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Abstract: Newcomers’ ability to access healthcare can be impacted by cultural, religious, linguistic,
and health status differences. A variety of options are available to support the development of
healthcare systems to equitably accommodate newcomers, including the use of basic English and
other languages in public health information, engagement with immigrant communities to advise
on program development, offering culturally competent health services, interpretation services, and
through creating space to collaborate with traditional practitioners. This study employed in-depth
interviews with newcomer families from the Healthy Immigrant Children Study that had been
living in Regina or Saskatoon, Saskatchewan, Canada, for less than 5 years, as well as with health-
care providers and immigrant service providers to understand how to improve healthcare services.
Analysis of participant quotes related to accessible healthcare services revealed five main themes:
(1) responsive, accessible services, (2) increasing cultural competence, (3) targeted newcomer health
services, (4) increasing awareness of health services, and (5) newcomer engagement in planning and
partnerships. An accessible healthcare system should include primary healthcare sites developed in
partnership with newcomer service organizations that offer comprehensive care in a conveniently ac-
cessible and culturally responsive manner, with embedded interpretation services. The Saskatchewan
healthcare system needs to reflect on its capacity to meet newcomer healthcare needs and strategically
respond to the healthcare needs of an increasingly diverse population.

Keywords: immigrant health; refugee health; healthcare access

1. Introduction

The first universal, comprehensive, government-controlled medical insurance plan in
North America, Medicare, was actualized in Saskatchewan on 1 July 1962 [1]. Medicare
primarily covered hospital and physician services. According to the 1961 census, the
Saskatchewan population (925,000) was largely of European descent, except for about
31,000 First Nations and 5000 Asians [2]. Given the majority population, Medicare was
shaped to respond to Europeans’ healthcare needs and expectations. Over the years,
insured healthcare services expanded to include new services, such as physiotherapy [3],
and new technologies, such as Magnetic Resonance Imaging [4], as the understanding of
healthcare needs broadened and technological advancements occurred.

In recent years, Saskatchewan has experienced dramatic demographic shifts primarily
due to changing immigration patterns. In 2016, about 11% of the Saskatchewan pop-
ulation were visible ethnic minorities [5]. This figure will continue to grow as recent
immigrants commonly originate from Asia and the Middle East [6]. Between 2011 and 2016,
Saskatchewan experienced the largest percentage increase in the immigrant population
across Canada (74%, 47,935 immigrants over 5 years in a province with population of just
over 1 million) [7], possibly due to promotion of the Saskatchewan Immigrant Nominee
Program. Over 50% of recent immigrants to Saskatchewan, Manitoba, Prince Edward
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Island, New Brunswick, and Yukon were admitted under provincial nominee programs,
while nationally only 16.4% of recent immigrants were admitted under such programs [8].
However, current provincial health system strategic plans do not mention any initiatives
that directly respond to the healthcare needs of newcomers (immigrants and refugees) [9].

Newcomers to Saskatchewan may experience a variety of barriers to accessing health-
care services, including low health literacy, lack of familiarity with the healthcare system,
cultural competency, cost, traditional beliefs, language difficulties, appointment time limita-
tions, and lack of childcare or transportation [10]. Refugees may also experience additional
barriers to healthcare due to discrimination and stigmatization [11]. Since newcomers’
ability to access healthcare can be impacted by cultural, religious, linguistic, and health
status differences, healthcare systems need to be designed to equitably accommodate new-
comers [12]. A variety of options are available to support newcomer health, including the
use of basic English and other languages in public health information, engagement with
immigrant communities to advise on program development, offering culturally competent
health services, interpretation services, and through creating space to collaborate with tradi-
tional practitioners [13,14]. Many of the inter-related initiatives that may support newcomer
health appear to revolve around the provision of culturally competent health services.

The Western biomedical model has been described as invalidating immigrant spiritual
and religious beliefs, familial context and their understanding of health through univer-
salizing the human experience; and is subsequently an ineffective approach to culturally
sensitive care [15]. Culturally competent care has been defined as “a dynamic, fluid, con-
tinuous process whereby an individual, system, or health care agency finds meaningful
and useful care delivery strategies based on knowledge of the cultural heritage, beliefs,
attitudes, and behaviours of those to whom they render care” [16]. Moving towards cultur-
ally competent care entails a critical examination of institutional policies and procedures to
identify how they may be contributing to the disempowerment of vulnerable groups [16].
Culturally competent healthcare services have the potential to increase health system effi-
ciency and client satisfaction, and improve newcomer health outcomes [17], as well as build
a link between traditional beliefs and practices with those of Western medicine [18]. The
overall objective would be to bridge diverse cultural perspectives with Western medicine
to facilitate better understanding on both sides without forcing anyone to supplant their
beliefs with new ones.

Several studies have focused on the evaluation of healthcare services that target im-
migrant women. Immigrant women in Toronto perceived that a mobile health clinic met
their care needs by providing highly accessible, holistic, and culturally and linguistically
appropriate healthcare services [19]. Health promoters have reported that creating rela-
tionships with their clients was key to successful health promotion [20]. They described
the importance of being culturally responsive, establishing trust, demonstrating respect,
and engaging in reciprocal learning with their clients to successfully engage them in health
promotion activities. These studies demonstrate that targeted innovative programming can
be developed to support immigrant women’s access to healthcare.

The community health centre (CHC) model in Toronto appears to successfully reach
immigrant populations. In a study of self-managed care and health service use in Toronto,
Hyman et al. [21] observed that Black Caribbean immigrant participants were more likely to
access care at the CHCs and receive diabetes care from a nurse educator and were more likely
to engage in positive diabetes self-management practices, including regular A1C testing,
as compared to the Canadian-born. The CHC health care model appears to be a promising
best practice for the provision of health care to immigrants with chronic conditions.

Existing research provides a wealth of information on the barriers and recommended
supports to improve newcomer healthcare access. However, most intervention studies
targeted one specific ethnic group, often in larger metropolitan centers with a longer history
of minority immigration, as compared to the relatively recent influx of immigrants to
Saskatchewan. Although immigration is increasing in Saskatchewan, the healthcare system
has not yet prioritized service adjustments to respond to immigrant healthcare needs [9].
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Recent research has demonstrated that Saskatchewan newcomers are experiencing sub-
stantial barriers to healthcare [10]. This article explores newcomer families’ experiences
with healthcare during their first 5 years in urban areas of Saskatchewan, Canada and their
suggestions for healthcare improvements with the aim of informing the development of an
accessible newcomer healthcare model.

2. Materials and Methods

This study is part of the larger multi-method Healthy Immigrant Children study that
encompasses a comprehensive assessment of 300 newcomer children’s health status and
access to healthcare [22]. This methods section describes the qualitative methods used for
this article.

2.1. Participants

Several newcomer settlement organizations, such as Open Door, facilitated participant
recruitment by inviting newcomer families to participate. Participants were families with
children aged 3 to 13 years living in Regina or Saskatoon and had been in Canada for less
than 5 years. Ethical approval was granted by the University of Saskatchewan Research
Ethics Board. The first author obtained consent and conducted all interviews in English or
Spanish during 2015. An interpreter was required on one occasion, while other participants
declined the offer.

