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Abstract

Canada has higher rates of immigration than many high-income countries. Provinces” health
systems have been slow to adapt new policies and practices to accommodate the newcomers.
New immigrants are left to “shoehorn” themselves into health systems that were not designed
for their languages, culture or preferences for care. For immigrants, language barriers impede
communication, undermine the clinician-patient relationship and discourage healthcare-seek-
ing behaviours. New policies are needed to break down barriers, so provinces” health systems

do not exacerbate health inequalities.
Résumé

Le Canada connait des taux d'immigration plus élevés que de nombreux pays a revenu

élevé. Les systémes de santé provinciaux ont tardé a adapter les politiques et pratiques pour
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accueillir les nouveaux arrivants. Les nouveaux immigrants doivent « se débrouiller » dans
des systémes de santé qui n'ont pas été congus pour leur langue, leur culture ou leurs préfé-
rences en matiére de soins. Pour les immigrants, les barriéres linguistiques entravent la
communication, nuisent a la relation clinicien-patient et découragent la recherche de soins.
De nouvelles politiques sont nécessaires pour éliminer les obstacles afin que les systémes de

santé des provinces n'exacerbent pas les inégalités en matiére de santé.

Introduction

The Government of Canada is expanding immigration and planning on welcoming over
350,000 new permanent residents each year from 2025 to 2027 (Government of Canada
2024). These record-high levels of immigration will result in major shifts in the Canadian
demographic landscape, with immigrants projected to comprise a major portion of the popu-
lation by 2041 (Statistics Canada 2022). Under the Canada Health Act (1985), provincial and
territorial governments are responsible for providing equal access to publicly funded health-
care services for all insured residents regardless of immigrant status. However, having equal
access to immigrants is not always the case. Immigrants to Canada are more likely to have
experienced difficulties accessing physician-based services (Ahmed et al. 2016).

The “Healthy Immigrant Effect” suggests that immigrants arrive healthier than their
non-immigrant counterparts, but this advantage declines over time. This hypothesis posits
that immigrants tend to arrive in good health and use fewer healthcare resources than non-
immigrants due to a complex interaction between socio-economic, linguistic and cultural
factors (Ahmed et al. 2016). These factors have been shown to impact quality of care, navi-
gation of healthcare services and rapport with healthcare providers (HCPs; Schouten et al.
2020). Once arrived in Canada, however, immigrants experience poorer adherence to treat-
ments, worsening health status over time, inappropriate use of emergency departments and
reliance on non-evidence-based medical treatments (Ahmed et al. 2016; Wang et al. 2019).
Not addressing the barriers that immigrants face in accessing care may cause inappropriately
low use of primary and specialist physician services, poorer adherence to preventative care
and decreased utilization of mental health services than non-immigrants (Ahmed et al. 2016;
Kalich et al. 2016).

While immigrants as a group face common barriers to healthcare access, it is essential
to recognize their heterogeneity (Statistics Canada 2022). Different immigrant categories,
including economic immigrants, refugees and family-sponsored immigrants, experience
distinct challenges based on language proficiency, socio-economic status and settlement
location. For instance, skilled workers entering through programs such as the Federal
Skilled Worker Program (Government of Canada 2025a) or Provincial Nominee Program
(Government of Canada 2025b) must demonstrate official language proficiency, yet their

family members may still face linguistic barriers (Government of Canada 2024). Immigrants
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settling in urban areas with established cultural communities often encounter more cultur-
ally tailored healthcare services, whereas those in rural regions may face greater difficulties
accessing language-concordant care. These variations must be accounted for in policy solu-
tions to ensure equitable healthcare access.

