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Abstract
Introduction: Immigrants continue to face significant challenges in accessing primary healthcare (PHC) that often 
negatively impact their health. The present research aims to capture the perspectives of immigrants to identify potential 
approaches to enhance PHC access for this group.
Methods: Focus group discussions (FGDs) were conducted among a sample of first-generation Bangladeshi immigrants 
who had experience with PHC in Canada. A total of 13 FGDs (7 among women, 6 among men) were conducted with 80 
participants (women = 42, men = 38) in their preferred language, Bangla. We collected demographic information prior to 
each focus group and used descriptive statistics to identify the socio-demographic characteristics of participants. We applied 
thematic analysis to examine qualitative data to generate a list of themes of possible approaches to improve PHC access.
Results: The focus group findings identified different levels of approaches to improve PHC access: individual-, community-, 
service provider-, and policy-level. Individual-level approaches included increased self-awareness of health and wellness and 
personal knowledge of cultural differences in healthcare services and improved communication skills. At the community 
level, supports for community members to access care included health education workshops, information sessions, 
and different support programs (eg, carpool services for senior members). Suggested service-level approaches included 
providers taking necessary steps to ensure an effective doctor-patient relationship with immigrants (eg, strategies to 
promote cultural competencies, hiring multicultural staff). FGD participants also raised the importance of government- or 
policy-level solutions to ensure high quality of care (eg, increased after-hour clinics and lab/diagnostic services).
Conclusions: Although barriers to immigrants accessing healthcare are well documented in the literature, solutions to 
address them are under-researched. To improve healthcare access, physicians, community health centers, local health agencies, 
and public health units should collaborate with members of immigrant communities to identify appropriate interventions.
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Introduction

Optimal access to primary healthcare (PHC), which pro-
vides first-contact services along with continued and inte-
grated healthcare for patients, has been well documented 
to reduce health inequalities in immigrant populations.1 
However, using primary care has been consistently lower 
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in immigrant populations compared to native born indi-
viduals.2 Healthcare systems and care providers face sig-
nificant challenges in developing and implementing 
appropriate and relevant healthcare interventions to over-
come barriers to optimum PHC access for immigrants. 
Therefore, an in-depth understanding of issues regarding 
access to PHC by immigrants in terms of identifying prob-
able mitigation strategies is essential.

Published reports in Canada indicate that immigrants 
have unmet health needs, face considerable barriers to 
accessing primary health services, and perceive poorer 
quality and continuity of care.3-5 While some research has 
been undertaken on identifying barriers faced by immi-
grants while accessing healthcare in Canada,6 research 
around framing the barriers to identify appropriate solutions 
is limited. Additionally, a community participation approach 
to local health and sustainable development—a process 
through which community participation guides the assess-
ment, planning, implementation, and evaluation of health 
problems and solutions—is lacking within healthcare 
access research in immigrant populations.7 Unfortunately, 
meaningful active involvement of the immigrant commu-
nity in conducting, governing, and priority setting in 
research and knowledge translation or mobilization has not 
been prioritized. There seems to be a lack of emphasis on 
taking a community-centered approach while seeking solu-
tions, with a top-down approach appearing to have been 
adopted more frequently by the service delivery system. 
The objective of this study is to capture the perspectives of 
immigrants in identifying potential approaches to improv-
ing their access to PHC.

Methods

Community Engagement and Citizen Researcher 
Involvement

Adopting a solution-oriented approach toward complex 
multi-dimensional issues like access to primary care war-
rants meaningful engagement with grassroots communities, 
which will ensure the community is a partner in efforts to 
overcome barriers. Our program of research has encom-
passed the concepts of community-based participatory 
research (CBPR)8 and community-engaged integrated 
knowledge translation (iKT).9 In the community engage-
ment phase, we conducted a number of informal conversa-
tions with Bangladeshi-Canadian community members, 
raising the research question we are investigating. We also 
had Bangladeshi-Canadian community-based citizen 
researchers as members of our research team (NR, AR, and 
ML), who have been instrumental in community engage-
ment, participant recruitment, and the transcription and 
translation process related to our study activities. They 
were also closely engaged during the analysis process to 

contextualize the codes and themes arising from the focus 
group discussions (FGDs) and in writing the manuscript. 
We also discussed the study codes and themes during our 
paper-writing phase with 3 FGD participants who agreed to 
be contacted for this purpose.

