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Abstract 

Background: Racial and ethnic disparities in healthcare have negative consequences for the 

health and quality of life of immigrants, while the lack of clarity in healthcare systems on how to 

best provide social and health services for these populations further exacerbates these disparities. 

With an increase in immigration and in the number of older adults in the Canadian demographic 

landscape, further research is necessary to understand the diverse ways through which racialized 

foreign-born older adults experience aging and how structural determinants impact their health 

and healthcare experience.  

 

Objectives: My research aims to (1) describe how foreign-born South Asian older adults define 

and conceptualize the notion of healthy aging, (2) examine South Asian-born older adults’ 

experiences and approaches to patient engagement and healthcare decision-making (3) identify 

and understand the structural determinants and systemic factors influencing the healthcare 

experiences and well-being of South Asian older adults in Canada.  

 

Methods: Employing a descriptive, multilingual, and cross-cultural qualitative approach, 47 

South-Asian older adults (60+) were interviewed in a semi-structured format, in Hindi, Tamil, 

Punjabi, Urdu, Bangla, and English over Zoom. Interviews lasted an average of 84 minutes (min: 

32, max: 120). I participated in 167 hours of online community events to support relationship 

building prior to the interviews.  

 

Results: This thesis demonstrates that South Asian older immigrants are a diverse and 

heterogeneous population and that their conception of healthy aging is strongly influenced by 

their country of origin. The findings show how racialized foreign-born older adults might 

provide distinctive perspectives on the aging process and on social theories of aging due to their 
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simultaneous immersion in and belonging to global majority and global minority cultures. The 

findings also highlight the nuances of language and how miscommunication can arise even when 

patients and providers are conversing in the same language. Patient engagement and shared 

decision-making, including the desire for family involvement, are heavily influenced by both 

culture and gender. Additionally, perceptions of patients regarding the status of physicians can 

have a notable influence on patient engagement, leading to an increased tendency for patients to 

agree with healthcare providers’ approach to care. Lastly, this thesis demonstrates participants' 

perceptions of access to virtual and systemic factors, such as mandatory assimilation and 

whiteness as a taken-for-granted norm impacting the health and well-being of South Asian older 

adults. 
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Glossary 

Acculturation: a process individuals go through in reaction to a shifting cultural environment, 

when transitioning from one "cultural setting" to another (Berry & Hou, 2003). Acculturation 

should not be used interchangeably with assimilation, since other processes of acculturation, 

such as integration, separation, assimilation, and marginalization also exist (Berry & Hou, 2003; 

Berry, 2005; Thomson & Hoffman-Goetz, 2009).  

Capitalism: a system where private individuals or entities have control over property, 

businesses, and industries, rather than the state, with the primary aim of generating profits 

(Sternberg, 2015). 

Culture: the dynamic interplay between race, ethnicity, and human experience, that provides a 

sense of belonging to one’s ethnic group (Torres, 2015). Culture largely impacts the way in 

which individuals make sense of their world and how they assign meaning to themselves and 

their surroundings (Hannerz, 1992; Torres, 2006); see definition of “Culture and Ethnicity” in 

Chapter 2 as it pertains to ethnogerontology.  

Cultural sensitivity: while there are no universal definitions for this term (Benuto et al., 2021), 

for the purpose of this dissertation, cultural sensitivity is defined as “…the ability to recognise, 

understand, and react appropriately to behaviours of persons who belong to a cultural or ethnic 

group that differs substantially from one's own” (Porta & Last, 2018). While cultural sensitivity 

is related to the concept of cultural competence and cultural humility (see Chapter 4 for detailed 

definition and implications), there are subtle differences in the terms (see Benuto et al., 2021; 

Flowers, 2004). 



 xvi 

Ethnicity: a background variable/component to which a person “belongs” based on their 

membership in one or more ethnocultural groups, which involves shared meaning through both 

social interaction and self-identification (Torres, 2015, p. 5); see definition of “Culture and 

Ethnicity” in Chapter 2 as it pertains to ethnogerontology. 

Ethnocultural group: defined by common traits that are recognized by a group that constitute, 

but are not limited to, cultural traditions, ancestry, language, national identity, country of origin, 

and/or physical attributes (Kopec et al., 2001). Rather than relying solely on an oversimplified 

definition that only considers cultural variables such as language and skin colour, it is critical to 

recognise that ethnocultural groups must be understood in their context, which is neither 

monolithic nor immutable (Sasao & Sue, 1993).  

Foreign-born Older Adult: individuals over the age of 60 who: (a) were born outside of 

Canada, and (b) currently reside in Canada. If they primarily select Canada as the place of 

residence, transnational older persons who spend a significant amount of time each year in their 

country of origin are also included. This term is used synonymously with “immigrant” (see 

below). 

Global majority: a term, created to counteract the negative connotations associated with being 

labeled as racial minorities, that encompasses people who identify as Black, Asian, Brown, dual-

heritage, Indigenous to the Global South (see below), or have otherwise been classified as 'ethnic 

minorities’ (Campbell-Stephens, 2021; Khan et al., 2022). Presently, these groups collectively 

make up around eighty per cent of the world's population, establishing them as the current global 

majority (Campbell-Stephens, 2021; Lee et al., 2023). Considering current growth trends, the 

global majority is projected to remain so for the foreseeable future (Boyle, 2022; Morris, 2021). 
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Global North/South: the term "Global North/South" does not pertain to a conventional 

geographical area but rather signifies the disproportionate power and prosperity of countries in 

specific global regions (Trefzer et al., 2014). “Global North” includes economically affluent and 

influential regions including North America, Europe, and Australia (Khan et al., 2022; Lees, 

2021). In contrast, the "Global South" comprises countries housing the majority of the world's 

population, but these nations have relatively young populations and lack significant resources, 

leading to economic dependency (Trefzer et al., 2014). These divisions highlight the association 

of wealth, including aid, with predominantly white nations, while others do not share this 

characteristic. In essence, it reflects the notion of wealth being tied to whiteness in those 

powerful regions (Khan et al., 2022; Trefzer et al., 2014). This dissertation uses the term Global 

North/South instead of “Western/non-Western” (unless used intentionally), which centres around 

Britain, Canada, and other colonizing nations.  

Health disparities: avoidable differences in the burden of illness, injury, violence, or chances to 

reach optimal health that socially disadvantaged communities’ encounter (Braveman, 2014). 

Groups of people who have consistently faced greater social or economic barriers to good health 

and well-being because of their “race or ethnicity, religion, socioeconomic status, gender, age, or 

mental health; physical, cognitive, or sensory disability; sexual orientation or gender identity; 

geographic location” or other characteristics historically linked to discrimination or exclusion are 

negatively impacted by health disparities (Braveman, 2014, p. 2).  

Immigrant: per Statistics Canada (2021), refers to “a person who is, or who has ever been, a 

permanent resident. Such a person has been granted the right to live in Canada permanently by 
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immigration authorities. Immigrants who have obtained Canadian citizenship by naturalization 

are included in this group” (p. 11).  

Marginalization: defined as “the process through which persons are peripheralized based on 

their identities, associations, experiences, and environment” (Hall et al., 1994, p. 25). 

Marginalization is linked to the social exclusion of individuals considered “undesirable” 

members of society (Kealy & Ogrodniczuk, 2010). It involves pushing a specific group into a 

powerless position that hinders their chances of survival and adequate quality of life 

(Adamshick, 2010; Baah et al., 2019). Additionally, marginalization is associated with both 

structural and social inequality (Cleary et al., 2014; Díaz-Venegas, 2014; Gerlach, 2015; Krohn 

et al., 2011; Sampson et al., 2014), which consequently raises the risk of poor health outcomes.  

Older Adult: individuals aged 60 years and older. Because I am focusing on the immigrant 

population, I employed the World Health Organization’s cut-off of age 60 for older adults, which 

is consistent with how the term “older adult” has been used in other studies with individuals in 

South Asia (Marmamula et al., 2020; Prasad et al., 2022; World Health Organization (WHO), 

2021). 

Other/othered: includes groups and individuals affected by racism but encompasses all 

individuals subjected to intentional exploitation by dominant systems such as racism, 

cisheterosexism, white supremacy, imperialism, capitalism, exploitation, and genocide (Battiste, 

2000; Datta, 2018; Grenier, 2020; Tuck, 2013; Thambinathan & Kinsella, 2021).  

 

Patriarchy: a social or governmental system where men predominantly hold power, while 

women are largely excluded from it (Eisenstein, 2004). Facio (2013) further defines patriarchy as 
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“a form of mental, social, spiritual, economic and political organization/structuring of society 

produced by the gradual institutionalization of sex-based political relations created, maintained 

and reinforced by different institutions linked closely together to achieve consensus on the lesser 

value of women and their roles” (p. 4).  

Race: Paradies (2007) defines race as ‘a concept that can be thought of as a social construct that 

encompasses the notion of essentialized innate difference based on phenotype, ancestry and/or 

culture, and that intersects in complex ways with other forms of privilege/oppression” (p. 6). 

However, Statistics Canada (2017) suggests avoiding this word because “race is based primarily 

upon genetically imparted physiognomic features among which skin colour is a dominant, but 

not the sole, attribute. Nevertheless, it is possible for a person to be of mixed races…There may 

also be terminology very much in usage in the common lexicon which is actually offensive to a 

group in question” (p. 8). As such, I avoid using this term in my research unless it is clearly 

mentioned as a variable in a study by other authors who I am referencing. 

Racialized: persons, other than Indigenous peoples, who are non-white (Ontario Human Rights 

Commission, 2022). In recognizing the need to disrupt the dominance of white normativity, the 

term "non-white" will not be employed due to its focus on white individuals as the reference 

point. Racialization is a complex process leading to a group being labelled as different and 

belonging to a specific "race", and on that basis, subjected to varied and/or unequal treatment and 

discrimination (Dalal, 2002). Some scholars, such as Holliday et al., (2010), argue that white 

individuals are also racialized, highlighting that as long as race is attributed only to “non-white” 

individuals, and white people are not recognized and labeled racially, white people are perceived 

as the standard human norm (i.e., without racial distinction), while the “other” is categorized by 



 xx 

their race. However, for this dissertation, I emphasize that although race may not be real, racism 

does exist (Culley, 2006), and the process of racialization is a direct result of racism (Hochman, 

2019). I define racialization as a societal process, devoid of biological or scientific basis, that 

applies to individuals subjected to racism. Therefore, per this definition, within the context of 

this dissertation, white persons are not included in the category of “racialized” individuals. It is 

also important to note that these definitions cannot and should not aim to encapsulate any 

phenomenon in a standardized, one-size-fits-all, manner since various forms of racism are 

inherently dynamic and context-specific, dependent on historical, cultural, geographic, and 

political factors (Garner & Selod, 2015).  

Racism: a social determinant of health that occurs when one group has the ability to implement 

institutionalised discrimination through society's rules and practices while also influencing the 

cultural beliefs and values that underpin those racist policies and practises (Banton, 1977; 

Paradies, 2007).  

Recent Immigrant: defined as those who have migrated within the last 10-20 years, following 

the most commonly used definition as proposed by Ng et al., (2012); pertaining to the 

importance of considering time since immigration.  

South Asia: includes the countries of Bangladesh, Sri Lanka, Afghanistan, Pakistan, India, 

Nepal, and Bhutan. 

South Asian Older Adults: older adults who self-identify with belonging to a South Asian 

country or ancestry. I recognize “South Asian” may be a homogenizing term that may or may not 
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be reflective of people’s lived experiences and individual identities. As such, I will use 

languages-spoken, rather than country of origin, to recruit participants (Alvi & Zaidi, 2017). 

Structural determinants of health: encompass cultural norms, policies, institutions, and 

practices that influence the distribution or maldistribution of social determinants of health 

(Crear-Perry, 2021). These structures and systems have roots in the nation's history and 

economy, founded on principles of racial, class, and gender hierarchy (Kassebaum et al., 2014; 

Williams, 2019). They significantly impact the allocation of power and resources across the 

population, leading to health inequities along racial, class, and gender lines, as well as at their 

intersections (Crear-Perry, 2021; Francis, 2019; Williams, 2019). 
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Statement of Positionality 

 

Separating researchers from the process and the outcome of research is neither feasible 

nor desirable because they are an essential component of both (Galdas, 2017). This perspective 

can, and should, be applied to the interpretation of research as well, i.e., just as no research is 

neutral and “unbiased”, neither is the interpretation of research (Malterud, 2001). By utilizing a 

positionality statement, in the spirit of reflexivity, my intent is to be reflective of my identity, 

values, and roles that may impact my perception and interpretation of the literature on the topic 

of healthcare experiences of South Asian older adults (Bourke, 2014).  

I am a 25-year-old South Asian woman, born and raised in Bangladesh. My first brush 

with discrimination was when I was a teenager and realized that people treated me differently 

based on my religious background (I belong to a household that practiced both Hinduism and 

Islam, and I was treated differently based on people’s perception of whether I was a religious 

“insider” or “outsider”). After moving to Canada, I faced racism a handful of times, although not 

overtly. I have at times been identified as a “brown girl” or “international student” with negative 

connotations that made me feel like an “outsider” (although I have always taken pride in those 

two identity-markers). After learning to think critically and formally learning about racism, I 

look at my past experiences with newfound knowledge. I think critically about the 

internationalizations I come with and where I learned them from. For instance, when learning the 

names of various colours in kindergarten, I was instructed to refer to porcelain as "skin colour" 

(needless to say, shades of “brown” and “black” were signified to be the colours of dirt, not skin-

colours). This was not even a country of the Global North where most people looked porcelain or 

white. In these ways, “white”, even in my country, was established and normalized to be the 

standard. It is only now, through my education and cumulative lived experiences, I realize the 
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deleterious impacts of such conditioning and how it produces very real and very negative 

consequences for persons of color all around the globe. My first understanding of the healthcare 

system, both in Canada and Bangladesh, was through academic means and voluntary positions, 

where I studied and witnessed the embedded, and often subtle, forms of racism that exist in 

abundance. I now make it a point to engage in a continual process of being cognisant of the 

internalizations and conditioning I come with based on my sociocultural “Eastern” up-bringing, 

my “Western” education, and my lived experiences from both, reflecting on how these identity-

making factors impact my approach to research and learning. Finally, I am aware that my 

positionality influenced the process of collecting data since my identity markers do have an 

impact on how I was seen and perceived by participants, how they chose to speak to me and 

what they chose to say in the studies included in this dissertation. Similarly, my positionality also 

played a role in the data analysis of this dissertation. My research approach, as well as other 

aspects, was influenced by my identity markers, worldview, and personal characteristics as an 

individual. 
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Chapter 1 

1.1 Introduction  

 

The first chapter serves as an introduction to the dissertation, which will include brief 

overviews of the three included manuscripts. It also introduces essential foundational concepts 

that apply to all subsequent chapters. The introductory chapter also includes a section on the 

theoretical underpinnings that informed the research, and an outline of the overarching research 

questions and objectives. 

