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Abstract

Introduction: In many countries doctors are seeing an increasing amount of immigrant patients. The communication
and relationship between such groups often needs to be improved, with the crucial factor potentially being the basic
attitudes (acculturation orientations) of the doctors and patients. This study therefore explores how acculturation
orientations of Canadian doctors and immigrant patients impact the doctor-patient relationship.

Methods: N = 10 participants (five doctors, five patients) participated in acculturation orientation surveys, video
recordings of a regular clinic visit, and semi structured interviews with each person. Acculturation orientations were
calculated using the Euclidean distance method, video recordings were analyzed according to the Verona Coding
System, and thematic analysis was used to analyze the interviews. Interviews were used to explain and interpret the
behaviours observed in the video recordings.

Results: The combined acculturation orientations of each the doctor and immigrant patient played a role in the
doctor-patient relationship, although different combinations than expected produced working relationships. Video
recordings and interviews revealed that these particular immigrant patients were open to adapting to their new
society, and that the doctors were generally accepting of the immigrants’ previous culture. This produced a common
level of understanding from which the relationship could work effectively.

Conclusion: A good relationship and level of communication between doctors and immigrant patients may have its
foundation in acculturation orientations, which may affect the quality of care, health behaviours and quality of life of
the immigrant. The implications of these findings are more significant when considering effective interventions to
improve the quality of doctor-patient relationships, which should have a solid foundational framework. Our research
suggests that interventions based on understanding the influence of acculturation orientations could help create a
basic level of understanding, and therefore improved interaction between doctors and immigrant patients.

Keywords: Acculturation orientation and health, Cultural communication, Health communication, Doctor-patient
communicaiton, Culture and health

Introduction
In response to the current societal shifts moving us into
an increasingly globalized world, a deeper understanding
of diverse individuals and their behaviours is required. A
key area where such an understanding is lacking is in
the relationship and communication between doctors

and immigrant patients, which is often challenging and
can influence the patient’s health [1].
Canada has long been established as a multicultural

country, and immigration continues to increase. In 2006,
Canada’s immigrant population made up 1/5 of the coun-
try’s population, and is expected to reach at least 1/4 of the
population by 2031 [2]. Canada currently also has a low na-
tional birthrate and an increasing reliance on immigrants,
who are responsible for 2/3 of Canada’s 5.4 % growth [3].
The growing rates of immigration, and the increasing re-

liance on immigrants for a strong workforce and economy
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highlight the importance of existing research, which has
found that most immigrants, though a valuable part of the
society, are in many aspects not treated as equal to the na-
tive population, such as in the workforce [4] and in health
care [5].
Inequality in immigrant health care is a particular area

of concern, as poorer quality of care for immigrants is a
common occurrence [5]. Numerous researchers point
out, however, that it is not well understood why such
disparities exist [6–8].
As a result of growing immigration, there is not only

an increased number of people requiring use of the
health care system, but it also becomes more difficult to
meet peoples’ needs when their values and background
are increasingly diverse and not well understood [9].
This can been seen in findings of a direct association be-
tween social integration (i.e. an immigrant’s connections
within a new society in terms of marital status, voluntary
membership in associations, and interactions with friends/
relatives) and health: better social integration is associated
with lower blood pressure and fewer depressive symp-
toms, and vice versa [10, 11]. Although it is understood
that culture (i.e., the learned behaviours, beliefs, and
attitudes characteristic of a particular population) plays
a crucial role in immigrant health, there is a lack of
theoretical models that can accurately connect culture
with individual (i.e. doctor-patient interactions) and
biological (i.e. health outcomes) elements [9, 11]. Still,
a substantial amount of evidence exists to support the
fact that culture can influence the quality of healthcare
received by immigrant patients via a complex and poorly
understood process [12].
As an example, studies utilizing recorded clinic visits

or interviews found that physicians native to a country
tend to show less empathy toward immigrant patients,
and gaps of misunderstanding exist in communication
[7, 13–15]. This may not necessarily be due to conscious
discrimination, but rather the setting in which the inter-
action occurs: doctors are under extreme time pressure,
high cognitive load, and stress. This may make them
more likely to draw on stereotype assumptions when
they come into contact with immigrant groups, rather
than assessing individual characteristics, which requires
much more time and energy [16]. Unfortunately, such
disparities in understanding and communication have
been linked to poorer quality of care provided [5].
Previous studies have found that communication be-

tween doctors and immigrant patients is less effective
than with native patients, containing more misunder-
standings and less patient compliance [17, 18]. The rea-
sons for such misunderstandings, however, are not
clearly understood. It is therefore essential to investigate
this, to understand both how an individual with a different
culture background is affected by different perspectives,

and how the attitude of the healthcare providers can have
an effect.
This study therefore explores how individual cultural

attitudes influence the relationship between native doc-
tors and immigrant patients, which may in turn influ-
ence the quality of care provided, and the resulting
health behaviours and quality of life of the patient.
Acculturation orientation (AO) has been chosen as the

measurement of attitudes, because although it would be
ideal for doctors to have a basic knowledge of the differ-
ent backgrounds of each immigrant patient they treat,
this is a high and unrealistic demand. Physicians already
experience high cognitive load and stress [19]. It is
therefore more practical to measure individual cultural
attitudes at a more fundamental level. Assessing AO ex-
amines the expectations of the physician and immigrant,
rather than the details of cultural values and beliefs. Be-
cause doctors’ expectations and perceptions of patients
have been shown to influence the doctor-patient rela-
tionship [20], this may provide a more basic way of cre-
ating a solid foundation for a working interaction.

