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Abstract 

Background: Globally, the health needs and status of refugees are still poorly understood post-

migration. Responding to the increasing numbers of refugees in Saskatoon, Saskatchewan, the 

Refugee Engagement and Community Health (REACH) clinic was established to optimize health-

care for refugees. Using a multi-disciplinary approach, the clinic provides primary, specialized, 

and urgent care needs within the first year of re-settlement before supporting the transition to a 

family physician. Therefore it is important to determine how the clinic is impacting the health of 

its service users. The purpose of this mixed-methods convergent parallel design was to understand 

how refugees’ perceptions of care and access influence their perceived health status while 

attending the clinic and their transition experiences to a family physician within the community.  

Method: Using a cross-sectional design, data collection took place from May 2018 to April 2019. 

Seventy-five Government Assisted Refugees (GARs) completed a survey questionnaire at the time 

of transition. Questions included demographic characteristics, accessibility of care, perception of 

the visit with the provider, and health status. Following descriptive statistics of the sample, 

regression analysis measured the relationship between “perceived health status at one year” and 

several key independent variables as determined by multivariate analysis. At the same time, 

interviews conducted with a subset of 16 participants provided a deeper understanding of refugees’ 

perceptions of care and their transition experiences. Thematic analysis was done.  

Results: Statistical analysis revealed a significant relationship between perceived health status and 

frequency of visits (p=0.042) and “doctors’ advice” (p=0.039). Analysis of the qualitative 

interviews corroborated survey findings that services offered at the clinic were appropriate and 

tailored to refugees’ needs. Though some participants spoke of barriers related to transportation 

and culture, some prominent enablers included their ability to communicate and understand 

information through interpreters, access to child and maternity services, trusting the clinic 

environment, clinic partnerships, and appropriate patient-physician interactions. At transition, 

refugees felt unprepared to engage with their new physicians citing lack of awareness and health 

literacy issues. Once transitioned, language and cultural discordance, lack of understanding of the 

fee-for-service delivery model, and trust were some of the challenges affecting their abilities to 

access care. This fostered dependency in some participants and resilience in others.  

Conclusion: Findings indicated that GARs perceived health status and perceptions were highly 

influenced by their expectations of health-care delivery. Findings also underscore the importance 
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and the effectiveness of the existing comprehensive, integrated service delivery model that is both 

linguistic and culturally competent and built on strong partnerships between the REACH Clinic, 

settlement agencies, and other community partners. On the other hand, there is a need for a more 

robust transition component within this integrated service delivery model; however, without new 

resources and up-stream funding to ensure a successful transition, poor health seeking behaviours 

may develop post transitioned. Providing appropriate support to mainstream physicians could also 

be emphasized. This study has contributed to affirm the current provision of clinic services and 

highlighted the urgent need for additional training, resources and policies guidelines to help reduce 

barriers faced by refugees and better address the transition to mainstream care. A further study 

could be conducted to gain more insight into how the existing barriers such as the fee-for-service 

model can be addressed to better accommodate refugees and to continue improving the transition 

of refugees as they move from refugee-specific clinics to the mainstream health care system.   
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CHAPTER 1: INTRODUCTION 

 

1.1 Refugees Global Trends and Health Challenges   

 

Migration is a centuries old phenomenon that has played a fundamental role in creating global 

diversity. Various countries are currently experiencing increasing levels of forced mass migration 

precipitated by an upsurge of human rights abuse,  poverty, and natural disasters. These push 

factors have transformed the face of migration and resulted in more refugees worldwide since the 

end of World War II. Presently, approximately 79.5 million people have been forcibly displaced 

worldwide. Of this number, 26 million are classified as refugees.1 It is anticipated that this figure 

will continue to rise as global crises on multiple continents threaten human survival.  

 

According to the Immigrant and Refugee Protection Act (IRPA), 2001 - which derives from the 

1951 United Nations Convention Relating to the Status of the Refugee (1951 Convention) - a 

convention refugee is “someone who is unable or unwilling to return to their country of origin 

owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, 

membership of a particular social group, or political opinion”1,2 . Canada is a signatory to the 1951 

Convention and has a robust, complex, and long-standing resettlement system that grants asylum 

to convention refugees, permitting them landing residency once in the country. 

  

Data published in 2020 by Immigration, Refugee, and Citizenship Canada (IRCC) 3 indicates that 

refugees accounted for 9.4%i of the 1,634,020 new migrants who had permanently settled in 

Canada between the period of January 2015 and June 2020. Of this approximately 160,000 

refugees settled Canada wide, destination-specific data reveals that Saskatchewan’s welcomed 

5900 refugees during the same time period. Evidently, refugees currently comprise a significant 

cross-section of the cultural, social, and economic human landscape of Canada. Given the current 

trend in escalating global turmoil, it is likely that refugees will continue to change the 

demographics of the Canadian population for years to come.   

 
i Calculations were conducted using two open data sources from IRCC monthly updates. These sources are:  

a) Canada - Admissions of Permanent Residents by Province/Territory and Census Metropolitan Area of 

Intended Destination (2019 ranking), January 2015-June 2020 

b) Canada - Admissions of Resettled Refugees by Province/Territory and Census Metropolitan Area (CMA) 

of Intended Destination and Immigration Category, January 2015 - June 2020 
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Since 2008, the world has witnessed the unfolding of the Syrian conflict, a disaster so disturbing 

that it could truthfully be described as the “worst humanitarian crisis” in recent history 4.  By 2011, 

the country’s internal conflict turned into a civil war that caused many Syrians to seek asylum 

overseas. Advances in global communication networks and transportation systems enabled Syrian 

refugees to travel far and wide in search of safety. Estimates indicate that more than 6 million 

Syrians have been internally displaced while another 6.6 million have fled their homeland seeking 

refuge in several countries around the world 5. This crisis resulted in rapid and dramatic mass 

migration, with thousands of refugees crossing several international borders daily. Unprepared 

neighbouring, low-middle income countries were compelled to offer humanitarian aid. Ad hoc 

emergency shelters and refugee camps were quickly established as stop-gap measures to house 

displaced Syrians while they awaited permanent resettlement. Reports from the United Nations 

High Commission for Refugees (UNHCR) indicate that “85% of the worlds’ refugees are currently 

being hosted in developing countries 1”. This reality precipitates deplorable living conditions and 

inadequate care on the following basis:  

(i) large numbers of individuals housed in aid hoc emergency shelters and refugee camps 

lead to overcrowded, unsanitary conditions and increased risk for a threat to personal 

safety 5,6. 

(ii) poor sanitation and lack of nutritious food increase the risks for infectious/ 

communicable diseases and mental distress 7.  

Even before their displacement from their homelands, refugees begin to experience circumstances 

that ultimately negatively impact their health. When countries experience civil unrest, often there 

is a significant decline in the functional capacity of hospitals and public health facilities. This 

decreased capacity inevitably leads to reduced access to health care services and other necessities 

such as food and potable water 7. These realities negatively affect the health of the people living 

in the affected countries. Research conducted in several countries around the world indicates that 

refugee groups have higher mortality rates, greater health disparities, and are more likely to suffer 

post-traumatic stress and post-traumatic stress disorders than the general population. Overall, 

refugees are more likely to have poorer physical and mental health outcomes when compared to 

other groups of migrants 8,9. The mental and physical health and well-being of many refugees 

deteriorate while in their destabilized homelands and during their stay in emergency shelters and/or 

refugee camps. Yet even when refugees are resettled in the host counties, they continue to face 
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challenges related to health care accessibility, adaptation, and acculturation, and these challenges 

precipitate a continued decline in their overall mental and physical health6, 8.  

 

Between November 2015 and February 2016, Canada resettled more than 25,000 Syrian refugees 

10  and continues to welcome more. Saskatchewan, as a province of final destination, welcomed 

more than 1,000 Syrians by the end of 2016 11. This is the highest number of refugees that the 

province has received in recent times, and the city of Saskatoon hosts more than 400 of that total 

number. In response to this influx of refugees into Saskatoon, the Saskatoon collaborative network 

comprising representatives from Global Gathering Place (GGP); Saskatoon Open Door Society 

(SODS); Saskatoon Community Clinic; Saskatoon Health Region, Mental health and Public 

Health; and the University of Saskatchewan (Department of Paediatrics, Family Medicine and 

Community Health and Epidemiology) saw the need for a dedicated primary health care facility 

to service the city’s growing refugee population. This facility was designed to be a temporary 

solution to offset the expected rise in health care challenges associated with the increasing refugee 

population. The clinic operated for three months (January -March 2016), offering one visit to each 

refugee patient. During the three months, the clinic provided care to approximately 400 refugees.  

In the end, the collaborative felt that the three months pilot trial only addressed urgent needs and 

despite no additional funding in February 2017, the refugee clinic program was transformed into 

a regular service known as the Refugee Engagement and Community Health Clinic: REACH 

Clinic. The REACH Clinic was created to address a myriad of barriers preventing refugee’s 

equitable access to care and easy transition into the Canadian health care system. The primary 

goals of this community-based initiative are to improve refugees’ health status by improving their 

access to health care and help to educate and integrate refugees into the community health care 

system. 

 

Continuous evaluation of any new program is critical in determining the program’s impact and 

relevance. Prior to this study, the clinic underwent a process evaluation to identify how care was 

being delivered and the range of services provided to determine the relevance of the REACH Clinic 

services 12,13. Later, in early 2018, the Collaborative completed a literature review on refugee care 

in general and the various models of care used to provide equitable health care for refugees and 

outlined the services provided at the clinic. This literature review included a detailed description 

of the model of care utilized by the REACH Clinic.  The second phase of the evaluation forms the 
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scope of this thesis, which is to review how services users perceived the care received. Therefore, 

the purpose of this study is to explore the effectiveness of the REACH Clinic by describing the 

characteristics of refugees who access the clinic’s services, as well as their perceptions of care at 

the REACH Clinic after one full year.  

 

1.2 Objectives and Research Questions  

The quantitative objectives of this research are:  

1. What are the characteristics of refugee patients who seek care at the REACH Clinic? 

2. To evaluate access to care, perception of care and self-perceived health status of the 

refugees’ newcomer patients who have received healthcare for one year at the clinic.  

The qualitative objectives of this research are:  

3. To better understand from their perspective how they experience care at the clinic.  

4. What are refugees’ perceptions and experiences of the transition from the REACH Clinic 

to a family physician in Saskatoon? 

 

1.3 Study Rationale 

As previously mentioned, the Saskatoon Refugee Collaborative completed a process evaluation on 

the REACH clinic and a literature review of the care models developed for this population. As a 

result, the Collaborative wanted to know how REACH Clinic is impacting the health of its service 

users. Furthermore, is the clinic providing care that is suitable to meet the health needs of refugees?  

In the Canadian literature, specifically Saskatchewan, little is known about the personal experiences 

and perceptions of refugees accessing primary health care clinics that are designed specifically to 

improve access and utilization of health care. More interestingly, little is known about their 

transition into the local healthcare system from a refugee clinic.  An understanding of the 

challenges faced by refugees, and their experience with and perceptions of health care received in 

Saskatoon, will address this gap. 
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CHAPTER 2: LITERATURE REVIEW 

 

 2.1 Introduction 

This chapter presents a review of themes related to the health of refugees new to Canada. This 

review highlights the resettlement process for refugees in Canada, Saskatchewan, and describes 

the physical and mental health challenges related to migration that are faced by refugees. This 

chapter also provides a brief overview of the structures in place to aid refugees in accessing care 

in Canada and Saskatchewan. Increasing diversity creates new challenges and new opportunities 

for health care delivery. Thus this chapter also discusses the various care models (service delivery 

models) used to offer care to refugees and the importance that they serve in improving health care 

access for refugees while creating equitable care. These models have several challenges; of key 

importance is the transition of the refugee patients to the care of a regular family physician within 

the local health care system. 

 

2.2 Migration and the Refugee Crisis  

History has consistently recorded the displacement and movement of people from one country to 

another—a term referred to as migration and differentiated into voluntary migrants or immigrants 

and forced migrants, particularly refugees. These groups are often lumped together; however, they 

are fundamentally distinct in terms of the push and pull factors that drive migration. An immigrant 

is defined as someone who voluntarily moves from one country to resettle in another country with 

the central object of improving his or her social and economic standing 14. Refugees, by contrast, 

have little or no choice but to flee their home countries in search of physical safety 2. An 

immigrant’s admission into a country such as Canada is based on the prospect of successful 

resettlement and his or her abilities to contribute to the growth of the Canadian economy. 

Moreover, they can return home at any time. Refugees cannot safely return home, and in most 

cases, they have lost all social connections with their homeland. For refugees, acceptance into 

Canada is predicated solely on the government and private sponsors providing humanitarian 

assistance to save the lives of those displaced due to violations of their human rights 15. After being 

accepted into Canada, according to the United Nations 1951 Refugee Convention, refugees’ rights 

are governed by law at both the international and the national level 16. Therefore, the entry of 
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refugees into the host country is not connected to their ability to contribute to the host country's 

social and economic mobility.  

In the past, migrants typically moved from one place to another in search of upward mobility in 

social status and, to a lesser extent, safety. However, since the beginning of the twenty-first 

century, there has been a shift in migration reasons. The scale of current migration has taken an 

unprecedented toll in the form of mass forced displacement due to conflict and human rights 

violations and, to a lesser extent, climate change. According to UNHCR’s 2019 mid-year report, 

“forced displacement consistently continues to increase the total number of refugees worldwide 

17”. The UNHCR’s annual Global Trends report indicated an unprecedented “79.5 million people 

uprooted from their homes by conflict and persecution” at the end of 2019 5. In recent times, forced 

displacement is mainly attributable to the Syrian conflict, which has created a large number of 

refugees, the largest since World War II. Presently, almost a decade after the eruption of the Syrian 

conflict, UNHCR continues to report that the highest number of refugees are Syrian. Moreover, as 

generalized violence and human rights violations continue to escalate globally, the number of 

refugees worldwide continues to increase. Ongoing warfare in Afghanistan, South Sudan, and 

Myanmar have also contributed to the global displacement of approximately 6 million persons 5. 

Conflicts in Somalia, the Democratic Republic of the Congo (DRC), the Central African Republic, 

Sudan, Iraq, Eritrea, Burundi, and recently Venezuela have continued to consistently and 

significantly increase the number of refugees worldwide 5. These events have triggered the 

worldwide phenomenon of the most massive mass displacement globally since the early-twentieth-

century 18. This mass displacement has placed poorer countries of asylum at a considerable 

disadvantage, as they have accepted most refugees at substantial humanitarian relief and assistance 

costs. Final countries of resettlement also share significant responsibilities for securing the safety 

of refugees; however, this comes at a cost to humanitarian organizations and the international 

community 1. 

 

2.3 Situating Refugees in Canada and Saskatchewan 

According to United Nations High Commission for Refugeesii (UNHCR) reports, refugees are 

resettled from abroad as individuals identified by the UNHCR as conventional refugees, and they 

 
ii United Nations High Commissioner for Refugees is a global organization dedicated to saving lives, protecting rights 

and building a better future for refugees. The organization assists forcibly displaced communities and stateless people 

in their voluntary repatriation, local integration and resettlement to a third country. 
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enter Canada via three sponsorship streams 15. Those receiving full sponsorship through financial 

and social support by the Canadian government for one year following arrival are categorized as 

government-assisted refugees (GARs). Those who are sponsored by family members, churches, or 

non-governmental organizations are identified as privatively sponsored refugees (PSRs). In recent 

years, a third stream, blended-visa referrals, gave the government and private groups an 

opportunity to collaborate in a three-way sponsorship with the UNHCR. Under this category, 

private sponsors are responsible for refugees’ social and emotional integration within the 

community 15,19. Through the Resettlement Assistance Programiii (RAP), the Government of 

Canada works in partnership with private groups, each offering six months of financial support 19. 

  

In the face of devastating ongoing humanitarian crises, Canada’s commitment to resettling 

refugees has strengthened over the years. Since 2015, Canada’s immigration policies have resulted 

in an increased national refugee intake each year. During the latter part of 2015 and well into 2016, 

Canada received approximately 25,000 Syrian refugees, with 15,768 of that number being GARs 

8, 20. Between 2015 and 2020, Canada resettled approximately 154,820 refugees. By June 2020, 

PSRs accounted for 55%, while another 39% were GARs 22. As a show of the Provincial 

Government’s support for the initiative to help resettle refugees from Syria and elsewhere, 

Saskatchewan welcomed a total of 5,900 refugees, with the city of Saskatoon accepting 2,690 

refugees from 2015 to mid-2020 21,22. This data shows the highest number of refugees in the 

province than previous years, most of whom were GARs 23. All refugees receive permanent 

residency status upon arrival in Canada. 

 

Research suggests that there are demographic differences between GARs and PSRs that contribute 

to positive or negative health status following resettlement. Government-assisted refugees 

generally arrive in Canada in worse health and have less social capital and greater need for 

protection. Therefore, GARs are expected to experience greater integration challenges due to 

complex physical and mental health care needs 24. By contrast, privately sponsored refugees 

generally have a higher level of education and are more likely to speak an official language of 

 
iii The Resettlement Assistance Program (RAP) is a “contribution program through which the Government of Canada 

provides assistance for resettled refugees to establish themselves in their new home. The program has two main 

components: income support and a range of immediate essential services. The income support also has two 

components: start up allowances and monthly income support” 19. 
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Canada than GARs 25. This suggests that PSRs are more likely to understand and effectively 

engage with the host country’s members and services. In addition, this group is more likely to have 

greater access to health care services because their sponsors understand the rules that govern the 

community’s social and health care systems and therefore can advocate for the PSRs. Like other 

provinces, in Saskatchewan, GARs are linked to various settlement and integration services 

charged with the responsibility for supporting refugees’ social and health care needs from their 

time of arrival. Private sponsors are assigned the same responsibilities for PSRs. Monetary support 

for GARs is available through the federal RAP, and refugees with joint assistance receive 

temporary financial assistance to cover the cost of necessities. Reports from the IRCC RAP 

program evaluation indicate that income support levels, as well as time allotted for each RAP 

service, are inadequate to support refugees’ immediate and essential needs 19. This support lasts 

only one year, and the allowance for GARs is typically set at provincial welfare rates 26.  

A recent 2019 study commissioned by UNHCR revealed several social and economic ways in 

which refugees benefit the Canadian society. Analysing data from the 2016 Canadian census data 

indicated that “refugees are creating jobs for themselves and other Canadians, with almost 1 in 7 

refugees self-employed or business owners. Refugees are, on average, just over 11 years younger 

than those born in Canada, which means they are more likely to be of working-age, with many 

years to contribute. Notably, the research proved that 20 years after being resettled to Canada, 

refugees were contributing more in income tax than they received in public benefits and services 

5” 

2.4 Understanding Refugees’ Health  

According to Vang 28, refugees’ ability to fulfil their human capital potential depends heavily on 

their health status. Health is an everyday resource and functions as a crucial indicator of an 

individual’s potential. The health effects associated with migration make refugee health a matter 

of great concern to scholars and policymakers. For refugees, migration because of forced 

displacement is a critical determinant of health. This type of migration is known to affect 

individuals’  physical and mental health as well as their social well-being 6. “While migration itself 

is not a risk factor for poor health, the process and the specific circumstances of forced 

displacement can make some migrants’ vulnerable to physical, mental and social health problems 

6”. Migrants (collectively) are often comparatively healthy; however, exceptions to this statement 

are revealed when migrants, particularly refugees, are examined individually 6. A brief review of 
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the literature by Lane and colleagues 28 revealed that newcomer migrants to Canada are “not a 

homogeneous group and that diverse life experiences interact to influence observable health 

outcomes”. As such, refugees are often viewed as a vulnerable migrant population in less robust 

health due to higher risks of poor physical and mental health outcomes compared to their other 

migrant counterparts 28.  

A deeper understanding of refugees’ health is possible only through a comparative assessment of 

the factors such as a culture that influence migrant refugees’ health and their migrant non-refugee 

counterparts. Failure to distinguish between refugees and other migrants limits the understanding 

of the complexities that exist among political, health, social, and economic drivers of migration, 

suffocates the significance of individuals’ lived experiences, and undermines the importance of 

the specific services needed to improve refugees’ lives. Compared to refugees, immigrants, on 

average, have better health statuses. This disparity is largely due to positive selection, screening, 

and discrimination on the part of immigration authorities 14,29,30. Immigrants’ post-arrival health 

status  depends on several social determinants, including employment, income, health care access, 

and culture, and these factors result in the health of immigrants either declining or converging with 

the Canadian average over time 31. Refugees’ comparatively poorer health status is generally a 

reflection of their harsh lived experiences. The risk factors associated with having poor physical 

and mental health for refugees intensifies as people search for safety and well-being. According to 

Matlin and colleagues 18, these risk factors can be categorized into the different stages of the 

migration journey: before the migration process starts, during travel, and at transit and destination 

points. Before the migration process, the breakdown of health care systems can exacerbate life-

threatening health conditions due to limited or a lack of access to basic health care. Moreover, it 

is often observed that those who are less educated and have a lower socio-economic status face a 

greater health crisis 18. While travelling, refugees must contend with environmental elements, 

exposure to sexual violence and sexually transmitted diseases, assault, and unsanitary living 

conditions in the asylum countries 18. Once in the host country, the health issues faced on the 

migration journey do not disappear. Instead, they become even more complex, as refugees must 

now contend with the stresses of acculturation and integration, changing environmental conditions, 

susceptibility to new diseases, and cultural and linguistic barriers 18. Lane et al.28 confirmed this 

statement while examining health disparities in migrant children. These authors concluded that 

refugees not only arrive in the country with  comparatively worse health status but are also more 

vulnerable to transitioning to poorer health post-arrival. 
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Physical and mental health status of refugees    

Reports from the World Health Organization, European region, note that “there is no association 

between migration and the importation of communicable diseases, there is however, a very well-

established association between communicable diseases and poverty 7”. Unsanitary living 

conditions, poor nutrition, and overcrowding dramatically increase the risk of contracting 

infectious diseases such as measles, tuberculosis, and Hepatitis A and B 32,33. Refugees have also 

been shown to suffer from parasitic diseases and high rates of diseases related to malnutrition 

(anaemia, iron and vitamin deficiencies), as well as oral health issues 32-37. Refugees typically 

suffer from health-related issues that are linked to physical traumas such as accidental injuries, 

hypothermia, burns, gastrointestinal illnesses, bone fractures, and tissue injury 7,38. During periods 

of forced displacement, refugees suffer from limited or no access to medication, and in many cases, 

complete denial of access to all forms of care. At this time, individuals experiencing health 

challenges such as cardiovascular disease, hypertension, diabetes, and cancer are more vulnerable 

to developing health complications 7. 

Following their arrival in the host countries, the health of refugee families tends to decline. A 

mixed-methods study in Saskatchewan examining the health disparities between 166 refugees and 

134 immigrant children highlighted the risk of stunting and high cholesterol among refugee 

children, along with other health disparities 28. The authors later surmised that “refugee families’ 

social and economic conditions related to poverty and social marginalization, combined with poor 

access to the inter-related systems of health, economic, and social resources generate living 

patterns focused on meeting survival needs as opposed to maximizing health status 28”. In the case 

of female refugees, displacement significantly complicates the delivery of maternal and obstetric 

care, increasing the risk of unsafe childbirth and maternal and neonatal morbidity and mortality. 

Women are also forced to deal with unwanted pregnancies and other challenges related to sexual 

and reproductive health stemming from sexual abuse and violence 33. 

The mental health of refugees has been well documented across the literature, with several authors 

citing problems related to anxiety, psychosis, depression, and resulting somatic symptoms 39,40. 

Refugees typically endure tremendous stress associated with having experienced traumatic events 

such as witnessing harm, death, or threats to others; separation from family and culture; time spent 

in detention and refugee camps; and long periods of limited access to basic needs such as food, 

water, shelter, and safety. Refugees from war-torn countries such as Somalia and Syria, who had 

limited access to pre-migration health care and who were displaced numerous times, are especially 
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vulnerable to post-traumatic stress 38. These issues are often further combined with factors 

associated with resettlement, creating significant sources of mental health challenges. These post-

migration factors include the tension of coping with life in an unfamiliar place, learning a new 

language, finding employment and housing, navigating unfamiliar health and education services, 

and adjusting to changing family relationships. Consequently, psychiatric disorders, particularly 

post-traumatic stress disorder (PTSD) and depression are among the most common mental health 

problems faced by refugees 36,37,41. 

 

2.5 Accessing care in mainstream Canada and Saskatchewan 

Upon arriving in the province of destination, like Saskatchewan, refugees undergo a series of 

health assessments. Settlement agencies and private sponsors simplify this process 

by coordinating appointments and transporting refugees to and from doctors’ appointments to have 

their health assessed. For some refugees with serious health issues, urgent care is 

sought immediately following their arrival in the province because of the universality of Canadian 

health care policy. This allows for the essential health needs of refugees to be covered by the 

federal government through the Interim Federal Health Program (IFHP). Under this program, the 

Government of Canada provides limited health care coverage for basic health care needs that are 

of an urgent and essential nature, predominately, hospital or doctors’ visits, medications, and 

vaccines, to all categories of refugees 42. However, only GARs have access to expanded health 

care coverage, which includes access to vision, dental, and other supplemental benefits 37,41. This 

continues until they become eligible for provincial coverage. In Saskatchewan, refugees become 

eligible to apply for a provincial health card the day they arrive.  