Participant Recruitment

The FGD participants were adult first-generation legal 
Bangladeshi immigrants who have experience accessing 
Canadian PHC. Based on the distribution of Bangladeshi 
immigrants in Calgary, which we learned about from our 
discussion with community champions and citizen research-
ers, the following outreach strategies were employed for 
recruitment:

1. We distributed English and Bangla posters in com-
munity locations, including ethnic grocery stores, 
ethnic restaurants, and community centers.

2. We also employed a snowball recruitment method 
in which key grassroots community influencers 
were identified and contacted for their support in 
recruiting potential participants.

3. As people were enrolled for the FGDs, they were 
requested, as part of our snowballing, to engage 
with additional contacts based on their personal 
social networks.

4. Study posters were emailed through the Bangladeshi 
immigrant community socio-cultural organization 
email lists.

5. Advertisements were posted in the local Bangla 
newspaper.

6. A social media campaign was undertaken through 
Facebook and Twitter.

Potential participants were informed about the study 
objective, either by telephone or mail (first contact) or in-
person (on-site). Participants were advised that participa-
tion was voluntary and that they had the right to withdraw 
at any time before data analysis commenced. They were 
assured that any identifying data would be anonymous. 
The demographic details of the participants are illustrated 
in Table 1.

Conducting Focus Group Discussions

We conducted FGDs10,11 to explore the perceptions of immi-
grant men and women of Bangladeshi ancestry regarding 
the probable solutions for access issues to PHC in Canada. 
An FGD is an effective qualitative data collection method 
in the field of health disparities research among minority 
populations,12 as it allows participants to provide detailed 
information about complex experiences and the rationale 
behind their beliefs, attitudes, perceptions, and actions.13 
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We conducted a total of thirteen FGDs (7 among women, 6 
among men), with 78 participants (40 women, 38 men) in 
their preferred language, Bangla. The FGDs were con-
ducted in community venues for the convenience and acces-
sibility of participants. This study was oriented within the 
conceptual model focusing on the structure, organization, 
and performance of primary care developed by Hogg et al14  
Acknowledging the broader dimensions of macro- and 

micro-efficiency and healthcare system design, policy, and 
context is important to understand the complexity of pri-
mary care delivery. Indeed, this framework provides an 
excellent combination of the structural (healthcare system, 
practice context, organization of practice) and performance 
(healthcare service delivery, technical quality of clinical 
care) aspects of primary care. Studies have established 
structural factors that limit the use of PHC by immigrant 
communities.14 This study was reviewed and approved by 
the Conjoint Health Research Ethics Board of the University 
of Calgary prior to commencing any research activity.

FGDs were overseen by a moderator and an assistant 
moderator, both of whom were bilingual and fluent in both 
English and Bangla. The FGDs were conducted in Bangla, 
but the participants were given the option of using either 
Bangla or English. Each FGD started by the moderator 
explaining, and the participants signing, the written con-
sent form. The moderator was responsible for applying 
appropriate working group techniques and was required to 
provide equal opportunities for communication to all par-
ticipants. The moderator did not act as an expert but stimu-
lated and supported discussions.

The moderator occasionally posed open-ended ques-
tions to clarify content or context, to deepen the perspec-
tives voiced, and to stimulate the flow of discussion if 
participants’ statements were unclear or if the discussion 
came to a halt. The assistant moderator acted as a notetaker 
and was responsible for capturing what was expressed, not-
ing the tone of the discussion and the order in which people 
spoke (by participant number or name), phrases or state-
ments made by each participant, and non-verbal expres-
sions. At the end of each discussion, the assistant moderator 
summarized the discussion and asked for feedback from 
the participants. FGDs were audio-recorded and lasted 
approximately 1.5 to 2 h.

Analysis

We undertook data analysis using the 6 phases of thematic 
analysis proposed by Braun and Clarke,15 which include the 
following:

Familiarizing yourself with your data: All of the recorded 
FGDs were transcribed verbatim, and the complete tran-
script was compared with the recorded audio and the hand-
written notes taken by the notetaker to fill in the gaps. The 
transcript was read multiple times searching for meanings 
and patterns to code.

Generating initial codes: The data from the first 3 FGDs 
were coded independently in English by 2 bilingual 
researchers (the Research Assistant [RA] and Principal 
Investigator [PI]) and discrepancies were resolved by dis-
cussion. The remaining FGDs were coded by the RA and 
randomly checked by the PI. The 2 coders took the neces-
sary steps to ensure the accuracy of the translation.11-13

Table 1. Demographic Characteristics of the Participants.