1.2 Background 

 

This brief literature review describes the current research in six areas that are crucial to the 

purpose of this thesis: 1) healthy immigrant effect 2) immigration and health; 4) consideration of 

culture in understanding aging; 5) patient and family engagement; and 6) existing literature on 

South Asian older adults in Canada. 

 

1.2.1 Healthy Immigrant Effect  

 

The "Healthy Immigrant Effect" posits that immigrants have a health advantage over 

native-born citizens that diminishes with length of residency (Newbold, 2006). Several variables 

affect whether or not an immigrant's health deteriorates: age at the time of immigration, race, and 

ethnicity; the health factors being measured, such as the number of chronic illnesses, one's 

mental health, and one's body weight; socioeconomic status; gender; and the experience of 

discrimination (de Maio & Kemp, 2010; Gee et al., 2004; McDonald et al., 2010; Zhao et al., 

2010). However, much of the research that demonstrates the health advantage that immigrants 

have over host populations focuses on mortality and physical health outcomes and indicators 

(such as body mass index, total cholesterol, and diabetes) (Aldridge et al., 2018; Jin et al., 2015; 
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Vang et al., 2017). Non-physical outcomes, such as mental health and well-being have received 

less attention (Ng & Zhang, 2020). The "immigrant selection hypothesis", which postulates a 

positive selection of healthy immigrants into the country of residence at the individual and 

national levels, has frequently been related to the health advantage observed among immigrants 

(Vang et al., 2017). This hypothesis, however, does not account for the circumstances of 

refugees and undocumented immigrants, which frequently do not include positive self-selection 

on an individual or national level (Elshahat et al., 2021). Others (Berry & Hou, 2016; Gerber et 

al., 2012; Jass & Massey, 2004; Salant & Lauderdale, 2003) have suggested that the healthy 

immigrant effect is driven by acculturation, as a result of which immigrants tend to embrace 

more Canadian attitudes and lifestyle choices (e.g., more sedentary behaviours), which then 

negatively impact their health (Kobayashi et al., 2008). 

 

1.2.2 Immigration and health 

 

Racialized older adults (over the age of 55) account for 1.4 million of the total Canadian 

population, with 96% being born outside of Canada (McAlpine et al., 2021). The rapid increase 

in migration and globalization patterns in the Global North has important implications for health 

systems, healthcare workers, and the health of individuals (Hamilton & Hagos, 2020; Markides 

& Rote, 2019). Challenges faced by racialized foreign-born (i.e., immigrant) older adults in 

North America include greater difficulty accessing health services, lower likelihood of routine 

services, and an overall lower quality of care (Abbas et al., 2018; Bempong et al., 2019; Butler et 

al., 2016; Jakab et al., 2015; Kobayashi & Prus, 2012; Sheath et al., 2020). For racialized 

foreign-born older adults, access and quality of services is of particular concern (Lai & Chau, 

2007; Setia et al., 2011). Studies assessing the disparities in health care and health outcomes 
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among racialized groups, including older adults, compared to non-racialized individuals, have 

identified racial, ethnic, and cultural variables as predictors of poorer health outcomes (Hamilton 

& Hagos, 2020; Lai & Chau, 2007; Nair & Adetayo, 2019). Health status disparities result in 

higher rates of mortality and morbidity among racialized foreign-born older adults even though 

immigrants report better health outcomes compared to non-foreign-born older adults upon arrival 

(Gee et al., 2004; Markides & Rote, 2019). Racialized foreign-born older adults in Canada report 

more difficulties navigating the health care system and obtaining care due to intersecting 

challenges, such as literacy, language, cultural health beliefs, as well as structural, and 

geographic inequities (Wang et al., 2019). These challenges are exacerbated by the complexities 

of family situations, immigrant status, and the healthcare system (Koehn et al., 2013), such as 

patients concerned that language barriers will prevent them from getting their concerns addressed 

(Ahmed et al., 2017).  

South Asians are one of the largest and fastest-growing racialized groups in Canada, yet 

the health needs and experiences of this population are not comprehensively studied (Veenstra & 

Patterson, 2015). Furthermore, several studies have documented poorer health for South Asian-

born Canadians compared to their Canadian-born peers (Anand et al., 2000; Chiu et al., 2010; de 

Maio, 2010; Gupta et al., 2002; Kim et al., 2013; Liu et al., 2010; Omariba, 2015; Veenstra, 

2009; Vissandjee et al., 2004). Of the limited information that is currently available, most data 

on South Asian older adults in Canada have concentrated on mental health, health care access, 

chronic diseases, and some socioeconomic determinants of health (e.g., Guruge et al., 2015; 

Koehn et al., 2013; Wang et al., 2019). As a result, there is a notable empirical and theoretical 

knowledge gap surrounding the health and well-being of South Asian older adults in the 

Canadian context. 
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1.2.3 Healthy aging 

 

To support the health and well-being of racialized foreign-born older adults in an equitable 

and culturally competent manner, it is important to first recognize how this population perceives 

and understands healthy aging. Therefore, in an era of migration, and global aging, it is 

important to re-examine the definitions of “healthy aging” (Lu et al., 2018; Rudnicka et al., 

2020; Torres & Lawrence, 2012). The term healthy aging is often used synonymously, and 

critics would argue incorrectly, with successful aging (Torres, 2015). Historically, several 

definitions of successful aging have been identified, which include concepts such as social and 

psychological well-being, adapting personal values to face challenges related to older age, as 

well as definitions that focus on goal achievement and productivity (Bowling, 2007; Baltes & 

Baltes, 1990; Clark & Anderson, 1967; Gibson, 1995). However, the best known, and arguably 

the most applied, model to this day is Rowe and Kahn’s (1997) model of successful aging 

(Stowe & Cooney, 2015). A problem with the term "successful" aging, is that it categorizes those 

who do not fit the model as "unsuccessful," including those who may have aged with a disability 

(Katz & Calasanti, 2015). Furthermore, the premise of avoiding disease altogether makes this 

framework of successful aging unrealistic for most older adults (Friedman et al., 2015). On the 

other hand, healthy aging, which is a related concept, encapsulates the preservation of physical 

and cognitive capacity, but does not necessitate the avoidance of disease (McLaughlin et al., 

2012; Rowe and Kahn, 1997; Wong, 2018). In effect, Wong (2018) differentiates between 

successful and healthy aging by stating that healthy aging is a concept that is more applicable to 

the current population of older adults since it is more inclusive than successful aging. Therefore, 

for the proposal presented here, I have opted to use the term “healthy aging” instead of 

successful aging, while drawing on the WHO’s (2020) definition of healthy aging, but by being 
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mindful of the fact that healthy aging is not only about function and the absence of disease 

(Friedman et al., 2015).  

 

1.2.4 The role of culture in shaping the beliefs and behaviours of older adults  

 

Some studies have considered the role culture plays in impacting healthy aging. For 

instance, a large cross-cultural study conducted in Hong Kong, Philadelphia, Illinois, Ireland, 

and Botswana reported that the way in which older adults perceived and understood healthy 

aging is influenced by their countries of origin (Keith et al., 1990). The study found that 

Americans focused on characteristics such as an ability to be self-sufficient and independence 

(e.g., living alone) as markers of aging well. Contrarily, older adults in Hong Kong did not 

equate self-sufficiency with healthy aging, and instead emphasised the involvement of their 

families (Keith et al., 1990). Torres (1999) suggests that since an individual’s cultural 

background influences their way of life, their values and beliefs system as well as their shared 

process of meaning-making, including how one approaches and interprets their life, then it 

inadvertently impacts how individuals construe aging-related constructs, such as healthy aging. 

Specific to how migrating to a new country impacts healthy aging, Sampaio (2022) suggests the 

importance of considering local and transnational settings within which identities related to aging 

are formed, enacted, and restructured. Studying the influences of translational mobility can 

enable a broader understanding of how aging identities are given meaning and how hybrid 

cultures of the country of origin and the newer country of migration impact the experience and 

conceptualization of healthy aging (Sampaio, 2022). 

However, most definitions of healthy aging in recent use lack consideration of culture, 

perhaps owing to the emphasis on the biomedical model of health (Cosco et al., 2014; Depp & 

Jeste, 2006; Friedman et al., 2019; Martin et al., 2015; Annele et al., 2019). The theoretical 
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development of healthy aging is largely rooted within an assumed white-centric and biomedical 

paradigm, despite growing evidence that the definitions, conceptualizations, and individual 

internalizations of aging are influenced by cultural context (Bar-Tur, 2021). Although everyone 

has “culture”, this body of research tends to equate culture with “otherness”, often to those who 

are racialized or ethnocultural minorities where they presently reside (Torres, 2022). Decades of 

research have clearly demonstrated that the understanding of health, aging, and well-being are 

influenced by larger sociodemographic factors (e.g., gender, age, race, ethnicity, culture, 

socioeconomic status) as well as by individual lived-experiences (Ryff & Singer, 1996; Ryff, 

2018). In their examination of psychological well-being, Ryff (2018) noted that the 

understanding of domains related to positive functioning, including autonomy, purpose in life, 

and personal growth, vary by cultural context. Specific to older adults, Martin et al., (2015) have 

noted that the value system that informs the understanding of aging can differ between the 

Global North and cultures of the global majority. As such, culture largely impacts the way in 

which individuals make sense of their world and how they assign meaning to themselves and 

their surroundings (Hannerz, 1992; Torres, 2006). Intercultural differences in perceptions of 

aging are an important consideration when attempting to define healthy aging, as there is a gap in 

the literature in understanding how culture (e.g., cultural norms, beliefs, practices, 

understandings of aging) may impact healthy aging for racialized immigrant older adults.  

1.2.5 Patient and family engagement and shared decision-making 

 

As co-producers of their own health, people who use healthcare services play a crucial 

role in their care, and they are also the only constant in the care continuum (WHO, 2016). 

Additionally, patients possess the knowledge, and lived experience, necessary to inform process, 

system, and policy development (WHO, 2016). As such, to increase patient satisfaction with 



 9 

care, lower treatment costs, and even improve the experience of the care provider, it is important 

to effectively involve patients in their care (Coulter & Ellins, 2007; Krist et al., 2017). Strong 

evidence also demonstrates that the engagement of patients and families in primary care 

decision-making improves chronic disease management and health outcomes (Barello et al., 

2012; Hibbard & Greene, 2013; Simmons et al., 2014). Parson et al., (2010) reports that in order 

to support patient and family engagement, healthcare professionals must receive training and 

resources to support patient education and awareness, and shared decision-making. Other 

international studies also reveal that patient involvement decreases health inequities, enhances 

the standard of care, and increases patient trust (Alegria et al., 2018; Coulter & Ellins, 2007). 

Despite evidence pointing towards the importance of patient engagement, there have been no 

Canadian studies that have specifically evaluated patient and family interaction within racialized 

immigrant older adult communities (Wood et al., 2023). We currently lack an evidence-based 

understanding of how or if racialized immigrant older adults are engaged in their own healthcare. 

Furthermore, it is as of yet unknown how patient/family partnership approaches for health 

systems navigation will operate with an increasingly linguistically and culturally diverse care 

recipient pool. Moreover, a key component of understanding patient/family partnerships will be 

to understand shared decision-making approaches in racialized immigrant communities. Shared 

decision-making, which is a key component of person-centered care, is defined as a collaborative 

process in which physicians and patients choose treatment and care plans based on a shared 

understanding of expected outcomes and risks, in line with the patient’s values and preferences 

(Barry & Edgman-Levitan, 2012; Coulter et al., 2011; Elwyn et al., 2010, 2012). However, there 

is currently a lack of understanding of how family members and caregivers of racialized 

immigrant older adults fit into and engage in the shared decision-making process (Wood et al., 
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2023). Healthcare providers and healthcare service organisations need to be better prepared to 

support this often vulnerable and marginalized population of racialized immigrant older adults.  

1.3 Research Objectives 

 

The aim of the dissertation is to (a) describe how foreign-born South Asian older adults 

define and conceptualize the notion of healthy aging; (b) understand their approach to patient 

engagement and healthcare decision-making in the healthcare system; and (c) examine how 

South Asian older adults navigate the healthcare system and examine the impact of the wider 

system on the health and overall well-being of South Asian older adults. 

The data for this thesis were obtained from two primary studies I conducted as lead 

researcher: the first study involved 19 interviews and focused on participants’ conceptualization 

of healthy aging, while the second study involved 28 interviews focused on participants’ 

experiences with the health care system (total number of participants, n=47). The first 

manuscript in the thesis (i.e., Chapter 2) draws on the data collected in the first study, while the 

second and third manuscripts in the thesis, (i.e., Chapter 3 and Chapter 4), draw on data obtained 

from the second study. All chapters in this dissertation, apart from the introductory and 

concluding chapter, are presented in a manuscript format. 

My dissertation is embedded in a larger research study [Racialized immigrant older 

adults’ experiences and engagement as patients in the Canadian health care system: A descriptive 

study in nine languages (Tong et al., 2022)], in which the study team, from the viewpoints of the 

participant groups (older adults, caregivers, and healthcare providers), have attempted to describe 

the role that racialized immigrant older adults are/are not taking in managing their own health 

care. A goal of this work is to develop a co-design process with these participants, creating 

linguistically and culturally sensitive/aligned tools, resources, or solutions to support engagement 
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of racialized immigrant older adults in managing their care. My role and contributions to this 

project are outlined above, and included the recruitment, data collection and analysis of the 28 

interviews that formed my second study. Ethics clearance was obtained through the University of 

Waterloo Office of Research Ethics (ORE #40977). Findings will be disseminated through peer-

reviewed publications, presentations, and translated lay summary reports for our community 

partners and participants.  

 

1.3.1 Philosophical underpinnings  

 

Researchers must clearly state the qualitative paradigms guiding their research. These 

frameworks encompass both the researcher's beliefs about reality (ontological position) and their 

understanding of knowledge acquisition (epistemological position) (Breuker & Hoekstra, 2004). 

The method of collecting and interpreting data is deeply shaped by one's understanding of 

knowledge and truth (Cordella & Shaikh, 2006). Ontology explores the fundamental nature of 

reality, while epistemology delves into the ways we can investigate and understand that reality 

(Al-Saadi, 2014). Though there are numerous approaches to ontology and epistemology, and 

various terms used in different research fields with distinct paradigms, my current focus is on 

how I am applying and defining these terms specifically for this research project. Informed by 

van der Walt's work (2020), my research on racialized foreign-born older adults adopts the 

interpretivism-constructivism approach to epistemology. Interpretivists-constructivists’ view of 

reality (i.e., their ontology) is rooted in idealism, which states “the human being knows not the 

world-in-itself but rather the world as rendered-by-the-human mind” (Tarnas 2010, p. 417). 

