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Abstract 
 

     As the recognition of social inclusion intensifies worldwide, it is important to broaden our under-
standing of various linkages between disability and social deprivation. This paper examines the links 
between disability and specific social relations/emotional activities which are important to well-being, 
quality of life and inclusion. Using a stratified randomly-selected sample of Saskatchewan single 
mothers (n=370), this paper compared social relations/emotional activity participation among single 
mothers with a disability and single mothers without a disability. Overall, study results indicate that 
single mothers with a disability, particularly those of Aboriginal ethnicity, were socially deprived. In-
creased income resources and focussed service-provider interventions are necessary in order to 
equalize access for social relations/ emotional activity participation needs of this population of single 
mothers. 
 
Keywords : single mothers, disability, social inclusion, social deprivation, social relations activities 
 
 
Résumé 
 

     À l’heure où le concept d’inclusion sociale se voit graduellement reconnaître mondialement, il est 
important d’approfondir notre compréhension des différents liens existant entre le phénomène du 
handicap et celui de la déprivation sociale. Cet article examine les types de relations sociales / activi-
tés émotionnelles considérées importantes au bien-être, à la qualité de vie et à l’inclusion sociale par 
les personnes ayant des incapacités. Au moyen d’un échantillon aléatoire stratifié de mères céliba-
taires habitant la province de Saskatchewan (Canada), il compare les niveaux de relation sociale et 
d’activités émotionnelles entre celles ayant et n’ayant pas d’incapacités. Les résultats de l’étude indi-
quent que les mères célibataires ayant des incapacités, tout particulièrement celles d’origine amérin-
dienne, sont déprivées socialement. L’article conclut que l’accès à des revenus plus importants et des 
interventions ciblées de la part des fournisseurs de services sont nécessaires, afin d’offrir des oppor-
tunités égales chez les mères célibataires.  
 
Mots-clés : mères célibataires, handicap, inclusion sociale, déprivation sociale, relations sociales 
 

 

 
 
 
 
 
 



Understanding Disability, Inclusion and Social Activity Participation 
 

82                                                                             

 

Introduction  
 
n Canada, 14.3 % of the Canadian popula-
tion or 4.4 million Canadians reported liv-
ing with a disability (Statistics Canada (a), 
2007). Although there has been much re-
search that has examined disability, inclu-

sion and social participation in Canada, there is 
still limited research in the province of Sas-
katchewan, which has specifically examined 
disability, inclusion and social activity participa-
tion in single mothers; specifically those social 
activities which citizens feel comprise essential 
roles, relationships and activities within the 
realm of social necessities of life (Durst & 
Bluechardt, 2001). Evidence suggests that so-
cial relations/emotional activities are central to 
well-being and inclusion (Diener & Deligman, 
2002; Pantazis, Gordon & Townsend, 2006; 
Ryan & Deci, 2000).  
 
The author believes that it is important to ques-
tion whether or not single mothers with a disa-
bility have the freedom through equal access to 
participate in social relations/emotional activi-
ties. From a social justice perspective, this 
means that if single mothers with a disability do 
not have equal access, then society must 
equalize environmental conditions that single 
mothers do not have control over, and access 
to conditions which enable single mothers to 
realize their social needs and goals. When 
considering social relations/emotional social 
needs, the author anticipated that single mo-
thers with disabilities would not have the same 
freedom through equal access to participate in 
social relations/emotional activities that single 
mothers without disabilities have. Social rela-
tions activities include basic activities which 
encompass interpersonal interaction and en-
hance psychological well-being such as main-
taining friends (i.e. visiting/ having a meal in a 
restaurant). Therefore, the aims of this study 
were to deepen the understanding of disability 
and social relations/emotional activity participa-
tion among Saskatchewan single mothers, to 
identify differences with respect to specific so-
cial relations/emotional activities Saskatche-
wan single mothers (disabled/non-disabled) 
participated in, and to provide policy and ser-
vice-provider suggestions with regard to disa-

bility, wellbeing and inclusion. The present pa-
per fills a gap in our understanding of the valu-
ation of specific social relations/emotional ac-
tivities among single mothers with a disability; 
this is important because social relations/emo-
tional activities are linked to well-being, quality 
of life and to social inclusion in a broader con-
text (Gannon & Nolan, 2007). Indicators within 
the "functional" dimension of social inclusion 
are often referred to as "ability to participate" 
(Schookner, 2002) and would include social 
relations/emotional activities such as interact-
ing with family, friends, and community mem-
bers. 
 
The format of this paper includes a number of 
sections. In the Background section of this pa-
per, the author describes :  

1- various theoretical models of disability;  
2- various understandings of social inclusion; 
3- social activity participation and its link to 

social deprivation.  
 
The Background section is followed by the 
Methodology section which includes a descrip-
tion of the sample, the measurements and the 
data analysis techniques. The Results and Dis-
cussion sections follow the Methodology sec-
tion. The last section includes the overall Con-
clusions and Policy/Service-Provider Sugges-
tions.  
 
Background 
 
- Disability 
 
There are numerous models of understanding 
disability. For example, if one looks at disability 
from the perspective of a Medical Model, disa-
bility is essentially perceived as a health and 
welfare issue. In this model, organizations 
generally founded by non-disabled people ad-
minister to creating caring environments for 
diverse groups of disabled people, with inter-
ventions based on assessment, diagnosis and 
labelling. Dependencies are created with re-
sulting dis-empowerment and exclusion from 
mainstream society (Advancing the Inclusion of 
Persons with Disabilities, 2009).  
 

I 
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If one examines disability from a Human Rights 
and Development Issue perspective, then one 
recognizes and acknowledges that people with 
disabilities are citizens with the same rights, 
needs and responsibilities as citizens without 
disabilities. Therefore, this perspective focuses 
on providing resources to disabled people 
which will make certain that each person "will 
have equal opportunities for participation in 
society" (South Africa’s Integrated National 
Disability Strategy, 2009, p. 3). This perspec-
tive focuses "on the removal of barriers to 
equal participation and the elimination of dis-
crimination based on disability" (South Africa’s 
Integrated National Disability Strategy, p. 3). 
 