Acculturation orientation
AO is based on Berry’s acculturation model [21]. This
model provides a well rounded way of operationalizing
one’s cultural ‘attitude’, as it classifies an individual’s AO
when moving to a new ‘host’ culture into four categories,
seen in Table 1 below.1

Based on the above model, the Interactive Accultur-
ation Model (IAM) was created to include host culture
acculturation orientations, as part of a dynamic interplay
between host society members and immigrants [22]. The
model seeks to predict the types of relationships that
would be formed between host culture members and im-
migrants, based on their respective AOs. It does so by
taking the orientation of the host country, and that of
the immigrant, and predicting what kind of relationship
will be formed.
The IAM was intended for a societal level scale in

terms of host culture group and immigrant group. It was
further modified by Kazarian&Evans [23] to apply specif-
ically to healthcare settings, a form in which it is
intended to be interpreted on the individual level.
This model is conceptualized in Table 2. It refers spe-

cifically to the relational outcomes of health consumer
and health professional orientations, and which combi-
nations are predicted to produce favourable and un-
favourable doctor-patient relationships.
The AO of the health professional refers to his or her

belief about whether the immigrant patient should be as-
similated, integrated, separated or marginalized into the
new culture.
Consensual, problematic, and conflictual refer to the

type of healthcare provider-patient relationship that can
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be expected from various combinations of AOs of native
doctors, and immigrant patients. Consensual relationships
suggest a shared understanding. Problematic relationships
suggest no direct conflict in opinions, but also no com-
mon understanding. Conflictual relationships suggest a
direct conflict of opinions.
This is the only model to our knowledge that pre-

dicts how AOs relate to the relationship of health con-
sumers and health professionals. Since implementation
of research findings in the medical world is often hap-
hazard, a model framework is useful [24]. Since this
model has a strong theoretical basis [23], but has not
yet been tested, this study uses it to observe if its pro-
posed combinations of AOs do in fact interrelate with
the doctor-patient relationship, as predicted, in a real-
world setting.
The health consumer/health professional model guided

the development of the following research questions:

1. Does the AO of doctors and immigrant patients
influence their relationship, based on the health
consumer/health practitioner model?

2. How do the AOs of physicians native to a country
towards immigrant patients, and the AOs of these
immigrant patients, interrelate with the quality of
the doctor-patient relationship/experiences of both
individuals?

Methods
Recruitment
The study received ethical approval from the ethics
board at St. Mary's Hospital, in the culturally diverse city
of of Montreal, Canada. The researcher was granted ac-
cess to the hospital to invite family doctors face-to-face
to participate in the study. Those who agreed provided a
list of their immigrant patients, who were invited to par-
ticipate via phone call.

Population
N = 10: 5 doctors (4 females, 1 male), each with one immi-
grant patient (4 females, 1 male) took part in a survey,
videotaped clinic visits, and semi-structured interviews.
The patients had a migration background (immigrated to
Canada after the age of 16) and the doctors did not
(trained and practicing in Canada). In total, five clinic
visits were videotaped, and 10 interviews were conducted
(5 doctors, 5 patients). Following the 10 interviews, no
new information was being obtained, so the recruitment
process was stopped at 5 cases due to saturation.

Procedure
All video recordings and interviews occurred in Saint
Mary’s Hospital. Details of the procedure were explained
to doctors and patients, and each signed a consent form
prior to commencement of the study.

Table 1 Berry’s acculturation model

Cultural maintenance (Of Immigrant OR Host Culture)

High Low

Contact and Participation
(Of Immigrant OR Host Culture)

High Integration Assimilation

Interest in maintaining one’s original culture while also
participating in daily and social activities of the
dominant group and with other ethnic and
cultural groups

Individual does not wish to maintain his/her cultural
identity and seeks daily interactions with other cultures

Low Separation Marginalization

Individuals place a high value on holding onto their
original culture and avoid interaction with others

Little possibility or interest in having relationships with
others and little interest in or possibility of cultural
maintenance (due primarily to experiences with
discrimination or instituationalized, forced separation
from others).