Interpretivist-constructivists claim that mind is not a passive mirror that reflects the external 

world and its inherent order; rather, it actively engages and creates during the process of 
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perception and cognition (Barret, 2009). Reality, to some extent, is shaped by the mind rather 

than solely perceived by it and all human understanding involves interpretation (van der Walt, 

2020). The underlying concept behind the interpretivism-constructivism approach is also that the 

researcher is an integral part of the research process and the interpretation of data, and cannot 

remain entirely objective or removed from the research (van der Walt, 2020). The process of 

interpretivism and constructivism is not solely influenced by the researcher's personal traits, such 

as their biases, assumptions, preconceived notions, gender, and age, but also by the theoretical 

foundations embedded in their theoretical traditions (van der Walt, 2020; Wahyuni, 2012).  

1.4 Chapter Summaries 

 

1.4.1 Chapter 2 

 

Understanding how racialized foreign-born older adults perceive healthy aging, and how 

their perceptions may inform their health behavior and decision-making, is an important yet 

understudied domain. South Asians are the largest and fastest-growing racialized group in 

Canada, yet there are limited data on various aspects of health and well-being within this 

population, including culturally informed perceptions of aging. This manuscript examined how 

sociocultural influences impact the meaning assigned to healthy aging amongst older South 

Asians in Canada. In relation to previous work in this field, this study supports the idea that older 

immigrants are a diverse and heterogeneous population and that their conception of healthy 

aging is strongly influenced by their country of origin. The findings of this manuscript contribute 

to existing literature by demonstrating that South Asian-born older adults provide distinct 

perspectives on the aging process and social theories of aging as a result of their simultaneous 

immersion in and belonging to cultures of both Global North and Global South. 
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1.4.2 Chapter 3  

 

Despite evidence pointing towards the importance of patient engagement, there have been 

no Canadian studies that have specifically evaluated patient and family engagement within 

racialized immigrant older adult communities (Wood et al., 2023). We currently lack an 

evidence-based understanding of how or if racialized immigrant older adults are engaging in 

their own healthcare. This manuscript examines South Asian-born older adults’ experiences and 

approaches to patient engagement, collaborative healthcare decision-making, and the factors that 

influence patient engagement and healthcare decision-making within this population. The 

manuscript’s contribution includes a thorough understanding of the importance of family, 

gender, and culture in South Asian older adults’ healthcare experiences, as well as how 

communication extends beyond language. This manuscript challenges previous research that 

assumes language concordance as well as ethnic matching between patients and healthcare 

providers are unanimously beneficial. 

 

1.4.3 Chapter 4 

 

In Canada and internationally, the importance of an equitable healthcare system is 

growing, more so than before. The current biomedical model of healthcare is constructed largely 

in the Eurocentric tradition of medicine, which often disregards the diverse health perspectives of 

Canada's racialized immigrant older adults. The healthcare system in Canada, therefore, is 

structured around Eurocentric approaches of health and well-being. Such an approach ignores 

that a significant portion Canada’s population is racialized. Participants of the study expressed 

that their approach to well-being and understanding of it did not align with their healthcare 

providers, resulting in unmet health needs. This study adds to the literature by demonstrating 

how systemic factors impact individual-level experiences of health and healthcare. The 
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manuscript also examined access to care, including perceptions of virtual care and the 

importance of language services. The results of this study can provide valuable guidance to 

healthcare providers and policymakers in formulating culturally sensitive guidelines that 

effectively cater to the needs of the South Asian populations in Canada. 

1.5 Notes 

 

i. I was responsible for undertaking all the research activity that is described in this 

dissertation. It is, however, important to note that I conducted the research activities as 

part of a larger research team within a broader project, as is commonly the case. As a 

result, I have used the pronoun “we” instead of “I” throughout the dissertation to 

acknowledge the collaborative nature of research.  

ii. Throughout this dissertation, I have opted to follow sociopolitical conventions, rather 

than stylistic ones, concerning the capitalization of racial categories. While there is, 

unfortunately, a lack of wide consensus on the capitalization of racial categories (Spears, 

2021), “white” is intentionally not capitalized to recognize the historical and on-going 

oppression rooted in white supremacy and white normativity, while terms such as Black 

and Indigenous are capitalized to signal their visibility. Whiteness is not the norm or the 

standard, rather, it was constructed and continually reinforced by individuals and 

institutions, granting it power and perpetuating thoughts and ideas that positioned white 

identity at the apex of a false hierarchy (Bailey, 2011). Stewart (2023) succinctly 

articulates the rationale that echoes with my approach of not capitalizing white, 

“recognizing the power and privileges that comes with white will hopefully push us to be 

far more aware of how racialized thinking shaped our past and continues to shape our 
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present. We should use the term more often and more boldly to reveal this racist 

hierarchy and to limit the unconscious perpetuation of it in our writing” (p. 7).  

iii. Some participants were involved in both studies that contributed to the manuscripts in 

this dissertation. The pseudonyms used for these participants remain consistent across all 

the papers. 
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Abstract 

South Asians are the largest and fastest-growing racialized group in Canada, yet there are limited 

data on various aspects of health and well-being within this population. This includes the South 

Asian older adults’ ethnoculturally informed perceptions of aging. The study aimed to 

understand how social and cultural forces impact the meaning assigned to healthy aging amongst 

older South Asians in Canada. We recruited with purposeful and snowball sampling strategies in 

Southern Ontario. We conducted in-depth focus group and individual interviews (n=19) in five 

South Asian languages, employing a multilingual and cross-cultural qualitative approach. In our 

analysis, we identified three central themes: (a) taking care of body (b) taking care of mind and 

heart and (c) healthy aging through the integration of mind and body. Our study demonstrates 

that older immigrants are a diverse and heterogeneous population and that their conception of 

healthy aging is strongly influenced by their country of origin. This study also demonstrates how 

racialized foreign-born older adults might provide distinctive perspectives on the aging process 

and on social theories of aging due to their simultaneous immersion in and belonging to global 

majority and global minority cultures. This research also adds to the limited body of literature on 

the theories of aging, despite migration trends, still has a white-centric lens. 
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2.1 Introduction  

 

Like other nations in the Global North, Canada is experiencing two notable changes in 

the demographic landscape: increased immigration and a growing population of older adults 

(Warnes et al., 2004; Zubair & Norris, 2015). Among the older adult population are growing 

numbers of immigrants who are racialized (Statistics Canada, 2021). This warrants further 

exploration of racialized foreign-born older adults’ heterogenous nature of experiencing old age 

(Blakemore, 1999; Torres, 2006a; Reich et al., 2020; Vincent et al.,2006). Currently, the 

experiences of foreign-born older adults are not well-understood, on account of both 

theoretically- and empirically-limited work (Torres 2020; Torres 2022). South Asians are the 

largest and fastest-growing racialized group in Canada, yet the culturally unique health needs of 

this population are not comprehensively studied (see reviews from Koehn et al., 2013; Lin, 2021; 

Quay et al., 2017; Wang et al., 2019). Of the limited information available, the bulk of empirical 

data on South Asian older adults in Canada has typically focused on mental health, health care 

access, and some chronic diseases (see Guruge et al., 2015; Koehn et al., 2013; Wang et al., 

2019); to our knowledge there is no published data, empirical or theoretical, on the culturally 

informed perceptions of aging amongst South Asian older Canadians (or any racialized older 

Canadians). This study aims to understand how social and ethnocultural influences impact the 

meaning assigned to healthy aging amongst older South Asians in Canada, adding the voices of 

racialized older adults to the discussions on healthy aging.  

2.2 Background 

 

2.2.1 Defining and differentiating successful and healthy aging  

 

In an era of migration, and global aging, it is important to re-examine the definitions of 

“healthy aging”, given their implications for health and social care delivery and planning (Behr 
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et al., 2023: Lu et al., 2018; Rudnicka et al., 2020; Torres & Lawrence, 2012). Similar to the 

companion concept of “successful aging” (Cosco et al., 2014; Rowe & Kahn, 1998; Rubinstein 

& de Medeiros, 2015), conceptualizing and operationalizing healthy aging has long been the 

subject of vigorous inquiry and debate in gerontology (Abud et al., 2022; Bousquet et al., 2015; 

McLaughlin et al., 2012). Because both health and aging are multi-dimensional concepts, 

capturing the depth of the meanings associated with “healthy aging” within one universal 

definition is an elusive task. Various gerontological paradigms and studies have introduced 

successive terminologies to define the process of aging, including successful aging, active aging, 

and healthy aging, amongst others (Cosco et al., 2014; Depp & Jeste, 2006; Friedman et al., 

2019; Martin et al., 2015; Urtamo et al., 2019; Wong, 2018). For instance, the World Health 

Organization (WHO) defines healthy aging as “the process of developing and maintaining the 

functional ability that enables wellbeing in older age” (World Health Organization, 2020), while 

Friedman and colleagues (2015) point out the widespread use of the biomedical model for 

defining healthy aging, where a key focus is on the absence of disease. Conversely, the 

psychosocial lens on healthy aging highlights general life satisfaction, social functioning, and 

psychological resources as key components (Friedman et al., 2015; Wong, 2018). 

The term healthy aging is often used synonymously, and critics would argue incorrectly, 

with successful aging (Torres, 2015; Wong, 2018). Historically, several definitions of successful 

aging have been identified, which include concepts such social and psychological well-being, 

adapting personal value to face challenges related to older age, as well as definitions that focus 

on goal achievement and productivity (Gibson, 1995; Clark & Anderson, 1967; Baltes & Baltes, 

1990). However, the best known, and arguably the most applied, model to this day is Rowe and 

Kahn’s (1997) model of successful aging (Stowe & Cooney, 2015). This model of successful 
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aging posits the absence of disease and disability as well as an emphasis on individual well-being 

and personal satisfaction (Rowe & Kahn, 1997). Despite being the predominantly accepted 

definition of healthy aging, successful aging has been the subject of much criticism. For instance, 

McLaughlin et al., (2010) showed that only 11.9 percent older adults were “successfully” aging 

according to the definition of successful aging proposed by Rowe and Kahn's (1997) 

conceptualization (McLaughlin et al., 2010; Meng & D’Arcy, 2014). Furthermore, the premise 

of avoiding disease altogether makes this framework of successful aging unrealistic for most 

older adults (Friedman et al., 2015; Stowe & Cooney, 2015). On the other hand, healthy aging, 

which is a related concept, encapsulates preservation of physical and cognitive capacity, but does 

not necessitate the avoidance of disease (McLaughlin et al., 2012; Rowe & Kahn, 1997; Wong, 

2018). In effect, Wong (2018) differentiates between successful and healthy aging by stating that 

healthy aging is a concept that is more applicable to the current population of older adults since it 

is more inclusive than successful aging. Therefore, for the research presented here, we have 

opted to use the term “healthy aging” instead of successful aging, while drawing on the World 

Health Organization’s (WHO) (2020) definition of healthy aging and being mindful of the fact 

that healthy aging extends beyond function and the absence of disease (Friedman et al., 2015). 

 

2.2.2 Culture and ethnicity 

 

The terms culture and ethnicity are often used interchangeably (Torres, 2015), with both 

terms often employed as euphemisms for race (Bell, 2015). However, with an increase in 

international migration and growing communities of diverse older adults, such concepts merit 

attention as they are frequently conflated to mark distinctions amongst social groups. Several 

authors have discussed the concepts of culture and ethnicity in gerontology (e.g., Castles, 2000; 

Cornell & Hartmann, 1998; Jenkins, 1997), therefore, an in-depth examination of all the current 



 41 

and historic definitions is beyond the scope of this paper. Renfrew (1996) points out that a 

common approach to defining ethnicity focuses on genetic, linguistic, and geographical 

variables, which often deems ethnic identity as bounded and monolithic despite being socially 

contingent (Smith & Wilkinson, 2007). Conversely, although the most used definition of 

ethnicity revolves around a mixture of physical, behavioral, and cultural attributes (Pfeffer, 

1998), Jenkins (1997) offers a nuanced definition of ethnicity in differentiating it from culture, 

i.e., ethnicity is a product of culture that involves shared meaning through both social interaction 

and self-identification. Torres (2015) furthers this notion by describing ethnicity as a background 

variable to which a person “belongs” and culture as a variable that adds meaning to the 

“belonging”. Therefore, similar to culture, ethnic identity can be a subjective social marker that 

is determined situationally (Torres, 2015; Culley, 2006). The relationship between culture and 

ethnicity can be summarised by Nagel’s shopping cart analogy: “ethnic boundary construction 

determines the shape of the shopping cart (size, number of wheels), and ‘ethnic culture’ is 

composed of the things we put into the cart such as food, music, dress, religion, beliefs, symbols, 

and customs. Culture is not a shopping cart that comes to us already loaded with a set of goods; 

rather, we construct culture by picking and choosing items from the shelves of the past and the 

present (Nagel, 1994). Cultures change, “they are borrowed, blended, rediscovered and 

reinterpreted” (Nagel, 1994, p 162). Therefore, particularly for older immigrants, both their 

countries of origin and their country of residence impact the cultural markers they possess, 

giving rise to a resultant hybridized cultural identity that is complex, ever changing, and fluid, as 

opposed to being an immutable characteristic (Ford & Harawa, 2010; Malik, 1996; May, 1999).  

Culture is dynamic and multidimensional (Asad & Kay, 2015; Raeff et al., 2020; Sue, 

2001). Consequently, the term is viewed through several lenses, often dictated by the respective 
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disciplines of those involved (Cai, 2016; Truong et al., 2014). Several definitions of culture exist 

in the literature, including defining it as an integrated pattern of human behaviour, a dynamic 

accumulation of socially and geographically-derived human experience, and the manifestation of 

distinct social, economic, and political contexts (Cross, 1989; Raeff et al., 2020; Truong et al., 

2014). For the purposes of our study, we employ Torres’s (2015) definition of culture, which is 

specific to the field of ethno-gerontology. In this definition, culture is the dynamic interplay 

between race, ethnicity, and human experience, and provides a sense of belonging to one’s ethnic 

group (Torres, 2015). What healthy aging means to older adults may thus vary depending on 

their lived experiences, personal circumstances, and social backgrounds. Therefore, just as 

anthropologists understand culture as open, heterogenous, and changing, understanding healthy 

aging can also be seen as malleable and fluid (Perkinson & Solimeo, 2014). 