A "Social" Model of Disability, The World 
Health Organization Model of disablement, 
which underlies the new International Classifi-
cation of Functioning, (World Health Organiza-
tion, 2001), and the Quebec Model (Fougeyrol-
las, Cloutier, Bergeron, Cote, & St. Michel, 
1999), the new paradigm of the National Insti-
tute on Disability and Rehabilitation Research 
(National Institute on Disability and Rehabilita-
tion Research, 1999) all recognize that an indi-
vidual’s functioning in society is inextricably 
linked to her impairment (s) and her environ-
ment (social, political, cultural). The complex 
interaction between one’s impairment and 
one’s environment influences the quantity (and 
quality) of completing daily tasks (Dijkers, Ya-
vuzer, Ergin, Weitzenkamp, & Whiteneck, 
2002). In other words, an individual’s impair-
ment, completion of daily tasks, and mobility in 
conjunction with her environment will affect her 
participation in social relations/emotional activi-
ties (Dijkers et al. 2002).   
 
This paper recognizes that a single definition of 
disability is unrealistic given the multiple and 
complex interactions which impact a person’s 
social activity participation in society. Implicit 
within this understanding of disability, is the 
recognition that what is actually disabling for 
persons with impairments is the lack of societal 
recognition of the equal rights, needs and res-
ponsibilities of these persons. The international 
measure of disability, "International Classifica-
tion of Functioning, Disability and Health", re-
cognizes that disability is much more than a 

biological or medical condition, and embraces 
the notion of societal impediment as the disa-
bling factor rather than the impairment or con-
dition (World Health Organization (WHO), 
2009).  
 
- Social Inclusion 
 
It has been argued that the world-wide promi-
nence of the construct of social inclusion may 
be linked to factors such as globalization, vio-
lence from war-torn countries, rising immigrant 
populations, increasing gaps between rich and 
poor in developed countries, and globalization 
of news (i.e. awareness of wide-spread acts of 
terrorism) (Everett, 2009). In France, Stiglitz, 
Sen, and Fitoussi (2009), found that traditional 
measures of Gross Domestic Product (GDP) 
do not adequately measure quality of life and 
social and economic well-being.  Stiglitz et al. 
(2009) suggest that additional measures which 
are directly linked to social inclusion should 
include both subjective and objective mea-
sures, such as education, personal activities 
including work and social connection such as 
participating in relations/emotional activities.   
 
In a developed country such as Canada, the 
prominence of social inclusion is linked to an 
increasing gap between the rich and poor. For 
example since 1989, in the province of Sas-
katchewan, the incomes of the top 10% of the 
population rose by 66% while those incomes of 
the poorest rose only by 30% (Douglas & Gin-
grich, 2009). In addition, more than 45% of 
Saskatchewan Aboriginal children live in low-
income families and over 41% of children in 
Saskatchewan single mother families live in 
poverty (Douglas & Gringrich, 2009). In this 
paper, poverty is recognized as the core of 
material and social deprivation. Poverty is 
linked to disability through associated factors 
such as malnutrition, poor health services, sa-
nitation and unsafe working and living condi-
tions (Mont, 2007). The presence of disabi-
lity/functional limitations can snare individuals 
into a life of poverty because of the barriers 
involved in participating in social activities, and 
all other aspects of life (Mont).  
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Social inclusion as a construct is often cons-
trued as "self evidently desirable and unques-
tionable" (Spandler, 2007, p. 1). To further 
complicate matters, the construct of social in-
clusion is also intrinsically linked to quality of 
life and social and economic well-being. In a 
Government of Canada report, Advancing the 
Inclusion of Persons with Disabilities (2009), 
readers are cautioned to remember that,  

Inclusion means different things to dif-
ferent people. Individuals choose to 
participate in society in different ways. 
Each person with a disability is unique, 
with needs, goals and challenges that 
are influenced by many things, such as 
gender, type and severity of disability, 
stage of life, family, community and 
culture. As a result, there is no single 
way of measuring the extent to which 
people with disabilities are fully inclu-
ded in Canada (p. 6). 

 
There are many examples of definitions of so-
cial inclusion. Lloyd, Tse, and Deane (2006) 
define social inclusion as "being able to rejoin 
or participate in leisure, friendship and work 
communities" (p. 1) with indicators of social 
inclusion including, "employment, education, 
participation in leisure/social activities, access 
to health services, health insurance, securi-
ty/welfare support and community services" 
(p. 2).  
 
According to Toye and Infanti (2004), the con-
struct of social inclusion encompasses multiple 
deprivations, transcends poverty and social ex-
clusion, and provides linkages with social (so-
cial relations), human (education, health) and 
financial (income, earnings) capital as well as 
to other social determinants of health. Social 
determinants of health include the following 
factors : income, social supports, education, 
employment and working conditions, social and 
physical environments, healthy child develop-
ment, personal health practices, individual ca-
pacity and coping practices, biology and gene-
tic make-up, health services, gender, ethnicity 
and culture (Population and Public Health 
Branch, 2001). The experience of exclusion 
and resultant lack of social and economic need 
fulfillment deepens as the inter-relationships 

amoung multiple determinants of health are 
also considered.  
 
Lastly, Shookner’s (2002) Dimensions of Social 
Exclusion and Inclusion framework informed 
the methodology in this paper. Shookner’s 
framework appears to resonate with Maslow’s 
(1943) hierarchy of needs : physiological, safe-
ty, love/belonging, esteem and self-actualiza-
tion in the sense that social and economic in-
clusion is dependent on the fulfilment of these 
needs that Maslow identified (Jeannotte, 2008). 
In Shookner’s framework (see Table 1), the 
following dimensions of exclusion/inclusion are 
recognized : cultural, economic, functional, par-
ticipatory, physical, political, relational and 
structural.  
 