We planned to interview between 15 to 20 parents to reach data saturation, which
can usually be reached with 8 to 12 interviews [23]. Efforts were made to purposefully
select newcomer families from immigrants and refugees involved in the larger study to
approximate the typical ethnic origins of recent newcomers to Saskatchewan. However,
due to frequent moves we could not contact many of the Asian refugees to invite their
participation in this part of the study. In 2016, 68% of Saskatchewan newcomers were from
Asia, 13% from Africa and the Middle East, 14% from Europe, 3% from the Americas, and
2% from the United States [24]. Twenty-two parents from 19 distinct newcomer families
participated. Parents were not asked to provide their ages. Both parents in three families
participated as couples. Participating parents included 15 mothers and 7 fathers, and
13 immigrants and 9 refugees. Participants originated from Eastern Europe (1), Latin
America (1), Africa (2), the United States (2), Western Europe (2), Asia (6), and the Middle
East (8). American and Western European families reported high incomes; one Middle
Eastern and one Latin American family reported middle incomes, while the remainder
reported low incomes.

In addition, we reached out to all known refugee settlement and immigrant serving
organizations, English-as-a-second language programs, schools with high immigrant pop-
ulations, and healthcare providers at clinics that served large immigrant populations in
Regina and Saskatoon. This outreach resulted in 22 service providers consenting to partici-
pate in similarly structured in-depth interviews about their concept of optimal newcomer
healthcare services. Service providers did not provide demographic information.

2.2. Theoretical Orientation

The concept of ‘candidacy’ as described by Dixon-Woods et al. [25] provides a useful
conceptual framework to understand healthcare access. Candidacy encompasses how an
individual’s eligibility for healthcare is determined through a process of negotiation be-
tween themselves and healthcare services. According to Dixon-Woods et al. [25], candidacy
is “a dynamic and contingent process, constantly being defined and redefined through
interactions between individuals and professionals.” Healthcare access is determined by the
interaction between macro-level healthcare structures, including service configuration and
resource allocation, and an individual’s capacity to attain services, which may be facilitated
or constrained by their social context. Healthcare services usually have eligibility criteria
and established processes for accessing services, as well as criteria for prioritizing those
who require urgent medical attention. Prior to accessing healthcare, individuals decide
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when it is appropriate to access healthcare, which can be either supported or deterred by
their socio-economic status and their perceptions of healthcare services expectations, care
environment, and health status. When there is a lack of alignment between healthcare
service structures and an individual’s embodied capacity to cross the access threshold,
vulnerabilities can be created among disadvantaged people.

2.3. Data Collection and Analysis

In-depth interviews were scheduled with parents; however, sometimes extended fam-
ily members joined the conversation and consented to participate, resulting in household
interviews. Interviews were transcribed verbatim, with the speaker noted whenever possi-
ble, and the entire data set was analyzed. The in-depth interview guides included questions
about their experiences accessing care in the Canadian healthcare system and suggestions
for improvement (Table 1). Existing questionnaires were accessed to guide the develop-
ment of interview questions [13,26,27]. Open-ended questions were used to collect rich,
descriptive narratives [28]. Interviews were conducted until data saturation was reached
and further interviews did not yield new information beyond that already collected.

Among services providers, sometimes two or three staff members from one organi-
zation were interviewed as a small group, and interviews were transcribed with speakers
noted whenever possible. The interview guide included open-ended questions modified
from the parent interview guide, as well as additional questions that explored current
understandings of factors that may be impacting access to healthcare. Consistent with the
newcomer parents’ interview process, interviews continued until saturation was attained.

The theoretical lens of candidacy provided a framework that guided the initial thematic
content analysis of the interview data. Interviews were recorded and transcribed verbatim,
and then verified a second time by the same person. Data were initially coded using an
inductive approach to generate categories [29]. Salient data extracts related to accessible
healthcare were identified and used to generate coding categories. Initial categories were
reviewed to identify main themes with reference to the frequency of similarly coded data
extracts and relevant atypical experiences. Categories were combined and reorganized to
further refine themes. Data analysis was initiated shortly after interviews started in an
iterative process, whereby initial results suggested additional lines of investigation, which
resulted in more nuanced questions and probing during the later interviews. A second
researcher reviewed the coding framework with reference to the initial five interviews.
NVivo11 was used to organize and code the data.

Interviewing to the point of data saturation, expansive probing, and prolonged partici-
pant engagement over several study components supported achieving thick description [30].
In addition, service providers drew on their broad experience with many newcomers, theo-
retically increasing the sample size underlying the data set. The inclusion of both parents
and service providers allowed for data triangulation from these two data sources. Asking
about both positive and negative experiences with healthcare and using an initial inductive
approach to data analysis supported reducing researcher bias.

Data reliability was supported through an iterative interview and data coding process.
As interviews proceeded, probing expanded to inquire about new lines of investigation, and
the context of knowledge gained from earlier interviews influenced coding decisions [30].
Data reliability in the Saskatchewan context was supported by purposefully selecting an
ethnically and socioeconomically representative sample of recent newcomers. Internal
reliability was evident in the overlapping interview data from distinct participants.

Quotes are attributed to participants according to the following naming conventions:
Regina refugee (RR), Regina immigrant (RI), Regina service provider (RSP), Saskatoon
refugee (SR), Saskatoon immigrant (SI), and Saskatoon service provider (SSP).
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Table 1. Interview Questions.

Parent Interview Questions Service Provider Interview Questions

1. How did you find out about accessing health
care services in Canada?

2. Please describe the first time you took your
children to a health care appointment after
arriving in Canada. Did your child have a
health problem? What did the physician ask
about? What types of tests or measurements?

3. After that first visit to the physician, have
you taken your children to see a physician
again? Can you tell me about it? (Probe for
location, health problem, treatment offered,
follow through with treatment) Did the
treatment work well—why? Was the
treatment difficult to follow or work poorly?
What treatments did you expect to receive for
the health problem that your child did not
receive? Have you sought out any other
therapy or treatment? Would you like
your child to receive any other therapy
or treatments?

4. Do you take your children to the public
health clinic to access any services? Please
describe. (Probe for immunizations, healthy
child check)

5. Has one of your children been hospitalized
in Canada? Can you tell me about it? How
did you manage to care for child when s/he
came home? Were you offered any additional
health services to help your child at home?

6. Does your family qualify for any special
health programs, such as Supplementary
Health Program, Family Health Benefits or
Special Support for Drug Coverage? Please
describe. Which benefits do you use? (Probe
for children’s dental care, eye care,
prescription drug coverage, medical supplies,
foot care, hearing services, chiropractic)

7. Are some health care services easier to access
than others? Please describe.

8. What kind of changes do you think could be
made to the Canadian health care system so
it could provide better service to your family
and other newcomers?

1. What barriers do you believe exist for
immigrants and refugees attempting
to access health care in Canada?

2. What strategies for dealing with these
barriers have you observed among
immigrants/refugees? Do you
believe these strategies were
culturally-based?

3. What changes could be made to
reduce or eliminate these barriers?

4. Is there anything else you can think of
that could be changed to make the
health care system more accessible to
immigrants and refugees?

3. Results

Analysis of participant quotes related to accessible healthcare services revealed 5 main
themes: (1) responsive, accessible services, (2) increasing cultural competence, (3) targeted
newcomer health services, (4) increasing awareness of health services, and (5) newcomer
engagement in planning and partnerships. Throughout the results section priority is
given to including newcomer quotes when available; however, service providers often
had more direct knowledge of how the healthcare system works and opportunities for
improvement. The frequency of participant statements related to each theme is outlined in
Figure 1. Responsive services was the most frequently coded theme among all participant
groups. Refugees and service providers contributed to the targeted services theme. The
perspectives of service providers largely shaped the partnership engagement and cultural
competence themes.
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3.1. Theme 1: Responsive, Accessible Services

Both service providers and newcomers recognized the importance of responsive
healthcare services, including convenient access, as core components to build an accessible
healthcare system. Newcomers mainly spoke about the importance of convenient access
to healthcare services, while service providers suggested the development of integrated
primary healthcare sites, not exclusively for newcomers, but with comprehensive services
provided in a culturally responsive manner.