Variable

Men Women

(N = 38) (N = 42)

Age
 <25 0 9
 26-35 3 18
 36-45 8 10
 46-55 17 5
 56-65 7 0
 >66 3 0
Level of education
 None 0 0
 <High school 0 1
 High school 0 2
 >High school 1 7
 University 37 32
Employment status
 Full time 15 16
 Part time 4 13
 Retired 3 1
 Homemaker 0 9
 Self-employed 12 2
 Unemployed 4 1
Marital status
 Single 0 1
 Married 35 41
 Divorced 2 0
 Widowed 1 0
Religion
 Muslim 32 41
 Hindu 6 0
 Christian 0 1
 Buddhist 0 0
 Other 0 0
Length of time in Canada
 <5 years 6 5
 5-9 years 11 6
 10-19 years 12 24
 >20 years 9 7
Language spoken at home
 Bangla 37 41
 English 1 1
 French 0 0
 Others 0 0
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Searching for themes: Thematic analysis was designed 
to identify the structural nature of qualitative data. An 
important step in thematic analysis is organizing texts and 
codes to reflect structural conditions, and we applied the 
Social Ecological Model16 for this purpose. At this stage, 
codes were extracted into Excel files (1 file per interview). 
After analyzing the codes, we collected the relevant codes 
into potential themes and gathered all data relevant to each 
potential theme.

Reviewing themes: At this stage, we tested the themes in 
relation to the coded extracts and entire data set and gener-
ated a thematic map of the analysis.

Defining and naming themes: At this stage of the ongo-
ing analysis, we refined the specifics of each theme to 
reveal the overall story reflected and generated clear defini-
tions and names for each theme.

Producing the report: After selecting vivid and compel-
ling extract examples, we undertook a final analysis of 
selected extracts to tie the analysis to the research question 
and literature to produce a scholarly report of the analysis.

Results

Participant Profile

As shown in Table 1, the participants were predominantly 
educated, aged 26 to 45 years, and married. Most of the par-
ticipants were employed either full time or part time. The 
majority of the participants migrated to Canada 10 to 
19 years ago.

Proposed Solutions Framed within the Socio-
Ecological Model

The various levels at which approaches for proposed 
solutions could be undertaken to improve immigrant PHC 
access are described below. These include: (1) individual-
level approaches, (2) community-level approaches, (3) 
service provider-level approaches, and (4) policy-level 
approaches.

Individual-level approaches. FGD participants recognized 
that increased self-awareness of health and wellness and 
personal knowledge of cultural differences in healthcare 
services, as well as improved communication skills at the 
individual level, could play an important role in enhancing 
care access for immigrants (Table 2).

Self-awareness of health and well-being. FGD participants 
discussed the significance of self-awareness of health and 
well-being among immigrants. Being self-aware about 
available services and resources could help individuals take 
responsibility for their own health, to some extent, and help 
change personal beliefs and views.

FGD participants also expressed the need for improved 
self-awareness of healthcare providers, which would permit 
clinicians to understand the needs and subjective experi-
ence of patients better.

Improving communication skills. Language barriers pose 
challenges in accessing care for many immigrants. FGD 
participants discussed that improving their communication 
skills could be helpful in accessing care.

Community-level approaches. FGD discussions revealed the 
importance of community participation in improving care 
access. Community organizations could arrange health edu-
cation programs, prepare brochures on health information 
in different languages, and organize support programs to 
improve access to care (Table 3).

Community-based health information workshops. FGD 
participants discussed that community organizations could 
arrange health education workshops and provide commu-
nity members with information on health and well-being, 
how to avoid health risks, existing healthcare services, and 
how to access those services.

They also proposed that community organizations could 
prepare brochures on different health issues in different lan-
guages and distribute them at different social/cultural events 
when a number of community people gather. Distributing 
translated medical terminologies in multiple languages 
might help community members, as discussed by 2 FGD 
members.

A community information booth/center could be estab-
lished where members of the community could find infor-
mation related to health insurance, government benefits (eg, 
seniors’ benefits), and available resources.

Community-based interpreter services. Most participants 
indicated that language was a common barrier to accessing 
care. Community organizations could approach volunteers 
to provide interpreting services to those who have language 
barriers. Doctors’ clinics should also reach out to commu-
nity organizations or community leaders to find volunteer 
interpreters to assist in their clinics or hospitals. Participants 
also suggested that international medical graduates (IMGs) 
could be hired as interpreters by healthcare providers.

Community support programs. Five FGD participants 
discussed different support programs community organiza-
tions could offer, for example, free ESL courses in the com-
munity and carpool services, especially to senior members 
of the community and newcomers.