 

2.2.3 The role of culture in shaping the beliefs and behaviours of older adults  

Some studies have considered the role culture plays in impacting healthy aging. For 

instance, a large cross-cultural study conducted in Hong Kong, Philadelphia, Illinois, Ireland, 

and Botswana reported that the way in which older adults perceived and understood healthy 

aging is influenced by their countries of origin (Keith et al., 1990). The study found that 

Americans focused on characteristics such as an ability to be self-sufficient and independent 

(e.g., living alone) as markers of aging well. Contrarily, older adults in Hong Kong did not 

equate self-sufficiency with healthy aging, and instead emphasised the involvement of their 

families (Keith et al., 1990). One reason suggested for this discrepancy was the culture of 

intergenerational living in Chinese families, where the ability to depend on the younger 

generation is seen as a marker of “good old age” (Keith et al., 1990, p. 314). Torres (1999) and 

Fung (2013) suggests that since an individual’s cultural background influences their way of life, 
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their value and belief system, as well as their shared process of meaning-making, including how 

one approaches and interprets their life, inadvertently impacts how individuals construe aging-

related constructs, such as healthy aging. Specific to how migrating to a new country impacts 

healthy aging, Sampaio (2021) suggests the importance of considering local and transnational 

settings within which identities related to aging are formed, enacted, and restructured. Studying 

the influences of translational mobility can enable a broader understanding of how aging 

identities are given meaning and how hybrid cultures of the country of origin and the newer 

country of migration impacts the experience and conceptualization of healthy aging (Sampaio, 

2021). 

However, most of the recent definitions of health aging lack a consideration of culture, 

perhaps owing to the emphasis on the biomedical model of health (Abud et al., 2022; Cosco et 

al., 2014; Depp & Jeste, 2006; Friedman et al., 2019; Martin et al., 2015; Urtamo et al., 2019). 

The theoretical development of healthy aging is largely rooted within an assumed white-centric, 

Eurocentric paradigm, despite growing evidence that the definitions, conceptualizations, and 

individual internalizations of aging are influenced by cultural context (Bar-Tur, 2021). Although 

everyone has “culture”, this body of research tend to equate culture with “otherness” (Torres, 

2022). Decades of research has clearly demonstrated that the understanding of health, aging, and 

well-being are influenced by larger sociodemographic factors (e.g., gender, age, race, ethnicity, 

culture, socioeconomic status) as well as by individual lived experiences (Ryff & Singer, 1996; 

Ryff, 2018). In their examination of psychological well-being, Ryff (2018) noted that the 

understanding of domains related to positive functioning, including autonomy, purpose in life, 

and personal growth, vary by cultural context. Other studies that have contextualized well-being 

based on work or familial environment have also suggested the potential influence of culture on 
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the understanding of such core aspects of living (Bloch-Jorgensen et al., 2018). Sheldon and 

colleagues’ (2004) analysis of subjective well-being has suggested that well-being is impacted by 

culture, including whether a culture is considered more collectivist or individualist. Similarly, 

Oishi (2000) reported that goals related to independence and self-expression are often deemed 

less beneficial within collectivist cultures compared to individualist cultures. Specific to older 

adults, Martin et al., (2015) have noted that the value system that informs the understanding of 

aging can differ between cultures of the Global North and the Global South. As such, culture 

largely impacts the way in which individuals make sense of their world and how they assign 

meaning to themselves and their surroundings (Hannerz, 1992; Ketay et al., 2009; Torres, 

2006b). Intercultural differences in perceptions of aging are an important consideration when 

attempting to define healthy aging, as there is a gap in the literature in understanding how culture 

(e.g., cultural norms, beliefs, practices, understandings of aging) may impact the experience of 

aging for racialized immigrant older adults. As Torres (1999) states, “culturally-specific 

knowledge is necessary if we are to discover what lies behind its many existing constructions” 

(p. 7). 

  

2.2.4 South Asian older adults in Canada  

 

The rapid increase in migration and globalization patterns in the developed world has 

important implications for health systems, healthcare workers, and the health of individuals 

(Hamilton & Hagos, 2020; Markides & Rote, 2019). South Asians account for 28.4 percent of 

the racialized population in Canada and 7.1 percent of the entire population (Statistics Canada, 

2021). Large groups of South Asian immigrants, particularly from countries such as India, 

Pakistan, Bangladesh, and Sri Lanka, reside in Toronto, the capital of Ontario, and surrounding 

regions, namely the Greater Toronto Area (Islam et al., 2017). The vast majority of those from 
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South Asian origin are foreign-born (68%) (Chui et al., 2006). Despite South Asians being one of 

the largest and fastest-growing racialized groups in Canada, the health and wellbeing of this 

subpopulation is not well understood (Veenstra & Patterson, 2016), with most work focusing on 

differences and disadvantages in comparison to the reference group (i.e., those who are 

Canadian-born and non-racialized) (e.g., Anand et al., 2000; Chiu et al., 2010; Gupta et al., 2002; 

Kim et al., 2013; Liu et al., 2010; Omariba, 2015; Veenstra, 2009; Veenstra & Patterson, 2016). 

The lack of data on various aspects of health and well-being of this population, including 

culturally informed perceptions of aging, mask possible differences in health attitudes, norms, 

and practices. To support the health and well-being of racialized foreign-born older adults in an 

equitable and culturally sensitive manner, it is important to first recognize how this population 

perceives and understands healthy aging. Similar to the many possible definitions of culture and 

ethnicity, it is also important to consider terminologies that are used to describe people belonging 

to specific cultures and ethnicities. Pfeffer (1998) stresses the need to be aware of the meaning 

that is retained of the words and terms when used for individuals in isolation and in collective 

contexts. A common critique of using certain terms is that they lack specificity. For instance, the 

term “Asian” can constitute people from several different countries, differentiated in their 

ethnocultural background, such as India, Pakistan, China, or Korea to name a few (Pfeffer, 

1998). Similarly, the term “white” can also cover a range of people, such as those of Jewish or 

Irish origin (Pfeffer, 1998; Sheldon and Parker, 1992). Another key criticism of using 

terminologies to describe specific populations is that it may lead to homogenization of 

individuals or communities of diverse national, linguistic, religious, and ethno-cultural 

backgrounds (Rahemtullah, 2010). Regarding the term “South Asian”, Rahemtullah (2010) states 

that, although the term seemingly unifies the ethno-racial group, not acknowledging the historic 
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and ethnocultural specificities can be problematic. Moreover, Carsignol (2014) criticizes the 

“South Asian” category for having monolithic and homogenizing connotations that historically 

has led to maintenance of unequal power relations between immigrant and non-immigrant 

groups. In the Canadian context, “South Asian” is a term commonly used to encompass people 

from a large diversity of ethno-cultural backgrounds, including Bangladeshi, Indian, Pakistani, 

Nepali, and Sri Lankan ancestry (Statistic Canada, 2021). Thus, while several different 

terminologies are used by authors to describe their participants, it is important to provide an 

explanation for why a specific term was chosen over others, at the very least, for comparison 

purposes with other studies (Pfeffer, 1998). 

The purpose of this study is to describe how foreign-born (i.e., immigrant) South Asian 

older adults in Canada define and conceptualize the notion of “healthy aging”, thus contributing 

to the healthy aging literature which (despite calls for a more culturally responsive lens, e.g., 

Torres, 1999) has overemphasized a white-centric- lens (Fung, 2013).    

2.3 Methods  

To understand how foreign-born South Asian older Canadians define healthy aging, we 

conducted focus group and in-depth individual interviews in five South Asian languages, 

employing a strengths-based, multilingual, and cross-cultural qualitative approach (Liamputtong, 

2010). The chosen methodology for this study is qualitative description, the objective of which is 

to provide a comprehensive summary of particular events experienced by individuals or groups 

of individuals (Kim et al., 2017). A cross-cultural qualitative approach is used to examine and 

interpret cultural phenomena, behaviors, beliefs, or experiences across diverse cultural contexts 

(Chan, 2008; Liamputtong, 2010). Researchers aim to comprehend and compare the 

commonalities and distinctions among various cultural groups, employing qualitative techniques 
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such as interviews, observations, focus groups, and content analyses (Jackson & Niblo, 2003). 

The primary objective is to gain insights into how culture impacts individuals and societies, 

leading to a greater understanding of how cultural elements influence attitudes, behaviors, and 

perceptions (Jackson & Niblo, 2003; Liamputtong, 2010). Identification of existing strengths to 

create positive, long-lasting change is the main tenet of a strengths-based strategy (Reed et al., 

2008; Saleebey, 2006). According to Fast and Chapin (2002), the foundation of a strengths-based 

approach is based on the innate capacity of people to develop, heal, and learn, as well as on their 

capacity to recognise wants, the positive aspects of the individual and environment, as well as 

their sense of autonomy, individuality, and uniqueness. 

2.3.1 Setting, context, and recruitment 

 

We conducted this research in the Southern region of Ontario, Canada, one of the major 

destinations for all immigrants to Canada and representing a range of diverse South Asian 

communities (Statistics Canada, 2023). We recognize the term “South Asian” may be 

homogenizing term that may or may not be reflective of people’s lived experiences and 

individual identities. As such, we used languages-spoken, rather than country of origin, to recruit 

participants. While the chosen languages reflected the most spoken languages in South Asia, this 

approach allowed us to identify culture-sharing groups bound by language, instead of colonially 

drawn borders (Alvi & Zaidi, 2017). Eligible participants were South Asian older adults (60+ 

years), able to provide informed consent and able to complete the interview in Hindi, Punjabi, 

Tamil, Urdu, Bangla, or English. The languages used in the study represent the most commonly 

spoken languages in the region. Because we are working with immigrant populations, we 

employed the WHO’s cut-off of age 60 for older adults, which is consistent with how the term 
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“older adult” has been used in other studies with individuals in South Asia (Marmamula et al., 

2020; Prasad et al., 2021; WHO, 2021). 

Upon ethics approval from the University of Waterloo’s Research Ethics Board (#40977), 

we recruited participants through several South Asian community organizations, utilizing a 

combination of email, recruitment posters, and word of mouth within the communities. Several 

of the initial participants then went on to voluntarily assist with snowball sampling (Sadler et al., 

2010), sharing our recruitment materials with friends and family who met the eligibility criteria. 

Consent forms were sent in advance of the interviews or focus groups, via email. As a token of 

appreciation for their time, interview participants received an honorarium in the form of a $20 

CAD gift card.  

2.4 Data collection 

 

Data were collected during the fourth wave of COVID-19 in Canada (May-June, 2021), 

and consequently all interviews and focus groups were completed either via the telephone or 

video call, at a time of the participants’ choosing. Participants were asked to select either the 

individual or focus group interview option; in total we spoke to 19 South Asian older adults (See 

Table 2-1 for participant characteristics), providing us with enough data to answer the research 

questions sufficiently. As such, our sample size was informed by Malterud and colleagues’ 

concept of information power (2016), in which sample size is determined during data collection, 

based on the richness of the data obtained and the availability of existing theory to build on from 

the current body of literature. Eight participants requested a spousal dyad interview, five 

completed an individual one-on-one interview, and six participated in two separate focus groups. 

The same interview guide was used for focus groups, dyad, and one-on-one interviews – the 

wordings of the questions were adjusted to fit each interview type; focus groups ran longer than 
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the dyad and one-on-one interviews to ensure the same questions were asked. Participants were 

given pseudonyms to protect anonymity (Table 2-3 links each pseudonym to demographic 

information, the language of the interview, the type of interview, etc.). 

We developed the interview guide to start with general questions about healthy aging, 

followed by specific probes and follow-up questions. For example, if a person mentioned that 

food or nutrition was important to healthy aging- a common response, we would then follow 

with queries such as: what does food mean to you? How does food support healthy aging? Data 

was collected by the first author (DC), who speaks English, Hindi, Punjabi, Urdu, and Bangla 

(she is a native of Bangladesh and formally studied South Asian languages), and a trained 

research assistant fluent in Tamil and English. Interviews were often completed in a combination 

of English and one or more South Asian languages, and were audio recorded. Both interviewers 

completed comprehensive field notes within 24 hours, and regularly debriefed with one another. 

Qualitative researchers have recognized the challenges inherent in interpreting and translating, 

particularly in multilingual (i.e., more than two languages) studies (Inhetveen, 2012). Given the 

complex and multilingual nature of this data collection, each interviewer was also charged with 

translating to English and producing an English-language transcript for analysis, using the 

written translation approach outlined by Inhetveen (2012). The research team met regularly 

throughout data collection to discuss the interview guide, translation queries, and preliminary 

findings; these team meetings were recorded.  

2.4.1 Analysis and strategies for rigour 

Transcripts were cleaned, anonymized, and uploaded into NVivo 12 for analysis, along 

with field notes and meeting notes. The interviewers and co-authors met on several occasions to 

develop the coding structure. We utilized an iterative process of proposing codes and then adding 
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new codes as needed, through line-by-line analysis of the data, which was led by the first author 

(DC). Our iterative coding strategy is further detailed in Table 2-2. Strategies for rigour included: 

reflexive memoing while coding (Birks et al., 2008); team meetings throughout the data 

collection and analysis process (Guest & MacQueen, 2008); team-based analysis with members 

representing different disciplines and cultural groups, including “insiders” and “outsiders” 

(Morse, 2010); and the careful examination of outliers (Saldaña, 2021). Outliers typically refer to 

participants and/or themes that are unique and distinct from the bulk of the data set (Saldaña, 

2021); in this study there was one notable outlier, a participant with notably high socioeconomic 

status, whose data largely focused on finances and legacy. We used shared memos and team-

based analysis meetings to distill and discuss final central themes and address discrepancies in 

interpretation of the data.  

Table 2 - 1  

Participant Demographics 

Interview and focus group sample 

(n=19)  

Age 71.2 mean 

(min: 60, max: 86) 

Gender 

Men 

Women 

 

10 

9 

Country of origin 

 

India 

Bangladesh 

Sri Lanka 

Pakistan 

  

 

5 

6 

6 

2 

Years in Canada  26.4 mean  

(min: 2, max: 52) 
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Table 2 - 2  

Inductive, Evolving Coding Structure 

Initial Codes Codes added during 

further reading of 

transcripts 

Codes less 

salient, either 

removed or 

collapsed; not 

highlighted in the 

results  

Final, high-level 

clustering of themes 

and sub-themes, as 

presented in the results  

                                                                                            
Physical activity 

Nutrition  

Mental activity 

Good genes 

Healthy habits 

and lifestyle 

 

Yoga 

Food as tradition & 

custom 

 

 

 

 

Canadian health care 

Financial security  

Avoiding alcohol 

and smoking 

Sleep and rest 

 

 

 

Good environment 

(home, 

community, 

nature, etc.)  

Taking care of body 

and being 

• Food: nutrition 

and sustenance 

• Physical activity 

• Healthcare 

systems 

Psychological 

health and 

outlook  

socialization 

 

Family 

connections and 

relationships  

 

Spirituality, faith 

& religion 

Adaptation  

death and dying 

independence and 

autonomy 

collective/community 

perceptions on aging  

 

 

 

 

 

 

 

 

Pets as 

companions  

Taking care of mind 

and heart 

• Outlook: 

positivity, 

Adaptation, and 

disposition  

• Religion and 

spirituality  

• Social interaction 

• Family  

 Yoga- mind and body  

Holistic approach to 

aging 

 Integration of mind 

and body 

• Food: sustenance 

and tradition 

• Physical activity 

and spirituality  
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2.5 Results 

 

At the opening of each interview, most participants consistently commented on the importance of 

food, fitness, and friends when asked about what is important to their health and well-being. 