The Saskatchewan provincial health care system operates within a national framework, referred to 

as the Canada Health Act (1984) 43. The Act defines the following standards to which the 

provincial health coverage program must conform for federal funding: universality, portability of 

coverage among provinces, public administration, accessibility, and comprehensiveness 43-44. This 

kind of system includes comprehensive services and continuity of care to the individual client and 

health assessment and intervention to meet the community’s needs. These 

processes, facilitated through the provincial health card, grant all residents of the province (except 

some Indigenous residents) access to essential health care services, that is, primary care, laboratory 
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testing, diagnostics, and other screening and preventative programs. Primary care is 

delivered predominately through emergency walk-in clinics, community clinics, and hospitals 

and is offered by nurse practitioners or family physicians. Each resident is encouraged to have a 

regular family doctor, as this arrangement facilitates the continuity of care and improved health 

outcomes 45,46. In 2012, Saskatchewan developed a new, patient-centred framework for primary 

care. In this framework, “every resident of Saskatchewan—regardless of location, ethnicity, or 

underserved status—should have an identifiable primary health care team they can access in a 

convenient and timely fashion so that the patient and his/her family can achieve the best possible 

health care experience 45”. The province’s health authority is aware of the challenges faced by 

refugees and has implemented some solutions, such as the Multilingual Community Interpreter 

Services (MCIS), a telephone language service available in all hospitals and community clinics to 

lessen communication barriers between doctors and refugees. However, refugees still 

face insurmountable barriers from appointment booking through the pharmacy and referral 

process. Furthermore, for refugees who can access care, other social and cultural barriers interfere 

with their continuity of care. 

2.5.1 Challenges accessing care  

Over the years, the literature has documented certain specific barriers as the critical factors behind 

the comparatively negative health outcomes among refugees 37, 47-51. These barriers include but are 

not limited to language discordance, health literacy, care perceptions, different cultural beliefs and 

practices related to health, mistrust of health care providers, and lack of familiarity with how to 

navigate the health care system. These barriers play a significant role in determining refugees’ 

health status while seriously impacting their ability to obtain equitable access to care. These 

barriers are problematic and often result in a perception among refugees that the health care system 

is non–user friendly, hence, reduced utilization of health care services by refugees 9. This 

perspective is supported by data from a longitudinal study by Glazier et al. 52, whose work 

examined the association between hospitalization rates and neighbourhoods housing high 

percentages of migrants residing in Toronto. The study recorded refugees as more likely to visit 

the hospital, presumably because they lack a regular place of care 52. Predictably, this leads to an 

increased burden of care on the Canadian/Saskatchewan provincial health care system. 
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2.5.2 Categorising barriers to refugee health care  

Much of the literature has described multiple barriers to refugees’ access to and use of health care 

services 47-51,53.54. We can categorize barriers described in the literature according to three primary 

levels: the health system, the health care provider, and the individual.  

First, the health system level considers barriers such as a lack of availability and poor organization 

of services, inadequate insurance coverage, and a high cost of services. Federal policies restrict 

newly arrived refugees’ immediate access to a range of health care services, permitting access only 

to basic health care coverage under the IFHP for emergency and essential services 50. Moreover, 

family physicians frequently do not recognize or accept the IFHP certificate, as they are largely 

unfamiliar with the program and find the reimbursement process complicated and inefficient 55 . 

Refugees rarely have the financial resources required to obtain private health insurance. However 

in Saskatchewan, refugees have basic health care coverage immediately upon arrival and 

provincial health cards  are processed within 4 to 6 weeks after which they receive the same 

healthcare coverage as other residents.  Regardless, these obstacles make health care services 

cumbersome to use and navigate and invariably produce negative perceptions of the health care 

system, as documented by Newbold and McKeary 29 in their cross-sectional study. Using 

qualitative interviews with 14 health care providers in Ontario to explore the impact of system-

level barriers to refugees’ health care, Newbold and McKeary 29 also noted that health institutions 

were most often not accessible to refugees because of the shortage of services coupled with 

reduced funding for interpreters. This inaccessibility creates a hardship for refugees, who often 

present in poor health upon their arrival in the host country. 

Second, health care providers are often unaware of the difference in care needs between refugees 

and their voluntary immigrant counterparts. Complications with poor understanding and the IFHP 

process, language discordance between patient and physician, and an absence of accurate patient 

history result in refugee patients having difficulties finding health care providers willing to deliver 

culturally appropriate and timely health care 29. Cultural incompetence is often demonstrated as a 

lack of sensitivity towards refugees’ individuality and care. Moreover, the insensitivity with which 

medical procedures are performed, coupled with inadequate communication, can be viewed as 

intrusive by refugee patients, effectively closing off access at this level 53. Lamb and Smith’s 51 

commentary article speaking to the many challenges of the Australian Refugee Health Services 

provided further insight into this gap. They noted that inadequate reimbursement is a disincentive 
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to general practitioners for the additional time that it takes to provide comprehensive care to 

refugee patients 51. This lack of specialized and comprehensive care was echoed by Bhatia and 

Wallace 56 after they conducted 11 interviews with refugees and asylum seekers accessing care at 

a refugee walk-in clinic in London. Based on the experiences of care that the participants shared, 

the authors concluded that the “problem of poor access for refugees with inadequate support may 

be improved by better education and support for general practitioners in how to provide care for 

refugees 56”. They further noted that the unpleasant experiences of refugees with primary health 

care could be explained in part by a tendency for doctors to view refugees as an unwanted burden 

to the health care system, leaving refugees feeling stigmatized and discriminated against 56. 

Finally, at the individual level, refugees who require immediate care are challenged to adapt 

quickly to a new health care system. This is made even more difficult by the refugees’ varying 

personal perceptions and levels of understanding of health care in the host country. A key challenge 

faced by refugees is a lack of comprehensive health literacy for the new health care system. In a 

perspective article by Riggs et al. 57, health literacy was described as the “degree to which an 

individual can obtain, communicate, process and understand basic health information and health 

services to make appropriate decisions about their health”. The authors further proposed that 

previous precarious experiences with health systems coupled with a disruption in education and 

traditional ways of sharing health information may have a profound “impact on the way in which 

refugees engage with health information, health care services, and preventive health activities 57". 

Refugees who face limitations in speaking the dominant language proficiently, do not speak the 

same language of the physicians, or who do not understand the language at all are greatly 

disadvantaged, which further exacerbates low health literacy.  

Refugees arrive in Canada from a variety of cultural contexts and their definitions and perceptions 

of health care vary from the norm in mainstream Canadian culture. According to Gushulak et 

al. 9 differences in “cultural dimensions exert important influences on the understanding, 

recognition, and management of health". In some non-western cultures,  individual's perceptions 

of health are strongly shaped by their belief systems, worldviews, and traditional approaches to 

medicines. A definition of health based on cultural norms and belief systems influences health 

literacy skills and time taken for acculturation in the host society 9,37,53.  Cultural differences, 

therefore, play a major role in cross-cultural care as many refugees are unfamiliar with the cultural 

atmosphere of their new society. Refugees’ expectations of what health care will be like in Canada 
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often conflicts with the realities of long waiting times, requirements to make appointments for 

routine visits, the mandatory referral process, abrupt consultations, and lengthy emergency room 

delays 37. Ignorance of the range and type of care services available to them, such as preventative 

care, often compounds their disappointment. These individual differences create challenges for 

health care providers now facing the issues of time constraints, understanding symptoms, and 

explaining a diagnosis 53,54,58,59.  

Factors at all three levels—the health care system, the health care provider, and the individual 

levels—must be made to work together cohesively to ensure equitable access and utilization of 

health care services. Gushulak, et al. 9 conducted a systematic review of population studies 

between 1996 and 2009 to describe the health status of migrants and the health-care implications 

associated with migration to Canada. “New migrants, including refugees, were twice as likely to 

experience difficulties accessing immediate health care compared with those born in Canada 9”. 

Consequently, refugees have fewer physician visits than Canadian-born citizens 55. Presumably, 

when coupled with the intersection of several barriers across all three levels, refugees are known 

to perceive their health status as poor or fair 28.  

 

2.6 Service Delivery Models of Care for Refugees 

Recently, to offset the many barriers associated with accessing equitable care, host countries such 

as Canada have worked hard to develop and fund appropriate care models to address the specific 

needs and challenges of refugee newcomers.   Care models or service delivery modelsiv define how 

complex health services are organized and delivered to refugees 60,12. Factors such as equity, 

responsiveness to users’ challenges, privacy, and cultural implications often underpin the 

successful implementation of these care models.  

Although there is a connection between some refugees and primary care physicians early in their 

integration, researchers and governments design these models of care to give refugee newcomers 

easier access to a wide range of primary health care services at relatively accessible locations. 

These models’ overarching aim is to detect and address primary health issues and facilitate healthy 

 
iv Models of care describe how “complex range of health services are organised and delivered. This may be defined 

by principles (such as equity, accessibility, comprehensiveness, coordination), care delivery systems (e.g. 

multidisciplinary, on-line, the nature of consumers and the pathway of care which they must negotiate (e.g. entry, 

referral, etc.) and the range of services provided (e.g. medical specialist) 60”  
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integration into the host society. The literature on the different service delivery care models for 

vulnerable populations in Canada, particularly refugees, is very limited. 

2.6.1 Multi-disciplinary integrated clinic models 

 Clinics operating under this service delivery model take a multi-disciplinary approach to care, 

offering comprehensive care to patients. This model is crucial for sustainable primary care service 

delivery for refugees and is the most suitable means by which to offer equitable care to refugees 

61,12. This study uses a process-based definition of integrated care offered by Kodner and 

Spreeuwenberg 62, whereby an integrated model is ''a coherent set of methods and models on the 

funding, administrative, service delivery, and clinical levels designed to create connectivity, 

alignment, and collaboration within and between the cure and care sectors''. According to this 

definition, integrated models describe the importance of several entities working collectively, 

namely community, researcher, health provider, non-government organizations, and policy-

makers. Collaboratively, entities maintain an efficient system with one primary aim of enhancing 

equity of service, quality of life, positive perception, and satisfaction. Such a model aims to create 

a user-driven service delivery system that functions independently of the demographics and 

capabilities of the users. 

As a follow-up, McMurray et al.24 simplify this definition by listing practical characteristics of 

culturally appropriate integrated care for refugees. These characteristics include a “patient focus, 

standardized care through inter-professional teams, comprehensive services that span the 

continuum of care, and information systems that support communication”. The overall goal of 

integration is to ensure improved care and quality of life, leading to better client satisfaction and 

system efficiency. However, refugees transitioning from clinics that utilize an integrated care 

model may experience difficulty entering mainstream health systems that do not utilize such a 

model of care. These individuals often develop a sense of dependency on these clinics 12,63, leading 

to fear, sociocultural barriers, and economic and administrative constraints when accessing 

mainstream health services.  

2.6.2 Primary care amplification model 

Like the integrated clinic models, another type of service delivery model is the primary care 

amplification model (PCAM), used by the Newcomer Health Clinic in Nova Scotia and throughout 

Australia 64, 65. The PCAM calls for a central transition clinic or beacon clinic to address the core 

elements of health care and ensure continuity of care following the initial/preliminary medical 
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assessment of refugee patients. These beacon clinics must be accessible for all ethnicities with 

diverse acute, chronic, and preventive health needs 64. The PCAM augments the clinicians and 

other primary care professionals’ shared strength to provide a rich health care experience for 

refugees while offsetting the inherent weakness of individual providers 64. Beacon clinics provide 

initial care to refugees for the first six months after their arrival, after which refugees transition to 

a primary care physician in the local community.  This clinic model provides patient-centric and 

appropriate care, resulting in a positive health impact for refugees 64,65. Like the integrated clinic 

model, key attributes include patient-centeredness, quality of care, and accessibility. Patients often 

become attached to such clinics because of the easy access to services and appropriateness of care, 

making transitioning to long-term primary care providers challenging. One weakness of this model 

is the lack of greater intersectoral connectedness seen in other integrated models. 

2.6.3 Coordinated care model 

The coordinated care model aims to achieve high levels of care for recipients by coordinating 

clients’ or patients’ care between a group of providers and health care services 60,66. It involves 

several linked elements, which can include information sharing among collaborators, formal 

settlement agencies, language services, and streamlined referrals to other institutions 66,61. The 

coordinated care model is distinct from the traditional refugee clinic because it organizes care 

through interagency collaboration and involves several health care units.   

2.6.4 Community-based care models 

Community Navigation Network programs work to connect newcomers with health care providers 

by serving as a link between health care providers and newcomers (including refugees) to reduce 

health disparities. In Edmonton, community navigation programs exist in the form of Multicultural 

Health Brokers Cooperatives (MHBCs). MHBCs provide country or language representatives who 

help newcomers navigate the health care system through interpretation and cultural brokering 67. 

Unlike physicians and nurses, community navigators do not provide health care services directly. 

Instead, they offer culturally tailored educational support to patients and encourage 

communication between patients and physicians 68. These programs increase cultural awareness 

and sensitivity, facilitating communication, management, and compliance in cross-cultural 

consultations. This is important because many refugees cannot communicate in English and 

therefore find it challenging to explain their symptoms to English-speaking physicians. Also, 
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refugees have different health ideologies, making it difficult and time-consuming for physicians 

to diagnose and treat their ailments. 

 

2.7 Challenges of Transitional Care  

The health care needs of refugees are multi-faceted, and refugees, therefore, require integrated, 

community-based primary health care interventions explicitly designed to support their multiple 

health needs in a culturally appropriate and timely manner, all while offering supports to navigate 

the mainstream health care system. Contact with specialized clinics, along with support from 

settlement agencies, are considered gateways into the mainstream health care system of host 

countries 65. Ensuring that refugee patients understand health information and the local health 

system and can engage in decision-making about their own health 65 is critical before allowing 

them to make the transition to a community family physician.  

Refugee patients who enrol in specialized clinics such as Mosaic Clinic in Alberta and Newcomer 

Health Clinic in Nova Scotia, have access to services for a period between six months and two 

years. Then refugees are expected to transition or integrate into the local health care system. 

Information about refugees’ transition and their challenges with the community's primary health 

care system is limited. Most refugee clinics tend to have partnerships within community health 

care systems to support patients’ transition for optimal continuity of care, a central element in high-

quality care. Refugees are also given an opportunity at this stage to be in control of their health by 

being vocal about the next steps 63. The transition to a community physician is, therefore, not only 

necessary but also tricky in several respects 63. 

 First, these difficulties can center around the lack of coordination between specialized clinics and 

mainstream services, which makes refugee patients unwilling to transfer. Fair 63, claims that 

refugees are apprehensive of creating new relationships and re-telling sensitive and, sometimes, 

traumatic details surrounding their medical history. The process of transferring patients’ 

information between units and providers in the health care system is often delayed, with some 

clinics waiting for the new physician to request the patients’ medical history. When done in an 

untimely and disorganized manner, there may be unintended negative consequences for all parties 

involved. Refugee patients often find it distressing and confusing to explain their medical history 

for the second time to a new health care provider. This experience can cause the refugee patient to 

become anxious and uncomfortable. Russell et al.66 concluded that from the health care provider’s 
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perspective, it is time-consuming to reconstruct a medical story in a short consultation session. 

When done improperly, duplication of services is likely to occur, resulting in unnecessary 

discomfort to the patient.  

Second, specialized clinics tend to utilize service delivery models distinct from the mainstream 

health care model. Fair 63 asserts that specialized clinics create a sense of dependence on the 

specific services offered and prevent patients from adjusting and gaining critical health literacy 

skills that will enable them to integrate into mainstream health care. If refugees are unable to 

understand and navigate the mainstream health care system on their own, this naturally fosters an 

unwillingness to transition. The relationship between specialized clinics and patients can be 

described as a parent/child relationship, in which the patient relies heavily on the support of the 

clinic. Additionally, the change to an unfamiliar physician raises issues of trust with the refugee 

patient. If the new mainstream health care environment lacks appropriate accommodations for 

refugees, this can hamper or completely prevent permanent attachment to a long-term community 

family physician. 

Third, without specialized clinics’ assistance, refugees may still face challenges booking 

appointments, getting referrals, accessing transportation, and overcoming communication barriers. 

The time constraints of the mainstream health care physician can jeopardize the refugees’ access 

to continuing care in the community practice. Individuals who have a better grasp of the English 

language, good health literacy, and strong navigation skills can better advocate for themselves and 

find it less challenging to transition to mainstream health care. These persons are far less likely to 

rely on the services of the specialized clinic. 
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CHAPTER 3: REFUGEE ENGAGEMENT AND COMMUNITY HEALTH (REACH) 

CLINIC 

 

3.1 REACH Clinic Model  

The REACH Clinic’s model of service delivery is an integrated, multidisciplinary health care 

delivery program as defined by McMurray et al.24. This means that care is offered by a team of 

providers from the health and social services. The REACH Clinic model operates based on the 

fundamental characteristics discussed by McMurray et al. 24 and Kodner and Speeuwberg 62, that 

is, to deliver responsive, culturally appropriate primary care. This includes partnering with the 

counsellors of settlement agencies, interpretation services, administrative workers, and allied 

health professionals to enhance the cultural sensitivity and competencies of clinic processes. 

As illustrated in Figure 1, below, the REACH Clinic’s outcomes are achieved through co-

ordination at all layers of the health care delivery system from the primary through to specialized 

care services and involve a multidisciplinary team 12. Refugees have access to primary care, urgent 

care, pre-natal care, pharmacy, and diagnostic testing facilities within the clinic facilities. They are 

also referred to specialists and external diagnostic testing while remaining clients exclusively of 

the REACH Clinic. Within the walls of the clinic, there are also language services and interpreters 

available to aid in care delivery. Very close collaborations exist among other specialized health 

care delivery units within Saskatoon, such as public health, mental health, physical therapy, and 

dentists. The model also links care providers with settlement counsellors and other agencies for 

collaboration and sharing of information beneficial to the health and integration of refugees. 
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Figure 1: REACH Clinic Model 

 

3.2 Role of Settlement Agencies in supporting REACH 

The clinic model’s important collaborators are the settlement agencies and, by extension, 

settlement counsellors, as they play a major role in supporting the health care needs of refugees. 

Like other settlement services in other provinces across Canada, these agencies offer reception and 

orientation services, interpretation services, and language and literacy classes, assisting with the 

pursuit of educational advancement and employment opportunities and providing essential skill 

training and appropriate social support 69. These agents are responsible for co-ordinating 

appointments, transporting refugees to and from doctors’ appointments, providing interpreters to 

bridge the communication barrier, and finally acting as health care navigators 70. 

In Saskatoon, refugees learn about the REACH Clinic through the settlement agencies,v namely, 

the SODS and GGP. The information is supplied at the time of their RAP orientation at the offices 

of SODS and GGP, during which they receive a welcome letter and a map of the clinic. Private 

sponsors are also encouraged to ensure that their refugee clients visit the clinic to have access to a 

culturally sensitive care environment. Later, settlement agencies partner with the clinic to schedule 

 
v Refugees arriving in Saskatoon are known to rely heavily on the services offered by settlement agencies. In 

Saskatoon, these agencies are predominately Saskatoon Open Door Society (SODS) and the Global Gathering Place 

(GGP). Other settlement agencies in Saskatoon are International Women of Saskatoon, and Saskatchewan 

Intercultural Association. These agencies are located in all the major cities in Saskatchewan. 
 



22 

 

all appointments, provide in-person interpreters and transportation to and from the clinic, and 

facilitate initial introductions and navigation through the clinic. After one year at REACH, 

counsellors also work with the clinic to support the refugees’ transition to mainstream care.  

 

3.3 Clinic Operations 

Figure 2 below outlines the clinic process for all refugee patients, both new and existing. In-person 

interpreters are also provided by settlement agencies, and MCIS telephone interpretation services 

are also used on a continuous basis.  

Figure 2: Clinic map for all patients 

 

Since 2017 and into mid-2019, the clinic has cared for 424 patients (children and adults), of whom 

204 are active patients, and 220 have graduated, with 122 transitioning to a family physician. At 

present, the clinic has one general practitioner, one paediatric physician, and one nurse practitioner. 

The general practitioner offers one additional half-day specialized clinic per month, while the 

nurse practitioner hosts four 30-min urgent appointment sessions per week. A specialized 

physician is also available off-site to provide prenatal care followed by mom/baby care for six to 

eight weeks post-partum. Since the REACH Clinic opened, two general practitioners and four 

paediatricians have been actively involved in patient care.  
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3.4 Collaboration between the REACH Clinic and Research Partners 

Since 2017, the REACH Clinic has collaborated with the University of Saskatchewan’s College 

of Medicine to conduct health research. This research aims to use data as the foundation for 

improving the quality of refugee patient care and clinic outcomes. The REACH Clinic intervention 

model is heavily rooted in both Canadian and international medically based evidence and 

literature. This model integrates several themes and guidelines put forward by Pottie et al.71 and 

Cooper et al.72 about providing accessible primary care for refugees.  

Research projects have been spearheaded or supervised by a multi-disciplinary advisory 

committee, comprised of refugees advocates from the social services (settlement counsellors), 

clinic representatives (administrative workers), health services (physicians), and academia 

(educators and professors). Acting as patients’ advocates, the role of this body is to inform research 

by giving voice to refugees’ experiences and later informing clinic practices through feedback 

about accessibility, culturally competent care, and patient challenges as they unfold through 

research. Several attempts were made to include English-speaking refugees to contribute their 

perspective to the project and thus inform the way the research would unfold. Attempts were made 

by settlement counsellors and the researcher herself and included offering to communicate through 

telephone calls and informal settings such as a coffee shop; however, due to time constraints and 

other unknown reasons, refugee participants were unable to get involved in this manner.  

 Previous research conducted by this group includes the following:  

• A descriptive mixed-methods study was conducted during the pilot stages of the clinic to 

determine whether the clinic met its goal of improving access to primary health care 

services for 400 newly arrived Syrian refugees 13. This research produced positive results 

but concluded that further research was necessary to assess the healthcare needs of refugees 

living in Saskatoon.  

• Another study explored whether the REACH Clinic, a dedicated clinic for refugee care, 

decreased the number of unplanned walk-ins and emergency room visits among the refugee 

population in Saskatoon. Data collected over a three-year period highlighted a positive 

trend in favour of such a dedicated clinic in Saskatoon. The findings showed a decrease in 

emergency room visits and walk-ins to clinics for refugees who have access to REACH 73  
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In 2017, a pre-existing research advisory committee (used to oversee all projects involving 

refugees from the REACH Clinic) and the Collaborative began assessing the health care needs of 

refugee patients visiting REACH. The first part of this assessment produced relevant highlights 

from the literature reviewing the various models of care for refugees as well as describing the 

model used by the clinic. More importantly, through this project, the committee developed a survey 

tool to describe patients’ perceptions of care, accessibility of services, and self-reported health 

status after one year of care. This current study builds on this assessment using the survey tool 

along with qualitative interviews to better understand patients’ health care needs and their 

perceptions of care and how these perceptions influence their self-reported health status.  
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CHAPTER 4: METHODOLOGY 

 

4.1 Introduction 

This chapter presents a detailed outline of the research methodology chosen to design the study 

and provides an overview of the methodological framework selected as a guide. This chapter also 

provides a rationale for employing the conceptual framework and methodological approach chosen 

to explore refugees’ perceptions of care at the REACH clinic. The different processes involved in 

sampling and recruiting participants for both phases of this mixed-methods study are highlighted. 

A technical review of the many tools and techniques used to facilitate data collection of 

quantitative and qualitative components is provided. The scientific processes used to analyse both 

sets of quantitative and qualitative data are also discussed in detail. More importantly, a clear 

objective of how data from both the quantitative and the qualitative phase were integrated to 

produce one harmonious set of results is explained. Finally, the chapter concludes with a 

discussion of rigour and ethics.  

 

4.2 Patient-Oriented Research  

The study utilized a patient-oriented approach to the research project to identify themes and 

outcomes important to the refugee population and the REACH Clinic assessment. A patient-

oriented approach to health research recognizes that listening to the patients’ (refugees’) lived 

experiences, needs, values, and preferences is essential to providing high-quality care. Within the 

Canadian context of health research, patient engagement is the backbone of a true collaborative 

partnership between health researchers and patientsvi who have personal experiences on a specific 

health issue74. Patients must be considered to be a valuable part of the research team. A patient-

oriented approach to research sees patients as meaningful and equal contributors to governance, 

development, decision-making, and the research process. The goal of such meaningful 

involvement is to not only improve health outcomes 75, but also to increase the uptake of health 

research knowledge by seeking to answer research questions identified as a priority to the 

population that the research is intended to serve 76. 

 
vi In this study, patients refer to individuals with personal experiences or their informal caregivers (settlement 

councillors), families, and friends 74.  
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In this study, refugee patients were identified as key stakeholders with an important role 

contributing to the research project in an ongoing manner. However, due to several challenges 

faced, engaging refugees with personal experiences was unsuccessful. Chief among these 

challenges were linguistic barriers, the refugees’ inability to commit their time to become proactive 

partners, and a lack of understanding on the part of the refugees of the importance of their role in 

the research process. As such, in this particular study, patient involvement came from settlement 

agencies/community members who acted as informal caregivers for the refugees they represent. 