Using social media. The role of social media to improve 
care access was also discussed among FGD participants. A 
community-based website could be developed to provide 
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Table 2. Solution Theme: Individual-Level Approaches Voiced by Focus Group Discussion Participants.

Theme: Individual-level Approaches

Sub-themes Quotes

Self-awareness of 
health and well-being

“Many of us may feel shy to talk about our body or illness. This shyness is in our culture, our religion. But to a doctor, 
a body is a body. . .many of us say we don’t want to see a male doctor, we only want to see a female doctor. But if 
these views don’t change, we will not get proper treatment. I should not say that I will take my pregnant wife to a 
male doctor. A doctor is a doctor, a patient is a patient. We won’t get proper access to care unless we change our 
behavior. . .this can happen if we improve our self-awareness, our consciousness.” (FG-01, Participant 4)

 “Those who are in those positions (in healthcare), they need to develop self-awareness to recognize patient’s 
perspective, to respect patient’s beliefs and views. . .also patients need to understand the limitations of the doctors 
and help them to understand patients’ perspectives” (FG-01, Participant 3)

Improving 
communication skills

“Language is a huge barrier; accent is a huge barrier. . .I write notes of my problems and take it to the doctor. My 
doctor draw pictures and explain me my problem. Tells me this is what your problem is, this is where you have 
problem, Now I understand better.” (FG-02, Participant 1)

Table 3. Solution Theme: Community-Level Approaches Voiced by Focus Group Discussion Participants.

Theme: Community-level Approaches

Sub-themes Quotes

Community-
based health 
information 
workshops

“Community organizations can play a vital role. . .they can host some kind of health programs. That can help us to be aware of 
different health conditions. . .and information sessions, for example, many of us don’t know about S**** C*** C*** and how 
to access their service. Community organizations can host such information sessions. They can provide us with information on 
primary care, the location of those facilities, phone number. . .they can play a vital role here” (FG-03, Participant 6)

 “There is definitely a gap between the service that the newcomer centers provide and what we need. How many of us as 
newcomers can get useful information from the newcomer centers in Alberta? I went there once I moved here, but what 
information did I get? Nothing, nothing helpful, I don’t know what I received from them. I had to explore myself for everything. 
The community association that we have in our community don’t do anything other than musical events, dance or cultural 
events and picnics. Newcomers need more. . .such as information on job, health insurance, how health insurance works, how 
a low-income gets insurance. What about senior’s insurance” (FG-01, Participant 3)

 “The community organizations can prepare brochures or print leaflets on different health issues, for example, on dental 
healthcare, eye care etc. and then you can distribute to the community members when a large number people gather at 
different cultural community events” (FG-04, Participant 6)

 “I want to talk about “X” community. They organize English Language program. . .those who are locally graduated, they are 
helping out others who have language barriers, they are translating the medical terminologies to their languages. . .helping at 
different places, like at hospitals, and clinics. . .our community members can do that” (FG-04, Participant 1)

 “We can have an information booth at the community. As an individual, we can’t help lot, but if there is an information booth 
or center at the community that provides information on issues, like job, health insurance, how does it work. . .how parents 
get insurance once they come here as sponsored by us, that will help all the community members” (FG-01, Participant 3)

Community-
based 
interpreter 
services

“Community organizations can identify volunteers from the community who are interested to provide interpretation service. 
They can reach out to the volunteers and ask if they are interested and can do interpreter services” (FG-01, Participant 1)

“Community organizations can contact students from universities, schools. . .they can ask if anyone is interested to serve as a 
volunteer interpreter and they can inform that this clinic or that clinic needs interpreter services” (FG-06, Participant 7)

Community 
support 
programs

“Community members or volunteers can offer support, for example, help seniors to make appointments online with their 
healthcare providers. Many elderly don’t know how to make appointments online, they don’t know how to check wait time. . .
we can offer hospital ride, we can offer emotional support to the family members of sick person, can cook food for sick 
people” (FG-08, Participant 2)

Using social 
media

“There are community organizations in different communities, for example, we have Bangladesh Association, Kolkata 
Association, Marwari Association, Punjabi Association. There are lots of associations. . .why not each community association 
post on their website in their language? If you are Bangladeshi, you may go to Bangladesh Association’s webpage and 
find information on health issues, how to find resources, how to access health services. If you are Punjabi, go to Punjabi 
Association’s website. Community organizations should provide such services” (FG-11, Participant 3)

“If there is a website where there would some frequently asked questions in different languages then it would be easier to get 
answers to different health questions. . .then there would be a chat service, then we could get our answers right away. . .
dedicated volunteers can be available at the chat services” (FG-05, Participant 5)

