
Central Journal of Family Medicine & Community Health

Cite this article: Higginbottom GMA, Safipour J (2015) Access to Primary Health Care by New and Established Immigrants in Canada. J Family Med Com-
munity Health 2(5): 1046.

Abstract

Aim: To investigate barriers related to access to primary health care by new and 
established immigrants in a western Canadian province.

Background: The immigrant population continues to rise in Canada; but 
impediments to the access of immigrants to primary health care may be threatening 
their health and well-being.

Methods: In total, 12 new and established immigrants participated in our focused 
ethnographic study. Data obtained from semi-structured interviews was analysed using 
the framework of Roper and Shapira assisted by the use of ATLAS.ti the qualitative   
analysis software package. 

Findings: We identified four main factors that create barriers to access of 
primary health care services: (1) information barriers that impede navigation of the 
health care system by immigrants; (2) communication barriers arising from language 
difficulties and cultural differences; (3) socioeconomic barriers that make medical 
expenses unaffordable and the provision of services inequitable; and (4) negative 
prior experiences that discourage further use of services. We reveal that Canadian 
primary health care, although universally available, does not necessarily provide 
equitable care to new and established immigrants because they face considerable 
barriers in accessing and navigating these services.
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INTRODUCTION
The number of immigrants in Canada continues to rise [1-3]. 

Although immigration can help the country reach its strategic 
demographic, economic, social, humanitarian and security 
goals [4,5], negative health consequences may result for the 
immigrants [6,7]. Statistics Canada [13], defines an immigrant 
as someone who was born outside Canada but who now has 
permanent residency in Canada. This definition can also include 
other new comers such as refugees, all of which are considered 
immigrants in this article. 

In addition, global migration and the formation of multicultural 
societies create challenges for practitioners of primary health 
care (PHC) and for the configuration of PHC services [8-12]. 
‘Primary health care’ is the first-point-of-contact services (by 
family or emergency physicians, for examples [14]. The practice 
of PHC is unreservedly informed by principles of social justice 
[15]. This broad definition of PHC embraces primary care (access 

to and the first encounter with primary medical services) as well 
as activities focused on population and community health.

Access to PHC may be challenging for immigrants, and 
barriers to such access may threaten their health status. Many 
immigrants experience triple jeopardy-they are newcomers; 
they suffer chronic ill health; and they speak English as an 
additional language, which itself creates significant challenges 
in accessing and navigating PHC services [16-18]. Furthermore, 
new immigrants frequently encounter significant obstacles to 
securing employment and establishing livelihoods [17,19-21]. 
Though immigrants are welcomed into the country, they may find 
themselves actively and passively excluded from opportunities 
to participate fully in Canadian society and disadvantaged in 
their navigation of social and health care services. Supporting 
evidence gathered over several decades has established a 
significant linkage between socioeconomic status and the health 
of immigrant populations [22,23].

Although many immigrants have quite good health status 
upon arrival, particularly those who enter Canada as economic 
immigrants or ‘skilled workers’, they can fall prey to the 
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‘healthy immigrant effect’ where by their health status declines 
and converges towards the Canadian average over a period of 
approximately ten years [24,22,25,26].A number of explanations 
have been postulated for this phenomenon [27]. ‘Good health’ 
is a factor in admission to Canada, but this effect may be offset 
by the impact of migration [28]; acculturation and the stress 
of relocation may erode the initial health advantage, as may 
a preference for traditional health care providers [29] and a 
distrust of Western medicine [29,18]. 

Even though commonalities exist among all immigrants in 
terms of their experiences of migration, cultural adaptation 
and acculturation, a factor that can variably affect their health 
and well-being is quality of access to appropriate and timely 
PHC. Some studies have demonstrated under utilization of 
PHC by immigrant populations [30,16]. Other studies have 
demonstrated over utilization, possibly because of language 
barriers that engendered poor-quality health care interactions 
and caused health issues to be left unaddressed until they 
became serious[31,12]. PHC services are the ‘first port of call’ 
for individuals, families and communities in addressing their 
immediate health needs and concerns, yet many new immigrants 
have little or limited knowledge of Western models of PHC 
and face challenges in access and negotiation of PHC services 
[32,18]. Immigrants may strongly adhere to the traditional 
systems of medicine of their birth countries, and lay health 
beliefs may have become deeply embedded within them via 
socialization processes. These beliefs can be dissonant with 
Western biomedical interpretations of health and illness [18]. 
Other factors associated with access to PHC are (a) length of 
residence in the host community [12];  (b) level of education [33]; 
(c) racial discrimination [31,34]; (d) marital status and country 
of origin [30,35]; and (e) lack of acknowledgment by healthcare 
professionals of cultural or religious beliefs [18]. Knowledge and 
understanding of PHC services and the ability of immigrants to 
navigate the system may also play a role.

