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Incorporating Intersectionality as a Paradigm in Nursing Education:
Why don’t we act on what we know?

“One of the core functions of 21* century education is learning to learn in preparation for a
lifetime of change” (David Miliband, 2003)

The practice of nursing is situated within a societal context that brings forward issues of
equity as well as considerations of equality and inequality. In understanding health challenges
at individual and collective levels, nurses are obligated to focus on social justice which is
defined by the Canadian Nurses Association (CNA, 2010a) as “the fair distribution of society’s
benefits, responsibilities, and their consequences” (p. 10). Further, the 2008 Canadian Nurses
Association code of ethics emphasizes that nurses must remain cognizant of the relationship
between social justice, health and well-being and therefore should “recognize that some
people have limited choices because of social, economic, geographic or other factors that lead
to inequities” (p.21 vii). As part of this understanding, the code suggests that registered nurses
should advocate for change in systems and societal structures. Developing student knowledge
of systems interaction and societal structures that influence health is complex, important and
demanding for all. The inclusion of intersectionality concepts in a population health course with
third year Bachelor of Science in Nursing students provides a learning opportunity toward
developing diversity practice, policy awareness and potentially future action.

What we Know

Change, as discussed by Choby and Clark (2014), is an implicit, important and circular
consideration in both health and illness circumstances that raises underlying questions for
health care professionals seeking improved health outcomes. The provider response, however,
has most often led to individual care interventions that largely focus on risk behaviours and
consequently miss the importance and effects of the inter-related social world on wellness.
Multiple intersecting factors encourage a focus beyond the immediate in looking at structures
and systems, appreciate margins and address social and policy change (Mason, 2000).

For some time now, it has been recognized that the future of nursing depends on the
ability of the discipline to address the health needs of diverse populations and marginalized
groups. As a result a sustained theme in the literature is the need for health care workers to be
responsive to the linguistic and cultural diversity of their patients/clients (Burgess, Reimer-
Kirkham, & Astle, 2014; Hanson, 2010; Wilson, et al. 2012). In addition, the composition of the
nursing work force itself in many countries has become increasingly diverse as a result of
globalization (Giddings, 2005; Davis & Tschudin, 2008). Accordingly, nursing has focused on
examining and promoting respect for different cultural beliefs and values (Burgess, Reimer-
Kirkham, & Astle, 2014); however, perhaps this response has been insufficient.



The approaches taken include transcultural nursing which is based in anthropology,
cultural competency which focuses on the acquisition of skills, and cultural safety as a relational
approach that was developed by a Maori nurse in New Zealand (Nursing Council of New
Zealand, 2011). Cultural safety was developed as a critical lens to identify inequities and
oppressive practices and broadens the scope of diversity by including “...age or generation;
gender; sexual orientation; occupation and socioeconomic status; ethnic origin or migrant
experience; religious or spiritual belief; and disability” (Nursing Council of New Zealand, 2011,
p. 7). Cultural safety requires a reflective, relational approach in which nurses seek to
understand the diversity within their own cultural reality and its impact on others who differ
from them in any way. The Canadian Nurses Association suggests that the promotion of
cultural competence and safety is a way to address social justice (CNA, 2010b). Despite these
efforts, there is a tendency within nursing pedagogy to replicate essentialist understandings of
culture and diversity (Gregory, Harrowing, Lee, Doolittle, & O’Sullivan (2010). This creates a
static view that does not address the social, political, and economic dynamics that influence the
diversity and the construction of culture (Burgess, Reimer-Kirkham, & Astle, 2014; Gregory et al.
2010). In addition to diversity and cultural considerations exploratory, developmental and an
ongoing deep understanding of the professional self, both for nursing students and educators,
is an important journey within this context.

