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Abstract 

 

Background: Much research consistently shows that there are disparities in healthcare delivery. 

Healthcare disparities affect individuals across a broad range of demographics such as gender, 

race or ethnicity, and it is also related to socioeconomic factors such as income levels, access to 

health benefits and insurance, and health literacy. Recent immigrants to Canada encounter a 

different and unfamiliar healthcare system. This situation presents challenges to the practice of 

health care delivery. Therefore, it is crucial that innovative strategies be identified to reduce 

disparities in health care to promote the overall quality of care and public health services. 

Purpose: The purpose of this dissertation research was two-fold: (1) to examine cultural 

competence strategies, if any, that are used by healthcare organizations to improve interaction 

and communication between healthcare providers and their immigrant patients with the purpose 

to reduce healthcare disparities; and specifically, (2) to explore the use of Information and 

Communications Technologies (ICTs) to improve communication between healthcare providers 

and immigrant patients with the objective of reducing healthcare disparities.  

Methods: This dissertation research employed a mixed methods approach for data collection and 

analysis. The research was carried out in three phases. In the first phase, a series of focus group 

discussions with a sample of recent immigrants was conducted. In the second phase, an online 

survey was conducted to gain insights from healthcare providers regarding the role of ICTs in 

improving communication with immigrant patients to help reduce healthcare disparities. In the 

third phase, healthcare providers who participated in the survey were invited to participate in 

face-to-face, in-depth semi-structured interviews to further reflect on and extend the survey 

responses.  
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Campinha-Bacote’s Cultural Competence Model and Unified Theory of Acceptance and Use of 

Technology were employed for this dissertation research as its theoretical framework. 

Results: The findings indicated that the absence of effective communication as well as cultural 

and language barriers were major issues related to communication between healthcare providers 

and immigrant patients. The findings also indicated that immigrant patients might need to 

improve their digital and health literacy skills in order to improve their communication with their 

healthcare providers. Further, the findings indicated that it was important for healthcare 

providers to have access to more demographic data on immigrant patients because such data will 

allow healthcare providers to be better informed on how to most effectively tailor their 

healthcare services to this population group. 

Conclusion: Findings obtained from this dissertation research shed light on cross cultural 

communication issues related to working with immigrant patients that may lead to disparities in 

health care. Healthcare organizations may use these findings to better inform their decision 

making with regard to effective patient-provider communication. Finally, the findings bear 

important implications for the line of research that examines patient-provider communication 

from immigrant patients’ perspectives. They can inform the design of cultural competence 

strategies for healthcare organizations.   

Keywords: Cultural competence, healthcare disparities, immigrant patients, information 

and communication technologies, patient-provider communication  
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Chapter 1: Introduction 

In recent years, immigration has been regarded as an inevitable consequence of 

globalization and advancements in transportation and communication technologies (International 

Organization for Migration [IOM], 2020). The increase in immigration globally is, in part, due to 

greater awareness among potential immigrants that there are several countries around the world 

that provide greater opportunities to newcomers (IOM, 2020). Canada is a country where 

significant immigration has occurred in recent years (Immigration, Refugees and Citizenship 

Canada [IRCC], 2020). Immigrants in Canada represent approximately 21.5% of the total 

population (Statistics Canada [SC], 2021). Immigration enhances diversity of the population 

(National Bureau of Economic Research [NBER], 1998) and one of the contexts in which this 

cultural diversity is observable is the health care setting.  

Recent immigrants to Canada encounter a different and unfamiliar health care system 

(Clarke et al., 2021, Isaacs et al., 2013; Salami et al., 2019). This situation presents challenges to 

the practice of health care delivery. For example, challenges such as limited language 

proficiency, low health literacy, limited access to immigrant-specific health services affected 

immigrant patients’ ability to cope with the COVID-19 pandemic (Clarke at el., 2021). Recent 

immigrants are individuals who have immigrated to Canada or have been granted refugee status 

and are in the process of settling in Canada (Rubens-Augustson et al., 2019). An immigrant 

patient with language barriers, certain health beliefs and values, and different communication 

styles, may not be able to properly express their symptoms to a healthcare provider; these factors 

can impede their ability to communicate with their healthcare provider and thus negatively affect 

patient satisfaction (Brunett & Shingles, 2018). This instance demonstrates how 
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misunderstandings because of cultural and language barriers can affect immigrant patients’ 

experience when seeking health care in the host country.   

Canada accepts approximately 300,000 immigrants each year (SC, 2021). Given the rapid 

influx of immigration into Canada, there is an urgent need to study how communication between 

healthcare providers and new immigrants can be improved so that immigrant patients have better 

access to health care services, leading to better patient understanding of health problems and 

treatments available, and contributing to better adherence to treatment plans. In 2011, 

approximately 6.3 million people in Canada stated that they belong to a minority population (SC, 

2017). Furthermore, as reported by Statistics Canada (2017), “immigrants will represent between 

24.5% and 30.0% of Canada’s population by 2036” (p. 6). 

 The rapid influx of immigration into Canada thus underscores the importance of finding 

innovative approaches for managing the challenges associated with increasing diversity in the 

health care sector, especially for addressing disparities in health care delivery. Providing health 

care services to recent immigrant patients requires health care organizations to be aware of their 

patients’ cultural needs and to be able to provide them with culturally competent services. 

Existing research has shown that providing culturally competent health care improves patient 

satisfaction (Ahmed, et al., 2016). Cultural competence training also improves healthcare 

providers’ cultural knowledge, communication skills, and attitudes toward their patients (Di 

Stefano et al., 2017). 

Healthcare Disparity 

Existing research consistently demonstrates that there are disparities in health care 

delivery (Al Hadidi, et al., 2021; Bates & Ahmed, 2012; Fossum et al., 2021; Lee, 2015; Reese 
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& Beckwith, 2015). Healthcare disparities affect individuals across a broad range of 

demographics such as gender, race or ethnicity, and education or income; and it is also related to 

socioeconomic factors such as employment, access to insurance, and health literacy (Pereira, et 

al., 2021). Worldwide, addressing healthcare disparities for racial and ethnic groups at the 

federal government level began in the U.S. in 1985, and it was initiated by the Heckler Report 

(Douglas, et al., 2015). Almost 34 years later, racial, and ethnic minority groups in the U.S. 

continue to experience healthcare disparities, and it was estimated that healthcare disparities cost 

$243 billion yearly (Nanney, et al., 2019). Therefore, it is crucial that innovative strategies be 

identified to reduce disparities in health care to promote the overall quality of care and public 

health services.    

According to Manuel (2018), healthcare disparity refers to “difference or inequality that 

occurs in health status or in the provision of and access to health care that is often linked with 

social, economic, and environmental disadvantage” (p.1407). For example, Figueroa and 

colleagues (2020) conducted a cross sectional study of 351 Massachusetts cities to determine 

which demographic and economic factors contributed to healthcare disparities in COVID-19 

acquisition rates. These researchers concluded that the black population of foreign-born non-

citizens in some Massachusetts communities could benefit from improved public health policies. 

They believed that improving policies related to crowded housing and that reducing barriers to 

medical care for immigrant populations would have lowered the COVID19 acquisition rates for 

this disadvantaged group. Another study by Millett and colleagues (2020) found that minority 

groups (e.g., African Americans) were linked to more severe cases of COVID-19. The study 

concluded that this could be due to limited access to health care, and due to a lack of adequate 

health insurance coverage. The study also concluded that race and ethnicity data were necessary 
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for health officials to further explore healthcare disparities among minority groups and to design 

tailored public health interventions. This inequality in treatment and access to health care may 

result in increased health risk. 

Healthcare providers may also not be culturally competent to provide appropriate care for 

immigrant patients. Moreover, immigrant patients may not be adequately trained to deal with 

cultural and health-related issues (Brunett, & Shingles, 2018). For example, compared to women 

who are not immigrants, recent immigrant women encounter more adverse birth outcomes, 

including higher rates of infant mortality and lower birth weights (Khanlou et al., 2017). Another 

example of healthcare disparities affecting immigrant patients was their inability to use health 

information technologies (Villadsen et al., 2020). Language barriers and poor computer and 

Internet skills, generally explain why immigrant patients do not use digital health services 

(Villadsen et al., 2020). 

To meet the health care needs of immigrant population groups, health care organizations 

should also pay closer attention to cross cultural issues (Almutairi et al., 2015). Healthcare 

providers should be trained in applying their awareness of cultural knowledge, awareness of 

personal biases, and communication skills in multicultural environments (Brunett, & Shingles, 

2018). These skills will help them to effectively work in a multicultural environment. To 

elaborate, health care organizations should provide newly arrived immigrants with services that 

meet their unique needs. For example, Salami et al. (2019) conducted a study to examine 

immigrant service providers’ perceptions of access to and use of mental health services for 

immigrant patients in Alberta, Canada. Interviews and focus group discussions with 53 

immigrant service providers in Alberta were conducted. Participants in that study reported 

concerns regarding providing health care to immigrants. Cultural interpretations of mental health 
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and language emerged as some of the barriers to accessing health care. The study suggested that 

to overcome cultural and language barriers, professional cultural translators and interpreters 

should be hired, and immigrant service providers should attend special training to improve their 

knowledge of mental health issues as it relates to immigrant patients. This study indicated that 

such actions can help contribute to avoiding any serious healthcare issues due to language 

barriers, miscommunication, or cultural incompetency.  

Cultural Competence 

Cultural competence has been recognized as essential process in reducing racial and 

ethnic healthcare disparities and improving equity of care (Chang et al., 2019). The concept of 

cultural competence first appeared in the U.S. in 1980s, and its focus was on improving 

communication between individual healthcare providers and immigrants coming from countries 

where English was not the spoken language (Clifford, et al., 2015). Since 1980, researchers and 

experts have presented a variety of frameworks and models to conceptualize cultural 

competence, and its domain has extended to include optimizing the ability of hospitals and 

clinics at both organizational and system levels to improve access to health care for vulnerable 

populations (Clifford et al., 2015). 

For this research project it was important to thoroughly understand the concept of cultural 

competence. There are several definitions found in the literature that define cultural competence 

at various levels in health care settings. For example, Ahmed and Bates (2017) defined cultural 

competence at an interpersonal level as a series of actions that promotes understanding, 

awareness, and recognition of individual differences and differences within and between cultures 

for the purpose of making cultural accommodations. Cultural competence is also defined by 
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Delphin-Rittmon et al. (2013) at an organizational level as integration and transformation of 

cultural facts and information about a certain group of people into specific clinical standards, 

practice, and policies utilized in appropriate cultural contexts to improve the quality of health 

care services. Finally, at a system level, Reese and Beckwith (2015) defined cultural competence 

as the capability of a system to provide care to patients with different values, belief systems and 

attitudes, including personalizing delivery to meet the social, cultural, and linguistic 

requirements of patients. Previous research indicated that quality of care can be compromised 

when healthcare providers do not respond appropriately to language and cultural factors 

impacting health and health behaviour (Delphin-Rittmon et al., 2013; Lindbere et al., 2019; 

Young et al., 2016). Cultural competence is therefore critical to providing quality of care at all 

levels of the health care organization.  

Initially, cultural competence was conceptualized as an approach for improving 

individual practitioners’ competence and ability at the service level to provide care to diverse 

populations, while cultural competence of managers and other system administrators levels were 

given less attention (Clifford et al., 2015; Delphin-Rittmon, et al., 2013). The impact of cultural 

competence is likely to have a direct influence on the quality of care at the patient, provider, 

organizational, and system levels. Health care organizations at system, organizational, and 

interpersonal levels need to work with this understanding of cultural competence to create 

provisions for providing culturally competent care to immigrant patients. Hence, studying 

immigrant patient-provider communication patterns, as well as language and cultural factors bear 

important implications for expanding the scope of cultural competence in health care. 
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Information and Communication Technologies (ICTs) 

Information and Communication Technologies (ICTs) provide access to information 

through various types of technologies and tools including Internet, email, social networking sites, 

and mobile phones. Health care organizations should pay closer attention to challenges facing 

both healthcare providers and their immigrant patients navigating ICTs. Research has shown that 

ICTs have the potential to reduce healthcare disparities and thereby optimize quality of treatment 

(Chen et al., 2020). For example, culturally adapted app-based approaches have been utilized to 

stop substance abuse relapse among Latin individuals, illustrating high treatment adherence 

(Muroff, et al., 2017). Additionally, recent immigrant patients with limited health literacy and/or 

limited English proficiency may benefit where ICTs can improve patient-provider 

communication through the use of visual aids and the use of video systems that allows for video 

interpretation (Lion et al., 2015).  

In addition, in recent years, social media sites have become spaces to disseminate health 

information and to reach underserved demographics (Anderson-Lewis et al., 2018; Farsi, 2021). 

Health care organizations, however, need to be careful in their use of social media platforms to 

disseminate health information to underserved demographics, including immigrant patients. This 

is because existing evidence indicates that social media play an important role in spreading 

misinformation (Wang et al., 2019). Online tools (e. g., fact-checking tools) that have been 

developed by private sector companies, non-profit organizations, and civil society organizations 

can be used to mitigate the negative consequences of spreading misinformation on social media. 

Another example of the use of ICTs to reduce healthcare disparities is telemedicine, 

which affords healthcare providers to reach rural populations for medical consultations in various 
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regions (Hirko et al., 2020). Research suggests telemedicine is an approach that reduces health 

care disparities among vulnerable populations. For example, providing medical services remotely 

(e.g., for the patient at home) can reduce transportation barriers that may be challenging for 

patients with limited transportation access (Samules-Kalow et al., 2021). However, vulnerable 

populations, including immigrant patients, may face barriers to using telemedicine due to facing 

challenges related to access to electronic devices, equipment, and internet connectivity, as well 

as having lack of digital literacy (Allison et al., 2021; Villadsen et al., 2020). Digital literacy 

refers not only to technical skills for using digital devices, but it also refers to the ability of an 

individual to use digital platforms to find, understand, appraise, produce, and communicate 

information (Seo, et al., 2019). 

Although integration of ICTs (e.g., telemedicine) into delivering health care services can 

be useful to address disparities in the health care process, the adoption and use of ICTs have been 

limited among many patients (Zhang et al., 2021). Individuals might struggle navigating their 

electronic devices and entering the health care system virtually (Clarke at el., 2021). Therefore, 

given this limitation, it is important to explore innovative strategies that need to be considered 

during the design and implementation of new ICTs that are accessible and user-friendly to all 

individuals.  

 Purpose of the Study 

  It is important to note that this dissertation focused on the cultural competence of health 

care organizations to help improve immigrant patients-provider communication. In the context of 

health care, patient–provider communication refers to the sharing of information between a 

healthcare provider and a patient in which both parties comprehend each other's meaning (Li et 
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al., 2017).  Canada is a multicultural country, and while it is important for healthcare providers to 

understand the cultures of their immigrant patients, it is also important for immigrant patients to 

understand the health care system and the cultures of their healthcare providers to facilitate 

effective cross-cultural communication in the health care setting. Gushulak, et al. (2011) 

investigated demographics and health status data for immigrant populations in Canada. They 

found that refugees, low-income immigrants, and recent non-European immigrants were more 

likely to experience risk of being unhealthy. In a more recent study, Arya et al. (2021) found that 

refugees and newcomers in Canada were more likely to face challenges obtaining access to 

health care and settlement services amid the COVID-19 pandemic. Therefore, more research is 

needed to better understand immigrant patients’ experience navigating the health care system and 

communicating with their healthcare providers, as well as the role of cultural competence and 

innovative technologies in improving immigrant patients’ health care experience in Canada. 

Accordingly, the purpose of this dissertation research was two-fold: (1) to examine cultural 

competence strategies, if any, that are used by healthcare organizations to improve interaction 

and communication between healthcare providers and their immigrant patients with the purpose 

to reduce healthcare disparities, and specifically, (2) to explore the use of ICTs to improve 

communication between healthcare providers and immigrant patients with the objective of 

reducing healthcare disparities.  

Significance of the Study 

As explained above, it is important to study how health care organizations implement 

communication strategies, cultural competence programs, and the type of technology, if any, 

they use to communicate with their immigrant patient populations. By employing mixed methods 

approaches (focus groups, survey, and interviews) to collect data, the researcher obtained 
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immigrant patients’ perspectives regarding their experiences accessing health care services and 

communicating with their healthcare provides. The researcher also obtained healthcare 

providers’ perspectives on communication approaches and cross-cultural issues associated with 

providing care to immigrant patients. In addition, the researcher investigated the use of ICTs by 

both healthcare providers and their immigrant patients, to explore challenges and opportunities 

related to integrating such tools to promote better health care delivery. In doing so, the findings 

of this dissertation research are expected to advance understanding of patient-provider 

communication approaches and cross-cultural issues associated with working with multicultural 

patients that may lead to disparities in health care, as well as provide insights into innovative 

information and communication technologies that may increase access to health care for 

immigrant groups and optimize the way healthcare providers and their immigrant patients 

interact and communicate with each other in order to improve health care outcomes.    

Chapter Summary 

In chapter one, the researcher highlighted the importance of addressing healthcare 

disparities for immigrant patients. The researcher also discussed importance of examining the 

role that cultural competence strategies and ICTs can play in improving communication between 

health care providers and immigrant patients. The key terms (healthcare disparities, cultural 

competence, and Information and Communication Technologies have been conceptualized to 

provide frames of references within which this research has been conducted. Lastly, the 

researcher identified the purpose and significance of this dissertation research. In chapter two, 

the theoretical framework employed for this dissertation research is presented.   
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Chapter 2: Review of Literature 

This chapter provides a comprehensive review of literature related to cultural 

competence and ICTs in the context of healthcare disparities for immigrant patients. In addition, 

the chapter presents an overview of the theoretical framework employed for this dissertation 

research and its significance when examining healthcare issues of immigrant patient population.  

With regard to cultural competence and on the use of ICTs, existing literature 

underscores the importance of addressing healthcare disparities for immigrant populations. This 

is because immigrant populations are often made up of individuals with limited health literacy, 

with limited language proficiency, or with different health beliefs (Acosta-Mosquera et al., 2017; 

Andrulis & Brach, 2007; Ng & Newbold, 2011; Shen, 2015). Through evidence-based research, 

healthcare organizations have begun to realize the important role that culture plays in health care 

delivery. Healthcare organizations have begun to utilize innovative approaches and cultural 

competence strategies that help overcome communication barriers which may result from 

cultural differences between healthcare providers and diverse patients (Almutairi et al., 2015). It 

is suggested in the literature that healthcare providers should promote health care delivery by 

providing supportive, meaningful, and beneficial health care that is accessible and equitable to 

all individuals from immigrant populations (Almutairi et al., 2017; Jang et al., 2018).  

Cultural Competence in Health Care  

In this section, the focus of the literature search was on cultural competence strategies 

and programs that met diverse patients’ needs and promoted a healthy work environment to 

enhance health care delivery to immigrant patients. The literature search was guided by the 

following question: what are the cultural competence strategies that healthcare organizations in 
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European and North American countries adopt to promote a work environment that enhances 

health care delivery to immigrant patients? To address this question, a search through Scopus, 

PubMed/Medline, Web of Science, and PsycINFO databases was performed, using keywords 

such as cultural competence, cultural sensitivity, intercultural healthcare, healthcare delivery, 

healthcare practices, and immigrant patients. In addition, a manual search of the literature on 

cultural competence was conducted to retrieve more relevant studies.   

The search for literature yielded many studies that addressed the use of cultural 

competence in healthcare organizations. Cultural competence training, integrating diversity into 

the healthcare workforce through proactive staffing practices, and cultural competence 

assessment tools were identified as the most important factors when considering cultural 

competence interventions. 

Cultural Competence Training 

The body of literature reviewed underscored the extent to which cultural competence 

training could be an effective strategy in promoting a healthy work environment that enhances 

health care delivery to immigrant patients. For example, Pearson et al. (2007) conducted a 

systematic literature review to evaluate evidence on frameworks and processes that support 

strategies aimed at developing a culturally competent work environment. These researchers 

found evidence to suggest that cultural competence training may improve the skills and attitudes 

of healthcare providers, and therefore recommended that healthcare organizations should include 

intercultural education in their training to healthcare providers.  

Similarly, Young and Guo (2016) conducted a literature review on cultural competence 

in the field of nursing. Their study suggested that realistic education and training techniques, 
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which could be developed through cultural competence programs, could lead to better 

professional health care deliveries to immigrant patients. Additionally, Cicolini et al. (2015) 

conducted a study to assess Italian nurses’ cultural competence. They surveyed 1,432 Italian 

nurses and reported that even though the cultural competence of Italian nurses was acceptable, 

they needed further cultural competence training to meet the changing health requests of the 

growing diversity of their patient groups. The researchers concluded that cultural competence 

training was associated with both enhanced provider–patient communication and better use of 

the health care system.  

Betancourt and Green (2010) also discussed the role of cultural competence training in 

improving the skills of healthcare professionals. They determined that, in order to improve health 

care delivery to immigrant patients, cultural competence training should be viewed as critical and 

should be held to the same standards as other activities and educational programs.  

In another example, Livingston et al. (2008) discussed the need to re-evaluate cultural 

competence training among mental healthcare professionals working with African American and 

Latino populations. They indicated that cultural competence training which includes addressing 

the role of cultures in impacting behaviour and developing skills that enable healthcare providers 

to conduct successful interventions was crucial, especially for those trying to understand 

structural levels of cultures, and the intersection of race, and ethnicity.  

Studies have also focused on the experiences of the immigrant patients themselves. 

Lindberg et al. (2019) conducted a cross-sectional patient satisfaction survey with 686 non-

Western migrants with Post-Traumatic Stress Disorder (PTSD). They found that a healthcare 

provider’s perceived understanding of and respect for their patients’ cultural backgrounds was 
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directly associated with an immigrant’s level of satisfaction with their treatment. Based on this 

finding, the researchers suggested that healthcare organizations prioritize cultural competence 

training for their healthcare providers.    

In a different context, Carmack and Ahmed (2019) conducted an online survey with 284 

college students who visited a university health center in the US to examine the relationships 

between a patient’s inclination to communicate with healthcare providers, their level of anxiety 

related to communication with healthcare providers, and their perception of the healthcare 

providers’ cultural competence. The researchers found that students were more willing to 

communicate and interact with their healthcare providers if they felt that those healthcare 

providers were culturally competent. This finding has important implications for how cultural 

competence training can lead to better communication between healthcare providers and 

immigrant patients.  

Similarly, Brunett and Shingles (2018) conducted a critical review to examine the 

association between the cultural competence of healthcare providers and patient satisfaction. The 

findings in their study indicated that “the more culturally competent a patient considers their 

provider, the more satisfied the patient” (p. 285). This finding has implications for how 

healthcare organizations should focus on culturally competent care in order to meet the 

healthcare needs of their immigrant patients.  

The feasibility and practical application of these programs has also been the focus of 

various studies. Balcazar et al. (2009) conducted a systematic literature review to examine 

feasible conceptual frameworks for cultural competence. After reviewing 18 cultural competence 

models, they proposed a conceptual framework that combined the most important elements 
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described in the literature. One of the elements that they included in their proposed framework 

was “practice/application” (p. 1155). They stated that healthcare providers should be trained to 

apply cultural knowledge, awareness of personal biases, and communication skills in 

multicultural environments. This would help them to provide health care services to their 

immigrant patients. 

Additionally, Aggarwal et al. (2016) analyzed cultural competence training methods that 

clinicians in various countries have used to enhance the quality and effectiveness of their health 

care delivery. Interviews with 75 clinicians in five different continents were analyzed which 

revealed that case-based behavioral simulations were the most useful training methods. The 

researchers stated that most of the interviewees preferred this method because they were 

experiential-learning based; therefore, the study suggested that effective cultural competence 

training should combine active behavioral simulations methods, written guidelines, and watching 

videos related to intercultural issues pertaining to diverse patients.  

In a more focused study, Acosta-Mosquera et al. (2017) described a model of cultural 

competence training that was implemented by two researchers at the Faculty of Nursing at the 

University of Seville in Spain. One of the strategies that this model proposed was that healthcare 

providers should be involved in critical thinking development that would increase their capacity 

to take the proper actions when dealing with diverse patients. Critical thinking refers to a process 

of analyzing and evaluating information in a way that is objective, reflective, and independent. In 

this way, they could build new professional skills based upon collaborative work.  

Furthermore, some studies have examined the effects of cultural competence education. 

Delgado et al. (2013) conducted a pilot project to assess the cultural competence of staff working 
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in a patient care unit. 98 participants took an hour-long class on cultural competence in which 

they explored cultural competence strategies, implications for healthcare providers, and how to 

deal with issues related to healthcare disparities. A follow-up assessment was conducted at 3 

months and 6 months post-education. The results revealed that the participants subsequently self-

reported a significant improvement in cultural competence. This demonstrated that cultural 

competence training could better equip healthcare practitioners to provide care to immigrant 

patients.  

Additionally, Prescott-Clements et al. (2013) assessed 76 trainees at a healthcare center 

after attending patient-centered cultural training. The assessment was conducted using 

standardized patient scenarios, and a questionnaire evaluated the training. The results 

demonstrated that their cultural competence training was a positive experience, and that many 

trainees indicated their intention to change their future behaviour. This result highlights the 

importance of cultural competence training.  

Similarly, Chipps et al. (2008) conducted a systematic literature review to explore studies 

that addressed the effectiveness of cultural competence training in community-based 

rehabilitation settings. Their review of several studies indicated positive outcomes when training 

programs focused on cultural competence issues.  

In summary, the above research studies suggest that healthcare providers' knowledge and 

attitudes could benefit from receiving cultural competence training, resulting in higher quality 

care for immigrant patients. The experiences of immigrant patients also indicate that healthcare 

providers' perceived understanding and respect for their cultural backgrounds are related to their 

satisfaction with treatment. 
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Integrating Diversity into the Healthcare Work Force 

In addition to cultural competence training, some studies have explored diversity and its 

role in promoting culturally competent practices in the workplace. Castillo and Guo (2011) 

discussed the importance of diversity in healthcare organizations. They stated that a lack of 

diversity in higher positions (e.g., minority leaders) may be a major contributing factor to 

healthcare disparities among immigrant patients. This is a concerning issue because diverse 

healthcare providers are more likely to understand healthcare needs of immigrant patients. The 

researchers proposed a framework in which a number of strategies were identified that supported 

cultural competence in healthcare organizations. One of the strategies that was proposed was to 

integrate cultural competence into every facet of the organization, “from the board of directors, 

to the organization’s top management, to clinicians and support staff” (p. 210). They concluded 

that doing so could result in improved health care delivery to immigrant patients, leading to a 

direct impact on health outcomes.  

This finding was consistent with Gomez and Bernet’s (2019) meta-analysis of sixteen 

studies which assessed the association between diversity and patient health outcomes. The 

researchers found that diversity was associated with a higher quality of patient care, which also 

led to better health outcomes for diverse patients. They suggested that healthcare organizations 

should embrace diversity as a core strategy for improving performance and healthcare outcomes. 

  Diversity at all levels was highlighted as essential. Oelke et al. (2013) argued that as the 

world becomes increasingly diverse, it is imperative to integrate diversity and cultural 

competence into each aspect of health care provision at all levels. This particularly includes 

higher positions (e.g., senior executives) in order to enhance interprofessional functioning, as 
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well as to meet immigrant patients’ needs. Further, Silver (2017) examined healthcare 

executives’ perspectives on diversity in leadership by conducting semi-structured interviews with 

twenty-four healthcare executives. Twenty of the twenty-four executives stated that racial 

diversity in higher positions such as senior executives had a positive impact on guiding access to 

care by diverse groups.  