Community 
engagement

“We have many doctors (IMG) in our community, they can contribute their time to the community members. For example, we 
know X, Y, Z are doctors. . .we can talk to them and they can guide us, they can provide preliminary suggestions. There are 
numbers of doctors, some of them are working professionally as doctors, some of them in other sectors, but if they decide 
that they will volunteer one day or two days and come to the community center and give advice, community members can 
benefit from them” (FG-01, Participant 1)



6 Journal of Primary Care & Community Health 

information, for example, health, legal advice, complaint 
booth, etc. Visual messages on health problems and impor-
tant information could be posted on social media, for exam-
ple, website, Facebook. Doctors from the community could 
be brought into the social network system to provide health 
information.

A chat system could be developed where community 
members could post their questions and get feedback within 
24 h. Social media could also be an option to access inter-
preter services or find carpool and/or other services offered 
by community organizations.

Community engagement. The importance of community 
connection and involvement was mentioned in the FGDs. 
Participants discussed mobilizing community members and 
networking among different age groups. Health profession-
als could also help access information related to healthcare 
issues. Bangladeshi doctors could contribute to improving 
the health of community members by being accessible to 
them, for example, providing advice/knowledge over the 
phone or on social media. Also, volunteers could reach 
community members to determine their needs and provide 
information/education workshops.

Service provider-level approaches. FGDs suggested that 
healthcare providers, including doctors, nurses, and clinic/
hospital staff, could support improving access to PHC ser-
vices among immigrants (Table 4). Service providers could 
arrange interpreter services to improve communication 
gaps, hire staff from different cultural groups to increase 
cultural awareness among healthcare providers, and pro-
vide training to care providers and hospital/clinic staff to 
develop cultural competencies. The role of the doctor-
patient-staff relationship in accessing healthcare was also 
discussed in the FGDs.

Enhancing communication between patients and health-
care providers. Participants discussed that effective 
communication between doctors and patients was impor-
tant for patient satisfaction and accessing care. Partici-
pants mentioned that doctors needed to be aware of the 
patient’s capacity to communicate his/her health con-
ditions and follow through with medical recommenda-
tions. Healthcare providers could take different efforts 
to improve communication and help them explain their 
health problems.

Participants also identified that having an interpreter ser-
vice at the doctor’s clinic and/or hospitals would be helpful 
to minimize the communication gap. The doctor’s office 
could ask the patient about using an interpreter. If the patient 
needed one, there could be an option for the patient to bring 
an interpreter or for the doctor’s office to arrange for an 
interpreter to be there. Moreover, multilingual staff from 
diverse backgrounds could be hired.

Improving doctor-patient-staff relationship. The importance 
of the doctor-patient relationship to improve care access 
was discussed by FGD participants. Participants mentioned 
that if doctors spent sufficient time listening to patients’ 
complaints and discussing treatment plans and the risks and 
side-effects of treatment, it could increase confidence and 
help patients make informed decisions. To improve the doc-
tor-patient-staff relationship, doctors need to be empathetic 
to patients and culturally sensitive. It is also important that 
hospital or clinic staff be empathetic to patients.

Cultural competency. Three FG members suggested that 
doctors and nurses should receive training and education 
to develop cultural competencies. Frontline staff at clinics/
hospitals also need to be culturally sensitive and empathetic 
to patients. Clinics and hospitals could hire more diverse 
and multilingual staff to improve multicultural awareness.

Policy-level approaches. The importance of government- or 
policy-level solutions was also highlighted in 11 FGDs 
(Table 5). FGD members most often discussed increasing 
the number of hospitals, after-hour clinics, urgent clinics, 
and doctors/nurses to improve quality of service and 
decrease wait time.

Increased number of healthcare facilities and care providers.  
Participants felt that there were insufficient hospitals and after-
hour clinics to meet their needs and that there was a shortage 
of healthcare providers, which impacted their access to care 
services and increased wait time and patient suffering. There-
fore, it was important to them that there be more facilities and 
care providers proportionate to the number of patients.

Participants from 1 FGD suggested increasing diagnos-
tic services, including the number of diagnostic/laboratory 
centers, and service hours proportionate to the size of the 
community.

Decentralizing the practice of family doctors. Participants 
also discussed that the local government or provincial 
health services could control the location at which family 
doctors practice, which could improve the equal distribu-
tion of physicians in the community.

Health data sharing. Two FGD members suggested that 
health data needed to be accessible to walk-in doctors to 
improve treatment and patient satisfaction. It could also 
lower the workload of family doctors and shorten the wait 
time to get appointments with family physicians.