These dimensions overlap and interact with 
one another in complex ways. In this frame-
work, social inclusion is conceptualized as mul-
ti-dimensional and transformative. For example 
indicators of exclusion within the functional 
dimension are referred to as "Disability" and 
include restrictions based on limitations, over-
work, time stress, and undervaluing of assets 
available. In contrast, indicators of inclusion 
within the functional dimension are referred to 
as "Ability to participate" and include opportuni-
ties for personal development, valued social 
roles, and recognizing competence. 
 
- Social Activity Participation 
 
In this study, social activity participation was 
understood as fulfilling needs and goals (i.e. 
personal, professional, public) while in contact 
with family, friends, community and others in 
society (Dijkers, Whiteneck, & El-Jaroudi, 
2000). This study also incorporated the British 
Poverty and Social Exclusion (PSE) Survey’s 
(Pantazis, Gordon, & Levitas, 2006) under-
standing of social deprivation and its link with 
social activity participation which was con-
strued for measurement purposes into two sub-
categories : economic and social deprivation. 
Economic deprivation included needs related to 
diet, health, clothing, housing, household facili-
ties, environment and work; social deprivation 
included needs related to family activities, so-
cial support and integration, recreation and 



JOHNER, R. 
 

  85 

 
TABLE 1 : DIMENSIONS OF EXCLUSION AND INCLUSION 

 

INDICATORS OF EXCLUSION DIMENSION INDICATORS OF INCLUSION 
 

Disadvantage gender stereotyping, 
historic oppression 
Cultural deprivation  

Cultural Valuing contributions recognition of 
differences, valuing diversity, positive 
identity 
 

Poverty inadequate income for basic 
needs, participation in society, stigma, 
deprivation, devaluation of care giving 

Economic Adequate income for basic needs and 
participation in society, capability for 
personal development, value and sup-
port care giving 
 

Disability 
restrictions based on limitations, 
overwork, time stress, undervaluing  
of assets available 
 

Functional Ability to participate 
opportunities for personal development 
valued social roles, recognizing 
competence 

Barriers to movement, restricted ac-
cess to public places, lack of transpor-
tation 

Physical Access to public places and communi-
ty resources, access to transportation, 
resources and capacity to social parti-
cipation 
 

Marginalization 
silencing, barriers to participation, 
institutional dependency, no room 
for choice, not involved in decision-
making 

Participatory Empowerment 
freedom to chose, contribution to com-
munity, access to programs, resources 
and capacity to support participation, 
involved in decision-making, social ac-
tion 
 

Denial of Human Rights restrictive 
policies and legislation, short-term 
view, blaming victim 

Political Affirmation of Human Rights ena-
bling policies and legislation, social 
protection for vulnerable groups, re-
moving systemic barriers 
 

Isolation 
segregation, distancing, competitive-
ness, violence and abuse, fear, shame 
 

Relational Belonging social proximity, respect, 
recognition, co-operation, solidarity, 
family support, access to resources 

Discrimination racism, sexism,  
homophobia, restriction on eligibility, 
no access to programs, barrier to ac-
cess 
 

Structural Entitlements access to programs, 
transparent pathways to access, com-
munity capacity building 
 

Adapted from Shookner (2002) 
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education (Townsend, 1993). Economic and 
social needs or deprivation are not mutually 
exclusive, and factors within these sub-cate-
gories of deprivation interact with each other. In 
addition, determining the causal relationship 
between economic and social needs and disa-
bility is very complex, "with all these outcomes 
being-interlinked and each affecting and poten-
tially affected by disability" (Gannon & Nolan, 
2007, p. 1430).  
 
Specific social relations/emotional activities 
from the British PSE Survey (Pantazis, Gordon, 
& Levitas, 2006) which were utilized in this 
study were : 

1- an evening out with your own friends or rela-
tives every 2 weeks; 

2- having a meal in a restaurant once a month; 
3- some type of leisure activity such as biking, 

walking or swimming; 
4- a holiday away from home for one week of 

the year, not with relatives; 
5- celebrations on special occasions such as 

birthdays and Christmases.  
 
In the PSE Survey (Pantazis, Gordon, & Levi-
tas), respondents (n=1,534) identified these 
activities as either necessities or desirable for 
well-being and inclusion in society.  
 
Identified as necessities of life were some type 
of leisure activity (79%), celebrations on spe-
cial occasions (83%), and a week’s holiday 
(56%). Activities which were identified as de-
sirable more than necessary for well-being and 
inclusion were a night out every 2 weeks (76%) 
and a meal in a restaurant (71%).  
 
Methodology 
 
The data for this paper was taken from a study 
which was a multi-method study, mostly quanti-
tative methods, completed in two stages. In the 
first stage, a focus group and interviews of 
Saskatchewan single mothers informed the 
study instrument (self-administered question-
naire) (See Author, Maslany & Jeffery, 2007). 
In the second stage of the study, a province-
wide self-administered survey was conducted 
(See Author, Maslany, Jeffery, & Gingrich 
(2009) for full study details). Ethics approval for 

this study was granted from the University of 
Regina, Research Ethics Board. This paper 
focuses on data from that study which specifi-
cally pertains to disabled/non-disabled Sas-
katchewan single mothers and their participa-
tion in specific social/relational activities; data 
which has not been previously shared or dis-
cussed in the literature.  
 
- Sample 
 
In this study, Saskatchewan single mothers, 
those with a disability and those without a di-
sability were compared, first in relation to so-
cio-demographic characteristics, and then in 
relation to participation in social relations/emo-
tional activities. This study’s stratified random-
ly-selected sample consisted of 370 Saskat-
chewan single mothers, living off-reserve, aged 
18-59 years with at least one dependent child 
less than 18 years of age.  
 