Several studies demonstrated areas where diversity was lacking and how this might be 

improved. Reese and Beckwith (2015) conducted a mixed method study to identify major 

barriers to cultural competence in hospices. The study was conducted in 2 phases: first, 207 

hospice directors were surveyed using an online survey; then, a symposium of 100 people 

participated in an interactive discussion. The discussion provided qualitative data regarding 

approaches to address the barriers. One of the barriers the study identified was a “lack of 

diversity of healthcare staff” (p. 686). Findings revealed that there were no diverse employees in 

key positions. Reese and Beckwith (2015) concluded that diverse managers were more likely to 

support policies and interventions aimed at promoting cultural competence programs and 

reducing healthcare disparities in hospices.   

Continuing with this theme, Soule (2014) conducted 20 interviews with multidisciplinary 

experts in cultural competence from the U.S. and elsewhere to examine the present state of 

cultural competence. The findings suggested that diversity and cultural competence strategies 

should be explicitly stated in the mission statement of the organization. Study participants 

indicated that diversity in the workplace should be included in policies, strategic plans, and 

hiring processes, because a diverse healthcare organization is one with strategic plans and 
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policies that promote equality and support for all employees in the workplace. It is also one that 

reflects the characteristics of the population it serves (e.g., hiring local community members).  

In addition, Clifford et al. (2015) reviewed interventions intended to improve cultural 

competence in health care for Indigenous people in Canada, USA, Australia, and New Zealand. 

One of the of intervention strategies identified in Australia was to increase Indigenous 

community involvement in health care delivery. Clifford et al. (2015) discussed a study that 

explored hiring Indigenous healthcare employees to improve the quality of care provided to 

Indigenous Australians in remote areas who were suffering from diabetes. The findings of this 

study revealed that recruitment of Indigenous healthcare workers improved healthcare providers’ 

adherence to their work guidelines.  

Awareness of the issue was also important in finding solutions. Fung et al. (2012) 

evaluated organizational cultural competence within a mental health institution. Their study 

included focus group discussions involving 133 participants and in-depth interviews with 26 

people. The study presented an approach for improving cultural competence in healthcare 

organizations. One of the strategies that they introduced was to raise awareness regarding the 

importance of diversity in health care delivery. Delphin-Rittmon et al. (2013) argued that this 

strategy could be completed by launching initiatives that focused upon enhancing a sense of 

belonging among workers.  

However, integrating diversity into health care provisions could be challenging. 

McCalman et al. (2017) discussed a study that compared diversity management approaches by 

leading hospital executives in Pennsylvania with their counterparts in Sydney, Australia. The 

study explored how well the hospital executives applied diversity management. The researchers 
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stated that in spite of their efforts to diversify, hospitals in both countries had not achieved best 

practices and their diversity management objectives. For example, “Australian hospitals scored 

higher on organisational change indicators; US hospitals on human resource indicators” (p. 14). 

This improvement was identified as being related to the implementation of systems approaches 

(client care; ancillary services; professional staff; and administrative subsystems) to diversity and 

cultural competence (McCalman et al. 2017).  

A study by Almutairi et al. (2015) developed an approach for managing the complexity 

of culturally diverse healthcare providers. This approach used four cultural competence 

components, namely “critical awareness, critical knowledge, critical skills and critical 

empowerment” (p. 319), to mitigate the potential conflicts within a culturally diverse practice 

environment. These four components referred to recognition of sociocultural differences, 

individual values and attitudes, and any other potential conflicts related to cross-cultural 

interactions.  

Another study by Ambtman et al. (2010) reviewed programs developed to improve the 

cultural competence of healthcare organizations that provided health care services to Aboriginal 

populations in a midsized city in Canada. The study reported that providing support to 

Aboriginal staff, as well as providing cross-cultural training for existing staff were essential 

factors for managing a culturally diverse healthcare organization.  

Assessment of Cultural Competence 

Many studies assessed the strategies, methods, and interventions used to improve cultural 

competence so that healthcare providers are adequately trained to care for immigrant patients. 

For example, Zuwang (2015) examined the cultural competence models and assessment tools 
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that were developed and published by nurse academics since 1982. Focusing on theoretical 

backgrounds, psychometric evaluation, and empirical validation, this study reported that the 

existing models and instruments lacked rigorous psychometric tests that would lead to desired 

levels of validity and reliability. This finding was aligned with the systematic literature review 

performed by Lin et al. (2017), which examined the psychometric properties of different 

instruments commonly utilized to assess cultural competence among healthcare providers. Ten 

instruments were identified and analyzed. The six cultural dimensions addressed by these 

instruments were attitudes, knowledge, skills, behaviors, desires, and encounters. The review 

revealed that no single instrument was suitable to evaluate cultural competence in all dimensions. 

This finding has implications for how researchers can choose suitable instruments to assess 

cultural competence of healthcare providers.  

Additionally, Bernhard et al. (2015) developed and evaluated an instrument to assess the 

cultural competence of healthcare providers. Their cross-cultural competence instrument was 

derived from an expert survey (n =23), interviews with 12 healthcare providers, and a narrative 

literature review on assessment instruments and conceptual models of cultural competence. The 

study revealed that cultural competence dimensions such as cross-cultural motivation/curiosity 

(i.e., the ability to provide culturally responsive care; curiosity to engage in cross-cultural 

encounters) have the ability to distinguish between groups that are expected to differ in cultural 

competence. The study suggested that such instrument has the potential to foster professional 

development for healthcare providers by using systematic self-assessment tools.  

Furthermore, Alizadeh and Chavan (2016) conducted a systematic literature review to 

identify the evidence that supported the efficacy of cultural competence. Their review revealed 
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that many of the proposed conceptual models had not been empirically tested, and that there was 

a shortage of patient-rating tools for measuring cultural competence.  

Another study by Almutairi et al. (2017) assessed the critical cultural competence scale 

with a random sample of 170 registered nurses employed in multiple hospitals across the 

province of British Columbia, Canada. Four cultural competence components were measured: 

critical knowledge, critical awareness, critical empowerment, and critical skills. Almutairi et al. 

(2016) defined theses four components. Critical knowledge refers the concept of cultural 

knowledge, as well as knowledge of communication challenges when interacting with patients 

from different cultural backgrounds. Critical awareness pertains to the ability to recognize 

sociocultural differences and individual attitudes in cross-cultural interaction. Critical 

empowerment is related to the perception of healthcare providers about their own empowerment 

within their workplace system, specifically in terms of whether they have been disempowered 

because of their cultural background or their economic circumstances. Critical skills is related to 

healthcare providers’ ability to determine the most ethical and culturally appropriate approach to 

care. 

Data were analyzed utilizing descriptive as well as inferential statistics. The researchers 

concluded that since exposure to caring for patients from different cultural backgrounds is 

needed in order to obtain cultural competence, a nurse’s experience and country of origin might 

influence their perceptions of critical cultural competence. The findings of this study revealed 

that healthcare organizations should provide continuing cultural competence education programs 

to improve the cultural competence skills of their nursing employees in order to enable them to 

deal with the issues that may arise during cross-cultural interactions.  
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Other studies focused on patients’ perception of cultural competence and the influence on 

health outcomes. For example, Gaston (2013) assessed African American patients’ perceptions 

of the cultural competence of their HIV healthcare providers. A survey was employed to 

determine these patients’ perceptions of their healthcare providers’ cultural competence. The 

finding of this study revealed that patients who believed that their healthcare providers possessed 

cultural awareness in HIV treatment trusted their healthcare providers and followed their advice 

and instructions. This result demonstrates the important role of cultural competence in 

HIV/AIDS care and treatment adherence.  

Similarly, Saha et al. (2013) evaluated whether healthcare providers’ cultural competence 

was congruent with the quality of care and outcomes for patients suffering from HIV/AIDS. 45 

healthcare providers and 437 patients at 4 urban HIV hospitals in the U.S. completed post-

encounter surveys. The findings from this survey revealed that healthcare providers’ cultural 

competence was associated with quality of care for patients with HIV/AIDS. The authors 

measured cultural competence dimensions such as awareness, attitudes, and skills, and found that 

higher scores on measures among healthcare providers in HIV care settings were associated with 

more equitable care and outcomes across diverse groups. This finding suggests that enhanced 

cultural competence of healthcare providers could lead to reduced racial disparities in healthcare 

quality.  

Moreover, Isaacs et al. (2013) determined that belief in cultural competence among 

healthcare providers was essential for a culturally competent primary health care system that is 

provided to recent immigrants. They explored how a healthcare organization’s trust in the 

cultural competence of counterparts can impact the effectiveness of a service’s network in 
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meeting the needs of recently arrived immigrants in Canada. Twenty-one organizations 

responded to an online social network survey, and 14 key interviews were conducted. To analyze 

the data, social network analysis and qualitative inquiry were used. The findings of this study 

revealed that belief in cultural competence among the partnering agencies increased their desire 

to collaborate and work together, while lack of belief in cultural competence resulted in 

avoidance between partnering agencies. The researchers captured how trust in cultural 

competence both interplays within and supports a system that is collaborative and prepared for 

diversity. Healthcare organizations, working collaboratively with recent immigrants, should pay 

special attention to belief in cultural competence among service providers. The study concluded 

that developing cultural competences within a service network may improve collaborations and 

access to health services for recently arrived immigrants.  

In another study, Paez et al. (2008) evaluated whether primary care providers’ cultural 

competence is associated with the clinics where they work. 49 providers from 23 clinics in 

Baltimore, Maryland and Wilmington, Delaware, USA responded to an online survey. The 

survey items assessed provider and clinic cultural competence. Data were analyzed using simple 

linear regression. This study found that healthcare providers who had greater cultural motivation 

to learn about cultural diversity showed greater desire to work in clinics where most of the staff 

were not Caucasian. These healthcare providers were more likely to work in clinics that offer 

cultural diversity training and culturally tailored patient education materials. The study revealed 

that culturally appropriate healthcare provider behavior was associated with a higher percentage 

of diverse employees at the clinic, and culturally tailored patient education materials. This study 

also suggested that addressing provider and clinic cultural competence may reduce healthcare 

disparities.  
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Additionally, Capell et al. (2008) examined the relationship between cultural competence 

and ethnocentrism among nurses, occupational therapists, and physical therapists. Ethnocentrism 

refers to considering one’s own views and culture as a frame of reference to judge other cultures 

(Capell et al., 2008). In their study, 71 healthcare professionals from three hospitals in 

Vancouver, British Columbia, Canada, completed a survey. The survey items assessed internal 

coherence of the cultural competence and ethnocentrism scales. This study found an inverse 

relationship between cultural competence scores and ethnocentrism scores. This study suggested 

that cultural competence might not be completely separate from ethnocentrism, and argued that 

more research on the relationship between cultural competence and ethnocentrism of healthcare 

professionals was warranted.  

The question of the effects of cultural competence on improving health outcomes for 

immigrant patients was also considered in several studies. Renzaho et al. (2013) conducted a 

systematic literature review to examine the effectiveness of patient-centered care models which 

integrated a cultural competence perspective in improving health outcomes for patients from 

different cultural and linguistic backgrounds. They found that patient-centered care models that 

integrated cultural competence components enhanced healthcare providers’ awareness of 

communicating differently with patients from different cultural backgrounds. Renzaho et al. 

(2013) concluded that there was limited literature investigating whether an increase in healthcare 

providers’ knowledge resulted in better health care delivery for culturally diverse patients.  

Conversely, Castro and Ruiz (2009) examined the association between the degree of 

cultural competence among nurse providers and measures of patient satisfaction among Latino 

groups. A sample of 15 licensed nurses from 11 hospitals and clinics in a large southwestern city 
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completed 2 self-administered questionnaires, and a sample of 218 Latino patients completed 3 

self-administered questionnaires. To analyze the data, descriptive statistics and correlations were 

used. Castro and Ruiz (2009) found that Latina patients were more satisfied with English- and 

Spanish-speaking providers who had attended master’s level programs and had taken cultural 

competence training. Moreover, Latin patients reported greater satisfaction when there were 

reduced hospital waiting times. Castro and Ruiz (2009) concluded that cultural competence 

training led to improved patient-provider communication. 

In today’s multicultural society, in order to work effectively with culturally diverse 

patients, and to achieve better health care delivery, healthcare providers must become culturally 

competent. This necessity has encouraged researchers to define the concept of cultural 

competence, as well as to develop conceptual models that describe strategies and interventions 

that are most effective for improving cultural competence in health care. The reviewed studies 

discussed many strategies that have been used to promote a healthy work environment so as to 

deliver culturally competent health care more effectively.  

Therefore, recognizing the importance of cultural competence at all levels of health care 

delivery, the literature reviewed in this section revealed a gap in existing studies that addressed 

cultural competence training in Canada. Cultural competence efforts should not be directed only 

to healthcare practitioners, but they should also be directed at administrative and executive 

levels. Managers and administrative staff need to be trained in cultural competence. Cultural 

competence strategies, training, standards, and guidelines must receive support from executives, 

as well.  
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Information and Communication Technologies 

In addition to reviewing literature related to cultural competence in the context of health 

care, especially health care delivery, this chapter presents a comprehensive review of literature 

related to the use of Information and Communication Technologies (ICTs) to improve access to 

health care services and to reduce healthcare disparities for vulnerable populations. In this 

section, the literature search was guided by the following question: How can information and 

communication technologies be used to optimize access to health care for vulnerable populations 

within North America in order to reduce healthcare disparities? To address this question, a 

search through Scopus, PubMed/Medline, CINAHL, Web of Science, and PsycINFO databases 

was performed, using keywords such as access to health care, health care disparities, health 

information and communication technologies, innovative strategies, immigrant patients. In 

addition, a manual search of the literature on ICTs was conducted to retrieve more relevant 

studies. Based on inductive thematic analysis, five themes were identified relating to the 

challenges and opportunities associated with the use of ICTs to reduce healthcare disparities for 

vulnerable populations with implications for immigrant groups in particular: 1) access, 2) e-

health literacy, 3) patient education, 4) a culturally informed health care system, and 5) 

communication. 

Access 

Several studies examined the factors that impede access to online health information 

and/or health care services for individuals from low socioeconomic backgrounds. McCloud et al. 

(2016) found that when patients were confronted with internet connectivity issues, they became 

frustrated, which impacted their desire to seek heath information. Alternatively, Kim et al. 

(2009) found that poor computer and internet skills are reasons why patients do not use 
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electronic health records. Similarly, McInnes et al. (2013) posited that lack of skill in utilizing 

the internet or a computer were some of the barriers to the use of ICTs for health care that many 

homeless populations faced. Chae et al. (2021) investigated the level of access to health 

information technology among Korean American women. They found that Korean American 

women had low internet and text messaging confidence. Less use of these technologies was 

associated with older women, lower education, and limited English proficiency. 

Additionally, Montague and Perchonok (2012) stated that historically underserved 

populations were the least likely to have access to the internet because of financial limitations. In 

a separate study, Lorence and Park (2008) opined that availability of publicly accessible internet 

portals and decreasing costs of personal computers would result in increased access to online 

health information for those confronting financial issues.  

Location may also limit the use of technology and affect how this technology may benefit 

patients. For example, Krakow et al. (2019) examined the use of ICTs within rural settings 

versus urban settings. To estimate the prevalence of ICTs across rural and urban populations, the 

researchers analyzed data from the National Cancer Institute’s 2017 Health Information National 

Trends Survey and found that patients in rural areas were less likely to access their online 

medical records. They concluded that healthcare providers should encourage rural residents to 

consult their online medical records.   

With respect to access to health care services, Gibson et al. (2011) conducted an online 

survey and interviews among mental healthcare workers in Canada. These workers reported their 

recent experience providing telemental health care for individuals from rural and remote First 

Nations communities. The majority of these participants indicated that telehealth improved 
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access to services for their community members, allowing them to remain in their communities 

while receiving services.  

Furthermore, in his study, Lee (2015) concluded that investment in health information 

technologies played an important role in reducing disparities in delivering health care. Lee 

examined the relationship between ICT investments and wait times among various racial and 

ethnic patients. He collected and evaluated patient and hospital data from the California Office of 

Statewide Health Planning and Development, which was well known for its data collection 

relating to health IT spending and depreciation. Lee found that more investment in ICTs reduced 

wait times, and that the reductions in wait times for racialized patients was higher than it was for 

Caucasian patients. This finding demonstrated that diverse groups could benefit from ICT 

investment with respect to reducing disparities in health care. 

Finally, Zhang et al. (2019) convened a scientific workshop to examine patient, 

healthcare provider, and system perspectives on the potential role that ICTs could play to address 

healthcare disparities. The researchers concluded that in order to increase access to health care 

and to reduce healthcare disparities, it was essential to collect and record health disparity data 

(e.g., education level, income, country of origin). Doing so could help predict immigrant 

healthcare needs and outcomes.  

E-Health Literacy 

E-Health literacy is defined as “the ability to seek, find, understand, and appraise health 

information from electronic sources and apply the knowledge gained to addressing or solving a 

health problem” (Norman & Skinner, 2006, p. 2). Other reviewed studies discussed e-health 

literacy as a barrier in accessing health information among vulnerable populations.  
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For example, Gibson et al. (2011) conducted a study to explore the perspectives on 

telemental health of community members living in two rural and remote First Nations 

communities in Ontario, Canada. 59 community members were interviewed. A majority of the 

participants reported that they possessed limited e-health literacy with regard to navigating 

technology for health-related matters. Zibrik et al. (2015) conducted a study to identify barriers 

and enablers to using eHealth for chronic disease self-management among immigrant Chinese 

and Punjabi seniors in British Columbia, Canada. The findings indicated that age, gender, 

income, and education significantly affect eHealth literacy outcomes. Cultural and accessibility 

barriers also compound these challenges. The study suggested improving eHealth literacy among 

diverse populations to address their health needs. 

Additionally, Chen et al. (2020) conducted a scoping review to examine the digital divide 

among older immigrants and found that digital literacy and level of education were among the 

most common factors causing healthcare disparities among older immigrants. Similarly, Nouri et 

al. (2019) conducted 20 interviews with primary care patients at a public healthcare center to 

assess mobile phone use, digital literacy barriers, and engagement among this vulnerable 

population. They found that although mobile phones were widely used, digital literacy barriers 

were common among vulnerable populations.  

 Some studies have examined solutions to digital literacy barriers. Jensen et al. (2010) 

suggested that developing technology interfaces that were user-friendly to those with limited 

literacy skills could result in a significant increase in technology access and use. The study 

surveyed 131 low-income adults from the Midwestern United States to explore their technology 

use and access. They concluded that providing low-literacy individuals with computer assistance 
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was important because it helped them overcome their computer skill limitations. Further, the 

authors reported that participants who had computer assistance were more likely to search for 

health information online.  

Huh et al. (2018) conducted a literature review to explore the empirical evaluations 

involving consumer health informatics used by immigrant populations and found that there was 

digital divide among immigrant populations. Digital divide refers to the gap between individuals 

with access to the tools of ICTs and relevant knowledge to utilize such tools and those without 

such access and knowledge (Feng & Xie, 2015). Although the digital divide, remained, many of 

the reviewed studies showed that there was motivation among consumers with regard to health 

informatics use. These findings support future interventions that could be aimed at addressing the 

digital divide among immigrant populations.  

In another study, Ginossat and Nelson (2010) demonstrated that training sessions in 

internet use and access to culturally appropriate health information can increase patients’ 

efficacy in using computers and the internet to seek health information. This study revealed that 

websites run by community members (such as https://mhpsalud.org/) provided educational tools 

that helped patients overcome barriers associated with navigating the health care system.  

In another study regarding the use of ICTs to reduce healthcare disparities, Vargas et al. 

(2010) evaluated “an interactive computer-based questionnaire to assess asthma symptoms in 

children of parents with limited health literacy and/or limited English proficiency” (p. 889). 

Participants (the parents of the children, N = 48) were asked to complete either the paper-and-

pencil or the electronic form of the questionnaire. The researchers found that parents who chose 

to complete the electronic version found it easy to utilize. This finding demonstrated that when 
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assessing asthma symptoms, lack of health literacy and English proficiency may pose a barrier to 

the use of health information technology tools.  

Patient-Education 

Several reviewed studies explored how patient-education provided by using ICT tools 

might promote behavioral change and improve healthcare for immigrant patients. Lu et al. 

(2010) found that “websites such as MyPyramid could provide useful tools for nutritional self-

assessment and education to pregnant women” (p. 213S). Similarly, Graham and Ostrowski’s 

study (2016) revealed that developing web-based resources for healthy eating helped individuals 

improve their eating habits (e.g., My Healthy World Program). They found that there was a 

ubiquity of smartphones in low-income, underserved communities and posited that when 

smartphones were combined with strategic policies, these electronic devices had the potential to 

become powerful tools for improving health and reducing health disparities.  

Knowles et al. (2007) tested the feasibility of tele-education as a way to address short 

comings in the dissemination of health disparities education. Tele-education is defined as a 

method of teaching that utilizes different forms of media such as video, audio technology tools 

and computers (Knowles et al., 2007). The authors found that tele-education was a beneficial 

approach in imparting health disparities education. In another study, McIlhenny et al. (2011) 

examined the use of a publicly accessible internet information portal to deliver healthcare 

education to rural patients and found that creating an internet portal (i.e., My Health Education & 

Resources Online) contributed to improving their knowledge of various diseases and their 

knowledge of blood glucose monitoring.  
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However, some studies noted the limitations of these approaches, as in the study of 

Molyneaux and O'Donnell (2009), which examined the use of ICTs for health and wellness 

services and activities in rural and remote First Nations communities in Canada, the United 

States, and Australia. They reported that First Nation people tend to learn through watching and 

listening more than through written media.  

Finally, Grossman et al. (2019) conducted a systematic review to assess the impact of 

interventions aimed at increasing patient portal use in underserved populations. Patient portals 

were identified as secure websites that people used to access their health records, schedule 

appointments, and monitor medication (Grossman et al., 2019). The researchers found that there 

was limited research on effective interventions. They reported that interventions aimed at 

improving e-health literacy and enhancing online health education for the underserved 

population would reduce healthcare disparities. This finding demonstrated that developing 

strategies and designing interventions to reduce disparities in patient portal use in underserved 

populations was needed.  

A Culturally Informed Healthcare System 

The importance of developing culturally informed healthcare systems to address 

healthcare disparities was also discussed in the literature. In order for healthcare organizations to 

reduce healthcare disparities, López et al. (2011) offered three recommendations. First, they 

suggested automating and standardizing the collection of race/ethnicity and language data. 

Second, they suggested using the collected data to identify disparities and to tailor improvement 

efforts. Third, they suggested developing focused computerized clinical decision support systems 

targeting clinical areas with notable disparities.   
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In addition, Burns et al. (2013) indicated that a culturally informed healthcare system 

should specify patients’ needs because this is associated with framing the other intervention 

components. For example, Reuland et al. (2021) conducted research to determine the level of 

access to information and communication technology, as well as the frequency of use of 

common applications/programs, among low-income immigrant Latino parents with infants. The 

aim was to gather information that could be used in the development of mHealth interventions 

that would be suitable for this population. The study found that less than 10% of the immigrant 

Latino parents used health-oriented applications frequently. Consequently, the study suggested 

that mHealth interventions utilizing an application interface might not achieve the intended 

impact or reach among low-income immigrant Latino parents. Similarly, Montague and 

Perchonok (2012) recommended that when designing ICTs for vulnerable populations, it was 

critical to carefully choose the type of technology that was suitable for that particular population. 

Furthermore, Maar et al. (2010) conducted a study aimed at developing an Aboriginal e-health 

research agenda to address gaps that impede e-health deployment and adoption in rural and 

remote Aboriginal communities in Canada. This study emphasized the importance of 

community-based Aboriginal models of practice and culturally competent models of care that 

take into consideration the cultural background of Aboriginal patients. In another study, Jones et 

al. (2017) examined literature regarding the adaptation, use, and development of assistive 

technologies for Indigenous populations and found that mobile technologies were prominently 

used by this group. The researchers reported that the high use of mobile technologies by 

Indigenous peoples offered an opportunity for meaningful user involvement in technology 

development.  



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  35 

 

  

 

 

Finally, Douglas et al. (2015) reported that if more granular data on diverse patients are 

collected when developing electronic health records, decisions to enhance health equity would be 

better made. Important to note is that Gibbons and Rivera (2010) reported that “health IT should 

not be seen as [the] solution—rather, health IT is an enabler” (p. 158S), when considering its use 

for reducing health care disparities.  

Communication 

Several studies investigated the extent to which ICTs can be an effective means of 

communication between healthcare providers and their immigrant patients. Sicotte et al. (2011) 

examined the health care utilization of patients receiving tele-haemodialysis services in an 

Amerindian First Nation community living in the remote James Bay region of Canada. 19 

patients were followed over a two-year period. Analysis of each patients’ health showed that 

tele-haemodialysis was able to sustain the quality of care afforded to the patients within their 

community. This result emphasized the role of telecommunication (in this case 

Telehaemodialysis) in reducing healthcare disparities in remote areas because it could allow 

remote monitoring of patients receiving haemodialysis. Similarly, Levine et al. (2022) conducted 

a study to explore the experiences of immigrant patients with telehealth and in-person visits at a 

university internal medicine practice in Connecticut. The study found that immigrants preferred 

telehealth visits because these visits allowed them to spend more time with their providers and 

avoid logistical barriers associated with in-person visits, particularly for non-English speakers.  

Technology can also be useful in other ways. Chilukuri et al. (2015) investigated 

technology use among low-income pregnant and postpartum women and found that mobile 

phones were commonly used among this group. This provides an opportunity to design 
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healthcare interventions that allow diverse pregnant and postpartum women to experience 

convenient communication with healthcare providers in clinical contexts. Similarly, Khoong et 

al. (2020) surveyed 1027 English-, Spanish-, and Chinese-speaking San Francisco residents to 

assess how smartphone ownership effected technology use for health-related communication and 

found that smartphone ownership increased the usage of many forms of technology for health 

communication purposes. Moser (2009) suggested that ICTs should be seen as a text 

“superpower” (p. 705) in facilitating social relations and health communication among 

vulnerable patients.   

However, the use of technology in medical interactions have challenges. For example, 

Winbush et al. (2013) investigated the use of ICTs in empowering older African American 

patient-doctor relationships. They found that plans to integrate technology in an attempt to 

enhance older African American patient-doctor communication were met with resistance from 

doctors (e.g., “use of health empowerment technology may lead to uncompensated and increased 

time communicating with the patient,” p. 114). The researchers suggested that the focus should 

be on addressing the challenges and opportunities encountered in building technology-based 

interventions devoted to empowering patients in their communication with doctors.  

In another study, Ratanawongsa et al. (2013) investigated multivariate associations of 

patient race/ethnicity, language, and education and their perceptions of Primary Care Provider 

(PCP) computer use. In their study, the majority of non-English-speakers reported that their 

PCPs listened less carefully to them during their clinical encounter because they were busy at 

their computers. The researchers suggested that PCPs should ensure that using computers in their 
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examination room does not have a negative impact on their communication with patients who 

possess limited English proficiency.  

Some of these challenges could be mitigated through training for the healthcare 

professionals. For example, Ryan et al. (2015) suggested that medical students be exposed to 

intensive trainings to better communicate with patients in “the digital arena” (p. 92).  

