous as
possible, increasing the likelihood of signif-
icant findings. These criteria often serve to
“weed out” the most complicated cases, that
is, those with the most severe manifestations

of the problem and most in need of interven-
tion. In this study, exclusion criteria included
only immediate safety risks, current alcohol or
drug use, symptoms of schizophrenia, and a
plan to return to the abuser. The conditions
that frequently exclude participants from re-
search samples such as pregnancy, psychosis,
suicidal ideation, psychiatric comorbidities,
and psychiatric medication use were not ex-
clusion criteria in this study. Any interested
women who met the inclusion criteria, that
is, abused, immigrant, Latina, with symptoms
of PTSD, and did not have any of the exclu-
sion criteria, were offered enrollment in the
study. While all of the women fit within the
categories of the study, they had diverse per-
sonal and social circumstances.

Measurement

One challenge in measurement is to find
the balance between obtaining a rich and nu-
anced understanding of the phenomena of
concern while being both practical and con-
siderate of participant burden. This is partic-
ularly the case when the true complexities of
phenomena are being explored, that is, mul-
tiple social identities. The inclusion of too
many variables is also statistically problem-
atic. The feasibility and necessity of the mul-
tiple measures used in this study will be criti-
cally evaluated.

Psychotherapy intervention studies
present challenging biomedical measurement
issues, particularly the “dose” of the inter-
vention and its outcomes. Psychotherapy,
particularly feminist psychotherapy, is a flexi-
ble process that is individualized, relational,
adaptive in content and duration, and em-
ploys an eclectic combination of strategies.
The concept of dose is anathema to feminist
intersectionality interventions, which are
conceived and proposed at a macrolevel,*
with social action and social justice as foci.
However, within the biomedical model,

*See Weber© for an illustration of this with smoking as the
problem.
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interventions are designed and implemented
at a microlevel with individuals and small
groups, at predetermined doses, and with
specific outcome measures. This difference
reflects the primarily long view of feminist
intersectionality and the more proximate
view of biomedicine.

Various parameters have been used to mea-
sure dose in psychotherapy research: the
duration of the intervention; the level of
participation by the subject; and research sub-
ject adherence to the intervention, for exam-
ple, completing “homework.” In this study, in-
tervention dose was measured in minutes of
group session attendance and individual face-
to-face or phone contact with the interven-
tion nurses outside of the group.

Intervention

The premise of this strength-based inter-
vention is that experiences of oppression and
inequality do not obviate the strengths of
the women in this population and the pos-
sibilities for mobilizing those strengths. This
approach is grounded in feminist intersection-
ality and guides intervention strategies that
differ in part from the current evidence-based
treatment for PTSD, that is, cognitive behav-
ioral therapy (CBT). It is precisely this pop-
ulation’s position at the intersections of their
multiple social identities that creates the need
for strategies that differ from those designed
and tested with majority populations. These
intersections lead to social isolation and lack
of material resources, which we theorized
are significant factors in the women'’s experi-
ences of their symptoms and impede their re-
covery. The intervention focused more on de-
veloping an ongoing social support network
for emotional and tangible support than on
CBT techniques. For example, the women
were encouraged to talk with group members
about not only their emotional struggles but
also their day-to-day challenges, for example,
childcare and transportation. The group as a
whole was encouraged to provide emotional
support and practical problem solving. The
intervention is a synthesis of supportive psy-

chotherapy and CBT and was conducted by 2
advanced practice psychiatric nurses.

The intervention duration was shortened
from 10 to 6 weeks in consultation with the
agency staff based on the view that the com-
plexities of the participants’ lives were not
conducive to the longer time frame. The op-
tion of extending the intervention was offered
to the groups and discussed at the third and
fifth sessions. The collective decision of the
Spanish group was to stop at 6 weeks. Ap-
proximately half of the women in the group
described employment as the most problem-
atic barrier to their participation in the group,
particularly their powerlessness to control or
change their work schedule when necessary.
The women in the English group opted to
continue to meet.

DISCUSSION

Integration of feminist intersectionality and
biomedical paradigms in health research is es-
sential to eliminate health disparities. There
are growing numbers of calls from femi-
nist intersectionality scholars and biomedical
scientists to change the prevailing biomed-
ical paradigm of health research. These
scholars, who call for consideration of the
other paradigm, are marginalized within their
disciplines.® The challenge for researchers op-
erating within these paradigms is to walk the
line of the legitimizing pressures of their re-
spective paradigms in their attempts to create
a body of knowledge that is recognized and
accepted by both, one that holds promise for
health equality.

Without incorporation of this integrated
approach into the mainstream within and
across disciplines, health equality and broader
social change are unlikely to occur. These
scholars bridge the chasm between the two
paradigms and suggest new research ap-
proaches for knowledge development. How-
ever, the practicalities and specifics of in-
tegrating these paradigms with one another
have not been discussed in this scholarly liter-
ature. This study provides an example of this
practical application.
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The assumptions and preferred research
methods of the feminist intersectionality
and biomedical paradigms are in direct
opposition. Both research approaches have
been discounted by proponents of the other
using arguments of scientific fallibility. Femi-
nist intersectionality scholars critique the pos-
itivism, dualism, and reductive analysis of
biomedicine and its failure to recognize the
impact of power relations and multiple op-
pressions on health. Biomedical scientists ob-
ject to the politicized nature of feminist inter-
sectionality and fault it for failing to control
for the confounding influences of differences
among research subjects, rendering research
findings unreliable and invalid.

As a nurse clinician conducting health dis-
parities research, the only tenable position I
find is in the middle ground created by inte-
grating the two paradigms. The goals of social
action and social justice on the one hand and
identification of proximate causes and treat-
ment of health problems on the other are not
necessarily mutually exclusive. As a clinician,
I cannot wait for social change to occur with-
out seeking effective interventions for my pa-
tients who are suffering ill health. As a pro-
ponent of feminist intersectionality, I cannot
restrict my view to proximate and surface
causes of illness and inequality and fail to take
social action to address the social injustice of
health disparities.

It is worth noting that nursing literature,
despite significant scholarship in health dis-
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