In order to ascertain the sample representa-
tiveness (i.e. do the characteristics of the sam-
ple accurately reflect the characteristics of the 
population?), the author examined the factors 
of self-rated health, numbers of friends, and 
employment status because these personal 
characteristics are linked to social inclusion, 
well-being and disability (Advancing the Inclu-
sion of People with Disabilities, 2009, p. 73). 
The Canadian report, "Advancing the Inclusion 
of People with Disabilities", (using 2006 Cen-
sus data), indicated that 54% of male and fe-
male adults (15 years and over) with disabilities 
in Canada rated their health as good, very 
good or excellent, 24.8% rated their health as 
fair, and 12.9 % rated their health as poor. Men 
were more likely than women to rate their 
health as very good or excellent (26.5% versus 
22.0%); a trend which was similar across all 
age groups. In the 2006 Census, respondents 
were asked, "In general, would you say your 
health is… poor, fair, good, very good or excel-
lent."  In this study, 58% of Saskatchewan sin-
gle mothers with disabilities rated their health 
as good, very good or excellent, 29.6% rated 
their health as fair, and 10.4% rated their 
health as poor.  
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In the Canadian Report, "Advancing the Inclu-
sion of People with Disabilities" (2009), (using 
2006 Census data), the number of close 
friendships for women with disabilities 
(15 years and over) was 0 friends (6%); 1 or 
2 friends (18.2%); 3-5 friends (28.1%), and 6-
10 friends (16.0%). Respondents were asked, 
"How many close friends do you have, that is, 
people who are not relatives, but who you feel 
at ease with, can talk to about what is on your 
mind, or call on for help… none,1 or 2, 3 to 5, 6 
to 10, 11 to 20, more than 20?" In this study, 
8.9% of Saskatchewan single mothers had 
0 friends that they could count on; 29.3% had 1 
or 2 friends, 46.3% had 3- 5 friends, and 15.5% 
had 6 or more friends. According to Statistics 
Canada (b) (2007), just over 50% of Canadians 
(15 years and over; male/female) who reported 
having a disability are employed. In this study, 
53.3% of the single mothers with a disability 
indicated that they were employed by others.  
 
In light of the differences observed between the 
study respondents (disabled) and the variables 
of perceived health, numbers of friends that 
one can count on in times of need, and em-
ployment status, the author suggests caution 
not to over generalize to the general population 
of single mothers with a disability. This study’s’ 
strengths include the randomization process 
which should somewhat minimize selection 
bias and the use of a comparison group (single 
mothers without a disability). Study weaknes-
ses include small sample size (n= 370), corre-
lational cross-sectional nature of study (cannot 
determine causality), and a selective response 
rate which is non-random, as those with some 
interest in the topic of inclusion/exclusion are 
more likely to respond to a self-administered 
survey. In addition, this study did not measure 
factors which are linked to persons with a disa-
bility such as lack of transportation and res-
tricted access to public places (Durst & Blue-
chardt, 2001), low income and vulnerability to 
violence (Advancing the Inclusion of Persons 
with Disabilities, 2009; Hague, Thiara, & Mul-
lender, 2010) and lack of childcare which is 
linked to single mother status (Levitas, Head, & 
Finch, 2006).  
 

- Measurements 
 
In this study, disability was self-reported. Res-
pondents were asked, "Do you have a long-
standing illness, disability or infirmity. By 
longstanding, I mean anything that has trou-
bled you over a period of time." Those res-
pondents who answered "Yes" to this question 
were also asked, "Does this long-standing ill-
ness, disability or infirmity limit your participa-
tion in social activities?"  In a social model of 
disability (Fougeyrollas et al., 1999), disability 
is understood as the linkage between one’s 
functional status and the physical, cultural and 
political environments. Individuals with func-
tional limitations would not be perceived as 
"disabled" if environments were designed for 
equal access via accommodation and supports 
which would allow those individuals to partici-
pate fully in society. Thus interventions are at 
both the individual and the societal levels. 
 
Findings from the Canadian Community Health 
Survey (2005) indicated that for Saskatchewan 
women between the ages of 25-54 years, the 
rate of self-reported disability was 28%. In ad-
dition, almost all Saskatchewan women who 
reported having a disability stated that they had 
a physical or mental condition that was nega-
tively linked to activity participation. In this 
study’s sample (18-59 years), 33.2% of Sas-
katchewan single mothers indicated that they 
had a disability. Of those single mothers who 
reported having a disability, almost all of the 
single mothers reported that their disability was 
negatively linked to activity participation. Many 
of the study respondents voluntarily identified 
their physical or emotional impairment; these 
impairments included obesity, blood disorder, 
insomnia, depression, anaemia, chronic pain 
from violence-inflicted injuries (cuts from bro-
ken glass bottles), bi-polar disorder, diabetes, 
drug addiction, and cerebral palsy.  
 
 Measurement of socio-economic characteris-

tics included age ("What year were you were 
born in?");  

 Aboriginal ethnicity ("Are you an Aboriginal 
person?" No=0; Yes=1);  
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 Education level ("What is the highest level of 
education that you have completed?" Basic 
education (up to 10 years)=1);  

 Basic Education (up to 11 years)=2;  

 Secondary Education-high school, vocational 
education or GED (12 years)=3;  

 Higher or university level education (13 years 
or more)=4;  

 Income ("On average, how much money be-
fore taxes is your current total monthly in-
come?" (Please include child support pay-
ments and child tax credit)); 

 Health : All in all, how would you say your 
health is? Friends ("How many close friends 
do you have?… meaning people you feel at 
ease with, can talk to about private matters, 
and can call on for help?" 0, 1, 2, 3, 4, 5, 6, or 
7 or more?);  

 See or talk to friends ("How many of those 
friends do you see or talk to at least once 
every 2 weeks?" 0, 1, 2, 3, 4, 5, 6, or 7 or 
more?);  

 Employment status ("Are you currently em-
ployed either full or part-time?" (No=0; Yes, 
self-employed=1; Yes, Employed by others= 
2)).  