Participants also highlighted that the three core concepts – social interaction, food, and physical 

activity – are inter-related. For instance, when asked about the importance of one of the core 

components over the others, participants highlighted how each factor informs the other:  

I think social support, physical activity and nutrition are all interdependently important. 

You can't have physical exercise alone, without having good healthy eating. And you 

cannot be doing all these things if you are isolated because that may make you feel down.  

- Divya, female, 71 years old 

Our analysis illuminated three central themes related to healthy aging: (a) taking care of body 

and being (b) taking care of mind and heart; and (c) healthy aging through the integration of 

mind and body. Additional details about the participants can be found in Table 2-3, at the end of 

this section. 

 

2.5.1 Taking care of body  

 

According to participants, healthy aging requires the ability to look after the body, through food, 

physical activity, and adequate access to health care.  

2.5.1.1 Food: nutrition and sustenance  

 

Of the three core factors (food, fitness, and friends), the importance of the association between 

food and healthy aging was emphasised by most participants. This claim was often accompanied 

by the notion that food and nutrition were more important than any other factors related to aging 

and health:  
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I would say diet is the most important. If you don’t have healthy body and organs, then 

you can’t do anything at all. If I eat well, then I can exercise better, and then I have more 

energy to socialize better as well…so, it’s the most basic need.  

- Mahmud, male, 83 years old 

Participants also described, with a particular emphasis on older bodies, that eating high quality, 

“age appropriate” food, at appropriate times, was essential.  

With food…not eating a lot and eating on time are important. We need to eat early. That 

is something that you can digest quickly. People who are older need to eat early in the 

morning, in the afternoon, and night…if they eat like that, they will feel healthy.  

- Ashini, female, 73 years old  

Many participants discussed the fluctuating nature of the relationship between age and food. This 

idea of how people’s relationship with food changes based on their age and life circumstances 

was further highlighted by Prisha when discussing her status as a widow:  

This [food restrictions for widows] is a custom. After my father died, my mother only ate 

one meal a day because her husband was no more. She couldn’t eat any fish, meat, or 

onions. She would eat only vegetarian dishes. When my husband passed away, I used to 

do the same thing back home, and it made me weak physically, since I had no protein. 

But now that I’m in Canada, my children told me to eat more and not restrict myself the 

same way, so now I eat everything. I don’t have the same level of restrictions here in 

Canada as my mother did back home [in Bangladesh]. 

- Prisha, female, 63 years old 

Prisha’s quote exemplifies how food-related lifestyle choices and habits change for some 

participants not only in response to age, but also social circumstances and life events. Prisha 

further explained that moving away from her country of origin led her to ease off on her food 

restrictions despite widowhood, which also improved the quality of her diet. It is worth noting 
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that Prisha's decision to ease her food restrictions in Canada was also influenced by her children, 

underscoring the significant role children can play in their parents' dietary choices. Their 

encouragement played a part in her decision to make changes to her diet, illustrating the impact 

of familial dynamics on food habits in a new environment. Similarly, other participants have also 

noted that they ate better after moving to Canada; this was attributed to both a higher food 

quality and a lower need to follow social conventions, such as food restrictions for widows, after 

migrating.  

2.5.1.2 Physical activity 

 

All participants categorized physical activity as an important component of healthy aging. Some 

participants also expressed the view that the primary marker for “being healthy” is having the 

ability to be physically active. Furthermore, many participants indicated that the need to be 

physically active is higher for older adults compared to other age groups because physical fitness 

allows them to be independent for longer. When asked about how physical activity may impact 

healthy aging, Nivaan explained:  

Age is no barrier if you are physically fit, you can move about you're not dependent on 

anybody for all activities of daily living, like eating, grooming, taking a bath, or taking a 

walk… To me, especially in Canada, being physically active is very important so that I 

will still be able to drive myself. Because you don’t have chauffeurs here like in India.  

- Nivaan, male, 86 years old 

Some participants did not equate physical activity with exercise. Instead, they considered it to be 

able to work and contribute financially to themselves and their family, as stated by Swapan:  

If you are not physically active, then you cannot earn…you have to depend on your 

family for money. But if I can work then I can make money and use it. And even give it to 

my children if they need it. This can impact the family dynamic too - we are 
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immigrants…I will be a burden if I come [immigrate] here and keep asking them for 

money.  

- Swapan, male, 64 years old 

While physical activity was cited as an important component of healthy aging, interviews also 

showed how this facet of healthy aging is closely related to the immigrant experience and 

concepts of independence, autonomy, and self-sufficiency.  

 

2.5.1.3 Healthcare system 

The previous sub-themes portrayed participants' actions in self-care (i.e., eating healthy and 

exercising), however, participants also emphasized the healthcare system as an additional 

resource to support them when medical assistance is needed to provide care for their health. The 

vast majority of older adults stated that a good quality healthcare system is a key component of 

an environment that supports healthy aging. Participants frequently used a comparative lens to 

contrast the Canadian healthcare system to the one they had in their country of origin. Although 

they recognised a number of limitations (e.g., wait times, language issues, lack of culturally 

competent long-term care options), participants largely expressed positive views and perceptions 

towards the Canadian healthcare system. Prisha, who is a newcomer to Canada, expressed her 

views on why she preferred the Canadian healthcare system over the one in her country of origin:  

Even if you don’t have people with you [in Canada], you can call 911 and medical 

services will come to get you. But back home you don’t have the luxury of that, even if 

you have money. You need family for that. Or here, you can go to long-term care homes if 

you can’t live with family. But back home you don’t have long term care homes that are 

as good as the ones here.  

- Prisha, female, 63 years old 



 56 

Prisha’s quote is an example of the positive assessments that many participants voiced. Her 

quote also demonstrates that the shortcomings of the healthcare system in their country of origin 

may lead immigrants to positively view the healthcare system in Canada. When asked about 

what impacts his quality of life, Kanish noted:  

What I feel is the medical care that we get is one of the main reasons why our people are 

living longer here [in Canada], than in our own country [Sri Lanka]. If we don't go, the 

doctors keep on phoning in and asking us to come for a follow up… So, it is the ongoing 

support and healthcare that we get here is enabling our people to live longer.  

- Kanish, male, 72 years old 

 

 

2.5.2 Taking care of mind and heart  

 

In their discussions on healthy aging, participants emphasized the importance of nourishing 

spiritual and emotional well-being, taking care of the mind and heart, and noted various avenues 

through which this could be accomplished.  

2.5.2.1 Outlook: the importance of positivity, adaptability, and disposition  

 

The need to be resilient, adaptive and hone a positive mindset as one ages was frequently 

expressed by participants. Participants stressed that a positive outlook helps cope better with 

daily affairs of life and is particularly important for older adults since it allows them to adjust to 

changes, both mental and physical, that occur with age. Ashish noted how a positive outlook 

greatly helps with overcoming challenges:  

 

An ability to bounce back…comes with an open mind and positive attitude. If you fall, 

and you break your leg, you definitely want to believe that you’ll be able to walk one 

day… if you give up hope then you will never get better…Being resilient is difficult, but 

there is no way you can keep on brooding. The worst has come but you have to live with 

your fate with a positive attitude.  
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- Ashish, male, 88 years old 

Just as Ashish mentions how being resilient can be difficult, many participants have also noted 

that maintaining a positive attitude can be particularly challenging when one ages. As a solution, 

many participants voiced that the way to adapt with age, keep a positive outlook, and be resilient 

was through the removal of expectations. Sanjay explains this from his perspective, 

  

It [staying positive] can become very difficult sometimes when you are old, because when 

you are young, you could just brush off so many things in life because there is still a long 

journey in front of you. But as people grow old, they're coming towards the end of the 

journey…so, there is the tendency of overthinking or becoming emotional. For example, 

when I was young…I took care of my parents…And now I look back and see how my kids 

are taking care of me. If there is any gap in the expectation, then it can be hard…then it 

definitely contributes to feeling bad. So, keeping positivity intact is very, very difficult 

sometimes… but it is important.  

- Sanjay, male, 62 years old 

 

Sanjay’s quote highlights that an individual’s mentality and outlook can fluctuate over their 

lifespan. Similarly, other participants noted that when faced with an obstacle, it is difficult but 

important to adjust and evolve accordingly, in order to age well and stay well. 

2.5.2.2 Religion and spirituality 

 

Most interview and focus group participants deemed religion an important component of healthy 

aging. Tarala notes her perspective on the purpose of religion for aging well,  

Religion is the thing that gives you support to go through all your problems. And as you 

get older, you take solace in the fact that these problems are given by God… we have to 

go through these and you pray to God, and you think he will give you an answer. So, you 

leave it to God every day when you get up…in the morning, you say your prayer and 
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leave everything to God and that takes the weight off your head. Even if you fall ill, you 

take it as God’s will.  

- Tarala, female, 78 years 

In this quote, Tarala explains that religion promotes her mental well-being not only by allowing 

her to gain comfort during times of distress, but by also holding religion as an explanation for the 

distress.  

 

Participants, regardless of their faith system, commonly expressed the belief that one's soul or 

spirit persists after biological death. In this regard, participants brought up the notion that as they 

age and near the end of their lives, the inclination towards religion increases as a means to 

understand what may happen to them in the afterlife. Aruna took this notion one step further to 

explain that her decision to follow religion comes down to the possibility of an afterlife:  

We think of the afterlife as we grow older. You know, what will happen to me after I die? 

I think of it as a gamble. If praying might grant me a good afterlife, then I’ll just pray… 

just to be safe. But perhaps it’s for nothing. Who knows?  

- Aruna, female, 79 years old 

 

Many participants highlighted that religion is a prominent source of positivity that impacts their 

mental and emotional well-being.  For instance, Zarina explained that death is not a negative 

phenomenon because her religion teaches her so:  

Aging and death is a positive thing as long as you follow what God says. But yes, 

everyone will die. That’s a fact. You have no control over that, but what happens to you 

after that, is dependent on your actions. …So, we don’t see death and aging as a negative 

thing, but rather as the beginning of a more permanent life. 

- Zarina, female, 60 years old 
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Although most participants voiced similar ideas and the belief that death is not the end, some 

other participants disagreed. Of the participants who asserted that religion is of little or no 

importance for healthy aging, most made a distinction between religion and spirituality: 

Religion is an institution - it dictates. It is manmade and ritualistic. And you are told to 

believe in one particular type of God.  You cannot go beyond one group and community. 

But spirituality has no limits.  

- Sanjay, male, 62 years old 

 

The quotes above highlight the view that, although typically used as interchangeable terms, 

religion and spirituality may represent different ideas. Participants shared the view that religion 

is rooted in collective thinking at the level of community and organization, while spirituality 

operates on a more personalised level. However, despite the differences or similarities between 

the two concepts, participants agreed that both play a critical role in healthy aging, as a means of 

providing mental clarity as well as emotional and social support. 

 

2.5.2.3 Social interaction  

 

Participants largely identified social interaction as a means of promoting and fostering positive 

mental health and well-being. It was also emphasized that social interaction becomes 

increasingly important as one ages. For instance, Mahmud highlighted that social interaction was 

a way to lessen the state of isolation that increases with age: 

Socialization is so important. You need people to talk to and interact with, or else you 

will become very lonely. You can have everything right – food, exercise, or money – but if 

you don’t have anyone to speak with or spend time with, then everything feels like it 

doesn’t matter. Especially as you age…you want to socialize more.  

- Mahmud, male, 83 years old 
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Several participants have stated that social interaction is particularly challenging for foreign-born 

older adults because having immigrated, aside from their spouse and children, they lack other 

familial connections. Commenting on why social interaction for foreign-born older adults can be 

particularly challenging, Geeta noted: 

As you get older, active social life is a problem. Humans are social animals… but 

isolation is the biggest problem with old people here. Isolation is a big problem for them, 

and social gathering is very difficult for them. Even your very own children… have no 

time. And especially for immigrants, it's a big problem because in our country of origin 

we don't have to go out to reach out to others. They come here into your house… your 

relatives, your children, your neighbors. But here, you don't know your very next-door 

neighbor.  

- Geeta, female, 82 years old 

 

Similar to Geeta, Irfaan noted how the frequency of socialization was greater for him in his 

country of origin:   

Back home the culture of socializing would be different. We would be with family a lot 

more. Here we don’t have that many relatives or family members…we have more friends 

here. The dynamic of socializing would be different if we were back home and not here 

[in Canada]. We also meet people less here. Back home we would socialize more.  

- Irfaan, male, 68 years old 

2.5.2.4 Family 

 

Most participants spoke of their family, particularly their children and spouse, as the primary 

source of emotional and social support, both of which were identified as important components 

of healthy aging. As noted by Aparna: 

You need family for emotional support. No other place to get that but from your families. 

- Aparna, female, 76 years old 
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Apart from emotional and social support, the notion of dependence and reliance was also 

frequently associated with family, particularly with participants’ children. Aruna, who has been 

in Canada for 15 years, noted:  

I can’t do anything without my family. I don’t even know my address or where the next 

street is. So, I am completely dependent, because I don’t have an option but to rely on 

them. 

- Aruna, female, 79 years old 

 

This notion of reliance on family for practical and emotional support was particularly 

emphasized by newer immigrants. For example, when probed about why the importance of 

family is greater in Canada, Aashi noted: 

Family is more important here than back home because family is all we have here. Back 

home we would have relatives and friends who could provide more support to us. But 

since we came to Canada, we have only one source for that.  

- Aashi, female, 60 years old 

 

2.5.3 The integration of mind and body 

 

Participants discussed healthy aging as having multiple dimensions. Facets of healthy aging 

work together to add meaning to the lives of the participants. Some notable examples of these 

overlaps were related to the meaning of food and the meaning of exercise.  

2.5.3.1 Food: sustenance and tradition 

 

Participants regarded food not only as nutrition, but also as a source of tradition, culture, and 

connection. Tradition was highlighted by participants as a key form of community-bonding and 

the primary way of upholding the collective values of their sociocultural background. Therefore, 

tradition was an additive component to their mental health and emotional well-being. For 
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instance, Prisha explained how food is a form of tradition that allowed her to gain an increased 

sense of belonging:  

Food is a form of tradition. When we eat with my family, my son, and my daughter-in-

law, eating is a lot more meaningful. So, those times, when we eat together, I don’t feel 

like I am older than them or that I am part of a different age group. I feel like one of 

them. I think that’s important…just eating good nutritious food doesn’t just cut it. It’s 

important to have that sincerity and togetherness when we eat.   