(Berry, [21])

Table 2 Modification of Berry’s model: the health consumer/health practitioner model

Health consumer

Health professional Integration Assimilation Separation Individualism (Marginalization)

Integration Consensual Problematic Conflictual Problematic

Assimilation Problematic Consensual Conflictual Problematic

Separation Conflictual Conflictual Conflictual Conflictual

Individualism Conflictual Conflictual Conflictual Conflictual

(Kazarian & Evans [23])
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Patients and doctors each filled in a two page ques-
tionnaire to determine their AOs. For patients, this re-
ferred to their orientations towards the host culture
(Canada), with questions including such items as “it is
important to me to see myself as Canadian”, or “it is im-
portant to me to see myself as part of my home culture”.
For doctors, similar questions referred to their orienta-
tions regarding what they expected of their immigrant
patients, with questions including such items as “it
should be important to them to see themselves as
Canadian”, or “it should be important to them to see
themselves as part of their home culture”. Answers were
on a four-point scale, ranging from “1, completely dis-
agree” to “4, agree completely”.
A clinic visit was then video recorded, which was

scheduled at a time when the patient already had a regu-
lar visit booked. Clinic visits were recorded with video
equipment available in the hospital for residency train-
ing, under strict confidentiality agreements.
Interviews were conducted and audio recorded after

the video recording, in private offices within the hospital
research department, during a convenient time for the
doctors and patients, separately. Questions asked to doc-
tors were both specifically related to the patient, and to
immigrants on a more general level. These included, for
example,“Do you feel confident that this patient agrees
your advice is necessary and valuable?”, “Is this true of
many of your immigrant patients?”. Questions asked to
patients also related specifically to their doctor, and
healthcare experiences in general. They included, for ex-
ample, “did you feel listened to and understood?”, “Were
your expectations of the visit met?”

Analyses
Videos and interviews were transcribed and double-
checked by the researcher. Directed content analysis
was used, which seeks to ‘validate or extend concep-
tually a theoretical framework or theory’ [25]. The
health consumer/health professional model informed
the formulation of our research questions, and guided
the creation of our key themes extracted from the
interview coding process. We then used the findings
to generate hypotheses in support of the health con-
sumer/health professional model. Since directed con-
tent analysis has the potential of creating strong bias
of the researcher toward the theory guiding the
process [25], specific strategical techniques were used
for coding the videos and interviews, to ensure ana-
lyses were performed systematically with as little bias
as possible.
The analytic technique used for videotaped clinic visits

was the Verona Coding System [26], a method of specif-
ically examining doctors’ responses to patients’ cues and
concerns (for a full schematic diagram, see Appendix A).

Each cue (an alluded to or poorly explained concerned is
a ‘cue’)/concern (any clearly articulated concern) from
the patient elicits a response from the doctor, who either
explicitly or non-explicitly addresses the cue/concern.
The doctor’s response either provides space for the pa-
tient’s cue/concern to be investigated, or reduces space.
Thematic analysis was used for the interviews, to high-

light key elements that doctors and patients experienced
as most crucial for communication. A six phase process
for identifying themes was followed, as outlined by Braun
& Clarke [27] (Appendix B). The approach was essential-
ist/realist (reporting participant’s experiences/meanings),
theoretical (driven by the study research questions) and
focused on the semantic quality of the data (explicit mean-
ings stated by participants).
AO surveys were analyzed after the interview analysis,

so as not to bias interpretation of the videos and inter-
views. AOs were calculated using the Euclidean Distance
Method, which calculates the mean of an individual’s an-
swers on the survey, and then uses the Euclidean Dis-
tance formula to plot the distance of each individual’s
orientation scores from each of the four extreme orien-
tations (i.e., full assimilation, etc.). This places people
with proximity scores toward all of the orientations, to
see which they lean toward most. An example calcula-
tion can be seen in Appendix C.2

The results of the above techniques were compiled
and used to interpret whether the themes extracted fit
the categories and predictions of the health consumer/
health professional model.

Results
The dominant AOs (for acculturation scores, see
Appendix D) and Verona Coding results (number of
cues/concerns from the patient/number, number of
different responses from the doctor) of each doctor-
patient pair are displayed in Table 3. The main inter-
view themes for each doctor-patient pair are displayed
in Table 4.
The video codes and interview themes were combined

to examine the research questions and generate the fol-
lowing hypotheses:

1. The quality of the doctor-patient relationship and
the nature of doctor-patient communication are
influenced by the combined AOs of the doctor and
patient.

2. a. Patients with an integration attitude, and
doctors with any of the four attitudes will report a
positive relationship.

b. Patients and doctors who share the same AO will
report a consensual relationship.

c. Other AO combinations will report a conflictual/
problematic relationship.
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3. a. Consensual relationships will positively
interrelate with the patients’ and doctors’ personal
experiences.

b. Conflictual/problematic relationships negatively
interrelate with the patients’ and doctors’ personal
experiences.

Further explanation of the derivation of our hypoth-
eses is presented in the discussion section.