 
Respondents were also asked to check the 
box, Do, Don’t do but don’t want to do, Don’t do 
and can’t afford, and Does not apply, that best 
answers their participation in the following 
common social activities :  

1- an evening out with your own friends or rela-
tives every 2 weeks; 

2- having a meal in a restaurant once a month;  
3- some type of leisure activity such as biking, 

walking or swimming; 
4- a holiday away from home for one week of 

the year, not with relatives; 
5- celebrations on special occasions such as 

birthdays and Christmases. 
 
Data Analysis 
 
In order to attain descriptive statistics and other 
analyses, the author used SPSS software 
(SPSS, Version 15.0, Chicago, IL.). All varia-

bles were first examined using standard uni-
variate techniques (frequency distributions, 
measures of central tendency, dispersion). 
Bivariate correlational analysis (Spearman’s 
correlation coefficient) was used to test for the 
relationship between personal socio-demogra-
phic characteristics and social activity participa-
tion. Chi-square tests were conducted for Non-
Disability/Disability differences in the personal 
socio-economic characteristics of Aboriginal 
ethnicity, education level, employment status, 
self-rated health, and monthly income. The t-
test (differences in means) was used to test for 
Non-Disability/Disability age in years, number 
of close friends one can count on in times of 
need, and number of close friends one see or 
talks to every 2 weeks. Chi-square tests were 
also conducted for Non-Disability/Disability dif-
ferences and social activity participation. A p 
value of <0.05 was considered statistically     
significant in all analyses. 
 
Results 
 
Results in Table 2 indicate that Saskatchewan 
single mothers with a disability had poorer per-
ceived health, were older, and had fewer close 
friends that they could count on in times of 
need (i.e. can talk to about private matters, can 
call for help). There was a significant associa-
tion whether or not a single mother had a disa-

bility and self-rated health, ( 2 (4) = 75.01, 
p<0.001), Cramer’s V = .452 (medium effect); 
single mothers with a disability (41%) had 
poorer self-rated health (poor/fair) than single 
mothers without a disability (7.9%). On ave-
rage, single mothers with a disability (M= 1968, 
SE= .82) were older than single mothers with-
out a disability (M= 1972, SE= .58). This diffe-
rence was significant t (377) = 4.1, p< 0.001, 
which represented a small effect, r = .20.  On 
average, single mothers with a disability 
(M=3.3, SE= .18) had fewer friends one can 
count on in times of need than single mothers 
without a disability (M=3.7, SE= .13). This dif-
ference was significant t (366) = 2.1, p<0.05, 
which represented a rather small effect, r= .10.      
 
Results in Table 3 indicate that Saskatchewan 
single mothers with a disability were less likely 
to have an evening out with relatives or friends 
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TABLE 2 : SOCIO-DEMOGRAPHIC CHARACTERISTICS OF SASKATCHEWAN 
 SINGLE MOTHERS, DISABLED/NON-DISABLED 

 

Characteristic                                             Non-Disabled n= 247 Disabled n= 123 2 

Aboriginal Ethnicity  Percentage Percentage n.s. 

Yes                                        41.7 % 43.3 %  

 No 58.3 % 56.7 %  

Education    n.s. 

Basic-up to 10 years        9.5 % 11.0 %  

Basic-Completion of 11 years 6.3 % 3.1 %  

Secondary Education-12 years 31.7 % 39.4 %  

Higher or university level-13 years 52.4 % 46.5 %  

Employment Status   n.s. 

Not Employed 33.6 % 39.8 %  

Yes, self-employed 5.3 % 4.9 %  

Yes, employed by others 61.1 % 55.3 %  

Self-rated Health   p<0.001 

Poor 0 % 10.4 %  

Fair 7.9 % 29.6 %  

Good 39.7 % 42.4 %  

Very Good 33.3 % 15.2 %  

Excellent 19.0 % 2.4 %  

Monthly Income (Before Taxes)   n.s. 

Under $800 10.1 % 8.9 %  

$800-$1000 13.0 % 13.8 %  

Over $1000 & up to $1200 11.7 % 13.0 %  

Over $1200 & up to $1500 12.1 % 15.4 %  

Over $1500 & up to $2000 17.8 % 17.1 %  

Over $2000 35.2 % 31.7 %  

    

 Mean  
(Standard Deviation) 

Mean  
(Standard Deviation) 

t-test 

Year born   p<0.001 

 1972 (9.2) 1968 (9.3)  

Number of close friends   p<0.05 

 3.7 (2.1) 3.3  (2.0)  

Number of close friends see or 

talk to every two weeks 

  n.s. 

 3.3 (2.0) 3.0 (2.1)  
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TABLE 3 : SOCIAL ACTIVITY PARTICIPATION (%) OF SASKATCHEWAN 
 SINGLE MOTHERS, DISABLED/NON-DISABLED 
 

Social Activity Group Do    Don’t Do 
and Don’t 
Want to Do     

Don’t Do  
Because Can’t 
Afford to 

Does 
Not  
Apply 

2 

Evening out with rela-
tives or friends every 
2 weeks 

     p<0.05 

 Non-
Disabled 

54.8% 7.9% 30.7% 6.6%  

 Disabled 39.2% 8.0% 48.0% 4.8%  

Meal in a restaurant once 
a month 

     n.s. 

 Non-
Disabled 

74.0% 3.7% 19.9% 2.4%  

 Disabled 68.8% .8% 27.2% 3.2%  

Leisure activity like bi-
king, walking, swimming 

     n.s. 