In conclusion, the findings from this section of the literature review provide important 

insights into the necessity for healthcare organizations to be proactive in addressing key issues 

related to access, e-health literacy, patient education, culturally informed healthcare system, and 

communication as they contribute to challenges and opportunities associated with the use of 

ICTs to reduce healthcare disparities for vulnerable populations. Failure to be proactive could 

impede access to health care for immigrant patients. When properly addressed, however, these 

five issues will have implications for practice and help improve access to health care for 

vulnerable populations, as well as enhance patient-provider communication.  

Theoretical Framework 

It is widely acknowledged that poor communication with regard to health issues results in 

poor health outcomes (Watson, Jones, & Hewett, 2016). Successful patient-provider 

communication is essential to good management of healthcare-related issues because patients’ 

perspective is an important factor in advancing better understanding of healthcare issues (Col et 

al., 2020). Over the past several decades, scholars, researchers, and practitioners in the field of 

health communication have studied health-related issues to better understand the ways in which 

communication in health care can be improved. Since communication with regard to health 

issues is a form of human interaction, research in the field of communication highlights the 
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importance of developing and using theoretical frameworks to explain how health 

communication can be better improved (Stewart and Klein, 2016). 

 A theory is a set of statements, laws, or concepts, that are generally held as describing 

phenomena, events, and behavior (Sekhon, Cartwright, & Francis, 2018). Using a theoretical lens 

when conducting research is important because it helps researchers plan their research, connect 

their pieces of data, and enhance the credibility of their findings (Creswell, 2014). Many factors 

come into play when choosing the most relevant theory to employ in research. First, researchers 

consider the field of study, as theories vary from field to field. Second, researchers consider 

consciously their research problem. Third, researchers may conduct a literature review to 

determine how related theories have been utilized in the past (Stewart & Klein, 2016). 

 Researchers utilize theories in quantitative, qualitative, and mixed methods research. 

Creswell (2014) describes the quantitative method as an approach for testing theories to examine 

the relationships between variables; this method involves numerical data, and statistical analysis. 

Theories are usually tested to answer proposed questions. In the qualitative method, theories can 

be drawn from the inquiry as an outcome of a study (e.g., grounded theory). Moreover, in 

qualitative methods, theories can also be used at the beginning of the study as a lens for 

understanding the research undertaken, and for shaping the questions that have been asked.  

 In mixed methods studies, researchers may also place their theoretical models at the 

beginning of the study as a priori theoretical model that guide the research questions and/or the 

hypothesis (Haynes-Brown, 2022). Then, they provide a description of how their theoretical 

models inform the quantitative and qualitative components (Creswell, 2014). The theoretical 

framework for this dissertation research has been informed by the Cultural Competence Model 
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(CCM) and Unified Theory of Acceptance and Use of Technology (UTAUT) within the 

qualitative and quantitative research umbrella, with an emphasis on the qualitative component.  

Cultural Competence in Health Care  

Cultural competence in healthcare settings is the adaptation toward recognizing diversity 

and cultural differences. Cultural competence assumes that for healthcare practice to be 

meaningful, beneficial, and supportive of all patients, it has to take an inclusive approach which 

enables the healthcare system to preserve the human rights and dignity of each patient and each 

community (Soulé, 2014). It is associated with valuing, respecting, and appreciating cultural 

diversity. The characteristics of cultural competence assist healthcare providers to understand 

how patients’ attitudes and perspectives affect the way in which they seek healthcare.   

Carmack and Ahmed (2019) state that interactions between healthcare providers and 

patients are considered a form of cross-cultural communication, where patients and providers, 

even if they grew up in the same nation, have different cultural beliefs and practices. Henderson 

et al. (2018) described cultural competence in health care as the ongoing process of integrating 

cultural knowledge, attitudes, and communication skills that improve cross-cultural 

communication. Although cultural competence can improve cross cultural communication and 

help reduce healthcare disparities, Henderson and his colleagues argued that improving skills and 

increasing knowledge about patients’ culture is not the sole answer to becoming a culturally 

competent healthcare provider. For healthcare providers to sustain their culturally competent 

healthcare practice, they need to ensure that they always apply their cultural knowledge and 

communication skills in practice. Similarly, Balcazar and colleagues (2009) argued that applying 
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cultural knowledge, awareness of personal biases, and communication skills in healthcare 

practice helps in providing culturally competent healthcare services. 

Campinha-Bacote’s Cultural Competence Model (CCM) 

Several theoretical frameworks and models of cultural competence have been developed 

to meet the challenges of providing care to diverse groups (Balcazar et al., 2009; Doorenbos & 

Schim, 2004; Papadopoulos, 2006; Kim-Godwin et al., 2001). Although several models of 

cultural competence exist, one particular model was more appropriate to the purpose of the 

dissertation research which relates to examining cultural competence strategies, if any, that are 

used by healthcare organizations to improve interaction and communication between healthcare 

providers and their immigrant patients with the objective to reduce healthcare disparities. This 

model was Campinha-Bacote’s Cultural Competence Care Model. The Process of Cultural 

Competence for the Delivery of Health Care Services. The reason this model was more 

applicable to the purpose of this dissertation research was because this model described the 

process that healthcare providers must experience to become culturally competent.  

This model was developed by Campinha-Bacote (Quach, 2021). It was developed to 

improve healthcare providers’ ability to effectively work within the cultural context of patients 

(Campina-Bacote, 2002).  

According to Campinha-Bacote (2002), CCM assumes that cultural competence is a 

process in which healthcare providers strive to attain the ability to work efficiently with patients 

from different cultural backgrounds. Healthcare providers cannot attain cultural competence only 

through training and self-study; in addition to training and studying, healthcare providers need to 

frequently interact with patients from diverse cultural backgrounds in order to improve their 
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cultural competence skills (Sharifi et al., 2019). This implies that the process of being a 

culturally competent healthcare provider improves through frequent encounters with diverse 

patients.  

Initially, this model consisted of four interrelated constructs: cultural awareness, cultural 

knowledge, cultural skill, and cultural encounters. A few years later, the fifth construct of 

cultural desire was added (Quach, 2021). The model views these constructs as the five essential 

components of cultural competence. To better explain this model, each construct is defined.  

Almutairi et al. (2015) asserts that cultural awareness refers to individuals’ ability to 

recognize cultural differences as well as their ability to examine their own personal biases and 

prejudices. Cultural awareness involves deep and honest self-examination and self-reflection 

(Campinha-Bacote 2002). Sharifi et al. (2019) claim that cultural awareness is associated with 

individuals’ ability to understand the effect of their own culture. This ability helps them assess 

their biases and prejudices. It also helps them form a basis for recognizing others’ beliefs, and 

values. This means that healthcare providers need to identify their own individual beliefs, biases, 

and prejudices about certain cultures. Failure to identify personal belief about certain cultures 

may create a cultural imposition toward a patient by imposing the healthcare provider’s own 

cultural values and beliefs on the patient. (Campinha-Bacote, 2002). 

 An example of cultural assumption is when a patient does not make eye contact during a 

patient–healthcare provider encounter. Avoiding eye contact during medical encounters may be 

interpreted as a lack of interest in the topic that is being discussed. Avoiding eye contact by the 

patient could be related to their cultural background. In some cultures, people tend to avoid eye 
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contact when talking to an individual of authority, for example, physicians (Ingram, 2012). This 

is an instance of cultural differences that healthcare providers should be aware of.   

Cultural knowledge is "is the process of seeking and obtaining a sound 

educational base about culturally diverse groups" (Campinha-Bacote, 2007 p. 37). Cultural 

knowledge is associated with acquiring information about other cultures and health beliefs 

(Sharifi et al., 2019). This cultural knowledge may also include understanding patients’ language 

and the way they perceive their illness. According to Campinha-Bacote (2002), seeking cultural 

knowledge about diverse patients help healthcare providers in preventing unintentional cultural 

offences, and it fosters trust between healthcare providers and diverse patients. For healthcare 

providers to increase their cultural competence, they may need to go beyond acquiring 

knowledge about immigrant patients’ health beliefs and cultural practice and incorporate that 

knowledge when caring for those patients. Knowledge of such factors assists healthcare 

providers understand how their patients may behave when dealing with health-related issues. 

Cultural skill refers to "the ability to collect relevant cultural data regarding the 

client's presenting problem, as well as accurately conducting a culturally based physical 

assessment in a culturally sensitive manner" (Campinha-Bacote, 2007, p.49). This process 

includes identifying a patient’s values, beliefs, and health practices. This can be done by 

conducting cultural assessment, which includes collecting data such as gender, ethnicity, sexual 

orientation, and socioeconomic status (Campinha-Bacote, 2007). Cultural skill is also associated 

with establishing successful communication with persons from other cultures. This established 

communication helps healthcare providers to effectively develop meaningful relationships with 

patients of different cultural backgrounds (Sharifi et al., 2019). 
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 Cultural encounter takes place when healthcare providers interact directly with a patient 

from a diverse cultural background (Campinha-Bacote, 2007). Interactions that occur during 

patient-provider encounters play an important role in refining existing knowledge and health 

beliefs about a diverse group and in preventing possible stereotyping. Campinha-Bacote (2007) 

states that patient-provider encounters should be considered a cultural encounter. This is because 

healthcare providers are also considered a cultural group with their own beliefs, cultural values, 

and practices.     

 Cultural desire is defined as healthcare providers’ genuine interest or motivation to 

engage in the process of becoming culturally competent (Quach, 2021). It is associated with 

healthcare providers’ willingness to respect and accept cultural differences.  

Campinha-Bacote advises that these five constructs of the cultural competence care 

model are associated with each other, and regardless of when the healthcare providers enter the 

process, all five constructs should be addressed and experienced. George et al. (2015) assert that 

the five constructs of this model could be employed as a framework in all healthcare settings 

including medical, management, policy development, and research. 

Figure 1 

The Process of Cultural Competence. Adapted from the Cultural Competence Five Constructs 

(Campinha-Bacote, 2002, p. 187). 
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Four of the model’s constructs, which are cultural awareness, cultural skills, cultural 

knowledge, and cultural encounter were used to guide the formulation of the first three research 

questions of the study. They were also used to guide the discussion of the focus group data 

analysis. These four constructs served as a relevant framework for understanding communication 

between immigrant patients and their healthcare providers. The four constructs further helped the 

researcher understand the potential reasons for ineffective communication in healthcare. They 

offered an explanation for understanding the interconnection of care and culture with regard to 

providing healthcare services to immigrant patients. The concepts of cultural competence model 

helped the researcher to understand immigrant patients’ experiences while they were receiving 

healthcare services. Therefore, the model could provide healthcare providers and researchers a 

useful model for addressing issues associated with providing culturally competent care. 
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Unified Theory of Acceptance and Use of Technology (UTAUT)  

This theory was formulated by Venkatesh and colleagues in 2003 (Nistor, Lerche, 

Weinberger, Ceobanu, & Heymann, 2014). It was developed to explore the users’ intents and 

behaviours when operating information technology. It was also developed to unify eight existing 

acceptance models that have been widely employed to assess technology usage behavior: the 

Technology Acceptance Model (TAM), the Motivational Model (MM), the Theory of Reasoned 

Action (TRA), the Social Cognitive theory (SCT), Theory of Planned Behavior (TPB), combined 

TAM and TPB model, Model of PC Utilization, and Innovation Diffusion Theory (IDT) (Devine, 

2016).  

After reviewing and combining the eight existing acceptance models, the UTAUT was 

implemented. Venkatesh and colleagues (2003) conducted longitudinal field studies with new 

users of technology in workplace settings, and they examined the effects of these constructs on 

behavioral intention. The UTAUT model was validated and found to account for 70 percent 

variance of users’ behavioural intention. This theory suggests that there are four key 

determinants that influence the users’ intents and desire in accepting and using technology: 

performance expectancy, effort expectancy, social influence, facilitating conditions (Al-Qeisi et 

al., 2014; Venkatesh et al., 2016).  

As Al-Qeisi, Dennis, Alamanos, and Jayawardhena, (2014) explained, performance 

expectancy related to the extent to which people perceive that using information technology will 

assist them in completing certain activities. When new users believe that using technology will 

improve their job performance, there is a strong likelihood that they will use a new technology.  
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Effort expectancy relates to the ease with which users utilize technology. This 

determinant has a direct influence on behavioral intention (Devine, 2016; Venkatesh et al., 

2016). Social influence relates to the extent to which users believe that their family and friends 

should utilize specific technology. With regard to facilitating conditions, this theory suggests that 

users expect support will be available to them. This determinant was important for older people 

with limited experience using technology. The UTAUT proposes four moderating variables 

between the determinants and the behavioral intention. These variables are gender, age, 

voluntariness, and experience (Devine, 2016; Venkatesh et al., 2016).  

Several researchers have applied UTAUT theory as a conceptual framework for their 

studies. For example, Kim, Lee, Hwang, & Yoo (2016) utilized this theory to analyze factors 

influencing healthcare professionals’ adoption of mobile electronic medical records. Another 

study by Mutlu Murat Hanifi & Der Ali, (2017) applied UTAUT theory to identify the main 

determinants of technology acceptance behavior when developing mobile messaging 

applications. Moreover, Al-Qeisi et al. (2014) utilized this theory as a lens for understanding 

social influence on the use of clinical decision support systems. These researchers found that 

when users were asked to use new technology, their decisions on when and how to use this 

technology were influenced by several factors. For example, a users’ intention to utilize 

technology increased when there was a perceived usefulness of the new technology (Dohan & 

Tan, 2014). However, to our knowledge, there are no studies that used this theory to study 

healthcare providers and immigrant patients’ use and acceptance of ICTs.  

Figure 2 

 The UTAUT Model. Adapted from (Venkatesh et al., 2003, p. 447)  
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This dissertation employed UTAUT theory for understanding factors that influence 

healthcare providers, as well as immigrant patients’ intents and desire to accept and use 

technology to communicate with each other. The four constructs of UTAUT (performance 

expectancy, effort expectancy, social influence, and facilitating conditions) were used to guide 

the formulation of the fourth and fifth research questions. Those constructs were also used to 

guide the discussion of the survey and interview data analyses. The concepts inherent in UTAUT 

helped the researcher to understand factors that influenced the participants intents, and their 

desire to accept and use technology. They provided the lens for examining immigrant patients 

‘technology acceptance and behaviour toward using information technology to communicate 

with their health care providers.  

Research Questions 

Overall, the body of literature reviewed in this chapter revealed the scarcity of evidence 

regarding the role of ICTs in improving communication between immigrant patients and 
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healthcare providers with the objective of reducing healthcare disparities in Canada. Therefore, 

there is a need for more evidence-based research so that healthcare organizations can be better 

informed about how to best communicate with immigrant patients using ICTs. At the same time, 

they can be better informed with respect to how they can collaborate with immigrant patients in 

ways that will meet their unique healthcare needs so that they have a better access to health care 

services. This review of previous literature presented in this chapter is not exhaustive but 

representative. It provides a background for this dissertation research and sheds light on its 

importance. The literature review demonstrates the challenges and opportunities associated with 

addressing healthcare disparities for immigrant patients, based on which the following research 

questions are posed to help guide the study: 

RQ1: How does cultural competence in health care improve communication between 

immigrant patients and healthcare providers?  

RQ2: What are the major challenges and issues that immigrant patients face navigating 

the health care system?  

RQ3: What are immigrant patients’ perceptions about ICTs in improving their access to 

health care? 

RQ4 What are healthcare providers’ perceptions about ICTs in improving access to 

health care for immigrant patients?   

RQ5: What are healthcare providers’ perceptions about ICTs being effective in 

improving their communication with immigrant patients?   
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The above research questions were used to explore the extent to which cultural 

competence and ICTs facilitate health care delivery for immigrant patients. Answers to these 

questions will enrich our understanding of the health care experiences of participating immigrant 

patients and the health care delivery experience of participating healthcare providers when caring 

for immigrant patients specifically in the Ottawa region. The city of Ottawa serves as Canada's 

capital and is the country's fourth-largest metropolitan area (Services, 2022). According to 

Statistics Canada (2022), immigrant groups, not of white or European descent, represent 32.5% 

of the population. This includes Black Canadians (8.5%), Arab Canadians (5.8%), South Asian 

Canadians (5.8%), and Chinese Canadians (4.6%). The city's demographic profile makes it an 

important location for research on immigrant health and healthcare access. The findings will also 

shed light on the status of cultural competence training for healthcare providers at all levels of 

healthcare organizations. These answers will help explore the type of ICTs, if any, that 

healthcare organizations adapt to facilitate communication with immigrant patients and how 

these technologies can play an effective role in improving access to health care for immigrant 

patients. Finally, the answers will help stakeholders to better recognize the health care needs of 

immigrant patients and how to work on meeting these needs, and thus provide immigrant 

patients with culturally competent health care. 

Chapter Summary 

This chapter provided a review of related literature on the role of cultural competence 

and ICTs in reducing healthcare disparities. Relevant study findings and the challenges and 

opportunities associated with addressing healthcare disparities for immigrant patients were 

discussed. Additionally, the researcher provides an overview of the theoretical framework used 

in this dissertation research and its significance to studying healthcare issues of immigrant 
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patient population. Lastly, based on the gaps in the literature reviewed, research questions to 

guide this dissertation were posed. In chapter three, the methodology to carry out this study is 

described. 
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Chapter 3: Methodology 

Research approaches are the procedures and plans for conducting research that explain 

the steps involved in collecting, analysing, and interpreting data (Creswell, 2014). In this chapter, 

the methodological approach taken in this dissertation research is described. This includes 

thoroughly describing the research design that was employed for data collection, analysis, and 

the process by which this methodology was implemented. It is important to note that this 

research project was carried out in three phases -- focus groups were held in the first phase, 

surveys were administered in the second phase, and interviews were conducted in the third 

phase. The research questions will be addressed throughout the three phases of data collection 

and analysis. 

Research Design  

This dissertation research employed a mixed methods approach for data collection and 

analysis, predominantly using a qualitative approach (Creswell, 2014; Plano-Clark et al., 2008). 

Specifically, Exploratory Sequential Mixed Method was used. In exploratory sequential design, 

researchers first collect qualitative data and then quantitative data (Creswell, 2014). The aim of 

the exploratory sequential mixed methods design involves the process of first collecting 

qualitative data to examine a phenomenon, and then gathering quantitative data to further explore 

the relationships between the two forms of data (Creswell, 2014).  Exploratory research was 

employed to help the researcher explore immigrant patients’ experience interacting with their 

healthcare organizations and navigating the healthcare system. The exploratory research 

approach also helped the researcher investigate the type of technology that healthcare 

organizations use to communicate with their immigrant patients, (mainly newcomers) and how it 

would be improved.   
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Employing the exploratory sequential mixed methods design (Howe et al., 2015) the 

researcher carried out the dissertation project in three phases. In the first phase, a series of focus 

group discussions with a sample of recent immigrants was conducted to gain insights from 

immigrant patients’ perspectives with regard to accessing healthcare services and communicating 

with their healthcare providers using ICTs. The focus group discussions were analyzed using 

thematic analysis approach. In the second phase, an online survey was conducted to gain insights 

from healthcare providers regarding the role of ICTs in improving communication with 

immigrant patients to help reduce healthcare disparities. Building on the survey results in the 

third phase, a qualitative approach was used. In this third phase, healthcare providers who 

participated in the survey were invited to participate in face-to-face in-depth semi-structure 

interviews. These interviews were conducted with a sample of healthcare providers (e.g., doctors 

and nurses) from various levels within the healthcare system. Then a between-method 

triangulation, which combined both survey and interview data was used to analyze the data from 

the second and third phases (Flick et al., 2012).  

Ethical Procedures 

 It is important for researchers to ensure that they perform procedures with ethical 

behaviour. However, taking procedural ethics into consideration is not adequate; researchers 

should also ensure the aim of the study, method, data collection, and analysis also adhere to 

ethical practices (Cohen et al., 2013). Accordingly, the researcher ensured this dissertation 

research caused no harm to participants. Ethics approval was obtained from the Social Science 

and Humanities Research Ethics Board (REB) at the University of Ottawa (See Appendix A). 
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Role of the Researcher 

The role of the researcher is central in any research study as he or she is responsible for 

shaping the research design, implementing the methodology, and analyzing the data. In mixed 

methods research, the researcher is responsible for integrating qualitative and quantitative 

components. This process includes making decisions about the sequencing, priority, and 

combination of qualitative and quantitative data (Creswell, 2014). It is the researcher who 

interprets and analyzes the data collected. Also, he or she synthesizes the findings by identifying 

patterns, themes, and relationships that emerge from the data (Braun & Clarke, 2012). When 

conducting a mixed methods research study, it is the researcher's responsibility to apply their 

knowledge, patience, and skills to gather all the necessary data and use this information to 

produce empirically sound findings.  

With this in mind, it becomes crucial for researchers to consciously acknowledge and 

critically examine their biases and personal backgrounds, taking explicit measures to identify and 

reflect upon them (Creswell, 2014). In the current study, the researcher's background as an 

immigrant himself, born and raised in Libya and now residing in Canada, provided a unique 

perspective and personal understanding of the challenges faced by recent immigrants in 

accessing health care in Canada. The researcher’s own experience likely shaped his motivation 

and empathy towards the subject matter, emphasizing the importance of addressing healthcare 

disparities for immigrant populations. 

However, the researcher stayed committed to ethical considerations, acknowledging 

personal biases, and maintaining transparency throughout the research process. It was imperative 

for the researcher to ensure the validity of this dissertation research by being aware of any 
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potential biases that could influence data analysis and interpretation. By acknowledging these 

biases and striving for objectivity, the researcher strived to offer an objective examination of the 

role of cultural competence strategies and ICTs in improving communication and reducing 

healthcare disparities for participating immigrant patients in Canada. 

Throughout the course of this dissertation research, the researcher maintained a 

researcher journal, which served as a valuable resource for self-reflection and documentation of 

personal experiences and thoughts. This journal played an important role in capturing the 

researcher's own journey as an immigrant, including any challenges faced, observations made, 

and insights gained. By documenting these experiences, the researcher could gain a deeper 

understanding of the issues encountered by immigrant patients when accessing health care and 

communicating with their healthcare providers. 

First Phase of Data Collection – Focus Group Discussions 

There are several methods to collect qualitative data. These methods include interviews, 

observations, focus groups, narratives, and case studies (Naderifar et al., 2017). The data 

collection process utilized for this phase consisted of focus group discussions. Focus groups were 

chosen because they are considered an effective approach for obtaining valuable input from 

many participants. They allow for exploring participants’ perceptions and viewpoints with regard 

to the problem under investigation (Benetoli, et al., 2017). Focus groups also allow participants 

to build on the other participants’ responses (Benetoli, et al., 2017; Onwuegbuzie et al., 2009). A 

focus group discussion that is small in size consisting of 6 to 12 participants, makes it easier and 

more comfortable for all participants to share their thoughts and contribute to the discussions 

(Onwuegbuzie et al., 2009). An efficient and dynamic focus group discussion should last 



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  55 

 

  

 

 

between one and two hours because after two hours participants may feel fatigued leading to 

lower energy and quality of feedback (Onwuegbuzie et al., 2009). 

Four focus group discussions were conducted in this phase of the research, involving a 

total of thirty-two recent immigrant patients from various cultural and racial ethnic backgrounds. 

Demographic data were collected, including age, gender, English language proficiency, income 

level, as well as educational background. The inclusion criteria for participants in this phase were 

immigrant patients aged 18 years or older, who could speak, read, and understand English, and 

who had settled in Canada during the last 7 years. This is because the use of modern information 

technology in healthcare settings is a recent movement (Higgins et al., 2015). The researcher 

wanted to discuss with the immigrant patients their perceptions of healthcare providers’ cultural 

competence and communication skills, their experience navigating the healthcare system, and 

their use of ICTs to communicate with healthcare providers.  

Recruitment of Participants 

Recruiting participants requires several steps, including identifying eligible participants, 

explaining the purpose of the study to the eligible participants, recruiting a research sample 

based upon study objectives and design, obtaining signed consent forms, and keeping 

participants active in the study until it has been completed. 

The researcher asked peers and researchers in the field of health communication to share 

his contact information with any potential participants and/or introduce the researcher to possible 

participants residing in the Ottawa/Gatineau area. The researcher also relied on professional 

networks to recruit participants. For example, one of the researchers’ contacts happened to be a 

Cultural Communications Facilitator at the Catholic Centre for Immigrants. The researcher asked 

the cultural communications facilitator could find some interested individuals. The facilitator did 
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not provide the researcher with any personal contact information of members to complete this 

work. The cultural communications facilitator simply posted the recruitment letter on the board 

at the Catholic Centre for Immigrants, where it was visible to their clients and staff. Then, 

interested participants contacted the researcher.  

Also, snowball sampling and chain referral sampling techniques were used. The snowball 

sampling technique normally begins with researchers recruiting one person who meets the 

desired characteristics and using that person’s connection to recruit other individuals with shared 

characteristics (Lee & Spratling, 2019). Sampling is the process by which researchers choose a 

part of a group to be representative of the rest of the group (Naderifar et al., 2017). Researchers 

use snowball sampling when samples with the target characteristics are not easily accessible. 

Snowball sampling was utilized in this dissertation research because immigrant patients may be 

difficult to reach through other sampling methods. 

Using this process, the current study participants were asked to assist in identifying additional 

participants from among their acquaintances. These existing participants, however, were not 

asked to divulge the name and contact information of potential participants; but rather, they were 

asked if they possibly could inform potential participants of the research project and share the 

researcher’s contact information for more information and to communicate interest to participate 

in the research study. To recruit more participants, the researcher also reached out to their own 

personal and professional networks through utilizing email as well as platforms such as 

LinkedIn, Facebook, and Twitter.  

Focus Group Procedures 

Focus group procedures were explained to the participants prior to each focus group 

discussion. Next, the researcher explained the purpose of the study and answered any questions 
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the participants had. Consent forms were explained by the researcher and signed by all 

participants acknowledging that they understood the risk and benefits of participation, and that 

they were willing to participate in the study (See appendix C). All focus group participants 

received $10 in appreciation of their participation. Compensation was meant to offset the time 

and inconvenience for participation, as well as to serve as an incentive for participants to 

participate. All focus groups were held in private meeting rooms at the University of Ottawa, 

Canada or, in some cases, at a location chosen by the participants. For example, the second focus 

group discussion took place at Algonquin College of Applied Arts and Technology, which is a 

college located in Ottawa, Ontario, Canada.  

Guiding questions for the focus group discussions were pilot-tested with 5 individuals to 

clarify key notions and to ensure that the questions for the focus group discussions were effective 

– appropriate and comprehensible -- thereby validating the research. The questions in these focus 

groups were open-ended to generate relevant themes and to enrich discussion among the 

participants. The qualitative approach allowed the researcher to openly investigate the 

participants’ perspectives, and at the same time, enrich their knowledge and understanding of 

how recent immigrant patients communicate with their healthcare providers. Finally, participants 

were offered opportunities to recommend their own thoughts for solutions and improvements. 

When needed, follow-up questions were asked to elaborate and/or expand the points that the 

participants had made (see Table 1). These focus group discussions ranged in length from 90 to 

120 minutes and were audio-recorded with consent, de-identified, and transcribed verbatim.  

Thematic Analysis 

 The focus group discussions were analyzed using thematic analysis. Thematic analysis is 

a qualitative data analysis approach which allows researchers to describe and interpret collected 
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data using coding techniques (Braun & Clarke, 2006). It is a technique used to identify, analyze, 

and report themes within data, and it is utilized commonly because this approach can address a 

variety of research questions and topics (Castleberry & Nolen, 2018; Creswell, 2014; Nowell et 

al., 2017).  The final step of thematic analysis is to identify categories, themes, and patterns 

derived from the data (Braun & Clarke, 2012). Thematic analysis is categorised into inductive, 

deductive, and summative approaches (Nowell et al., 2017). Many researchers use the inductive 

approach because it helps with the development of theories and /or conceptual frameworks 

(Fereday & Muir-Cochrane, 2006). For this phase of the dissertation research, an inductive 

approach with a thematic analysis and coding technique was used to identify common themes 

within the focus group transcripts. According to Creswell (2014), “Coding is the process of 

analyzing qualitative text data by taking them apart to see what they yield before putting the data 

back together in a meaningful way” (p. 156). 