Discussion

Using a participatory approach of conducting research in the 
community, for the community, and with the community, we 
engaged with immigrant community subgroups to identify 
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perceived solutions to improve their access to PHC. FGD 
participants suggested approaches at different levels: indi-
vidual, community, service provider, and policy. Figure 1 
illustrates the focus of the proposed solutions and mirrors 
them with the challenges the immigrant community has 
reported facing while accessing primary care in Canada.6,15,16

Community-level approaches mentioned by FGD par-
ticipants were community-based health information work-
shops, interpreter services, support programs, using social 
media, and community engagement. Previous studies have 
identified that having a lack of knowledge regarding the 
healthcare system is a barrier to PHC access amongst immi-
grants, and study participants felt that having information 
sessions within the community could mitigate this obstacle 

by increasing their health literacy and their awareness of 
available health resources and insurance. One study 
assessed the effectiveness of health information workshops 
in a Chinese community in the United States, touching on 
topics such as nutrition, depression, elder abuse, breast can-
cer, and stroke.17 Findings showed that participants’ knowl-
edge and awareness of the topics addressed greatly increased 
after completing the workshops.17 FGD participants also 
mentioned that it would be helpful to have such workshops 
conducted by knowledgeable community members. A study 
by Woodall et al18 stated that community health champions 
acted as a catalyst in a program to improve the lifestyles  
of individuals and the community. FGD participants in  
the current study also stated the importance of having 

Table 4. Solution Theme: Service Provider-Level Approaches Voiced by Focus Group Discussion Participants.

Theme: Service provider-level approaches

Sub-themes Quotes

Enhancing 
communication 
between patients and 
healthcare providers

“I think doctors should listen to the patients carefully to understand what the patient is trying to say. . .
if doesn’t understand because of language or there is any communication gap or if I can’t make him 
understand he can say “I don’t understand what you are saying so I can’t identify your problem”  
(FG-02, Participant 5)

 “It is important to provide quality care, just one or two questions are not sufficient. . .There should be more time for the 
patients. . . they should inquire if we understand what he is saying”. . .they should ask the patients, “are you satisfied”? 
If they ask such questions to the patients, it will come out, like how the patients feel. . . They just tell what happens 
and leave, never try to understand how we feel, if we are able to follow their instruction” (FG-01, Participant 1)

 “I am talking about interpreters. For example, we speak Bangla. If we find anyone at the hospital who speaks 
Bangla, any nurse or any staff at the hospital or clinic, it would be helpful” (FG-03, Participant 5)

 “At the clinic, staff from diverse backgrounds can be hired. If they speak different language or multi languages, then 
it would be easier to communicate. . .because one doctor can’t call another doctor who speaks same language as 
the patient does. But a doctor can call a staff who can serve as an interpreter” (FG-07, Participant 4)

 “Most Punjabi patients go to X clinic and I find that they have Punjabi receptionist who speaks Punjabi with the 
patients. Even doctors also speak Punjabi with the patients. Sometimes they ask me if I can speak Hindi. So I think 
why don’t they hire an interpreter who can speak Bangla and who can sit at the front desk?” (FG-06, Participant 5)

Improving doctor-
patient-staff 
relationship

“Time is a factor, patients should be given enough time. When patients are not given enough time they are on 
mental pressure. So they forget their needs, they should have enough time to talk about their problems. . .So, one 
patient, doctor comes fast and then she jumps to other room to other patient, so what happens then? This patient 
is losing her confident, so the patient is losing confident and what she is going to say. . .If I don’t say quickly then 
doctor will go to other room. Patient needs time to explain their need” (FG-07, Participant 2)

 “My son had an operation, an ear surgery. The doctor was a white surgeon, He explained us nicely the benefits and 
the risk involved in the surgery. . .these information like what is your problem, what is the treatment, possible side-
effects should be explained properly. If they give us time, talk nicely, patients feel better, even it cures half of your 
illness” (FG-06, Participant 1)

 “Yes receptionist, some of them are very good. But long ago I have an experience. Receptionist, they should be 
polite, they should be more caring, and they should be in the doing like they are in the healthcare process. So 
when one patient goes there (clinic), they have problem, they have so much hardship, so receptionist needs to be 
patience, they should be nice to them, make sure they detail all” (FG-07, Participant 2)