 Non-
Disabled 

86.3% 5.8% 5.4% 2.5%  

 Disabled 79.4% 7.1% 9.5% 4.0%  

Annual one week holiday 
without relatives 

     n.s. 

 Non-
Disabled 

27.4% 4.1% 62.7% 5.8%  

 Disabled 18.3% 4.8% 72.2% 4.8%  

Celebrations of special 
occasions 

     n.s. 

 Non-
Disabled 

95.9% .8% 2.4% .8%  

 Disabled 95.2% .8% 3.2% .8%  

 
 

 

every 2 weeks than Saskatchewan single 
mothers without a disability. There was a signi-
ficant association whether or not a single 
mother had a disability and going out for an 

evening every 2 weeks, ( 2 (3) = 11.22, 
p< 0.05), Cramer’s V = .175; single mothers 
with a disability (48%) were less likely to go out 
for an evening with friends or relatives because 
they couldn’t afford to when compared to single 
mothers without a disability (29.2%). Overall, 
77.2 % of single mothers (disabled/non-disa-
bled) could not go out for an evening every 
2 weeks because they could not afford to do 
so.  
 

Results from Table 4 indicate that for single 
mothers with a disability there was a significant 
relationship between an evening out every 
2 weeks with friends or relatives and  Aborigi-
nal ethnicity, r = .21, p<0.01; education, r =       
-.20; p<0.05, income, r = -.21, p<0.05; number 
of friends one can count on in times of need, 
r = -.37, p<0.01; and how many friends one 
sees or talks to every 2 weeks, r = -.36, 
p<0.01. In other words, for single mothers who 
had a disability, the factors of Aboriginal ethni-
city, low educational levels, low income levels, 
few friends, and few friends one sees or talks 
to every 2 weeks were linked to their non-
participation in the social activity of an evening 
out every 2 weeks with friends or relatives. For 
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TABLE 4 : CORRELATIONS BETWEEN VARIABLES, NON-DISABLED & DISABLED 
 (*P< 0 .05 (ONE-TAILED); ** P<0.01 (ONE-TAILED)) 
 

 1 2 3 4 5 6 7 8 9 10 11 12 13 

Non-Disabled (n = 247) 

  1. Year born ---- -.10** -.23** -.49** -.05 .09 .07 .12 .09 -.07 -.05 -.03 -.41** 

  2. Aboriginal .10 ---- -.26** -.30** .07 .16** .04 .08 .12* -.10 -.10* -.02 -.20** 

  3. Education -.23** -.26** ---- .46* -.16** -.21** -.00 -.06 -.09 .06 .04 .01 .30** 

  4. Income -.48** -.30** .46** ---- -.12* -.30** -.05 -.20** -.10 .16** .08 .07 .55** 

  5. Evening out -.04 .07 -.16** -.12* ---- .29** .18** .28** .10* -.22** -.36** -.35** -.18** 

  6. Meal out -.09 .165** -.21** -.30** .29** ---- .06 .22* .15** -.17** -.17** -.13* -.20** 

  7. Leisure .07 .04 -.00 -.05 .18** .06 ---- .20** -.01 -.20** -.06 -.06 .05 

  8. Holiday .12* .08 -.06 -.20** .28** .22** .20** ---- .04 -.214** -.17** -.21** -.04 

  9. Celebrations .09 .12* -.09 -.10 .10* .15* -.01 .03 ---- -.03 -.08 .02 -.15** 

10. Health -.07 -.10 .06 .16** -.22** -.17** -.20** -.22** -.03 ---- .24** .29** -.00 

11. Close friends -.05 -.11* .04 .08 -.36** -.17** -.07 -.17** -.08 .24** ---- .88** .14* 

12. See Friends -.03 -.02 .01 .07 -.36** -.13* -.06 -.21** .03 .29** .88** ---- .09 

13. Employment -.41** -.20** .30** .55** -.18** -.20** .05 -.04 -.15** -.00 .14* .09 ---- 

Disabled (n = 123) 

  1. Year born in ---- .25** -.07 -.26** -.03 -.09 -.04 .02 -.07 .09 -.01 -.11 -.26** 

  2. Aboriginal .25** ---- .12 -.39** .21** .02 .05 .15* .11 .05 -.03 .01 -.29** 

  3. Education -.07 -.12 ---- .47** -.20* -.20* -.12 -.21** .00 .23** .21** .08 .34** 

  4. Monthly Income -.26** -.38** .47** ---- -.21** -.03 -.10 -.08 .03 .22** .12 .05 .59** 

  5. Evening out -.03 .21** -.20* -.21* ---- .19* .21** .37** .14* -.04 -.37** -.36** -.06 

  6. Meal out -.09 .02 -.20* -.03 .19* ---- .24** .32** .11 -.16* -.14 -.15 -.14 

  7. Biking, etc. -.04 .05 -.17 -.10 .21** .24* ---- .26** .19* -.20* -.19* -.18* .01 

  8. Holiday .02 .15* -.20** -.08 .37** .32** .26** ---- .16* -.20* -.24** -.22** -.09 

  9. Celebrations -.07 .11 .00 .03 .14* .11 .19* .16* ---- -.00 -.02 -.00 .19* 

10. Health .09 .04 .23** .21** -.04 -.16* -.20 -.20* -.00 ---- .31** .22** .03 

11. Close friends -.01 -.03 .21** .12 -.37** -.14 -.19* -.24** -.02 .31** ---- .82** .13 

12. See Friends -.11 -.00 .08 .05 -.36** .15 -.18* -.22** -.00 .23** .82** ---- .02 

13. Employment -.26** -.29** .34** .58** -.06 -.14 .01 -.09 .19* .03 .13 .02 ---- 

 
 

single mothers without a disability, there was a 
significant relationship between an evening out 
every 2 weeks and education, r = -.16, p<0.01; 
income, r = -.12, p<0.05; health, r = -.22, 
p<0.01; number of friends one can count on in 
times of need, r = -.36, p<0.01; how many 
friends one sees or talks to every 2 weeks; and 
employment status, r = -.18, p<0.01.  
 