In order to access publicly funded healthcare, newcomers need a Saskatchewan health
card. Unlike several other provinces, Saskatchewan deems all new permanent residents
eligible for a health card immediately upon arrival. When the Ministry of Health became
concerned that immigrants in other provinces were coming to Saskatchewan to get a health
card that they could then use until they were eligible for health coverage in their home
province, they consulted with Regina Open Door about how to ensure that only permanent
residents who intended to reside in Saskatchewan could get a health card. The Ministry
of Health responded to concerns about their policy that required a permanent address
and was able to work out a process that allowed for immediate access to health cards for
legitimate newcomers to Saskatchewan.

. . . newcomers would come to Saskatchewan to get a Saskatchewan health card right
away and then use it for 3 months in BC or Alberta . . . they cracked down on this by
saying give me your permanent address when you apply, but refugees . . . don’t get into
permanent housing right away, they stay in temporary housing . . . we said what if you
provide a temporary card for 1 month and we will sign to let you know the person is
here . . . and after 1 month we send you the address and they send them the full health
card. (RSP1)

Many healthcare providers shared ideas for more accessible healthcare services that
respond to the needs of vulnerable populations, including newcomers, such as conveniently
located healthcare services with streamlined access. In general, healthcare providers
suggested that a one-stop shop with co-located services and readily accessible would
be ideal.

A lot of these folks cannot make appointments; they don’t know what life is going to
look like so drop in clinics work well . . . the health bus 1 day a week . . . is parked in a
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neighbourhood that is very close to where a lot of these folks live . . . and it’s on a Saturday
. . . Monday to Friday doesn’t work for them; they want weekend appointments. (SSP1)

Newcomer participants placed a high value on convenient healthcare services. Once
newcomers became aware of walk-in clinics, they found them very convenient for meeting
a variety of health needs. Conveniently located clinics that do not require appointments and
are open longer hours were preferred by many newcomers to overcome some barriers, such
as transportation, limited opportunity for daytime appointments and language difficulties.

. . . the walk-in clinic is better for health services because newcomers don’t always speak
English . . . for some speaking is hard. With walk-in clinic you don’t need to phone
for appointment. (SR1)

Responding to newcomer healthcare needs often means reflecting on your normal
process and adjusting it as necessary to better accommodate newcomers. Many healthcare
providers went the extra mile to provide support needed to ensure children can access
programming and women are provided with urgent care in a respectful manner.

. . . offered cab vouchers . . . tried to arrange group bookings . . . so they are not having
to come for another appointment . . . hired some interpreters that are on site . . . (and)
email the interpreter to contact the (client). (RSP2)

In addition, sometimes extra time needs to be dedicated to building relationships with
newcomers, so they feel comfortable accessing services.

. . . any of these mandates that we are trying to . . . be efficient and not waste money,
that doesn’t necessarily work in these scenarios. You have to put the human/individual
first and the relationship develops . . . once you have that relationship going the people
are open and you can work better . . . but that takes time. (SSP1)

Interpretation is a vital component of responsive healthcare services for newcom-
ers with limited English. Immigrant service providers can be the link to arranging in-
terpretation services and serve as the contact point for referrals from English speaking
healthcare providers.

The referral needs to be coordinated. All the clients . . . for 2 to 3 years still have a language
barrier and work through us. I am primarily the person booking an appointment or making
a referral to family physician and . . . dental or eye appointments . . . they always put
(us) as . . . primary contact to coordinate the appointment with the specialist. (RSP3)

Service providers emphasized the importance of consistent access to convenient high-
quality interpretation services during healthcare provision. In addition, some resourceful
newcomers sought out responsive healthcare providers to meet their needs.

I used to book him (husband) with some Indian doctors so that he could go and visit them
and talk to them, rather than me interpreting for him . . . (he can) talk to them so that . . .
he could deal with his own situation . . . like I am not (such a) dependent person. (RR1)

Public health services were identified as an important responsive service that does
outreach to newcomer families, often in conjunction with schools, to help connect them
to healthcare services. When asked about which healthcare services they had accessed
for their children, many newcomer parents mentioned public health services. Aside from
the school and church clinics, Saskatoon public health services appear do active outreach.
Regina newcomers also mentioned accessing public health services; however, there did not
seem to be the same level of organized outreach to the newcomer population.

The public health nurse came here several times, once she came here (current house)
and so many times she came to Stonebridge (previous residence) in the first couple of
months. (SI1)

Healthcare providers emphasized the importance of convenience and outreach in the
provision of public health services to support the health of newcomers.
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A lot of the newcomers settle in an area that has a school very close . . . and they have
a drop-in immunization clinic every Thursday so a lot of those folks access that service
simply because of the geographical location and then word of mouth. (SSP2)

In addition, Saskatoon public health services either provide or connect newcomer
families to low-cost dental care. Although public health services are providing high quality
services, participant comments indicate opportunities to review services with a critical
focus on the provision of outreach and comprehensive services to support newcomers
during their first few years in Canada.

As Saskatchewan’s newcomer population continues to expand, it will be necessary
for healthcare organizations to reflect on their capacity to recognize and understand the
needs of newcomers and to adjust their practices to respond accordingly. An evaluation of
current healthcare services with a cultural lens will assist with planning the way forward
to meet the healthcare needs of a diverse population.

. . . how prepared are we and what kind of skills do we have in actually meeting the
needs of people . . . making sure that staff know . . . how they can access (interpretation)
services and creating a culture where that is the first approach, rather than just deferring
to I don’t know how to do that . . . developing policies that actually ingrain this idea into
their work culture of how do we support our newcomers. (SSP2)

Many service providers were aware of supportive healthcare models used in other
cities that incorporated interpretation services, cultural brokers, and health facilitators. The
development of integrated primary healthcare sites that provide comprehensive services
with convenient access in a culturally responsive manner that incorporates the role of
cultural facilitators would provide ideal service for many newcomers.

. . . the continuation of care is important so if the health system in Saskatchewan has
these primary care centres . . . they are open for the newcomers and take care of them . . .
a place where they can see their family physician, their own psychologist or counselor,
nutrition therapist . . . A multidisciplinary clinic. (RSP4)

The use of mentors or host families to provide additional guidance on an as-needed
basis during the first few months in Canada was mentioned by many service providers
and newcomers as an ideal model to support newcomer access to a variety of services.
Healthcare providers recognized that some newcomer families struggle with accessing
healthcare and emphasized the primacy of mentorship and the role of the public health
nurse in collaborating with formal and informal mentors. Although many immigrant-
serving agencies offer host family programs, perhaps there could be additional training for
host families to encourage their involvement, and/or healthcare providers could be made
aware of these programs and be open to collaboration with the client and their mentor
when appropriate.