Although some of the barriers to health care access have 
been identified, additional investigation is needed, there is a 
paucity of research in Canada focused on primary health care and 
therefore our study adds considerably to the knowledge base 
therefore, our aim with this study was to investigate access to 
PHC by new and established immigrants in Alberta, Canada, and 
to contribute to the ongoing development of PHC in Canada. Our 
main research question was to identify the challenges facing new 
and established immigrants in accessing PHC and the differences 
that may exist between the two cohorts.

MATERIALS AND METHODS 
We utilized a qualitative design with an applied ethnographic 

approach, as appropriate for the study of diverse communities 
[36-38]. Specifically, we conducted a focused ethnography, 
which is suitable for studying a limited number of participants 
with shared socioeconomic and cultural characteristics   [39-41]. 
Focused ethnography is an appropriate methodological approach 
to use in PHC and nursing research because it can capture 
specific information for the development of more efficient care 
practices [42,40,18]. Classical or anthropological ethnographers 
require immersion in the field for a considerable length of time. 
In contemporary health care research finite budgets and limited 

resources require expedite methodological research approaches. 
The focused ethnographic approach is less time-consuming and 
offers the opportunity to answer more specific research questions 
. In this study, we gathered perspectives from a population of 
immigrants who had a shared experience regarding their use of 
PHC services in Canada.

Sampling and Recruitment

In ethnographic research, the study sample comprises the 
members of a community or culture under investigation who 
demonstrate the specific characteristics under study [40,18]. 
Therefore, we generated a non-probability purposive sample 
[38,40,18], with subgroups of new and established immigrants 
residing in Edmonton, Alberta, Canada. We asked the respondents 
to categorize themselves into one of the two subgroups—whether 
they had resided in Canada for less than 10 years or 10 or more 
years—because this categorization had been identified as a key 
variable in previous research on access to primary care [12 ] . 

Participants were recruited via an immigrant-serving 
health centre and other immigrant support agencies . These 
agencies were selected because they had frequent contact 
with our potential study sample. The organisations offer a 
universal service providing services for all classes of immigrant 
populations making no distinction between economic migrants, 
refugees or other classes of immigrants.  Representatives of 
these organizations provided assistance as collaborators and 
key informants. A multifaceted strategy was used to recruit 
participants from communities that were considered quite 
marginalized . Information concerning our study was available 
to all users of the services. The key informants acted as conduits 
by distributing a written summary of the study. We also provided 
envelopes with postage to allow immigrants to express their 
interest in participating (in their own languages). Members of the 
research team then contacted potential participants to explain 
the study and gain informed consent. We also provided details of 
the study at the immigrant support agencies on several occasions.

This project received ethical approval from Panel B of the 
Health Research Ethics Board (University of Alberta). The 
principles of informed consent, confidentiality and anonymity 
were observed at all times, including regarding the storage 
of study documents. Participants were aware of their right to 
withdraw at any time.

Data Collection

Semi-structured interviews are one of the fundamental tools 
for data gathering in focused ethnography  [40,18]. In the focused 
ethnographic approach observation may or may not be a feature, 
in this study observation did not occur . All of the data about 
barriers in access to PHC for new and established immigrants 
were gathered using such interviews . All interviews were taped 
recorded (with the participants’ permission) and transcribed 
verbatim for the purpose of analysis. All identifying information 
was removed during transcription.

Data Analysis

Following translation of the interviews into English and 
their subsequent transcription, the co-investigators reviewed 
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the transcripts and provided preliminary interpretations. Data 
was analysed with the aid ATLAS.ti qualitative data management  
software (ATLAS.ti Scientific Software Development GmbH, 
Berlin, Germany), however the interpretation of the data was 
wholly dependent on the cognitive skills of the researchers. We 
used the framework of Roper and Shapira  [42], for the analysis 
of ethnographic data. This framework includes the following t 
analytical steps included coding for descriptive labels, sorting for 
patterns, identifying outliers, memoing and recording reflective 
remarks, and constructing narratives.