The forces of globalization have introduced changes that place us in a post-multicultural
era of rapid change and unprecedented demographic complexity in both rural and urban areas;
Boccagni, 2015; Meissner & Vertovec, 2015; Phillimore, 2015; Vertovec, 2010; Wessendorf,
2014) highlighting the need for health care provider inquiry and potential adaptation. What
has emerged from recent global trends is “super-diversity”, referring to the fact that people are
moving in unprecedented numbers and bring with them resources and experiences from
multiple places in their everyday interactions with other people and social structures, but also
to increasing intra-group heterogeneity (Phillimore, 2004; Vertovec 2007, 2010) Boccagni
(2015) notes that a focus on diversity offers an opportunity to examine issues of social
disadvantage and exclusion, such as class, age, gender, disability, sexual identity or legal status,
in other words a focus on the complex relationships between people and their social worlds.
There is a need for an overarching framework to assist nurses in knowledge development and
to inform practice regarding issues of social injustice and health inequities. Further, “There is a
need for coherent theoretical frameworks that help to explain the dynamic interrelationships
among the social and biological determinants of health, including processes of human resilience
and vulnerabilities, causal pathways, and cumulative effects of circumstances and risks over the
life cycle” (Tudiver et al. 2004, p. 12, quoted in Hankivsky & Christoffersen, 2008, p. 274).

It has been documented that nurses are well positioned to be leaders in raising
awareness about and taking leadership in reducing disparities because they operate at the
intersection of “the ‘personal and political’ (Reutter & Kushner, 2010; Smith, 2007). Cathy
Crowe, a Toronto street nurse who works with and advocates for the homeless stated:
“Throughout our history, it has been nurses who, after witnessing injustices, spoke out. They



responded with words, with research, with action, with the development of programs, with
legal action, and with new policy proposals” (Crowe, 2006, p.5).

Why Intersectionality?

An understanding of the ways in which social location affects individuals and
communities can enable nursing practice to become more efficient and caring (Pauly,
MacKinnon & Varcoe, 2009). Within this context, Van Herk, Smith, & Andrew (2010)
emphasized the necessity for nursing as a discipline to examine its own social location with
respect to power inequities within the profession and in interactions with individuals and
communities as well as understanding the social locations of those clients. This is in keeping
with the Canadian Nurses Association which noted that societal contexts are constantly
changing and thereby influence practice (Canadian Nurses Association, 2008, 2010). As Boch
(2010) stated, an intersectionality approach can shift the paradigm of being culturally
competent towards an understanding of, and critical examination of, the complex social,
political, economic, historical, and geographical contexts that affect the health of individuals
and communities. In other words, it explicitly focuses on the complex interactions of the root
causes and social determinants of health and inequity and the resulting experiences of
inequality and power. (Hankivsky, 2014; McPherson & McGibbon, 2010; van Mens-Verhulst &
Radtke, 2006). However, an application of intersectionality requires a conceptual shift in the
way we view and understand social categories and how they impact individuals and
communities (Viruell-Fuentes, Miranda, & Abdulrahim (2012).

Inquiry for Learning

Through our BScN program, students learn about intersectionality in our population
health course. The introduction of an intersectionality paradigm in third year is intended to
facilitate a broader understanding of the interaction of multiple determinants of health within a
population health context while continuing to acknowledge the individual context.

Citizenship concepts are also introduced from a historical perspective early in our
population health course providing a focus on wellness and fostering examination of
responsibilities and relationships including reciprocity within and between societal structures
such as family/kin, market, state/government and community. The rights and duties offered by
the citizenship designation influence all societal structures including associated governance
practices that define access and influence identity and belonging and hence wellness (Jenson,
2009). The inclusion, exclusion and social justice issues profiled by Jenson in her discussion of
citizenship emphasize the influence of these societal structures, provide historical perspectives
in enlightening our 21* century challenges and perhaps the rationale for continuing to take
action on the two population health goals, improving the health of populations and decreasing
health status inequities, outlined by Health Canada (2001). Hankivsky & Christoffersen (2008)
discuss, in depth, the need for further exploration, connection, interrogation, and action on the
determinants of health related to inequities.