That support is missing sometimes . . . who is there that could help that particular family
to make sure they access that service? As a public health nurse, it’s helping to identify
who their mentors are, if they have a church member or community member to help them,
talk together to make sure they are able to access resources. (RSP5)

When asked about policy suggestions to improve newcomer health, healthcare providers
recommended improving health benefit programs to make prescription drugs and dental
and vision care more accessible, as well as universal childcare so parents can more easily
integrate into employment. Immigrant service providers suggested more prevention
programs designed with a newcomer lens, as well as gender and Aboriginal lenses. In
addition, immigrant service providers mentioned some specific policy challenges that make
it difficult to support newcomer integration. Many government services prefer to provide
service over the phone instead of in-person drop-in service, which presents significant
challenges for newcomers with limited English skills. Current privacy guidelines have not
been designed through a newcomer lens and can be a barrier when a caseworker is trying
to assist a newcomer client to access a government service. For example, the reporting
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system for the housing supplement relied heavily on telephone contact, which is a barrier
for newcomers.

. . . they say ‘no I cannot share with you because there is a privacy policy.’ I say ‘but I
have the newcomer here, I have a signed document here,’ ‘no let the newcomer talk to me,’
but he can’t talk because he doesn’t speak English . . . A key point is creating a circle of
care team with the organizations working with newcomers . . . and other service providers
. . . in terms of how we can share and protect information. (RSP1)

These examples speak to the importance of applying a newcomer lens to all programs
and policies to ensure equitable access without creating an administrative workload burden
for immigrant settlement agencies.

3.2. Theme 2: Increase Cultural Competence

Although not commonly mentioned by newcomers, service providers often agreed
that increasing the cultural competence of our healthcare system would contribute to the
development of accessible healthcare services for newcomers. They noted that service
providers are often unaware of cultural practices and traditional medicine in different
countries and how these practices impact access to healthcare.

. . . there are still people . . . who have no idea what Islam is or Ramadan is . . . there is
a real knowledge gap there so it would probably be helpful to know what is appropriate
and what’s not. Trying to understand where people are coming from a little better before
asking certain questions. (SSP3)

However, there is a balance that must be achieved between attenuating the healthcare
system to meet the needs of newcomers and educating newcomers on how the Canadian
healthcare system works to support the development of a shared understanding.

. . . we also have to somehow bridge that gap, we are in Canada and people are coming
here and they are learning . . . how things operate here . . . there is a balance . . . there is
that meeting place where we both come together. (SSP2)

The need to provide culturally sensitive dietary advice and education was highlighted
by service providers. Health education messages need to be customized to be relevant to
people from different cultures and respectful of their traditional knowledge. The current
Canadian Food Guide was designed from the viewpoint of those who consume a Western
diet, so it often fails to be an adequate dietary guide for cultures whose staple foods include
maize or pulses.

What’s really important is . . . not having that expectation that the way we eat or the foods
we have are the foods that our newcomers should be eating . . . how can you translate
good nutritional practices into the dietary practices that they bring with them. (SSP1)

In addition, newcomers may not view organized physical activity as a recreational
activity if they have done physical work all of their lives and walked everywhere. Hence,
they may not recognize the importance of getting their children to be physically active.
Adopting the newcomer’s perspective before delivering health education messages can
lead to more successful health promotion among newcomers.

. . . explore what it is within that culture, their beliefs around breastfeeding, beliefs
around being active . . . how can we blend it to (Canadian recommendations) . . . in the
long run it would be so powerful. (RSP5)

Several newcomers mentioned the use of traditional healing practices to prevent illness
and as a first-line treatment before seeking medical help. It is not clear if any of them have
ever mentioned their traditional healing practices to their healthcare providers or if they
would be comfortable doing so.

I give them warm milk with garlic for coughing and it is better . . . runny nose then it is
gone. Sometimes it helps and we don’t need to go to doctor. Sometimes it doesn’t help and
we go to the family doctor or clinic. (SR2)
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Some service providers mentioned that increasing understanding of traditional and
alternative healing practices among healthcare providers would contribute to a supportive
healthcare environment. Service providers noted the importance of respecting traditional
health beliefs, which can be core cultural components of some newcomers’ identities
while providing evidence-based health advice. It is also important to be aware of any
traditional treatments being used by patients to ensure they are not contraindicated for the
client’s condition.

. . . the healing forces by holy water, the prayer, and also when the community are
together and strong to support the family that is psychological healing . . . at the time of
sickness the whole community stands with you . . . In childbirth in Eritrean culture . . .
the mother will have traditional sauna . . . and when she comes out the flaxseed soup . . .
she have to drink . . . it makes her muscles loose so it helps her at delivery time. (SSP4)

3.3. Theme 3: Targeted Newcomer Health Services

The Regina Open Door Society, former Regina Qu’Appelle Health Region and Regina
Community Clinic have partnered to offer targeted health services to refugees in the
Regina area since 2004. One of the keys to success has been the availability of supportive
interpretation services. The overall success of the Regina partnership in terms of healthcare
access measures and client satisfaction is high.

. . . (the partnership) has been working very effectively . . . resulted in coordinated
healthcare for all individuals with high medical needs (and) . . . 99 to 100% success in
terms of immunization because we do close follow up . . . Also in terms of going back to
medical clinic, visiting the family physician is significantly high at 98 to 99%. (RSP2)

In some instances, quick access to the targeted healthcare service has been beneficial for
those with existing health issues, such as a newcomer who had a potentially stigmatizing
mental health issue and had facilitated access to good treatment that assisted him to recover
and successfully integrate into Canadian society.

. . . we were supported by Open Door that was the good thing, we were booked by the
public health nurse to see the doctor . . . My husband was on medication that was why
we got into the doctor because he used to get his medication for the depression . . . After
he got the job and started working and he is good now. He doesn’t need it anymore. He
got good care from Regina Community Clinic. (RR1)

The Regina Community Clinic is meeting the healthcare needs of refugees, although
they are experiencing increased service demands such that they are stretched to accommo-
date with existing resources. The Regina Community Clinic accepts all new government-
sponsored refugees to the Regina area as patients, and when many of them do not transition
to other physicians in the community, it can become difficult to continue the same level of
service without the addition of new resources.

When we started, we started with 20 or 30 patients a year . . . and then the number
increased every single year, now . . . we take 200 to 250 patients a year . . . 90 or 92%
of them stayed in the clinic since they started . . . even when we tell them they can go
find another physician in the community they don’t . . . they like the clinic, they come
for follow ups, if they have a translator and somebody to bring them they don’t miss
their appointments. (RSP4)

Even demand for the public health services provided by the former Regina Qu’Appelle
Health Region at the Regina Open Door Society location is growing.

Every year we do flu clinic for . . . this year close to 700 (individuals) . . . for us 700 is
huge number . . . (public health nurse) sees more people, sometimes we have more people
waiting in that section than the other. (RSP2)

Although the former Regina Qu’Appelle Health Region Public Health Services and
Regina Community Clinic are providing targeted service to refugees, immigrants do
not have access to the same dedicated service. Given this lack of targeted services for
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immigrants and the increasing demand for supportive healthcare services by refugees,
some service providers suggest the need for a primary healthcare clinic that focuses on
newcomer health.

Our health program is mainly for refugees . . . we have proposed to have a primary
health site that focuses on newcomers . . . Lack of interpretive services is one of the reasons
people are not going (to other healthcare services). Immigrants are not getting interpretive
services, even refugees are only getting the service . . . for the first 6 months while they
are going through the health partnership. (RSP1)

In Saskatoon, a nurse practitioner at Westwinds Primary Health Clinic sees many
refugees who are referred to her by the Saskatoon Open Door Society. Typically, she
receives requests from settlement counsellors when they have new arrivals that need a
health exam, and an appointment is made with consideration given to the urgency of the
referral. Sometimes settlement counsellors may think a referral is urgent when it is not,
possibly because they do not have access to a dedicated public health nurse to do the timely
screening. Although in-person interpretation services are not routinely provided for clients
who see the nurse practitioner, she has access to telephone interpretation services through
the former Saskatoon Health Region’s account when needed.