Constant monthly meetings with settlement counsellors and other community members took place 

over a three-year period to ensure that the project remained grounded in the realities of the health 

care experiences shared by refugees they represented. Collectively, member involvement 

influenced every aspect of the research from developing of the research questions and study design 

to data collection, knowledge translation activities, and change in relevant policies. 

 

4.3 Conceptual Framework 

The conceptual framework of equitable health care by Cooper, Hill, and Powe was chosen to guide 

this mixed-methods study 72  by linking both research components. In this modified model, Cooper, 

Hill, and Powe 72 expand on the key aspects of the Institute of Medicine (IOM) 77 access to care 

model. Factors at the secondary and tertiary levels of the access model of Bierman et al. 78 were 

also integrated to create a detailed and specific care model of equitability for vulnerable 

populations seeking care. The modified model, illustrated in Figure 3, shows that equitable access 

to care requires a more comprehensive understanding of barriers to care. It also involves specific 

measures, including the type of setting, provider, and procedures, incorporating provider 

communication skills and cultural competencies, patients’ views of care, and patient-centeredness 

as components of health care quality. Like the IOM 77 model, in this framework, access to care 

indicators are divided into four domains: barriers, utilization of services, mediators, and outcomes.  

First, barriers are defined as any factors that prevent the utilization or cause the under-utilization 

of services and can further be sub-divided into family/personal, structural, and financial barriers. 

Incorporating factors present in Bierman’s 78 model, Cooper, Hill, and Powe 72 elaborated on each 

category to include more specific factors for racial and ethnic minority groups. Noting that, 

personal health beliefs, health literacy, and adherence to treatment and patient expectations of care 

vary according to ethnicity and race. Structural barriers within the health care system, such as how 
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the system is organized and difficulty securing appointments and transportation to and from 

appointments, are also important factors. Other factors that influence how and when care is 

accessed include financial barriers such as insurance coverage and financial resources. Next, 

access to care is also contingent on the health care settings and types of procedures. Third, the 

authors defined mediators as any factors that cause variation in health outcomes and can be caused 

to vary by barriers and utilization measures. The care providers’ cultural and linguistic 

competencies and communication skills are important mediators, as these determine how well the 

provider can respond and understand the patients’ cultural needs. Finally, outcomes that are 

specific to different races or ethnicities must be included. Therefore, in addition to indicators such 

as well-being, mortality, and morbidity, self-reported outcomes such as how patients perceive care 

are also incorporated into the model, as various populations perceive care differently. These self-

reported outcomes must be considered as important indicators of equitable care for vulnerable 

groups. 

Figure 3:  Barriers to and mediators of equitable health care for racial and ethnic groups 

adapted from Cooper, Hill & Powe 72a  

 

In this study's context, this framework has several strengths; and also a few weaknesses. The 

framework was conceptualized from health care professionals and researchers' perspective and 

highlighted the key points necessary for successful patient outcomes in vulnerable populations. 

Similarly, it identifies key concepts that must be considered when creating interventions geared 

explicitly towards equity services for vulnerable people. However, this framework does not take 

into consideration the role of community members, the government, or non-governmental 

organizations as active contributors impacting health outcomes for this group. This model is useful 
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as a starting point for evaluating primary care geared towards reducing health disparities. It is 

necessary to recognize that efficacious health services cannot ensure good health care outcomes, 

but people must be given the opportunity to have good outcomes.   

 

4.4 Study Design 

This study used a convergent parallel mixed-methods design 79 to provide a snapshot of refugees’ 

perceptions of REACH health care, the transition process to a family physician, and how their 

perceptions were associated with their self-perceived health status while receiving care at the 

clinic. In this convergent design, the collection of both quantitative and qualitative components 

were analysed separately and then integrated into the results/interpretation section by a process 

known as triangulation. “Integration involves merging the results from the quantitative and 

qualitative data so that a comparison can be made and a complete understanding emerges than 

what was provided by the quantitative or the qualitative results alone 80, p71”.  

The purpose of integrating elements of qualitative and quantitative research is to expand and 

strengthen study findings 81. Creswell 79 stated that using both forms of data allows researchers to 

simultaneously generalize results from a sample to a population and gain a deeper understanding 

of the phenomena of interest. Therefore, in this study, a cross-sectional survey design was used in 

the quantitative phase to identify the association between perceived health status and perceptions’ 

of care for refugees utilizing the REACH clinic services. In the qualitative phase an approach 

related to a phenomenological inquiry was used to capture  and explore the meaning behind 

participants’ experiences and thereby give voice to their  experiences. Thus the qualitative phase 

was better suited for elaborating on their actual experiences at REACH and how they perceive care 

in the mainstream health care system. Both methodologies complemented each other by addressing 

different aspects of the research questions. A mixed-methods approach was chosen to sharpen the 

understanding of the research findings, ensuring that this phenomenon is comprehensively 

explored and understood holistically.  

Convergent parallel design 

The convergent parallel design or concurrent triangulation design outlined by Creswell 79 was used 

to mix the results gained from both components of the study design. There are six types of mixed-
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methods design models,vii of which triangulation is the most frequently used 79. Creswell 79 

described this model as one in which the implementation of quantitative and qualitative methods 

occurs concurrently, and both methods are used to “offset the weaknesses inherent within one 

method and the strengths of the other method” 79. In this design, illustrated in the figure 4 viii, the 

researcher places equal emphasis on both forms of the data, further strengthening the research 

design. In this study, the quantitative data was extracted from surveys, and data collection occurred 

while qualitative interviews were conducted. Therefore, the survey data had not yet been analysed, 

and the survey results did not inform the development of the interview guide. Thus data were 

collected simultaneously and analysed separately, and the results of both were integrated at the 

point of data interpretation. This was done to ensure efficiency in the design while maximizing the 

time constraints of this study. The rationale behind this design is to compare and contrast 

quantitative statistical results with qualitative findings to ensure comprehensiveness. 

Figure 4: Mixed-methods concurrent triangulation design  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
vii  The 6 design types of mixed methods extracted from Creswell 79 are as follow: 

Sequential: exploratory, explanatory, transformative; concurrent:  triangulation, nested, transformative strategies   

 
viii Figure 4: Concurrent triangulation design: Adapted from Creswell & Clarke 80 
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QUANT Research Question and Objective:  

1. What are the characteristics and perceptions 

of refugee patients who seek care at the 

REACH Clinic? 

2. To evaluate access to care, perception of 

care and self-perceived health status of the 

refugees’ newcomer patients who have 

received healthcare for one year at the 

clinic.  
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3. To better understand from their perspective 

how they experience care at the clinic.  

 

4. What are refugees’ perceptions and 

experiences of the transition from the 

REACH Clinic to a family physician in 

Saskatoon? 
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4.5 Quantitative Component 

A survey tool was used  to  address the quantitative research objectives namely:  

1. What are the characteristics and perceptions of refugee patients who seek care at the 

REACH Clinic? 

2. To evaluate access to care, perception of care and self-perceived health status of the 

refugees’ newcomer patients who have received healthcare for one year at the clinic.  

4.5.1 Sampling 

A consecutive sampling strategy was used to ensure non-biased sampling 82,83. Using this 

technique, all clinic patients who completed the one year program were informed about the study 

and evaluated for eligibility. Settlement counsellors recruited all those who met the inclusion 

criteria and consented to be involved in the. Records from the REACH Clinic showed that 

approximately 100 refugees above age 16 were enrolled in the clinic between February 2017 and 

February 2018. To obtain a representative sample of the study population and ensure a meaningful 

analysis of the survey instrument, a sample size of 80 participants was expected to produce 

significant results 83,84. However, since this is a clinic-based sample, the estimates for this study 

may not necessarily be generalizable to the larger population of refugees 82. The participants 

accessing clinic services might not have the same decision-making thought processes about their 

health as refugees who do not have access to health care in such a setting.  

4.5.2 Study inclusion and exclusion criteria 

Inclusion criteria were selected to support the recruitment of individuals with a wealth of 

information about accessing healthcare at the REACH Clinic. The inclusion criteria were as 

follows: 

• Refugee age 16 and older  

• Referred to the REACH Clinic by settlement agencies or private sponsors 

• Received one year of care at the REACH Clinic 

• Graduated from the one-year clinic program  

Exclusion criteria: 

Children are often considered to be amongst the most vulnerable portion of any subgroup in the 

population. In the sub-population of refugees, children present an even greater vulnerability as a 

result of variations in maturity, steaming from a lack of physiological, psychological, and social 

development, all of which results in a limited decision-making capacity. Including refugee children 
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below the age of 16 was beyond the scope of this study, particularly given the parents’ inability to 

speak on their behalf.  This study considers refugees' experiences who had attended a refugee-

specific clinic for one-year; non-refugees (immigrants, Canadian citizens, and asylum seekers) 

were thus excluded. Refugees who had not completed one year of care at the clinic and refugees 

who accessed the clinic and moved out of Saskatoon were considered unavailable for recruitment 

and so were excluded from the study. 

4.5.3 Participant recruitment  

Participants for the survey were recruited at the end of their program at the clinic and before their 

transition to a community physician. At this point, clients meet with their settlement counsellors 

to undergo the graduation process, and they were informed about the study at this time.  

Settlement counsellors in Saskatoon, specifically representing SODS and the GGP Providing 

Access to Healthcare (PATH) program, are an integral part of refugees’ health care in the province. 

These agencies are advocates of refugees’ health care needs and constitute community 

stakeholders in the clinic. REACH Clinic patients are the first clients of these settlement agencies; 

in such an environment, refugees develop a sense of familiarity and trust with their settlement 

counsellors. Furthermore, there is a trusting relationship between the REACH Clinic and these 

settlement counsellors. Refugees’ initial contact with the clinic occurs via the settlement agencies 

and continues throughout the one-year clinic program, which helps establish continuity of care and 

adds to trust-building. At the end of the one-year clinic program, these counsellors work with the 

clinic to transition refugees into the local health care system. Considering these factors, the 

advisory committee felt that participant recruitment should occur at the offices of the settlement 

agencies by settlement counsellors, who, after gaining consent, administered the surveys in the 

presence of an interpreter when necessary. The settlement counsellors were an integral part of the 

recruitment and data-collection process. 

The settlement counsellors recruited all interpreters for the study. These individuals were either 

workers at the settlement agencies or frequent volunteers. In this capacity, interpreters were asked 

to sign confidentiality forms. Before the start of the interviews, interpreters were informed about 

the project and confidentiality was reinforced. Interpreters were needed for several languages, as 

clients either did not speak English or were more comfortable expressing themselves in their native 

tongue. 
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4.5.4 Survey 

The survey used a semi-structured design to identify participants’ level of satisfaction, their 

experience of care at the clinic, and perceived health status after using clinic services. The literature 

contained a notable lack of survey instruments that could be used to measure the level of 

satisfaction and experience of the care available through specialized clinics for specifically refugee 

patients. Moreover, the reported instruments were deemed inappropriate and provided insufficient 

information, with no full documentation of the instruments in the appendix. Therefore, it is 

common for institutions, such as the clinic, to use internally developed questionnaires tailored to 

the specific needs and purpose of the institution. As such, the survey, designed as an exit interview, 

was developed by the advisory committee: settlement agencies, physicians, and clinic 

representatives, and educators. The survey questions pinpoint all four domains identified in the 

conceptual model of Cooper, Hill, and Powe 72. The advisory committee developed and reviewed 

the survey for clarity and language level. It was then pilot tested amongst a small sample of five 

refugees from the study population before full-scale survey administration. The data collected from 

these five participants were not included in the analysis but were used to validate the survey. The 

pilot test showed that one adjustment should be made to enhance one of the question’s clarity to 

help the interpretation. Survey question number 14 initially read, ‘were the health care staff 

providers/clinic staff sensitive of your values and needs?’ During pilot testing, interpreters and 

settlement counsellors recommended that the word ‘sensitive’ be changed to ‘respectful’ to ensure 

that participants clearly understood the question.  

The questionnaire consisted of nine pages, with a total of 41 questions, which were short, concise, 

and written in the simplest form of English for easy comprehension. The first page informed 

respondents of the intended purpose of the survey and included a short consent form. The items 

on the questionnaire (see Appendix C) explored the following: 

 Section A: demographics (7 items) 

Section B: first contact and communication with the clinic (6 items) 

Section C: cultural appropriateness of services (5 items) 

Section D: accessibility (4 items) 

Section E: case management and referrals/ follow up service (5 items) 

Section F: clinic staff attitudes (2 items) 

Section G: experience with the doctor (5 items) 

Section H: health impact (5 items) 
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Questions were mostly closed ended, with a few open-ended responses embedded when further 

clarification was needed. Closed-ended questions for each section were mainly multiple choice or 

rating scale questions, except for Section A, which consisted only of multiple-choice questions to 

gather demographic information.   

Open-ended questions are questions with no fixed response. They give participants an opportunity 

to tell their own narrative perceptions and explain their experiences in their own words. In this 

way, open-ended questions explore the in-depth aspects of the topic under investigation. 

According to Krosnick and Presser 85, open-ended questions add richness to survey results that is 

difficult, if not impossible, to achieve with closed-ended questions. However, open-ended 

questions are difficult to measure. The survey instrument (Appendix C) in this study also included 

open-ended questions placed at the end of closed-ended categories. In these instances, the question 

may have required further explanation or the choices offered by the closed question might have 

omitted responses that were significant and unbiased. 

The rating scale of choice was predominantly a five-point Likert scale, as this provides greater 

reliability, is easy to construct, and could be easily understood by the respondents. It also granted 

the respondents a wider range of choices, enabling more information to be gathered. A Likert scale 

asks participants to respond to a series of statements based on a limited range of possible answers. 

In relation to the questions asked, the scale presented respondents with a range of responses from 

one extreme to another. Trochim and Donnelly 86 stated that in a Likert scale, participants are asked 

to rate each of their responses from 1 to 5. An example used in this study was 1 = poor, 2 = fair, 3 

= good, 4 = very good, and 5 = excellent. This allowed respondents with no strong feelings about 

the question to select a neutral response, instead of compelling them to select answers that do not 

reflect their true experiences. In addition, though to a lesser extent, forced-choice responses with 

an even number of choices were also used 86. This meant that participants were given no neutral 

or undecided choices and were, therefore, compelled to indicate a positive or negative response. 

A semantic differential scale was also used. This scale quantifies participants’ perceptions of their 

own quality of life using a rating scale from 1 to 10, where 1 suggests a low quality of life.  

The survey took approximately 45 minutes to 1 hour to complete. Settlement counsellors verbally 

administered the survey face to face or over the telephone, with the aid of an interpreter for 

participants who did not speak or understand English or were more comfortable expressing their 

views in their native tongue. The final page of the survey provided respondents with an opportunity 

to participate in a follow-up study.  
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4.5.5 Variables 

Measurement variables were selected based on the literature and Cooper, Hill, and Powe’s 

equitable care model 72.  

Dependent/outcome variable: Self-reported change in health status: Self-reported health is a 

widely used general indicator of health status and a good predictor of mortality 72,87,88. In this 

survey, three questions were used to assess self-reported health: “Tell us about your general health 

today”, “Compare to one year ago how is your health today”, and “Rate your quality of life”. These 

concepts have been widely used throughout the literature as indicators of health status. For 

analysis, “Compare to one year ago how is your health today” was chosen because it has been 

shown to have reliability and validity within the refugee population 89,90. This single item was 

extracted from the RAND-36 item health survey, a standardized, widely-used survey that measures 

patients’ perceptions of their health status 91. Responses in the survey were scored on a five-point 

Likert scale ranging from “much better than one year ago” to “much worse than one year ago”. 

The simplest recoding of this variable created a dichotomous variable of “positive change in health 

status” and “no or negative change”. It is worth noting that other possible outcome variables  were 

assessed, however because of their sub-optimal distribution, they were not considered for final 

analysis.  

Explanatory variables were selected from a review of the literature reporting significant 

predictors of refugee health status. Variables extracted from the survey included the following:  

Socio-demographic: Participants reported their age, gender, country, and education level. 

Utilization was documented by asking, “How many visits to the clinic have you had”. 

Perception of access: This category is a mixture of two domains identified by Cooper, Hill, and 

Powe 72, namely, barriers and mediators. Perceptions of care have become an increasingly 

important indicator of the quality of care. In this population, primary health care experiences were 

likely to be associated with participants’ change in health status 87,92,93,94. Similarly, explanatory 

variables selected were based on survey responses expressing refugees’ views of care in their new 

host countries. To measure these variable, questions related to the following elements were 

extracted from the survey: language, culture, doctor communication skills, privacy, availability of 

transportation, ability to talk to a doctor, referral (access to other doctors), level of service 

satisfaction, explanation of clinic procedures, respectfulness of staff, availability of interpretations, 

the gender of doctor, and follow-up support.  
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4.5.6 Survey analysis 

The survey consisted of 41 questions; however, only 15 were selected in relation to the themes 

highlighted in the framework. These 15 questions are described below in table 1 and were later 

used to answer research questions 1 and 2. 

Table 1: List of survey questions and the corresponding framework domain 

Framework domains/ 

indicator 

Variable name Survey question  

Socio-demographics Age  How old are you? 

 Gender  Gender  

 Continent/country  What is your country of origin? 

 Education  What is the highest grade of education that 

you have completed? 

Barriers Language/ interpretation Was interpretation helpful? 

 Language /communication Was interpretation available at every visit? 

 Culture 1 Were you comfortable with the gender of 

your doctor? 

 Culture 2  Were the clinic staff/health providers 

sensitive of your values and needs? 

 Availability  Were you able to access all your 

appointments when needed? 

 Transportation  How easy was it to get to the clinic? 

Use of service/utilization Frequency of visits  How often did you visit the clinic? 

   

Mediators: Quality of doctors Communication1  My doctor gave me advice on how to stay 

healthy 

 Communication2  My doctor listened to my concerns  

 Technical skills Doctor explained information in a way I 

could understand 

Outcome Change in health/ self-rated 

health  

Compared to one year ago, how is your 

health today? 
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Research question 1: What are the refugee patients’ characteristics, perceived views of 

access, and health status after one year of care at the REACH Clinic? 

To investigate this question, descriptive frequency statistics in the form of frequency distribution, 

percentages, and contingency tables were used to describe participants’ socio-demographic 

variables. In contrast, questions related to barriers, use of service, and mediators were used to 

determine their views of access. Frequency and percentages were also tabulated to analyse the 

changes in health status. This analysis provided an adequate description of the number of 

participants selecting each possible response within each category and the associated percentage 

of the sample. Each survey question is listed above in Table 1. 

Research question 2: How is the refugees’ experience of primary care received at the 

REACH Clinic associated with their health status? 

To further describe service users, bivariate analysis using the non-parametric Fisher’s exact test 

and Pearson’s chi-square were chosen to determine the relationship between two categorical 

variables. Fisher’s test is used to produce accurate results when analysing data with an expected 

cell count of less than five, as is sometimes the case with this sample. If the expected cell count is 

greater than five, then the Pearson’s chi-square test value was calculated. In addition, in cases in 

which there was 2*3 contingency, the Freeman–Halton-extension Fisher’s exact test was used. 

The level of significance was taken as alpha < 0.05. These tests were performed to examine the 

distribution, if any, between change in health status and all indicators related to participants’ socio-

demographics, frequency of utilization, and other descriptions of access. 

4.5.7 Bivariable and multivariable analysis:  

Bivariable analysis marked the second stage of the analysis for research question 2. Explanatory 

variables were tested one at a time for an association against the “change in health status” outcome 

variable to highlight critical variables that were statistically significant. This purposeful selection 

of variables was needed to determine the critical variables that best fit the regression model to 

explain the observed outcome variable. The level of significance or rejection point was alpha < 

0.20 95. These critical variables were then used in the next stage of analysis to build a model. All 

significant variables were entered simultaneously into a regression model to determine which 

variables were significantly associated with health status. The level of significance for the rejection 
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of the null hypothesis was alpha < 0.05 95. At this stage, the null hypothesisix to be tested was “all 

critical explanatory variables identified as refugees’ perceptions do not predict participants’ health 

status”. Conversely, the alternative hypothesis was that “ at least one critical explanatory variables 

identified as refugees’ perceptions are predictors of participants’ health status”. Following this, a 

logistic regression model was built to yield an odds ratio (OR) and 95% confidence intervals (95% 

Cl). Model building was done to gauge the effect of all explanatory variables while controlling for 

other variables (e.g., age and gender) also associated with the outcome. Binary logistic regression 

modelling was most suitable, as the dependent/outcome variable was coded as a binary categorical 

variable 96. Participants either had a positive change in health status or no/negative change in health 

status. This regression modelling was used to determine whether there were any associations 

between the outcome variable and three sets of independent variables: barriers, utilization, and 

mediators.  

4.6 Qualitative Component 

A semi-structured interview was chosen to address qualitative research objectives, namely:  

3. To better understand, from the refugees’ perspective, how they experience care at the 

clinic.  

 

4. What are refugees’ perceptions and experiences of the transition from the REACH Clinic 

to a family physician in Saskatoon? 

 

4.6.1 Participant recruitment 

An expression of interest letter, requesting the name and contact information, was attached to each 

questionnaire for participants to complete as an indication of their willingness to participate in a 

follow-up study. Participants who completed the form comprised the target population from which 

participants would be sampled for the interviews. The participants who completed the expression 

of interest form were contacted approximately 9–12 months after completing the survey; this was 

to ensure an increased likelihood of participants’ having had more than one interaction with the 

new family physicians. To foster an atmosphere of confidentiality, trust, and comfort to facilitate 

the sharing of personal experiences, the settlement counsellors met or telephoned participants to 

reconfirm their willingness to participate. Interested participants were provided with more details 

about the interview.  

 
ix The null hypothesis (Ho) states that there is not a statistically significant relationship between the 

independent/predictor variable or variables and the dependent/outcome variable. The alternative hypothesis (HA) 

states the opposite.  
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4.6.2 Sampling 

At the end of the survey, an option was given to indicate whether or not they were willing to be 

contacted for a follow-up study. Thirty refugee participants indicated their willingness by  

providing their contact information.  From the 30 expressions of interest received, only 16 

participants consented to be interviewed. Thirteen participants were not interviewed because some 

moved out of Saskatoon, others indicated there were no longer available because of lack of time, 

while others were no longer interested in participating. From this small subset of 16, purposeful 

sampling was used to select participants according to criteria set in collaboration with the advisory 

committee: participants who transitioned to a family physician early in the study, had multiple 

contacts with mainstream health care, and were available to be interviewed. This ensured that these 

participants were able to make comments about care received at the clinic and care received from 

the community family physician. This non-random method of sampling provided information-rich 

cases with a wealth of knowledge about the issues important to the purpose of this study 97.  A 

sample size of 15–16 participants was chosen based on information power. The larger the 

information power of the sample, the lower the number of participants needed 98,99. Malterud et 

al.98 contend that there is no standard sample size for qualitative interviews; sample size should be 

based on the amount of information contained in the sample chosen. In addition, as this study has 

an idiographic aim to allow for the intense analysis of each interview, a small size was favoured 

99. Likewise, the sample size was selected as a reflection of what was found in the literature 

surrounding qualitative interviews with refugees about their perceptions of health in mainstream 

care 56. Relative to the sample size, data collection continued until saturation was achieved. 

Saturation is the point at which no major new ideas or perspectives emerged from the sample 100.  

4.6.3 Interviews 

A semi-structured interview with open-ended questions (appendix D) was used to gather 

information related to the research questions:  

• What are refugees’ experiences of care received at the REACH Clinic after one year?  

• What are refugees’ experiences and perceptions of the transition to a community family 

physician?  

Semi-structured interviews were chosen as the most appropriate form of qualitative data collection 

because of the fluidity and conversational manner associated with this method 101. According to 

Peter and Halcomb 102, semi-structured interviews allow the researcher to use predefined questions 
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or topics of importance to the study. The researcher is also able to probe further as the participant 

responds, thereby producing powerful and insightful data into the participants’ experiences, 

perceptions, or opinions. As this is an advocacy and participatory type of research paradigm, the 

stakeholders’ team developed the interview guide. The guide consisted of seven key questions 

whose aim was to elicit participants’ perceptions through their experiences and expectations about 

the clinic, clinic services, and transition to a family physician in the community. Semi-structured 

interviews were conducted between April and May 2019 at the offices of SODS and GGP. 

Interviews were carried out either face-to-face or by telephone by the researcher and an interpreter. 

To enhance the data-collection process and maintain ethical considerations, before the interviews 

began, interpreters were informed of the nature of the study and the ethical concerns of privacy 

and confidentiality related to data collection.  