Discussion
This study examined how AOs of doctors and immi-
grant patients influence their relationship based on the
health consumer/health practitioner model (RQ1), and
how this interrelates with the experiences of both indi-
viduals (RQ2).
While survey scores showed that only one doctor-

patient pair matched in their AOs to form a consensual
relationship as predicted by the model, all doctors and
patients reported a relatively good relationship. Accord-
ing to the health consumer/health practitioner model,
however, doctor-patient pairs B, C, D, and E should all
have conflictual relationships, which was not the case. It
may be that the model is correct in its expectation of
AO playing a role in the doctor-patient relationship, but
does not accurately predict which combinations produce
good working relationships in the specific context of a
doctor and immigrant patient interaction. The model
predicts that any time a doctor presents a separation or
marginalization orientation, the resulting relationship

will be conflictual [23]. However, based on the results of
our cases, all doctors showed one of these two orienta-
tions, without the a resulting conflictual relationship
with the patient. This is in contrast to existing literature,
which often posits that marginalization and separation
generally lead to more negative outcomes [28].
Instead, based on the video and interview information,

the separation and marginalization orientations of the
doctors manifested as behaviour that was either very
culturally sensitive (separation): allowing the immigrants
space to maintain their own cultural beliefs, or very cul-
turally neutral (marginalization): understanding that the
immigrant may adapt to the host culture or maintain
their own, but treating them like any other individual
patient regardless of this. Therefore, the separation and
marginalization orientations of the doctor did not trans-
late into negative behaviours as expected based on the
model, but rather to an acute awareness that a person’s
background is complicated, and adaptation or lack of
adaption is personal.
Two of the cases involving the combination of a pa-

tient with an integration orientation and a doctor with a
separation orientation revealed the most patient involve-
ment in terms of discussing cues/concerns. This might
have been elicited by the space these doctors give to
their patients as a result of the doctors’ cultural sensitiv-
ity, which previous literature has found to be comprised
of many factors, including effective communication [29].
This could suggest that although AO combinations do
not seem to fit the model, it does not mean they are

Table 3 Verona coding: summary of numbers of patient cues and doctor responses for each doctor-patient pair

Patient A B C D E

Orientation Separation Integration Integration Integration Integration

Cues 31 53 57 46 33

Concerns 7 1 1 5 7

TOTAL 38 54 58 51 40

Doctor A B C D E

Orientation Separation Separation Separation Marginalization Marginalization

Providing Space Responses 43 32 49 18 33

Acknowledge content (EPCAc) 23 17 12 12 21

Explore content (EPCEx) 19 15 29 6 10

Acknowledge affect (EPAAc) 3 1

Empathize (EPAEm) 1 1 1

Explore affect (EPAEx) 4

Reducing Space Responses 32 22 12 43 20

Give information/advice (ERIa) 32 20 11 42 20

Switch subject (ERSw) 2

Postpone (ERPp) 1

TOTAL 75 54 61 61 53
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Table 4 Themes from doctor and patient interviews, and their related content

Doctor A Doctor B Doctor C Doctor D Doctor E

Challenges in treating immigrants

Patients often not proactive Needs more time to talk with/
understand

Level of difficulty depends on how long
patient was in their previous country

Level of difficulty depends how
long they’ve been in Canada

Can be difficult adjusting
communication to their level

Not sure they follow her advice Not always sure they understand what
she said and vice versa

Some are compliant but not proactive Some immigrants have different
perspectives on health.

Different approaches to
medicine can be hard:
many cultures not
preventive

Hard to explain different concepts Difficult to approach topic of background:
where to start?

Hard to advise on psychosocial aspects
but they play big role

Unknown daily parts of life that influence
health, but neither side thinks to ask about

Beliefs can conflict

Expectations

Unclear what they expect her role
to be

Sometimes they don’t follow advice
because it’s different in their country

Different expectations of medicine
(e.g. cures from pills)

Expects patients to take control
of own health.

Sometimes they initially expect
same treatment as they get in
home country

Understanding

Education makes a difference to how
much they understand

Patients don’t always understand the
health system.

Education makes a difference how much
the they understand/respond to treatment.

It takes time for patients to
understand the healthcare system.

Don’t always understand:

- role of the doctor

- health system

Keys to success/ideas for improvement

More accessible community resources
for psychosocial aspects

Adjusts approach depending on
integration level

Understand bigger picture of where they
come from

Both doctors and patients can
adapt and meet in the middle

Establish rapport

Translators, even if person speaks
English

Cultural sensitivity training Interpreters would be useful Be open to idea they won’t
always take advice

Questions about culture on health
history form

Explain system when they
first arrive

Patient A Patient B Patient C Patient D Patient E

(Philippines) (China) (Trinidad) (Philippines) (Brazil)

Attitudes/background

Lived in 3 different countries
(Saudi Arabia, Malaysia, Canada)

Eats healthy, tries to get physical
activity

Took about 10 yearsto adjust to the
culture

Medical advice falls in line with
her own beliefs

Lives healthy lifestyle

Follows doctor advice but follows
own diet

Believes in needing to adapt to new
culture fully and with an open mind

Medical advice falls in line with own
beliefs because she reads what’s going
on in the country and tries to adapt

Learned to become healthier
after pregnancy

Was willing to learn and adapt
to Canadian syste

Dismisses difficult experiences with
moving: one has to adapt

Hard to adapt at first People who complain don’t
accept that the system is
just different
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Table 4 Themes from doctor and patient interviews, and their related content (Continued)

Healthcare experience in home country

No healthcare in previous countries,
have to pay for everything.