(nurse practitioner) . . . makes sure their immediate needs are met anticipating any sort
of issue or problem, trying to address it for them, giving them some ideas about where
they can go . . . just letting them know if they have a question or are not sure about where
to go . . . (they) can ask . . . (she is) a facilitator and points people in the right direction
. . . sometimes (she sees refugees) over a long period of time simply because they don’t
want to see anybody else. (SSP2)

As previously discussed, rather than developing targeted services for newcomers,
the former Saskatoon Health Region has focused on expanding programming to reach
vulnerable populations, including newcomers, who live in low-income areas. An exception
to this approach is in the area of mental health, where the former Saskatoon Health Region
partnered with an immigrant-serving agency to offer counselling on-site to overcome some
access barriers.

. . . we have a counselor that comes Tuesday afternoons . . . employed by the health region
. . . people can bypass the whole intake process to come in and see a counselor here. There
is definitely people who would not come to see her (at the health region site) . . . There is a
lot of stigma with mental health. (SSP5)

Similar to Regina, there is not a standard referral system for immigrants to access
dedicated healthcare providers in Saskatoon. A coalition of healthcare and immigrant
service providers was collaborating on the Providing Access to Healthcare (PATH) project
to develop standard processes in the healthcare system to meet newcomers’ healthcare
needs in Saskatoon.

The intention of PATH is trying to create pathways and processes between healthcare
providers, where newcomers can arrive in the city and there would be established processes
. . . that people would move through the system, so strong connection and communication
. . . methods of referral, and practitioners who are on board to be able to really wrap
around the diverse needs of the newcomers. (SSP6)

In addition, some service providers advocated for a newcomer primary healthcare
clinic to serve refugees, immigrants or both populations.

. . . anything that helps to build that trust . . . it is a mutual effort, cultural competency
of the staff and health care providers, as well as the reliability of the services and the
connection that the patient can feel with the doctor . . . .a community clinic . . . that
can provide services directly to immigrants and refugees would help them to open up
easier. (SSP5)
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3.4. Theme 4: Increase Awareness of Health Services

One of the key prerequisites to accessing healthcare is being aware of the services and
how to access them. Newcomers may get information from a variety of places including
immigrant settlement agencies, newcomer welcome centres, public health nurses and their
neighbours. Therefore, they do not always get accurate or timely advice when they have a
need for healthcare service.

Several newcomers, more commonly immigrants, mentioned difficulties with not
knowing where to access healthcare and that orientation to healthcare services would be
helpful. Although refugees have access to caseworkers at immigrant settlement agencies,
immigrants do not get the same level of service, which may put them at a disadvantage.

Better orientation would be good. We didn’t have any of our family members or relatives
or any family friends when we came to Regina, we had no contacts, it takes time to know
your community centres. (RI1)

However, English-speaking immigrants appeared to understand where to look for
information on community resources.

Open Door Welcome Centre told us about healthcare here . . . they gave us a brochure
and health card application . . . I think there are things on the government website/health
site, to say what you can expect coming into the country. (RI2)

Service providers generally agreed that we need to systematically inform newcomers
about the healthcare system so they are better prepared to access healthcare services when
the need arises. They recognized the need for multiple modalities to assist newcomers to
understand and connect to the healthcare system. In addition, some newcomers with more
complex healthcare needs may require more intensive short-term case management type
services to assist them to connect with healthcare services.

. . . hospitals . . . (could) be open to tours . . . an orientation to how a hospital works (and
providing) more knowledge before they come, pre-arrival information, that seems to be a
huge issue for a lot of people, a lot of assumptions being made, what Canada is, the kind
of services. (SSP4)

3.5. Theme 5: Engagement in Planning, Partnerships

The importance of partnerships in the development of health programming for new-
comers was stressed by many service providers when they spoke about existing successful
programs or those that are currently under development. Successful partnership devel-
opment requires ongoing communication and senior leadership involvement. Service
providers mentioned several examples of successful partnerships, including partnerships
with MEND (Mind, Exercise, Nutrition, and Do It) to offer health promotion programming
to youth and a local charity to support the health and social needs of newcomer youth that
are not covered by other programs.

MEND (Mind, Exercise, Nutrition and Do It) . . . A University of Saskatchewan program
. . . One of my groups . . . I sent them to MEND . . . they talk about healthy eating, being
active, screen time. One session of MEND is only for Open Door clients . . . It is at
YMCA . . . our funding is for transportation . . . It is a good program. (SSP4)

Many organizations recognize that everyone holds a piece of the partnership puzzle
and cannot succeed alone, so there is a need to communicate with each other to develop
successful collaborative health programs. Some barriers to collaboration that need to be
overcome include overly narrow funding parameters and established ways of working that
need to be worked through.

Somebody may have a program already out there that could be beneficial for newcomers,
but . . . they say ‘no, we are asked to focus on this particular population and don’t have
the funds to work with yours.’ We need more flexibility to work together. (RSP1)
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In addition, sometimes partnership building work is not prioritized amongst the daily
service delivery demands. In Saskatoon, service providers were in the initial stages of
building the PATH partnership and realized that communication is key to moving forward.

. . . right now we work quite separately . . . settlement does this and (health system) does
that, but if we build more pathways between and amongst our services there would be
more support in trying to develop pathways for newcomers to access services. (SSP5)

There was strong support among service providers to consult with newcomers about
healthcare planning to ensure that their healthcare needs were considered. Service providers
mentioned consultation gaps and lack of responsiveness to suggestions, as well as opportu-
nities to consult with newcomers.

. . . they need to be at the decision-making table . . . provide that wisdom and guidance
. . . just as much as it’s really big with our First Nations and Metis. You can’t make
decisions for people or on behalf of people, they need to be invited to the conversation at the
table because what they have to say is important. They have the understanding. (SSP7)

One service provider mentioned that she was surprised to be consulted by the fed-
eral corrections service when she had not been invited to provide cultural advice to the
healthcare system.

I was very disappointed when (Healthline) 811 was launched, nobody contacted us, they
didn’t have any strategy to promote it among newcomers, although it is an excellent
and valuable service . . . We don’t get opportunities in some areas . . . when developing
policies. Like primary health care for example, I haven’t heard from anybody. (RSP1)

When meaningful consultation happens, it can have a substantial impact. However,
healthcare planners must remember to thoughtfully include the growing newcomer pop-
ulation in their demographic overview to inform healthcare consultation plans. Service
providers’ comments conveyed that successful consultations were often facilitated by
healthcare administrators becoming aware of someone they could connect with from an
immigrant-serving organization.

. . . for years they didn’t include anything on newcomers . . . I phoned someone and
said there is nothing on newcomers and they said they forgot. How can you forget this
when people are coming here in droves? . . . now there has been consultation. . . . the
creation of the Saskatchewan Mental Health Coalition and the invitation to Open Door
to be part of that forum and have a voice at that table and also having a component on
immigrant and refugee health being put into their report . . . not just the First Nations
and Aboriginal populations. (RSP1)

Beyond an advisory capacity, service providers also offered some suggestions about
how to engage newcomers in leadership roles.