Specifically, the process of making sense of collected data involved a sequence of 

interconnected steps. First, all audio-recorded focus group discussions were transcribed verbatim 

(Stewart & Shamdasani, 2014). Second, the researcher performed a thorough reading and 

reviewing of focus group transcripts many times to achieve full immersion in the textual data and 

to discover themes and repeated patterns. Thirdly, participants’ responses to questions that stood 

out as quotable were coded to be used as illustrative instances of a theme or sub-theme later 

(Rogers, 2018). Based on comparisons among different coded groups, similar codes were 

grouped together. Based on potential relationships among codes, the researcher then identified 

emerging themes (Saldana, 2016).  
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Second Phase of Data Collection – Survey  

In the second phase of this dissertation research, an online survey that included fixed 

response options and open-ended questions was administered. The population group for this 

phase of the study were healthcare providers working in the hospitals within the city of Ottawa. 

These healthcare providers included physicians who treat, prevent illnesses, and interpret 

medical tests, nurses who provide direct patient care, and administrative staff who manage day-

to-day operations. The inclusion criteria for participants in this phase of the study were (a) 

healthcare providers 18 years and older (b) working in a healthcare setting within the city of 

Ottawa (c) who provided care for recent immigrant patients. The researcher chose to conduct a 

survey with healthcare providers over other data collection tools because healthcare providers are 

a specific population that can be challenging to access through other data collection tools. A 

survey allowed the researcher to reach a large and diverse group of healthcare providers across 

different locations and experience levels. This survey was conducted to gain insight from 

healthcare providers with regard to the role of ICTs in improving communication with immigrant 

patients to help reduce healthcare disparities. 

Recruitment of Participants 

Participants were recruited through a combination of strategies: a letter of information 

was shared with healthcare providers, an email survey was sent to healthcare providers through 

professional networks, and subsequent interest was garnered via word of mouth. Selected 

participants received an invite to participate in a web-based survey. They were asked first to read 

the informed consent form. Once the participants consented to participate in the survey, they 

advanced to fill out the survey. A total number of 106 healthcare providers completed the survey. 
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Protection of Participants  

Several measures were used in this dissertation research to ensure that the participants 

received the ethical considerations required when working with human subjects. First, 

participation in the study was voluntary and confidentiality of the participants was strictly 

maintained. Second, the researcher used REB-approved informed consent form to allow each 

participant to consent or reject to participate in research voluntarily. Participants had the choice 

to decline to participate or quit the survey at any time per the requirements for protecting 

research participants. Finally, no personal identifiable information was collected. The researcher 

ensured anonymity of the participants. The researcher did not include any questions that asked 

the respondents for personally identifiable information.  

Survey Instrument and Measures 

 A considerable amount of time was spent to carefully plan the surveys and to ensure that 

survey design, data collection, coding, and analysis adhered to best practices. From January to 

May 2019, we administered an internet-based survey to a sample of healthcare providers who 

were based in Ottawa.. The survey was distributed to healthcare providers working in the Ottawa 

Hospital General Campus, The Ottawa Hospital Civic Campus, and the Ottawa Hospital 

Riverside Campus. The recruitment process involved reaching out to administrative staff at 

Ottawa Hospital General Campus who shared the survey link with healthcare providers working 

in these hospitals, using internal communication channels such as email. Healthcare providers 

who were interested in participating completed the survey anonymously. 

The survey questions were adapted from a scale published in Schnall, Cho, and Liu’s 

(2018) article: Health information technology usability evaluation scale (Health-ITUES) for 

usability assessment of mobile health technology: Validation study. In addition to socio-



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  61 

 

  

 

 

demographic questions, the survey included open-ended and fixed-choice questions. The open-

ended questions were able to capture information about several topics including healthcare 

providers’ experience using ICTs, healthcare providers’ information needs, communication with 

their immigrant patients. Participants were asked to describe their use of ICTs in healthcare 

delivery, and to specifically discuss their previous experiences communicating with their 

immigrant patients using ICTs. Individuals were able to discuss any factors that they considered 

to be opportunities or challenges to effective communication with their immigrant patients. 

Responses to those questions were assessed and selected for analysis. Additionally, any other 

comments that pertained to opportunities or challenges to the effective use of ICTs in 

communication with immigrant patients were also selected for analysis.  

The closed-ended questions captured the impact of ICTs on communication, perceived 

usefulness, perceived ease of use, and user control. The closed-ended questions of the survey 

consisted of 12 items rated on a five-point Likert scale from strongly agree (1) to strongly 

disagree (5). This survey also provided empirical evidence intended to assist in improving 

patient-provider communication. Completion of the survey took approximately 10-15 minutes.  

Prior to implementation, the survey was peer-reviewed. The draft methodology was 

reviewed by the researcher’s supervisor. From this review, the researcher responded to the 

feedback that was received so as to strengthen the survey design. Additionally, the survey was 

pilot tested on a sample of 5 healthcare providers to assess its readability and readiness. After the 

surveys were completed, the final output was downloaded from Google Docs to create a raw data 

spreadsheet. In order to build a dataset to serve the purpose of thorough analysis, the data was 

cleaned, edited, and sorted.  
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Third Phase of Data Collection – Semi-structured Interviews 

 In the third phase of this dissertation research, semi-structure interviews were conducted. 

Surveyed healthcare providers were asked if they were interested in participating in a follow-up 

interview. Initially, a total of 13 surveyed healthcare providers expressed their interest in 

participating in the follow-up interviews. However, ultimately, six participants from the survey 

agreed to participate in the follow-up interviews. Follow-up interviews were chosen because they 

could provide an opportunity for healthcare providers to share their insights in a more open and 

detailed manner than may be possible in a structured survey. All interviews were held in private 

meeting rooms at the Ottawa Hospital General Campus, The Ottawa Hospital Civic Campus. The 

interviews were conducted in private offices in order to provide participants with privacy during 

their interviews. Prior to each interview, the researcher reminded each participant of the purpose 

of the study and eligibility criteria, which was any healthcare provider who worked in a 

healthcare setting within the city of Ottawa, and who provided care for recent immigrant 

patients. The researcher asked each participant to confirm that they met the eligibility criteria 

before proceeding with the interview. Each participant was advised, prior to signing the study’s 

consent form, that the time to complete the interview would be approximately one hour.  

All participants were informed that they could skip any question that they felt 

uncomfortable answering. To ensure that each participant understood the study’s consent form, 

the researcher read each section of the form out loud, and then asked if the participants had any 

questions. Upon answering all of the questions that the participants had, the participants were 

then asked to sign the consent form. These interviews ranged in length from 45 to 60 minutes 

and were audio-recorded with consent, de-identified, and transcribed verbatim. Demographic 

information collected for these interviews included gender, age, and education.  
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Guiding questions for the one-on-one interview were open-ended to generate relevant 

themes and enrich discussion with the interviewees. When needed, follow-up questions were 

asked to elaborate and/or expand the points that the interviewees were making. Example of the 

type of questions that were asked during the interviews included “What are some of the major 

challenges and problems that you face when communicating with immigrant patients?” and 

“What specific contribution do you think ICTs can make to improve healthcare delivery for 

immigrant patients?” (See Table 2).  

These interviews provided a deeper understanding of the perspective and experience of 

healthcare providers using ICTs to communicate with recent immigrant patients. Additionally, 

the interviewed participants reflected on their experience interacting with their recent immigrant 

patients. For this exploratory study, the responses to questions about healthcare providers’ 

experience using ICTs for communication with immigrant patients were selected for analysis. 

Survey and Interviews Analysis  

When analyzing the survey findings, descriptive statistics was used that relied on a 

combination of table and charts. In particular, descriptive statistics were used to illustrate what 

the data revealed. Additionally, text responses to open-ended questions about healthcare 

providers’ experience using ICTs were transcribed and analyzed thematically. The open-ended 

questions were meant to capture coherent narratives that accurately showed the current use of 

ICTs by a range of health care providers. Finally, to better integrate and analyze our findings, a 

data analysis triangulation was used. Using the principles of Unified Theory of Acceptance and 

Use of Technology, the researcher followed a thematic analysis approach, which allowed the 

themes to straight emerge directly from the data. A between-method triangulation, which 

combined both survey and interview data, was used (Flick et al., 2012). These steps included: 
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first, transcribing all audio-recorded interviews verbatim. Second, the researcher performed a 

thorough reading and review of interview transcripts several times to achieve a thorough 

understanding of the text and to discover themes and repeated patterns. Third, participants’ 

responses that stood out as quotable were coded to be used to compare with the survey 

responses. This approach allowed the researcher to arrange the emerging themes based on both 

interview and survey data.   

This approach complemented and validated the findings for a more inclusive 

understanding of the role of ICTs in improving communication between healthcare providers and 

recent immigrant patients. In this analysis, the researcher focused on issues that related to use of 

ICTs to communicate with immigrant patients.  

Safeguarding Interview Data 

For the one-on-one interviews that were conducted, participant responses and identities 

were strictly maintained. The researcher had the names, e-mails, and phone numbers of the 

people who were interviewed. However, the researcher coded the interviews by number as 

Interview 1, 2, 3, etc. and did not retain the names of participants in any paper files. The same 

coding technique and process was applied to the focus group discussions. The researcher had the 

names, emails, and phone numbers of participants in electronic records and on the audio 

recordings. However, the researcher will destroy the audio recordings of interviews and focus 

group discussions at the conclusion of the dissertation project. The researcher will also delete all 

personally identifiable information from electronic files. All data are kept in a secure location, 

and only the researcher and supervisor have access to the data. Any information shared was 

purely to accomplish the objectives of this dissertation research. 
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Chapter Summary 

In chapter three, the researcher outlined the methodology used to carry out this 

dissertation research. By detailing the procedures, recruitment of participants, data collection and 

data analyses methods, a clearer understanding of the research design was provided. The chapter 

also highlighted the ethical considerations that guided this dissertation research and confirmed 

that the identity of the participants was safeguarded. 

In the following chapter, a detailed account of the research findings will be reported. 
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Chapter 4: Results  

In this chapter, the findings of this dissertation research are presented in two sections. 

The first section reports the results of our focus group discussions. The second section reports the 

results of our survey and the semi-structured interviews. After that, a between-method 

triangulation, which combined the survey and the interview data analysis, is presented (Flick et 

al., 2012). Figure 3 shows primary themes emerged from the focus group discussions, survey, 

and interviews. 

Focus Group Results 

A series of focus group discussions with a sample of recent immigrants was conducted. 

As mentioned in Chapter 4, snowball sampling and chain referral sampling techniques were used 

to recruit study participants. A qualitative approach was used for this part of the study because 

the research problem required understanding how immigrant patients perceive their experience 

accessing healthcare services and communicating with their healthcare providers. An inductive 

approach with a thematic analysis and coding technique was chosen because it allowed to 

explore perceptions, thoughts, beliefs, and concerns among a purposeful sample of 32 immigrant 

patients regarding their communication with their healthcare providers.  

Focus Group Guide Development 

 The focus group discussion questions were developed to answer the following research 

questions: 

RQ1: How does cultural competence in health care improve communication between 

immigrant patients and healthcare providers?  
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RQ2: What are the main challenges and issues that immigrant patients face navigating 

the healthcare system?  

RQ3: What are immigrant patients’ perceptions about ICTs in improving their access to 

health care? 

The first research question focused on examining the role of cultural competence in 

improving communication between immigrant patients and their healthcare providers. The 

second research question focused on identifying issues that immigrant patients encounter when 

navigating the healthcare system in Canada. The third research question focused on exploring 

immigrant patients’ perceptions of ICTs in relation to their access to healthcare services.  

 Twelve open-ended focus group questions (see Appendix D) were formulated to elicit 

participants’ responses regarding their experiences accessing healthcare and communicating with 

their healthcare providers (e.g., how would you describe your experience interacting with 

healthcare providers?). Many participants shared personal experiences, while some participants 

also recounted the experiences of other people (e.g., their spouses, children, friends, and so on) 

when responding to the focus group questions. The insights shared by the immigrant patients 

who participated in this study can help healthcare providers, executives, and policymakers gain a 

better understanding of how recent immigrant patients communicate with their healthcare 

providers. 

Participant Characteristics 

 A total of 32 individuals participated in the focus group discussions (see Table 3). Of the 

32 immigrant patients who attended the focus group discussions, 15 were female and 17 were 

male; none of the participants identified their gender as “other.” Participants’ ages ranged from 
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18 to 64; a majority of participants were in their 20s. Only recent immigrants, defined as 

individuals who arrived in Canada within the last 7 years, were recruited (Statistics Canada [SC], 

2016). This is because the use of modern information technology in healthcare settings is a more 

recent movement (Higgins et al., 2015). Most participants had been in Canada for four years. 

Eleven participants were from the Middle East (e.g., Syria, Lebanon, Iraq, and Yemen) and 

living with family members, mostly their spouses and children. Ten participants were from South 

Asia (e.g., Afghanistan, India, Nepal, and Pakistan), and four participants were from Southeast 

Asia (e.g., Malaysia, the Philippines, and Thailand). Four participants were from Africa (e.g., 

Somalia, Eritrea, Chad), including one from North Africa (e.g., Libya). Only two participants 

identified themselves being from Europe (e.g., Russia), and one participant was from Latin 

America (e.g., Colombia). Some participants had postsecondary education. Many participants 

were students pursing a bachelor’s degree. The income level of the participants ranged between 

earning less than $10,000 (mainly for participants who were students and working part-time) to 

$50,000 or more. The focus group discussions were conducted in English. While the majority of 

participants spoke English, many of them did not speak English fluently.   

Table 3 

Demographic Characteristics of Focus Group Participants (N 32)
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Variables  Range/Level  Focus Group 1 (n= 9) Focus Group 2 (n= 7) Focus Group 3 (n= 8) Focus Group 4 (n= 8) 

Age Range 

 
 

No response  

18 – 29 

30 – 49  
50 – 64  

-- 

 

6 

3 
-- 

4 

2 
1 

3 

5 
-- 

5 

3 
-- 

Gender  Male 

Female  

4 

5 

3 

4 

5 

3 

3 

5 

Geographic Region Middle East 

South Asia 

Southeast Asia 

Africa 

Europe   

Latin America                 

4 

2 

2 

1 

-- 

  -- 

2 

4 

-- 

1 

-- 

-- 

3 

4 

1 

-- 

-- 

-- 

2 

-- 

1 

2 

2 

1 

Length of Stay 1 Year 

2 Years 

3 Years 

4 years 

5 Years 

-- 

-- 

3 

4 

2 

-- 

1 

1 

5 

-- 

3 

2 

2 

1 

-- 

2 

1 

1 

3 

1 

English Language 

Proficiency 
Elementary 

Intermediate 

Advanced   

2 

3 

4 

1 

2 

4 

1 

4 

3 

-- 

3 

5 

Level of Education Hight school graduate      

College Degree                     

Graduate degree                         

2 

5 

2 

 

4 

2 

1 

 

5 

3 

-- 

1 

5 

2 

 

Household Income 

 

Less than $10,000 

$ 20,000 – $29,000  

$ 30,000 - $39,000 

$ 50,000 – 59,000                  

               

               

2 

5 

1 

1 

 

4 

2 

1 

-- 

 

-- 

5 

3 

-- 

2 

4 

2 

-- 
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Focus Group Themes 

 The inductive thematic analysis resulted in the emergence of three main themes and six 

sub-themes (see Table 4). The first theme, communication with healthcare providers, discusses 

immigrant patients’ perceptions of their healthcare provider’s cultural competence. This theme is 

divided into two sub-themes: experience with receiving care and language barriers. The second 

theme, navigating the healthcare system, discusses the ways in which immigrant patients 

navigate the healthcare system, and whether they find it useful. This theme is divided into two 

sub-themes: lack of access to health resources and information and delays in receiving treatment. 

The third theme, use of ICTs by immigrant patients to access healthcare, discusses immigrant 

patients’ perception and willingness to use ICTs for access to healthcare. This theme is divided 

into two sub-themes: types of ICTs used to access healthcare and perceived effectiveness of 

ICTs.   

Communication with Healthcare Providers 

The immigrant patient participants were asked about their perceptions of their healthcare 

providers’ cultural competence. The participants were also asked about their experience 

communicating with their healthcare providers. More than 90% of participants stated that the 

absence of effective communication as well as cultural and language barriers were major issues 

related to interacting and/or communicating with healthcare providers. Participants highlighted 

the importance of developing awareness, knowledge, skills, and attitudes about different cultural 

factors associated with providing healthcare.  

Experience With Receiving Healthcare. When asked about their experience receiving 

healthcare, immigrant patients indicated that communicating with their healthcare providers was 

frustrating. 90 % of participants believed that ineffective communication such as lack of active 
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listening and/or one-sided interactions was attributable to the providers’ limited cultural 

competence, communication skills, and language barriers. 

   The participants mentioned that healthcare services offered by healthcare providers did 

not meet their expectations. They expected more attention and empathy from their healthcare 

providers than what was received. One participant shared an experience where her doctor was 

not willing to listen to her when she was in a vulnerable state. This patient expected more from 

what the doctor was willing to provide in terms of attentive and empathetic care:  

Another case I want to talk about is once I had depression. I waited for half an hour and 

when I saw my doctor, she gave me less than 10 minutes to talk. It was hard for me to 

express my ideas in English, I had to speak slowly, and I needed to talk to her, but she 

was not listening to me. I guess, because my English was not good enough, or maybe she 

did not understand me. She spoke very fast and used some technical words that were 

really hard to understand. This was a bit frustrating. (FGD#2: South Asian female living 

in Canada, between the ages of 30 - 49) 

Overall, the participants highlighted the importance of active listening during patient-provider 

encounters. They thought that their healthcare providers were not receptive to what they were 

saying. The participants shared that active listening could make them feel fulfilled, understood, 

and validated. 

Some participants had mixed responses when asked about their experiences with 

receiving care. These participants indicated that, while for the most part, their experience with 

receiving care had been good, there were nevertheless some unpleasant situations that arose 
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when dealing with their healthcare providers. As a result, one of the issues the participants 

emphasized was the need to increase awareness about cultural sensitivity. For example, one 

participant shared his experience where the doctor reacted differently when they noticed the 

patient’s accent. This participant shared: 

I took my daughter to see a doctor because she had some wax in her ear. I explained the 

situation to the doctor and the way the doctor responded was inappropriate. He said, 

“here in Canada” we use mineral oil to treat ear wax. For me, saying here in Canada was 

inappropriate. The doctor did not know when I came to Canada … if I came here or not. I 

might be a Canadian already and living in Canada for a long time and just had this accent. 

That sounded really judgmental. (FGD#1: Southeast Asian male living in Canada, 

between the ages of 30 - 49)  

Irrespective of patient background, the participants indicated that being culturally competent and 

showing empathy during a patient-provider encounter was an important component for patient 

satisfaction. Overall, the participants believed that some healthcare providers, without noticing, 

were projecting their own cultural values. The participants underscored that cultural sensitivity 

was vital because it could help healthcare providers become more competent in their ability to 

communicate with patient from different cultural backgrounds. 

 Language Barriers. A number of participants stated that they had a difficult time 

communicating with their healthcare providers during their medical encounter. Language 

barriers can be a major challenge for both patients and healthcare providers (Al Shamsi et al., 

2020). More than 90% of the participants stated that it was challenging for them to overcome 

communication barriers and to explain their medical issues to their healthcare providers. The 
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following quotes illustrate how problematic it was for recent immigrant patients to communicate 

with healthcare providers during their medical encounters:  

I cannot communicate with them. I usually take my cousin with me. He has been here for 

a long time. He speaks the language and knows the culture. So, to avoid any 

miscommunication and/or misunderstanding, I just ask him to go with me. He translates 

everything for me. But he sometimes does not understand some medical terms. (FGD#4: 

Middle Eastern male living in Canada, between the ages of 18 - 29)  

It is hard to communicate with them [healthcare providers], but we have no option. 

Sometimes it is hard to get them to understand what you are saying but for the most part, 

we try to explain what we need to explain. I am aware of some people who use 

translators, but it makes things slow, and I also do not want to share my personal health 

information with translators. (FGD#4, Middle Eastern female living in Canada, between 

the ages of 30 - 49) 

Many participants described their experience communicating with their healthcare  

providers as challenging. These immigrant patients elaborated that they struggled to explain their 

health issues or had to find someone to translate for them when interacting with healthcare 

providers. The participants believed that language barriers caused misunderstanding and 

frustration for both the patients and healthcare providers during patient-provider communication. 

Navigating the Healthcare System 

Navigating the healthcare system involves dealing with different parts of the system 

including gaining access to health services and being aware of the treatment options available to 

them (Tsai & Lee, 2016). For example, patients need to find their entry point to the healthcare 
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system, to familiarize themselves within a multitude of healthcare organizations, and to identify 

the right place for their own health issues (Mckenney at el., 2018). Not every patient has the 

ability to meet such navigation requirements.  

Lack of Access to Health Resources and Information. All immigrant patients 

participating in this study agreed that the healthcare system in Ottawa was useful and provided 

good quality healthcare services compared to the healthcare systems in their home countries. 

However, a majority of participants (80%) stated that they nevertheless also faced issues such as 

lack of access to healthcare resources and delays in treatment. Many participants discussed the 

lack of access to sufficient healthcare resources and information for newcomers about locating 

the right doctor for certain health issues. For example, a young female immigrant stated:  

When I first came, no one told me how to navigate the healthcare system. It was very 

difficult and time consuming to look for health related issues. So, I just ask my mother 

what to do if I have something. Like what medicine should I take? The problem here was 

when you are new here nobody introduces you to the healthcare system and other systems 

like how to get driving licence and what not. It is really big missing item here. (FGD#2: 

African female living in Canada, between the ages of 18 - 29) 

Our participants shared that they had problems in finding their way within the healthcare  

system and in dealing with their health-related issues. In some cases, they had to ask their family 

members to help them because they did not know how to access healthcare resources.   

The lack of access to healthcare resources was particularly highlighted among immigrants who 

were attending university. Our findings revealed that those immigrants attending university 

looked for tools and resources showing them how to access healthcare during the orientation at 

the beginning of the school year. Our participants argued that this would have been useful, and 
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indicated that lack of access to such resources and health information led to a lack of awareness 

of important health care services that were existed. 

  Many participants indicated that they were exposed to the healthcare system for the first 

time. Those participants explained that they were seeking instructions on how to find healthcare 

information. They believed that community health centers and service organizations should 

provide the required information rather than leaving it for the immigrants to find healthcare 

information on their own. As one participant shared: 

You know… I wish there was any workshops or webinars where we could learn about 

health services available for new immigrants. Technology can help. For example, 

community centers can host webinars for us to learn about healthcare services. This could 

help a lot. (FGD # 2: South Asian male living in Canada, between the ages of 18 - 29)   

Our participants emphasised the role of community centers in increasing access to healthcare 

resources for immigrant patients. They expressed their willingness to receive training as to where 

to find healthcare resources and/or information. The participants felt that having access to this 

kind of information could help in acquiring knowledge on the healthcare services available in 

their communities.   

Delays in Treatment. A number of participants (85%) spoke about delays in being seen 

by their healthcare provider. The participants mentioned the challenges associated with the 

availability of interpretation services, eligibility for healthcare coverage, and wait times. In 

particular, healthcare eligibility was a serious barrier to healthcare for some newcomers to 

Canada, as noted by this participant:  

When I arrived, I could not get health insurance coverage. I had to wait for three months 

to be eligible for healthcare services. To be honest, health insurance rules were not easy 
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for me to navigate. (FGD#2: South Asian female living in Canada, between the ages of 

30 -49) 

The participants stated that as newcomers to Canada, they were subject to a 3-month waiting 

period before the effective date of health insurance coverage. They highlighted the importance of 

having immediate health insurance coverage because it was essential for promoting and 

maintaining their health. They believed that delays in obtaining health insurance coverage made 

it difficult for them to access certain healthcare services.  

Furthermore, the participants talked about the process of meeting a healthcare provider 

(e.g., a family physician). They stated that it could take several months of waiting. A young male 

participant stated:  

The system is organized, I agree, but they are very relaxed and take things very slowly. It 

is easy for them to say, ‘Come after 4 months.’ In my case, it took longer because I tried 

to find a doctor who could speak my language.  (FGD#2: Middle Eastern male living in 

Canada, between the ages of 18 – 29) 

Another participant said:   

If I want to see a doctor, it takes a long time, especially if I want to see a specialist. It 

may take about 3 months because interpretation services are limited. They really should 

increase the use of telemedicine. (FGD#3: Southeast Asian female living in Canada, 

between the ages of 30 - 49) 

Participants expressed frustration when discussing the challenges that they encounter when 

navigating the healthcare system, particularly regarding eligibility, wait times, accessing 
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healthcare information and resources, booking an appointment, and receiving the proper 

treatment quickly. Many participants felt they had limited access to satisfactory health services 

and found the requirements and procedures to be demanding and difficult. Seeking proper 

healthcare was more challenging when immigrant patients, or their loved ones, were faced with a 

serious health problem. Many of the immigrant patients who participated in this study indicated 

that programs aimed at helping immigrants navigate the healthcare system in Canada should 

consider alleviating these challenges and do their best to satisfy the health needs of immigrant 

patients.  

Use of ICTs by Immigrant Patients to Access Healthcare 

  Two subthemes related to the use of ICTs for communication with healthcare providers 

were identified in our analysis: the type of ICTs that are being used by recent immigrant patients 

for health-related matters, and the perceived effectiveness of ICTs in accessing healthcare. 

Type of ICTs. Among the available ICT tools, our participants stated that they all had 

mobile phones and access to the Internet. Some participants also had laptops or computers, and 

many used social media platforms such as Facebook, Twitter, Instagram, Viber, and WhatsApp. 

In addition, they used a variety of web-based tools like “Google” to look for health services (e.g., 

www.publichealthontario.ca). Some participants also indicated that they had used ICT tools to 

look for healthcare services. For example, text messages via digital platforms such as group chat 

Apps (WhatsApp) were used by participants to both send and receive health information about 

the lived experiences of particular conditions, as well as to communicate with online health 

bloggers, clinicians, and other health professionals who were willing to offer advice and support 

as to what to do when they had health issues. A majority of participants strongly agreed that 

http://www.publichealthontario.ca/
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ICTs could serve as a means for communication with their healthcare providers and/or accessing 

healthcare services.  

The following quotes are some examples of participants’ accounts of how ICTs helped 

them: 

I recently joined a group online, “Syrian Doctors”. It is on Facebook. So, what I do is I 

post my questions and they answer me in my own language. I think it is really good. 

(FGD#3: Middle Eastern male living in Canada, between the ages of 18 – 29) 

I also joined a group on WhatsApp. They answer all my questions and if they do not 

know, they will tell me that they are not sure. Sometimes people who have faced the 

same experience answer the question. So, it is really good. (FGD#3: South Asian female 

living in Canada, between the ages of 18 -29) 

These participants explained that they heavily relied on health information found online and they 

used social media sites (e.g., WhatsApp) to find information about healthcare specialists and to 

connect with other patients to seek social support by sharing similar experiences and learning 

from them. Our participants indicated that social media sites helped them in the process of 

selecting specialists, allowing them to make informed decisions on the best practices to seek 

care. 