Students bring a very basic understanding of the social determinants of health (SDOH)
introduced in their first year. The SDOH can be understood as the social conditions which
people experience over their life spans which are shaped by the distribution of power, money,
and resources at global, national and local levels and are influenced by choices in policy
(Srinivasan & Williams, 2014). Unfortunately, understanding tends to be focused on learning
reducible categories (Hankivsky & Christoffersen, 2008). This is partly due to the predominance
of lifestyle/behavioural discourses in health care and the idea that individuals are solely
responsible for their health. Application of an intersectionality paradigm would enable nursing
students to critically examine the ways in which the SDOH and their related policies are at the
root of inequities. An understanding of the context of individual and community health
situations should result in care that is more sensitive and understanding and an
intersectionality paradigm offers a perspective that can enhance nurses’ ability to alleviate and
prevent the effects of inequities through direct care as well as through advocating for healthy
public policy (Reutter & Kushner, 2010; Smith, 2007).

As yet, there is no unified, comprehensive, way to operationalize intersectionality in
research or in practice (Hankivsky, et al. 2010; 2014; Hulko, 2009; Van Herk, Smith, & Andrew,
2010). With our students, we used the intersectionality wheel diagram developed by the
Canadian Research Institute for the Advancement of Women (CRIAW) as a tool to introduce a
basic understanding that intersectionality includes everybody and that it opens up a multilevel,
multidisciplinary space (Simpson, 2009; Van Herk, Smith & Andrew, 2010). The intersectionality
wheel demonstrates that the approach takes into account the micro, meso, macro levels of
analysis as it is comprised of a series of four concentric circles. The broad social categories such
as gender, race and class are included along with socially constructed influences that are
dynamic, flexible, and grounded in historical and geographical location (Caiola, Docherty, Relf,
& Barroso, 2014). The innermost circle of the wheel represents an individual’s unique
circumstances of power, privilege, and identity. The second circle represents aspects of
identity, such as citizenship status, housing situation, age, class, occupation. The third circle
represents different types of discrimination that can impact identity such as ethnocentrism,
racism, ageism, transphobia. The outer circle represents the larger forces and structures that
reinforce exclusion, such as historical forces, educational system, colonization, legal system,
and globalization. Students are expected to reflect on their own understanding of context or
crossroads, paying attention to time and space (Hankivsky, 2014) and to discuss their findings
with other students. They are expected to apply a critical reflective approach taking into
account previously learned course content on equity/inequity, exclusion/inclusion, social
determinants of health, and care ethics. Working with the wheel, demonstrates that people
cannot be reduced into separate, distinct categories but are products of the intersections of
myriad influences and it highlights the fact that privilege and oppression can be experienced
simultaneously.



Student Perspectives

A community clinical practicum provided the students with an opportunity to apply and
further explore the intersectionality paradigm. The practicum involved concurrent placements
with a community agency and with a public health nursing unit. The students completed a
project with the agency that focused on a particular population. In seminar, the students
completed a questionnaire about their experiences. The following are some student responses
to questions about their understanding of intersectionality.

“interactions reinforce each other; everything connects.”

“different environmental (contextual) aspects can have a “layering” effect, when
considering inequity. These include social, political, economic, cultural (etc.) contexts”

“helps us study the relationships among multiple dimensions and modalities of social
relationships and subject formations”

“a person’s unique circumstances, aspects of identity, larger forces and structures(e.g.
globalization)”

“deals with issues of oppression and privilege and what the values and beliefs are for
different socioeconomic groups and how these can influence their health determinants”

“As health care providers we have to realize that every client is going to have unique
circumstances and needs. There may be differences in ability, education level, cultural
safety, etc. We must be reflexive and responsive to these needs.”