Canada’s provincial policy makers need to implement policies to ensure equal opportuni-
ties for accessing publicly funded healthcare and means for overcoming economic, linguistic
and cultural disparities that immigrants face. Otherwise, provincial governments will face
a surge in demand for healthcare among aging immigrants owing to avoidable poor health
outcomes, which will contribute to declining performance of their health systems. This paper
will articulate problems faced by immigrants in accessing healthcare and provide options to

reduce these barriers through a policy lens.
Barriers to Healthcare Access

Language proficiency — barriers

Lower rates of healthcare utilization among immigrants have been partially attributed to the
social divide patients experience due to perceived or actual language deficits (Lebrun and
Dubay 2010; Payan et al. 2022; Wang and Kwak 2015). New immigrants report fear and
frustration with being misunderstood during medical encounters (Kalich et al. 2016). The
challenges in articulating symptoms in the English or French language, coupled with a lim-
ited grasp of medical terminology, contribute to suboptimal healthcare experiences among
immigrants who are not fluent in the official languages of their new country (Pay4n et al.
2022). This challenge is most noticeable within the context of fee-for-service payment models
for physicians, which create incentives for brief clinical encounters that impede comprehen-
sive information exchange and provide less opportunity to pose questions and advocate for
preferences, potentially undermining their confidence in the clinical decision-making (Wang
et al. 2019).

Limited proficiency in the official languages of the country in which healthcare is
received also poses challenges in navigating the healthcare system through difficulties under-
standing follow-up instructions and how best to access care in a timely and safe way (Pandey
et al. 2022). For example, written or verbal instructions given by office staff on symptom
monitoring and when to seek medical care are often provided in English or French only,
potentially leading to patient harm. Other instructions from providers, such as how to book
further appointments, transit to the healthcare clinic and parking directions, require basic
language proficiency.

Immigrants with limited English proficiency frequently turn to informal networks such
as friends, religious leaders and communities of the same culture to gather health informa-
tion (Wang et al. 2019). As a result, immigrants with limited English proficiency often

depend on family members or friends to accompany them during healthcare visits at higher
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rates than non-immigrants (Schouten et al. 2020). This reliance carries the burden of multi-
ple individuals sacrificing time, forgoing workplace income and compromising confidentiality

when discussing sensitive medical issues.

Language proficiency — solutions

Research regarding immigrants” access to healthcare has echoed the need for linguistically
competent care and highlighted the value of language-concordant providers with transcul-
tural knowledge (Etowa et al. 2021; Pay4n et al. 2022). A solution to bridging the language
proficiency gap between HCP and immigrant is the use of trained medical interpreters.
This service has been shown to not only be beneficial but also cost-efficient across mul-
tiple healthcare settings (Brandl et al. 2020). Other translational services ranging from
smartphone-based translation applications to artificial intelligence software may supple-
ment medical interpreters in a variety of clinical situations depending on availability of time
and resources (Khander et al. 2018). Physician remuneration models should be adapted to
accommodate patients who require language and cultural support and enhance the use of
medical interpreters and translational services.

Provision of a comprehensive range of translational services is needed, not just for the
health encounter, but also for administrative tasks around the appointment. This includes
support for visit scheduling, appointment reminders and checking results of investigations,
all factors shown to improve clinician-patient communication and overall satisfaction with

care (Levine et al. 2022). Policy solutions must be tailored to different immigrant groups.

Cultural incongruence — barriers

Immigrants often retain health beliefs that diverge from the way “Western” medicine is
predominantly practised in Canada (Schouten et al. 2020). Many immigrants embrace a
holistic perspective, emphasizing social identity, family values, nutrition and existential pur-
pose alongside physical and mental well-being (Weerasinghe and Mitchell 2007). Death and
suffering may also be seen as penance from higher powers, to be endured in isolation or

to be corrected through spiritual redemption leading to late presentations of treatable condi-
tions (Ahmed et al. 2016), potentially leading to further harm of the individual (Saleem

et al. 2019). These divergent views on the value of preventive medicine as a priority may
reflect that “Western” medicine has been viewed as a last resort and only after spiritual or
holistic options have been exhausted (Saleem et al. 2019). Examples include the use of coin-
ing and cupping in Chinese and South Asian cultures or use of “hot and cold medicines” in
Middle Eastern cultures to aid in spiritual cleansing.