Data collection began at the start of the interviews, at which time written or oral consent was 

sought from all participants after the interpreter explained the following: 

o the purpose of the study 

o how the participants’ privacy and the confidentiality of the interview would be 

maintained throughout the study  

o other ethical guidelines 

Each participant was asked to speak openly to share stories about how they experienced care at the 

clinic for themselves and, by extension, their child/children. They were encouraged to highlight 

anything that they missed about the clinic, and concerns/challenges faced. Finally, as participants 

reflected on their current realities, they were questioned about how they felt about the transition 

and their knowledge of the local health care system. Interviews lasted approximately 30–45 

minutes and were digitally audio-recorded if consent was given and later transcribed. 

4.6.4 Thematic analysis 

Interviews were analysed thematically in an iterative and reflexive manner to identify common 

patterns in the stories of participants and make sense of such commonalities. Thematic analysis is 

the process of identifying and organizing patterns or themes through the careful reading and 

rereading across a qualitative data set in an attempt to describe the phenomenon 101,103. It is a form 

of pattern recognition within the data, in which emerging themes become the categories for 

analysis, assisting the researcher in making sense of collective experiences. This method of 

analysis was chosen because of the researcher’s inexperience in conducting qualitative data 
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analysis. Thematic analysis as a method does not require the theoretical knowledge of other 

qualitative approaches; as such, it is a more accessible and flexible form of data analysis 102 . Braun 

and Clarke 101 noted that thematic analysis teaches the intricacies of coding and analysing 

qualitative data systematically, forcing the researcher to adopt a well-structured approach to 

handling the data 100. This systematic approach is relevant to producing the trustworthy and 

rigorous findings that lend credibility to qualitative research 102. 

Following interview transcription, the analysis was carried out using the six-phase approach 

outlined by Braun and Clarke 101. This approach offered a clear and easy framework for conducting 

data analysis rigorously and methodologically to generate credible findings. This framework 

approach provided the researcher with an opportunity to move back and forward between phases, 

making the process iterative. Data was segmented and reduced into more manageable and 

noteworthy themes in each phase of analysis, while the researcher sought meaning and insight 

from the participants' experiences 102,104.  

The stages of analysisx as explained in Table 2, are as follows: familiarization with data, generating 

initial codes, searching for critical themes, reviewing themes, defining and naming themes, and 

producing the report 101. This process was repeated for each theme that emerged.  

During the first stage of the analysis, the interviews were transcribed verbatim, and each 

interviewee labelled with pseudonyms. Transcripts were read without coding or writing notes, as 

stipulated by the Braun and Clarke approach 101. Codes and themes were generated inductively 

from raw data or in a deductive manner using existing theory and literature 101,103. The latter 

process was guided by the conceptual model of Cooper, Hill, and Powe 72.  

Recognising the researcher’s subjectivity, a range of approaches were used to validate data quality 

and credibility: including audit trails, looking for disconfirming evidence, and data triangulation. 

Findings that emerged were shared with participating stakeholders for feedback. Transcripts, 

codes, emerging findings, and their interpretations were presented and discussed with 

multidisciplinary team members at each stage of the analysis in regular team meetings. Discussions 

and feedback supported the researcher’s reflexivity and confirmed the trustworthiness and 

credibility of the interim results 103,104. 

 

 
x Note: Adapted from Braun V, Clarke V. Thematic Analysis. In: APA Handbook of Research 

Methods in Psychology. Washington, DC: American Psychol Association; 2012. p. 54–71. 

(Research Design; vol. 2) 
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Table 2: Stages of thematic analysis 

Phases  Process of thematic analysis 

 

Familiarization of data Transcribing and becoming immersed in the data, 

i.e., reading and re-reading the transcripts; 

documenting initial analytical thoughts, 

interpretations, and questions  

Generating initial codes Coding: simplifying and focusing on specific 

characteristics of the data; it also identifies 

important sections of text in a systematic manner; 

features relevant to each code are collated  

Searching for themes  Sorting and indexing all the relevant coded data 

into themes 

Reviewing potential themes  Checking how the themes work in relation to the 

coded extract and the entire data set; checking for 

a coherent pattern and generating a thematic map 

of the analysis 

Defining potential themes  Ongoing analysis to determine what aspect of the 

data each theme captures to highlight the overall 

story the analysis tells; 

Generating clear definitions and names for each 

theme 

Writing the final report Producing a concise, coherent, logical, non-

repetitive compelling extract within and across 

themes that relates back to the research question 

and literature 
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4.7 Ethical Considerations 

Research studies involving refugee participants pose several challenges that result from the 

vulnerability and power dynamics that exist between the participants and researchers. This is 

particularly true when those overseeing resettlements and helping refugees are deeply entrenched 

in the research process. Refugees are a group of people whose backgrounds vary, coming from 

different countries, and with different migrant experiences. Much is generally unknown about 

individuals in this group, particularly with respect to their knowledge of research and how much 

they can understand due to the language and literacy challenges they face. Ethical challenges 

surround the understanding of the potential benefits or harm of the research for these participants, 

and how much they are able to comprehend the study’s purpose to provide informed consent. To 

mitigate against these challenges, ethical approval was sought from the University of 

Saskatchewan, Behavioural Research Ethics Review Board. 

Settlement counsellors conducted recruitment, and the interviews took place at the offices of these 

counsellors, as participants may have felt a sense of trust and safety at these locations and thus be 

more open to providing information. Participation in the study was voluntary, and with the aid of 

interpreters, the purpose of the study was explained before written or oral informed consent was 

obtained. The identity of participants was kept anonymous, and they were free to withdraw consent 

at any time. Additionally, to ensure that all participants had the capacity to comprehend, 

interpreters who spoke the language of the participants fluently were used to guide the 

conversation between the participant and interviewer in its entirety. The detailed ethical 

considerations are listed in Appendix C, as are the ethical approval certificates.  
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4.8  My story as  a Researcher  

When I arrived in Canada in 2017, access to equitable care for refugees was far removed from my 

mind and interest as a research topic. In Jamaica, my field of specialization was Pharmacology, 

and my passion was cancer therapeutics.  As such, I began this program with an interest in health 

determinants patterns for cancer patients, reviewing policies, recommendations, and interventions 

capable of reducing cancer risk factors, particularly those associated with lifestyle and the social 

and physical environment. Upon our arrival in Canada, our family faced significant challenges 

resettling. As I reviewed the course material on population health, I became interested in the health 

status of migrant newcomers, like myself, and felt a strong urge to involve myself in the process 

of advocating for equitable healthcare. It is an honour to have accomplished this task and to have 

been involved in research that shed new light on refugee health in Saskatchewan. Significantly, I 

must add that this accomplishment was only possible in part due to the wonderful work of the 

REACH advisory committee. Their constant search for new ways to improve refugee healthcare 

access has generated several research projects to identify evidence-informed practices. I am 

grateful to this group because their knowledge and expertise have helped me develop the 

questionnaire and interview questions and recruit participants. Through numerous peer 

debriefings, they have kept me rooted in reality, allowing me to become aware of my own views 

regarding the data. 

Like the participants in this study, I am a newcomer to Canada who has interacted with the 

healthcare system and faced several challenges in accessing quality care. At the outset, I felt that 

my personal experiences gave me some insight into the participants’ experiences and made the 

context of the research topic very relatable, not only to myself and the participants but also to a 

lay audience. On the other hand, I was keenly aware that shared experiences could taint how I 

perceived participants’ stories and could possibly impact how I interpreted their own experiences 

and the overall conclusions I would formulate. Being cognizant of this, during collection and 

analysis, I reflected on not only what was said by the participants but their non-verbal cues: tones 

of voice, gestures, facial expressions, and body language to concretize what was being 

communicated. I was very keen to document my observations as field notes during the interviews. 

This helped to ensure that I was objective and non-judgmental in my thoughts and observations. 

To ensure that my reflection was accurate, I recorded my own thoughts and feelings in my personal 

journal, which was also used to develop a deeper relationship with the data and concretize analysis. 

Member checking also helped to control my preconceptions and enhanced my reflectivity.   
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It became apparent that many participants felt comfortable sharing their personal thoughts and 

experiences with me because they viewed me as one of them: a newcomer belonging to a visible 

minority group. This gave me an immense advantage and an opportunity to probe deeper and see 

participants’ perceptions through a lens other than my own. This also forced me to become more 

reflexive. Additionally, being viewed as one of them may have been a key factor in building trust 

and developing rapport with the participants. For participants proficient in English, it was easy 

talking about the similarities between African and Jamaican music and establishing that we share 

a similar ancestral background. This highlighted the importance of being relatable and even 

sharing characteristics with the participants as a crucial component of genuinely understanding the 

phenomenon being studied. It was not as easy to develop a rapport with participants who were not 

English proficient, especially since I was unaccustomed to speaking through an interpreter. 

Similarly, I faced challenges developing rapport and focusing on my personal observations with 

participants who were not comfortable being recorded. I quickly discovered that writing notes were 

as much as a distraction for me as it was for the participants and the interpreters. In these instances, 

my incompetence as a novel qualitative researcher became apparent, in that I felt that I missed 

opportunities to probe more in-depth and develop a clearer picture of the participants’ experiences.  

Another element of complexity I encountered as a novice researcher was the idea of working with 

interpreters. Specifically, I experienced difficulty as it related to trustworthiness and the difference 

between lay interpreters/volunteers and professional interpreters. During some interviews with lay 

interpreters, there were periods of lengthy discourse between the interpreter and the participant 

refugee, at the end of which the interpreter would only summarize the conversation. This style of 

interpretation created communication gaps and impacted the trustworthiness of the interview data. 

Noticeably, this did not happen when professional interpreters were involved. These individuals 

relayed the conversation verbatim. Interestingly, I realized that there was a better flow to the 

conversation between myself and the non-English speaking participants when lay interpreters were 

involved.  Even so, I experienced some degree of difficulty developing trust and rapport with the 

participant refugee in the context of the researcher-participant-interpreter triad. This difficulty in 

developing trust and rapport between the participant refugee and myself was markedly absent from 

interview conversations that were conducted without the use of an interpreter. One female 

participant mentioned that she only felt comfortable talking to interpreters who were not from her 

community, highlighting privacy and confidentiality issues. 
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Last, I should mention that as a migrant mother, I was particularly interested in the stories of 

women with children. I found that I was very sympathetic to their experiences, and I would often 

mentally compare my own personal experiences as an immigrant mother with theirs. In many 

ways, their stories reminded me of the negative experiences I faced three years ago when I first 

arrived in Saskatoon. For me, their stories were relatable, and their perceptions of healthcare were 

logical. It was incredibly difficult for me to hear the stories of the mothers who were not English 

proficient. It was glaringly obvious that they felt tremendous insecurity and fear about their 

inability to communicate effectively with the physician if and when their children became ill.   

As I recall my time interviewing the participants, I still feel a sense of excitement. The participants 

and interpreters were all very welcoming and helpful. I felt privileged to have them share their 

unique stories with me. It has been a tremendous learning experience, one that I will carry with 

me into the next stage of my career.  My main objective was to produce research that would help 

improve health care access for refugees. My time spent probing this topic has made me passionate 

about global and refugee health. It has also equipped me with the critical leadership and research 

skills necessary for effective advocacy for equitable health care.  
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CHAPTER 5: RESULTS 

 

 5.1 Introduction  

This chapter presents both quantitative and qualitative study findings which seek to describe the 

perceptions of refugees’ who received care at the REACH clinic for one year followed by transition 

into the mainstream healthcare system. Factors occurring before migration, during migration, and 

after refugees’ arrival in the host country influence their new health care experiences. Among these 

factors, the arrival status of refugees remains an important element in understanding their own 

health status and views of health care. Therefore, throughout this chapter the term “refugees” 

signifies government assisted refugees who visit the REACH clinic for one year in search of 

primary health needs. 

 

This chapter is organized into 2 strands: the quantitative strand and the qualitative strand: 

The quantitative strand explores the results in response to research questions 1 and 2. These 

questions seek to describe the characteristics of the participants, their views of service access and 

perceived health status at the end of their REACH clinic experience. Furthermore, the way their 

experiences and views are associated with their perceived change in health status is also evaluated.  

The qualitative strand focuses on providing answers to research questions 3 and 4. Guided by the 

organizing framework of Cooper, Hill and Powe 72 the various themes arising from participants 

responses were examined and they led to a more comprehensive description of their clinic 

experiences. Additionally, through their qualitative responses, their transition experiences from 

the clinic to a family physician in the community was better understood. 
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5.2. Quantitative Research Strand  

Seventy-five (75) participants completed the survey. The researcher entered their responses in 

SPSS, and the data were cleaned and used for descriptive analysis. With respect to missing data 

including unanswered questions, the researcher tabulated each survey question's total responses 

separately. Each tabulated total ( N= xx) was included in the tables and diagrams.  Relevant 

survey questions were later re-coded and used for bivariate and multivariate analysis.  

Socio-demographic characteristics of the sample 

Table 3 highlights the socio-demographic characteristics of the sample analysed according to sex 

and age; of note no statistically significance seen between groups. All participants in the survey 

were ages 16 and over with the age group 25-44 presenting 49% of the sample. Overall, of the 24 

participants who had high school or greater education levels, 63% were males. Conversely, more 

females reported having a primary level education.  Regardless of age and gender, almost ¾ of the 

sample originates from African countries.  

 

Table 3: Refugees Characteristics distribution by age and gender 

     Total  16-24 24-44 45+ 

  Overall 

Total  

 

Female  Male Female Male Female  Male Female  Male  

Characteristics  N (%) N (%) (N%) N  
 

N N 

Age 72 34 (47) 38 (53) 6 9 19 16 9 13 

          

Education 

Primary 

High school or 

greater  

 

44 (66) 

24 (34) 

 

24 (54) 

9 (37) 
 

 

20 (46) 

15 (63) 

  

3 

2  

  

3 

5 

  

16 

3 
 

  

8 

7 
 

  

5 

4 
 

  

9 

3 
 

Total  68 33 (48) 35 (52) 5  8  19  15 9  12 

Continent 

Africa 

Asia 
 

 

38 (70) 

18 (30) 

 

18 (47) 

8 (44) 
 

 

20 (53) 

10 (56) 
 

  

3  

1 

  

6  

2  

  

10 

3 

  

5  

5 

  

5  

4 

  

9 

3  

Total  56 26 (46) 30 (54) 4  8 13  10  9  12 
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5.2.1 Research Question 1: What are the refugee patients’ perceived views of access and health 

status after one year of care at the REACH clinic? 

Participants views of access to the REACH clinic   

Listed in Table 4 are the descriptions of refugees' perceptions about access to clinic services. The 

proxy question “How often have you visited the clinic” was used to assess the frequency of clinic 

visits. Approximately 65% (13/20) of males visited the clinic up to 4 times, while, among females, 

81% (30/37) reported visiting the clinic 5 times and more.  Overall, 75% or ¾ of the participants 

reported having access to appointments when needed. Approximately half of males and females 

had interpretation available at every appointment, with almost all participants finding this service 

helpful and the interpreter respectful of their needs. As it relates to staff friendliness, 71% (51/72) 

reported finding the clinic staff and providers friendly. Furthermore 90% of respondents perceived 

the staff to be culturally sensitive.  Of those who felt comfortable with the gender of their doctors 

52% were females, while among the 11 participants who reported feeling not comfortable or did 

not matter the gender, 64% (7 /11) were males. Half of the women found it difficult to get to the 

clinic; only a third of males did. Most of the participants felt providers listened and gave them 

advice.  Univariate analysis revealed that none of the above-mentioned results were statistically 

significant when males and females were compared.  
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Table 4: Participants description of access to services and care providers at the REACH clinic 

SURVEY QUESTIONS  Male Female Total 

Frequency of visits (N= 74; missing =1 )    

Less than or equal to 4 (up to 4) 13 (35%)  7 (19%) 20 (27%) 

5 and over 24 (65%) 30 (81%) 54 (73%) 

Total 37 (100%) 37 (100%) 74 (100%) 

Were you able to access all your appointments when needed    (N=73; missing = 2)    

    Yes 28 (78%) 27 (73%) 55 (75%) 

    No 8 (22%) 10 (27%) 18 (25%) 

Total 36 (100%) 37 (100%) 73 (100%) 

Interpretation available at every appointment (N=72; missing = 3)    

    Yes 19 (51%) 19 (54%) 38 (53%) 

    No 18 (49%) 16 (46%) 34 (47%) 

Total 37 (100%) 35 (100%) 72 (100%) 

Did you find interpretation helpful (N= 65; missing = 10)    

    Helpful 32 (91%) 29 (97%) 61 (94%) 

    Not helpful 3 (9%) 1 (3%) 4 (6%) 

Total 35 (100%) 30 (100%) 65 (100%) 

Was the in-person interpreter respectful of your values (N= 63; missing = 12)    

    Yes 30 (91%) 27 (90%) 57 (90%) 

    No 3 (9%) 3 (10%) 6 (10%) 

Total 33 (100%) 30 (100%) 63 (100%) 

Clinic staff/providers were friendly and courteous (N= 72; missing = 3)    

    Yes 29 (78%) 22 (63%) 51 (71%) 

    No 8 (22%) 13 (37%) 21 (29%) 

Total 37 (100%) 33 (100%) 72 (100%) 

Clinic staff/health provider sensitive of your culture values and needs (N=73; missing =2)    

Yes 35 (94%) 31 (86%) 66 (90%) 

No 2 (6%) 5 (14%) 7 (10%) 

Total 37 (100%) 36 (100%) 73 (100%) 

Were you comfortable with the gender of your doctor (N=75; missing = 0)    

    Yes 31 (82%) 33 (89%) 64 (85%) 

    No/did not matter 7 (18%) 4 (11%) 11 (15%) 

Total 38 (100%) 37(100%) 75 (100%) 

How easy was it to get to the clinic (N=75; missing =0)    

    Easy 25 (66%) 18 (49%) 43 (57%) 

    Not easy 13 (34%) 19 (51%) 32 (43%) 

Total 38 (100%) 37 (100%) 75 (100%) 

My doctor gave me health advice (N=72; missing = 3)    

    Yes 27 (77%) 30 (81%) 57 (79%) 

    No 8 (23%) 7 (19%) 15 (21%) 

Total 35 (100%) 37 (100%) 72 (100%) 

My doctor listened to my concerns (N=74; missing = 1)    

    Yes 36 (97%) 33 (89%) 69 (93%) 

    No 1 (3%) 4 (11%) 5 (7%) 

Total 37 (100%) 37 (100%) 74 (100%) 

Doctor explained information in a way I could understand (n=73; missing = 2)    

    Yes 24 (67%) 24 (65%) 48 (66%) 

    No 12 (33%) 13 (35%) 25 (34%) 

Total 36 (100%) 37 (100%) 73 (100%) 
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A sub-analysis examined a subgroup of users who visited the clinic 5 times and over in one year, 

also referred to as frequent users. The results displayed in table 5 below reveals that a significant 

percentage (80%, p=0.030) of frequent users reported having access to appointments when needed. 

Furthermore, frequent users (visiting 5 times and more) were mostly females (n=30, 81%), as did 

users between the age range of 25-44; and those with less than high school education. Additionally, 

81% had interpretation at every appointment. 

Table 5: Association between frequency of visits and refugees’ perceptions of carexi 

Variable 5 visits  and 

over  

Up to 4 visits  p-value 

GENDER (N=74)      

    Male 24 (35%) 13 (65%)  

    Female 30 (81%) 7 (19%)  

    Total    54 (73%)            20 (27%) 0.116 

AGE (N = 71)      

    45+ 16 (73%) 6 (27%)  

    25-44 28 (80%) 7 (20%)  

    16-24 8 (57%) 6 (43%)  

    Total  52 (73%) 19  (27%) 0.263 

EDUCATION (N= 70)      

    Primary 36 (78%) 10 (22%)  

    all other 16 (67%) 8 (33%)  

   Total 52 (74%) 18 (26%) 0.292 

ACCESS TO APPOINTMENTS WHEN NEEDED (N = 73)      

    YES 44 (80%) 11 (20%)  

    NO 9 (50%) 9 (50%)  

    Total 53 (73%) 20 (27 %) 0.030* 

INTERPRETATION AVAILABLE AT EVERY  

APPOINTMENT (N =71)  

     

    Yes 30 (81%) 7 (19%)  

    No 23 (68%) 11 (32%)  

    Total 53 (75%) 18 (25%) 0.194 

DOCTOR LISTENED TO MY CONCERNS (N=73)      

    yes  49 (72%) 19 (28%)  

    no  4 (80%) 1 (20%)  

    Total 53 (73%) 20 (27%) 1.0 

DOCTOR GAVE ADVICE ABOUT HOW TO STAY HEALTHY  

(N = 72)  

     

    Yes 40 (70%) 17 (30%)  

    No 12 (80%) 3 (20%)  

    Total 52 (72%) 20 (28%) 0.534 

 
xi Chi-square, Fishers  Exact test, and Freeman-Halton extension Fishers test were used to calculate the p-value; 

*p<0.05  
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Other survey items used to describe the experiences of participants who accessed the clinic  

The survey also collected several other questions regarding participant views of communication, 

access, follow-up/ referrals perception of provider and clinic. These questions are also crucial to 

understanding the participants’ perceptions of clinic services and the appropriateness and equity 

of services provided. Although descriptive in nature, these responses are of great interest to 

stakeholders who were involved in developing the questionnaire. Descriptive statistics using 

frequencies and percentages were performed. Tables and graphs provide easy visual illustrations 

to represent the findings. 

 

Figure 5: Method of interpretation during the one-year period at REACH? (N=72) 

 

When asked what methods of interpretation participants utilized at the clinic, figure 5 shows most 

participants reported using professional interpreters at one time or another, throughout their one-

year clinic experience. The majority of the respondents, 82%, reported using an in-person 

interpreter, while 62% used the MCIS telephone interpretation service. A small portion of the 

sample, 8%, used family and friends as interpreters during their time at the clinic. A glance at 

perceived culturally appropriate service, Table 6, shows 2/3 of participants understood clinic 

procedures, and 92% felt providers and clinic staff respected their privacy during medical 

examinations. 
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Table 6: Participants’ perceptions of accessibility and cultural appropriateness of services 

 

Use of Services  

Figure 6: Frequency of utilization of REACH services (multiple responses) 

  

Figure 7: Refugees level of satisfaction with services offered at the clinic (N=71) 
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Survey Questions n (%) 

Which agency is helping you to access the REACH clinic (N=69):   

Saskatoon Open Door Society (SODS) 

Global Gathering Place and PATH  

 

47 (61) 

28 (39) 

Did the clinic team explain procedures to you in a way you could understand (N= 73)  

Yes 

More or less/ No 

 

67 (92) 

6 (8) 

To what extent was your privacy respected during examination (N= 70 )  

Completely 

Not Completely   

 

66 (92) 

8 (8) 

Did you have adequate notification time for appointments (N= 72 )  

Yes  

No 

 

68 (94) 

4 (6) 
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Typically, in mainstream healthcare, participants are responsible for seeking out health services, a 

challenging and unsatisfactory process. At REACH, individuals could access several essential 

services related to primary care without leaving the clinic location. Figures 6 and 7 are illustrations 

of all the services utilized by participants and perceived level of satisfaction. All services were 

used frequently, with more than 2/3 of respondents utilizing all the clinic's services. Only 10% 

used mental health services, and 59% accessed vaccines at the clinic. Furthermore, 95% of users 

expressed high levels of satisfaction with all REACH services. 

 

Figure 8: Number of referrals reported by individuals (multiple responses) 

 

Figure 8 highlights the number of participants referred to services outside of the clinic and how 

easy or difficult it was for participants to access these services. Overall, a large proportion of 

individuals reported experiencing easy access to referral services, while 22 respondents (10%) 

experienced some level of difficulty. The graph shows an overwhelming majority of individuals 

accessed immunization (50) and dentistry services (53); however, approximately ¼ of those who 

were referred to a dentist had trouble accessing dentistry services (14). Some respondents felt the 

dentists were too expensive, an explanation extracted from the open-ended section of the survey. 

Only 8 individuals indicated being referred to a mental health agency. Similarly, responses show 

that clinic physicians referred 9 participants to a dietician, with only one person expressing 

difficulty accessing this service. 
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Figure 9: Received urgent care? (N=70) 

 

Currently, Saskatoon is experiencing increased wait times to access services, see a doctor in the 

emergency room, or at the general practitioner’s office. Access to the REACH clinic provided 

individuals an opportunity to have continuous care. Figure 9 above shows approximately ¾ of the 

survey respondents did not need urgent care compared to 9% who sought urgent care at the hospital 

emergency room or 11% who visited a walk-in clinic in the community.   

Mediators 

Overall, a large percentage of respondents had positive experiences when asked about healthcare 

provider- patient interactions. As shown in Figure 10 below, the majority of respondents were able 

to talk to their doctors and felt the doctor took time to answer their questions. Only a small 

percentage perceived having a negative experience with REACH family physicians.  

 

Figure 10: Perception of visit with healthcare provider (N=73) 
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Outcomes Change in perceived health status 

To determine respondents self-reported health status, respondents were asked the following 

question: “compared to one year ago, how would you say your health is now?  This question best 

represented the change in self-rated health status of participants and as such was selected as the 

outcome of interest reflecting refugees’ health status after one year of clinic use.  Responses were 

initially measured using a 5-point Likert scale from much better that one year ago to much worse 

than one year ago and later recoded as follows: 

• much better than one year ago represent as positive change in health 

• somewhat better or same has one year ago was taken as no change in health status, 

• worse or much worse than one year ago represented negative change in health status:  

For all bivariate and inferential analysis, change in health was further recoded to capture positive 

or no/negative change.  