“It allows a more holistic, comprehensive and meaningful nursing process. The
community nurses’ role involves analysis and incorporating social determinants of
health into our practice. Health is integrated within all contexts such as social, political,
economic, and cultural.”

Within our nursing program it is an explicit requirement that students engage in
reflective practice and reflexivity. It is expected that nurses will reflect on practice and use this
information to inform future actions and behaviours and that they will question their own
attitudes, habitual actions, and complex roles in relation to others (Clarke, 2014; Maestre,
Szyld, del Moral, Ortiz, & Rudolph, 2014; Rolfe, 2014; Thompson & Pascal, 2012). This fits well
with intersectionality for, as Hankivsky (2014) noted, intersectionality requires reflexivity.

What we noticed in the student reflections and application of intersectionality to their
projects, was a shift in language use. It is clear that in taking an intersectional approach,
traditional categories of language use are no longer effective (Lanehart, 2009). In their
descriptions of their field placement experiences, it is evident that the students are becoming
aware of power structures, structural inequities and opportunities for change. There is a shift
from the ethno-focal perspective that tends to predominate in health, a move away from
individual, culture-based frameworks to approaches that focus on the intersections of multiple



influences on health outcomes, as recommended by Van Mens-Verhulst & Radtke (2006). For
example, the intersectionality approach creates awareness in a student that an individual’s
identity as a disabled person might be stronger than their identity as an immigrant and that the
crossroads for individuals and groups are unique and dynamic.

Discussion

The concept of intersectionality prevails in a boundary space between observation,
academic thought and political activism and can be described as essential to illuminating
thinking, understanding context, and addressing the dynamics of power from a variety of
perspectives including research, practice and education (Mason, 2000; Van Herk, Smith &
Andrew, 2011). Fulfilling the responsibilities society allocates to professionals in policy and
practice roles requires evidence informed support for change. As such, the tenets of
intersectionality are continuing to evolve (Dhamoon, 2011). Dhamoon portrays this as
indicating an openness to reflection and inquiry which assists in providing an active learning
space for third year nursing students. An intersectionality paradigm and associated concepts
reveal the complex and changing struggles of social life in a vivid way. An exploration of these
struggles and challenges can enable nursing students to further appreciate the influence of the
determinants of health on wellness, and may provide a place of discovery or insight into
population challenges as well as opportunities for change. These insights hold promise for
assisting students to reflect on, design, and evaluate population-based interventions. They also
prompt them to be alert to healthy public policy opportunities that arise when the importance
of an issue is sufficiently recognized for action (Raphael, 2014).

In introducing the perspectives offered by intersectionality a third space for learning
seems to be created where students can further explore the determinants of health. Third
space discussion denotes a location for shifting relationships, for example between learner and
teacher. This is a space where transformation can occur, an opportunity to take risks in order
to facilitate the development of something new and different (Stevenson, & Deasey, 2005). Van
Herk, Smith, & Andrew (2011) discuss the opportunity to explore and address power relations
evident in care environments and with care providers. Striving to provide better care and
ultimately best care, including influencing healthy public policy, is identified in the Canadian
Nurses Association, National Commission Report, A nursing call to action (2012 ) as a priority.

Intersectionality concepts are discussed within our policy and community themes. These
are two of our four Healthy Populations course themes along with population health
approaches and epidemiology in our health studies course. The intent in fostering an
intersectionality discussion at two points in the course is to provide an opportunity to explore
intersectionality concepts related to multilevel policy linked to inclusion and exclusion with high
priority populations. In addition, discussion within the community theme considers privilege,
stigma and oppression from an intersectionality perspective related to high priority, vulnerable
or invisible populations through the triple jeopardy of gender, poverty, race (McGibbon &
Etowa, 2012). From there, asset based community development, capacity building and



community organizing approaches in promoting wellness and change are explored. The
photograph “Measure of a Woman” created by Rosea Lake (2010) is shown by permission of
the author to illustrate and explore gender and race intersections related to assumptions that
can quickly move to bias and on to marginalization through social views. As Hankivsky &
Christoffersen stated: “Intersectionality encourages a contextual analysis that probes beneath
single identities, experiences and social locations to consider a range of axes of different to
better understand any situation of disadvantage” (p. 276).