. . . there is a lot of capacity for internationally trained health professionals who have a
lot of valuable input and time to be used . . . (they could assist with) some expertise in
terms of health literacy. (SSP5)

Strategies to support accessible healthcare are summarized in Figure 2.
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4. Discussion

In alignment with best practice recommendations regarding healthcare access [12],
participants recommended that healthcare systems should be designed to accommodate
cultural, religious, linguistic, and health status differences common to newcomers. Partic-
ipant comments indicate that the provision of culturally competent health services may
be at the center of all the inter-related initiatives that support newcomer health. It is the
link between the core identities of newcomer groups to Westernized medical care. Since
the Western biomedical model has been found to be an ineffective approach to culturally
sensitive care [15], efforts should be made to move towards culturally competent care
through a critical examination of institutional policies and procedures to identify how
they may be contributing to the disempowerment of vulnerable groups [16]. Culturally
competent healthcare services can bridge traditional beliefs and practices with those of
Western medicine [18] and has the potential to improve newcomer health outcomes and
client satisfaction [17]. The overall objective should be to facilitate better understanding
between Western healthcare providers and cultural groups without forcing anyone to
supplant their beliefs with new ones.

In alignment with participant suggestions, the use of culturally and linguistically
appropriate health education materials can produce positive results, such as increased HIV
testing [31] and increased client satisfaction [32]. Overall, it would be beneficial to enhance
the cultural capacity of the healthcare system to support newcomers to feel respected and
welcomed, as well as to ensure that treatment recommendations consider traditional beliefs
and practices to support the best clinical outcomes and client satisfaction.

The first step to accessing healthcare services is to understand where and how to
access services, so a systematic approach to providing this information to newcomers
would help to facilitate access. Consistent with participant comments, previous research
has demonstrated that recent newcomers often lack understanding of how or where to
access healthcare services [33]. Participants noted that settlement agencies and ethno-
cultural organizations/networks are reliable sources for this type of information, but
newcomers, especially immigrants, who do not engage with these organizations may not
encounter this information. There are also other opportunities to enhance awareness of
healthcare services, including the provision of pre-arrival information, hospital tours and
outreach services from Public Health.
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All participating healthcare and immigrant service providers agreed that there is a need
to make adjustments to the healthcare system to more systematically address the health
needs of newcomers. However, perspectives ranged from providing supports to assist
newcomers to better access universal healthcare services to the development of specialized
primary healthcare sites for newcomers or refugees. Consideration will need to be given to
whether a targeted or inclusive approach to healthcare is adopted. Several studies have
found that both targeted newcomer programs and more universal community health centers
can successfully serve the newcomer population. For example, a mobile health clinic that
provided primarily reproductive healthcare services to immigrant women demonstrated
some positive results with regards to providing accessible, holistic, and culturally and
linguistically appropriate healthcare service [19]. Similarly, the community health center
model (CHC) successfully engaged with Black Caribbean immigrants such that they were
more likely to access diabetes care from a nurse educator than the Canadian-born [21].

While the development of targeted primary healthcare sites that provide culturally
responsive services may be ideal for many newcomers, targeted programs can quickly
develop capacity issues if clients do not transition to regular universal services after the
first year. Depending on eligibility criteria, targeted programming may be inaccessible to
some immigrants who need similar services. The other option is the inclusive approach,
whereby a newcomer lens is adopted to guide the transformation of healthcare services.
In low-income areas, this may include the development of inclusive healthcare services
for all vulnerable populations, which incorporates culturally sensitive care for both First
Nations and newcomer populations, including interpretation. Consideration may also be
given to hiring some cultural facilitators to assist newcomers with intensive or complex
health needs to access healthcare services at various facilities.

Service provider comments emphasized the importance of good communication
between organizations and a willingness to share resources and expertise to develop
successful healthcare partnerships to serve newcomers. Effective partnership building
requires focused work by all involved organizations to come to an understanding about
how everyone can contribute to building a collaborative healthcare model for newcomers.
Service providers mentioned several partnerships that are key to ensuring program success,
either through engaging participants to use the service or providing supports such as
transportation or facility use. However, sometimes overly narrow funding parameters or
established ways of working together can be barriers to partnership development. Research
has demonstrated that successful healthcare partnerships entail meaningful consultation
and involvement with the newcomer community [14]. When community members are
consulted as experts and treated as true partners in a collaborative program development
process, the focus is placed on cultural relevance, and long-standing problems can be
resolved [30]. Newcomer communities and settlement organizations can be valuable
partners in the development of responsive healthcare services.

The identified themes generally align with the concept of ‘candidacy’ described by
Dixon-Woods et al. [25]. The identified themes focus on the interaction between healthcare
services, including service configuration and resource allocation, and the social context of
newcomers’ lives, which together impact capacity to access healthcare services. Overall,
newcomer healthcare services should be designed in collaboration with newcomers in a
systematic and reflective manner to respond to the cultural, social and economic contexts of
newcomers’ lives; and healthcare orientation should be proactively offered to newcomers to
support appropriate and effective access to available services. This alignment of responsive
healthcare services with an enhanced understanding of how to access care can reduce
inequitable healthcare access among newcomers.

The Saskatchewan health system has made some policy and practice advances related
to serving newcomers over the past few years. The former Saskatoon Health Region
released a reference guide for healthcare providers in their region to access interpretation
and translation services in 2013 [34]. The guide details how to access a telephone interpreter,
health region staff or volunteer interpreter, and sign language interpreter, but leaves it to the
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reader to decide which type of interpretation is most appropriate in each case. The former
Regina Qu’Appelle Health Region has provided information to their staff on how to access
Can Talk telephone interpretation and services for those who are deaf and hard of hearing.
In mid-2014, they also informed all staff that they should use Can Talk service prior to
seeking out a staff member who translates [35]. This may have been in response to concerns
about client confidentiality or interpretation accuracy issues. However, Can Talk has not
worked well for everyone, and face-to-face interpretation is required for some patients [35].

The former Saskatoon Health Region is also providing leadership related to support-
ing internationally trained healthcare workers to engage in employment in Saskatchewan.
In collaboration with the Ministry of Health, and with funding from Health Canada, the
Saskatoon Health Region leads a provincial project, Pathways: Internationally Educated
Health Professionals (IEHP) Support, Bridging and Integration, which provides information
and support to assist IEHPs to achieve licensure and seek employment within their profes-
sions [36]. Although the primary motives for undertaking these projects may be to support
human resource needs, the projects will likely assist with transforming the healthcare system
workforce to more closely resemble the population served in Saskatchewan and perhaps
becoming more open to considering how to meet the needs of the newcomer population.

The inclusion of diverse newcomer groups in terms of culture, country of origin and
socioeconomic background, as well as service providers, is a strength of the study that
supported integration of diverse perspectives of both consumers and service providers
regarding how to improve healthcare. The study results offer insights on how to improve
healthcare in Saskatchewan and similar contexts to improve newcomer health outcomes.
Unfortunately, we were not able to reach sufficient Asian refugees due to frequent moves
by these families, resulting in lower than desired participation by this group. In addition,
study recruitment was limited to urban centres, so the experience of newcomers in rural and
remote areas that may have experienced different or more intense challenges is not included.
Service providers often contributed more complex ideas grounded in their many years of
experience within the healthcare and immigrant-serving organization environments and
supported by their advanced English language skills, resulting in the inclusion of many
service provider quotes. However, whenever possible relevant newcomer quotes were
prioritized for inclusion.

These study results and similar literature suggest that future research should focus on
trials of healthcare models that offer services targeted to newcomer families as compared
to more universal healthcare models that integrate responsive, culturally sensitive care
practices. Such trials could help point out which model results in the best outcomes, as
well as determine whether either service model can better meet service demands within
available resources.