 

Table 7: Change in health status by sex 

Change in health status  Gender 

  N (%) Female 

n (%) 

Male 

n (%) 

  

Positive change 

No change  

Negative change  
 

 

41 (57) 

24 (33) 

7 (10) 

 

20 (54) 

13 (35) 

4 (11) 

 

21 (60) 

11 (31) 

3 (9) 

Total  72 (100) 37 (100) 35 (100) 

 

Table 7 shows 57% (41/72) of participants reported a positive change in health status after visiting 

the clinic during the first year. On the other hand, only 10% (7/72)  stated having a negative change 

in health status.  
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Secondary Health outcomes:  Other survey items used to describe the participants health 

outcomes  

How has the REACH clinic impacted the health of refugees? 

To better determine the impact of the clinic on participants’ health, the question was asked “do 

you feel your health has improved as a result of the care received at the clinic”. Figure 11 shows 

83% of respondents felt an improvement in their health; however 17% stated the opposite.  

 

Figure 11: Improved health status as a result of visiting the clinic (N=69) 
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However, 19% felt their general health was poor. Questions related to sleep, appetite, and mood 

were also assessed similarly. Figure 12 shows that over 50% reported having excellent sleep 
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Figure 12: General Health and Functioning (N=73)  
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Perceived quality of life was initially assessed on a scale from 1 to 10, with 1 being poor and 10 

representing excellent quality. This scale was later recoded as less than or equal to 5, signifying 

poor quality of life and greater than 5, meaning excellent quality of life. The results illustrated in 

figure 13 confirm  80% of participants described their quality of life as excellent.    

Figure 13: Today’s quality of life ratings by participants (N=73) 
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the time of data collection, only 57% perceived a positive change in health status compared to one 

year ago when they first visited the REACH Clinic.      

                                                                                                                                         

5.2.2 Research Question 2: How refugees’ perceptions of healthcare at the clinic shapes their 

perceived health status after one year of care  

Guided by the framework outlined by Cooper, Hill and Powe 72, the 15 survey questions identified 

in the methods (page 35) were considered variables of interest related to research question 2.  

Bivariate Analysis 

The dependent variable- change in health status was recoded from 5 categories into 2 dichotomous 

categories: positive change and no/negative change in health status outcome. All other variables 

were considered independent variables. Bivariate analysis was used to determine any association 

between the independent and dependent variable at the p<0.25 for model building purposes. Binary 

Logistic regression model building was then used to determine which independent variables were 

affecting or associated with a change in health status. Following the bivariate analysis (table 8), 

11 variables were significant at p <0.25 and were considered for model building. Participants’ 

socio-demographics, namely age, and sex, were not associated with a change in health status. 

However, these variables are known to be biological predictors of perceived health status amongst 

refugees and thought to be critical variables, and therefore were entered into the model. The 

variables that were not significant with perceived health status, were possibly due to the non-

theoretical distribution of responses among the cells. It is likely that an increase in sample size 

would have shown a difference in  p-value; still, they were not included in the model 

building.  Therefore, before model building, some variables were excluded because they: 1) did 

not contribute meaningful information because of low numbers, e.g., the variables: interpretation 

helpful and clinic staff friendly/courteous had expected counts less than 5 in 2 cells. 2) had large 

missing data, e.g., the variable country was missing 16 responses. 3) were possibly prone to 

multicollinearity (healthcare staff sensitive to your needs). As a result, 9 remaining variables were 

conceptually congruent with the dependent variable: age, sex, education, frequency of visits, 

interpretation always available, appointment availability, the doctor gave advice, information 

explained, the doctor listened to my concerns. 
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Table 8: Bivariate analysis of survey items against change in health status 
Variables  Change in health status p-

value  
N positive change  

n (%) 

No change/negative change 

 n (%) 

  

Age (N=69)  

18-24 

25-44 
45+ 

Total  

 

15 

33 
21 

69 

 

10 (67) 

18 (55) 
12 (57) 

40 (42) 

 

5 (33) 

15 (45) 
9 (43) 

29 (58) 

 

 

 
 

0.730+ 

Gender  (N=72) 
Male 

Female 

Total 

 
35 

37 

72 

 
21 (60) 

20 (54) 

41 (57) 

 
14 (40) 

17 (46) 

31 (43) 

 
 

 

0.611 

Education (N=68) 
Primary School 

High school or greater 

Total   

 
44 

24 

68 

 
27 (61) 

11 (46) 

38 (56) 

 
17 (39) 

13 (54) 

30 (44) 

 
 

 

0.218# 

Country  (56) 

Africa 

Asia (middle East) 
Total 

 

38 

18 
56 

 

27 (71) 

8 (44) 
35 (63) 

 

11 (29) 

10 (56) 
21 (37) 

 

 

 
0.055# 

Frequency of visits (N=71) 

Less than or equal to 4 (up to 4) 

5 and over  
Total  

 

19 

52 
71 

 

15 (79) 

26 (50) 
41 (58) 

 

4 (21) 

26 (850) 
30 (42) 

 

 

 
0.029# 

Was interpretation always available   

Yes 
Sometimes/No  

Total 

 

36 
34 

70 

 

17 (47) 
23 (68) 

40 (57) 

 

19 (53) 
11 (32) 

30 (43) 

 

 
 

0.084# 

Was interpretation helpful  (N=62) 
      Yes 

       Not so helpful/Not at all 
Total 

 
58 

04 
62 

 
34 (59) 

0 (0) 
34 (55) 

 
24 (41) 

4 (100) 
28 (45) 

 
 

 
0.04*# 

Were you able to access appointments?  (70) 

Yes 

Sometimes/No  

Total 

 

52 

18 

70 

 

27 (52) 

13 (72) 

40 (57) 

 

25 (48) 

5 (28) 

30 (43) 

 

 

 

0.134# 

Were you comfortable with the gender of the doctor (72) 

Yes  
Did not matter/No  

Total  

 

63 
9 

72 

 

35 (56) 
6 (67) 

41 (57) 

 

28 (44) 
3 (33) 

31 (43)  

 

 
 

0.529 

How easy was it to get to the clinic? (N=72) 

Very easy  
Sometimes/Not easy  

Total 

 

40 
32 

72 

 

20 (50) 
21 (66) 

41 (57) 

 

20 (50) 
11 (34) 

31 (43) 

 

 
 

0.183# 

Staff/providers were friendly and courteous (N=69) 
Yes 

To some extent/No   

Total 

 
48 

21 

69 

 
23 (48) 

17 (81) 

40 (58) 

 
25 (52) 

4 (19) 

29 (42) 

 
 

 

0.011# 

Were the clinic staff/health provider sensitive of your values 

(N=71) 
Yes very sensitive   

Somewhat/Not at all sensitive 

Total  

 

 
64 

7 

71 

 

 
36 (88) 

5 (12) 

41  

 

 
28 (93) 

2 (7) 

30 

 

 
 

0.691* 

My doctor gave me advice on how to stay healthy (N=69) 

Yes a lot /mostly 

A little/No 
Total 

 

56 

13 
69 

 

37 (66) 

3 (23) 
40 (58) 

 

19 (34) 

10 (77) 
29 (42) 

 

 

 
0.005# 

My doctor listened to my concerns (N= 71) 

Yes  completely/mostly  
No 

Total 

 

66 
5 

71 

 

40 (61) 
1 (20) 

41 (58) 

 

26 (39) 
4 (80) 

30 (42) 

 

 
 

0.076* 

The doctor explained information in a way I could understand  

(N= 70) 
Yes 

Somewhat/No 

Total  

 

 
45 

25 

70 

 

 
22 (49) 

19 (76) 

41 (59) 

 

 
23 (51) 

6 (24) 

29 (41) 

 

 
 

 

0.027# 

*Fishers Exact Test ; + Freeman Halton extension Fishers Exact test ;  # p<0.25  
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Binary Logistic Regression- Model Building  

Logistic regression was conducted to examine if these 9 variables significantly affected on the 

odds of observing a positive change in health. These 9 variables in the model accounted for 81% 

of the total observations. Furthermore, this model correctly classified the outcome for 72% of the 

cases compared to 57% in the  first model, which comprised 5 variables (age, gender, education, 

frequency of visits, interpretation always available). Literature review previously identified these 

5 variables in the first model as biological predictors of self-rated health amongst refugees. The 

additional variables included in the regression equation were appointment availability, doctor gave 

advice on how to stay healthy, information explained in a way I could understand, and doctor 

listened to my concerns. Although the need for interpretation services and access to appointments 

did not significantly contribute to the outcome, removing these variables from the model building 

did not produce a better fitting model. Hence they were not important contributors to the model. 

After controlling for other covariates, analysis of the final model, as shown in table 9 below, 

reveals only two co-variables of significance: doctors’ advice on how to stay healthy, and 

frequency of visits. The overall results presented in table 9 must be interpreted with care because 

of the small sample size, as reflected in the large confidence interval.   

Table 9: Variables associated with positive change in health statusxii, the p-values, OR and 95% 

Cl 

Variables  p-value OR  95% CI 

Age (24-44) 0.872 0.85 0.12-5.92 

Age (45+)  0.812 0.78 0.10-5.98 

Gender (male) 0.931 1.06 1.27- 1.39 

Education (primary) 0.161 3.08 0.28-4.00 

Frequency of visits (less than or equal to 4) 0.042 6.23 1.07-36.27 

Interpretation always available 0.432 0.55 0.12-2.46 

Appointment availability 0.729 1.33 0.268-6.57 

Doctor gave advice on how to stay healthy 0.039 5.78 1.09-30.61 

Information explained 0.296 0.45 0.10-2.02 

Doctor listened to my concerns 0.193 8.97 0.33-243.37 

 
xii  Logistic regression model building was conducted. Table 9 shows the odds ratio and 95% confidence intervals 

depicted in the final model, model 4. The other 3 models are included in appendix E.  

*p<0.05 is statistically significant  
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“Doctors’ advice” as shown in table 9 showed a highly significant overall effect with positive 

health status (p < 0.039)   The beta coefficient for participants who received doctor’s advice is 

significant and positive indicating that participants who received advice from doctors at the clinic 

were 4.8 times more likely to report a positive health status than those who reported the opposite. 

Frequency of visits in this model is also significant and positive. The OR can be interpreted as 

those who visited the clinic less frequently (up to 4 visits) were 5.2 times more likely than frequent 

users to report a positive outcome. A secondary description analysis of these two covariates in 

relation to refugees’ perceived health status can be found in appendix F. The final model in table 

9 shows that only ‘frequent visit to the REACH clinic’ and ‘REACH clinic doctor gave advice on 

how to stay healthy’ were  significant predictors of refugees’ perceived positive health status. 
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5.3 Qualitative Research Strand 

Of the participants who had completed the exit interview and indicated that they would be willing 

to be re-contacted, 16 consented to the interview: nine males and seven females, as shown in the 

table 10. These participants came from the Middle East and Africa. Most (13) required the use of 

an interpreter to effectively discuss their experiences.  

 

Table 10: Characteristics of the interview sample 

Characteristics  Frequency (n) 

Gender: 

Male 

Female  

  

9 

7  

Countries of origin  

Congo 

Burundi  

Syria 

Pakistan 

Sudan 

Eretria  

 

3 

6 

2  

3  

1 

1  

 

This portion of the study sought to explore the meaning of participants’ views of care and 

experiences. A deductive analysis based on the four indicators outlined in the framework of 

equitable care for vulnerable populations72  was undertaken and relevant themes from participants 

stories based on their experiences of the clinic and how these experiences shaped their views of 

care were identified. 

 

5.3.1 Research Question 3: Refugees’ experiences of care at the REACH clinic after one year  

All the themes and subthemes identified from participants’ narratives were matched into this pre-

existing framework, shown in Figure 14, to determine convergences, divergences, and new 

emerging themes. 
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Figure 14: Themes and subthemes from interviews superimposed onto the pre-existing model of 

equitable care 

 

 

Enablers/barriers of access  
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said, “I was excited to come here and see doctors, but the only thing I always had in mind and I 

was worried about is the language barrier. Like, I was thinking all the time, like, how will I connect 

with the doctor whoever I see, like how can I talk to them? I can’t speak any English . . . this was 

solved through interpretation.” 

Ability to understand information  

After visiting the clinic, all participants were excited and grateful that interpreters were available 

to assist them at every or almost every appointment. Appropriate interpretation was a critical factor 

in helping them to communicate with care providers, and this helped them understand what was 

occurring medically. Most importantly, it gave them an opportunity to talk freely about their health 

concerns. “When we came, we had lots of blood work going – like 10 tubes – but because of the 

language barrier, we had lots of questions, why doing blood work, we did this before we came. We 

did not understand. But they explained everything through interpretation. I was glad for 

that.”(P011) 

 

Personal Barriers:  

Culture and religious beliefs 

One family, consisting of a mother and her daughter, both with toddler boys, spoke about the 

unfortunate predicament they experienced at the clinic, which interfered with their cultural 

practices. The mother explained that in her culture, male children are circumcised within one week 

of birth; however, the family believed that because of cultural differences; the clinic did not care 

about the procedure being done. In the end, the family felt somewhat betrayed by the clinic and 

confused about what to do next. One family member wrestled with thoughts of going back to 

Africa to have the procedure handled. “After I had the baby, I went for circumcision, and they told 

me ‘we will book a special doctor’, the baby was one week or so, ‘to this day they haven’t call[ed], 

it hasn’t been done and it really hurts to know my child isn’t circumcised. [In my culture] within 

7 days after birth, the child should be circumcised. All my other kids, four sons, the other three 

are circumcised but my son and my grandson are not circumcised because [the] community clinic 

said no.”- (P012). 

Structural Enablers:  

Reminder calls 

Participants spoke highly of the reminder calls that they received for upcoming appointments. The 

first year in a new host country is a busy time for many refugees, particularly those with school-
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aged children and toddlers. A lot is being done to get them settled and adjusted to their new 

community environment. This means that parents tend to be very busy, and as such, there is a 

continuous dialogue between parents and various agencies.  Female participants with children 

often commented on how much they appreciated it when the clinic would call them to remind them 

of their appointments. Participants perceived this reminder as a thoughtful gesture, and it 

reinforced the positive perception of hospitable clinic staff. For many females, this gave them an 

additional reason to show up for appointments at the clinic: “They gave reminder calls before the 

appointments, I didn’t have that back home so if I have a busy schedule they would give [a] 

reminder call”(P015).  A male participant (P005) who expressed gratitude to the clinic staff and 

his settlement counsellors for their help echoed similar sentiments: “You guys were doing a great 

job to call us, tell us when is the appointment”. 

Timely access to appointments 

Other participants identified timely access to appointments as vital. Many participants came from 

countries where the health care model does not require an appointment or referral to see the doctor. 

They view illness as an emergency and feels that the doctors should provide care in a timely 

manner. When asked what they missed about the clinic, one male participant remarked, “at the 

community clinic, if I ask for [an] appointment, it doesn’t take long.” (P013) 

Transportation support received by settlement agencies  

Finding their way to the clinic was a concern for participants new to winter conditions and/or had 

challenges navigating public transit. However, they found it helpful and less challenging to access 

the clinic because the settlement agencies provided transportation for them: “it was good that they 

[settlement agencies] provided transportation; my family and I didn’t have any [sic] difficulties”, 

reported an elderly gentleman (P014), with several health challenges. 

  

Structural barriers 

Getting to the clinic with no support or accompaniment 

In the absence of settlement agencies to provide transportation support, some participants revealed 

the challenges. Facing the difficult task of navigating public transit in the winter months, one 

participant noted that that she frequently visited the walk-in clinic close to home. In such instances, 

this participant noted that she encountered several challenges, chief among which were 

understanding the doctor and having to rely on her child for interpretation, which also highlighted 

confidentiality issues.  
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Use of services- Care received at the clinic  

Access to essential services  

The clinic’s organizational set-up and the one-stop-shop model for equitable services made it easy 

for participants to access much-needed services. The clinic provided necessary everyday services 

such as pharmacy and diagnostics in one location to reduce challenges associated with navigating 

the city of Saskatoon and the health care services. This was  a positive reinforcement to promote 

health-seeking behaviours for those who sought care at the clinic. It reduced the participants’ 

anxiety about the communication barrier and navigation issues within mainstream health care 

services. A male participant smiled briefly as he describes the clinic as a place with all the services 

he needed: “At the clinic it was easy, they have everything that we need if you want to do a blood 

test, it’s there if you want to go to the pharmacy, it’s there.”(P008) 

Access to essential services for children  

Another important sub-theme highlighted by many parents was access to necessary services for 

their children. Parents were all too happy to express the convenience they felt knowing that their 

children, too, had access to services. One mother with two children quickly remembered that she 

got free braces for her daughter through the clinic and proper care for her son: “My son get[s] 

itching on his forehead like scabies or, I don’t know, and they gave him some cream and told him 

[to] take it after [a] shower, he [felt] better after one time. . . . I was happy, he is healthy”- (P009). 

Working fathers who were absent from the medical consultation felt relieved that the clinic had 

interpreters available to help his children understand. One of them stated, “I was glad that my 

children had access to interpretation service at the clinic.” (P013) 

Another said, “everybody did everything they can for my kids . . . and one was sick and they [the 

clinic doctors] did what they [could] because they gave him some medication, they sent him for x-

ray downstairs and to the hospital, so there was no problem.”  

Access to tertiary services through referrals  

Participants also spoke positively about the other healthcare services they needed and to which 

they had access through referral from the clinic. These services included dentistry, ophthalmology, 

dermatology, and physical therapy, all necessary to restore their health. “They even helped me to, 

okay, cause they sent me to the dentist, even to the eye doctor, so it was good”- said P006. 

Another participant new to the system of referrals distinctly remembered the time the doctor at 

the clinic referred him to a specialist. “They sent us I think for another clinic, and yes I 

remember, I asked [the] community clinic about my hair, and they sent me to [a] special doctor, 
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and it’s nothing different but they send me quickly, they [the specialist] did it quick, so I’m happy 

with it.” (P008) 

Important in shaping their perceptions of care were their experiences visiting the specialists and 

the interactions they observed. One parent beamed with delight as he recalled the playful tactics 

employed by the referred dentist to distract his son: “I took him to the dentist and the dentist was 

working, I don’t know exactly what he was doing for him, fixing something. And he [my son] was 

in pain, and he started screaming or something so he [the dentist] stopped and was trying to, 

let’s say, do it in a different way, just a kind of play or something just to make him feel more 

relaxed.”(P003) 

Mediators:  

Quality of care provided by clinic physicians 

Quality of care was a central theme identified in the interviews. Several sub themes emerged from 

the interviews, such as positive doctor–patient relationships, providers expressing genuine 

concern, and providers facilitating access to care. Participants trusted the doctors at the clinic, 

felt respected, and were comfortable talking to the doctors about their concerns. Furthermore, they 

felt understood. One respondent commented, “Doctor X last time I met her, she talked with me 

lots, and that makes me very happy. And Doctor Y is very nice, she is very nice, and I can say I 

was comfortable (P008).  One participant thought an important indicator was the manner in which 

the REACH clinic doctor informed her about her illness. The REACH clinic doctor invested in her 

care and had a positive attitude about the proposed treatment plan. She reported that in Lebanon, 

she felt depressed after receiving her diagnosis. The doctor in Lebanon spoke to her as if there was 

no way to help her, but she felt hopeful after interacting with the REACH Clinic doctor. She 

said, “well in Lebanon and Syria, doctors told me about my issues like in a way like I’m dumb and 

we can’t help you with anything. You can just live on the pain killers, that’s all we can tell you. 

But it’s different when I came here, I’m having treatment and it’s different. Yes, I’m so happy, I’m 

positive”- (P004). 

Doctor competency  

Another important dimension of quality of care is doctor competency, as reaffirmed by the stories 

of participants. Several participants felt that doctors’ effective decision-making was grounded in 

facts. Furthermore, they expressed high levels of satisfaction in knowing the doctors were 

responsible and skilled in carrying out their duties. They felt more comfortable and at ease 
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accepting advice from the doctors and adhering to medications or treatment plans. One male 

participant who described himself as having high medical needs, stated, “Here [at the community 

clinic], every 15 days, if I don’t go do the bloodwork, my doctor will call me. ‘Hey what’s going 

on? Why didn’t you go do the bloodwork?’ He will keep up to date with me, he keeps following 

with me, and he will tell me like the warfarin, the medicine I’m taking, ‘okay you have to reduce 

it.’ It depends on the results of the bloodwork and for the cholesterol, for example, like I didn’t 

know anything, but when they did [sic] me the bloodwork, they told me you have high cholesterol.” 

(P003)  

Another interviewee reported, “So every week they check on me and see what is wrong and if there 

is something new, they just give me the medication for that sickness. [ . . . ] When I was there, they 

changed my medication like 64 [times], medication that they changed, for my health.” (P001) 

 

New emerging mediating themes  

Friendly clinic atmosphere  

While the physical environment is often used to describe the clinic atmosphere, other factors such 

as engaging staff and the manner in which staff carry out their duties also contribute to the 

description of the clinic atmosphere at the REACH Clinic. The participants’ stories showed that 

the staff and the physical environment were equally important mediators influencing the 

participants’ clinic experiences. Participants spoke about how the staff responded to their needs, 

their attitudes towards care, and involvement. The warm and friendly environment at the clinic 

played an important role in cultivating positive perceptions of the clinic. This helped with rapport 

building and gaining trust, a sign that the clinic is a safe environment to receive the medical care 

they need. Feeling welcomed, respected, and cared for gave participants a sense of reassurance 

about the health care system. Their health was important to staff and doctors alike, regardless of 

their finances and status in society. Therefore, having a warm and inviting atmosphere with 

friendly and familiar faces boosted their confidence in seeking care at the clinic, promoting and 

cultivating positive, health-seeking behaviours.  

One male said, “At the clinic, they were friendly, smiling, and welcoming; I like it. In Pakistan 

and Thailand, without money, you barely get health care, but as soon as we came here [REACH], 

I received a lot of help with health cards and health services” (P014). 
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A once apprehensive husband and father noted, “Like, I remember when I used to go there, at the 

beginning I didn’t know anything, I’ll just hand like my health card and they will take me, guide 

me, take me to that room over there or over there. Like, they will guide me for everything, so it 

was really easy.” (P003) 

 

Clinic partnerships with settlement agencies  

Another mediator influencing access to services and participants’ health status is the involvement 

of the community and organizations. The clinic operates in partnership with government and non-

government organizations. The clinic has strong ties to the GGP and SODS. These agencies form 

a community and social support network for refugees and play an important role in facilitating the 

navigation process. Furthermore, settlement agencies and by extension settlement councillors are 

health care advocates. These effective partnerships contribute greatly  to participants’  satisfaction 

of care and their understanding of health services and other social services around them. This 

happens because they perceive settlement counsellors as their connection through which they can 

access services and understand the surrounding society. Thus they forge meaningful relationships 

with their settlement counsellor, who are the ones helping them from the moment they arrive in 

the province.  Services such as transportation and interpretation were provided through the social 

support networks of settlement agencies. Participants acknowledged the benefits of having such 

partnerships involved in their care: “My councillors [at SODS] book appointment[s] for me”, said 

one mother from Eritrea (P010), while a university graduate commented, “they are making a link 

or connection with other doctors, which was good for me.” (P006).  Others expressed gratitude 

for the partnership between the clinic and settlement agencies, with one participant stating that 

through the partnership, he had access to services outside the clinic: “They [the settlement agent] 

give me a list of all the pharmacy and labs”, and “it was really organized through the Global 

Gathering Place, like you guys were doing a great job to call us, tell us when is the appointment, 

and help us over there [to the clinic].”  

They felt partnerships were an integral part of improving their health by bridging the access to care 

and the utilization gap. All participants stated that settlement agencies were a wonderful source of 

help, providing information, interpretation, and transportation and guiding them through any 

barriers while helping them to seek care. It became apparent that the role that supporting 

organizations play as mediators is also important and should be considered more closely. A father, 

expressed, “when I first came to Canada I had a job, like, I had a job when I came, So I was 



70 

 

usually busy at work, and Global Gathering used to contact my family, and they used to take them 

to the clinic.” (P013) 

Outcome - Perceived views of health  

How did participants perceive their health after attending the REACH Clinic for one year? As 

participants reflected on their time at REACH, three common themes emerged describing their 

perceived health outcomes: their perceived health status, their level of satisfaction, and their 

quality of life.  

Perceived health status 

During the interview, I asked the participants, “Did you feel a change after using the clinic, and if 

so, in what way?” Many participants reported having high health needs because their health had 

deteriorated before arriving in Canada. A wide range of illnesses, including diabetes, high 

cholesterol, rheumatoid arthritis, and the common cold affected participants who visited the clinic. 