- Prisha, female, 63 years old 

Many participants voiced how food is largely the focal point of much of South Asian 

celebrations, religious events, and cultural ceremonies:  

In terms of tradition, food is a big part of our culture. We have food in all big events, and 

we like to eat a lot too.  

- Irfaan, male, 68 years old 

Food is for sure a tradition. It’s also a matter of eating healthy ethnic food. Food is also 

a big part of celebrations, gatherings, and invitations that we receive.  

- Zarina, female, 60 years old 

The quotes above highlight participants’ view of how the impact and role of food goes beyond 

bodily functionality, as it impacts mental, emotional and social well-being as well. Aashi’s 

comment, “This is just our culture”, stresses the complex relationship that participants have with 

food and how integral food can be to their culture.  

 

2.5.3.2 Physical activity and spirituality  

 

Participants highlighted the integration of the mind and body, particularly when discussing 

spiritual/religious practices and physical activity. The most frequently cited example of this was 

the practice of yoga. Participants, primarily those who immigrated from India, commonly spoke 

of yoga as their primary form of physical activity as well as their way of practicing their 
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spirituality and connecting to a higher power. When asked to elaborate about how yoga helps 

with healthy aging, Jay noted, 

Yoga is all about the mind and the body and how the two are connected. From a medical- 

neurological standpoint, yoga has so many benefits… it reduces my stress on so many 

levels and helps me keep active… But at the same time, yoga and its principles have also 

has gotten me closer to God and taught me to see the beauty in God’s creations.  

- Jay, male, 75 years old 

 

Jay’s comments illustrate how the domains of mental and physical health can be interconnected. 

Participants who had similar insights also frequently referred to Hinduism as the underlying 

basis of yoga. Other participants have also specified that their main source of mental clarity, 

cognitive well-being, stress management, spirituality, as well as exercise, was through the 

practice of yoga.  

 

Another example of the integration between physical activity and religion/spirituality was 

through the practice of Islamic prayers, termed “namaaz”. Participants, not only exclusive to the 

Islamic faith, have emphasized that namaaz, which is a process that requires extensive body 

movements, including standing, sitting, and bending in a repetitive motion, is a way to cater not 

only to their mental well-being, but also their physical health. When asked about the role of 

exercise for healthy aging, Mahmud noted:  

I pray [namaaz] five times a day. And I think that contributes to healthy aging. This is 

because not only am I getting exercise while praying namaaz, but I also get peace of 

mind because… I devote myself to God- it brings me peace. Reminds me of a higher 

purpose of life…and helps me mentally.  

- Mahmud, male, 83 years old 

 

Similar to the practice of yoga, Mahmud’s explanation of namaaz also portrays how mind and 

body can integrate to form a cohesive understanding of the participants’ view of healthy aging. 
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This also highlights how integral cultural influences are to activities that participants choose to 

do to keep themselves mentally and physically healthy.  

Table 2 - 3  

Interview/Focus Group Participant Pseudonyms and Demographic Information 

      

Pseudonym Age Gender Country 

of Origin 

Religion/Faith 

System 

Length 

of time 

in 

Canada 

(Years) 

Type of 

Interview 

Conducted 

Language 

interview 

conducted 

in 

Ashish 88 Male Bangladesh Hinduism 29 Individual English 

Sanjay 62 Male Bangladesh Hinduism 29 Individual Bengali 

Aruna 79 Female Bangladesh Hinduism 15 Focus 

group 

Bengali 

Prisha 63 Female Bangladesh Hinduism 6 Focus 

group 

Bengali 

Aparna 76 Female India Hinduism 51 Focus 

group 

English 

Nivaan 86 Male India Hinduism 47 Focus 

group 

English 

Zarina 60 Female Pakistan Islam 20 Dyad Urdu 

Irfaan 68 Male Pakistan Islam 21 Dyad Urdu 

Mahmud 83 Male Bangladesh Islam 2 Individual Bengali 

Jay 75 Male India Hinduism 52 Individual English 

Divya 71 Female India Hinduism 45 Individual English 

Ikshan 77 Male Sri Lanka Hinduism 26 Dyad Tamil 

Danvir 78 Male Sri Lanka Hinduism 31 Dyad Tamil 

Ashini 73 Female Sri Lanka Hinduism 25 Dyad Tamil 

Kanish 72 Male Sri Lanka Hinduism 27 Dyad Tamil 

Tarala 78 Female Sri Lanka Hinduism 28 Focus 

group 

Tamil 

Geeta 82 Female Sri Lanka Hinduism 28 Focus 

group 

English 

Swapan 64 Male Bangladesh Hinduism 9 Dyad Bengali 

Aashi 60 Female India Hinduism 10 Dyad Hindi 
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2.6 Discussion  

 

The present study explored how foreign-born South Asian older adults in Canada 

perceive and define the concept of healthy aging. Three primary interrelated dimensions of 

healthy aging were highlighted by the participants: (A) taking care of body; (B) taking care of 

mind and heart; and (C) the integration of mind and body. The multi-faceted views of the 

participants within each dimension illuminated the influence of culture that remains central to, 

and informs, their conceptualization of healthy aging. This finding is consistent with previous 

research on racialized foreign-born older adults. For instance, in their study with foreign-born 

Chinese and South Asian older adults, Tong and colleagues’ (2020) noted that culture is a 

prominent driver of health behaviours. Similarly, Napier et al., (2014) states that, “ideas about 

health are… cultural” (p. 17), pointing towards how perspectives on physiological and 

psychosocial wellbeing differ substantially across and within cultures and societies.  

Participants believed that healthy aging extends beyond simply the absence of disease 

and longevity. The quality of life, including the quality of food, social connection, and the 

environment, was highlighted as a key determinant of healthy aging. Participants also heavily 

emphasized the importance of attitude, mindset, and outlook that impacts all facets of the process 

and experience of aging. This finding is distinct from the biomedical model of aging that still 

predominates in the understanding and practise of healthy aging in the Global North. Rowe and 

Kahn’s (1997) model, which despite considerable academic criticism is widely cited and 

influential, highlights three components of successful aging: avoidance of disease and disability, 

the maintenance of high physical and cognitive function, and being engaged socially and 

productively. In contrast, our findings indicate that healthy aging consists of broader and more 

holistic domains. Although participants did voice the importance of avoiding disease and 
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disability and having the ability to function well in order to age well, it was not limited to those 

areas. For instance, participants, to a large extent, highlighted the importance of familial 

connection and social interaction as well as religion and spirituality as core components of 

healthy aging. As such, the findings of this study are consistent with the life course perspective, 

which posits the importance of the larger historical, social, and cultural context of aging (Hanson 

et al., 2016; Kuh et al., 2014). More specifically, the life course approach considers how 

sociocultural forces and individual agency as well as lived experiences interact to shape the 

outcomes and experiences of aging (Dannefer, 2012; Kuh et al., 2014). An example of this in our 

study is provided by Prisha, a widow who, after moving to Canada, altered her diet due to the 

greater ease in social restrictions within her new social environment. 

Cartesian dualism, a concept credited to 17th century philosopher Rene Descartes, largely 

dominates the white-centric biomedical understanding of health and aging, suggesting that 

physical health (body) and mental health (mind) are separate and distinct (Descartes et al.,1952; 

Thibaut, 2018). This view of mind and body dichotomy was not shared by many participants in 

this study. Instead, participants voiced that not only do mind and body inform each another, but 

that they are, in many instances, integrated. The participants brought up two particularly 

prominent examples of this: (a) viewing food as sustenance as well as a fundamental source of 

tradition and social connection, and (b) perceiving physical activity as exercise as well as a 

means of practicing one’s spirituality and/or religion. Participants explained that although food 

and physical activity are important for the body, they are just as important for the mind. 

Although there are several research studies that associate physical activity with mental well-

being, such studies focus on the indirect causal pathway that results from exercise, attributed to 

release of certain hormones and chemical changes that may work to prevent mental disorders 
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(Bize et al., 2007; Peluso & Guerra de Andrade, 2005). Similarly with food, there is substantial 

evidence that supports how consumption of healthy and nutritious food may prevent disease 

burden, such as with obesity and heart disease, which may then consequently promote mental 

well-being (Owen & Corfe, 2017; van der Pols, 2018). However, this is distinct from the 

findings of our study because participants emphasised that, as opposed to being a product of 

eating well and exercising, the very act of doing so, in and of itself, contributes to their mental, 

spiritual, and social well-being. Participants have attributed this understanding of health to their 

cultural and social upbringing. In support, Mehta (2011) states that the dichotomous view of 

mind and body persists because our understanding of health is rooted within a dualistic 

biomedical culture. However, as exemplified by the participants of this study, it is important to 

acknowledge the dynamic nature of human beings that results from different cultures and 

environments and endorse a holistic view of healthy aging (Ernst, 2007). 

Our findings highlighted the significance of family and the predominance of a family-

oriented approach to aging and well-being for our participants. While some participants, 

particularly those who were newcomers, emphasised their reliance on family for needs such as 

their emotional well-being and healthcare decision-making, several participants also stressed the 

importance of fostering interdependence. Prior studies with racialized immigrant older adults that 

report similar findings on the role of family point towards the understanding that collectivist 

societies, such as South Asian communities, have a heightened level of importance accorded to 

family (Conkova & Lindenberg, 2020; Beyene et al., 2002; Nieboer et al., 2021). For instance, a 

key finding by Choudhry and colleagues’ (2002) study on South Asian women in Canada 

reported that participants placed the needs of their family before their own needs – a thought 

similarly expressed by participants of our study. Another study by Beyene et al., (2002) showed 
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that for Latino older adults in the United States, successful aging was closely related to and 

influenced by familial relationships and the fulfillment of culturally embedded expectations from 

family members, particularly their children. Participants of our study added a step further to 

explain that the conscious removal of such expectations through the adaptation of their mindset 

and outlook is a way of reducing stress and upholding their mental and emotional well-being as 

they age. Barbaranelli et al., (2019) reports the importance of outlook in encouraging people to 

view their own lives in a positive way, while numerous articles have emphasised the value of 

optimism in fostering health, happiness, and preventing maladjustment (Alessandri et al., 2012; 

Caprara et al., 2016). Participants also added that countries in the Global North such as Canada 

tend to focus more on nuclear families, whereas their countries of origin place a much higher 

emphasis on communal living, community, and extended social networks beyond immediate 

family members. As such, our findings are consistent with previous studies that found 

autonomous or independent control to be less valued and filial piety and familial bonding to be 

regarded as significant in collectivist immigrant communities (Nieboer et al., 2021; Huang & 

Fioco, 2020).   

Furthermore, participants conveyed that the influence and impact of their families was 

not limited to the social domain of healthy aging. A key example of this brought forth by 

participants represented an intersection between nutrition, family, religion, and gender. Some 

female participants emphasized widowhood as a prominent identity marker which influenced not 

only their social dynamics (e.g., being given less importance and less of a voice since the death 

of their husband) but also their eating habits. Certain South Asian communities impose 

restrictions and external markers upon women to indicate their transition to widowhood 

(Jacobsen & Myrvold, 2018). Participants of our study highlighted that such impositions that are 
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placed to uphold religious and societal norms have negatively impacted their health and 

experience of aging. For instance, following the death of their husbands, participants experienced 

physical weakness on account of a limited diet. However, some participants also conveyed that 

after immigrating, their children, who brought them to Canada, talked them into easing off on 

previously imposed dietary restrictions. This reflects a shift in familial dynamics post 

immigration where the children start to take precedence over their late husbands. Unlike our 

findings, a study by Vesnaver et al., (2015) that focused on non-immigrant older women from 

Caucasian or European descent, found that widowhood resulted in re-adjustment of food 

behaviours that led to more satisfactory personal food systems. Additionally, contradictory to our 

findings, previous studies that looked at non-immigrant older women reported that with the 

removal of food-related obligations as a wife, women had more freedom to choose their own 

food preferences during widowhood (Quandt et al., 2000; Johnson, 2002). Although studies have 

looked at the relationship between food and widowhood, to our knowledge, this is the first to 

discuss this relationship between food and widowhood amongst South Asian-born older adults in 

Canada, which could explain the disparity in findings.  

Finally, the results of our analyses also suggested that immigration largely shaped the 

participants’ experiences and understanding of healthy aging. Participants recurrently viewed 

aging, health, and well-being through the lens of an immigrant, highlighting several challenges, 

such as decreased opportunities for social interaction, and benefits, such as less stringent cultural 

norms, that resulted from migrating to Canada. These findings highlight the large influence that 

immigration has on health behaviours and perceptions of aging-related constructs among 

racialized foreign-born older adults. This also suggests that the process of immigrating to a 

country with different cultures and social norms can influence the understanding and practice of 
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one’s own culture of origin, which then impacts their health behaviours, perceptions, and overall 

approach to well-being. For instance, in our study we saw that migrating to Canada led to lesser 

food restrictions for widows. Moreover, Torres (2001) reported similar findings while studying 

successful aging amongst Iranian immigrants, noting that individuals often redefine concept of 

aging well after immigration. This is particularly so when individuals immigrate to a culture that 

is different in fundamental ways from their culture of origin, such as migrating from a 

collectivist society to one that is individualistic (Torres, 2001), as in the case for our study. This 

was further evidenced by participants of this study who emphasised the need to adapt and evolve 

their approach and attitude towards everyday life, including health and aging, to one that was 

compatible with norms of the Global North, such as with dietary changes and social compliance. 

Therefore, not only is culture interwoven within all dimensions of well-being, but the approach 

to and understanding of healthy aging is contingent upon the individuals’ culture of origin, the 

culture that is acquired after immigrating to a new country, and a hybrid culture that is a product 

of the two (Torres, 1999; Torres, 2006b).  

2.7 Implications for Future Research  

 

Our team has employed an interpretive lens, drawing on our own knowledge of South 

Asian culture and academic literature to hypothesize some of the ways in which this culture may 

inform perceptions of aging amongst immigrants to Canada. Shooshtari et al., (2020) found that 

there are differences between conceptualizations of healthy aging among ethnocultural group. 

Our study expands on these findings by examining what those specific differences may be for the 

South Asian population, which is one of Canada's largest ethnocultural group. Finally, the results 

of our study have strong implications for future research that focus on the meaning associated 

with food not only as sustenance but also an important component of culture and sense of 
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identity for South Asian communities. We had limited opportunity to speak to widows belonging 

to South Asian communities. Future studies are needed to further study the interaction of 

widowhood and aging in a foreign land. 

 

Before creating resources that can support racialized immigrant older adults, it would be 

important to first understand how health and well-being is conceptualized by this population. 