In other words, for single mothers who did not 
have a disability, the factors of low educational 
levels, low income levels, poor self-rated 
health, few friends, few friends one sees or 
talks to every 2 weeks, and lack of employment 
were linked to their non- participation in the 
social activity of an evening out every 2 weeks 
with friends or relatives. For disabled/non-

disabled single mothers, low income and low 
educational levels (indicators of material depri-
vation), were linked to not going out for an 
evening every 2 weeks. For single mothers 
without a disability only, lack of employment 
(indicator of material deprivation) was also 
linked to not going out for an evening every 
2 weeks. For single mothers with a disability 
only, Aboriginal ethnicity was linked to not go-
ing out for an evening every 2 weeks.  
 

When we examine only the significant personal 
socio-economic characteristics of self-rated 
health, age, and number of close friends (see 
Table 2) and participation in the only significant 
social activity, an evening out every 2 weeks 
with friends or relatives (see Table 3), results 
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from Table 4 indicate that for single mothers 
with a disability, there was a significant rela-
tionship between an evening out every 2 weeks 
with friends or relatives and number of friends 
that one can count on in times of need, r = -.37, 
p<0.01. For single mothers without a disability, 
there was a significant relationship between an 
evening out every 2 weeks and self-rated 
health, r = -.22, p<0.01 and number of friends 
that one can count on in times of need, r = -.36, 
p<0.01. In other words, for disabled/non-
disabled single mothers, having few friends (an 
indicator of social deprivation), was linked to 
not going out for an evening every 2 weeks.  
 
For single mothers without a disability only, 
poor self-rated health was linked to not going 
out for an evening every 2 weeks. As noted 
previously, single mothers with a disability had 
poorer self-rated health than single mothers 
without a disability. Canadian evidence indi-
cates that a sense of community belonging or 
inclusion is linked to perceived physical and 
mental health; those with higher perceived 
health were more likely to have a higher sense 
of wellbeing and inclusion than those with low-
er perceived health (Shields, 2008). In addition, 
dimensions of social connections and relation-
ships have been found to promote individual 
well-being (Stiglitz, Sen, & Fitoussi, 2009). 
 
Discussion 
 
This study’s cross-sectional findings for single 
mothers with and without a disability were con-
sistent with Pantazis, Gordon and Levitas 
(2006) cross-sectional findings from the Po-
verty and Social Exclusion (PSE) Survey 
(n=1,534 households), which examined what 
percentage of the adult population participated 
in common social activities as one aspect of  
social deprivation. Although this cross-sectional 
study utilized fewer and rather simplistic meas-
ures for material deprivation and personal   
socio-economic characteristics, our social rela-
tions/emotional activities and response catego-
ries (see Table 3) were identical to those used 
in the PSE Survey. Findings from the PSE Sur-
vey indicated that population groups such as 
single mothers (53%), were much more likely 
to not participate in social activities such as 

have an evening out particularly due to low 
income, than were single women and part-
nered mothers (Levitas, Head, & Finch, 2006).  
 
This study’s cross-sectional findings for single 
mothers with and without a disability were con-
sistent with the Toronto Social Services’ 2003 
Survey findings of single mothers on Ontario 
Works (n=801) indicated that 4 out of 5 of   
these single mothers who received social as-
sistance had not had a night out with friends in 
the past month; 71% of these single mothers 
indicated that they had not had an evening out 
in a month because they could not afford to do 
so. In the Toronto Social Service’s Survey, 
respondents were not asked whether or not 
they had a disability, although they were asked 
if they felt isolated and lonely (findings/per-
centages not stated).  
 
This study’s findings for single mothers with a 
disability (see Table 3) were also consistent 
with findings from the PSE Survey (Pantazis, 
Gordon, & Levitas, 2006) which indicated that 
those individuals with mental health impair-
ments (44%) did not have an evening out be-
cause they could not afford to (Payne, 2006). 
Single parents (over 25%) were more likely to 
suffer from depression or poor well being than 
other population groups (Payne).The PSE Sur-
vey used the short version of the General Men-
tal Health Questionnaire (GHQ-12) which is 
used in general populations to measure symp-
toms of mental ill health, particularly depres-
sion. In the PSE Survey, this instrument was 
used as an "indicator of poor well being" 
(Payne, 2006, p. 289). 
 
In addition, this study’s findings for single 
mothers with a disability were also consistent 
with several other studies which examined so-
cial inclusion and disability in diverse popula-
tions. Gannon and Nolan’s (2007) study of the 
impact of disability transitions on social inclu-
sion used data from the Living in Ireland Sur-
vey, 1995-2001 (n=2727 adults). Respondents 
were asked, ‘Whether he or she had an after-
noon or evening out in the last fortnight, for 
entertainment, something that cost money; and 
if not what was the main reason, didn’t want to; 
full social life in other ways; couldn’t afford to; 
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can’t leave children; illness; or other. Their 
study found that having an evening out every 
fortnight, was the only social activity that was 
significant even when they controlled for age, 
gender, and educational attainment. Those 
who reported a disability were 19 percentage 
points less likely to participate in an evening 
out every fortnight than those who did not re-
port a disability, particularly those individuals 
who were elderly (65+ years) and for women. 
Other categories of social activity participation 
in their study included numbers of friends/rela-
tives one talks to or meets and membership in 
a club or organization. In the Living in Ireland 
Survey, disability is measured with the follow-
ing question : "Do you have any chronic physi-
cal or mental health problem, illness or disabi-
lity?" Respondents are also asked if they have 
a chronic or mental health problem, illness or 
disability, does their impairment limit their daily 
activities (severe, some or no limitations).  
 