Perceived Effectiveness of ICTs in Access Healthcare. During the focus group 

discussions, participants were asked to indicate how effective applications of ICTs were for 

improving access to healthcare. Participants indicated that ICTs could enhance the quality of 

healthcare services by speeding up health services. For example, by using ICTs to access health 



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  79 

 

  

 

services (e.g., telemedicine), patients could save money and time because they do not need to 

travel for long distances to see their healthcare providers. Participants also indicated that ICTs 

could provide a platform for all patients to search for medical or health-related information. The 

participants also believed that ICTs made it easier for them when they attempted to self-

diagnosis and/or check for wait times before seeing their healthcare providers for medical 

consultations: 

Yes, ICTs [are] good. For example, in the Ottawa clinic, they have some websites that 

have features that tell you the wait times, which I think is a good thing for me to be able 

to plan ahead. (FGD#4: Latin American male living in Canada, between the ages of 18 -

29)  

When we do blood test, we can see the result online. We also use google a lot to look for 

health information. Nowadays, we do go online to look for health information. There is 

this website that we access to look for immunization. When you go there, you put your 

name and health card number, and you access your immunization record. You do not 

have to pay for it. It is easy to do. (FGD#4: European female living in Canada, between 

the ages of 30 -49) 

It was highlighted by all participants that ICTs were beneficial to use for checking appointment 

wait times, accessing lab results, and for online medical consultations. However, a majority of 

participants (80%) believed that the use of ICT applications could only complement, not replace, 

a face-to-face meeting. The participants argued that even though ICTs could increase access to 

healthcare services, it was still more important to use face-to-face encounters because such 

communications allowed for a better exchange of information, and they allowed healthcare 
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providers to ascertain patients’ specific care needs. While the participants perceived 

effectiveness of ICTs positively, many participants nevertheless also discussed issues related to 

their ability to use ICTs for healthcare purposes. It was important for the immigrant patients to 

improve their digital literacy competence as they use those ICT tools to access healthcare. They 

believed that being able to properly utilize digital technologies, for example, smartphones, 

laptops, and computers, could assist them to better manage and track their healthcare seeking 

activities.  

Table 4 

Themes, Sub-Themes, and Example Quotes 

Themes and Sub-Themes Example Quotes  

Communication with Healthcare 

Providers       

Just last month, I was sick, and my 

family doctor did not give me 

enough time to speak about my 

issue. I tend to speak slowly, and 

she talked in a way that indicated 

he was too busy. He also asked my 

husband to leave the room. 

(FGD#2: South Asian female living 

in Canada, between the ages of 30 – 

49. 

Communication has always been an 

issue for me. I prefer to see doctors 

who are from my culture. 

They speak fast, I am not 

comfortable to ask them to speak a 

bit slowly so that I understand. 

FGD#4: Middle Eastern male living 

in Canada, between the ages of 18 – 

29.  

 Experience with Receiving Care 

 

 

 

 

 Language Barriers                                                            

I just pretend that I understand. 

They should explain medical terms’ 

meanings. Also, they did not have 

pen and paper available for me to 

write down questions or notes. 

FGD#4, Middle Eastern female 

living in Canada, between the ages 

of 30 – 49. 

I am not comfortable explaining 

health issues in English. There are 

many medical terms that I do not 

understand. FGD#2: South Asian 

male living in Canada, between the 

ages of 18 - 29  

It is a bit frustrating when my 

doctor does not listen to me. It 

happened a lot. I understand that 

they see a lot of patients, but they 

should make time for us. FGD#1: 

Southeast Asian male living in 

Canada, between the ages of 30 – 

49. 

Due to my limited language, my 

doctor will be less likely to 

understand my concerns. FGD#1: 

Middle Eastern male living in 

Canada, between the ages of 30 -49.                                                                                            
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Navigating the Healthcare 

System 

 

 

The healthcare system is confusing, 

and it is hard to find a family 

physician who is ready to take you. 

I found a physician who spoke my 

language, but his office was too far 

from my place. FG#2: African 

female living in Canada, between 

the ages of 18 – 29. 

I think we all had problems finding 

the right health services. You can 

find information about physicians’ 

genders, the languages they speak, 

the areas they practise, but not all 

the listed physicians accept new 

patients. FG # 2: South Asian male 

living in Canada, between the ages 

of 18 – 29.   

  

  Lack of Health Resources and     

   Information  

 

 

Delays in Treatment 

 

 

 

 

If I got sick, I just ask my family 

where to go. It is hard to find 

reliable information online that is 

easy to read and understand. 

FGD#1: Middle Eastern female 

living in Canada, between the ages 

of 18 -29.                                                                                              

Oh, it is scary to get sick. It may 

take six months to see a specialist. I 

am new to Canada. I do not have 

healthcare benefits at work and 

medication is expensive. FGD#1: 

Middle Eastern female living in 

Canada, between the ages of 30 -49.                                                                                              

Yes. there is too much health 

information online. But the thing is 

where can I find reliable health 

information posted for newcomers. 

FGD#1: Middle Eastern female 

living in Canada, between the ages 

of 18 -29.                                                                                              

The process of meeting a healthcare 

provider is too long. I had to find a 

family doctor who had to make a 

referral for me and then I had to 

wait for a long time to be seen. 

FGD#3: South Asian female living 

in Canada, between the ages of 30 – 

49.   

Use of ICTs to Access Healthcare I actually rely on social media to 

look for healthcare services. they 

are very helpful. FGD#3: Middle 

Eastern male living in Canada, 

between the ages of 30 – 49. 

Joining groups on Facebook and 

WhatsApp was help. we discuss 

health issues. FGD#3: Middle 

Eastern male living in Canada, 

between the ages of 18 – 29. 

   Types of ICTs Used to Access  

   Healthcare                

I use my cellphone. health apps are 

very easy to download. FGD#4: 

European female living in Canada, 

between the ages of 18 -29. 

I have used telemedicine, I loved it. 

FGD#4: European male living in 

Canada, between the ages of 30 -49.     

  Perceived Effectiveness of ICTs              I got to check my blood work 

online. It was pretty 

straightforward. FGD#1: Southeast 

Asian female living in Canada, 

between the ages of 18 -29.                

Booking appointment online saved 

a lot of time (FGD#4: Latin 

American male living in Canada, 

between the ages of 18 -29).                                             
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Survey and Interview Results 

As previously mentioned in Chapter 3, survey and interview data were collected from 

healthcare providers utilizing: (1) online survey with a sample of healthcare providers and (2) 

semi structured interviews with a sample of healthcare providers. Then, a between-method 

triangulation, which combined both survey and interview data analysis, was employed (Flick et 

al., 2012). Triangulation was used for this dissertation research because this approach allows for 

a concomitant examination of a phenomena with different data sources (Cooper & Hall, 2016). It 

is a strategy that researchers use to increase the validity of the research findings (Kern, 2018). 

The researcher collected the data from two sources, namely survey and interviews. Data from the 

survey were triangulated with the interview data to reinforce findings. This approach allowed us 

to integrate and analyze our findings to better understand healthcare providers’ demographics 

and their perceptions as they related to their experience communicating with immigrant patients.  

Research Questions 

Two research questions were addressed during this phase of the study:  

RQ4: What are healthcare providers’ perceptions about ICTs in improving access to 

health care for immigrant patients? 

RQ5: What are healthcare providers’ perceptions about ICTs being effective in 

improving their communication with immigrant patients?   

The fourth research question was developed to identify healthcare providers’ perceptions 

with regards to using ICTs to improve access to healthcare for immigrant patients, while the fifth 
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research question was developed to explore healthcare providers’ opinions about using ICTs to 

improve their communication with immigrant patients.  

For the semi-structured in-depth interviews, 11 interview questions were developed for 

healthcare providers to guide this part of the research (see Table 2). These 11 focused interview 

questions were analyzed against other healthcare providers’ survey responses.  

Demographic Characteristics of Survey Participants  

 A total of 106 healthcare providers completed the survey (see Table 5). Of the 106 

healthcare providers who completed the survey, seventy-two (67.9%) were female, thirty-three 

(31.1%) were male, and one person identified as gender fluid. The majority (63, 59.4%) of the 

survey participants self-identified as Caucasian, 13 (12.3%) participants as Middle Eastern/Arab, 

10 (9.5%) participants as Southeast Asian, seven (6.6%) participants as African, six (5.6%) 

participants as South Asian, two (1.9%) participants as Latin American, and only one (0.94%) 

participant as East Asian. Two (1.9%) participants identified themselves being from the First 

Nations community and two (1.9%) participants identified themselves as mixed race (See Table 

5). Participants who were between the ages of 18 and 29 represented 38.7% of the total sample. 

Those between the ages of 30 and 49 represented 43.4%. Those 50 years of age and older 

represented 17.9%. All of the participants (100%) used ICTs for communication in their 

everyday lives. Many of them also used ICTs to communicate with their patients.  

 

 

 

Table 5 

 Demographic Characteristics of Survey Participants (N 106)  
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Age Range Gender Ethnic/cultural origin Total 

18-29 years  Female African 4 

    Caucasian 18 

    East Asian  1 

    Middle Eastern/Arab 2 

    Mixed race 1 

    South Asian 2 

    Southeast Asian 4 

  Female Total   32 

  Male Caucasian 5 

    South Asian 2 

    Southeast Asian 2 

  Male Total   9 

18-29 years old Total     41 

30-49 years  Female African 2 

    Caucasian 17 

    

half French and half 

Arabic  1 

    Latin American 2 

    South Asian 2 

    Southeast Asian 2 

  Female Total   26 

  genderfluid Caucasian 1 

  genderfluid Total   1 

  Male Caucasian 8 

    First Nation 1 

    Middle Eastern/Arab 8 

    Southeast Asian 2 

  Male Total   19 

30-49 years old Total     46 

50-64 years  Female African 1 

    Caucasian 9 

    First Nation 1 

    Middle Eastern/Arab 3 

  Female Total   14 

  Male Caucasian 5 

  Male Total   5 

50-64 years old Total     19 

Grand Total     106 
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Demographic Characteristics of Interview Participants  

As mentioned previously, this dissertation research conducted in-depth interviews with 6 

healthcare providers of whom two participants were male and four were female. Two 

participants were between the ages of 18 and 29 and four participants were between the ages of 

30 and 49. Three participants self-identified as Caucasian, two as Middle Eastern/Arab, and one 

as Southeast Asian. With regard to educational background, two participants had a post-

secondary degree and four participants had completed graduate school (see Table 6).  

Table 6 

 Demographic Characteristics of Interview Participants (N 6)  
Age Range Gender Education  Ethnic/Cultural Origin Occupation 

30-49 years  Female Graduate Degree Caucasian Nurse Practitioner 

18-29 years  Female Post-Secondary 

Degree 

Middle Eastern/Arab Administrative Staff  

18-29 years  Male Graduate Degree Caucasian Nurse  

30-49 years  Female Post-Secondary 

Degree 

Southeast Asian Nurse 

30-49 years  Male Graduate Degree Caucasian Physician  

30-49 years  Female Graduate Degree Middle Eastern/Arab Administrative Staff 

 

When analyzing the survey findings, descriptive statistics were used, mainly a 

combination of table and charts to illustrate what the data revealed. Additionally, text responses 

to open-ended questions about healthcare providers’ experience using ICTs were transcribed and 

analyzed thematically. The open-ended questions were meant to capture coherent narratives that 
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accurately showed the current use of ICTs by a range of health care providers. Finally, to better 

integrate and analyze our survey and interviews findings, data triangulation was used. In 

particular, a between-method triangulation, which combined both survey and interview data, was 

used (Flick et al., 2012). This approach helped to complement and validate the findings for a 

more inclusive understanding of the role of ICTs in improving communication between 

healthcare providers and recent immigrant patients.  

Use of ICTs for Health Care to Communicate with Immigrant Patients 

To understand the role of ICTs for healthcare communication with immigrant patients, 

surveyed healthcare providers were asked questions related to their use of ICTs in healthcare 

delivery. These healthcare providers were asked to provide information regarding their use of 

ICTs to communicate with immigrant patients. The surveyed healthcare providers who answered 

yes to this question were asked to provide more information about the type of ICTs that they had 

used to communicate with immigrant patients. Those who said they had not used ICTs to 

communicate with immigrant patients were asked to explain why.  

Out of the 106 surveyed healthcare providers, 65 (61.3%) responded to this question. The 

respondents generally felt that using ICTs to communicate with immigrant patients was 

important because ICTs could foster communication between providers and patients. 

Nevertheless, a majority of respondents (67.1%) said they only used the telephone, or in some 

cases, email to communicate with immigrant patients. With regard to ICTs, online patient portal, 

Electronic Health Record, Email newsletter, and virtual group meetings were the most types of 

ICTs that surveyed healthcare providers recommended. Many surveyed healthcare providers said 

that they would like to use ICTs to communicate with immigrant patients because they believed 
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that ICTs would allow them to better reach these patients. However, these healthcare providers 

expressed doubts about immigrant patients’ ability to use ICTs to communicate with healthcare 

providers. Several respondents suggested that prior to using ICTs for communication with 

immigrant patients, it was more important to develop clarity regarding the type of ICTs that were 

suitable for communicating with them.  

Table 7 

Use of ICTs by Surveyed Healthcare Providers  

ICTs Used Type of ICTs 

Documentation and sending information to patients Online patient portal 

Translation Services  Google translate 

Interpretation services Telephone interpretation 

Email communication Email 

Follow ups and appointment reminders SMS text message via mobile phones 

Medical consultations  Tele/video conference 

Booking appointments  Telephone/phone calls 

 

All interviewed healthcare providers shared that using ICTs such as an online patient 

portal, text messaging, and email would be challenging for immigrant patients. They believed 

that accessibility issues as well as limited knowledge of technology for many immigrant patients 

meant that ICTs would not be a good way to communicate with them, unless immigrant patients 
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were taught or provided with more information about using technology to communicate with 

their healthcare providers. For example, as one Caucasian male nurse, living in Canada, between 

the ages of 18 and 29 shared:   

I don't think many of them would be able to use technology or anything like online 

patient portals…. you know… any electronic. They have to first learn how to use it… 

teaching them [immigrant patients] the benefit of the technology and how to use it first, 

then we can maybe come with a technology-based method to communicate with them.                                                                                   

(Interview #6) 

Interviewed healthcare providers thought that immigrant patients had issues navigating 

technology to communicate with their healthcare providers. Interviewed healthcare providers 

believed that training immigrant patients on how to use technology for communication could 

result in advances in their technology access and use.   

Our findings showed that among both interviewed and surveyed healthcare providers 

there were no differences in preferences for communicating with the immigrant patients. Some 

surveyed healthcare providers, and a majority of interviewed healthcare providers (90%), 

preferred face-to-face communication with patients, especially for health issues that were of 

critical concern.  

Face to face meetings with immigrant patients help facilitate appropriate counseling, and 

it can also reduce the chances of misinterpretation of messages or emails. (Interview #3: 

Caucasian male physician, living in Canada, between the ages of 30 and 49) 
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Interviewed healthcare providers argued that it was important for patients to meet face-to-face 

with their doctors because some doctors were concerned about using technology (e.g., 

communication via telephone or email) to address urgent symptoms, and also to avoid medical 

errors due to the absence of physical examinations.  

Both interviewed and surveyed healthcare providers were positive about their ability to 

use ICTs for communication with immigrant patients. They only expressed doubt about the 

ability of immigrant patients to use ICTs for health-related communication.  

We use technology in our daily work. We have no issues with technology, but the thing is 

that navigation of technology may be challenging for immigrant patients with less 

technological experience. (Interview #1: Southeast Asian female nurse, living in Canada, 

between the ages of 30 and 49) 

Both interviewed and surveyed healthcare providers further indicated that they have been using 

ICTs to communicate with patients. However, these healthcare providers believed that immigrant 

patients might need to improve their digital literacy skills in order to improve their online 

communication with their healthcare providers. Moreover, these healthcare providers thought 

that without addressing immigrant patients’ digital literacy skills, online communication with 

healthcare providers would be an added layer of burden for the immigrant patients and it would 

be an obstacle for the healthcare providers if they want to integrate ICTs in their communication 

with immigrant patients. 

Surveyed healthcare providers were asked to offer recommendations regarding the type 

of ICTs that could be used to communicate with immigrant patients. Out of the 106 healthcare 
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providers surveyed, 51 (48.1%) responded to this question. The most common responses were 

related to using ICTs to further overcome language barriers. Many surveyed healthcare providers 

(85%) stated that it was challenging for them to overcome communication barriers and to explain 

medical issues to their immigrant patients. These healthcare providers indicated that this was 

because immigrant patients with limited language proficiency were more likely to have 

difficulties in understanding the instructions of their healthcare providers; therefore, using 

interpretation services offered remotely was necessary. Surveyed healthcare providers 

recommended augmenting their use of ICTs with videos/images with demonstrations to 

overcome language barriers. They believed that language-based information videos were very 

helpful for instructing immigrant patients. This technology can allow immigrant patients to 

understand important information that they ordinarily would not have comprehended had their 

healthcare providers provided the information verbally.  

Many findings from the survey were aligned with findings from our interviews. A 

majority of interviewed healthcare providers (90%) stated that technology could enhance quality 

of care by providing better access to medical information. Technology assisted immigrant 

patients to overcome communication barriers, and to explain their medical issues to their 

healthcare providers, for example the use of Google translate. 

We do offer interpreter services here, but when you are calling the patients to figure out if 

they need an interpreter, it is difficult to communicate with them and say what you want 

to say unless there is someone in the office that speaks that language. Like you cannot say 

anything to the patients besides like…. ok someone else will call you back for interrupter 
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services. (Interview #4: Middle Eastern/Arab female administrative staff, living in 

Canada, between the ages of 18 and 29) 

Interviewed healthcare providers stated that it was important for them to have more information  

about their immigrant patients. They mentioned issues with their interpretation services that they 

offer for their immigrant patients. For example, it would be helpful for healthcare providers to 

have access to information about language skills before contacting their patients. These 

healthcare providers stated that having access to such information would help them determine if 

the patients needed interpretation services or not.     

The healthcare providers who participated in the interviews recommended the use of 

electronic translation services like Google translate, as well as Electronic Health Records (EHRs) 

that could produce patient information materials in multiple languages. The healthcare providers 

suggested that such services would allow for translations, or visual representation, of what was 

being described by the healthcare provider. According to our interviewed healthcare providers, a 

language translation tool such as an iPad was especially useful if translation options were 

available within the program. Video based translation services (e.g., Skype) increased 

accessibility in hospital settings (e.g., the emergency department).  

Lastly, both surveyed and interviewed healthcare providers recommended using social 

media, online patient portals, and text messaging for easy access to health information as long as 

the language barrier issue was sufficiently addressed to avoid loss of information. For example, 

electronic medical record systems that could arrange appointment booking requests and reminder 

calls in the client's language of preference helped in scenarios where language was an issue. 

Additionally, many interviewed healthcare providers recommended using email addresses to 
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reach out to immigrant patients so that immigrant patients with language barriers could translate 

the email, and then write their response later. For example, as one of the interviewed healthcare 

providers shared:  

There is one thing that a lot of people at this hospital ask for, which is email. We are not 

allowed to communicate with patients with email because it could breach privacy very 

easily, and I feel like we have to do that, like if the patient is deaf, then we cannot call 

them right? Sending email to deaf patients had to be approved by our manager! Also, a 

lot of patients with limited language proficiency asked us to send them an email because 

they can just use Google to translate to their first language. (Interview #5: Caucasian 

female nurse practitioner, living in Canada, between the ages of 30 and 49) 

Interviewed healthcare providers highlighted the importance of using email to communicate with 

patients with limited language proficiency. They believed that using email to reach out to 

immigrant patient enhanced communication by giving the immigrant patients adequate time to 

translate what was sent to them in their mother tongue.  

Healthcare Providers’ Perceptions About ICTs in Improving Access to Health Care for 

Immigrant Patients   

To understand healthcare providers’ perceptions about ICTs in improving access to 

health care for immigrant patients, surveyed healthcare providers were asked to respond to close-

ended questions related to the role of ICTs in facilitating health care delivery for immigrant 

patients. The close-ended questions consisted of 12 items rated on a five-point Likert scale 

ranging from strongly agree (1) to strongly disagree (5). The following themes emerged as a 

result of our analysis of the responses: (1) Impact of ICTs on communication with immigrant 
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patients; (2) perceived usefulness of ICTs for healthcare providers; (3) challenges related to 

perceived ease of use of ICTs for communication with immigrant patients; and (4) user control 

and perceived usability of ICTs for healthcare providers (see Appendix I). As mentioned in 

Chapter 3, the survey items were adapted from a scale utilized by Schnall et al., (2018). 

Impact of ICTs on Communication with Immigrant Patients  

Surveyed healthcare providers were markedly positive about using ICTs to communicate 

with immigrant patients. They believed that such technology would be useful and would improve 

access to healthcare services for all patients including recent immigrants. A majority of surveyed 

healthcare providers (85.7%) agreed that using ICTs would improve their communication with 

immigrant patients. Only 14.3 percent either disagreed (10.5%), or strongly disagreed (3.8%) 

that ICTs would be a positive addition to healthcare providers’ communication with recent 

immigrant patients.  

The interview findings complemented and enhanced the survey data related to using ICTs 

to communicate with immigrant patients. For example, interviewed healthcare providers 

indicated that their knowledge and awareness of how to navigate electronic health systems could 

help immigrant patients as new users. These healthcare providers mentioned that they could 

engage their immigrant patients in a conversation about electronic health records and answer any 

questions that immigrant patients may have. This was important for immigrant patients who had 

low digital and health literacy skills. Overall, the findings revealed that healthcare providers had 

a positive attitude toward using ICTs to deal with their patients.    

[Technology] makes everybody feel better. It makes the patients feel better. It stops the 

frustration. It is a very positive contribution because it makes interaction with patients so 
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much better. Especially with the physicians, a lot of the physicians want to communicate 

with the patients. They do not want to deal with somebody else, and if we have better 

way of communicating with our patients, it would be great. (Interview #1: Southeast 

Asian female nurse, living in Canada, between the ages of 30 and 49)  

Many interview participants mentioned their willingness to use ICTs to communicate with their 

patients. They believed that using technology to deliver healthcare increased access to healthcare 

services for all patients and in turn improved their health outcomes. Further, healthcare providers 

believed that once they are well trained in using ICTs, they would have the potential to provide 

faster healthcare services to recent immigrant patients. This finding also supported the notion 

that there was minimal negative sentiment among healthcare providers regarding the possibility 

that ICTs would impede their communication with healthcare providers.  

Survey participants were asked whether ICTs would be an important part in meeting their 

information needs related to communication with immigrant patients. 53 percent either agreed 

(20.8%) or strongly agreed (33%) that ICTs were important in meeting their information needs 

related to communicating with recent immigrant patients. The distribution of participants who 

were neutral about this question was considerably higher at 33 percent. 13.2 percent either 

disagreed (9.4%) or strongly disagreed (3.8%) that ICTs were important with regard to their 

communication with recent immigrant patients. Many interview participants indicated that ICTs 

could facilitate access to information that can help healthcare providers in their communication 

with the immigrant patients However, these healthcare providers were not entirely sure that 

many immigrant patients had the digital skills needed to use ICTs to share important information 

(e.g., language preferences and preferred method of contact). Interview participants emphasized 
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the importance of acquiring information related to their communication with immigrant patients. 

For example, one of the interviewed healthcare providers shared some concerns about obtaining 

information to arrange appointment booking requests:   

Like I said, when everything is put in the system, you are saving a lot of time and it is 

more effective and more efficient when it comes to patient care. For me in my position, 

I do the booking, and a lot of the time, they sent a fax, and when the patient called, I 

could not communicate with them, and I did not get any paper. So, I would have to call 

the doctor, and locate the documentation, and that was a waste of time. (Interview #2: 

Middle Eastern/Arab female administrative staff, living in Canada, between the ages of 

30 and 49)  

Many interviewed healthcare providers shared that several medical errors occurred because the 

healthcare providers did not have sufficient information about the health issues facing the 

immigrant patients they were treating. Electronic Health Records, have drastically improved 

access to reference information (Tieu et al., 2017). ICTs have become an integral part in both 

delivering and giving access to healthcare (Lindberg et al., 2013). Moreover, previous research 

showed that family-centered care interventions improve health outcomes (Goldfarb et al., 2017). 

The survey assessed participants comfort with family/patient involvement in care (e.g., 

consultation about habits related to health)., and whether ICTs could be used to support 

patient/family participation in care. All participants (106) responded to this question. 62.2 

percent either agreed (29.2%) or strongly agreed (33%) that ICTs would increase the presence 

and participation of family members in care. 23.6 percent neither agreed nor disagreed that ICTs 
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would allow for patient/family participation in care. 14.1 percent either disagreed (9.4%), or 

strongly disagreed (4.7%) that ICTs would increase family/patient involvement in care.  

Many interviewed healthcare providers highlighted the need to involve patients and their 

family members in treatment because it would lead to better informed patients with regard to 

their treatment options, and it would improve their access to information. These interview 

participants further believed that family members have an important role in the management and 

guidance of using ICTs. For example, the participants shared that some patients required special 

assistance due to certain diseases and/or disabilities. For many interviewed healthcare providers, 

ICT tools like video technology helped with issues such as guiding the patients and their families 

in the use of medical equipment such as wearable heart monitors. Additionally, some 

interviewed healthcare providers shared that immigrant patients could use video calls to connect 

with their close family members who lived in their countries of origin, which could provide some 

level of family and social support for these immigrant patients to alleviate the stress related to 

their health issues (Ahmed et al, 2020).    

Perceived Usefulness of ICTs for Healthcare Providers 

 Perceived usefulness of ICTs in healthcare delivery refers to whether healthcare 

providers believe ICTs are of assistance in relation to supporting access, exchange, and sharing 

of information, and whether ICTs improve healthcare providers’ overall job performance (Aceto 

et al., 2018). As we recall from UTAUT, when integrating ICTs into healthcare services, 

perceived usefulness is a crucial determinant because it predicts healthcare providers' 

intentions to use ICTs, as well as their attitudes towards technology usage. Hence, it was 

important to ask our participants about their perception in relation to the usefulness of ICTs for 
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the healthcare services that they provided to immigrant patients. Out of the 106 healthcare 

providers who were surveyed, 105 participants responded to this question. 64.7 percent either 

agreed (35.2%) or strongly agreed (29.5%) that ICTs were useful and that ICTs allowed them 

and their patients to save time. 29.0 percent neither agreed nor disagreed. 16.2 percent either 

disagreed (9.5%), or strongly disagreed (6.7%) that ICTs allowed them and their patients to save 

time. 

Many interviewed healthcare providers stated that the use of electronic health records 

could help healthcare providers improve immigrant patients’ care. These healthcare providers 

believed that EHRs were useful in allowing them to obtain information about health services and 

their patients. For example, healthcare providers had access to patients’ electronic health records, 

where they could quickly locate information about their immigrant patients’ special notes (e.g., 

certain cultural and health beliefs), health issues, and medications that their patients had taken in 

the past. One of the interviewed healthcare providers stated:  

Using ICTs made sharing information easier. As health information is more readily 

passed between healthcare providers and their patients, our job gets better… something 

that helps all of us within the chain of care, from staff and physicians to pharmacists and 

patients. (Interview #3: Caucasian male physician, living in Canada, between the ages of 

30 and 49) 

Additionally, interviewed healthcare providers indicated that educational materials offered online 

about the healthcare system could help immigrant patients understand how to access healthcare 

services. Interviewed healthcare providers highlighted the importance of offering these 



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  98 

 

  

 

educational materials in multiple languages. Having access to such educational materials in 

multiple languages can help in reducing healthcare disparities. 