Immigrants have reported significant differences in non-verbal communication during
healthcare encounters, impacting rapport-building with physicians, nurses, clinic staff and
other allied health professionals (Pandey et al. 2022). Unintentional displays of rudeness or
cultural insensitivity by healthcare professionals may make immigrants uncomfortable. For

instance, the use of first names with elders, common in Western culture, may be perceived as
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disrespectful in cultures that traditionally emphasize social hierarchies (Ahmed et al. 2016).
Among cultures centred on modesty, patients may also hesitate to advocate for themselves
and downplay the severity of their symptoms, which may hinder timely healthcare utiliza-
tion (Ahmed et al. 2016; Kalich et al. 2016; Wang et al. 2019). As an example, East Asian or
Middle Eastern patients have reported fear being considered incapable, impolite or intrusive
of other’s time, leading to a more passive role in healthcare encounters (Dastjerdi et al. 2012).
Culturally specific bodily expressions, such as non-verbal cues in Filipino culture or head-
shaking in Indian cultures, can also create confusion during patient-provider communication,
impacting clinical decision-making (Saleem et al. 2019). However, it is important to recog-
nize that within any cultural group, there exists a range of behaviours and preferences, and
assumptions about passivity or reluctance may not be universally applicable.

Cultural practices may impact healthcare utilization through immigrants’ reliance
on alternate practices not offered in Western medicine. Several South Asian and Middle
Eastern cultures view mental illness and chronic pain as punishments from God, turning to
faith healers over mental health professionals (Wang et al. 2019). Chinese immigrants may
choose to engage in traditional medicine and have mistrust for Western medicine practice
due to perceived business-oriented motives (Wang et al. 2019). Preferences for same-gender
providers and interpreters are strong among Middle Eastern and South Asian immigrants,
which can lead to hesitancy to seek care even among those with severe symptoms (Ahmed
et al. 2016; Saleem et al. 2019).

Cultural incongruence — solutions
Communication skills that reflect cultural competencies can be attained through cultural
dexterity training, as demonstrated with cultural safety training for Indigenous commu-
nities (Turpel-Lafond 2020; Udyavar et al. 2018). Cultural dexterity curricula have been
successfully established within department-level organizations by involving senior leader-
ship, identifying systemic barriers to their provision and establishing buy-in at the system
level (Udyavar et al. 2018). Moreover, cultural dexterity should be complemented by cultural
humility, recognizing that each patient’s beliefs and practices are dynamic and individualized.
Instead of dismissing preventive medicine as non-evidence-informed, HCPs could foster a
more inclusive and open-minded approach to patient care that integrates Western medicine.
Furthermore, providers need to recognize culture-specific preferences, such as addressing
elderly patients by their last names, prioritizing physical inquiries before delving into mental
or social aspects and maintaining a respectful distance during interactions, which demon-
strates cultural sensitivity and respect for the patient’s values and traditions while remaining
flexible in response to individual preferences (Ahmed et al. 2016; Kalich et al. 2016; Wang
et al. 2019).

A broadening of patient-centred models of care that incorporates family-centred com-
munication may improve the mutual understanding among immigrants from family-oriented

cultures. Family members provide emotional support for the patient, advocate on their behalf
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and provide information that is relevant to their treatment, while professional interpreters

have the skills only for accurate interpretation and communication in a coordinated man-

ner with the HCP (Schouten et al. 2020). However, it is essential to ensure that individual

autonomy is respected in family-centred care. Practitioners should not default to involving

family members in decision-making without first confirming the patient’s preferences.

Implications for Clinical Practice and Provincial/ Territorial Policies

A number of policy options are proposed to address the aforementioned barriers

and solutions:

1.

Improve the utilization of trained medical interpreters in hospitals and clinics: Ministries of
health (MoH) should be the steward of the provision of translational services in their
provinces” and territories” hospitals and physician clinics, establishing: (i) minimum
service requirements, (ii) guidelines for appropriate timeliness of access to translational
services and (iii) monitoring of the quality and effectiveness of translational services pro-
vided. The MoH should also be responsible for executing the policy, tailored to the local
population’s language needs.