Had to pay for everything, much
poorer conditions (e.g. no privacy
from other patients)

Not as developed Nothing free, have to pay
for everything

Used to going to hospital
for everything

Has pacemaker, wouldn’t have got that
in Trinidad

Healthcare experience in Canada

Free care Advice matches own beliefs. All her needs are taken care of Her expectations of the
treatment are always met

Likes concept of family doctor
and having history

Learned more about health

Bad experience before present clinic Problems finding doctor at first Previous doctor was not attentive
or caring

Problems finding doctor at first Doesn’t like wait times

Long wait times, would rather
pay and not have to wait.

Experience with present doctor

Likes doctor:
good pep talks
very happy

Likes doctor:
supportive
answers questions

Loves doctor:
takes care of her concerns
takes time with her

Likes doctor:
makes her laugh feel
comfortable truly cares

Likes doctor:
takes time
explains
listens
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unimportant. The separation and marginalization cat-
egories in this particular context seem to translate into
slightly different culturally sensitive behaviours, and a
positive doctor-patient relationship. Further, the integra-
tion attitudes of the patients are a crucial factor in these
five relationships, which supports previous literature
findings of integration being beneficial for immigrants
[11]. This information thus provides some support for
the health consumer/health practitioner model, but also
a need to reconsider its predictions in this context.
All patients but one showed an integration attitude. One

patient showed a separation attitude. However, in her
interview her fluency in English was limited and she re-
ported her belief in the importance of adapting to a new
culture, so it is possible she did not understand the survey
properly. Patients with a separation or marginalization at-
titude might have exhibited negative behaviours, although
this would have to be investigated. An integration attitude
likely played a substantial role in the patients being open
to doctors’ advice.
This initial evidence for AOs supports literature that

has found acculturation to be important in the doctor-
patient relationship [30]. We found that relationships be-
tween immigrants with integration attitudes, and doctors
with marginalization/separation attitudes form reasonably
good relationships and positive experiences for both pa-
tient and doctor, which led to the hypotheses generated.
More detailed studies could investigate the areas of these
relationships that continue to be challenging, and how to
further improve them through communication and under-
standing. Differing expectations seems to be an important
challenge. Doctors reported that immigrant patients vary
in their expectation of the doctor’s role, and how much
the doctor should help them to adapt to the new country.
The patients in the five observed cases took a substantial
amount of responsibility in adapting to their new culture,
without expecting their doctor to take care of everything.
This is in line with previous findings that patient’s percep-
tions play a crucial role in the doctor-patient relationship.
Immigrant patients with other orientations might show
very different behaviour patterns [31].
It should be noted that there are limitations to this

study. First, the immigrant patients who participated are
probably already better integrated than others, since they
visit Canadian doctors and take care of their health.
Therefore, none of the patients showed any of the AOs
that might lead to a more negative relationship with the
doctor. Second, the doctors at St. Mary’s hospital are
practicing in a multicultural city, and have already devel-
oped an way of with working with immigrants. To fur-
ther explore the impact of AOs on the doctor-patient
relationship, future studies should seek to reach immi-
grant patients who are not well adapted to the culture,
and doctors who are not as familiar with working with

immigrant patients. The sample size is small, which also
raises some concerns. However, the consistencies seen
among these 10 individuals are strong, and suggest that
the context may be significant as well: a multicultural
hospital, with doctors having a substantial amount of ex-
posure to immgrant patients, revealed doctor-patient
pairs reporting good relationships. The findings should
still be replicated with larger sample sizes. The gender
distribution of the sample could also be considered a
limitation, as there were many more females than males.
This occurred by chance, since these were the only indi-
viduals who had a regular doctor visit scheduled, and
agreed to participate. It should be noted, however, that
in a usual family practice, roughly 65 % of the visits are
with women. Given the small sample size, 80 % being fe-
male patients is not very unrepresentative, since women
made up 60 % of adult ambulatory care visits in 2012 in
the US [32]. For doctors, however, the sample is not rep-
resentative, as about 50 % of family doctors in the prov-
ince of Quebec are women [33].
As well, in the doctor-patient pairs, the doctor and pa-

tient were always of the same gender, reducing any po-
tential bias. Nonetheless, the study should certainly be
replicated with more equal gender distribution.