This study can be used as a starting point to inform future development and implementation of 

interventions to support culturally competent, person-centered care of racialized immigrant older 

adults. For example, currently, there is limited evidence regarding the nature of patient 

engagement, and the role that family members play within this interaction, for racialized foreign-

born older adults (Culhane-Pera et al., 2010). This study can shed light on how racialized 

foreign-born older adults conceptualize the importance of family, and in turn, help in 

understanding the role that family can play in the experience of aging. This understanding of the 

family's significance in the aging experience could serve as a foundation for understanding how 

family might influence healthcare experiences and navigation among racialized foreign-born 

older adults. 

2.8 Implications for Practice and Policy 

 

Our research contributes to the current implications of practice and policy related to the 

health and well-being of and services for racialized immigrant older adults. This research can 

assist health practitioners, government organizations, and policy makers in understanding aspects 

of health that are important to older adults from South Asian backgrounds. For instance, 

government programs that are designed to cater to the health of the older adults tend to focus 

majorly on the physical aspects of health (Clarke et al., 2003); our research points to the 

importance of considering health beyond the physical and initiating programs that consider not 
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only mental health but the mind in tandem with the body. The results of this study can also 

contribute to assessing the efficiency and competence of existing services and programs for 

South Asian older adults in Ontario. Similarly, understanding how South Asian older adults 

conceptualize healthy aging can enable health practitioners to understand their approach to health 

management, health behaviour, and healthcare decision making, which has important 

implications for healthcare provision and patient-provider engagement. Therefore, the findings of 

this study can be used to advance scholarship in work related to promoting healthy aging for 

older adults from diverse ethnic and linguistic backgrounds by informing policy and practice 

change at local and possibly national levels (Lin, 2021).  

2.9 Limitations   

In North American research on ethnocultural groups, the term ‘South Asian’ has 

primarily represented those from India (e.g., Koehn et al., 2016; Oliffe et al., 2009; Tong et al., 

2020). It is a strength of our work to have also reached older adults from Bangladesh, Pakistan 

and Sri Lanka; however, we recognize that our sample does not include individuals from 

Afghanistan, Bhutan, Maldives or Nepal and cannot be generalized to the experiences of all 

South Asians aging in Canada. Future research, both of our team and others, should be cautious 

of the term ‘South Asian’ when only representing a portion of the region in our recruitment and 

data collection. Also, in our experiences both here and in prior work (e.g., Tong et al., 2019), we 

note that it can be incredibly challenging for people to articulate notions of culture and cultural 

norms in interviews.  

2.10 Conclusion 

 

Understanding how racialized foreign-born older adults perceive healthy aging, and how 

their perceptions may inform their health behavior and decision-making, is an important yet 
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understudied domain (Montoya-Williams et al., 2020). Our study is one of only a few studies 

(e.g., Keith et al., 1990; Oishi, 2000; Sampaio, 2021) focusing on how racialized immigrant 

older adults perceive and conceptualize healthy aging. Further, our study reinforces the notion 

that immigrant older adults are a diverse and heterogenous population, and that the culture of 

their country of origin is heavily infused in their conceptualization of healthy aging. This study 

also highlights that being immersed in and belonging to both a global majority and a global 

minority culture simultaneously, racialized foreign-born older adults can offer unique 

perspectives on the aging process and on social theories of aging. With the increasingly diverse 

geriatric population in migrant-receiving, Global North nations, it is now more important than 

ever to recognize these unique perspectives and understand how intersecting statuses of “ethnic-

minority” and “immigrant” can impact older adults’ health and well-being. 
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Abstract 

 

With the increase in ethnocultural diversity in the Canadian demographic landscape, it is 

imperative for healthcare providers and policy makers to understand the needs and preferences of 

racialized immigrant older adults. Previous research has shown that to increase patient 

satisfaction with care and lower treatment costs it is important to effectively involve patients in 

their care. However, we currently lack the understanding of how racialized immigrant older 

adults want to engage as patients, the factors that influence their involvement in their own care, 

and who they want involved in the decisions surrounding their care. To address this gap in the 

literature specifically for the South Asian community, one of Canada’s largest and fastest 

growing populations, our study aimed to understand South Asian older adults’ experiences with 

and approaches to patient engagement and shared decision making. We conducted in-depth 

individual and dyadic interviews (n=28) in six languages, utilizing a multilingual cross-cultural 

qualitative approach. Our findings highlight the nuances of language and how 

miscommunication can arise even when patients and providers are conversing in the same 

language. Patient engagement and shared decision making, including the desire for family 

involvement, is heavily influenced by both culture and gender. Additionally, perceptions of 

patients regarding the status of physicians can have a notable influence on patient engagement, 

leading to an increased tendency for patients to agree with the physicians’ approach to care. 

These findings suggest that effective engagement between providers and patients require a 

tailored approach that extends beyond white-centric approaches to decision-making and 

communication.  
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3.1 Introduction  

 

To provide effective and appropriate care, healthcare professionals must be aware of the 

heterogeneity in culture, language, health beliefs, and other characteristics that are present, and 

continuously shifting, amongst ethnocultural communities. Engaging patients and their families 

in the healthcare process, and thus allowing for a tailored and person-centered care approach, 

may offer a path to higher-quality, more effective care for racialized immigrant older adults 

(Carman et al., 2013). Shared decision-making, which has been called "the pinnacle of person-

centered care," (Barry & Edgman-Levitan, 2012) involves care providers and recipients 

collaborating to determine the best course of action while considering the patients' values and 

preferences (Armstrong et al., 2016). Patient engagement, which is a pre-requisite for shared 

decision-making, involves meaningfully engaging patients in various aspects of the care delivery 

process to increase their capacity to make evidence-informed decisions about their own health 

(Galletta et al., 2022; Kambhampati et al., 2016; Weingart et al., 2011). In the Canadian context, 

patient engagement holds significant importance due to two interrelated aspects: the aging 

population and the growing diversity primarily driven by migration. 

3.2 Background 

 

3.2.1 The importance of patient engagement and shared decision making  

 

 The biomedical “Western” medical model of healthcare has historically been firmly 

rooted in the idea that, in certain instances, it is permissible to overlook a person's opinions in 

favour of advancing their health (Emanuel & Emanuel, 1992; Gallagher, 1998; Gillon, 1985; 

Moore, 1995; Siegler, 1985). This practice, termed paternalism, is based on the assumption that 

patients need to be safeguarded since they are ill-equipped to determine what is ideal for them 

(Cody, 2003; Nys, 2008). Medical and health research has now abandoned this notion, 
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recognizing that while healthcare providers may be experts in medical knowledge, patients are 

the experts in their own health. As explained by Bournes (2000), “to judge people as not 

knowing what is best for their lives is a way of labelling that is antithetical to the basic 

assumptions of human becoming” (p 19). Patients are now widely acknowledged to be the only 

constant in the care continuum and it is critical to recognise each patient's unique lived 

experiences and how it impacts the care they want (Coulter & Ellins, 2007; Krist et al., 2017).  

Research indicates that as healthcare options have become more abundant and complex, 

patients who have a stronger connection with their healthcare providers and receive ongoing 

support throughout the treatment journey tend to express higher levels of satisfaction with the 

care they receive (Ong et al., 1995; Cervantes-Ortega et al., 2020; Thind et al., 2010). This 

involves evaluating the values, objectives, abilities, and preferences of patients in order to reach 

consensus on treatment plans that are mutually agreed upon (Cervantes-Ortega et al., 2020). 

There is also strong evidence that the engagement of patients in primary care decision-making 

improves chronic disease management and health outcomes (Barello et al., 2012; 2014; Hibbard 

& Greene, 2013; Simmons et al., 2014). Other international studies also reveal that patient 

involvement decreases health inequities, enhances the standard of care, and increases patient 

trust (Alegria et al., 2009; 2018; Coulter & Ellins, 2007).  

 

3.2.2 Patient engagement and shared decision making in the context of older adults 

 

Patient engagement is of particular significance for marginalized populations who face 

challenges in accessing healthcare services and are frequent users of the healthcare system 

(Nguyen et al., 2010; Markle-Reid et al., 2021). One such cohort is older adults (Holdroyd-

Leduc et al., 2016; McNeil et al., 2016). With the aging population and the growing prevalence 

of comorbid and chronic conditions, an increasing number of older adults will encounter the 
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complexities of making ongoing healthcare decisions (Boyd et al., 2005, 2019; Chiu et al., 2016; 

Hogan et al., 2001). Current evidence indicates that older adults who actively participate as 

partners in their care have the capacity to enhance health outcomes by embracing health-

promoting behaviors and, therefore, reducing health disparities (Cosgrove et al., 2013; Coulter, 

2005; Glasgow et al., 2008; Hibbard & Cunningham, 2008; Hibbard & Greene, 2013; Jordan et 

al., 2008; Shah & Siegel, 2015).  More specifically, active involvement of individuals in their 

healthcare are more likely to experience better physical (Laurence et al., 2014; Sacks et al., 

2017) psychological (James et al., 2013) interpersonal results (Shay & Lafata, 2015). Other 

studies also report organisational results, such as cost reductions, with increase in patient 

engagement (Greene et al., 2015). Overall, it is more important for older adults, along with their 

families, to take an active role in their healthcare given all their responsibilities and decisions 

(Boyd et al., 2005; Menichetti et al., 2018). However, several studies have found lower decision 

control preferences, i.e., the level of control patients desire over their medical decisions, amongst 

older adults (Chung et al., 2012; Nolan et al., 2005; Rodriguez et al., 2008; Zhang et al., 2005; 

Levinson et al., 2005). Eldh (2008) found that not having sufficient information (e.g., not being 

given appropriate details) and not being acknowledged (e.g., not being heard or recognized as an 

individual with unique needs and concerns) were important factors contributing to patient non-

participation. Moreover, non-participation involved encountering healthcare systems that 

prioritized organizational interests over patient-centered care and feeling uncertain during 

healthcare interactions (Eldh, 2008). It has also been observed that individuals, including older 

adults, with lower education levels and those with minority status tend to have lower preferences 

for decision making (Blackhall et al., 1995; Levinson et al., 2005; Patel & Bakken, 2010; 

Sulmasy et al., 2007). Authors such as Sogaard et al., (2021) recommend that with the increase 
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in the aging population and the rising prevalence of multiple chronic conditions, it is imperative 

to proactively engage in systematic and timely discussions with patients regarding the future 

scenarios related to their health and well-being as well as their priorities. 

 

3.2.3 Patient engagement and shared decision making in the context of racialized immigrant 

older adults 

Decision making in a variety of clinical and healthcare contexts can be especially 

challenging because it is entangled with sociocultural beliefs and value matrices that differ for 

care provider and care recipient (Bito et al., 2007). Consequently, a disparity may arise between 

the communication approach adopted by healthcare providers, which plays a vital role in 

decision-making and patient engagement, and the preferred approach desired by patients. For 

instance, currently, a fundamental value within Eurocentric decision-making models in 

healthcare is patient autonomy (Beauchamp & Childress, 2001; Bito et al., 2007). However, 

several ethnocultural groups have historically held alternative paradigms for the decision-making 

process (Blackhall et al., 1995). An illustration of this can be seen in a study conducted by 

Blackhall and colleagues (1995), which demonstrated that older adults of Korean and Mexican 

origin residing in the United States expressed a preference for their family members to be 

responsible for making important healthcare decisions, such as those concerning the use of life 

support, rather than making those decisions themselves. A separate study examining Southeast 

Asian communities highlights that the collaborative communication approach promoted in 

literature of the Global North may not be directly applicable to other cultures, and notably, it 

may not be the most suitable style for the specific context of racially immigrant communities 

(Claramita et al., 2013). Additional research has investigated the notion of "equity," which plays 

a pivotal role in a collaborative communication approach and has found that it is not inherent in 
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the established norms, values, and beliefs of certain Asian cultures that are deeply rooted in a 

hierarchical social structure (Harmsen et al., 2007; Geertz, 1976; Ramirez et al., 2003). To 

mitigate such a mismatch between patients and providers, culturally and linguistically diverse 

communities may require additional attention during the process of healthcare decision making, 

owing to their unique experiences related to language and cultural values (Broom et al., 2012; 

Kirby et al., 2018). Also, specific to racialized patients, Cooper-Patrick and colleagues (1999) 

have noted that healthcare providers may involve white patients in decision-making processes 

more than non-white individuals. A subsequent study by Levinson et al., (2005) found that 

although the factors contributing to racial disparities are multifaceted, individuals from racial 

minority groups are more inclined towards a physician-directed approach, even when 

socioeconomic status and education are taken into account. Newer immigrant populations may 

experience these difficulties to a greater extent, including challenges such as communication 

barriers and a feeling of isolation from the broader community (Barclay et al., 2007; Rao et al., 

2006).  

While the majority of the attention in the literature on healthcare communication has 

been focused on patient-physician interactions, family members and their input in making 

healthcare decisions has received far less attention (Alden et al., 2018; Laidsaar-Powell et al., 

2013). The participation of family members in medical decision-making is a significant cultural 

factor (Agoritsas et al., 2015; Charles et al., 2006) that can impact the exchange of information 

and shared decision-making during healthcare consultations (Edwards et al., 2009). Studies 

indicate that individuals' comprehension of health and illness within a familial context is shaped 

by a combination of personal experiences and shared cultural beliefs and practices (Brown et al., 

2013; Fang et al., 2016). Cultural elements can impact the dynamics among patients, their 
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families, and healthcare providers, potentially influencing satisfaction levels and adherence to 

medical recommendations (Alden et al., 2018). Current literature indicates that patients from 

cultures that place a larger importance on family responsibilities, solidarity, and harmony are 

also more likely to prefer higher levels of family engagement (Cherry, 2015; Clayman et al., 

2005; Epstein, 2012; Searight & Gafford, 2005). Few studies have examined family involvement 

in the care context of racialized immigrant older adults, and how these older adults often 

depended on social support from their family, as well as how their family members play a 

significant part in their decision-making about their health care (Park et al., 2018; Sagong & 

Yoon, 2021). However, family engagement, although acknowledged as a crucial component of 

patient-centered care (Wolff et al., 2015), is poorly understood, especially across cultural 

boundaries (Alden et al., 2018).  

Despite evidence pointing towards the importance of patient engagement, there have been 

no Canadian studies that have specifically evaluated patient and family involvement within 

racialized immigrant older adult communities (Wood et al., 2023). We currently lack an 

evidence-based understanding of how or if racialized immigrant older adults are engaged in their 

own healthcare. Furthermore, it is yet unknown how patient/family partnership approaches for 

health systems navigation will operate with an increasingly linguistically and culturally diverse 

care recipient pool. According to Parson and colleagues (2010), healthcare providers need 

training and resources to assist with patient education, awareness, and shared decision-making to 

encourage patient and family engagement. However, there is no research on what this may look 

like for specific ethnocultural populations, including the South Asian community, which is one 

of Canada's largest and fastest growing sub-populations. A key component of understanding 

patient and family engagement will be to understand shared decision-making approaches utilized 
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in the racialized immigrant communities. Therefore, the present study was designed to (1) 

examine South Asian older adults’ experiences and approaches to patient engagement, (2) 

understand what collaborative healthcare decision-making looks like for this community, and (3) 

understand factors that influence patient engagement and healthcare decision-making in this 

population. 