The findings showed that ICTs could help to access and share specific information about 

immigrant patients, e.g., information on certain health practices. Such information can assist 

healthcare providers in providing tailored healthcare for immigrant patients, which can 

contribute to reducing healthcare disparities (Douglas et al., 2015). 

  With regard to how convenient ICTs were for healthcare providers in communicating 

with immigrant patients, only 63.8 percent of healthcare providers who were surveyed either 

agreed (31.4%) or strongly agreed (34.4%) that using ICTs provided more convenience in their 

communication with recent immigrant patients. 22.9 percent neither agreed nor disagreed. 13.3 

percent either disagreed (9.5%) or strongly disagreed (3.8%) that ICTs provided added 

convenience in communicating with recent immigrant patients. Many interviewed healthcare 

providers pointed out that it would be convenient if they could use mobile applications for 

communication with immigrant patients. Interviewed healthcare providers believed that these 

technologies provide more convenience and can help in situations where patients had a language 

barrier. These healthcare providers indicated that mobile applications containing software with 

translation abilities have promising potential to improve communication with immigrant patients 

who have language barriers. 

Many interviewed healthcare providers mentioned that digital decision support systems 

gave healthcare providers access to medical guidelines for evidence-based healthcare, and this 

improved the quality of their healthcare services. As one interview participant shared:  
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Digital clinical guidelines make providing care consistent. Regardless of location or who 

is the healthcare provider, patients will be cared for in the same manner. (Interview #5: 

Caucasian female nurse practitioner living in Canada, between the ages of 30 and 49)   

Interviewed healthcare providers thought that digital clinical guidelines could improve 

immigrant patients’ care by helping healthcare providers make informed decisions regarding the 

unique healthcare needs of immigrant patients.  

With respect to the role of ICTs in facilitating both patient care and administrative 

processes, 67 percent of surveyed healthcare providers agreed that ICTs would be useful in both 

providing care to patients and facilitating administrative processes.19.8 percent neither agreed 

nor disagreed. 13.2% percent either disagreed (5.7%) or strongly disagreed (7.5%). Many 

interviewed healthcare providers shared that their ability to use ICTs to facilitate both health care 

and administrative process meant that ICTs could facilitate and simplify their work-related tasks. 

Using ICTs, healthcare providers can quickly reach out to their colleagues, share work related 

information, and minimize travel time. These participants pointed out that they did not have 

access to certain important demographic data on immigrant patients. For example, access to 

information such as age, gender, language preference, and ethnicity, which could be a part of 

the patient's medical record, save time and can help healthcare providers to quickly understand 

the different characteristics of their patients. More demographic data on immigrant patients can 

help healthcare providers know how to tailor services to this population group (e.g., language 

preferences). 
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Challenges Related to Perceived Ease of Use of ICTs for Communication with Immigrant 

Patients  

Factors determining challenges related to immigrant patients and healthcare providers’ 

perceived ease of use of ICTs were examined. 60 percent of surveyed healthcare providers 

strongly agreed that they were comfortable with their ability to use ICTs to communicate with 

immigrant patients. 21.7 percent, however, neither agreed nor disagreed, and 17.9 percent either 

disagreed (13.2%) or strongly disagreed (4.7%) that they were comfortable with their ability to 

use ICTs to communicate with recent immigrant patients.    

Interviewed healthcare providers were invited to share the challenges that they faced 

when they used ICTs to communicate with immigrant patients. They indicated that telephone 

interpretation services that they had used generally improved their communication with 

immigrant patients. However, these participants explained that even though this technology was 

easy to use, and even though it was free of charge for all patients who needed it, patients did not 

get to provide their input into this technology. As one participant shared:  

It felt like that they had to agree with everything that was going on, or they might feel 

that they were wasting the interpreter time, so they might be scared to say extra 

information because they did not know how it would get communicated.                      

(Interview #4: Middle Eastern/Arab female administrative staff, living in Canada, 

between the ages of 18 and 29)  

Many interviewed healthcare providers thought that many immigrant patients were not 

comfortable using the telephone interpretation services. These providers believed that this could 
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be because the immigrant patients were reluctant to share some health information with 

interpreters. 

Interviewed healthcare providers indicated that the employing Electronic Health Records 

was another challenge they faced when they used ICTs to communicate with immigrant patients. 

These healthcare providers stated that the use of EHRs among immigrant patients was low. 

These providers mentioned that this could be due to lack of digital and health literacy skills that 

many immigrant patients face when using EHRs. Interviewed healthcare providers said that 

EHRs were generally easy to use when it came to viewing certain patient health information. For 

healthcare providers, EHRs provided access to timely information about their patients such as 

shared health reports, prescriptions, and lab results. The information provided on EHRs was 

largely text-based, and many immigrant patients may struggle reading text-based health 

information. The healthcare providers stated that digital literacy and navigation of online e-

health platforms were challenging for many immigrant patients. EHRs required patients to be 

able use electronic devices to find, understand, and assess health information available via EHRs. 

Here at the hospital, we have MyChart, it is an online portal that gives patients access to 

their health information at any time. So, what it is… we would get the patient email 

address and they would get a PIN number and they would access all their charts from 

home. But if they do not have email address, there is nothing we can do for them. We do 

offer the service and they need to learn how to use it. (Interview #2: Middle Eastern/Arab 

female administrative staff, living in Canada, between the ages of 30 and 49)   

Interviewed healthcare providers emphasized that to achieve high levels of satisfaction among 

both healthcare providers and immigrant patients with regard to using EHRs, it was important to 
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identify digital literacy skills and usability preferences, which could assist in tailoring and 

facilitating digital patient-provider communication, which refers to using ICT tools such as 

patient portals and secure messaging tools to facilitate patient provider communication (Kim et 

al., 2021). The healthcare providers concluded that understanding the challenges that immigrant 

patients were experiencing using EHRs should be at the centre of any future interventions. 

User Control and Perceived usability of ICTs for Healthcare Providers   

User control in ICTs refers to the perceived usability among healthcare providers with 

regard to the digital healthcare system that they have at their disposal. Usability refers to a 

measure of how users can utilize a system (product or service) to achieve a defined goal 

efficiently and effectively (Bitkina et al., 2020). Motivating healthcare providers in using digital 

healthcare systems remains challenging (Tang et al., 2018). Previous research shows that poor 

usability has had a negative impact in allowing healthcare providers to achieve their objectives 

relating to improved communication and processing their workflow quicker 

(Cresswell & Sheikh, 2013).  UTAUT suggests that users’ motivation and skills be explored 

when using ICTs. To ensure that immigrant patients were benefiting from ICTs that were 

managed by healthcare providers, factors associated with healthcare providers’ ability to correct 

mistakes when using ICTs were examined. 45.7 percent of survey participants either agreed 

(16.2%) or strongly agreed (29.5%) that they required a short amount of time to recover when 

they had made a mistake using ICTs. The distribution of participants who were neutral regarding 

this theme was considerably higher at 38 percent. 16.2 percent either disagreed (14.3%) or 

strongly disagreed (1.9 %) that it did not take a long time for them to recover when they make a 

mistake using ICTs.  These results indicate that many healthcare providers reported that their 

problem-solving skills (e.g., correcting mistakes while using EHRs) was the most common 
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challenge they encountered. Although the many of healthcare providers strongly agreed that they 

would be comfortable with their ability to use ICTs to communicate with immigrant patients, it 

was apparent from the survey data that a significant portion of healthcare providers were 

concerned about their ability to recover whenever a mistake was made. Therefore, to achieve 

effective and efficient digital patient-provider communication, it is critical to build ICTs that are 

easy to use by healthcare providers.  

Interviewed healthcare providers were asked to list ICTs that they used to help them 

achieve their objectives to better communicate with immigrant patients. These participants 

recommended that immigrants increase the use patient portals as a tool to communicate with 

their healthcare providers. According to these healthcare providers, these tools created an 

additional opportunity for patient-provider communication in that these technologies allow the 

patients to better understand their treatment plans. For example, patient portals can help patients 

to access their health reports, and to send messages to their healthcare providers when they had a 

health matter. Interviewed healthcare providers also recommended encouraging immigrant 

patients to use health apps on smartphones to access healthcare services and resources. Health 

apps provide patients with the ability to share some of their health information with their 

healthcare providers.  

Healthcare providers also recommended investigating immigrant patients’ ability to 

perform healthcare related tasks utilizing ICTs. Interviewed healthcare providers expressed 

doubt that some immigrant patients possessed the ability to use the patient portal on their own to 

communicate with their providers, or to look up a lab test result. As one participant shared:  
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In the case of MyChart, patients can use it in their mother tongue language. But even with 

this option, many immigrant patients, especially seniors would still say that using 

MyChart is really hard…. I guess for some patients, even when the language barrier is 

addressed, they still struggle with using technology. (Interview #2: Middle Eastern/Arab 

female administrative staff, living in Canada, between the ages of 30 and 49) 

Many healthcare providers believed that many immigrant patients were resistant to using ICTs 

such as MyChart, which is a free online portal that patients can use to access their medical 

information (Langford et al., 2021). These immigrant patients faced digital literacy issues and 

felt that ICTs led to more confusion. They simply chose not to use these tools.  

Figure 3 

Primary Themes from the Focus Group Discussions, Survey, and Interviews  
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Chapter Summary 

This chapter reported the findings of the three phases of this dissertation research. 

Specifically, the chapter analyzed findings from the focus group discussions, survey, and semi-

structured interviews that were conducted for this dissertation research. The findings of the focus 

group discussions revealed themes and sub-themes related to improving interaction and 

communication between healthcare providers and immigrant patients. The first theme was 

communication with healthcare providers which had two sub-themes under it: experience with 

receiving care and language barriers. The second theme, navigating the healthcare system, had 

two sub-themes: lack of access to health resources and information and delays in receiving 

treatment. Use of ICTs by immigrant patients to access healthcare was the final theme and the 

sub-themes under it included types of ICTs used to access healthcare and perceived effectiveness 

of ICTs.   

The findings of the survey and semi-structured interviews explored the use of ICTs to 

improve communication between healthcare providers and immigrant patients with the objective 

of reducing healthcare disparities. Four themes emerged as a result of our analysis of the 

responses: Impact of ICTs on communication with immigrant patients; (2) perceived usefulness 

of ICTs for healthcare providers; (3) challenges related to perceived ease of use of ICTs for 

communication with immigrant patients; and (4) user control and perceived usability of ICTs for 

healthcare providers.  

In chapter 5, a discussion of the findings of this dissertation research, limitations, and 

implications of the research, and directions for future research will be presented. 
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Chapter 5: Discussion 

This chapter describes, analyzes, and interprets the findings of this dissertation research. 

It also focuses on theoretical considerations that were used to guide this study. In addition, the 

implications and the limitations of the findings are presented.     

The purpose of this dissertation research was two-fold: a) to examine cultural competence 

strategies that are used by healthcare organizations to improve interaction and communication 

between healthcare providers and their immigrant patients, and b) to explore the role of ICTs in 

improving communication between healthcare providers and immigrant patients with the 

objective of reducing healthcare disparities. To address the first part of the purpose, challenges 

and cultural issues that immigrant patients face when communicating with their healthcare 

providers, as well as the difficulties they experience while navigating the healthcare system were 

examined. Immigrant patients’ perceptions about using ICTs in improving their access to health 

care were also explored. 

To address the second part of the purpose, healthcare providers’ experience using ICTs 

for communication with immigrant patients, as well as their’ perceptions of the role of ICTs in 

improving access to healthcare for immigrant patients were explored. Healthcare providers’ 

perception of the effectiveness of using ICTs in improving their communication with immigrant 

patients was also examined. 

Campinha-Bacote’s Cultural Competence Model (CCM) and Unified Theory of 

Acceptance and Use of Technology (UTAUT) were employed for this dissertation research as its 

theoretical framework (See chapter 2). Our findings are most compatible with the perspective of 

CCM and UTAUT for two reasons: first, understanding the way in which healthcare providers 



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  107 

 

  

 

communicate with patients from different cultural backgrounds can be best explored through 

applying the elements of CCM. This is because these elements discover cultural care meanings 

and use in order to gain knowledge about immigrant patients. The focus of this model is to 

improve healthcare providers’ ability to effectively work within the cultural context of patients. 

It is also because CCM focuses on social structural factors such as language, cultural awareness, 

cultural knowledge, cultural skill, and cultural encounters which are important factors that have a 

great influence on the health and well-being of immigrant patients.  

Second, the acceptance and use of ICTs by both healthcare providers and immigrant 

patients can be best explored through applying elements of UTAUT. This theory explains users’ 

intentions to utilize ICTs. It also measures four important factors, which are performance 

expectancy, effort expectancy, social influence, and facilitating conditions. Understanding these 

factors can help to determine immigrant patients and healthcare providers’ behavioral intention 

to use ICTs in healthcare communication.  

A mixed methods approach was employed to conduct this dissertation research (see 

chapter 3). The focus group discussion findings were derived from a sample of 32 immigrant 

patients who participated in 4 different focus group discussions, and the survey findings were 

derived from 106 healthcare providers working in the Ottawa area. Six surveyed healthcare 

providers agreed to participate in follow-up semi structured interviews to further reflect on and 

extend the survey responses.  
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Principal Findings 

In the following section, the principal findings are discussed in relations to the research 

questions.  

RQ1: How does cultural competence in health care improve communication between immigrant 

patients and healthcare providers  

The findings with regard to the first research question emphasizes that healthcare 

providers ought to be culturally competent when communicating with immigrant patients. 

Effective communication is a key competency for healthcare providers (Moudatsou et al., 2020). 

The findings indicated that it is essential for healthcare providers to understand their immigrant 

patients’ feelings, concerns, and experiences in order to assess their health needs and provide 

proper healthcare services. The findings also showed that although healthcare providers were 

respectful when communicating with immigrant patients, many of them needed to improve their 

ability to effectively interact, communicate, and develop meaningful relationships with patients 

of different cultural backgrounds. These findings showed that the healthcare providers who 

participated in this dissertation research had more issues in areas related to cultural competence 

and language barriers when providing healthcare to immigrant patients.  

These findings are consistent with previous research on the role of cultural competence in 

healthcare (Ahmed & Bates, 2017; Brunett & Shingles, 2018; Chang et al., 2019; Kaihlanen et 

al., 2019). For example, Ahmed and Bates (2017) examined how doctors interact with patients 

from different cultural backgrounds. These researchers found that when doctors take steps to 

understand and respect their patients' cultural beliefs and practises, patients may feel more at 

ease and less fearful when interacting with their doctors. Brunett and Shingles (2018) reported 
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that having a culturally competent health care provider, or one whom patients perceive to be 

culturally competent, improves patient satisfaction. Several immigrant patients who participated 

in this dissertation research shared that they felt satisfied when their healthcare providers took 

the time to understand the patient's cultural health beliefs and values. For example, the healthcare 

provider asks about the immigrant patient's traditional foods and dietary restrictions, and makes 

recommendations accordingly.  

The findings identified two aspects as key factors in improving immigrant patients’ 

communication with their healthcare providers. These factors were highlighted by most 

immigrant patients who participated in the focus group discussions. The first factor was related 

to improving healthcare provides’ cultural competence. Many of the immigrant patient 

participants seemed to believe that taking into consideration intercultural sensitivity can have 

important impact on their communication with their healthcare providers, and on the quality of 

care that these immigrant patients received. Intercultural sensitivity refers to the ability to use 

knowledge, consideration, understanding, and adaptation after recognizing one's own and others' 

cultural perspectives; it is a component of cross-cultural communication skills that serves as a 

foundation when developing cultural competence skills (Chen & Young, 2012).   

The findings showed that lack of cultural competence training could contribute to poor 

communication between healthcare providers and immigrant patients. However, in contrast, 

previous research (Volland & Fryda, 2015) found that poor patient experiences when 

communicating with healthcare providers were not due to a lack of cultural competence, but 

rather were the result of poor-quality services by the healthcare organizations. Specifically, a 

lack of effort to improve the transition of care within healthcare delivery systems. Identifying 
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how cultural competence can be translated into quality measures thus can help in improving 

immigrant patients’ communication with their healthcare providers, and in turn, help reducing 

healthcare disparities for immigrant patients. 

Building upon prior literature on the role of cultural competence in improving 

communication between healthcare providers and immigrant patients (Almutairi et al., 2017; 

Carmack & Ahmed, 2019; Cicolini et al., 2015), the findings of this dissertation research suggest 

that healthcare organizations may need to enroll their healthcare providers in cultural 

competence training that can help increase their cultural awareness, cultural skills, cultural 

encounter, and cultural knowledge about patients whose culture backgrounds differ from their 

own (see chapter 2). This suggestion supports the findings of Almutairi et al.’s (2017) study on 

culture competence, which concluded that healthcare organizations must provide cultural 

competence training programs to increase their healthcare providers’ level of cultural 

competence so they are better able to deal with the issues that might occur during cross-cultural 

communication. Kaihlanen et al. (2019) examined the perceptions of healthcare providers about 

the content and utility of cultural competence training. This study reported that increased cultural 

awareness among healthcare providers can facilitate communication with immigrant patients. 

We may recall from the CCM that to improve communication with patients from different 

cultural backgrounds, in this case, immigrant patients, health care providers and organizations 

should recognize cultural differences, and try to be culturally competent to attune their 

communication to their immigrant patients (Suh, 2004). The CCM posits that culturally sensitive 

doctor-patient communication has important implications for healthcare outcomes (Quach, 

2021). The findings of this dissertation research suggest that employing cultural competence 

strategies by healthcare organizations can help improve trust and understanding between 
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healthcare providers and immigrant patients, which can result in better adherence to treatment 

plans and overall improved health outcomes. Bhat and colleagues (2015) reported that web-

based cultural competence training for healthcare providers can translate cultural competence 

knowledge into healthcare practice. When immigrant patients feel that their healthcare providers 

understand and respect their cultural values and beliefs, the patients might be more open to 

discussing their health issues and follow treatment plans that their healthcare providers 

recommend.  

The second aspect that was identified as a key factor in improving immigrant patients’ 

communication with their healthcare providers was related to language barriers. Language 

barrier was a leading impediment to communication with healthcare providers. This finding is 

consistent with previous research that investigated the impact of language barriers on healthcare 

delivery (Al Shamsi et al., 2020; Lim et al., 2021; Tulli et al., 2020; De Moissac & Bowen, 

2019). For example, Al Shamsi et al. (2020) reported that language barriers contributed to 

reducing both patient and healthcare provider satisfaction, and negatively affected the overall 

quality of healthcare delivery. De Moissac and Bowen (2019) found that language barriers 

contributed to impaired confidence in the healthcare services that immigrant patients felt they 

received.   

The findings of this dissertation research indicated that in order to meet immigrant 

patients’ healthcare needs, healthcare organizations are required to deliver high-quality 

healthcare that takes language barriers into consideration. Many of the immigrant patients who 

participated in this dissertation research believed that due to their limited language proficiency, 

healthcare providers were less likely to understand immigrant patients’ health concerns. On the 



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  112 

 

  

 

other hand, inadequate language proficiency limited immigrant patients’ ability to understand 

and act on healthcare providers’ instructions. Based on these findings, it may seem prudent for 

healthcare organizations to increase the use of interpretation services for immigrant patients who 

have language barriers. This strategy can be implemented through increasing the use of in-person 

interpreters, phone interpreters, or virtual interpretation services. Using interpreters, however, 

comes with challenges of its own (Powell et al., 2017). Even though professional interpreters 

may be able to translate properly, they may not be able to convey cultural nuances or differences 

(e.g., phrases and beliefs which differ between nations and regions). Providing additional 

training and resources can help interpreters better understand and convey these nuances. 

Nevertheless, resource constraints such as lack of fundings, staff, or time may limit the 

availability and effectiveness of interpretation services offered by healthcare organizations 

(Farley et al., 2014). Healthcare organizations may not always be able to provide accurate and 

timely interpretation for patients who have limited language proficiency. For example, Eklof et 

al. (2015) reported that using phone interpretation services can increase the workload of 

healthcare staff. This dissertation research suggests that healthcare organizations partner with 

community service organizations that serve immigrant groups. Such partnership can help to 

identify the specific needs and preferences of immigrant patients to better coordinate appropriate 

healthcare services for them.  

 Additionally, the findings of this dissertation research identified confidentiality and trust 

as key challenges with regard to using interpretation services. Many immigrant patients who 

participated in this dissertation research feared that the interpreters would violate confidentiality 

by divulging sensitive information to other people in their community. These findings support 

Ali & Watson’s (2018) research study which found concerns about the confidentiality and 
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privacy implications of using interpretation services, and the effect it had on the patients’ 

comfort level. Also, many immigrant patients indicated that they used family members and 

friends to translate for them during their medical encounters. Those family members and friends 

would be unfamiliar with medical terminologies. Utilizing untrained interpreters, such as a 

family member, might lead to omitting or adding certain information in error (De Moissac & 

Bowen, 2019). Choosing trusted interpretation service providers and recruiting staff members 

who have appropriate linguistic and cultural skills can help to ensure that conversations stay 

confidential when using interpretation services. It is important to note that language is one of the 

key drivers of successful integration of immigrants. Addressing language barriers should not 

only be a responsibility for healthcare organizations, but immigrant patients may also improve 

their language skills by attending schools that teach one of Canada’s official languages. 

Settlement agencies may be able to provide language classes for immigrant patients. Immigrant 

patients should take advantage of such opportunities to improve their language skills and better 

communicate with their healthcare providers. 

Many of the immigrant patients who participated in this dissertation research expressed a 

strong desire to have the opportunity to communicate with culturally diverse healthcare providers 

who recognize cultural differences and speak multiple languages. Dreachsline et al. (2017) in 

their study found that culturally diverse healthcare providers played a crucial role in delivering a 

high quality of care to immigrant patients. Culturally diverse healthcare providers who speak the 

patient's language can facilitate communication and help to ensure that the patient understands 

their treatment plan and can participate in their own care. These findings indicate that healthcare 

organizations at managerial levels should be aware that many immigrant patients may have 

language and/or communication barriers, and that healthcare organizations may need to tailor 
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their healthcare services to meet those barriers. As mentioned earlier, hiring culturally diverse 

staff and providing cultural competence training for healthcare providers have the potential to 

assist them to understand and respect the cultural and linguistic differences of immigrant 

patients. Such training may include training on how to communicate effectively with patients 

from different cultural backgrounds, and how to respect cultural differences in healthcare 

practices. Considering language and/or communication barriers, decision makers in healthcare 

organizations may consider investing adequate funding to train and support healthcare providers 

as they provide healthcare services to patients with language and communication barriers. By 

allocating such funding, healthcare organizations may be able to reduce healthcare disparities for 

immigrant patients. 

RQ2: What are the major challenges and issues that immigrant patients face navigating the 

healthcare system?  

The findings of this dissertation research with regard to the challenges and issues that 

immigrant patients faced when navigating the healthcare system revealed interesting trends. An 

analysis of the responses of the immigrant patients who participated in the focus group 

discussions revealed that the majority of those immigrant patients reported facing barriers to 

accessing healthcare services. They faced issues such as lack of access to healthcare resources 

and information, and delays in being seen by their healthcare providers. To address these 

barriers, the findings of this dissertation research offered several suggestions that healthcare 

organizations may wish to consider. Although following these suggestions may not guarantee 

that immigrant patients will not face any issues accessing healthcare services, by following these 

suggestions healthcare organizations may notice some improvement in their healthcare service 
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delivery experience. Since those suggestions are based upon previous real-life experiences that 

the immigrant patients shared during the focus group discussions, healthcare organizations may 

take the initiative to include such suggestions with regard to their strategies aimed at improving 

access to health care for immigrant patients.  

The findings of this dissertation research suggest that healthcare organizations may 

review the health resources that they offer to immigrant patients. For example, many of the 

immigrant patients who participated in this dissertation research suggested extending eligibility 

to public health insurance programs. These immigrant patients spoke about confusion with 

regard to eligibility policies. They stated that it took them a few months before they were entitled 

to receive health insurance coverage; this issue made it difficult for the immigrant patients to 

access certain healthcare services when they needed them the most. It has been noted in the 

literature (Pinto at el., 2018) that patients without healthcare coverage report higher levels of 

stress, anxiety, and advanced diseases. Extending eligibility for public health insurance programs 

to include more immigrant patients may help healthcare organizations address disparities in the 

level of access to healthcare for this population. 

The findings also suggest addressing immigrant patients’ lack of familiarity with the 

Canadian health care system. Many of the immigrant patients who participated in this 

dissertation research indicated that being new to Canada made it difficult for them to access 

some healthcare services. For example, an examination of the responses of the immigrant 

patients revealed that many immigrant patients were uncertain where to find healthcare-related 

assistance when they first came to Canada. This finding aligned with Lanes et al.’s (2021) study 

which found that the greatest barrier to accessing healthcare services for immigrant patients was 
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difficulty in navigating the healthcare system. Challenges in finding one's way through the 

healthcare system mean that many immigrant patients may struggle to access the care they need, 

which can lead to poorer health outcomes and potentially serious consequences. For example, 

Millett et al. (2020) found that diverse patients, such as African Americans, tend to have more 

severe cases of COVID-19. The researchers suggest that this may be the result of their limited 

access to healthcare services. Educating immigrant patients about the healthcare system and their 

rights as patients can assist these immigrant patients navigate the healthcare system more 

effectively, which can lead to reducing healthcare disparities. For example, Ghahari et al. (2020) 

developed and pilot tested a healthcare access program named as Accessing Canadian Health 

care for Immigrants, which was designed to improve immigrants’ access to Canadian health 

services. After participants completed the programme, they showed an increase in health 

navigation and understanding of the Canadian healthcare system. Accordingly, educating 

immigrant patients may include using ICT tools such social media sites to provide more 

information about how to locate and choose a healthcare provider. Social media sites have been 

used as means to disseminate health information and to reach underserved demographics 

(Anderson-Lewis et al., 2018; Farsi, 2021).  

The findings of this dissertation research also revealed that delays in being seen by 

healthcare providers was another challenge that caused a barrier to accessing healthcare services 

for immigrant patients. This finding aligns with previous research regarding wait times and 

treatment for immigrant patients (Thøgersen et al., 2020) which found that immigrant patients 

with breast and lung cancer appeared to have slightly longer wait times for treatment. Many of 

the immigrant patients who participated in this dissertation research shared that there was a 

shortage of family physicians with appropriate language or cultural skills who were willing to 
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accept new patients. This finding reinforces the findings of previous studies (Kohler at el. 2018; 

Wang & Kwak, 2015) which reported that a shortage of doctors and wait times led to delays in 

seeking care for immigrant patients in Canada. Shortage of doctors may result in higher use of 

health emergency services. It may also lead to increased wait times, which in turn may cause 

another burden on the healthcare system.  

Similar to Salami at el.’s (2020) study, this dissertation research identified delays in 

being seen by healthcare providers as an impediment to seeking care for immigrant patients. To 

overcome this issue, the findings of this dissertation research suggest implementing ICTs in ways 

that reduce wait times. For example, using electronic health records to collect information such 

as language preferences helps in preventing delays at check-in (e.g., the registration process). 