Cultural competency “Everybody should respect each other’s views and help. . .if I am sent to a female doctor and asked to say 
everything, being a male I may not feel comfortable. This is my view, my culture. Canada is a multicultural country 
and everybody needs to practice that. . .those who are in that positions, like doctors, nurse they also need to have 
awareness. So, those who are dealing with patients, you need to respect their views. Patients also need to be 
aware of the necessity of openness for the treatment purpose” (FG-01, Participant 3)

 “We can see that immigrants and refugees have language problems, cultural difference. For refugee this has been a 
big problem. If doctors and nurses can adopt those culture or adopt some kind of communication strategies, would 
be better. . .not only interpreters, doctors from diverse background, languages can be hired” (FG-06, Participant 7)
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volunteer-based interpreter services to account for existing 
language barriers that impede their health. One study 
observed that rates of fecal occult blood testing, rectal 
exams, and flu immunization significantly increased in lim-
ited-English proficiency Portuguese and Spanish patients 
after implementing 2 years of interpreter services.19 After 
the 2 years, the rates for patients with limited-English profi-
ciency were much closer to that of fluent English-speaking 
patients.19 Some FGD participants mentioned that having 
support programs, such as providing free ESL courses and 
helping newcomers and seniors better understand the avail-
able resources, could bridge a current gap they face. One 
study also recommended implementing social support pro-
grams to improve the mental health of immigrants in 
Canada.20 Additionally, FGD participants in our study rec-
ommended using social media as a potential solution to 
decrease health disparities amongst immigrants. They sug-
gested having websites and forums to discuss health con-
cerns, disseminate health information, and opt-in for 
interpreter or carpool services. A systematic literature 
review described social media as a double-edged sword, as 
it can demonstrate benefits as well as adverse effects on 
health.21 Some positive effects of using social media for 
health that have been mentioned include convenient 

information gathering and comfort, whereas some negative 
effects include being exposed to inaccurate information and 
spending too much time on social media, thus neglecting 
other important work and healthy activities.21 Finally, our 
Bangladeshi-Canadian participants also mentioned the 
importance of community engagement to mobilize commu-
nity members. They suggested that Bangladeshi doctors and 
IMGs could contribute some time to provide important lec-
tures or advice to community members at community cen-
ters. One study determined that community engagement 
can help increase healthy behaviors among disadvantaged 
populations when correctly planned and employed.22

Service provider-level approaches mentioned by FGD 
participants included improved communication between 
patients and healthcare providers, improved doctor-patient-
staff relationships, and increased cultural competence. 
Participants felt that, due to language barriers, they are 
often unsatisfied with their level of care. They mentioned 
that doctors should be clear if they are unable to understand 
a patient, and interpreter services could be utilized to close 
communication gaps. They suggested hiring healthcare pro-
fessionals of various backgrounds to accommodate the 
diverse patient population. To create approaches to improve 
communication between healthcare providers and patients, 

Table 5. Solution Theme: Policy-Level Approaches Voiced by Focus Group Discussion Participants.

Theme: Policy-level approaches

Sub-themes Quotes

Increased number 
of healthcare 
facilities and 
care providers

“I think we need more hospitals. . .we don’t have enough hospitals that is why there is so long wait time. . .my 
husband had abdominal pain, we went to X hospital and they left us there for 8-9 h without any treatment, next 
time we drove to Canmore, a 1-1/5 h drive, but they say my husband immediately. Did the MRI, CT scan and then 
diagnose cancer, an advance colon cancer. He was admitted there and had his surgery. If we went to any hospitals 
in Calgary, my husband would have died. . .there is not enough hospital in Calgary. We are a large population here 
but not enough number of hospitals” (FG-01, Participant 03)

 “Government can increase number of facilities. . .like after hour clinics, I am not sure if it is termed as after clinic 
or community clinic, like in different quadrants of the city for multiple communities which will provide after hour 
services. . .not that emergency but, for example, minor and less emergency issues” (FG-04, Participant 05)

 “Government needs to employ more doctors, thus the wait time can reduce and we don’t suffer. They can also hire 
qualified immigrant doctors. . .they can hire international doctors and can supervise them to assess their quality” 
(FG-01, Participant 4)

 “Now as with increased population, it is difficult to get appointment to lab services. . .there should be more lab 
services and the lab hours needs to be increased, for example 8 am-9 pm” (FG-06, Participant 8)

Decentralizing 
the practice of 
family doctors

“Government can do, for example, equal distributions of family physician to the community. What I want to say, family 
doctors who are South Asian, for example from Bangladesh or India, they want to practice in North East. They don’t 
practice in North West. . .they don’t want to come on other side. Therefore, there is lack of diversity. So, if you live in 
North West, you won’t find a doctor who speaks your language. Government can control it” (FG-05, Participant 4).