RESULTS AND DISCUSSION

Results 

In total, 12 people  (five new and seven established 
immigrants) participated in this study. We categorized the 
study findings into four main themes summarizing the factors 
that influenced our participants’ access to PHC: (a) information 
barriers, (b) communication barriers, (c) socioeconomic barriers, 
and (d) negative prior experiences that discouraged utilization 
of services. A network view of the overall findings (Figure 1) 
was generated using ATLAS.ti. A generic observation that we 
made about the findings was that participants often felt more 
comfortable sharing anecdotal information about others in their 
social network, than their own personal experiences.

Information Barriers

This theme refers to the importance of having adequate 
information for the navigation of health care services. Our 
findings suggest that many new immigrants were not familiar 
with the health care system in Canada. This theme is divided 
into three parts: complexity and lack of information, language 
barriers, and incorrect information.

Complexity and lack of information: Many participants 
found the Canadian PHC system to be complex and difficult to 
navigate. Both established and new immigrants pointed out 
that utilizing PHC services can be confusing for them. One new 
immigrant mentioned that ‘Sometimes when you need the doctor 
that you know, the access is different and they hard to catch, it’s 
kind of you know, things are not easy to understand and you know 
to ge t access.’ Established immigrants seemed to have fewer 
problems, although they still encountered difficulties related to 

the system’s complexity: ‘if some of them have been here a long 
time, it is confusing, you know, the hospital or the health care 
system is so - it’s big, right? . . . sometimes it gets very hard.’

Lack of information about the health care system and how one 
should navigate it increased the dilemma. This problem seemed 
to be a more pronounced for the new immigrants, but established 
immigrants also reflected on difficulties they experienced during 
the time of their arrival. One new immigrant stated that ‘Some 
people, they are eligible to access the healthcare, but they don’t 
know where they can get, uh, this information, and where they can 
access the healthcare.’ Some participants recommended that an 
informational package be provided for new immigrants in the 
time of arrival: ‘I think that will be very helpful. A small package to 
say, if they are, for example, a South Asian community or they are 
from Somalia, so something in their own language. They have that 
welcome kit sort of saying about the most important numbers like 
911, the medical care’ (established immigrant).

 The health care services offered by the country of origin of 
the immigrant may differ significantly from those of the receiving 
country. In the absence of correct information, these differences 
may lead to unrealistic expectations. Moreover, the information 
received prior to arrival may conflict with that learned or 
perceived afterwards, and misleading information can influence 
their use of PHC. One established immigrant pointed out, ‘If you 
come to Canada, you, you can be very, very happy. They have that, 
expectation, nothing you do going to, you don’t have any problems 
with, money or anything . . . They say everything is going to be easy 
for you there, they going to the better life in your country.’

Communication Barriers 

This theme refers to the communication difficulties 
specifically within the PHC setting between immigrants and health 
care providers. We found that communication interactions were 
limited by not only language fluency but also cultural differences 
in the interpretation of verbal and non-verbal communication. 
Although established immigrants appeared to have fewer 
problems than new immigrants, language barriers were still the 
main communication problem and were especially pronounced 
in relation to medical terms. Ethno-cultural differences can also 
lead to communication difficulties because some terms have a 
different meaning in another ethno cultural setting; indeed, some 
Canadian terms may not even exist in an immigrant’s country of 

Figure 1 Network view (generated by ATLAS.ti) of identified factors that can influence access to primary health care (PHC) by new and established 
immigrants. Legend: A→B means that A is part of B; A↔B means that A is associated with B.
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origin. This theme is divided into four parts: language barrier; 
medical terms; lack of interpreter; and culture, health and life 
vision.