Privately managed clinics require a more nuanced approach, as the provision of ser-
vices and supplies is often financed by physician practices. In these circumstances, the
MoH should still fund or provide translational services that uphold minimum service
requirements that are free of charge to the clinic and patient. Examples include phone or
internet-based translation services that can be accessed by HCPs on site and used during
the clinical encounter. Assessing the timeliness of access and effectiveness of the transla-
tional services will require a partnership between the MoH and private clinics for quality
monitoring of services in the clinics.

Train clinicians and office personnel to effectively use translational services: As stewards of
their health systems, provinces and territories should ensure that translational services
that reflect the diverse language and cultural needs of the immigrants’ communities are
effectively used by HCPs. Community or local authorities should ensure that hospital
staff, physicians and community-based providers are trained regarding the effective
application of translational services. Compensation for training time for physicians to
acquire skills or experience in translational services can be overseen by provincial govern-
ments and integrated into existing payment models or incentivized through continuous
medical education (CME) credits.

Provinces’ physician payment models need to be modernized to improve opportuni-
ties for immigrants to overcome economic, linguistic and cultural differences that affect
outcomes from healthcare. Current fee-for-service compensation models do not differen-
tiate service provision based on whether translation services are used; fee modifier codes
can be implemented to reflect extra time used for patients requiring translation services.

For physicians remunerated with salary-based models, remuneration can be “tiered” to
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reflect higher proportions of a physician’s patient roster who are immigrants and with
limited proficiency in Canada’s official languages.

Ensure that healthcare navigation processes are inclusive of different languages: It is essential
to offer translation services that extend beyond the actual healthcare encounter and
include administrative tasks, such as appointment scheduling and accessing personal
health information. Instructions for making appointments and further information
seeking must be made available in multiple languages. Ensuring that these standards are
met at the level of individual institutions may be best accomplished through province-
level evaluations dedicated to upholding language-friendly health system navigation.
Implement cultural dexterity training to foster trusting healthcare relationships: The MoH
should be the steward of the provision of standardized, relevant and sustainable models
of cross-cultural training that reflect local immigrant populations. An example is the
Provider Awareness Cultural Dexterity Toolkit for Surgeons curriculum used in surgical
training programs in the US. Training will incorporate the cultural health beliefs and
non-traditional healing methods based on local demographics. Quality and effectiveness
of training will be assessed by the MoH through continuous feedback from clinicians as
well as measures of patients’ experiences with care. As mentioned earlier, compensation
for training time for physicians can be overseen by provincial governments or incentiv-
ized through CME credits.

Increase culturally diverse representation among healthcare personnel: The MoH should
establish policies to ensure the hiring of healthcare personnel with culturally diverse
backgrounds that reflect the local population. This involves maintaining up-to-date data
on the most common countries of origin for new immigrants. In addition, the MoH
should disseminate these statistics to regional health authorities, hospitals and other
publicly funded healthcare organizations tasked with hiring HCPs who share similar

cultural backgrounds and preferences for care with their catchment areas’ recent arrivals.

A tailored approach is essential to effectively serving the healthcare service needs of

diverse immigrant populations facing unique challenges based on visa category, settlement

location and cultural background. Rural locations pose additional barriers for provinces and

territories to overcome; recruitment or training of culturally diverse healthcare personnel

may be particularly challenging and may have to rely more heavily on remote transla-

tion services.

Conclusions

Multi-dimensional linguistic and cultural incongruence challenges are a growing problem for

provinces’ and territories” healthcare delivery systems that need attention by government and

policy makers to minimize avoidable poor health outcomes among immigrants. Language

translation is necessary but not sufficient to address the problems underlying immigrants’
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barriers to accessing healthcare. Healthcare services more tailored to cultural and linguistic
differences, especially in primary care, may result in more timely preventative care or earlier
intervention for health conditions.

Canada has accepted the new arrivals and must be prepared for additional public spend-
ing so the newcomers do not receive “second-tier” healthcare. Provincial MoH need to take a
leadership role in developing, implementing and evaluating robust policies to address inequi-

ties in access due to language and cultural differences.
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