Conclusion
Our findings provide some initial support for the predic-
tions made by the health consumer/health practitioner
model, namely, that AOs of host culture doctors and im-
migrant patients play an important role in the quality of
the doctor-patient relationship. The key findings re-
vealed from analysis of these interviews included pa-
tients showing a willingness to adapt to the new cultures
(an integration AO), doctors showing a willingness to
accept an immigrant’s culture, and both reporting positive
doctor-patient relationships. Since the literature reveals
that there are currently many gaps in doctor-immigrant
patient communication, which often lead to misunder-
standings [7, 13–15], poorer quality of care received [5],
and less patient compliance [17, 18], fostering a positive
doctor-patient relation has the potential to influence the
quality of care, and resulting health of the patient.
This exploratory study opens the door to the notion

that AOs between doctors and immigrant patients provide
a foundation upon which the doctor-patient relationship
is based. Future studies should test the generated hypoth-
eses with stronger analytic methods, in different areas of
medicine, in different countries, and possibly eventually in
different disciplines.
Many interventions seeking to improve doctor-

immigrant patient relationships currently do not
follow a standardized method, since not enough
knowledge exists currently to create one. Our exploration
of AOs found some support of use of the health
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consumer/health practitioner model to guide the develop-
ment of effective interventions to improve the quality of
doctor-immigrant patient relationships [24]. In this case,
interventions based on training and understanding of the
influence of AOs could help create a basic level of under-
standing, and may improve interaction between doctors
and immigrant patients.

Endnotes
1These orientations can refer to the immigrant’s atti-

tudes about him or herself, or, a host culture member’s
orientation in terms of what he or she expects of an indi-
vidual immigrant or immigrant population. Here, accultur-
ation orientation is based on this model, conceptualized in
Table 1.

2The entire quantitative aspect of the study included
171 participants, thus providing an adequate sample size
for such analyses. The 10 quantitative acculturation
orientation calculations reported in this paper are not to
be taken as a full scale quantitative analyses, but rather
as a first indication of the quantitative method used,
which will be presented in later stages.

Appendix A

Appendix B

Fig. 1 Verona coding system: schematic diagram

Table 5 Six phase process of thematic analysis

Phase Description of the process

1. Familiarizing yourself
with your data:

Transcribing data (if necessary), reading
and re-reading the data, noting down
initial ideas.

2. Generating initial codes: Coding interesting features of the data in
a systematic fashion across the entire data
set, collating data relevant to each code.

3. Searching for themes: Collating codes in potential themes,
gathering all data relevant to each
potential theme.

4. Reviewing themes: Checking if the themes work in relation
to the coded extracts (Level 1) and the
entire data set (Level 2), generating a
thematic ‘map’ of the analysis.

5. Defining and naming
themes:

Ongoing analysis to refine the specifics
of each theme, and the overall story the
analysis tells, generating clear definitions
and names for each theme.

6. Producing the report The final opportunity for analysis. Selection
of vivid, compelling extract examples, final
analysis of selected extracts, relating back
of the analysis to the research question
and literature, producing a scholarly report
of the analysis.
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Appendix C – Euclidean distance calculation
example: Patient A

Scores:

Completely disagree = 1
Slightly disagree = 2
Slightly agree = 3
Agree completely = 4

Mean of answers to questions about home culture: 2.86

Mean of answers to questions about host culture
(Canada): 2.43

Calculate Distance Score from each orientation with
Euclidean Distance Formula:

D x; yð Þ ¼ √ x1– y1ð Þ2 þ x2– y2ð Þ2

X1 = mean score on questions about home culture

X 2 = mean score on questions about host culture

Y1 and Y2 =Most extreme scores for each orientation
(Marginalization = 1, 1; Separation = 4, 1; Assimilation = 1, 4;
Integration = 4, 4).

Distance Scores for Patient A:

From full Marginalization: √ (2.86 − 1)2 + (2.43 − 1)2 = √
5.5 = 2.35

From full Separation: √ (2.86 − 4)2 + (2.43 − 1)2 = √
3.34 = 1.83

From full Assimilation: √ (2.86 − 1)2 + (2.43 − 4)2 = √
5.92 = 2.43

From full Integration: √ (2.86 − 4)2 + (2.43 − 4)2 = √
3.76 = 1.93

*Distance scores can range from 0 to 4.24. Proximity
scores to each orientation are then calculated:

Marginalization: 4.24−2.35 = 1.89

Separation: 4.24−1.83 = 2.41

Assimilation: 4.24−2.43 = 1.81

Integration: 4.24−1.93 = 2.31

*These scores are used to plot the person in two
dimensional space, and observe visually toward which
orientation they lean the most*

Appendix D

Competing interests
We declare that there are no competing interests involved with this research.

Authors’ contributions
AW conceived of and designed the project, recruited participants, collected
the video recordings of medical visits, conducted the interviews, transcribed
the data, analyzed the data, and helped draft the manuscript. ER provided
access to the potential participants, helped recruit participants, oversaw the
process of data collection and analysis, provided expertise as both a medical
doctor and researcher, and helped draft the manuscript. Both authors read
and approved of the final manuscript.

Acknowledgments
Special thanks goes to:
The doctors and staff at St. Mary’s Hospital, who spared their own valuable
time to assist in the administrative and practical success of this research.
The patients who took their own valuable time to share their experiences.
We thank the Bremen International School of Social Sciences in Bremen,
Germany, for funding this project.
We thank St. Mary’s Hospital (with McGill University) in Montreal, Canada, for
providing the necessary space and tools with which to carry out the project.