Language barrier  : Language barriers create communication 
difficulties that may limit access to PHC services. Although low 
language fluency was more pronounced among new immigrants, 
some established immigrants had had limited opportunities to 
practice their English and continued to experience communication 
challenges: ‘Language, especially for new immigrants and also for 
some immigrants, even though they came here for a long time but 
they don’t have opportunity to practice their English so it’s a big 
barrier for them’ (established immigrant). For this reason, some 
participants in this study preferentially chose to have health care 
interactions with a medical doctor who shared the same country 
of origin. This choice often improved communication and enabled 
the person to express their problem in a more efficient and 
effective manner. In one participant’s words, ‘It doesn’t matter 
how many years you lived in Canada, you still have the language 
problem. I mean you cannot speak like a Canadian; you still have 
some, some communication problem. That’s why people, people like 
to find the doctor who can speak Chinese, you know, they can, they 
can communicate well’ (established immigrant).

Participants mentioned that age plays an important role in 
this regard. Young people were thought to learn language faster 
than older immigrants in most cases, and as expressed by one 
new immigrant, ‘We come here when we are young, but what about 
those who are old, the older they lose their hope. It’s, the language 
is very tough for them, to learn.’

Given that little information was available in the languages of 
the immigrants, a significant barrier to accessing PHC information 
was found to be language difficulties. Participants spoke of how 
people with low written or spoken English proficiency had 
difficulty accessing and understanding informational resources, 
resulting in a lack of knowledge about the availability and 
relevance of services: ‘That is no way for them to get, uh, this 
healthcare and, uh, and they thought there is no healthcare for 
them, but sometime there is, there is services for them, but no way 
for them to appraise the opinion or the need’ (new immigrant).

911, the medical care’ (established immigrant).

The limited selection of languages in which informational 
resources were produced was identified as a barrier to access to 
PHC. The lack of information in their own languages created the 
most difficulties for new immigrants, sometimes including those 
who also spoke one of Canada’s official languages: ‘We don’t even 
have handouts in maternity that are translated into French. French 
is an official second language and we get - we’re getting more and 
more people from Africa whose mother tongue is French, you know. 
So, you know, like still some more work needs to be done there’ 
(established immigrant).

Medical terms: The use of medical terms in the PHC setting 
without ensuring patient comprehension was thought to lead 
to communication difficulties for both new and established 
immigrants. In such situations, the patients may not be able to 
accurately express their feelings and may not fully understand the 
implications of the information shared. Both new and established 
immigrants mentioned this issue: ‘If you know, you know English 

you can, you can speak very well but if you don’t know the term, 
medical terminology and then you can’t use it’ (new immigrant). ‘I 
don’t know. Sometimes I don’t know exactly how to say it in English. 
Probably there is a problem. But yeah, it’s a kind of problem for 
English, you know. You don’t know all the medical English. 
Secondary care services have access to telephone interpretation 
services but it appeared that this was not available in PHC, 
failure to provide interpretation services results in inadequate 
provision of information and lack of comprehension by both 
patients and health care professionals of sometimes fundamental 
information . Access to an interpreter (translator) facilitates 
communication and reduces the level of dissatisfaction and the 
risk of misunderstanding: ‘Some of the walk-in clinics can have 
a translator there; that will also help a lot and we can specify to 
people who are coming as a new immigrant that, “Listen, these are 
the places where you can get the services’ (established immigrant).

Culture, health and life vision: Communication difficulties 
may result from cultural differences. Some immigrants 
(especially new immigrants) have a very different vision about 
life, health, and health care and may subscribe to alternative 
paradigms of medicine.  For example, one immigrant had tried 
to express himself with words that he had directly translated 
from his language to English. He had tried to say that he had pain 
in his body, but because of his cultural perspective, he mostly 
referred to ‘pain’ as a nerve problem and therefore received an 
incorrect and potentially risky medication.  ‘So there is a cultural 
issue. At the same time you see we are putting in life, in the mind 
of immigrant people Western, North American concept, which are 
totally stranger to them. So we are creating a new world. We are 
introducing them in a new vision of things, of life, that they don’t 
have. . . . I went to the hospital; I had a fever, something in my 
body. When I arrived there I talked to the doctor and I said, “In my 
nerves I have some pain, in description.” He said, “Oh, don’t worry. 
I will give you a medication.” He took a medication which was 
very dangerous, which could evoke a heart attack for some people’ 
(established immigrant). 

Socioeconomic Barriers

This theme refers to socioeconomic barriers that may limit 
the ability of new and established immigrants to access PHC. 
Barriers due to low income can result in a lack of insurance 
coverage and an inability to pay for medical expenses, whereas 
inequitable social conditions can result in unequal access to 
health care services. This theme is divided into two parts: (a) low 
income and (b) inequality and inequity of services.