However, the participants I interviewed felt that their health status or rather their outlook on life 

had greatly improved because the clinic provided for their medical needs. One participant, noted, 

“Well I have a disease, some kind of disease, and I also have some health issues, but I feel much 

better since I came here.”(P004). Another participant commented, “I have blood pressure issues, 

[and] after using the clinic I feel better, every week I have [a] check-up with [a] doctor [and] the 

doctor was consistent and gave me medication.” (P001) 

Satisfaction 

Researchers and medical professionals often recognize patient satisfaction as an important 

outcome of health care services. During the interviews, many participants compared their positive 

change in health status with the negative health care experiences they encountered while residing 

in their home countries. Participants who lived in refugee camps or host countries also reported 

similar experiences, citing limited or no access to care. For these individuals, being at REACH 

and having access to its resources certainly improved their health. For example, a female 

participant (P002) from Burundi explained that she frequently experienced pain in her shoulder 

and leg problems in her country of origin, and while she visited the doctors in her country multiple 

times, she always left with no assurance or solutions about how to improve her health. She 

wondered whether it was a mental issue, which is stigmatized in her country. Now, at the clinic, 

she received concrete answers about her symptoms and a treatment plan. Now she feels that her 

quality of life has improved. During the interview, the interpreter explained that attending the 
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clinic gave her an opportunity to determine what was wrong and it validated her feelings. The 

participant looked satisfied as she spoke, as she now has peace of mind knowing her diagnosis and 

receiving proper care. This experience gave her a sense of satisfaction, expressed as trust in the 

clinic, and confidence about what she knows about her health. 

Another element of satisfaction was the access to services and quality of the service that they 

received. A pregnant mother remarked, “I was satisfied because there [were] no months I [went] 

without going there to check my health, and they tested me if everything is okay. Sometimes these 

things, I never thought about it back home, those things.”(P012)  Other participants noted that 

“the doctor listened to me”, “the doctor is punctual”, and the “doctor is always waiting on us”. 

Quality of life 

Participant P004 expressed that while she was in a refugee camp in Lebanon, the doctors made her 

feel that there was nothing to be done about her illness, and she appeared hopeless as she recalled 

the interaction with the doctors in the camp. However, after visiting the REACH Clinic, the doctors 

reassured her they could improve her quality of life, which gave her a new sense of hope about her 

illness. It is clear from her story that the response of the doctor or how she perceived the doctor’s 

attitude about how to manage the illness was key for the positive change in health status that she 

was experiencing. “Well, I think I got better like when I [still] go to the clinic. Maybe, like, I’m 

still sick of course, I still have my issues, but maybe, I don’t know, from the issue I’m just feeling 

I’m getting better. Like when I see there is care from the other side, this person in front of me it 

will make me feel much more . . . better.” 

 

Collectively, participants reveal that services offered at the clinic were appropriate, timely, and 

well-received by participants. Though some participants spoke of barriers related to transportation 

and culture, some prominent enablers included their ability to communicate and understand the 

information in their own languages through interpreters, access to child and maternity services, 

trusting clinic environment, clinic partnerships, and appropriate patient-physician interactions. 

Participants felt they were in a trusting environment and had developed a good rapport with staff 

and physicians alike; thus they perceived to receive equitable care and were very satisfied. 
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5.3.2 Research question 4 : Participants’ experiences and their perceptions of the transition process 

In this portion of the qualitative analysis, the researcher highlights emerging themes that depicted 

participants’ experiences transitioning to the mainstream health care system and encountering a 

new family physician. The researcher also highlights the strengths and challenges that the 

participants discussed. During the interviews, the researcher asked the participants to describe how 

they felt about leaving the clinic and their experiences with the new family physician. Based on 

participants’ responses, the researcher identified three overall themes: 1) feeling dependent and 

unprepared for  mainstream care, 2) experiences with a new physician, and 3) gap between 

expectations of care and doctor’s delivery of care; each of themes included several sub-themes.  

 

Feeling Dependent and unprepared for  Mainstream Care 

Feeling unprepared to leave the comfort of the clinic  

Sources responsible for providing information and influencing one’s decisions about health care 

are an integral component of the transition process. Settlement counsellors help determine patients’ 

levels of health literacy before they move from the clinic to a new family physician. However, 

some participants expressed a lack of awareness and low health literacy as a dominant theme. This 

affected how they were able to understand and navigate the health care system outside the clinic. 

Participants stated that they were informed of the change of family physician, which indicates 

information sharing among clients, the clinic, and even clinic partners (settlement agencies). An 

enthusiastic participant reflected, “It was good because there’s like a Global Gathering office here, 

so they called me and they said if I’m willing they can just send me to a family doctor and they 

told me like, every person in Canada, they all have a family doctor. So, I told them yeah, I don’t 

have a problem with that. Then they did it.” (P016)  As a result, some refugees felt included in the 

process of seeking care for themselves and were content when it came time to leave the clinic.  

However, other participants mentioned that a lack of information-sharing contributed to their 

personal fears. This resulted in difficulties when it came time to navigate mainstream health care 

on their own. As explained by one participant, who had difficulty finding a suitable family 

physician, persons in charge of passing information along needed to be cognisant that they are a 

guiding voice to those who are unfamiliar with the layout of the city, Saskatchewan’s model of 

health care service delivery, and the language of the physicians. He reported: 

“For me, it was hard to choose a doctor, and the reason was no one helped me, like, to at least 

give me some information, for example, this is doctor, this is what he’s doing, he’s living that far 
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or he’s a female or male. Like, no one gives me an option, just give[s] me a letter and I have to 

pick [which doctor to go to], so it was hard for me to choose” (P008).  

Other participants expressed fear and worry when it came time to leave the clinic. They felt 

confused and uninvolved in the process, which led to a negative perception of the transition. Clinic 

clients had developed a trusting relationship with clinic staff, speaking about positive patient–

physician interactions, describing access to interpreters, and reporting that they knew how the 

clinic operated and what services were available to them. They also understood what they needed 

to do to access care, and they were comfortable and had very few difficulties at the clinic. 

Therefore, participants were afraid of leaving the familiar environment of the clinic for the 

unknown. Participant P009 revealed, “I was feeling sad to leave my previous doctor [at the clinic]. 

Well, because she was understanding everything about my health and body and she helped me so 

much and I was feeling afraid maybe the [new] doctor won’t understand.”  

Feeling vulnerable and powerless  

A few participants felt vulnerable and powerless because of their unfamiliarity with the 

framework and structure of the healthcare system. As individuals who are coming out of precarious 

situations where they felt they had no rights, or privileges, being new to this society adds another 

layer of uncertainty, fear, and vulnerability. This subtheme was implicit in the responses of 

participants. Even though the participants did not feel ready to leave the clinic, they felt they had 

no choice in the matter. The participants shared that they felt that they had to respect the rules/laws 

of the clinic if they wanted to stay in Saskatoon or even have continued access to health care in 

general. Consequently, even though they complied with the instructions to transition to a family 

physician, the participants complained about the language barrier, discontinuation of health care, 

and the unfamiliarity of a new physician. For example, a mother felt she was not ready to leave 

the clinic and expressed concerns about her inability to speak English and the possible 

repercussions that this lack of fluency might have in other clinical settings in which no interpreters 

were present. A mother caring for her new-born echoed similar concerns, “I really, really wanted 

to stay there [at the clinic] but I didn’t have a choice, it’s one year then I have to leave.” (P007) 

One university-educated participant offered the following feedback: “Yeah, because it’s like you 

have to follow the rule, that’s the rule it’s only one year so you have to look for another doctor. . 

. . It was a little bit strange because when you got used to one doctor and then to another one, it’s 

like they disturb you, it’s like you’re not comfortable.” (P006)  These comments suggest that 

removing an unprepared patient from the clinic and transitioning them to a family physician within 
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12 months of settlement might create a heightened sense of fear and vulnerability which could, in 

turn, result in feelings of re-victimization. 

Needing support moving towards independence  

Another important component that highlights a lack of awareness became apparent when 

individuals attempted to become independent. While attending the clinic, participants depended 

on a support system consisting of settlement counsellors, clinic workers, and interpreters, all with 

a common goal of helping patients navigate the clinic system and access health services to improve 

health status. Once they moved from the clinic to a new family physician, participants felt that 

they no longer had access to the support system that they initially had at the clinic. Some 

participants expressed that they struggled to access services outside the clinic without the help of 

others. “Now I don’t know how to get to another lab, I have to wait on someone to take me 

[meaning someone from GGP]”, one said sadly.  

Another participant helplessly remarked, “I went to a pharmacy and they gave me a medicine or 

something, I wanted to ask about the medicine like how to take it, how many tablets, I can’t. What 

I do usually, I will take a picture of this medicine and send it to my counsellor [at GGP] and he 

will start telling me in Arabic, you have to take one tablet in the morning, one tablet in the 

evening.” (P003) 

At the other end of this continuum, participants’ desire to be self-reliant attenuated as they try to 

navigate mainstream care unaccompanied. Often because of the fast-paced nature of the system, 

they found that they had to resort to seeking assistance from the settlement councillors. A middle-

aged Pakistani gentleman explained, “when the doctor calls, I cannot understand, I often ask them 

to send me text message so that I can try to read and understand (it’s easier to understand it if I 

see it), but they don’t and then I have to call the counsellors.” (P014) 

By contrast, some participants (particularly those who have some proficiency in English or those 

who have family members who are proficient in English) have engaged in help-seeking strategies 

to gain access to mainstream health care services. They sought guidance from friends and family 

members familiar with navigating the health care system. A couple participants reported using 

technology to gain independence and have control over their lives: “I can manage myself I usually 

use the GPS, it helps me to go wherever I want. I just put the name or the address, wherever I’m 

going, and I can get there”, responded one participant when asked how he get to the new family 

doctor. 
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Experiences with Family Physician  

After the transfer from the REACH Clinic to their new care provider, participants spoke 

passionately about their experiences with the new family physician. Some spoke positively, while 

others spoke negatively about their experiences. 

Language concordance  

One important dimension of experience with the family physicians is being able to communicate 

in the patient's language (language concordance). Participants who spoke the same language as 

their new physician reported being comfortable seeking care for health issues and had much more 

positive experiences with the new physician. They also found it easier to develop a good patient–

physician relationship. It is likely that participants felt free to express themselves clearly without 

worrying about the correct phrase and terminologies, while physicians were more capable of 

explaining procedures and therapy. In addition, these physicians were more likely to be culturally 

competent, knowing how to be sensitive to the participant’s beliefs and value system. A concerned 

husband whose wife had to change physician three times recalled the difficulties his wife 

experienced before finding an appropriate doctor who spoke Arabic. He said:  

“Because she’s also a gynaecologist and my wife, she has lots of issue with that [female health 

issues], but she wasn’t confident to talk with other [doctor] because language... but this doctor, 

she is really comfortable. And the good point that she speaks Arabic, so she’s comfortable to like 

share [her] issues”- (P008). 

Participants who were not proficient in English were dissatisfied with the care they received. 

Participants often noted that they would leave the doctor’s office without fully understanding the 

diagnosis, treatment plan, or schedule for follow-up appointments. Sometimes, this lack of English 

proficiency led to financial consequences. 

So when the doctor, [sic] I gonna go to see a doctor and they started to tell me my issue, but the 

doctor is gonna tell me like after two weeks ‘I wanna see you’. But I don’t understand what the 

doctor is trying to say, so in two weeks then I forgot and they gonna send a bill I have to pay, 

didn’t show up when the appointment that you supposed to come. So, because of English it is very 

hard for me to understand or to remember when appointment is gonna be” said P001. 

Because of language discordance, participants also complained about frequent 

misdiagnosis/misunderstanding, which led to associated costs. A frustrated father from Syria 

whose physician did not speak Arabic had difficulty understanding why the physician constantly 

kept prescribing medications that did not treat the illness, and combined with the financial cost of 
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the medication, he felt the doctor did not listen to their concerns and did not care about their 

wellbeing. “When we go there try this, try this, try this, try this, just spend money and new 

medication, spend money, new medication. Another daughter had on her face a small something 

like that, and she went there with my wife, she didn’t give her medication, she gives her cream. I 

bought this is $15, but it’s nothing happen; it is still there.” (P008) 

 

Gap between Expectations of Care and Doctor’s Delivery of Care 

Perceived delivery of care from new family doctor 

Themes related to poor experiences with the new family physician, such as the use of medical 

jargon and lack of information, were common themes linked to the doctor’s perceived attitude 

towards care. Participants felt that their new physician was not interested in their health and 

wellbeing. In their opinion, the family doctor demonstrated a poor attitude towards them and their 

illness. Participants did not feel confident that the new family physician was knowledgeable, 

caring, or helpful. These perceptions prevented some physicians from establishing effective 

interpersonal relationships with these patients and interfered with effective continuity of patient 

care. Participant P001 said: 

“Do you know, like when you are going to see the doctor, there’s some doctor you’re going to see 

and they’re going to work on you, you’re going to feel comfortable, you’re going to feel good. But 

for the doctor that they have, they just go there, and it is gonna be, ‘Why you are here? Tell me 

the things that brings you here’, you’re gonna feel like always it’s not cares about me and I’m not 

even feel comfortable to discuss with him [my health problem].” 

Difference in cultural and health beliefs 

One terrified father sought out care from a doctor of similar ethnicity for his daughters 

after recognizing the difference in cultural beliefs between his family and their new family 

doctor. The disappointed father shared that the doctor had over-stepped his responsibilities, asking 

his daughter about boyfriends and sex. In his culture, it is customary for some topics to be 

discussed only within the family, and as a result, he perceived the doctor to have infringed on 

cultural and traditional beliefs and his parental rights. He felt that the doctor did not respect their 

way of life. “My daughter is 15 to 16 and she [the doctor] talk[s] with her something about 

boyfriend, sex [the daughter visited the doctor with her mother, who does not speak English], I’m 

surprised, why [does] she have to talk about this. This is not her job, I’m so angry and not happy, 

and I told her I will move our file to another doctor.” 



77 

 

Lack of time within a busy practice  

Finally, participants mentioned that doctors had little time to care for their various illnesses and 

provide follow up. At the REACH Clinic, participants enjoyed the time spent with the doctors and 

the constant follow-up by both providers and staff. This indicated best practice, and it became an 

expectation of care. However, doctors in the mainstream healthcare system have increased patient 

loads and responsibilities. As such, participants were dissatisfied that their new physicians had 

limited time to spend with them. They voiced this as a challenge to getting appropriate care: “The 

new family doctor? [ . . . ] Yeah because there is one time he went to see the family doctor, and he 

forgot something, he was already outside so he tried to come back to tell the family doctor what 

he forgot but the family doctor was like I don’t have time”- (P002) 

  

The transition from the clinic to a community physician was a delicate process that required 

extreme sensitivity and access to resources by the clinic and clinic partners to ensure success. 

Refugee participants' one year experience at the clinic created high expectations and trust in the 

healthcare system. They expected the same care and time with the new doctor as that received at 

the clinic; this led to varying levels of mistrust, dissatisfaction, and negative views of health 

care. Furthermore, inappropriate pairing with community physicians creates distrust in the system. 

Issues with health literacy, the absence of interpreters at the new physician's office combined with 

limited language proficiency interfered with most refugees’ ability to maintain positive health-

seeking behaviours. Unfamiliarity with the service delivery model utilized in mainstream care also 

created unexpected challenges. Participants who speak the same language as their new physicians 

or those with greater English proficiency had better experiences adjusting to the new service 

delivery model and their new physician. While other participants who were still struggling with 

language adaptation found it more difficult to navigate and understand the structure of mainstream 

healthcare.  Additional perceived differences in cultural definitions of health created another layer 

of barrier between refugee and community family physicians. 
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5.4 Integrating both strand 

 

To integrate the results from both strands, the researcher analysed both quantitative and qualitative 

data using a concurrent triangulation design.  Both the quantitative and qualitative data strands 

complemented each other through the identification of the domains mentioned in the framework 

used to guide this study. The quantitative data strand was better suited for identifying the barriers, 

enablers, and use of services. In contrast, the qualitative strand provided a much richer, more 

sophisticated description of the mediators and outcomes close to refugees' heart.  For example, 

participants talked about the trusting relationships formed with staff, the quality of doctor-patient 

relationships, having all essential services in one location, and the clinic partnerships with 

settlement agencies. When both strands were integrated, a new picture emerged as displayed in 

figure 15. 

Figure 15: Integration of both quantitative and qualitative data strands 

 

Integrating both strands

•even though participants have 
different cultural backgrounds and 

perceptions of care, the clinic's service 
delivery model is appropriate for 

creating positive health status, trust, and 
equity for all participants. 

•refugees perceptions' of care from the 
clinic shaped their overall expectation of 

care of the health care system. 

•physicians not limited by the time 
constraint, systemic pressures, and 

understand cross-cultural care are better 
suited to care for newcomer refugees' 

needs.

•settlement counselors play an essential 
role in ensuring that refugees have 

access to health care 

Quantitative strand

•Participants perceived they:

•had frequent access to all their 
appointments and services when 
needed

•had access to diagnostics, 
immunization, laboratory, pharmacy, 
physicians, dietitian, referrals, and 
tertiary care providers when needed.

•had interpreters at every 
appointment who were sensitive to 
their values.

•had friendly and respectful staff/ 
providers who were culturally 
sensitive

•were comfortable with the gender 
of their physicians.

•had physicians who took time to 
listen to their concerns and 
explained the information in a 
manner they understood and gave 
advice.

•perceived a high level of 
satisfaction and quality of life and 
improved functioning and wellbeing.

Qualitative Strand

•Participants felt:

•relief knowing they could 
communicate in their own language 
and understand information as well.

•that having reminder calls and 
timely access to appointments were 
influential in creating trust and 
positive attitudes.

•that difficulty getting to the clinic 
with no accompaniments from 
settlement counselors was a barrier 
along with different religious beliefs. 

•it was importance to access services 
in one location, including child, 
maternity, and referral services.

•that the positive doctor-patient 
relations they experienced was 
enhanced by culturally competent 
care.

•the importance of having settlement 
counselors involved in their care. 

•that having a friendly and safe clinic 
environment to receive care 
enhanced their clinic experiences. 
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Both strands collaboratively showed that participants did not experience social assimilation 

barriers at the clinic, such as difficulty navigating the healthcare system, language, or culture. 

Instead, clinic staff, providers, physicians, and partners invested time, developed trust, and 

established respect with their refugee clients. Given the ability to communicate with the physicians 

in their own language, refugees felt encouraged, and at ease to engage and interact with physicians 

in a culturally sensitive setting without feeling rushed for time. Most participants responded that 

they could talk to their physicians, who took the time to listen to their concerns as a first step 

towards providing counsel and treatment accordingly. This shows that the health concerns of 

refugees can be appropriately addressed even in the presence of a language barrier. However, it 

also points out that the service delivery model used by the clinic is relevant in addressing many of 

the health and healthcare care issues that exist among individual refugees.  Given the diversity of 

the refugee participants, the service delivery model used by the clinic is crucial in reducing the 

complex nature in which care is offered by physicians and within the system.  Grouping several 

specialized services such as child and maternity care, referrals, settlement counsellors, interpreters,  

and physicians who are not limited by systemic pressures created a positive perception of quality 

care in a safe environment. Given the past precarious circumstances of many of the participants, 

these positive perceptions also gave them a sense of security. Furthermore, the high level of 

satisfaction and the perceived positive change in health status attest to these facts. When 

considering their current situation in contrast to their past experiences at the REACH clinic, 

interviewed participants also highly rated their past clinic’s services. Also, they seemed to 

highlight in a personal way, some of the challenges they faced at transition and after moving to a 

community physician. The transition to the regular health care system after having received care 

in a protected and safe setting may require further exploration.  

 

 

 

 

 

 



80 

 

CHAPTER 6: DISCUSSION 

 

6.1 Introduction   

This study provides unique insights into the perceptions of newcomer refugees seeking care at the 

Saskatoon Refugee Engagement and Community Health (REACH) clinic. The primary goals of 

the clinic are to improve refugees’ health status during their first year in Canada by providing 

equitable access to health care; to address immediate health care issues and to help them integrate 

the mainstream health care system. Since the REACH clinic’s inception, there has been an ongoing 

effort to improve understanding of the needs of the clinic’s patients and improve the quality and 

delivery of care. This present study comprised surveying and interviewing patients of the REACH 

clinic to find out their perception of the clinic’s services, the care they received at the clinic, and 

their experiences transitioning to family physicians in mainstream healthcare. Quantitative 

findings from 75 refugees showed high levels of satisfaction and perceived positive change in 

health status because of the appropriateness of services available at the clinic. Critical factors 

underpinning this positive experience included the availability of interpreters, trust-building, 

warm, friendly doctor-patient relationships, and the involvement of community partners in creating 

a safe environment. These factors are all consistent with a growing body of research literature on 

the topic further discussed below. 

6.2 Critical Considerations  

 Application of Cooper, Hill, and Powe's 72 model of equitable care for vulnerable populations 

provides a conceptual lens through which to understand the importance of how ethnic and racial 

disparities can impact health outcomes and equity of services. In this study, the framework 

provided a clear understanding of those complex factors underpinning health inequality in 

vulnerable groups such as GARs. The key findings from this study corroborate and extend the 

Cooper, Hill, and Powe's 72 model, confirming, to some extent, that disparity in perceived health 

status and care experience may be because of the differences in health care. As such, government 

and policymakers should consider investing in health care delivery improvements to reduce 

disparities in care face by minority groups.   

In complement to Cooper, Hill and Powe’s 72 work, this study highlights the importance of both 

the health-environment relation (discussed in the next session) and community stakeholders' as 
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necessary mediating factors in reducing healthcare disparities. Although the provincial 

government was not a stakeholder, it is noteworthy to mention that it is essential to identify the 

local government as a crucial partner in the decision-making process to reduce health inequality. 

In their study, Richmond and Elliot 105 used a political ecology framework to describe the 

perceptions of environment, economy, and health among First Nations. Their research 

corroborates stakeholders' importance, particularly the government, noting that health and well-

being perceptions are intricately connected to economic development. Over the past three years, 

the clinic has operated as a privately funded clinic with no financial support from the provincial 

government. With this in mind, it may be ideal for future studies to employ this political ecology 

framework's strengths to offset this weakness found in the Cooper, Hill, and Powe's 72 framework. 

Mixing elements of both frameworks could also provide another lens through which to understand 

the role of the political -environment and its consequences in shaping refugee perceptions and 

experiences of health care.   

 Vulnerability of refugees upon arrival, needs and trust building  

Upon arrival in the province, refugees face several issues related to accessing equitable healthcare. 

The cultural and social determinants of health existing in any society act as an anchor for the 

vulnerabilities refugees face when accessing care. A lack of awareness of their rights exacerbated 

the challenges they face in the new society, along with language and cultural barriers, poor health 

literacy, and an inability to navigate the health system 106. Previous negative health care 

experiences faced during the migration process often affect how refugees trust and interact with 

the health care systems 107. According to this study’s findings, the REACH clinic staff members 

were able to address many of these issues by acknowledging that a safe and friendly environment 

starts with trust-building. Engaging refugees in a friendly atmosphere, such as the waiting room 

and check-in desk, were all seen as opportunities to make refugees feel welcome. This response 

proved to be essential in establishing good rapport, trust, and relationship building as a mediating 

first step towards improving refugees’ health outcomes. O’Donnell and colleagues 108, confirms 

this finding noting that cultivating trust early in the interaction is imperative not only for excellent 

patient outcomes but also for trust-building in the wider healthcare system. Clinic staff who 

showed a sincere interest in their care accentuated refugees’ experience and trust. They did so with 

kindness and respect when attending to their needs, taking into consideration the inherent 

differences among refugees, particularly language and cultural differences. In one review article, 

researchers described the positive impact of trust-building when delivering quality care to 
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refugees109. Furthermore, Carroll et al.110 as well as others researchers 111 asserts that trust is 

essential in maintaining continuity of care, and refugees associates this trust with high levels of 

perceived satisfaction with healthcare services. 

Communication and the use of interpreters  

Another important finding from this study further implied that the ability to communicate in a 

culturally sensitive manner was an important means of fostering trust and building relationships at 

the clinic. Despite this, research still mentions communication as a barrier to accessing care, as 

demonstrated in this study. Numerous studies have reported challenges associated with poor 

communication between physicians and ethnic minority groups, citing relevant deficiencies in 

patient-centred care, shared decision making, establishing rapport, and understanding treatment 

plans 106,107,113-118. Refugees are seldom fluent in English, which is the dominant language of 

communication in mainstream health care in Saskatoon, and as such, refugees require 

interpretation services (formal or informal) to dialogue with physicians. The published literature 

has consistently identified interpretation services as a facilitator for high-quality care 109,112. 

Adhering to this standard has proven to be vital to the clinic’s success and presented refugee 

patients with the ability to clearly communicate their health concerns to the attending physician. 