5. Conclusions

An accessible healthcare system should include primary healthcare sites developed
in partnership with newcomer service organizations to offer comprehensive care in a
conveniently accessible and culturally responsive manner, with embedded interpretation
services. Since specialized programs for a target population may unintentionally isolate
clients from the broader healthcare system, care should be exercised to integrate program-
ming across the healthcare continuum to ensure that access to culturally sensitive care is
broadly enhanced.

The healthcare system needs to reflect on its capacity to meet newcomer healthcare
needs and strategically respond to the healthcare needs of an increasingly diverse popu-
lation. The Ministry of Health, Saskatchewan Health Authority, community clinics, and
individual healthcare providers should critically examine institutionalized policies and
procedures to identify how they may be contributing to the disempowerment of vulnerable
groups, reflect on their capacity to serve newcomers, and respond appropriately.

Author Contributions: Conceptualization, G.L. and H.V.; methodology, G.L. and H.V.; formal analy-
sis, G.L.; data curation, G.L.; writing—original draft preparation, G.L.; writing—review and editing,



Int. J. Environ. Res. Public Health 2022, 19, 3752 17 of 18

G.L. and H.V.; visualization, G.L. and H.V.; supervision, H.V.; project administration, G.L.; funding
acquisition, H.V. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Ministry of Advanced Education/Government of Saskatch-
ewan, grant number 413088 and 411854, Canadian Institutes of Health Research, grant number
412577, College of Pharmacy and Nutrition/Office of the Provost and Vice-President Academic
University of Saskatchewan, fund number 410369, Saskatchewan Health Research Foundation, fund
number 411078.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Review Board of the University of Saskatchewan
(Bio# 09-197, 13 December 2011) for studies involving humans.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to participant privacy.

Acknowledgments: The authors would like to acknowledge the support of the Regina and Saskatoon
Open Door Societies, Regina Community Clinic, Saskatchewan Health Authority, and the Regina
Catholic School Board for assistance with participant recruitment and provision of space to conduct
the study.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. Brown, L.; Taylor, D. The Birth of Medicare: From Saskatchewan’s Breakthrough to Canada-Wide Coverage. Can. Dimens. 2012.

Available online: https://canadiandimension.com/articles/view/the-birth-of-medicare (accessed on 15 December 2021).
2. Statistics Canada (1962–1964). Population by Specified Ethnic Groups. Census of Canada, 1961: Advance Report. 1962. Available

online: https://publications.gc.ca/site/eng/9.833024/publication.html (accessed on 15 December 2021).
3. Saskatchewan Health. It’s for Your Benefit Booklet. 2019. Available online: https://www.saskatchewan.ca/residents/health/

prescription-drug-plans-and-health-coverage/health-benefits-coverage/fully-covered-services (accessed on 15 December 2021).
4. Saskatchewan Health. Magnetic Resonance Imaging. 2019. Available online: https://www.saskatchewan.ca/residents/health/

accessing-health-care-services/medical-imaging/procedures/magnetic-resonance-imaging-exam (accessed on 15 December 2021).
5. Statistics Canada. Immigration and Ethnocultural Diversity Highlight Tables. 2017. Available online: https://www12.statcan.

gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/Table.cfm?Lang=E&T=41&Geo=00&SP=1&vismin=2&age=1&sex=1 (ac-
cessed on 15 December 2021).

6. Statistics Canada. Top 10 Countries of Birth of Recent Immigrants, Canada, 2016. 2017. Available online: https://www150
.statcan.gc.ca/n1/daily-quotidien/171025/t002b-eng.htm (accessed on 15 December 2021).

7. Mental Health Commission of Canada. Immigrant, Refugee, Ethnocultural and Racialized Populations and the Social Determinants of
Health: A Review of the 2016 Census Data; Mental Health Commission of Canada: Ottawa, ON, Canada, 2019. Available online:
https://mentalhealthcommission.ca/wp-content/uploads/2021/09/irer_report_mar_2019_eng.pdf (accessed on 15 December 2021).

8. Statistics Canada. Immigration and Ethnocultural Diversity: Key Results from the 2016 Census. The Daily 2017. Available
online: https://www150.statcan.gc.ca/n1/daily-quotidien/171025/dq171025b-eng.htm?indid=14428-1&indgeo=0 (accessed
on 15 December 2021).

9. Saskatchewan Health. Ministry of Health Plan for 2021–22; Saskatchewan Health, Ministry of Health|Ministries|Government of
Saskatchewan: Regina, SK, Canada, 2021.

10. Lane, G.; Hengstermann, M.; White, J.; Vatanparast, H. Newcomer challenges with accessing healthcare services in Saskatchewan,
Canada. Bord. Crossing 2021, 11, 157–174. [CrossRef]

11. Szajna, A.; Ward, J. Access to health care by refugees: A dimensional analysis. Nurs. Forum 2015, 50, 83–89. [CrossRef] [PubMed]
12. World Health Organization. Health of Migrants: The Way Forward-Report of a Global Consultation, Madrid, Spain, 3–5 March 2010;

WHO: Geneva, Switzerland, 2010. Available online: http://www.who.int/hac/events/consultation_report_health_migrants_
colour_web.pdf (accessed on 15 December 2021).

13. Young, D.; Spitzer, D.; Pang, F. Understanding the Health Care Needs of Canadian Immigrants. Report Submitted to the Prairie
Centre for Excellence on Immigration and Integration. 1999. Available online: https://sites.ualberta.ca/~{}pcerii/Virtual%20
Library/FinalReports/young99.htm (accessed on 15 December 2021).

14. Anderson, L.; Scrimshaw, S.; Fullilove, M.; Fielding, J.; Normand, J.; Task Force on Community Preventive Services. Culturally
competent healthcare systems: A systematic review. Am. J. Prev. Med. 2003, 24, 68–79. [CrossRef]

15. Jhangiani, S.; Vadeboncoeur, J. Health care “as usual”: The insertion of positive psychology in Canadian mental health discourse.
Mind Cult. Act. 2010, 17, 169–184. [CrossRef]

https://canadiandimension.com/articles/view/the-birth-of-medicare
https://publications.gc.ca/site/eng/9.833024/publication.html
https://www.saskatchewan.ca/residents/health/prescription-drug-plans-and-health-coverage/health-benefits-coverage/fully-covered-services
https://www.saskatchewan.ca/residents/health/prescription-drug-plans-and-health-coverage/health-benefits-coverage/fully-covered-services
https://www.saskatchewan.ca/residents/health/accessing-health-care-services/medical-imaging/procedures/magnetic-resonance-imaging-exam
https://www.saskatchewan.ca/residents/health/accessing-health-care-services/medical-imaging/procedures/magnetic-resonance-imaging-exam
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/Table.cfm?Lang=E&T=41&Geo=00&SP=1&vismin=2&age=1&sex=1
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/Table.cfm?Lang=E&T=41&Geo=00&SP=1&vismin=2&age=1&sex=1
https://www150.statcan.gc.ca/n1/daily-quotidien/171025/t002b-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/171025/t002b-eng.htm
https://mentalhealthcommission.ca/wp-content/uploads/2021/09/irer_report_mar_2019_eng.pdf
https://www150.statcan.gc.ca/n1/daily-quotidien/171025/dq171025b-eng.htm?indid=14428-1&indgeo=0
http://doi.org/10.33182/bc.v11i2.1222
http://doi.org/10.1111/nuf.12051
http://www.ncbi.nlm.nih.gov/pubmed/24383538
http://www.who.int/hac/events/consultation_report_health_migrants_colour_web.pdf
http://www.who.int/hac/events/consultation_report_health_migrants_colour_web.pdf
https://sites.ualberta.ca/~{}pcerii/Virtual%20Library/FinalReports/young99.htm
https://sites.ualberta.ca/~{}pcerii/Virtual%20Library/FinalReports/young99.htm
http://doi.org/10.1016/S0749-3797(02)00657-8
http://doi.org/10.1080/10749030903311969


Int. J. Environ. Res. Public Health 2022, 19, 3752 18 of 18

16. Douglas, M.; Pacquiao, D. Core curriculum in transcultural nursing and health care. J. Transcult. Nurs. 2010, 21 (Suppl. 1), 53S–136S.
17. Brach, C.; Fraser, I. Can cultural competency reduce racial and ethnic disparities? A review and conceptual model. Med Care Res.