In the CNA position statement, Leadership in nursing (2009), nursing leadership is
described as being about critical thinking, advocacy, and action. Critical thinking with
intersectionality as the catalyst may enable advocacy for best care including healthy public
policy sponsorship or profile raising in what is now being called healthy political science
(Kickbush, 2013) thereby promoting action on what we know. Kickbush (2013) identifies “The
challenge for health promotion at the beginning of the 21*' century is to reinvent itself and
address the key determinants of health requiring a new mental map and different theoretical
base” (p.ii).

Exploring intersectionality in a population health course provides a critical thinking
space for opening up positive relationships as well as exploring identity and context
considerations in care provision. Intersectionality provides a world view that fosters inquiry and
insight into practice and policy development facilitating ongoing action on what we know.
Perhaps the global world demands action of us as educators, guiding critical thinking toward
sustainable action in a global context. Action on diversity begins at home.



References

Boccagni, P. (2015). (Super) diversity and the migration-social nexus: a new lens on the field of
access and inclusion? Ethnic and Racial Studies, 38(4), 608-620. doi:
10.1080/01419870.2015.980291

Boch, S.J. (2010). Theory of intersectionality. Retrieved from:
https://blogs.nursing.osu.edu/boch.../Intersectionality-Theory-revised.doc.

Burgess, C.A., Reimer-Kirkham, S., & Astle, B. (2014). Motivation and international clinical
placements: Shifting nursing students to a global citizenship perspective. International
Journal of Nursing Education Scholarship (11(1), 1-8.

Canadian Nurses Association, National Commission (2012). A nursing call to action. Ottawa:
Canadian Nurses Association.

Canadian Nurses Association (2008). Code of ethics for registered nurses. Ottawa: Canadian
Nurses Association.

Canadian Nurses Association. (2009). Position statement: Nursing leadership. Ottawa: Canadian
Nurses Association.

Canadian Nurses Association. (2010a). Social justice... A means to an end, an end in itself. (2nd
ed.) Retrieved from http://www.cna-aiic.ca/en/on-the-issues/better-health - See more
at: http://nccdh.ca/resources/entry/social-justice...-a-means-to-an-end-an-end-in-
itself##sthash.x7KzMQwo.dpuf

Canadian Nurses Association (2010b). Promoting cultural competence. Retrieved from:
https://www.cna-aiic.ca/~/media/cna/page-content/pdf-en/6%20-%20ps114 _
cultural_competence_2010_e.pdf?la=en

Caiola, C., Docherty, S.L., Relf, M., & Barroso, J. (2014). Using an intersectional approach to
study the impact of social determinants of health for African American mothers living
with HIV. Advances in Nursing Science, 37(4), 287-298.

Choby, A. A. & Clark, A.M. (2014). Improving health: structure and agency in health
interventions. Nursing Philosophy, 15, 89-101.

Clarke, N.M. (2014). A person-centred enquiry into the teaching and learning experiences of
reflection and reflective practice — Part one. Nurse Education Today, 34(9), 1219-1224.



Crowe, C. (2006). The poor will always be with us? Not if nurses have a role! Keynote to
Family Practice Nurses Conference, Toronto, June 16, 2006. Retrieved from:
http://tdrc.net/resources/public/Crowe_Speech_june_16_06.htm

Davis, A.J. & Tschudin, V. (2008). Introduction and the topic of globalisation. In Tschudin, V. &
Davis, A.J. (Eds.), The globalisation of nursing. (pp 3-24). Oxford: Radcliffe Publishing.