At the clinic, in-person and telephone professional interpreters guided the free flow of 

conversations in a manner culturally accepted to the patient. Families and friends also acted as 

interpreters, but to a lesser extent. A recent cross-sectional qualitative study Carroll and co-

workers110 reaffirm the use of appropriate interpreters as an important avenue for providing 

refugees with an opportunity to participate more effectively in shared decision-making and may 

result in less physician dominance with more patient-centred communication. Appropriate 

interpreters are professional medical interpreters available in person or via telephone services, 

similar to those used at the REACH clinic. Although family and friends provided interpretation, 

this kind of ad hoc interpretation produces less fruitful results when compared with professional 

services and is often fraught with issues of trust, confidentiality, and misunderstandings between 

patients and physicians 112 . The transitioned process revealed these issues and highlighted vast 

communication errors when participants with a limited understanding of the English vocabulary 

cannot communicate with their new family physicians. The participants expressed high levels of 

dissatisfaction and fear, knowing that professional interpreters were no longer present to help them 

communicate. A survey of Canadian family physicians who cared for migrants revealed that few 

physicians use professional interpreters and recommended increased access to interpretation 
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services and cross-cultural training to enhance the Canadian medical curriculum as solutions 115. 

Another solution could be to provide universal accessibility to interpretation services, such as 

MCIS, enabling refugee newcomers to easily access these services at their own convenience, 

particularly for medical consultations. This approach could remove the burden of organizing 

interpreters from the physicians whilst affording refugee newcomers more autonomy over 

transitioning to a family physician. 

Language concordance between patient and service provider 

While study participants reported a positive change in health during their engagement with the 

REACH clinic, at the time of the transition to a mainstream family physician, they had not yet 

become proficient in English. This untimely event meant that refugee patients could not effectively 

engage/communicate with their new healthcare physicians and, therefore, could not effectively 

advocate for their health needs. Consequently, once transitioned, they encountered several 

challenges seeking care and maintaining effective patient-physician interactions 106. The primary 

challenge reiterated by participants was the impact of patient-physician language discordance. 

Since researchers established language concordances as the gateway for equitable care, through a 

shared language between patient and physician 119 a picture emerges of language discordant 

newcomers struggling to achieve quality health care after their placement with mainstream family 

physicians. Several research articles have reported the negative consequences of language 

discordance and its impact on refugees' access to healthcare 35,36,112,120. In many of these same 

articles, participants who reported experiencing difficulty talking with their mainstream family 

physicians complained primarily about treatment plans that made them uncomfortable, missed 

appointments, financial loss, and overall negative perception of healthcare delivery and health 

status. Along with previous reports, the interview findings from this present study show that 

refugees prefer language concordance with physicians or, at the least having an interpreter present 

during consultations to minimize communication errors. A systematic review by Hsueh and 

colleagues 121 found evidence for a positive association between communication/information 

quality and language concordance, with mixed reviews reported for concordance and satisfaction 

of care, although these findings were from the sole perspective of a heterogeneous group of 

immigrants. However, in their study, Waibel et al 122 maintain that participants who shared 

linguistic concordance with their family physicians reported satisfaction and satisfactory 

continuity of care. These findings are also comparable to a cross-sectional study where secondary 

data assessed the influence of language concordance on continuity and quality of care 123. In their 
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article, Parker et al.123 reported that patients were more likely to rate their primary care clinician 

as excellent and experience satisfaction with their overall health if they spoke the same language. 

This theme was also underscored by some participants in our study although ultimately, language 

concordance may not significantly improve their overall health status and quality of life. This 

implication suggests that while language concordance is essential, equal consideration must be 

given to patient education to increase their health literacy and patient advocacy skills. Though not 

commonly recognized in the literature, language concordance or discordance highlights important 

health disparities to consider when matching newcomer refugees with mainstream family 

physicians. Refugees’ expectation of quality health care practices stems from their one year 

experience at the REACH clinic where they had access to interpreters and other elements of 

comprehensive healthcare. Evidence from this study emphasizes the need for greater language 

support at the system level in the mainstream for individuals with limited English proficiency. In 

the absence of physicians who speak the patient’s language, using professionally trained 

interpreters who can complement the doctor-patient relationship is a viable option for providing 

better quality care 122,124. The Canadian Health-care Act calls for provincial healthcare systems to 

deliver comprehensive and accessible care for every Canadian resident. Hence, integrating 

language services into healthcare systems (private and public) might be a useful tool to address 

the issues associated with language discordance between physicians and vulnerable groups, 

particularly those of ethnic minorities. As previously mentioned, greater accessibility at the patient 

level could provide refugees and other vulnerable groups with greater autonomy when seeking 

care. Failure to provide comprehensive care will likely continue to negatively affect refugees’ 

perceived health status along with continuity of care. The absence of appropriate mainstream care 

will likely negatively affect the health care experience, health-seeking behaviours, and health 

outcome refugee value after one year at the REACH clinic. 

Frequency of clinic visits  

Several complex factors contribute to refugees' frequency of clinic services utilization, which later 

influences perceived health status. Literature including the framework of Cooper, Hill & Powe 72 

and the works of Terfa et al.125 suggests that some key factors affect the frequency of utilization 

of healthcare services such as participants' personal attributes related to their perceived health 

status and the need for care based on a physicians' assessment of the patient, including the need 

for laboratory testing and follow-up visits. This study revealed that 73% of the sample were 

frequent visitors, visiting the clinic over five times in one year. Further multivariate analysis 
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showed that frequent visitors were more likely to perceive a negative change in health status than 

less frequent clinic users. Terfa et al.125 corroborate this finding in their study where frequent users 

were less likely to report a positive health status change. Their recent study assessed health care 

utilization among the elderly population (another vulnerable group) in Ethiopia. The analysis 

showed that elderly patients with double or more comorbidity were 20 times more likely to visit 

the health facility than those with no illness 125. Similarly, Kim and colleagues reported that US 

elderly residents with higher life satisfaction made fewer doctor visits than their less satisfied 

counterparts 126. Although our study did not assess the many factors related to the frequency of 

visits, it is possible that those who perceived a positive health status may likely have used the clinic 

services less frequently because they were healthier and had greater life satisfaction or perceived 

quality of life. These individuals presumably had fewer medical problems because of their age or 

ability to manage their existing health problems more effectively. Even though the quantitative 

portion of this study presented no data on children, the sub-analysis revealed that many of the 

participants who were frequent visitors were females of child-bearing age. Since children less than 

16 made up a substantial proportion of the clinic's patients, parents might have also visited the 

clinic multiple times for child-welfare and maternal visits.  

Patient -physician relationship and the systemic challenges of providing equitable care  

Evidence from this study also revealed that the quality of the doctor-patient relationship is a great 

influencer of refugees perceived positive health status. At the REACH clinic, participants felt that 

the doctors engaged them and invested in their care. This perception diminished over the course 

of their interactions with their mainstream family physicians. Participants proficient in English 

also felt that their new family physicians did not express empathy, exercise thoroughness, and 

lacked the ability to actively listen and provide the correct treatment required to resolve their health 

issues. It is imperative that physicians cultivate appropriate interpersonal skills to support 

newcomer refugee patients by generating the best possible patient experience and improving their 

overall health status. As confirmed by one Canadian study, one aspect of poor doctor-patient 

interactions is the lack of preparedness of physicians to appropriately relate to patients of different 

cultural, ethnic, and linguistic backgrounds 29. At the individual level, health and illness are deeply 

entrenched in cultural beliefs; therefore cross-cultural definitions of health/perception of care 

interfere with how refugees perceive/receive care offered. It also influences how they engage with 

their western family physicians. For example, one participant felt the need to find a new physician 

who understands his cultural perspective on health because his previous physician discussed a 
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subject considered to be culturally tabooed with his teenage daughter. This, therefore, suggests 

that it is important that physicians acknowledge that refugee patients bring with them their 

individual cultural beliefs, practices, and a non-western definition of health. A culturally 

responsive approach to health, therefore requires a more pluralist understanding of health rather 

than a uni-dimensional western view 127 that can strain refugee patient-physician interactions.  

At the structural level, this study revealed that time constraints were another element of poor 

doctor-patient relationships. Participants frequently complained of issues related to long wait 

times, short hasty appointments, and lack of follow up.   In the literature, these are well recognised 

as major persistent systemic challenges to patient care, however for refugees it is even more 

important because of the many issues they face. According to a recent quantitative publication on 

access and quality of healthcare in Canada, Samuelson-Kiraly et al 128 reported that 43% of 

Canadians rated timely access to primary healthcare as their greatest concern, a consistent trend 

noted over the last 20 years. With the average Canadian’s perceptions of wait times and access to 

care worsening each year, the literature suggests that the removal of these structural barriers will 

enable physicians to be flexible and to better respond to their patients' needs regardless of their 

ethnocultural backgrounds.  

Johnson and colleagues 129 also corroborate our study findings when they mention the time and 

productivity pressures faced by physicians as barriers preventing them from providing equitable 

care. In Saskatchewan, where the government utilizes a fee-for-service delivery model, physicians’ 

remuneration hinges on the number and type of services they deliver 130,131. Hence, in this context, 

physicians face challenges when caring for refugees. Noticeable is the factor of time allotment for 

refugees’ needs. This issue is particularly difficult to solve because refugees need a greater amount 

of care and education given that some concepts such as healthcare prevention and seeking primary 

care regularly, even when asymptomatic, are foreign to them. The structure of primary care 

practice, combined with the financial disincentives associated with the time-consuming nature of 

refugee healthcare creates the impression of depersonalized care. This study highlights the fast 

paced setting of the fee-for-service delivery model as a challenge not only for those from the 

different ethnocultural background but also for other vulnerable groups and the Canadian 

population at large. In a recent CBC opinion piece 132, one patient complained after being notified 

“to limit the discussion with her healthcare provider to one issue per visit”. As a result of such 

challenge the service delivery model appears to be struggling to effectively manage the health 

needs of Canadians and Canada permanent residents. Thus this begs the question: what changes 

https://journals.sagepub.com/action/doSearch?target=default&ContribAuthorStored=Samuelson-Kiraly%2C+Claire
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need to be made to create a more effective system, or is it time for newer and more innovative 

delivery models to be researched and implemented to ensure high quality of care for all Canadians? 

Currently, considering the challenges faced by physicians, Muggah et al.131 agreed it might be 

noteworthy to match refugees with a salaried physician who is better capable of managing the 

concerns of refugees and providing guidance without paying too much attention to time and 

financial constraints. 

Similarly, this fee for service delivery model accommodates individuals familiar with how the 

system works and who are independent navigators and advocates of their own health needs.  In the 

case of refugees, in the early stages of integration, they depend on settlement workers and 

community members for guidance. To ensure that newcomer refugees have a fair chance at good 

health, the REACH clinic utilizes a multi-disciplinary service delivery model. Through this model, 

the clinic provides easy access, comprehensive care (interpretation services, reminder calls, 

transportation, lengthy consultants, advocacy, and essential services). However, study evidence 

shows that while this model results in increased utilization of services, it may also facilitate 

dependency because of the high satisfaction and expectation of care it provides for patients 63. At 

transition, highlighting the difference between these two service models might be very useful to 

prepare refugees in advance and to ensure an effective transition into appropriate care.      

Easing the transition, dependency, and resourcefulness 

The multi-disciplinary service delivery model raises questions about how best to balance the 

dynamics between dependency and autonomy oriented help and the influence of the power 

imbalance that can exist between those providing the services and those in need of help 133. This 

power imbalance becomes clear at the end of the one-year REACH clinic program when newcomer 

refugees appear stressed and fearful of navigating the mainstream healthcare system alone but feel 

they have no choice but to leave the clinic. Removing unprepared patients from the clinic and 

transitioning them to a family physician within 12 months of settlement might create a heightened 

sense of fear and vulnerability, which could cause feelings of re-victimization. According to Millar 

et al., it is critical to use a trauma-informed lens in matters of refugee care 134. Including an element 

of choice and flexibility in certain cases and allowing the patient to remain at the clinic beyond the 

one-year mark - until they have attained the skills necessary for thriving outside the clinic - could 

positively affect the newcomer patient’s healthcare outcomes. As a result of the lack of health 

literacy at transition, refugees consistently reach out to their settlement counsellors. In this 

dynamic, the settlement counsellors informally take on the role of healthcare navigators until 
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refugees become independent. This response suggests the importance of a gradual transition 

process.  Thus several questions should be highlighted. First, should we add this responsibility of 

healthcare navigator to the portfolio of settlement counsellors, and if so, what resources should be 

in place to ensure success, should there be additional reimbursement, funding, and resources? 

Second, should the role of health care navigators (formal or informal) become an extension of the 

healthcare system, and in what ways can the health authorities support such a new venture? Using 

health care navigators or bicultural workers to aid in the transition process has been discussed in 

the literature 68. These individuals play a supportive role in teaching migrants how to navigate the 

health care system. Their work has often led to better understanding and increased utilization of 

mainstream health services 135. Moreover, these individuals represent a viable option to ease the 

transition and integration, teaching refugees about mainstream care.  

Another model of interest to help with the transition or refugees is called the Beacon clinic which 

is  the backbone of the Primary Care Amplification service delivery model used internationally to 

prepare refugees for mainstream physicians’ care. In the particular example of this primary care 

model which is funded by the provincial Health Care System in Nova Scotia65, refugees benefit 

from  similar care as what is provided through the REACH  clinic; however preparation to 

transition has a dual focus: 1) to create a network of physicians who can be trained to care for 

refugees  and 2) to emphasize the preparation to transition including education and the presence 

of clinic staff and interpretation at the first appointment of the refugee person or family with the 

new mainstream physician. This funded beacon model would play the central role of providing the 

necessary support refugees need to access community providers and become more autonomous. 

Adopting this approach would also ease the work of settlement counsellors who informally take 

on healthcare navigators' role. However as long as the REACH clinic with the Beacon model is 

not appropriately funded, the issue of transition will remain difficult to address fully. The clinic 

board may also consider enrolling refugees (on a case-sensitive basis) into community health 

clinics, where salaried physicians are available with no time restrictions130.  

Despite this widespread dependency dynamic, there is a subset of refugees who internalize this 

transition as an opportunity for independence and control over their lives. This notion gives rise to 

positive health-seeking behaviours developed to cope outside the REACH clinic and navigate the 

mainstream healthcare system. Instead of calling, newcomer refugees with limited English 

proficiency may want to use GPS technology to walk/drive to a clinic to book an appointment. 
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These positive health-seeking behaviours corroborate research findings that report refugees’ 

capacity for resourcefulness and self-reliance 120.  

Interpreters as part of the data collection process 

While qualitative researchers are conscious of the many factors that can introduce bias and 

diminish rigor in a study, literature offers very little guidance on how to conduct interviews 

ethically in multicultural spaces where interpreters are engaged to overcome language barriers 

between the researcher and the participants. Although interpreters are critical to establishing trust 

and respect between the participants and the researcher, as well as facilitating the inclusion of 

ethnic minority groups in mainstream research; an interpreter’s positionality can create some 

challenges in the data collection process.  

In this study, all the interpreters selected shared a common language and cultural background with 

the participant refugees, in fact, many of the interpreters were from the same ethnic group and 

country as the participant refugees. While this common feature was important, one aspect of an 

interpreters’ positionality that posed a significant challenge to the study was the gender 

discordance between an interpreter and a participant refugee. During a telephone interview with a 

participant refugee mother who received maternal care at the REACH Clinic, the researcher 

wanted to ask her about her maternal care experience and her experiences with the new family 

doctor who has been caring for her children. The interpreter quickly explained to the researcher  

that although he and the participant refugee were from the same country, in their culture, males 

never asked females about their pregnancy or maternal care, and therefore, he did not know how 

to interpret or translate the question. His mannerism also suggested to the researcher he was 

uncomfortable with even attempting to pose this question to the participant refugee. In this specific 

situation, the gender of the interpreter clearly affected the level of disclosure the researcher could 

receive from the participant on a very important issue, thereby affecting the integrity of the data 

and transgressing the key role of the interpreter, which is to convey everything said by all parties 

involved. The participant refugee and the researcher experienced a gap in communication that 

prevented the participant refugee’s fully sharing her story. This experience highlighted the overall 

impact of language incompetence on the rigor of the study. This interaction flagged the importance 

of engaging the services of interpreters who are not only competent but also comfortable with all 

aspects of the language and culture of the participants, and where gender roles are critical to 

communication, choosing an interpreter aware of and successfully able to bridge that gap is 

essential. 
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Noteworthy, Kaufert and colleagues 136 postulates that an interpreter should be more than a conduit 

but rather a cultural broker who manages cross-language communication.  As such, it is important 

to agree on a style of interpreting before the start of the interview. Redwood and colleagues 137 

noted the use of interpreters in health science research requires both active and passive styles, 

allowing for participants’ voices to be heard while accurately representing their views. However, 

because this study involved the inclusion of a diverse population with several languages unique to 

Saskatoon, both professional and lay interpreters were used during data collection. As a novice 

researcher, the switch between lay and professional interpreters highlighted a few difficulties, chief 

among which was the style of interpreting.  

Professional interpreters tend to use a passive voice, relying the conversation between researcher 

and participant verbatim. However, in my limited experience, the conversation felt cold and 

impersonal, although the information supplied appeared trustworthy. An active style of 

interpreting, often used by lay interpreters, sees the interpreter asking clarifying and follow up 

questions not suggested by the researcher. For example, the participant and the interpreter would 

exchange several sentences in their native language but the interpreter would report back only a 

few sentences or would summarize the conversation.  Another element of complexity was found 

in the personal experiences and beliefs of the interpreters. It is likely that their own immigration 

and healthcare experiences may have influenced their interest in helping other newcomers.  These 

potential distortions in interpretation, threaten the validity and reliability of the data being supplied.  

Since interpreters were an integral part of the data collection process, their own biases and 

positionalities should be taken into considerations. To mitigate against issues of validity, 

Kapborg and Berterö 138 suggested that ideally, the interpreter should be trained in the research 

field and hence be aware of how their own influences on the participants and how this can affect 

the validity of data collection.  

In summary, the delivery of comprehensive health care for newcomer refugees is a complex and 

dynamic one; however, stakeholders, physicians, policymakers must make provisions to offer 

equitable care. Programs such as the REACH clinic are vital to support and integrate refugees into 

mainstream care; as such, the REACH clinic is a great model of care for newcomer refugees. The 

support offered by the clinic provides a friendly, trustworthy and safe landing in the Canadian 

healthcare system while addressing huge health needs stemming from the refugees’ displacement 

history. Refugees feel welcome and encouraged to talk about their health needs while other 

https://onlinelibrary-wiley-com.cyber.usask.ca/action/doSearch?ContribAuthorStored=Kapborg%2C+Inez
https://onlinelibrary-wiley-com.cyber.usask.ca/action/doSearch?ContribAuthorStored=Berter%C3%B6%2C+Carina
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important areas are addressed by settlement agencies and other community groups. During this 

first year, refugees have the opportunity to get oriented, learn, adapt, acquire new skills and receive 

the care they need. The study also reminds all parties involved in the clinic of the importance to 

find ways such as education, modelling or peer support, for refugees to develop a sense of 

autonomy over their health seeking behaviours and their health outcomes. This education and 

accompaniment over time could help newcomer refugees to develop more effective coping 

strategies, as they transition to the mainstream health care system. Whether health care 

professionals, members of the settlement agencies, researchers, community members or policy 

makers, we pursue together the ultimate goal of affording refugees the space, resources, time and 

support to become independent and productive members of the Canadian society.  
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6. 3 Strengths and Limitations of the study   

Strengths  

This research aimed to give voice to the refugees entering Canada and the health care system. It 

was paramount to listen to what they had to share and better understand their perspectives. 

This study provided novel insight into the perceptions of refugees who received primary care at 

the REACH clinic in Saskatoon for one year. The study also captured their transition experience. 

The multicultural nature of the study meant several steps were important to strengthen the rigor 

and trustworthiness of the study: 

• The chief strength of this study was the inclusion of a  diverse of set of refugee participants 

from several different countries, culture and speaking different languages. This diversity 

ensured that the different perceptions about health, regardless of their ethnocultural 

background, were captured.  

• Another strength of the study was the use of interpreters to bridge the communication gap 

between participant and researcher. This proved to be valuable in providing participants an 

avenue to express their thoughts in a manner comfortable to them. 

• Importantly another strength of the study was having necessary stakeholders as an expert 

panel to guide the direction of the study. These stakeholders; the social services (settlement 

counsellors), clinic representatives (administrative workers), health care providers 

(physicians), and academia (educators and professors) helped to ground the study finding  

in reality. Their involvement included but were not limited to; participant recruitment, data 

triangulation and peer debriefing to ensure confirmability and rigour of the study.  

• The novelty of the study is also another keen strength. To the knowledge of the researcher 

in the existing Canadian literature, there is no mixed methods study that have tried to 

capture GARs  perception of care after they received care from a specialized refugee clinic 

and later their experiences in mainstream care. Furthermore, the interviews with 

participants allowed for a deeper understanding of the survey responses and added context 

and meaning to refugee participants’ experiences.  

• In this study the same participants who completed the survey were also the participants 

who were interviewed. Participants who first  completed the survey and transitioned from 

the clinic, were interviewed 6-9 months after their first contact with mainstream care. This 

gave them time to have several experiences accessing care within mainstream healthcare 
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system. Over this time participants were able to formulate their own perceptions about 

quality care for themselves and their providers. 

• Although  a pre and post design was not possible, participants were asked to reflect on their 

experiences over the one year period they visited the clinic. In doing so, participants also 

offered a comparative analysis of their perceptions of care before they arrived in Canada, 

at the clinic, and after leaving the clinic. This comparison allowed the researcher to gain a 

clearer insight to their understanding of health and helped to put the finding in perspective.   

 

Limitations  

Though the objectives of this research were met, this study also included some limitations.  

• First, the use of interpreters who were not professionally trained can be seen as a study 

limitation. At times, they did not interpret verbatim and so reduced the trustworthiness of 

the data. The positionality of interpreters likely distorted and threatened the validity and 

reliability of the information interpreted. Additional, the gender discordance between 

refugee participants and interpreter also limited full disclosure of sensitive information.  

• Second, the cultural background of most families who attended the clinic influence the 

number of females able to participate. This meant that for a majority of the sample only 

one person from the same household completed the survey. Females rarely participated 

when their husbands completed the survey or took part in the interviews. Traditionally in 

non-western households, wives respect the males as head of the family and it is a sign of 

disrespect for them to contradict their husbands, particularly in a public domain. Hence 

females did not see a need to participate and share their personal experiences. The 

experiences of women were vital at this junction because a large portion of clinic patients 

were children, who frequently attended the clinic with only their mothers. For ethical 

concerns, this study did not include children therefore, the perspective of mothers would 

have clued in a much-needed gap in information about equity of services at the clinic. This 

greatly affected the sample size. Since there is an insufficient amount of research-based 

information about the experiences of refugee children accessing health care in Canada and 

by extension Saskatoon, the exclusion of children is also a limitation of this study.  
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• The small sample size reduced confidence in the results garnered from univariate analysis 

and therefore, reduce the reliability of the logistic regression model used to predict 

participants' perceptions associated with their health status after using clinic services.  

• Sample estimates captured in the logistic regression model may not be representative of 

the population due to large standard error, thus the results may not be generalizable to the 

wider population.  

• Settlement counsellors administered exit interviews/surveys, with the aid of interpreters, 

who had developed a good rapport and a trusting relationship with participants. However, 

this meant that the researcher was absence, making it difficult to account for the missing 

data. Response bias is an inherent limitation associated with self-reported data, and 

respondents may have chosen not to disclose some information to their counsellors. This 

means participants may have provided socially desirable answers or responses they 

believed would be acceptable to their counsellors and would not prevent them from 

receiving any further help from their counsellors. 

• To collect quantitative data, it is possible that a pre and post survey would have yield more 

powerful statistical results given the small sample size of the target population. Another 

improvement to this study would be to conduct a longitudinal study following participants 

as they transitioned.   

• Physicians and other healthcare professionals’ perspectives were not sought and could have 

complemented these findings. 

• Despite our many attempts to recruit refugee participants to be a part of the key advisory 

committee, we were unsuccessful and therefore this could have added another limitation to 

the study. 
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6.4 Recommendations for Policy, Practice and Research  

 

While the REACH clinic has been impactful in the lives of newcomer refugees, this study 

highlights areas for greater uptake, improvement in practice and future research. The proposed 

recommendations below were formulated in collaboration with the advisory committee and 

REACH physicians and takes into account changes made by the clinic since the analysis of the 

data.  

 

Clinical implications addressed to the Ministry of Health, Saskatchewan Health Authority, 

Saskatchewan, Medical Association (SMA), the College of Medicine and physicians. 

• Results from this study point to several ways in which physicians can help refugees along 

the continuum of care.  This means that physicians need sufficient resources to meet the 

healthcare needs of refugees. Given the emerging cultural and linguistic diversity in the 

population, medical schools are seeking to strengthen their programs by teaching medical 

students about refugee health. Similarly, the Saskatchewan Medical Association might be 

interested in finding novel ways to inform practicing physicians about refugee health. 

Continuing Medical Education (CME) can be used to increase the uptake of existing 

guiding practices to offer refugees personalized care. Educational videos might be useful 

resource tools and should be disseminated as well. These gestures will go a long way in 

improving patient care, and overall health outcomes as refugees move into the main health 

care stream.  