Rev. 2000, 57 (Suppl. 1), 181–217. [CrossRef]
18. Renfrew, M.; Taing, E.; Cohen, M.; Betancourt, J.; Pasinski, R.; Green, A. Barriers to care for Cambodian patients with diabetes:

Results from a qualitative study. J. Health Care Poor Underserved 2013, 24, 633–655. [CrossRef] [PubMed]
19. Guruge, S.; Hunter, J.; Barker, K.; McNally, M.; Magalhães, L. Immigrant women’s experiences of receiving care in a mobile health

clinic. J. Adv. Nurs. 2009, 66, 350–359. [CrossRef] [PubMed]
20. De Jesus, M. Mutuality at the center: Health promotion with Cape Verdean immigrant women. Ethn. Health 2009, 14, 45–59.

[CrossRef] [PubMed]
21. Hyman, I.; Gucciardi, E.; Patychuk, D.; Rummens, J.; Shakya, Y.; Kljujic, D.; Bhamani, M.; Boqaileh, F. Self-management, health

service use and information seeking for diabetes care among black Caribbean immigrants in Toronto. Can. J. Diabetes 2014,
38, 32–37. [CrossRef] [PubMed]

22. Lane, G.; Farag, M.; White, J.; Nisbet, C.; Vatanparast, H. Chronic Health Disparities among Refugee and Immigrant Children in
Canada. Appl. Physiol. Nutr. Metab. 2018, 43, 1043–1058. [CrossRef] [PubMed]

23. Gray, D.E. Doing Research in the Real World, 3rd ed.; Seaman, J., Ed.; Sage Publications: Thousand Oaks, CA, USA, 2014.
24. Immigration, Refugees and Citizenship Canada. Facts and Figures 2015: Immigration Overview–Permanent Residents Presents

the Annual Intake of Permanent Residents by Category of Immigration from 1990 to 2015; Government of Canada: Ottawa, ON,
Canada, 2016. Available online: https://open.canada.ca/data/en/dataset/2fbb56bd-eae7-4582-af7d-a197d185fc93 (accessed on
15 December 2021).

25. Dixon-Woods, M.; Cavers, D.; Agarwal, S.; Annandale, E.; Arthur, A.; Harvey, J.; Hsu, R.; Katbamna, S.; Olsen, R.; Smith, L.;
et al. Conducting a critical interpretive synthesis of the literature on access to healthcare by vulnerable groups. BMC Med. Res.
Methodol. 2006, 6, 35. [CrossRef]

26. Groleau, D.; Kirmayer, L. Sociosomatic theory in Vietnamese immigrants’ narratives of distress. Anthropol. Med. 2004, 11, 117–133.
[CrossRef] [PubMed]

27. Weerasinghe, S.; Mitchell, T. Connection between the meaning of health and interaction with health professionals: Caring for
immigrant women. Health Care Women Int. 2007, 28, 309–328. [CrossRef] [PubMed]

28. Morse, J.; Field, P. Qualitative Research Methods for Health Professionals, 2nd ed.; Sage: Thousand Oaks, CA, USA, 1995.
29. Green, J.; Thorogood, N. Qualitative Methods for Health Research; Sage: Thousand Oaks, CA, USA, 2007.
30. Morse, J. Critical Analysis of Strategies for Determining Rigor in Qualitative Inquiry. Qual. Health Res. 2015, 25, 1212–1222.

[CrossRef] [PubMed]
31. Kalichman, S.; Kelly, J.; Hunter, T.; Murphy, D.; Tyler, R. Culturally tailored HIV-AIDS risk-reduction messages targeted to African

American urban women: Impact on risk sensitization and risk reduction. J. Consult. Clin. Psychol. 1993, 61, 291–295. [CrossRef]
32. Stevenson, H.; Davis, G. Impact of culturally sensitive AIDS video education on the AIDS risk knowledge of African-American

adolescents. AIDS Educ. Prev. 1994, 6, 40–52. [PubMed]
33. Son, J. Assimilation and health service utilization of Korean immigrant women. Qual. Health Res. 2013, 23, 1528–1540. [CrossRef]
34. Saskatoon Health Region. Interpretation and Translation Services: A Quick-Reference Guide for Health-Care Providers in Saskatoon

Health Region; Saskatoon Health Region: Saskatoon, SK, Canada, 2013.
35. Ash, J.; (Saskatchewan Health Authority, Regina, SK, Canada). Personal communication, 2016.
36. Saskatoon Pathways Project—The Power of Hope. Profiles in Diversity Journal. 2015. Available online: https://diversityjournal.

com/16155-saskatoon-pathways-project-the-power-of-hope/ (accessed on 15 December 2021).

http://doi.org/10.1177/1077558700057001S09
http://doi.org/10.1353/hpu.2013.0065
http://www.ncbi.nlm.nih.gov/pubmed/23728033
http://doi.org/10.1111/j.1365-2648.2009.05182.x
http://www.ncbi.nlm.nih.gov/pubmed/20423418
http://doi.org/10.1080/13557850802023141
http://www.ncbi.nlm.nih.gov/pubmed/19152158
http://doi.org/10.1016/j.jcjd.2013.08.267
http://www.ncbi.nlm.nih.gov/pubmed/24485211
http://doi.org/10.1139/apnm-2017-0407
http://www.ncbi.nlm.nih.gov/pubmed/29726691
https://open.canada.ca/data/en/dataset/2fbb56bd-eae7-4582-af7d-a197d185fc93
http://doi.org/10.1186/1471-2288-6-35
http://doi.org/10.1080/13648470410001678631
http://www.ncbi.nlm.nih.gov/pubmed/26868197
http://doi.org/10.1080/07399330601179794
http://www.ncbi.nlm.nih.gov/pubmed/17454180
http://doi.org/10.1177/1049732315588501
http://www.ncbi.nlm.nih.gov/pubmed/26184336
http://doi.org/10.1037/0022-006X.61.2.291
http://www.ncbi.nlm.nih.gov/pubmed/8024942
http://doi.org/10.1177/1049732313507142
https://diversityjournal.com/16155-saskatoon-pathways-project-the-power-of-hope/
https://diversityjournal.com/16155-saskatoon-pathways-project-the-power-of-hope/

	Introduction 
	Materials and Methods 
	Participants 
	Theoretical Orientation 
	Data Collection and Analysis 

	Results 
	Theme 1: Responsive, Accessible Services 
	Theme 2: Increase Cultural Competence 
	Theme 3: Targeted Newcomer Health Services 
	Theme 4: Increase Awareness of Health Services 
	Theme 5: Engagement in Planning, Partnerships 

	Discussion 
	Conclusions 
	References