Collecting such information via electronic health records can help to identify and address unique 

patient needs. For example, if a patient has a specific language preference, the healthcare 

provider would be able to schedule an appointment with an interpreter, which could help 

facilitate communication and prevent delays. However, as mentioned earlier, factors such as a 

shortage of funding, personnel, or time may restrict the availability of interpretation services 

provided by healthcare organizations (Farley et al., 2014), requiring important considerations for 

strategic resource allocation and partnership development.  

In addition, the findings of this dissertation research indicated that telemedicine can also 

be a useful tool for reducing wait times because this technology allows patients to receive 

medical care remotely, which can be particularly helpful for immigrant patients who may have 

difficulty traveling or accessing healthcare facilities due to language barriers. This finding 

supports findings from Montague and Perchonok’s (2012) study, which suggested telemedicine 
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is an approach to reduce wait times and highlighted the importance of tailoring this technology to 

the needs of specific target populations to ensure greater uptake and more meaningful use. 

Knowing and understanding the challenges and issues that immigrant patients face when 

navigating the healthcare system can lead to tailored interventions.   

RQ3: What are immigrant patients’ perceptions about ICTs in improving their access to health 

care? 

The findings of this dissertation research with regard to immigrant patients’ perceptions 

and willingness to use ICTs to access healthcare support previous research (Tai-Seale et al., 

2019; Busagala, & Kawono, 2013) which reported that ICTs are well regarded and accepted by 

most patients. The majority of the immigrant patients who participated in this dissertation 

research indicated that they had used ICT tools for health-related purposes such as accessing 

health information in their native language. This finding is promising in implementing effective 

ICTs for healthcare services targeting immigrant patients. For example, translation apps gave 

immigrant patients a convenient medium to translate physicians’ instructions to their mother 

tongue language. This finding supports past research which concludes that ICTs can improve 

patient-provider communication through translation apps, visual aids, and the use of video 

systems that allows for video interpretation (Panayiotou et al., 2020; Lion et al., 2015).  

Additionally, many of the immigrant patients who participated in this dissertation 

research reported using laptops and mobile phones to access the Internet and seek healthcare 

information. The findings of this dissertation research also showed that immigrant patients used 

social media sites such as Facebook, Instagram, Twitter, Viber, WhatsApp, and virtual 

community platforms to access health information about local health services. This finding is 
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consistent with previous research that examined the role of social media in facilitating access to 

healthcare services for immigrant patients (Pottie et al, 2020; Ahmed et al., 2020). This finding is 

also important for the development and successful implementation of online healthcare services 

for all patients, including immigrant patients.  

The increase in usage of ICTs by immigrant patients reveals a necessity for healthcare 

organizations to design programs that make it easier for immigrant patients to access healthcare 

services. These tools can be used to engage immigrant patients in outside traditional office-based 

interactions, and can improve or enhance professional networking, patient care, patient 

education, and public health initiatives to reduce healthcare disparities. These findings can help 

inform efforts aimed at improving the use and adoption of ICTs, which might contribute to 

improving access to healthcare and reducing healthcare disparities. 

Many of the immigrant patients who participated in this dissertation research brought 

attention to the challenges and problems related to their usage of ICTs and their navigating the 

healthcare system. Digital literacy, for example, was a major concern for many immigrant 

patients. Digital literacy is much more than how to utilize a computer and a keyboard, or how to 

do online searches safely. Specifically, digital literacy also relates to how to locate and select 

material, how to use browsers, hyperlinks, and search engines (Buckingham, 2016). Digital 

literacy is defined as “the ability to find, evaluate, create, and use content and information using 

digital technologies” (p.131). In this sense, digital literacy is directly associated with information 

literacy. Information literacy is a set of skills requiring persons to recognise when information is 

required and be able to access, analyse, and use that information effectively (Munn & Small, 

2017). While healthcare providers generally may be able to access and assess web-based health 
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information, many people, including immigrant patients, may lack the skills required to access, 

evaluate, and communicate web-based health information available through media on various 

digital platforms (Beaunoyer, et al., 2020).  

Limited ability to using ICTs commonly implies less access to online information, 

services, and health resources. For example, the impact of the COVID-19 pandemic has made it 

clear that empowering people with digital literacy is crucial for improving the effectiveness and 

the efficiency of their information-seeking behavior. Since the start of the pandemic, web-based 

platforms such as blogs, social media sites, websites, and virtual communities have been used to 

disseminate information about the measures that people have to take to stop the spread of the 

virus (Crawford, & Serhal, 2020). The health information sources that the public access usually 

inform their decision making about their health, and it may improve their overall knowledge 

relating to health issues (Connaway, et al., 2017).  Increased concern regarding the ability to find 

and access accurate health information online highlights the importance of the need for digital 

literacy training among immigrant patients. Being unfamiliar with ICTs when accessing health 

information can lead to informational disadvantage within the immigrant populations, which in 

turn contributes to healthcare disparities.  

The findings of this dissertation research showed that immigrant patients with low digital 

literacy were willing to use ICTs to access health care, but they would like to feel safe using 

these technologies. As stated earlier, many immigrant patients were more likely to be digitally 

incompetent. Past research (Tan-McGrory et al., 2022) found that strategies for increasing access 

to technology for patients with digital literacy included offering patient education in multiple 

languages as well as reducing barriers to electronic health record enrollment. Healthcare 
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organizations may consider utilizing ICT tools that are easy to use and understand. For example, 

healthcare organizations may employ electronic health records with a user-friendly interface or 

provide additional resources to assist immigrant patients learn how to navigate ICTs when 

accessing healthcare services.  

The findings of this dissertation research also showed that most online healthcare services 

provided to patients in Canada were offered either in English or French. The immigrant patients 

noted that it would be better if more languages are added. Neglecting this aspect may lead to 

ICTs that provide inadequate support for both patients and healthcare providers. We may recall 

from the Unified Theory of Acceptance and Use of Technology that individuals would accept 

and use technology if they believe that using technology would be useful for what they want to 

do, in this case, improving access to healthcare and communicating with healthcare providers 

(Devine, 2016). 

In summary, the findings of this dissertation research reflect challenges that many 

immigrant patients face when dealing with the healthcare system. Training in cultural 

competence, immigrant patient- provider communication, and establishing healthcare services 

that support the use of ICTs should be considered by healthcare organizations in order to reduce 

healthcare disparities. This is because addressing immigrant patient-provider communication 

issues can help healthcare organizations understand and address the unique communication 

needs of immigrant patients, which can lead to better access to healthcare services for the 

immigrant patients and potentially reduce health disparities among immigrant populations.  

RQ4: What are healthcare providers’ perceptions about ICTs in improving access to health care 

for immigrant patients? 
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The findings of this dissertation research with regard to healthcare providers’ perceptions 

about ICTs in improving access to health care for immigrant patients contribute to literature 

aimed at exploring the role of ICTs in improving access to healthcare for immigrant patients. As 

Lindström, et al.’s (2011) study shows, ICTs contribute to mitigating communicative challenges 

in interactions between healthcare providers and immigrant patients. For example, the authors 

state that utilizing images and videos with illustrations from the internet can be useful for 

healthcare providers when communicating with immigrant patients who may have low health 

literacy. These visual aids can assist to clarify complex health terminologies and make health 

information more accessible and easier to understand by patients (Pratt & Searles, 2017). 

Similarly, the findings of this dissertation research suggest that healthcare organizations may 

augment their use of ICTs for communicating with patients who have language barriers. For 

example, several healthcare providers who participated in the semi structured interviews believed 

that videos or images with demonstrations can be used to overcome communication barriers with 

immigrant patients who may face difficulties in understanding the instructions of their healthcare 

providers.  

Furthermore, the findings of this dissertation research indicated that healthcare providers 

perceive family members as an important part of the management and guidance process when it 

comes to assisting immigrant patients who are not familiar with using ICTs. This finding align 

with the research conducted by Lindberg (2013) who shows that healthcare providers can use 

video conferencing platforms to facilitate virtual support for family members of patients. This 

dissertation research extends this line of research and suggests that healthcare organizations can 

improve their cultural competence programs by offering virtual support groups for immigrant 

patients and their family members. These virtual platforms may be moderated by healthcare 
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providers or trained volunteers who are able to provide guidance and help immigrant patients and 

their family members who may have language barriers, or who may have difficulties in 

understanding how to utilize new technologies.  

The findings of this dissertation research also showed that integration of ICTs can help 

facilitate a sense of social support among immigrant patients. These findings indicated that 

immigrant patients use video calls to keep in touch with their friends and family members who 

reside in their home countries, which can help alleviate some of the stress these immigrant 

patients may go through because of their health concerns. These findings align with Ahmed et 

al.’s (2020) study which found that connecting with family members who live in their home 

countries via ICT tools such as social media sites provide some level of family and social support 

for immigrant groups. By incorporating ICTs into their cultural competence strategies, healthcare 

organizations can better understand the healthcare needs of their immigrant patients.  

RQ5: What are healthcare providers’ perceptions about ICTs being effective in improving their 

communication with immigrant patients? 

The findings of this dissertation research indicate that healthcare providers largely 

perceive the use of ICTs as effective in improving communication with their immigrant patients. 

These findings indicated that healthcare providers could use EHRs to access specific health 

information about immigrant patients. The findings showed that it was important for healthcare 

organizations to collect more demographic data on immigrant patients. These data, which may 

include information about patients’ race and ethnicity, can be saved on EHRs. Douglas et al. 

(2015) reported that collecting data on the race of a patient may help healthcare providers 

address certain healthcare disparities that might exist for some racial populations. For example, 
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the rate of colorectal screening among Asian populations differs between racial subgroups, with 

a disparity found among Chinese, Korean, and Vietnamese compared to whites, but no disparity 

in other subgroups (Douglas et al., 2015). In this case, the intervention that would be most 

effective in reducing the disparity would focus mainly on Chinese, Korean, and Vietnamese 

patients rather than all Asians. For this reason, Douglas et al. (2015) emphasised the need for 

collecting demographic data in EHRs. Additionally, Aldridge et al. (2020) found that Black, 

Asian, and minority groups were at increased risk of death from COVID-19. These researchers 

argued that barriers in accessing healthcare contributed to this increased risk of death. Aldridge 

and colleagues concluded that there was an urgent need to collect more data to understand why 

certain ethnic groups face a higher risk of death from COVID-19.  

Many of the healthcare providers who participated in this dissertation research believed 

that having demographic data on EHRs can help healthcare providers to quickly share 

information with their colleagues, which can help ensure that all members of the team are aware 

of the immigrant patients’ unique healthcare and communication needs. However, these findings 

contrast Cruz and Smith's (2021) research study which found disagreement among healthcare 

providers over demographic data's significance, including the purpose of collecting such 

important data. This dissertation research reported that many healthcare providers expressed 

concerns about collecting data on race, ethnicity, and language. These concerns were due to 

uncertainty regarding with whom such data my be shared (e.g., public agencies). The findings of 

this dissertation research suggest that researchers may continue to examine how demographic 

data on immigrant patients can be protected. 
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 Additionally, the findings of this dissertation research indicated that the use of EHRs 

among immigrant patients was low. The reason for this low usage could be due to that fact that 

many immigrant patients may not have access to digital devices that are needed to perform 

health care-related tasks, including using EHRs (Gordon & Hornbrook, 2016). Therefore, it is 

important for healthcare organizations to consider the unique needs and challenges encountered 

by immigrant patients when implementing EHRs in order to ensure that they are able to fully 

realize the benefits of this technology. 

In summary, collecting demographic data on immigrant patients may improve healthcare 

providers’ communication with immigrant patients by providing healthcare providers with the 

information they need to communicate effectively and to be sensitive to cultural and linguistic 

differences.  

Implications for Practice 

This dissertation research has identified the cultural challenges and technological issues 

that both immigrant patients and healthcare providers face when communicating with each other 

in healthcare settings. The findings show that cultural competence strategies can improve 

communication between healthcare providers and immigrant patients. Thus, healthcare 

organizations may use the findings of this dissertation research to better inform their decision 

making with regard to effective patient-provider communication. Healthcare organizations may 

prioritize the allocation of resources towards the improvement of their cultural competence 

strategies. For example, language barriers can be a significant challenge for immigrant patients 

when communicating with their healthcare providers. Terui (2017) argues that it is necessary for 

healthcare organizations to understand the ways that language barriers contribute to health 
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disparities. This is because language barriers can prevent immigrant patients from accessing 

necessary healthcare services and understanding important health information. By addressing the 

language needs of their immigrant patients, healthcare organizations can ensure that immigrant 

patients are able to express their health concerns in a way that is understood by their healthcare 

providers. 

The findings of this dissertation research demonstrate that lack of cultural competence in 

healthcare organizations can negatively impact patient- provider relationships, communication, 

and overall effectiveness when working with immigrant patients. The findings inform healthcare 

organizations about the positive relationship between cultural competence and effective 

communication with immigrant patients. By understanding how cultural competence relates to 

improved communication with immigrant patients, healthcare organizations can develop cultural 

competence strategies that meet the unique needs of immigrant patients. These strategies may 

include providing cultural competence training for all staff, collecting data on patient 

demographics, partnering with community organizations, and establishing diversity and 

inclusion plans. These plans may include creating a set of procedures and policies which aim to 

promote a culturally diverse and inclusive workplace in a healthcare organization (Soule, 2014). 

The objective of these diversity and inclusion plans is to ensure that all healthcare providers are 

provided with the support, knowledge, and skills required to provide culturally competent 

healthcare services to immigrant patients.  

The findings also support healthcare organizations promoting the use of ICTs for 

improving communication with their immigrant patients. This dissertation research shows that 

immigrant patients may need to improve their digital and health literacy skills in order to 
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improve their communication with their healthcare providers. This dissertation research has 

shown that lack of digital and health literacy can lead to negative outcomes such as misdiagnosis, 

medication errors, and poor self-management of health conditions. Grossman et al. (2019) posit 

that focusing on increasing digital and health literacy among culturally diverse patients through 

patient education may help reduce healthcare disparities. Healthcare organizations should be 

informed about these digital and health literacy issues. Healthcare administrators at the 

managerial level should consider implementing strategies to improve the digital and health 

literacy of immigrant patients. Such strategies may include providing education and training on 

how to access and understand health information as well as how to navigate the healthcare 

system. 

Another important implication of this dissertation research is that it highlights the need 

for healthcare organizations to have access to more demographic data on their immigrant 

patients. Such data can help healthcare providers tailor services to better meet the needs of these 

different population groups. For instance, an immigrant patient of a Middle Eastern background 

may not seek mental health treatment due to the cultural stigma associated with mental health in 

the patient's community (Dardas & Simmons, 2015). Being aware of the patient's cultural 

background can help healthcare providers better understand the cultural stigma that may exist in 

the patient's community regarding health, including mental health. Understanding cultural and 

linguistic backgrounds can help healthcare providers communicate more effectively with their 

patients and ensure that the patients understand their treatment options. 

Additionally, this dissertation research revealed the need to increase the use of electronic 

health records (EHRs) among immigrant patients because the lack of usage of EHRs contributed 
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to barriers in communication and coordination of healthcare. By understanding the challenges 

that immigrant patients face when using EHRs, healthcare organizations can help immigrant 

patients by implementing more effective strategies to improve outcomes related to using EHRs 

among immigrant patients. These strategies may include providing education and training in the 

use of EHRs as well as ensuring that EHRs are accessible and user-friendly for immigrant 

patients.   

Theoretical Implications 

This dissertation research has been guided by the Cultural Competence Model and 

Unified Theory of Acceptance and Use of Technology. CCM and UTAUT were employed 

within the context of both qualitative and quantitative research approaches, with an emphasis on 

the qualitative approach. Specifically, the constructs of cultural awareness, cultural knowledge, 

cultural skill, and cultural encounters within CCM were used to examine the ways in which 

immigrant patients communicate with their healthcare providers (See chapter 2). Using a CCM 

perspective allowed this dissertation research to identify factors that can influence the ways in 

which immigrant patients communicate with healthcare providers (Quach, 2021). For example, 

the cultural awareness construct was employed to examine the level of cultural awareness among 

healthcare providers and how it affects their communication with immigrant patients. 

Additionally, the cultural knowledge construct allowed to examine the level of cultural 

competence of healthcare providers. For example, healthcare providers’ knowledge of cultural 

differences, attitudes towards cultural diversity, and skills in culturally responsive 

communication with immigrant patients were examined. The cultural skills construct helped to 

examine the competencies and abilities of healthcare providers in interacting and communicating 

with immigrant patients. Lastly, the cultural encounter construct assisted in identifying 
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communication barriers such as language differences that exist between healthcare providers and 

immigrant patients.  

 Additionally, using a CCM perspective allowed this dissertation research to gain 

understanding from the immigrant patients' perspective of the healthcare providers’ level of 

cultural competence. The participating immigrant patients stated that poor communication with 

healthcare providers was a result of the healthcare providers' lack of cultural competence, 

including lack of understanding immigrant patients’ culture, language preferences, and health 

beliefs and practices. This finding bears important implications for the line of research that 

examines patient-provider communication from immigrant patients’ perspectives. 

 There is great value in learning about the immigrant patient's culture, language, and 

health beliefs and practices. Darnell and Hickson (2015) reported that patients feel comfortable 

and willing to share their cultural knowledge and values when healthcare providers integrate 

these patients’ culture into their plan of care. Immigrant patients can benefit from healthcare 

providers who take the time to learn about their cultural backgrounds and customs so that they 

can develop a trusting and friendly relationship with them. To ensure that their immigrant 

patients fully understand their diagnoses, treatments, and healthcare instructions, healthcare 

providers need to be able to communicate with them in a manner that is culturally and 

linguistically appropriate. For example, by understanding the language preferences of their 

immigrant patients, healthcare providers can use appropriate language and communication styles 

that help improve patient understanding of diagnoses and treatments. Improved health outcomes 

and better patient satisfaction can be achieved through the demonstration of cultural competence 

(Brunett & Shingles, 2018). Immigrant patients' adherence to treatment may be negatively 
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impacted by their distinct health views and practises. Therefore, healthcare providers can tailor 

treatment plans to better suit immigrant patients' needs and preferences if they are aware of and 

sensitive to immigrant patients' beliefs and practises. 

 Healthcare organizations need to be aware of and understand the language and culture of 

their immigrant patients in order to better improve their communicate with them. As Villadsen et 

al. (2020) argued, language barriers and lack of cultural competence among healthcare providers 

have been identified as a patient safety issue for immigrant patients. The findings of this 

dissertation research can inform the design of cultural competence strategies for healthcare 

organizations.  In particular, CCM can be employed to explore development and implementation 

of specific cultural competence training for healthcare providers. This training may include 

workshops, cross-cultural communication training, role-playing exercises, and ongoing support 

to assist healthcare providers to continuously improve their cultural competence (Shearer & 

Davidhizar, 2003). Additionally, the implications of understanding immigrant patients' cultural 

backgrounds can facilitate the development of patient-centered care approaches that integrate 

cultural beliefs and practices into the healthcare delivery process. Renzaho et al. (2013) found 

that healthcare providers' understanding of how to communicate with patients from various 

cultural backgrounds was improved by patient-centered care models that incorporated cultural 

competence elements. 

In addition, the Unified Theory of Acceptance and Use of Technology provided a 

framework for exploring both immigrant patients and healthcare providers’ perceptions, 

acceptance, and use of ICTs in health care. According to this theory, there are four constructs 

that play a crucial role in shaping the intent and willingness of users to adopt and utilize ICTs 
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(Devine, 2016). These factors include the performance expectancy, effort expectancy, social 

influence, and facilitating conditions (See chapter 2). The construct of performance expectancy 

allowed this dissertation research to explore the healthcare providers' and immigrant patients' 

beliefs about the potential benefits of using ICTs to facilitate their communication. The construct 

of effort expectancy was employed to examine the healthcare providers' and immigrant patients' 

perceptions of the ease of use of ICTs when communicating with each other. The construct of 

social influence allowed this dissertation research to explore the influence that others, such as 

family members or colleagues, have on the healthcare providers' and immigrant patients' 

adoption and use of ICTs to facilitate patient-provider communication. Lastly, the construct of 

facilitating conditions was employed to explore the presence of technical support and the 

availability and accessibility of ICTs for enhancing communication between healthcare providers 

and immigrant patients. 

The findings of this dissertation research highlight the importance of assessing the digital 

and health literacy levels of the immigrant patients. Pratt and Searles (2017) argued that 

misunderstanding medication instructions is more common as a result of low health literacy. 

Many participating healthcare providers reported concerns when using ICTs to communicate 

with immigrant patients who may have lower levels of digital and health literacy. Many of the 

participating immigrant patients mentioned that they were unfamiliar with the healthcare system 

and culture, which made it harder for them to understand and engage with digital health tools and 

information provided to them. Therefore, assessing digital and health literacy levels of immigrant 

patients may help to identify potential gaps and inform the development of culturally and 

linguistically appropriate tools and resources that can be specifically designed to address the 

health care needs of immigrant patients. 



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  132 

 

  

 

 Specifically, constructs of UTAUT can be employed to explore development of patient 

education and outreach programs that can help immigrant patients understand and navigate the 

healthcare system. For example, health navigation programs that help immigrant patients to 

understand the healthcare system, their benefits and coverage, and to locate appropriate 

healthcare services (Nguyen et al., 2011). 

Limitations and Direction for Future Research 

There are several limitations of this dissertation research. First, the focus group 

discussions were conducted with immigrant patients who have been in Ottawa, Canada during 

the last seven years. Future research should include a larger and more diverse sample and focus 

on other metropolitan cities across Canada. However, it is worth noting that immigrants across 

Canada tend to face similar structural barriers like language barriers, lack of access to healthcare, 

and have limited digital literacy skills. Therefore, although the sample size was limited, the 

findings have merit and may still be relevant to other immigrant populations in Canada who 

experience similar challenges. Future research should also extend the eligibility criteria to 

include immigrants who have been in Canada for a longer period of time. Additionally, snowball 

sampling and chain referral sampling techniques were used to recruit participants. The size of the 

sample may have been limited by the number of referrals obtained, which may have resulted in a 

smaller sample size than desired. 

Second, the sample size of the healthcare providers who completed the survey in the 

second phase of this dissertation research may not precisely be reflective of the characteristics of 

the entire population of healthcare providers. This issue may lead to conclusions that cannot be 

generalized to the larger population. Although the researcher feels that sufficient evidence was 
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presented and that the conclusions were amply supported, future research may increase the 

sample size to better represent the diversity of the population of healthcare providers and 

increase the generalizability of the findings. Future research may also conduct separate focus 

group discussions with healthcare providers to further understand their perspectives and 

experiences in healthcare communication with immigrant patients. 

The third limitation involves the sampling for the semi-structured interviews conducted 

during the final phase of this dissertation research. Only six healthcare providers consented to 

participate in the one-on-one semi structured interviews. This small number of interview 

participants may not be adequate to draw significant conclusions as it relates to the views and 

experiences of all healthcare providers. Future research may consider targeting specific 

subgroups of healthcare providers. For example, healthcare providers who have specific 

experience or training in a particular area. This approach may result in a more representative 

sample. In addition, future research may increase the number of interviews conducted in order to 

obtain a larger and more diverse sample, and to capture a wider range of views and experiences 

among healthcare providers. In so doing, future research might be better able to account for 

variability and provide a deeper understanding of healthcare communication among immigrant 

patients and healthcare providers. 

Fourth, this dissertation research employed a mixed methods design for data collection 

and analysis. Although using a mixed method approach is feasible when exploring the 

relationships between the two forms of data (Creswell, 2014), this approach may present 

challenges in interpreting the findings and identifying the individual contribution of each phase 

of the study to the overall findings. Due to the integration of both qualitative and quantitative 
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data, the interplay between the different sets of data could impede the ability to entirely 

comprehend the findings.  

Additionally, this dissertation research focused specifically on the role of cultural 

competence and ICTs in improving communication between healthcare providers and their 

immigrant patients. The research scope was limited to the examination of these two specific 

factors and did not investigate other potential contributing factors that can improve health care 

communication and help reduce healthcare disparities for immigrant patients. For example, 

social determinants of health factors such as poverty rate and income (Singh et al., 2017). 

Poverty rate and income have been linked to various healthcare disparities including limited 

access to health care services due to cost concerns (Moodley & Ross, 2015). In order to ensure 

that immigrant patients receive the necessary support and resources to achieve optimal health 

outcomes, it will be necessary for healthcare providers, policymakers, and community groups to 

work together to address these social determinants of health.  

Chapter Summary  

This chapter began by restating the purpose of this dissertation research. Afterwards, the 

chapter discussed the way in which this purpose was addressed, shedding light on the key 

considerations that guided this dissertation research. The chapter also described the two theories 

that were employed for this dissertation research. In addition, the mixed methods approach used 

to conduct the study was presented. Then, the principal findings were interpreted and discussed 

in relation to the research questions. Further, implications for practice, theory, and future 

research were discussed. Finally, the chapter concluded with an acknowledgment of the 

limitations of this dissertation research and offered directions for future research.  
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In chapter 6, the significance of this dissertation research will be discussed, and the 

findings will be summarized. Additionally, the chapter will discuss directions for future research. 
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Chapter 6: Conclusion 

This chapter highlights the significance of this dissertation research, summarizes the 

findings, and discusses directions for future research. 

There is no doubt that the increase of new immigrants to Canada is causing challenges to 

the healthcare system, which cannot go unrecognized (Salami et al., 2020; Saunders et al., 2018; 

Wang et al., 2019; Wylie et al., 2018). Due to cultural differences and language barriers, 

communicating with and providing healthcare services to new immigrant patients can be more 

daunting for healthcare providers than when dealing with patients who are familiar with the 

Canadian healthcare system (Ali & Watson, 2018). Healthcare providers serve as the primary 

point of access for the delivery of healthcare services for all patients in Canada, including 

immigrants. 

Vang et al. (2017) found that new immigrants to Canada tend to have good health when 

they first arrive, but as they spend more time in the country, their health begins to decline 

(Subedi & Rosenberg, 2014). Cross-cultural healthcare communication may contribute to this 

issue as factors including cultural understanding, language barriers, and lack of access to the 

healthcare system have a significant impact on healthcare communication and access to 

healthcare services for immigrant patients (Ferdous et al., 2018). An understanding of these 

barriers can help healthcare providers find feasible strategies to overcome them, and 

consequently, improve the delivery of healthcare services to immigrant patients who are affected 

by cultural and language barriers.  

Health information and communication technologies (ICTs) have been employed in 

various domains of health care, including communication between immigrant patients and their 
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healthcare providers, which has been the focus of this dissertation research (Chen et al., 2021). 

Aside from examining the role of ICTs to reduce healthcare disparities and improve patients’ 

access to healthcare in general, (Chen et al., 2020; Graham & Ostrowski, 2016; Lion et al., 2015; 

Winbush et al., 2013), past studies have also explored the use of ICTs to improve communication 

between healthcare providers and immigrant patients with the objective of reducing healthcare 

disparities. For example, a systematic literature review by Chen et al. (2021) examined existing 

knowledge of older adult immigrants' use of ICTs for home care service. This systematic 

literature review reported that recent studies on this issue have not addressed or integrated 

cultural preferences in the development of information and communication technologies for 

home care services.  