Low income: Some immigrants have to work extra hours or 
double shifts because of their low socioeconomic status, thereby 
limiting the time available to take care of their health—for 
example, by engaging in physical activity or by having regular 
medical check-ups. Economic difficulties were described as one 
of the main reasons for not seeking medical services, which 
were thought to be expensive. These barriers existed for both 
groups but were more apparent among the new immigrants, who 
were establishing themselves in a new ethno-cultural context. A 
situation described as common among new immigrants was to 
access PHC successfully but then not following the medical advice 
or taking the medication prescribed because of the cost: ‘They 
don’t take medication because they can’t afford to buy it. May be 
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they [just buy] Tylenol, because, Tylenol, everyone take Tylenol and 
it’s just, they can afford to buy it, yeah, they take it for their pain, for 
anything, they just use Tylenol. That’s all. (new immigrant).

Another narrative illustrated that living in a large family could 
make the purchase of medicines prohibitive. Simply articulated, 
the financial ‘pie’ had to be divided to meet the needs of all family 
members. Again, the use of PHC was inadequate as a result: ‘I 
have, uh, nine kids in my family, plus my wife and myself, we are 
at eleven and I’m working, even though I make a lot of money I, I 
cannot afford to buy medication for all of my family, because if I 
spend all the money, to the medication, and that is will, that will be 
no food in my, to, in my family’ (new immigrant).

Inequality and inequity of services: Although PHC is 
provided equally for all in Canada, the exigencies of language, 
information, knowledge and transportation faced by the new 
immigrants in this study resulted in diminished use of PHC 
services – the provision of services is equal but not necessarily 
equitable, especially for new immigrants, ‘Same services for 
everybody, okay? That is when everybody is on the same level 
playing field. But because the new migrants are not on the same 
level playing field, . . . But if they are not able to access it because of 
their own barriers, you know, it’s the services are same but they’re 
not equitable. Equitable is that it’s because of the equity. Here they 
need that - the migrants are here because they have a whole lot of 
barriers’ (established immigrant).

A new immigrant also described how a lack of information 
could jeopardize the equitability of accessing health care’s 
services: ‘Some people they don’t access, because they don’t 
understand the information that they, they get from the doctor. 
They don’t really speak English, they don’t know where they can 
contact even the services that they need, they don’t they don’t 
access.’

Negative Prior Experiences

A negative experience of PHC services may prevent future 
service utilization by patients or clients, especially those coming 
from a different ethno-cultural background. Our participants 
implied that these negative experiences may be the result of 
cultural clashes and misunderstandings, conflicts of values, 
or medical mistakes. A lack of trust resulting from negative 
previous experiences had discouraged some new and established 
immigrants in this study from using PHC in the future. One such 
experience was the following: ‘My daughter-law time, last year 
… she, had a runny nose, nose. .. The first doctor said “allergic”, 
the second doctor says “is the flu”, the third told me that is, uh, is, 
“seasonal flu”, but fourth doctor asked if he her some antibiotics, 
and accidently, at that time my daughter has a fever. He gives 
her some antibiotics…that doctor referred my daughter to see a 
specialist; we waited another nine months, but finally the, runny 
nose gone. It’s gone established immigrant).

Disappointment with their experiences and a consequent lack 
of trust in health care providers may lead some immigrants to 
make incorrect medical decisions. This lack of trust can result in 
immigrants seeking alternative medications from their countries 
of origin, the use of which may be dissonant with the perspectives 
of their family doctors. ‘So, the doctor said, “No, you don’t have to 
worry about this.” So for them, it’s kind of serious thing. So, they, 

ordered the medicine from Thailand to come in and kind of take, 
get it out, this here . . . Yeah, they order, they order medicine back 
home’ (new immigrant).

DISCUSSION 
This study aimed to investigate the experiences of new 

and established immigrants in accessing Canadian PHC, with 
particular emphasis on identifying barriers to access and to 
navigation of the system. Timely access to PHC leads to the 
best possible health outcomes [32,17]. Other studies have 
demonstrated that although health care services are available, 
accessing them can be challenging and several factors can 
obstruct the process [32,9,17,12]. Barriers to access are 
experienced more acutely by newly arrived immigrants, because 
established immigrants in general have better language skills, 
fewer communication problems, and more knowledge about the 
health care system [12].