Dhamoon, R.K. (2011). Considerations on mainstreaming intersectionality. Political Research
Quarterly, 64 (1), 230-243.

Giroux, H., Lankashear, C., MclLaren, P. and Peters, M. (eds.) (1996). Counternarratives: Cultural
studies and critical pedagogies in postmodern spaces. New York and London: Routledge.

Gregory, D., Harrowing, J., Lee, B., Doolittle, L., & O’Sullivan, P.S. (2010). Pedagogy as
influencing nursing students’ essentialized understanding of culture. International
Journal of Nursing Education Scholarship, 7(1), 1-17.

Hankivsky, O. & Christoffersen, A. (2008). Intersectionality and the determinants of health: A
Canadian perspective. Critical Public Health, 18 (3), 271-283

Hankivsky, O., Reid, C., Cormier, R., Varcoe, C., Clark, N., Benoit, C., Brotman, S. (2010).
Exploring the promises of intersectionality for advancing women’s health research.
International Journal for Equity in Health, 9(5), 3-15. doi: 10.1186/1475-9276-9-5

Hankivsky, O., (2014). Rethinking care ethics: On the promise and potential of an intersectional
analysis. American Political Science Review, 108(2), 252-264.
doi:10.1017/5S0003055414000094

Hankivsky, O., Grace, D., Hunting, G., Giesbrecht, M., Fridkin, A., Rudrum O., ...Clark, N. (2014)
An intersectionality-based policy analysis framework: Critical reflections on
methodology for advancing equity. International Journal for Equity in Health, 13(1), 50-
78. doi: 10.1186/s12939-014-0119-x

Healy, A. (2008). Expanding student capacities: Learning by design pedagogy. In Healy, A. (Ed.),
Multiliteracies and diversity in education: New pedagogies for expanding landscapes
(pp.2-29). Oxford: Oxford University Press.

Jenson, J. ( 2009). Making sense of contagion: Citizenship regimes and public health in Victorian
England. In P.A. Hall & M. Lamont (Eds.) Successful societies. How institutions and
culture affect health. (p.201-225). New York: Cambridge University Press.

Kickbush, I. (2013). Foreward: We need to build a health political science. In Clavier, C. and De

Leeuw, E. (Eds). Health Promotion and the Policy Process (p.iii-iv). Oxford, UK: Oxford
University Press.

10



Lake, R. (2010). Measure of a Woman. Vancouver (with permission).

Lanehart, S.L. (2009). Diversity and intersectionality. Texas Linguistic Forum 53, Proceedings of
the Seventeenth Annual Symposium about Language and Society, 1-7. Retrieved from:
studentorgs.utexas.edu/salsa/proceedings/2009/01_TLS53_Lanehart.pdf

Maestre, .M., Szyld, D., del Moral, I., Ortiz, G., & Rudolph, J.W. (2014). The making of expert
clinicians: Reflective practice. Revista Clinica Espanola, 214, 216-220.

McGibbon, E.A. & Etowa, J. (2012). Race and racism as a determinants of health. In McGibbon,
E. A. (Ed). Oppression: A determinant of health. (p. 73-88). Nova Scotia: Fernwood
Publishing.

McPherson, C.M. & McGibbon, E.A. (2010). Addressing the determinants of child mental
health: Intersectionality as a guide to primary health care renewal. CJNR, 42(3), 50-64.

Meissner, F. & Vertovec, S. (2015). Comparing super-diversity. Ethnic and Racial Studies, 38(4),
541-555. doi: 10.1080/01419870.2015.9820295

Nursing Council of New Zealand (2011). Guidelines for cultural safety, the Treaty of Waitangi
and Maori health in nursing education and practice. Wellington: Nursing Council of
New Zealand. Retrieved from: http://www.nursingcouncil.org.nz

Pauly, B.M., MacKinnon, K., & Varcoe, D. (2009). Revisiting “who gets care?” Health equity as
an arena for nursing action. Advances in Nursing Science, 32(2), 118-127.