Health data 
sharing

“If I go to any walk-in clinic, the doctors should have access to my health information. . .it is important that they have 
access to my medical history, what medicine I am taking. If not, I will not be comfortable to go the doctors at walk-in 
clinic. If they have access, I may not to go to my family doctor all the time, there will be no long wait time” (FG-1, 
Participant 5)

 “If we go to other doctors, like not our family doctor, they say that they need to get health record from our family 
doctor. . .patients information is not available online. Even if you change your doctor, they send fax request to get 
the record and sometimes it costs you. It should be accessible to any doctors, family doctor and walk-ins” (FG-5, 
Participant 4)
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one study recommended that doctors initially take a step 
back and try to understand why communication issues exist 
in the first place.23 Study participants also noted that they 
would like more time to explain their needs. Charles et al23 
noted that doctors should create an open atmosphere so that 
the patient can freely discuss their concerns and be under-
stood. FGD participants stated that improved doctor-patient 
relationships through empathetic communication could 
help them gain better access to PHC. Effective communica-
tion between doctors and patients can help create trustwor-
thy relationships.23,24 Our FGD participants suggested that 
healthcare providers receive cultural competence training to 
be more culturally sensitive and empathetic toward their 
patients, thus increasing patient satisfaction. A study by 
Bentley and Ellison25 showed that nursing students’ cultural 
competence scores significantly increased after the imple-
mentation of an elective cultural competence course with a 
cross-cultural immersion experience. In another study, 
nurses reported that they felt better equipped to serve the 
needs of diverse patients upon receiving cultural compe-
tence training.26

Policy-level approaches identified by FGD participants 
included increasing the number of healthcare facilities and 
care providers, decentralizing the practice of family doc-
tors, and sharing health data. Adding more clinics and doc-
tors could address the long wait times patients often face. 
Previous studies showed that long wait times especially 
affect immigrant families, as they already struggle to find a 
work-life balance.27,28 Adopting a strategic approach to set-
ting up the clinics of family doctors across localities would 
serve to improve the distribution of South Asian doctors 
across the city. One study demonstrated that Black and 
Hispanic Americans preferred visiting physicians with 
similar ethnic backgrounds, not simply because they were 
located in their neighborhoods, but due to personal prefer-
ences.29 They also suggested that to accommodate this 
need, changes in medical school policies should be imple-
mented to increase the number of visible minority doc-
tors.29 FGD participants mentioned that patient satisfaction 
could be increased by implementing electronic health 
records, as this could reduce wait times and costs when 
visiting walk-in doctors. Burton et al.30 of another study 

Figure 1. Proposed solutions put forward by study participants and mirroring those with the reported challenges faced by immigrant 
communities while accessing primary health care in Canada. The Social Ecological Model has been adapted from the original model 
described by Centers for Disease Control and Prevention (CDC).16
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agreed that the use of electronic health records could 
largely improve the quality and coordination of care.30 
They also noted some potential barriers present in the face 
of this application, such as not having a standard way to 
record clinical information, maintenance costs, and patient 
concerns about the loss of privacy.

Our study tried to establish a safe environment to allow 
for open communication of FGD participants. FGDs were 
administered in Bangla, but participants had the option of 
speaking in Bangla or English. Moderators were fluent in 
both Bangla and English. This approach was utilized to pro-
mote comfortable communication amongst participants. 
Although we tried to create a trustworthy atmosphere, a pos-
sible limitation is that participants may have held back due 
to social desirability bias. The fact that our study population 
was limited to Bangladeshi immigrant needs to be kept in 
mind as they may not be representative of other immigrant 
populations in Canada. Within the Bangladeshi-Canadian 
diaspora, the study sample predominantly represents mar-
ried, educated, Muslim, Bangla speaking immigrants over 
the age of 25 living in an urban center. This sample charac-
teristic is not surprising due to the immigration criteria under 
which a substantial number of immigrants migrated into 
Canada. The point-based immigration criteria favored 
migrants who are educated, married, and had work experi-
ences. Despite the limitation regarding generalizability, our 
study contributes toward understanding the broad action 
items which would benefit any subpopulation against the 
challenges they face regarding equitable access to primary 
healthcare. Nonetheless, further research is recommended  
to extrapolate the results to different groups of immigrants, 
as well as across the country, as immigrants in different 
provinces may experience different barriers and suggest 
other solutions. A meaningful community-engaged program 
of research of identifying solutions aims to ensure citizen 
engagement and empowerment for solution-oriented 
interventions.
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