Received: 31 March 2015 Accepted: 19 October 2015

References
1. Ng E. The healthy immigrant effect & mortality rates. Health Rep. 2011;22(4):25–9.
2. Malenfant EC, Lebel A, Martel L. Projections of the diversity of the Canadian

population, 2006–2031. Statistics Canada Demography Division, 2010,
Catalogue 91-551-X; 2010.

3. Statistics Canada. Health and social service institutions revenue and
expenditures. 2013. http://www.statcan.gc.ca/pub/91-551-x/91-551-
x2010001-eng.pdf.

4. Arai M, Vilhelmsson R. Unemployment risk differentials between immigrant
and native workers in Sweden. Ind Relat. 2004;4(3):690–8. doi:10.1111/j.0019-
8676.2004.00355.x.

Table 6 Table of calculated acculturation orientation scores for
doctors and patiens. Acculturation orientations (AO) of doctors
and patients: highest scores indicate which orientation individuals
lean towards the most, but are not completely exclusive of other
orientations

Proximity Score Doctor A Doctor B Doctor C Doctor D Doctor E

Marginalization 1.61 1.61 1.64 2.41 2.57

Separation 2.77 2.26 3.64 2.30 2.45

Assimilation 1.38 1.20 0.61 1.89 1.67

Integration 2.39 1.74 1.64 1.81 1.59

Proximity Score Patient A Patient B Patient C Patient D Patient E

Marginalization 1.89 1.81 1.70 1.41 1.70

Separation 2.41 1.89 2.38 2 2.38

Assimilation 1.81 2.29 1.78 2 1.78

Integration 2.31 2.42 2.50 2.82 2.50

As can be seen above, Doctor and Patient A are the only pair who have a
combination of acculturation orientations that match to provide consensual
relationships as predicted by the health practitioner/health consumer model.
The other four doctor/patient pairs show orientation combinations that lead to
conflictual/problematic relationships according to the health practitioner/
health consumer model

Whittal and Rosenberg International Journal for Equity in Health  (2015) 14:108 Page 10 of 11

http://www.statcan.gc.ca/pub/91-551-x/91-551-x2010001-eng.pdf
http://www.statcan.gc.ca/pub/91-551-x/91-551-x2010001-eng.pdf
http://dx.doi.org/10.1111/j.0019-8676.2004.00355.x
http://dx.doi.org/10.1111/j.0019-8676.2004.00355.x


5. Saha S, Arbelaez JJ, Cooper LA. Patient-Physician relationships and racial
disparities inquality of health care. Am J Public Health. 2003;93(10):1713–8.

6. Johnson RL, Roter D, Powe NR, Cooper LA. Patient race/ethnicity and
quality of patient-physician communication during medical visits. Res Pract.
2004;94(12):2084–90.

7. Schouten B, Meeuwesen L, Harmsen HAM. The impact of an intervention in
intercultural communication on doctor-patient Interaction in The
Netherlands. Patient Educ Couns. 2005;58(2005):288–95.

8. Schouten B, Meeuwesen L, Tromp F, Harmsen HAM. Cultural diversity in
patient participation: the influence ofpatients’ characteristics and doctors’
communicative behavior. Patient Educ Couns. 2007;67(2007):214–23.

9. Marks DF. Freedom, responsibility and power: Contrasting approaches to health
psychology. J Health Psychol. 2002;7(5):5–17. doi:10.1177/1359105302007001062.

10. Berkman L. The role of social relations in health promotion. Psychosom
Med. 1995;57:245–54.

11. Dressler WW, Bindon JR. The health consequences of cultural consonance:
cultural dimensions of lifestyle, social support and arterial blood pressure in
an African American community. Am Anthropol. 2000;102(2):244–60.

12. Dunn JR, Dyck I. Social determinants of health in Canada’s immigrant
population: results from the national population health survey. Soc Sci Med.
2000;51:1573–93.

13. Klug U, Bogic M, Deville W, Greacen T, Dauvrin M, Dias S, et al. Health
services and the treatment of immigrants: data on service use, interpreting
services and immigrant staff members in services across Europe. Eur
Psychiatry. 2012;27(2012):S56–62.

14. Newbold KB, Danforth J. Health status and Canada’s immigrant population.
Soc Sci Med. 2003;57(10):1981–95.

15. Schouten B, Meeuwesen L. Cultural differences in medical communication:
A review of the literature. Patient Educ Couns. 2006;64(1–3):21–34.

16. Van Ryn M, Burke J. The effect of patient race and socio-economic status on
physicians’ perceptions of patients. Soc Sci Med. 2000;50(2000):813–28.

17. Van Wieringen J, Harmsen J, Bruijnzeels M. Intercultural communication in
general practice. Eur J Pub Health. 2002;12:63–8.

18. Dell’Arciprete A, Braunstein J, Touris C, Dinardi G, Llovet I, Sosa-Estani S.
Cultural barriers to effective communication between Indigenous
communities and health care providers in Northern Argentina: an
anthropological contribution to Chagas disease prevention and control. Int
J Equity Health. 2014;13:6. doi:10.1186/1475-9276-13-6.