Ethno-cultural differences and conceptualizations of health 
and illness divergent from those of Western biomedicine may lead 
to communication difficulties and misunderstanding between 
health care providers and patients. The health professional is 
likely to be imbued with Western biomedical perspectives and 
their perception and understanding of the patient’s condition 
may be very dissonant with those of the patient.

Lack of information and knowledge regarding the navigation 
of PHC services has been identified as the main issue for new 
immigrants who are attempting to use services for the first time 
[45,6,32]. In accordance with our findings, studies by Asanin and 
Wilson  [8] and Setia and colleagues [11] showed that longer 
immigrant residence time correlated with increased ability to 
obtain information and better familiarity with the system, thus 
facilitating access to PHC. However, the arrival of immigrants in a 
new country can be associated with great turmoil and stress [46], 
which could force their attention away from seeking PHC during 
their early residence time.

Although longer residence times will mean increased 
familiarity with PHC, language and communication challenges 
may still remain. Our results demonstrate that communication 
problems continue to be a major concern for established 
immigrants. These problems are mostly related to a lack of 
fluency in English or French, to unfamiliarity with medical 
terms, and in some instances to ‘cultural clashes’. Numerous 
studies have indicated that low language proficiency and other 
communication barriers negatively influence not only the access 
to PHC by new immigrants but also the quality of care received 
[47-51,12]. Confirming our findings, Author et al., [18], found that 
a lack of shared meanings due to cultural differences may lead 
to further communication problems. In other words, although 
immigrants and health care providers speak the same language, 
they sometimes ascribe different meanings to the words used. 
In addition, the diverse world views and conceptualizations of 
health and illness held by immigrants can strongly affect their 
understanding and acceptance of Western medical practices 
[18]. Such dissonance is a possible source of misunderstanding 
between patients and health care providers.

Our third theme identified several ways in which 
socioeconomic factors can impede access to PHC. The costs 
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of medical care and medications and the low socioeconomic 
positioning of many immigrants were found to be significant 
barriers. Many new immigrants had not yet had the opportunity 
to establish themselves financially or socially in the new 
environment. This problem was experienced even more 
profoundly by refugees who did not have health insurance 
coverage in the early stages of their immigration to Canada [52]. 
Although PHC services in Canada are designed to treat everyone 
equally, several substantial barriers can prevent immigrants 
(particularly new immigrants) from receiving equitable PHC. This 
inequity leads to the unequal use of PHC services and ultimately 
may be detrimental to the long-term health of these individuals – 
perhaps contributing to the healthy immigrant effect.

Moreover, negative past experiences with PHC—including 
enduring long waiting lists—can reduce the level of satisfaction 
of immigrants with the system and erode their trust in the health 
care providers, thereby affecting future help-seeking behaviours. 
Experiences such as perceived discrimination or inequality can 
also potentially jeopardize future utilization of services and 
lead to potentially risky health decisions and behaviours [17]. 
These challenges seemed to apply for both new and established 
immigrants.

Our findings address the barriers faced by new and 
established immigrants in one province in Canada, but the 
immigrant population is not homogeneous: wide variation 
exists between ethno-cultural groups and between classes of 
immigrants. Therefore, we recommend that future investigations 
study specific ethnic populations and perform sub-group 
analyses not only between ethnic groups but also between 
immigrants and refugees. We also recommend longitudinal 
studies to determine how length of stay affects healthcare-
seeking behaviours. A limitation of the current study was its 
small sample size; nevertheless, important perspectives were 
shared by the participants.

CONCLUSION
This study has provided valuable information regarding how 

lack of information, communication difficulties, socioeconomic 
barriers, and negative experiences with services can seriously 
impede the access to PHC by new and established immigrants 
in Canada. We have also indicated that new immigrants can be 
more vulnerable to such access barriers than are established 
immigrants: more attention needs to be directed to the 
population that is trying to access health care for the first 
time. Although Canadian PHC services are configured to treat 
residents equally regardless of their background, it seems that 
much progress remains to be made before the system meets the 
country’s promise of welcoming immigrants and refugees to 
foster a multicultural population.
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