• Physicians, with the SMA and the provincial government, could also consider 

collaborating to implement professional interpretation services outside the hospital; 

access to MCIS or another health interpretation line for the physicians outside the 

hospital setting could be a viable option to mitigate the effects of language discordance 

and ineffective communication. It would also remove the burden from the physicians and 

give the patient more autonomy over the way they receive care.   

• Regardless of the time constraints associated with providing refugee care, it is still 

important for physicians to allot sufficient time for cross-cultural consultations in order to 

build trust and cultural competencies. Professional support and incentives could help to 



96 

 

compensate for the financial loss physicians face due to the time constraints associated 

with caring for refugees within the fee-for-service delivery model. 

Government/Policymakers  

• Successful transition and integration require expansion of the REACH clinic program and 

support for the community physician. However, this requires an investment through 

dedicated funding to allow the provision of on-going base resources and incremental 

increases for staff, physical environment, education and targeted health services to ensure 

sustainability.  For example, the clinic requires additional staff and financial resources to 

extend the clinic opening hours and days of operation.  At this point, the partnership and 

financial support from the provincial and even federal governments become essential.  

• The provincial government might also consider supporting the clinic by hiring health 

navigators. Employing health care navigators with the right combination of gender, culture 

and language skills would help refugees develop a sense of autonomy over the way they 

seek care. These individuals can also help refugees achieve health literacy skills 

specifically needed to navigate the mainstream health care system. 

• To reduce dependency on settlement counsellors and create a gradual transition experience, 

Kohler et al 65  suggests that aspects of the beacon model might also be useful. In the beacon 

practice model, there are ongoing partnerships with community physicians and the 

provincial government as a funder, and these partners are engaged as key stakeholders. 

This allows the beacon practice to provide resources, policy updates, and capacity-building 

to support community physicians. Providing community physicians with stronger support, 

such as educational videos or continued medical education, could be integrated into the 

mandate of the REACH clinic program in partnership with the College of Medicine.  

Community Clinic board and REACH 

•  It might be useful for the clinic board to consider creating a transition assessment tool to 

determine a refugee’s readiness to transition. Components of this tool can include but are 

not limited to assessing refugee’s level of familiarity and knowledge of the fee-for-service 

delivery system as well as their comfort and advocacy level. It would be an effective and 

standard way of determining the patients’ ability to enter the mainstream health care system 

and do so safely. With strong health literacy skills in place, refugees’ autonomy over where 
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to go for a doctor’s visit, the gender of their physicians, and even when to visit the doctor 

becomes an integral component of acquiring positive health-seeking behaviours.   

• This study highlighted the fact that some refugees patients are not proficient in the English 

language at the end of one year or have not developed the skills needed to succeed outside 

the walls of the clinic. As such it might be useful for the clinic to become more flexible in 

the stipulated one year of care. The results of this study were presented to the advisory 

committee and REACH physicians. Collectively, one of the suggested recommendations 

was to extend their time at the REACH clinic beyond the stipulated one year. Although the 

full findings have not been presented to the clinic board because of the COVID-19 

pandemic, the clinic board has taken this recommendation into consideration and has since 

extended the transition timeline to 18 or 24 months, depending on the readiness level of 

the individual patient. 

Research  

• Further research should focus on longitudinal studies or follow up studies to find out how 

refugees cope in the mainstream health care system after leaving the clinic. These 

additional studies might examine:  

o what challenges and successes have they experienced? 

o how do they perceive their health status since leaving the clinic? 

o  and are they still seeking primary care from the family physician they were initially 

matched with at transition? 

o What are the experiences and health status of their children, who account for a large 

portion of the clinic population?  

• Studies exploring the physicians and health care providers perceptions on the health care 

seeking behaviours of refugees also need to be considered, along with the research to 

develop a set of best practice guidelines for physicians.   

• Another area for possible research could be the perspective of settlement counsellors. 

Settlement agencies play an integral role in educating refugees and assisting them to 

integrate into all aspects of society.  Over the course of this research, a high level of 

trustworthiness and rapport have been observed between participants and their settlement 

counsellors. The longevity of this interaction suggests that settlement counsellors are more 
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aware of the readiness and challenges faced by clients when it comes time to enter 

mainstream care.  

• This research shows that limited English language proficiency is one of the most important 

barriers to continuity of care during the transition process. However, there is limited 

research that systematically addresses the issue of limited proficiency or language 

concordance/ discordance between refugees and physician. Perhaps one way of doing this 

would be to create a standardized survey tool to determine the degree of language 

concordance/discordance, how it affects the health of refugees, and their relationship with 

family physicians. In 2015, Meuter and colleges139 developed a similar tool used to 

determine the ‘nature and efficacy of language-discordant conversations. In their study, 

they concluded that such a tool could be effective in generating data useful to inform policy, 

create practical solutions for communication training for physicians, and designing 

research that can successfully address language barrier/miscommunication in a healthcare 

setting.    
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CONCLUSION 

 

An essential part of improving the quality of health care is ensuring that patients have a voice in 

evaluating the care they receive. This study allowed the REACH Clinic refugee patients to have a 

voice and share their perceptions and experiences of care while attending the REACH Clinic for 

one year and their experiences after transitioning to a community family physician. It was evident 

from the participant refugees’ responses that their positive care perceptions resulted from a 

culturally sensitive and comprehensive service delivery model delivered through the REACH 

clinic and was based on a strong, existing partnership between the REACH Clinic, settlement 

agencies, and other community partners.  

An area of opportunity for improvement of service delivery, as identified by study participants, 

was the process of transitioning refugee patients from the REACH Clinic to a community 

physician. Effective transition is an important aspect of the continuum of refugee healthcare that 

requires sensitive planning and upstream funding to ensure that all refugee patients have the 

confidence and autonomy needed to engage with mainstream healthcare. Once transitioned, some 

refugees faced significant challenges. The barriers described by the participant refugees are 

consistent with the barriers identified throughout the literature. However, the findings suggest that 

given the increase in the number of refugees residing in Saskatoon, a more robust, well-funded, 

and innovative service delivery model that includes a health navigator model and educational 

contextual information about the health care system would provide additional support to refugees 

and their families while at REACH and at the time of transition. This study also underscores that 

mainstream healthcare service providers who accept refugee patients need continuous support and 

education to provide effective patient-centred care in a culturally sensitive manner. Again, more 

research is required in order to assess how refugees manage the transition process as this study 

only interviewed a small number of refugees who had moved from the REACH clinic to another 

primary care physician. Further research can highlight how we might improve the transition and 

what contributions are needed to ensure refugees’ continued success in mainstream care.  
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APPENDICES 

 

APPENDIX A: Participants Consent Form 

 

 

 

 

Participant Consent Form 

   

You are invited to participate in the research study entitled:  

Access to care, perceptions of care and health status of refugee patients  

transitioning from the Saskatoon Refugee Engagement and Community Health (REACH) clinic 

after one year of care 

 

Supervisor: Dr. Anne Leis, Department Head, Community Health and Epidemiology, 

University of Saskatchewan, 306-966-7878, anne.leis@usask.ca  

 

Student Investigator: Monique Reboe-Benjamin, Community and Population Health Science 

Department of Community Health and Epidemiology, University of Saskatchewan  

306-250-9510, mpr795@usask.ca  

 

Thank you for accepting our invitation to be interviewed. The following information letter 

will outline the purpose of our study and the care we have taken to protect your privacy. 

With your permission we will take a few minutes, before we begin, to review the information 

and answer any questions you may have with regards to the interview and the larger study. 

 

Purpose(s) of the Research:  

This study aim is to get a better understanding of how you feel about the service and care you 

received at the community clinic and your experiences of moving to a new family physician.  

mailto:anne.leis@usask.ca
mailto:mpr795@usask.ca
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It will be conducted by Monique Reboe-Benjamin (a master’s student at University of 

Saskatchewan) under the supervision of Dr. Anne Leis as partial fulfilment of a master’s thesis. 

Procedures:  

If you agree to participate in the interview, you will be asked some questions about your health 

care experiences while receiving care at the clinic. The interview will last approximately forty- 

five minutes.  

• If you are comfortable with the audio recorder, we would like to audiotape, and take 

notes. You may request that the audio recorder be turned off at any time.  

• You are free to ask any questions regarding the procedures and goals of the study or 

your role. 

• Please let me know if you would like to have a copy of this interview.  

Potential Risks and Benefits:  

• There is no known potential risk, but you can choose to skip any question you do not 

want to answer or stop the interview at any time. 

• The aim of this project is to better understand refugee care, your participation will help 

in addressing this gap. 

Confidentiality:  

• We will make every effort to keep your information confidential, and your personal 

information, including your name, will not be identified in our research report. 

• Your interview script and transcript will be coded and numbered and kept in a locked filing 

cabinet separate from your consent form.  

• Only the research team will have access to the information and all the team is committed 

to protecting your privacy. 

• All interview materials (scripts and audiotapes) will be destroyed after 5 years following 

completion of the study or post-publication, as per University guidelines.  

 

• Right to Withdraw:  

• Your participation in this study is voluntary. You are welcome to stop the interview at any 

time and for any reason, even after signing the consent form 

• Should you decide to end the interview early, there will be no penalty to yourself, and 

non-participation will not affect your use of health care services.  

• The information you share with us, whether complete or partial, is still important to the 

overall study results. We thank you for your time. 

Questions or Concerns:  

• If you have any further questions or concerns about the research study, please feel free to 

contact Dr. Anne Leis (306-966-7878, or via email at anne.leis@usask.ca). 

• This research project has been approved on ethical grounds by the University of 

Saskatchewan Research Ethics Board.  Any questions regarding your rights as a participant 

may be addressed to that committee through the Research Ethics Office 

ethics.office@usask.ca (306) 966-2975. Out of town participants may call toll free (888) 

966-2975. 

mailto:ethics.office@usask.ca
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SIGNED CONSENT  

Your signature below indicates that you have read and understand the description provided; I have 

had an opportunity to ask questions and my/our questions have been answered. I consent to 

participate in the research project. A copy of this Consent Form has been given to me for my 

records. 

 

     

Name of Participant  Signature  Date 

 

______________________________      _______________________ 

Researcher’s Signature   Date 

 

ORAL CONSENT 

Oral Consent: I read and explained this Consent Form to the participant before receiving the 

participant’s consent, and the participant had knowledge of its contents and appeared to understand 

it.  

     

Name of Participant  Researcher’s Signature  Date 

 

 

 

A copy of this consent will be left with you, and a copy will be taken by the researcher. 

 

By completing this interview, YOUR CONSENT IS FREE AND INFORMED 
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APPENDIX B: Survey 

 

REACH Clinic Evaluation Questionnaire 

 

 

Dear Client/Patient, 

 

At the REACH Clinic, we aim to provide high quality care to our patients. We are asking you to 

complete this questionnaire about your experiences at this clinic. 

+ 

Confidentiality and Choice 

Please note: 

• Your name will not appear anywhere on the questionnaire.  

• No one will know how you responded. 

• You can choose if you want to answer the questionnaire or not. You do not have to answer 

all questions if you do not want to.  You can stop answering at any time.  

• What you say will not change your care at the clinic. 

• There are no right or wrong answers 

• By filling the form, you are agreeing to participate in the study. 

 

When you are done, please put the questionnaire in an envelope, close it and give it to the contact 

person. 

 

Thank you for your participation. 

 

Sincerely, 
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The REACH clinic team 

  

  

Please answer the following questions by checking (✓) the box. 

Demographics 

1. How old are you? 

 16 – 24 years 

 25 – 44 years 

 45 – 64 years 

 65 years and over 

 

2. What is your country of origin? 

____________________________________ 

 

3. Gender 

 Female 

 Male 

 Do not want to say 

 Other (please specify) ________________________________________ 

 

4. What is the highest grade or level of education that you have completed? 

 Primary School or 8th grade or less 

 Some High School but did not complete it 

 Completed high school 

 College or Diploma 

 Undergraduate Degree 

 Graduate or Professional Degree 

 

5. Which agency is helping you to access the REACH clinic? 

 Saskatoon Open Door Society (SODS) 

 Global Gathering Place (GGP) 

 Private 

 Other (please specify) __________________________________ 

 

6. What is your status? 

 Government assisted      

 Private sponsored       

 Refugee claimant       

 BVOR (blended visa office referral)   

 Joint assisted sponsorship  

 Without status    

 

7. How many visits to the clinic have you had? 

 1 

 2 - 4 
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 5 - 9 

 10 & above 

First Contact and Communication 

8. Did you receive the welcome letter with information about REACH from Saskatoon Open 

Door Society? 

 Yes 

 No 

9. Did you feel you had a choice in attending the REACH clinic? 

 Yes 

 No  

 Do not know 

 

10. What method(s) of interpretation did you have? (check all that apply) 

 in person  

 by telephone 

 Friend/Family 

 None  (If None, please skip to Question 12) 

 

11. Was interpretation available at every appointment? 

 Yes, at every appointment 

 Sometimes 

 Only once 

 

12. Did you find the interpretation helpful? Please check the appropriate response. 

Extremely helpful 

  Very helpful 

  Not so helpful 

  Not at all helpful 

  

Comments_________________________________________________ 

 

13. Did you understand the reason why you were in the clinic? 

Not at all 

  Fairly understood 

  Somewhat understood 

  Completely understood 

  

Culturally appropriate services 

14. Were the health care staff providers/clinic staff respectful of your values and need? 

 Very respectful 

 Somewhat respectful 

 Not at all respectful  

 

15. Was the in-person interpreter respectful to your culture and values? 

 Yes 

 I am not sure 

 Not at all. (Please explain________________________________________________ 
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16. Did the clinic team explain procedures to you in a way that you could understand? 

 Yes 

 More or less 

 No. (Please explain____________________________________________________ 

 

17. Did you feel comfortable with the gender of your doctor? 

 Yes 

 No 

 Did not matter 

 

18. To what extent was your privacy respected during the examination? 

 Completely 

 Somewhat 

 Not at all. (Please explain_______________________________________________ 

Accessibility 

19. Did you have adequate notification time for appointments? 

 Yes 

 No 

If No, please explain_______________________________________________________ 

 

20. Were you able to access all appointments when you needed them?  

 Yes, always 

 Yes, sometimes 

 No 

If No, please explain_______________________________________________________ 

 

21. How easy was it to get to the clinic for your appointments? 

 Very easy 

 Somewhat easy 

 Not at all easy 

If Not easy, please explain__________________________________________________ 

 

 

22. How easy was it for you to access the REACH clinic services below? 

  Very Easy Easy Difficult Very difficult 

Laboratory         

X-ray         

Pharmacy         

 

 If difficult or very difficult, why? 

______________________________________________ 

 ________________________________________________________________________

__ 

  

  

Care Management and referrals/follow-up services 
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23. How easy was it for you to get services not offered at the REACH clinic? 

 

  

Very easy   

Easy   

Difficult Very difficult Not applicable 

Vaccines      

Mental health      

Dietician      

Physical therapy      

Optometry      

Dentist      

Medical specialists: (i.e. Heart doctor or Ear Nose & Throat doctor)     

  

Ultrasound, CT, MRI      

Other (specify): (i.e. Ear or Eye testing, Kinsmen centre) 

  

 

------------------      

 

If difficulty or very difficult, why? 

___________________________________________________ 

24. Did you receive appropriate support for follow-up and other services appointments? 

(check all that apply) 

 Yes, by clinic staff 

 Yes, through settlement agency 

 I did not need follow up 

 I did not need help 

 No. Please explain____________________________________________________ 

 

25. Did you require an urgent appointment at the clinic? 

 No 

 Yes 

 

26. If Yes, where did you get the urgent care? 

 The REACH clinic 

 Walk-in clinic 

 Emergency hospital 

 Other: ___________________________ 

 

27. How satisfied were you with the services below? 

Not Used Used  If used, how satisfied are you? 

      Very satisfied Satisfied Fairly satisfied Not satisfied 

Reception             

Nursing services             

Doctor             

Laboratory              
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Xray            

Pharmacy              

Mental health       

Vaccines       

Other (specify) 

   

 

 If not satisfied, why? _____________________________________________ 

  

Clinic Staff Attitude 

28. Were the clinic staff friendly and courteous? 

Yes completely 

  Yes, to some extent 

  No, not at all 

  

Please explain________________________________________________ 

 

29. Do you think the clinic maintained your confidentiality (your personal information is not 

shared without your knowledge)?  

Yes completely 

  Yes, to some extent 

  No, not at all 

  I do not know 

  

  

Your visit with the provider (Doctor, Nurse Practitioner) 

30. Do you feel the doctor listened to your concerns? 

Yes completely 

  Yes, Mostly 

  Yes, a little 

  No, not really 

  

Please explain_____________________________________________ 

 

31. Do you feel the doctor took time to answer your questions? 

Yes completely 

  Yes, Mostly 

  Yes, a little 

  No, not really 

  I did not have questions  

  

32. Was information explained to you in a way you could understand? 

Not at all 

  Yes, Somewhat 

   Yes, very well 

  

33. Were you given advice on ways to stay healthy? 
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Yes, a lot 

  Yes, Mostly 

  Yes, a little 

  No, not really 

  

34. Do you feel you were able to talk about anything with your doctor?  

Yes completely 

  Yes, Mostly 

  Yes, a little 

  No, not really 

  

Please explain__________________________________________________ 

How has the REACH clinic impacted your health? 

35. As a result of your care in the REACH clinic, do you feel you have a better understanding 

of the way to take care of your health within the Canadian healthcare system? 

No, not at all 

  Yes, somewhat 

  Yes, I feel confident 

  

36. Do you feel your health has improved as a result of the care received at the clinic?  

No, not at all 

  No, not really 

  Yes, somewhat 

  Yes, definitely 

 

37. On the scale below, please tell us about your health today. 

 

 Excellent Very good Good  Fair Poor 

Appetite      

Sleep      

Mood      

General health      

 

38. Compared to one year ago, how would you say YOUR health is now? 

 much better now than 1 year ago 

 somewhat better now (than 1 year ago)    

 about the same as 1 year ago 

 somewhat worse now (than 1 year ago) 

 much worse now (than 1 year ago) 

 

39. On a scale of 1 to 10 where 1 is very poor and 10 is excellent, please rate your quality of 

life as of today (circle one). 

 

 

    1             2             3            4              5             6             7             8             9            10 

40. Please feel free to add anything else 

________________________________________________________________________ 
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________________________________________________________________ 

 

41. Would you be willing to be contacted again for another study?  Yes (    )  No (      ) 

If Yes, please provide your contact details on the next page. 

 

Expression of Interest:  

  

I am interested in participating in the follow up study of REACH Clinic Evaluation 

First name  ___________________________ 

Middle name (if any) ___________________________ 

Last name  ___________________________ 

Telephone Number (______) ________-___________ 

E-mail:  ____________________________________________ 
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APPENDIX C : Interview Guide 

 

(INTERVIEW Guide)  

 

Research Title: Perception of care received at the REACH clinic and perception of the 

transition process from the clinic to a family physician. 

 

Interviewer: __________________ Interviewee pseudonym: ___________ Code #: 

_________ 

Country of origin: ____________ Date of arrival: _____________ Place: 

___________________ 

Date: _____________ Time: ___________ 

PRESENTATION OF THE INTERVIEW 

Hello, my name is Monique Reboe-Benjamin and I am a graduate student at the University of 

Saskatchewan. I would like to thank you for agreeing to meet with me today. Some time ago you 

completed a questionnaire about the REACH clinic and agreed to be contacted. Thank you for 

being interested in taking part in phase 2 of the study.  

The purpose of this interview is to study:  

i) refugees’ perceptions of care received at the REACH clinic (Saskatoon Community 

Clinic, 

ii) refugees’ perception of the transition process after one year of care.  

The study is being conducted in partnership with the community clinic and settlement agencies, 

Saskatoon Open Door Society and Global Gathering Place. We are interested in hearing about 

your experiences in using the services offered at REACH and how you felt about being changed 

to a new family physician.  This interview will take about 30 to 45 minutes. We would like your 

permission to audiotape the interview and to write notes as we do not want to forget any 

important points. All the notes/tapes will be typed up by me. All the information you share with 

us will be used only for the purposes of this study and will be kept confidential and stored in my 

supervisor’s office according to the ethics guidelines.  
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Could we start by you just telling me a little bit about yourself:   

Probe: where are you from, how long have you been in Canada, how is your health today 

Beginning:  Patients expectations of care  

1.  What you do remember about what happened when you came to Canada and visited the 

REACH (COMMUNITY) clinic for the first time? 

Probe: How did you feel?  

What do you remember about the REACH clinic?  

 

2. What did you think going to the doctor would be like in Canada? 

Probe:  

I. How did you hope the clinic would help you and your health?  

II. Is there anything you wanted from the clinic but didn’t receive? 

III. How is going to the doctor in Canada different than what you were used to before 

you came to Canada 

 

3. Did you feel a change after using the clinic and if so in what way?  

Probe:  

I. How was your health before you started visiting the clinic? 

II. How was your health after using the service offered by the Clinic?  

 

4. How do you feel about the care you received at the REACH clinic?  

Probes:   

I. Tell me about your experiences at the clinic?  

II. What did you like about the clinic?  

III. What didn’t you like about the clinic 

IV. Can you share with me one visit to the clinic that stands out in your mind? 

V. Can you share any difficulties using the services at the REACH clinic?  

5. What was your experience at the clinic with your children: 

I. Did you go to the clinic with your child/children? Were you able to get care for 

your child/children when you needed?  

II. How did you feel about the care your child/ children received at the clinic?  

III. What services were you able to access for your child/children?  
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IV. How did you feel about your child/children moving to another doctor? 

 

6 A. How do you feel about having to change from the doctor at REACH to a new family 

physician? 

 Probe:  

I. Why were you moved to the care of another family physician?  

II. How did you feel about this change?   

III. How important is it to have a family physician? How many times did you go to the 

new doctor?  

IV. What are some of the challenges you experienced going to a new family physician?  

V. What do you like about the new family physician?  Is there anything you miss about 

the clinic? 

VI. What would it take to make moving to a new doctor easier? What would you change 

if you could?  

 

6 B. What is it like for you now when you need to visit the doctor or use any health service?  

Probe: 

I. Can you book on appointment on your own? 

II. Can you get to the appointment at your new doctor ‘s office on your own? 

III.  Are you comfortable asking questions at the doctor’s office?   

IV. If your Doctor sends you to another specialist Doctor( dentist, eye doctor) do you know 

when you are supposed to go? Do you know how to go there? 

V. Do you have trouble about going  to a laboratory? Do you have trouble going to a 

pharmacy? 

VI. Are you comfortable asking questions at other places the doctor sends you?  

 

 

End:  

Do you have any suggestions for improvement?  

 

I would like to thank you for your contribution to this study, is there anything else you would like 

to say?  
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APPENDIX D:  Bivariate Analysis 

 

Bivariate analysisxiii of predictors against change in health status 

 
Variables  Change in health status p-value 

 
N positive 

change 

n (%) 

no change 

 

n (%) 

negative 

change 

n (%) 

 

Frequency of visits  

Less than or equal to 4 (up to 4) 

5 and over  

 

Total  

 

19  

52 

 

71 

 

15 (79) 

26 (50) 

 

41 (58) 

 

3 (16) 

20 (39) 

 

23 (32) 

 

1 (5) 

 6 (11) 

 

7 (10) 

 

 

 

 

0.09 

 

My doctor gave me advice  

Yes a lot /mostly 

A little/No 

 

Total 

 

56 (100) 

13 (100) 

 

69 (100) 

 

37 (66) 

3 (23) 

 

40 (58) 

 

16 (29) 

6 (46) 

 

22 (32) 

 

3 (5) 

4 (31) 

 

7 (10) 

 

 

 

 

0.004 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
xiii Bivariate analysis calculated using Freeman-Halton extension Fisher exact test with a significant  p values equals  

less than or equal 0.05  
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APPENDIX E : Multivariate Regression Analysis  

 

Logistic Regression Models 1-3  

 

Model 1  

Variables  p-value OR 95% CI 

    

Age (24-40 0.236 0.417 0.098-1.772 

Age (45+)  0.344 0.478 0.103-2.205 

Gender ( male) 0.506 1.43 0.501-4.073 

Education (primary) 0.081 2.65 0.886-7.917 

    

 

Model 2 

Variables  p-value OR 95% CI 

    

Age (24-40 0.388 0.519 0.117-2.30 

Age (45+)  0.541 0.609 0.124-2.99 

Gender ( male) 0.707 1.233 0.414-3.671 

Education (primary) 0.063 2.963 0.941-9.327 

Frequency of visits (less than 4) 0.56 0.272 0.072-1.031 
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Model 3  

 

Variables  p-value OR 95% CI 

    

Age (24-40 0.678 0.704 0.135-3.68 

Age (45+)  0.570 0.611 0.111-3.348 

Gender ( male) 0.705 1.264 0.375-4.256 

Education (primary) 0.049 3.946 1.005-15.491 

Frequency of visits (less than 4) 0.046 0.202 0.042-0.975 

Interpretation always available 0.221 0.442 0.120-1.633 

Appointment availability 0.951 0.956 0.229-3.991 

Clinic location/transportation 0.675 0.775 0.235-2.556 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