19. Villagran M, Hajek C, Zhao X, Peterson E, Wittenberg-Leyles E. Communication
and culture: Predictors of treatment adherence among Mexican immigrant
patients. J Health Psychol. 2011;1–10. doi:10.1177/13591053114171094.

20. Babitsch B, Braun T, Borde T, David M. Doctor’s perception of doctor-patient
relationships in emergency departments: what roles do gender and ethnicity
play? BMC Health Serv Res. 2008;8(82):1–10. doi:10.1186/1472-6963-8-82.

21. Berry JW. Acculturation and health: Theory and research. In: Kazarian SS,
Evans DR, editors. Culturalclinical psychology: theory, research andpractice.
New York: Oxford University Press; 1998. p. 39–57.

22. Bourhis RY, Moise LC, Perrault S, Senecal S. Towards an interactive
acculturation model: A social psychological approach. Int J Psychol.
1997;32(6):369–86. doi:10.1080/002075997400629.

23. Kazarian SS, Evans DR. Handbook of cultural health psychology. San Diego:
Academic; 2001. p. 30–6.

24. Eccles M, Grimshaw J, Walker A, Johnston M, Pitts N. Changing the behavior
of healthcare professionals: the use of theory in promoting the uptake of
research findings. J Clin Epidemiol. 2005;58(2):107–12.

25. Hsieh H-F, Shannon SE. Three approaches to qualitative analysis. Qual
Health Res. 2005;15(9):1277–88.

26. European Association for Communication in Healthcare. The Verona Coding
System. 2009.

27. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77–101.

28. Levecque K, Van Rossem R. Depression in Europe: does migrant integration
have mental health payoffs? A cross-national comparison of 20 European
countries. Ethn Health. 2015;20(1):49–65.

29. Tucker CM, Herman KC, Pedersen TR, Higley B, Montrichard M, Ivery P.
Cultural Sensitivity in Physician‐Patient Relationships Perspectives of an
Ethnically Diverse Sample of Low‐income Primary Care Patients. Med Care.
2003;41(7):859–70.

30. Villagran M, Hajek C, Zhao X, Peterson E, Wittenberg-Lyles E.
Communication and culture: Predictors of treatment adherence among
Mexican immigrant patients. J Health Psychol. 2012;17(3):443–52.

31. Verlinde E, De Laender N, De Maesschalk S, Deveugele M, Willems S. The
social gradient in doctor-patient communication. Int J Equity Health.
2012; 11(12). doi:10.1186/1475-9276-11-12.

32. CDC/NCHS National Ambulatory Medical Care Survey: 2012 State and
National Summary Tables National Center for Health Statistics. Available
from: http://www.cdc.gov/nchs/data/ahcd/namcs_summary/2012_namcs_
web_tables.pdf.

33. Le profile de pratique des médecins omnipraticiens québécois 2010–
20112013: [p. 39]. Available from: http://www.fmoq.org/Lists/FMOQ
DocumentLibrary/fr/Pratique-medicale/organisation/profil-de-pratique-2010-
2011/profil-de-pratique-medecins-omnipraticiens-2010-2011.pdf.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Whittal and Rosenberg International Journal for Equity in Health  (2015) 14:108 Page 11 of 11

http://dx.doi.org/10.1177/1359105302007001062
http://dx.doi.org/10.1186/1475-9276-13-6
http://dx.doi.org/10.1177/13591053114171094
http://dx.doi.org/10.1186/1472-6963-8-82
http://dx.doi.org/10.1080/002075997400629
http://dx.doi.org/10.1186/1475-9276-11-12
http://www.cdc.gov/nchs/data/ahcd/namcs_summary/2012_namcs_web_tables.pdf
http://www.cdc.gov/nchs/data/ahcd/namcs_summary/2012_namcs_web_tables.pdf
http://www.fmoq.org/Lists/FMOQDocumentLibrary/fr/Pratique-medicale/organisation/profil-de-pratique-2010-2011/profil-de-pratique-medecins-omnipraticiens-2010-2011.pdf
http://www.fmoq.org/Lists/FMOQDocumentLibrary/fr/Pratique-medicale/organisation/profil-de-pratique-2010-2011/profil-de-pratique-medecins-omnipraticiens-2010-2011.pdf
http://www.fmoq.org/Lists/FMOQDocumentLibrary/fr/Pratique-medicale/organisation/profil-de-pratique-2010-2011/profil-de-pratique-medecins-omnipraticiens-2010-2011.pdf

	Abstract
	Introduction
	Methods
	Results
	Conclusion

	Introduction
	Acculturation orientation

	Methods
	Recruitment
	Population
	Procedure
	Analyses

	Results
	Discussion
	Conclusion
	These orientations can refer to the immigrant’s attitudes about him or herself, or, a host culture member’s orientation in terms of what he or she expects of an individual immigrant or immigrant population. Here, acculturation orientation is based on ...
	Appendix A
	Appendix B
	Appendix C – Euclidean distance calculation example: Patient A
	Appendix D
	Competing interests
	Authors’ contributions
	Acknowledgments
	References