Phillimore, J. (2015). Delivering maternity services in an era of superdiversity: the challenges of
novelty and newness. Ethnic and Racial Studies, 38(4), 568-582. doi:
10.1080/01419870.2015.980288

Raphael, D. (2014). Beyond policy analysis: The raw politics behind opposition to healthy public
policy). Health Promotion International, 30 (2), 380-396). doi: 10.1093/heapro/dau044

Rolfe, G. (2014). Rethinking reflective education: What would Dewey have done? Nurse
Education Today, 34(8), 1179-1183.

Reutter, L. & Kushner, K.E. (2010). Health equity through action on the social determinants of
health: taking up the challenge in nursing. Nursing Inquiry, (3), 269-280.

Soja, E. (1996). Thirdspace: Journeys to Los Angeles and other real-and-imagined places. Oxford:
Blackwell.

11



Simpson, J. (2009). Everyone belongs. A toolkit for applying intersectionality. Ottawa:
Canadian Research Institute for the Advancement of Women (CRIAW-ICREF). Retrieved
from. http://www.criaw-icref.ca/sites/criaw/files/Everyone_Belongs_e.pdf

Smith, G.R. (2007). Health disparities: What can nursing do? Policy, Politics & Nursing Practice,
8(4), 285-291.

Srinivasan, S., & Williams, S. (2014). Transitioning from health disparities to a health equity
research agenda: the time is now. Public Health Reports, 129(Supplement 2), 71-76.

Stevenson, L., & Deasy, R. J. (2005). Third space: When learning matters. Washington, DC: Arts
Education Partnership. - See more at: http://www.artsedsearch.org/summaries/third-
space-when-learning-matters#sthash.tLDz7BR5.dpuf

Thompson, N. & Pascal, J. (2012). Reflective practice: International and multidisciplinary
perspectives. Reflective Practice: International and Multidisciplinary Perspectives, 13(2),
311-325. doi: 10.1080/14623943.2012.657795.

Tudiver, S. et al., 2004. Women’s health surveillance: implications for policy. BMC Women’s
Health, 4(Suppl.1), sec. 31.

Van de Vijver, F.J.R., & Blommaert, J.M.E. (2015). On the need to broaden the concept of
ethnic identity. International Journal of intercultural Relations, 46(1), 36-46.

Van Herk, K.A., Smith, D. and Andrew, C. (2010). Examining our privileges and oppressions:
incorporating an intersectionality paradigm into nursing. Nursing Inquiry, 18 (1), 29-39.

Van Mens-Verhulst, J. & Radtke, H.L. (2006). Intersectionality and health care: Support for the
diversity turn in research and practice. Retrieved from:
http://www.vanmens.info/verhulst/en/ wp-content/Intersectionality%20and %20Health
%20Care-%20january%202006.pdf

Vertovec, S. (2010. Towards post-multiculturalism? Changing communities, conditions and
contexts of diversity. International Social Science Journal, 61(199), 83-95. doi:
10.1111/j.1468-2451.2010.01749.x

Viruell-Fuentes, E.A., Miranda, P.Y., & Abdulrahim, S. (2012). More than culture: structural
racism, intersectionality theory and immigrant health. Social Science & Medicine,
75(12), 2099-2106.

Wessendorf, S. (2014). Researching social relations in super-diverse neighbourhoods. Mapping
the field. Iris Working Paper Series, No 2.
http://www.birmingham.ac.uk/Documents/college -social-sciences/social-
policy/iris/2014/working-paper-series/IRiS-WP-2-2014.pdf

12



Wilson, L., Harper, D.C., Tami-Maury, |., Zarate, R., Salas, S., Farley, J.,...Ventura, C. (2012).
Global health competencies for nurses in the Americas. Journal of Professional Nursing,
28(4), 213-222. doi: 10.1016/j.profnurs.2011.11.021.

13