Lastly, findings from Durst and Bluechardt’s 
(2001) study of Saskatchewan urban Aboriginal 
persons with disabilities indicated that one of 
the major barriers to participation in social and 
recreational activities was an indicator of mate-
rial deprivation (low income). In Durst and 
Bluechardt’s study, respondents (n=11) male/ 
female who ranged from 20-50+ years were 
asked, "Do you participate in recreational or 
sports activities"? For Aboriginal persons with 
disabilities, provision of culturally relevant so-
cial activities was deemed to be essential for 
their well-being and sense of inclusion (Durst & 
Bluechardt). 
 
Conclusions and Policy / Service-Provider 
Suggestions 
 
This paper has endeavored to deepen the un-
derstanding of wellbeing and social inclusion 
by examining the link between disability and 
social activity participation in Saskatchewan 
single mothers. Overall, study findings indica-
ted that there were imbalances or gaps in the 
social activity participation levels amoung sin-
gle mothers with a disability compared to single 
mothers without a disability. Saskatchewan 
single mothers with a disability did not partici-
pate in an evening out every 2 weeks as often 

as Saskatchewan single mothers without a 
disability. In addition, Aboriginal single mothers 
with a disability were less likely to have an 
evening out every 2 weeks than were Non-
Aboriginal single mothers with a disability. This 
finding confirms research which identifies a 
"double stigma" or "compound disadvantage" 
for women who are disabled and of a "minority" 
ethnicity such as Aboriginal ethnicity (Hague, 
Thiara, & Mullender, 2010). Material depriva-
tion (low income) was indicated by both groups 
of single mothers as the main reason for not 
participating in an evening out every 2 weeks 
(Durst & Bluechardt, 2001). 
 
Although each single mother in this study 
would experience her disability in a unique 
manner, it was evident from this study’s corre-
lational findings that disability or impairment 
has an impact on social activity participation 
and is also linked to factors such as low in-
come and Aboriginal ethnicity (Fougeyrollas, 
Cloutier, Bergeron, Cote, & St. Michel, 1999). 
For all single mothers with and without a disa-
bility, the numbers of friends that one has in 
times of need was also important to social ac-
tivity participation. The finding that single 
mothers with a disability have fewer friends 
during times of need than single mothers with-
out a disability was troubling. The author can 
speculate that choosing to have fewer friends 
would not be an option for most single mothers, 
particularly those with a disability; indeed, with 
the responsibilities of managing a household 
and raising children, more support rather than 
less support would seem desirable, even ne-
cessary, not only for the mother’s well-being 
but also for the children’s well-being. Single 
Aboriginal mothers with a disability, "lose out 
on both accounts" (Hague, Thiara, & Mullen-
der, 2010, p. 8); they have fewer supportive 
friends in time of need which may also impact 
on their ability to participate in social relational/ 
emotional activities than single mothers without 
a disability.  
 
This study has generated important questions 
for further research : do single mothers with a 
disability have fewer friends (disabled/non-
disabled) because of the disability and there-
fore less access to participate in social activi-
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ties or because of other reasons like transpor-
tations issues (i.e. cannot afford transportation/ 
their friends do not have access to transporta-
tion and/or also have a disability which also 
restricts their participation and/or cannot ac-
cess public buildings)? Are single mothers with 
a disability less accepted in public places (is 
single mother status and having a disability a 
double stigma) than single mothers without a 
disability and therefore reluctant to participate 
in social activities in the community? Are social 
activities culturally relevant and/or accessible 
(Durst & Bluechardt, 2001)? Wagner and Bai-
ley (2005) suggest that "physical accessibility 
and physical integration alone do not ensure 
that [Canadian] individuals with disabilities will 
feel welcome and accommodated" (p. 2). Com-
munity awareness programs are necessary in 
order to combat stigma. 
 
It is important that policy-makers and service 
providers focus on the heterogeneity of single 
mothers with disabilities (Gannon & Nolan, 
2007) and its link to income levels, Aboriginal 
ethnicity, numbers of supportive friends, and 
social activity participation… in other words, 
their wellbeing and inclusion in society. Single 
mothers with a disability want to participate in 
the same social relations/emotional activities 
that single mothers without a disability want to 
participate in (Wagar & Bailey, 2005).  
 
Increased financial resources and service-
provider programs which focus specifically on 
ensuring meaningful social activity participation 
amoung single mothers with a disability should 
be a priority in our society. If low income inhi-
bits many single mothers, with and without a 
disability, from participating in common social 
activities that they would like to participate in, 
policy-makers must ensure that these single 
mothers have an adequate income to do so. If 
single mothers with a disability do not have 
supportive friends to ease/facilitate participa-
tion in common social activities and/or cannot 
access culturally relevant activities, service-
providers must ensure that necessary sup-
port/mechanisms are in place to facilitate their 
full inclusion in society.  
 

It is vital for all of Canadian society to reco-
gnize that an individual’s functioning in society 
is inextricably linked to her impairment (s) and 
her social, political and environment (Fougey-
rollas, Cloutier, Bergeron, Cote, & St. Michel, 
1999); and to embrace the notion of societal 
impediment as the disabling factor rather than 
the impairment (WHO, 2009). Canadian society 
must take steps at both the individual level (i.e. 
medical rehabilitation) and at the societal level 
(i.e. introduction of universal design to make 
infrastructure more accessible) to ensure that 
those with functional limitations would not be 
"disabled" in the sense of their full participation 
or inclusion in society (Mont, 2007). "We, the 
one's who are challenged, need to be heard. 
To be seen not as a disability, but as a person 
who has, and will continue to bloom. To be 
seen not only as a handicap, but as a well in-
tact human being" Robert M. Hensel (born with 
spina bifida, Advocate for the disabled, interna-
tional poet-writer).  
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