The purpose of this dissertation research was two-fold: (1) to examine cultural 

competence strategies, if any, that are used by health care organizations to improve interaction 

and communication between healthcare providers and their immigrant patients with the purpose 

to reduce healthcare disparities, and specifically, (2) to explore the use of ICTs to improve 

communication between healthcare providers and immigrant patients. Mixed methods approach 

was employed for data collection and analysis (Creswell, 2014). The research was carried out in 

three phases. In the first phase, a series of focus group discussions with a sample of recent 

immigrants was conducted. In the second phase, an online survey was conducted to gain insights 

from healthcare providers regarding the role of ICTs in improving communication with 

immigrant patients to help reduce disparities when accessing healthcare services. In the third 

phase, healthcare providers who participated in the survey were invited to participate in face-to-

face, in-depth semi-structured interviews. Campinha-Bacote’s Cultural Competence Model and 

the Unified Theory of Acceptance and Use of Technology were used as a theoretical framework. 
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 The findings of the dissertation research revealed that the lack of cultural competence 

among healthcare providers and language barriers are major issues that impact the healthcare 

experiences of immigrant patients. The lack of cultural competence of healthcare providers and 

language barriers may be addressed through the use of cultural competence strategies by 

healthcare organizations. In particular, addressing language barriers as well as increasing 

healthcare providers’ cultural awareness, cultural knowledge, cultural skills, cultural encounter, 

and cultural desire (see chapter 2) can improve communication with immigrant patients. 

Pettersson et al. (2022) argue that cultural competence-related education may support the 

development of culturally appropriate interaction and communication skills on the part of 

healthcare providers. 

The findings of this dissertation research also revealed that navigating the healthcare 

system is challenging for many of the immigrant patients who participated in this dissertation 

research. Many participants in the immigrant patient focus group discussions highlighted the lack 

of access to healthcare resources and information for immigrant patients. The findings show that 

immigrant patients may need to improve their digital and health literacy skills in order to 

improve their access to the healthcare resources and systems. This is particularly relevant in the 

current era of increased reliance on ICTs for healthcare communication and access. As Perrin 

(2015) argues, diverse groups often fall behind due to a lack of access to technology and 

inadequate digital skills. The findings of this research emphasize the importance of community 

service organizations in improving access to healthcare resources for immigrant patients. Such 

organizations can provide information and education to immigrants about healthcare services 

that are available (Edward & Hines-Martin, 2015).  
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Additionally, the findings of this dissertation research showed that both immigrant 

patients and healthcare providers described ICTs as necessary tools in health care delivery as 

both groups indicated that these technologies can improve communication, increase access to 

healthcare, and enhance the overall quality of healthcare. The findings of this dissertation 

research likewise illustrate that healthcare providers may benefit from having access to more 

demographic data on immigrant patients in order to tailor their services more effectively 

(Douglas et al., 2015). The findings show that demographic data such as cultural and linguistic 

backgrounds can help healthcare providers to communicate more effectively and to provide 

culturally sensitive healthcare services. 

Healthcare providers’ concerns around immigrant patients' ability to use ICTs to 

effectively communicate healthcare issues with their providers was also highlighted in the 

findings of this dissertation research. The findings show that immigrant patients may lack the 

necessary level of digital literacy and knowledge of technology to effectively communicate with 

healthcare providers using ICTs. These findings suggest that healthcare organizations should 

assess their patients' ability to use ICTs prior to implementing these technologies as a means of 

communication (e.g., assessing digital and health literacy of immigrant patients). Assessing the 

digital and health literacy levels of a patient population might serve as an effective indicator for 

identifying patients who require the most assistance with utilizing ICTs (Tieu et al., 2017).  

Villadsen et al. (2020) argue that digital and health literacy are important predictors for the 

engagement of immigrant patients in preventative healthcare services. The findings of this 

dissertation research illustrate that immigrant patients are willing to use ICTs to communicate 

with their healthcare providers, and with proper training and support, technological barriers can 

be reduced. 
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The importance of using EHRs by immigrant patients was highlighted by many 

healthcare providers. This dissertation research suggests that healthcare organizations should 

take the necessary steps to increase immigrant patients’ engagement with electronic EHRs. 

Healthcare organizations may provide immigrant patients with education and training on how to 

utilize EHRs to make EHRs more user-friendly. Therefore, improving immigrant patients’ access 

to EHRs may help to reduce healthcare disparities for immigrant patients (Lopez et al., 2019).  

Another important aspect that this dissertation research highlights is addressing concerns 

immigrant patients may have with using the EHRs such as patient privacy and confidentiality. 

Many immigrant patients who participated in this dissertation research conveyed that they may 

not seek medical care if they believe their health information is not adequately protected and 

confidentially maintained.   

Directions for Future Research 

Although this dissertation research provides some evidence of how cultural competence 

and ICTs can improve immigrant patient-healthcare provider communication and reduce 

healthcare disparities, other aspects of this phenomenon still call for further exploration. This 

dissertation research employed an exploratory sequential mixed methods design for data 

collection and analysis with a three-phase sequential investigation (Creswell, 2014) which allows 

for replication in new contexts with different populations. Future studies can likewise employ a 

variety of methods, both qualitative and qualitative, as well as other mixed-methods design, to 

complement the mixed methods approach undertaken in this dissertation research.  

Additionally, future research should more extensively examine the impact of cultural 

competence training on healthcare providers' communication skills and the healthcare 
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experiences of immigrant patients. According to Acosta-Mosquera et al. (2017), cultural 

competence training for healthcare providers is a valuable resource for dealing with the 

challenges of providing health care to diverse populations. Researchers should assess the 

effectiveness of various cultural competence training programs and identify the most efficient 

cultural competence strategies for improving communication between immigrant patients and 

healthcare providers. Accordingly, further research may also include assessments of healthcare 

providers' self-reported cultural competence, as such assessments may provide additional 

insights into the impact of cultural competence training on healthcare providers' communication 

skills and healthcare experiences of immigrant patients.  

Future studies may also investigate the role of community service organizations in 

improving access to healthcare resources for immigrant patients and their impact on reducing 

healthcare disparities. Researchers may explore the different services that these organizations 

offer and identify the most effective methods for increasing access to healthcare resources 

among immigrant groups. Future exploration of how community service organizations can better 

inform immigrant populations of and communicate about the healthcare resources available in 

their communities can expand knowledge and understanding of the importance of the services 

and supports available through community service organizations (Edward & Hines-Martin, 

2015). 

Another important area of research that future studies may explore is the feasibility of 

strategies for improving immigrant patients' digital and health literacy skills and how these skills 

impact immigrant patients’ access to health care. Any future work in this area should examine 

digital and health literacy training programs that are being used by service provider organizations 
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and identify strategies that can be employed to increase digital and health literacy skills for 

immigrant patients specifically. Seo et al. (2019) observed that more digital literacy programs 

informed by empirical research are required for diverse patients, especially older and low-

income adults, as they tend to have lower levels of ICT access and use. 

Additionally, future research can further explore the effectiveness of collecting and using 

demographic data on immigrant patients by healthcare providers in tailoring culturally competent 

healthcare services for these patients. Researchers may aim to identify how demographic data 

can assist healthcare providers to improve quality of care and services for immigrant patients 

(Douglas et al., 2015). 

Lastly, future research must also consider the impact of providing immigrant patients 

with education and support in their ability to effectively use ICTs to communicate with their 

healthcare providers. This kind of research can investigate the different types of training and 

support that are currently available and identify reliable approaches for enhancing immigrant 

patients' ability to communicate with healthcare providers using ICTs. 

To conclude, this dissertation research contributes to a better understanding of the 

communication issues faced by immigrant patients and healthcare providers, and how these 

issues can lead to increased disparities when it comes to accessing the Canadian healthcare 

system and related services. This dissertation research offers fertile ground for researchers to 

identify promising avenues for future scholarship that may be required in relation to the focus of 

this dissertation research.  
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Appendix B:  

Recruitment Letter: Focus Group Participation in Phase One 

Hello,  

This is Idris Alghazali, a Ph.D. Candidate in Digital Transformation and Innovation at the 

University of Ottawa. The reason for this letter is that we are looking for participants for a 

research study titled: Cultural Competence in Health Care: Examining the Role of Information 

and Communication Technology in Reducing Health Care Disparities for Immigrant Patients. 

This study is about examining cultural competence strategies, if any, that are used by healthcare 

organizations at all levels, including managers and senior executives to improve interaction 

between health care providers and their immigrant patients for the sake of reducing healthcare 

disparities, and to explore innovative technologies that can be utilized to reach out to immigrant 

populations. 

We are looking to speak to immigrants who arrived in Canada within the last 7 years and 

are willing to share their experience navigating the healthcare system in Canada. If you have 

visited a hospital/clinic or have communicated with any healthcare organization since you 

arrived in Canada, would you be willing to share your thoughts with us? We would love to 

include you in an upcoming discussion on cultural competence in healthcare and the role of 

health information technology in reducing healthcare disparities. The discussion will last for 

about 1.5 hrs. Your participation in this research project will be voluntary, and you would be 

able to withdraw at any point without penalty or consequences. Are you available on Thursday, 

February 21th at 4:30 PM? 

We will be meeting at University of Ottawa, 55 Laurier Ave E, Ottawa, room number 

DMS 11143. (Desmarais Building). We will provide refreshments for our participants. We will 

also offer a $10 cash incentive to those who participate in the discussion.  

We look forward to speaking with you soon! 

Sincerely 

 

Idris Alghazali 
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Appendix C:  

Consent Form: Focus Group Participation in Phase One 

Title of The Study: 

Cultural Competence in Healthcare: Examining the Role of Information and Communication 

Technology in Reducing Health Care Disparities for Immigrant Patients 

Supervisor:                                                        Dr. Rukhsana Ahmed    

            Adjunct Professor, Department of   

                                                                               Communication, University of Ottawa,   

             Ottawa, Ottawa, ON 

                                                                                 

 

 Student:                                                               Idris Alghazali 

                                                                              Ph.D. Candidate, Digital Transformation and     

                                                                              Innovation, University of Ottawa, Ottawa, ON 

                                                                                

 

Invitation to Participate: I am invited to participate in the aforementioned study conducted by 

Idris Alghazali, a Ph.D. Candidate in Digital Transformation and Innovation at the University of 

Ottawa, who is being supervised by Dr. Rukhsana Ahmed, Adjunct Professor in the Department 

of Communication at the University of Ottawa. 

Purpose of the Study: The purpose of the proposed study is to examine cultural competence 

strategies, if any, that are used by healthcare organizations at all levels, including managers and 

senior executives to improve interaction between healthcare providers and their immigrant 

patients for the sake of reducing healthcare disparities, and to explore innovative technologies 

that can be utilized to reach out to immigrant patients.  

 

 Participation: My participation will consist of completing a written socio-demographic 

questionnaire and attending a focus group discussion to respond to a number of questions related 

to my experience interacting with healthcare providers as well as my use of information and 

communication technology, if any, to communicate with healthcare providers. The focus group 

discussion will last approximately between 60 and 120 minutes and will be audio-recorded.  



CULTURAL COMPTENCE, ICT AND HEALTHCARE DISPARITIES  181 

 

  

 

 Risks: I understand that my participation in this study implies that I will share my perspectives 

and personal experiences related interacting and communicating with healthcare providers. I 

have received assurance from the researchers that there are no discomforts associated with the 

study. If, however, for some reason I feel uncomfortable during the discussion, I have received 

assurance from the researchers that my participation is voluntary, I am free to withdraw at any 

time during the discussion. 

Benefits: I will receive no direct benefit from participation. However, the information that I will 

share can contribute to raising awareness of the importance of communication between 

healthcare providers and immigrant patients. It can also help to develop recommendations 

regarding how to best communicate with healthcare providers.  

Confidentiality and Anonymity: I have received assurance from the researchers that the 

information I will share will remain confidential. I understand that, with my permission (i.e., 

circling recording option) the discussion will be digitally recorded and transcribed; however, the 

information will be carefully and completely protected, stored in a locked laptop (password 

protected) belonging to the researcher and hard copies of the data will be stored in a locked file 

cabinet in the researcher’s home. In order to maximize confidentiality and anonymity, I will 

select and use a pseudonym during the discussion. I have received assurance from the 

researchers that my actual name will not be recorded by recording devices and note takers. My 

actual name will appear on the consent form, which will be carefully and completely protected. 

However, I have been made aware that my confidentiality and anonymity cannot be entirely 

guaranteed because the focus group is a group activity. 

Conservation of data: The data collected (digital recordings and transcripts of focus group 

discussions) will be stored in a locked file cabinet in the researcher’s home until 2023. 

Compensation: Upon participation in the focus group discussion, I will receive a compensation 

of $10 cash even if I do not complete the discussion. 

Voluntary Participation: I am under no obligation to participate, and if I choose to participate, I 

can withdraw from the study at any time and/or refuse to answer any questions, without suffering 

any negative consequences. However, I have been made aware that because of the inter-
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dependent nature of focus group data, focus group data cannot be withdrawn after the completion 

of the focus group.    

Statement of Consent: I have read the above information and received answers to any questions 

I asked. I consent to participate in the aforementioned research study conducted by the above-

mentioned researchers.  

If I have any questions regarding the ethical conduct of this study, I may contact the Protocol 

Officer for Ethics in Research, University of Ottawa, Tabaret Hall, 550 Cumberland Street, 

Room 154, Ottawa, ON, K1N 6N5, (613) 562-5387 or at ethics@uottawa.ca 

 

Participant's Name:      

Participant’s Signature:       Date: _________________ 

Researcher’s Name:   

Researcher’s Signature:        Date: _________________ 

 

 

 

 

 

 

 

 

 

 

mailto:ethics@uottawa.ca
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Appendix D:  

Focus Group Protocol: Phase One 

Focus group questions for Immigrant patients  

Thank you for participating in the research project, “Cultural Competence in Health Care: 

Examining the Role of Information and Communication Technology in Reducing Health Care 

Disparities for Immigrant Patients” I appreciate your interest.  

Demographic questions: These items are about you personally. Please know that all 

information is confidential. Responses to these questions will be used only to compare different 

responses of different people.  

1. What is your age? _______________  

2. What is your gender? 

a. Male b. Female 

c. “You don’t have an option that applies to me. I identify as (specify) __________.”  

3. What ethnic category best describes you?  

a. Caucasian 

b. African 

c. Middle Eastern/Arab d. South Asian  

e. Southeast Asian 

f. Latin American 

g. Other, (please indicate): ________  

4. What is your immigration status? ______________________  

5. What is your level of education?  

a. Less than 8th grade 

b. Some high school  

c. High school graduate 

d. Some college/ vocational training/ post-secondary/ university h. Professional degree 

e. College/ vocational training/ post-secondary/ university f. Some graduate school 

g. Graduate degree  

i. Other, please specify __________  

6. What is your yearly household income?  
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a. Less than $10,000                       d. $30,000-$39,999                  g. $60,000-$69,999  

b. $10,000-$19,999                         e. $40,000-$49,999                  h. $70,000-$79,999  

c. $20,000-$29,999                         f. $50,000-$59,999                   i. $80,000 or more   

7. When was the last time you visited a healthcare center or a hospital? _________  

8. When was the last time you saw a healthcare provider? ________  

Table 1 

Guiding questions for focus group Discussions  

Guiding Questions  

 

When did you arrive in Canada and where did you come from? 

Can you please tell me why you came to Canada? 

How would you describe the Canadian culture and how does it compare with yours? 

Can you please tell me about your life in Canada? And how do you deal with health-related issues? 

What do you think of the healthcare system in Canada and how do you find it useful or not? 

How would you describe your experience interacting with healthcare providers when you go to 

hospitals? 

How do you communicate with your healthcare providers? 

What are some of the major challenges and problems that you face when navigating the healthcare 

system? 

Do you use any types of technology to access healthcare information? If yes, what are those? if no, can 

you explain why not? 

Do you think the use of ICTs can improve your access to healthcare? If yes, please explain how so. If no, 

why not? 

Do you think you would be able to use technology to communicate with healthcare providers and 

hospitals? If yes, can you please elaborate? If no, can you please explain why not? 

In your opinion, do you think that ICTs can improve communication with healthcare providers? If yes, 

can you please elaborate? If no, can you please explain why not? 

*These questions were informed by relevant existing literature. 
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Appendix F:  

Compensation Form: Focus Group Participation in Phase One 

 

Title of The Study: 

Cultural Competence in Healthcare: Examining the Role of Information 

and Communication Technology in Reducing Health Care Disparities 

for Immigrant Patients. 

Researchers: 

Supervisor: Dr. Rukhsana Ahmed, Adjunct Professor, Department of 

Communication, University of Ottawa, Ottawa, ON 

Student: Idris Alghazali, Ph.D. Candidate, Digital Transformation and Innovation, University of 

Ottawa, Ottawa, ON 

Acceptance: I agreed to participate in the aforementioned study conducted by Idris Alghazali, 

Ph.D. Candidate, Digital Transformation and Innovation, University of Ottawa and his 

supervisor: Dr. Rukhsana Ahmed, Adjunct Professor, Department of Communication, University 

of Ottawa. I received $10 cash in appreciation of my participation.   

Participant's signature:                                               Date:  

 

Researcher's signature:                                               Date:  

 

Witness (needed in the case where a participant is visually impaired): 

Signature:                                                                   Date:  
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Appendix G:  

Survey Participants: Recruitment Text via Email in Phase Two 

Hello,  

This is Idris Alghazali, a Ph.D. Candidate in Digital Transformation and Innovation at the 

University of Ottawa. The reason for this e-mail is that we are looking for participants for a 

research study titled:  Cultural Competence in Health Care: Examining the Role of Information 

and Communication Technology in Reducing Health Care Disparities for Immigrant Patients.  

This study is about examining cultural competence strategies, if any, that are used by healthcare 

organizations at all levels, including managers and senior executives to improve interaction 

between health care providers and their immigrant patients for the sake of reducing healthcare 

disparities, and to explore innovative technologies that can be utilized to reach out to immigrant 

populations.   

To be able to take part in this study, individuals must be medical doctors, nursing professionals, 

pharmacists, or administrative healthcare staff including managers and/or directors. Potential 

participants would be invited to complete an online survey “Google Docs” It will take about 5 to 

10 minutes of their time. The participants will be asked to response to a number of questions 

related to their experience interacting and communicating with recent immigrant patients.  

Have a great day!  

Idris Alghazali 
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Appendix H:  

Consent Form: Survey Participation in Phase Two 

Title of The Study: 

Cultural Competence in Healthcare: Examining the Role of Information and Communication 

Technology in Reducing Health Care Disparities for Immigrant Patients 

Supervisor:                                                         Dr. Rukhsana Ahmed    

              Adjunct Professor, Department of   

                                                                                Communication, University of Ottawa   

              Ottawa, ON 

                                                                                      

 

 Student:                                                               Idris Alghazali 

                                                                              Ph.D. Candidate, Digital Transformation and     

                                                                              Innovation, University of Ottawa, Ottawa, ON 

                                                                                

Invitation to Participate: I am invited to participate in the aforementioned study conducted by 

Idris Alghazali, a Ph.D. Candidate in Digital Transformation and Innovation at the University of 

Ottawa, who is being supervised by Dr. Rukhsana Ahmed, Adjunct Professor in the Department 

of Communication at the University of Ottawa. 

Purpose of the Study: The purpose of the proposed study is to examine cultural competence 

strategies, if any, that are used by healthcare organizations at all levels, including managers and 

senior executives to improve interaction between healthcare providers and their immigrant 

patients for the sake of reducing healthcare disparities, and to explore innovative technologies 

that can be utilized to reach out to immigrant patients.  

Participation: My participation will consist of filling out a survey and responding to a number 

of questions related the role of cultural competence as well as the use of information and 

communication technology in improving interaction between healthcare providers and their 

immigrant patients for the sake of reducing healthcare disparities. It can take about 10 to 15 

minutes to fill out the survey. 
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Risk and benefits: I understand that part of my participation will involve answering questions 

about the role of cultural competence as well as the use of information and communication 

technology in healthcare settings. I have been reassured by the researcher that there are no 

potential risk or discomfort in this study. I will receive no direct benefit from participation, 

however the information I will share will help contribute towards a better understanding of how 

cultural competence programs and the use of information and communication technology can be 

used to improve interaction between healthcare providers and their immigrant patients for the 

sake of reducing health care disparities.  

 Confidentiality and Anonymity: I have received assurance from the researcher that all the data 

I will provide will remain confidential. I understand that data collected will be coded in such a 

manner that my name will not be associated with the data and will not be used in any written 

publication. I also understand that since the survey data is collected on Google Docs, it is subject 

to the U.S. privacy law, Patriot Act. 

Conservation of data: I understand that the data I will be providing will be stored in a locked 

laptop (password protected) belonging to the researcher and hard copies of the data will be stored 

in a locked file cabinet in the researcher’s home until 2023.  

Compensation: I understand that I will not be compensated for completing this survey. 

Voluntary Participation: I am under no obligation to participate in this study, and I have the 

right to withdraw from study at anytime without penalty as my participation in this study is 

entirely voluntary. If I choose to withdraw from the study, I will be given the option to also 

withdraw any data collected. 

Statement of Consent: I have read the above information and received answers to any questions 

I asked. I consent to participate in the aforementioned research study conducted by the above-

mentioned researcher.  

If I have any questions regarding the ethical conduct of this study, I may contact the Protocol 

Officer for Ethics in Research, University of Ottawa, Tabaret Hall, 550 Cumberland Street, 

Room 154, Ottawa, ON, K1N 6N5, (613) 562-5387 or at ethics@uottawa.ca 

[Check box], Yes, I agree to participate in this survey.  

mailto:ethics@uottawa.ca
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Appendix I:  

Survey Protocol: Phase Two 
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Appendix J:  

Consent Form: Interview Participation in Phase Three 

Title of The Study: 

Cultural Competence in Healthcare: Examining the Role of Information and Communication 

Technology in Reducing Health Care Disparities for Immigrant Patients 

Supervisor:                                                     Dr. Rukhsana Ahmed    

          Adjunct Professor, Department of   

                                                                            Communication, University of Ottawa   

          Ottawa, ON 

                                                                                 

       

 Student:                                                             Idris Alghazali 

                                                                            Ph.D. Candidate, Digital Transformation and     

                                                                            Innovation, University of Ottawa, Ottawa, ON 

                                                                                

 

Invitation to Participate: I am invited to participate in the aforementioned study conducted by 

Idris Alghazali, a Ph.D. Candidate in Digital Transformation and Innovation at the University of 

Ottawa, who is being supervised by Dr. Rukhsana Ahmed, Adjunct Professor in the Department 

of Communication at the University of Ottawa. 

Purpose of the Study: The purpose of the proposed study is to examine cultural competence 

strategies, if any, that are used by healthcare organizations at all levels, including managers and 

senior executives to improve interaction between healthcare providers and their immigrant 

patients for the sake of reducing healthcare disparities, and to explore innovative technologies 

that can be utilized to reach out to immigrant patients.  

 

 Participation: My participation will consist of completing a written socio-demographic 

questionnaire and attending a face-to-face interview to respond to a number of questions related 

to the role of cultural competence as well as the use of information and communication 

technology in improving interaction between healthcare providers and their immigrant patients 

for the sake of reducing healthcare disparities. The interview will last approximately between 60 
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and 120 minutes and will be audio-recorded. However, if I choose to withdraw, I will be given 

the option to also withdraw any data previously collected.  

 Risks: I understand that my participation in this study implies that I will share my perspectives 

and personal experiences related interacting and communicating with immigrant patients. I have 

received assurance from the researchers that there are no discomforts associated with the study. 

If, however, for some reason I feel uncomfortable during the interview, I have received 

assurance from the researchers that my participation is voluntary, I am free to withdraw at any 

time during the interview. 

Benefits: I will receive no direct benefit from participation. However, the information that I will 

share can contribute to raising awareness of the importance of communication between 

healthcare providers and immigrant patients. It can also help to develop recommendations 

regarding how to best communicate with recent immigrant patients.  

Confidentiality and Anonymity: I have received assurance from the researchers that the 

information I will share will remain confidential. I understand that, with my permission (i.e., 

circling recording option) the interview will be digitally recorded and transcribed; however, the 

information will be carefully and completely protected, stored in a locked laptop (password 

protected) belonging to the researcher and hard copies of the data will be stored in a locked file 

cabinet in the researcher’s home. In order to maximize confidentiality and anonymity, I will 

select and use a pseudonym during the interview. I have received assurance from the researchers 

that my actual name and any other identifying information will not be recorded by recording 

devices and note takers. My actual name will appear on the consent form, which will be carefully 

and completely protected. Moreover, my anonymity will be protected as my actual name will 

never be used in any written publication. 

Conservation of data: The data collected (digital recordings and transcripts of interview) will 

be stored in a locked file cabinet in the researcher’s home until 2023. 

Compensation: Upon participation in the interview, I will receive a compensation of $10 cash 

even if I do not complete the interview. 
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Voluntary Participation: I am under no obligation to participate, and if I choose to participate, I 

can withdraw from the study at any time and/or refuse to answer any questions, without suffering 

any negative consequences. If I choose to withdraw, I will be given the option to also withdraw 

any data collected. 

Statement of Consent: I have read the above information and received answers to any questions 

I asked. I consent to participate in the aforementioned research study conducted by the above-

mentioned researchers.  

If I have any questions regarding the ethical conduct of this study, I may contact the Protocol 

Officer for Ethics in Research, University of Ottawa, Tabaret Hall, 550 Cumberland Street, 

Room 154, Ottawa, ON, K1N 6N5, (613) 562-5387 or at ethics@uottawa.ca 

 

Participant's Name:      

Participant’s Signature:       Date: _________________ 

Researcher’s Name:   

Researcher’s Signature:        Date: _________________ 

 

 

 

 

 

 

 

mailto:ethics@uottawa.ca
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Appendix K:  

Interview Protocol: Phase Three 
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Table 2 

Guiding Questions for Interviews 

Guiding Questions 

Can you please tell me about yourself and the role you play in this center (or hospital)?  

Can you please tell me how you communicate with immigrant patients?  

How would you describe your experience interacting with patients from different cultural 

backgrounds?  

What are some of the major challenges and problems that you face when communicating with 

immigrant patients?  

How easy is it for you to communicate with patients with limited English langue proficiency? Please 

explain.  

What do you know about the concept cultural competence?  

Please tell me about your experience providing treatment and care for immigrant patients, and how 

satisfied are you with the service? Please elaborate.  

Does your center provide cultural competence training for healthcare providers? If yes, please provide 

examples. If not, why not and how do you feel about it?  

Do you know about the use of ICTs in healthcare delivery? Please provide examples. 

Do you think the use of ICTs can facilitate access to healthcare for immigrant patients? __  

A. If yes, please explain why and how?  

B. If no, please discuss why not?  

What specific contribution you think ICTs can make to improve healthcare delivery for immigrant 

patients?  

 

*These questions were informed by relevant existing literature. 
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Appendix L:  

Compensation Form: Interview Participation in Phase Three 

 

Title of The Study: 

Cultural Competence in Healthcare: Examining the Role of Information 

and Communication Technology in Reducing Health Care Disparities 

for Immigrant Patients. 

Researchers: 

Supervisor: Dr. Rukhsana Ahmed, Adjunct Professor, Department of 

Communication, University of Ottawa, Ottawa, ON 

Student: Idris Alghazali, Ph.D. Candidate, Digital Transformation and     

Innovation, University of Ottawa, Ottawa, ON 

 

Acceptance: I agreed to participate in the aforementioned study conducted by Idris Alghazali, a 

Ph.D. Candidate, Digital Transformation and Innovation, University of Ottawa and his 

supervisor: Dr. Rukhsana Ahmed, Adjunct Professor, Department of Communication, University 

of Ottawa. I received $10 cash in appreciation of my participation.   

Participant's signature:                                               Date:  

 

Researcher's signature:                                               Date:  

 

Witness (needed in the case where a participant is visually impaired): 

Signature:                                                                   Date:  
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