3.3 Methods 

 

Our study is embedded in a larger research study (Tong et al., 2022) which is aimed at 

describing the role that racialized immigrant older adults are/are not taking in managing their 

own health care from the viewpoints of the participant groups (older adults, caregivers, and 

healthcare providers). The second phase of this work will be to develop a co-design process with 

these participants, creating linguistically and culturally sensitive/aligned tools, resources, or 

solutions to support engagement of racialized immigrant older adults in managing their care.  

 

3.3.1 Research design and approach 

 

In-depth individual and dyadic interviews were conducted in multiple South Asian 

languages employing a multilingual and cross-cultural qualitative approach, with an emphasis on 

solutions-oriented inquiry (Liamputtong, 2010). An integrated knowledge translation method 

(Boland et al., 2020) was used, collaborating with community partners as we constructed the 

research questions and established our chosen methodological approach (Kothari et al., 2017). 

The chosen methodology for this study is qualitative description (Kim et al., 2017). While the 

description of this work seems linear, it is crucial to remember that these are iterative processes 

in which we worked with the community partners and participants to continuously learn and 

improve (Gauthier et al., 2005).  
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We actively collaborated with racialized immigrant older adults during all research 

phases. To support relationship-building prior to the interviews, I participated in 167 hours of 

online community events (e.g., community yoga and deep-breathing sessions), in place of the in-

person community engagement that we had planned prior to the pandemic. Prior to conducting 

the interviews, this active engagement with participants allowed the research team to establish 

rapport and trust with the participants. The research team intentionally adopted this collaborative 

approach to enhance the rigor and quality of the data collection process and to enable reciprocity 

between participants and researchers to avoid extractive research practices. In the extractive 

approach to research, communities are excluded from the process of defining the research's scope 

and determining the credibility of its findings (Corntassel & Gaudry, 2018; Igwe et al., 2022; 

Kouritzin & Nakagawa, 2018). Chambers (2012) characterizes this as a situation where 

outsiders, i.e., researchers, obtain information for their own gain, rather than for the benefit of 

the groups and communities the research is conducted with and for. Ethics clearance was 

obtained through the University of Waterloo Office of Research Ethics (ORE #43297). 

 

3.3.2 Study setting, study population, and sample  

We conducted this research in the South-Western region of Ontario, Canada, which is 

one of the major destinations for all immigrants to Canada and which includes a range of diverse 

South Asian communities. The use of the term "South Asian" can oversimplify and generalize a 

diverse group of people, potentially disregarding their unique lived experiences and individual 

identities. To address this, instead of relying on the term "South Asian" or country of origin, we 

chose to recruit participants based on the languages they spoke. This method enabled us to 

identify groups that shared a common culture through language rather than being constrained by 

arbitrarily drawn colonial borders (Alvi & Zaidi, 2017).  
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The study included participants who were older adults (60 years or older) from the South 

Asian community, residing in Southern Ontario. To be eligible, individuals needed to be capable 

of giving informed consent and able to conduct the interview in one of the following languages: 

Bangla, English, Hindi, Punjabi, Tamil, or Urdu. These languages were chosen as they are the 

most commonly spoken South Asian languages in the region. As we were working with 

immigrant populations, we adopted the World Health Organization's (WHO) age cut-off of 60 

for defining older adults, which aligns with how the term "older adult" has been used in previous 

studies involving individuals from South Asia (Marmamula et al., 2020; Prasad et al., 2021; 

WHO, 2021). 

 

3.3.3 Recruitment  

Participants were recruited using purposeful sampling to provide richness to the data set 

(Palinkas et al., 2015; Patton, 2014). The use of purposeful sampling was chosen because it can 

be used to recruit participants with in-depth knowledge of the phenomenon of interest (Palinkas 

et al., 2015; Patton, 2014). To ensure inclusivity, participants were recruited from various South 

Asian community organizations, employing a combination of email, recruitment posters, and 

word-of-mouth methods within these communities. Furthermore, some of the initial participants 

voluntarily engaged in snowball sampling (Sadler et al., 2010) by sharing the recruitment 

materials with their friends and family members who met the eligibility criteria. This 

collaborative approach helped expand the participant pool. Apart from personal and professional 

networks, community outreach and engagement were on-going processes throughout all the 

research phases. All participants received a letter of information clarifying their involvement in 

the project and describing the nature of the study. Letters of information were sent in advance of 
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the interviews or dyad interviews via email and verbal consent was taken and recorded (with 

timestamp) at the beginning of the interview. Following the completion of the interviews, the 

participants received an honorarium (a $20 gift card of their choice). 

3.4 Data Collection  

 

Data collection took place during the ongoing COVID-19 pandemic, necessitating 

adaptations in the interview process. As a result, all interviews were conducted remotely, either 

through telephone or video calls, ensuring the safety and convenience of the participants. The 

interviews were scheduled at a time of the participants’ choosing. Participants were asked to 

select either the individual or dyadic interview option. The determination of the sample size 

followed the principle of information power, as proposed by Malterud and colleagues (2016). 

According to this concept, the sample size was dynamically determined during the data 

collection process, taking into account the depth and richness of the data obtained. Twenty-eight 

interviews were conducted in the following languages: Bangla, Hindi, Urdu, Punjabi, and 

English. I speak the listed languages (other than Tamil), and conducted all the interviews in 

Bangla, Hindi, Urdu, Punjabi and English. The Tamil interviews were conducted by a 

multilingual Research Assistant proficient in Tamil and a member of the Tamil community in 

Canada. Interviews lasted an average of 84 minutes (min: 32, max: 120). Refer to Table 3-1 for 

sample characteristics. 

A consistent interview guide was utilized for both dyad (spousal) and one-on-one 

interviews, although the wording of the questions was tailored to suit each interview format. For 

instance, dyad interviews were designed to be longer than one-on-one interviews to ensure that 

all participants were asked the same set of questions. The interview guide started with general 

questions about participants’ healthcare experiences, followed by specific probes and follow-up 
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questions. For example, if a person mentioned that their children are involved in their healthcare 

decision-making, the interviewer then followed up with queries such as: how do your children 

help you make those decisions? Are any other family members also involved in this process? 

Please refer to Table 3-3 for a sample of the interview guide questions. Interviews were audio 

recorded and field notes were taken within 24 hours. The field notes contained non-textual and 

auditory insights into interviews, which were valuable in understanding the participants' intended 

meanings (Phillippi & Lauderdale, 2018). To protect the anonymity of participants, pseudonyms 

were assigned to them during the analysis process (refer to Table 3-2 for the pseudonyms 

assigned to each participant). During the data collection phase, the broader research team held 

regular meetings to discuss various aspects, including the interview guide, translation inquiries, 

and initial findings. These team meetings were documented through recordings. 

 

Table 3 - 1  

Participant Demographics 

Interview Sample 

(n=28)  

Age Mean: 74 

(min: 60, max: 88) 

Gender 

Men 

Women 

 

13 

15 

Country of Origin 

 

India 

Bangladesh 

Sri Lanka 

Pakistan 

  

 

11 

6 

7 

4 

Years in Canada  Mean: 34 

(min: 10, max: 62) 
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Education 

Secondary 

Undergraduate 

Graduate 

 

3 

14 

11 

Marital Status 

Married 

Widowed 

Divorced 

 

25 

1 

2 

Lives with 

Spouse 

Spouse & children 

Spouse, children, & 

grandchildren 

Alone 

 

8 

14 

3 

3 

Has family doctor 

Yes 

No 

 

26 

2 

English Proficiency (self-

reported) 

 

Reading 

Poor  

Well 

Very well 

Writing 

Poor  

Well 

Very well 

 

Speaking 

Poor  

Well 

Very well 

 

 

 

 

1 

2 

25 

 

0 

2 

26 

 

 

2 

0 

26 

 

Table 3 - 2  

Interview Participant Pseudonyms and Demographic Information 

Pseudonym Age Gender Country 

of Origin 

Religion/Faith 

System 

Length 

of time 

in 

Canada 

(Years) 

Type of 

Interview 

Conducted 

Language 

interview 

conducted 

in 
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Table 3 - 3  

Sample Interview Questions 

Primary Questions Probe 

Have you ever disagreed with your 

healthcare provider and/or their decisions 

regarding your health? 

If so, could you tell me how you dealt with 

that?  

Ashish 88 Male Bangladesh Hinduism 29 Individual English 

Rajib 74 Male Bangladesh Hinduism 12 Dyad Bengali 

Aarini 62 Female Bangladesh Hinduism 15 Dyad Bengali 

Prisha 63 Female India Hinduism 51 Individual Hindi 

Shivanya 76 Female India Hinduism 51 Individual Tamil 

Shankar 86 Male India Hinduism 52 Individual English 

Zarina 60 Female Pakistan Islam 17 Single Urdu 

Irfaan 68 Male Pakistan Islam 21 Dyad Urdu 

Aaron 75 Male India Christian 57 Dyad English 

Aileen 68 Female India Christian 52 Dyad English 

Prithvish 71 Male India Hinduism 45 Individual Tamil 

Shastik 77 Male Sri Lanka Hinduism 26 Dyad Tamil 

Gayatri 78 Female Sri Lanka Hinduism 31 Dyad Tamil 

Sharvaa 73 Female Sri Lanka Hinduism 25 Dyad Tamil 

Abhijeet 75 Male India Hinduism 45 Dyad Tamil 

Tarala 78 Female Sri Lanka Hinduism 28 Single English 

Sarath 82 Male  Sri Lanka Hinduism 28 Dyad English 

Amit 86 Male India Hinduism 53 Single English 

Shalini 67 Female India Hinduism 42 Dyad Hindi 

Jamal 60 Male Pakistan Islam 16 Dyad Urdu 

Beena 73 Female India Hinduism 34 Single English 

Ananya 61 Female India Hinduism 32 Single Hindi 

Janaia 64 Female India Hinduism 10 Single English 

Sharad 87 Male India Hinduism 62 Single English 

Shujata 77 Female Bangladesh Hinduism 34 Single Bengali 

Malini 83 Female India Hinduism 10 Single Punjabi 

Ravi 72 Male India Hinduism 45 Single Hindi 
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When you want to know more about your 

health, where do you go for information? 

Family, internet, news, social media, talking 

with friends, relatives overseas, etc. 

What role do family members play in your 

health care? 

Do they join you for appointments? Drive you 

to appointments? Do they help with 

translation? Do they get medications for you? 

Prepare special meals? What does this support 

mean to you? 

What would you like health care providers 

to know/understand about your culture?  

How does that impact your health? 

 

 

 

3.4.1 Translation 

 

Qualitative researchers have recognized the challenges inherent in interpreting and 

translating, particularly in multilingual (i.e., more than two languages) studies (Inhetveen, 2012). 

The translation of qualitative data encompasses not only the linguistic aspect but also the cultural 

context in which the data were gathered (Chen & Boore, 2010). Given the complex and 

multilingual nature of this data collection, DC translated the interviews to English using the 

written translation approach outlined by Inhetveen (2012). The written translation approach, 

which was done soon after the interview, provided a more thorough translation ensuring that no 

details were overlooked. It also enabled our team to get closer to a lexical equivalent of the 

original phrasing (Inhevteen, 2012). Following the guidelines outlined by McKenna (2022), DC 

also followed a forward translation method, in which the original source language was translated 

into the language in which the analysis and reporting will be conducted. After translating all 

transcripts into English, DC analyzed them as a comprehensive dataset (McKenna, 2022). DC 
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also translated the interviews early in the research process to enable easy accessibility of the 

dataset for other members of the research team (Santos et al., 2015). 

3.5 Data Analysis 

 

The transcripts underwent a process of cleaning and anonymization before being 

uploaded into NVivo 12 for analysis. In addition to the transcripts, field notes and meeting notes 

were also included in the analysis software. Because of its theoretical flexibility and capacity to 

provide rich and detailed data without losing complexity, Braun and Clarke’s (2006) thematic 

analysis was chosen as the analytical technique for analyzing the data associated with this 

research. The steps of Braun and Clarke's (2006) thematic analysis technique include becoming 

acquainted with the data, developing preliminary codes, searching for themes, reviewing the 

topics, and identifying and labelling the themes. Interviews were transcribed verbatim and 

included detailed notes in the case of video-call interviews in order to preserve voice cues, tone 

of voice, and non-vocal signals and body language, such as facial expressions and hand gestures 

in order to help readers understand the data. Important information was noted both during 

transcription and in the form of fieldnotes during the interview. Our study involved a 

combination of two coding techniques. The first one is a priori coding, which was guided by the 

research questions and the chosen theoretical models (listed below) (Morse, 2015; Ritchie et al, 

2003). The second one was emergent coding, which was used to identify significant themes 

raised in the interviews with participants (Cresswell & Poth, 2013; Lofland et al., 2006; Morse, 

2015; Ritchie et al., 2003). After becoming familiar with the data, line-by-line coding was used 

to create initial codes. From the raw data, these codes were utilised to extract crucial information 

about the experiences and perspectives of the participants (Braun & Clarke, 2006; Ritchie et al., 

2003). As per the theoretical frameworks guiding this research, some of the coding structures 
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were developed a priori (Blair et al., 2015) as well, following Bronfenbrenner’s (1979) and Lin’s 

(2022) theoretical models (further described below). We then used an iterative process of 

proposing codes and then adding new codes as needed, through line-by-line analysis of the data. 

Please refer to Table 3-4 for an illustration of the evolving coding structure.  

 

3.5.1 Theoretical models that inform analysis 

 

This research is guided two theoretical models, namely the socio-ecological model 

(Bronfenbrenner, 1979) and the multilevel eco-social framework (Lin, 2022) to understand 

racialized immigrant older adults’ access to healthcare.  

 

3.5.1.1 Bronfenbrenner’s Socio-Ecological Model  

 

The "socio-ecological model" was created in the late 1970s to acknowledge the fact that 

people are impacted by a wide variety of social influences and nested environmental interactions 

(Bronfenbenner, 1979). According to Bronfenbrenner's (1979) paradigm, human development is 

a dynamic, reciprocal interaction between people, objects, and symbols in their contexts that 

regularly occurs over time. This model also explains how interactions between system structures, 

such as family, cultural, socioeconomic, political, and psychological domains, have an impact on 

human development, which ultimately shapes our behaviour, life decisions, and well-being over 

the course of a lifetime (Backonja et al., 2014; Bronfenbrenner, 1979). The initial ecological 

system model was put forth to explain how 'person-context interconnection' is represented by a 

succession of nested structures (Bronfenbrenner, 1979). The interactions between people and 

their environments were divided by Bronfenbrenner into four concentric circles of ecological 

systems: micro, meso, exo, and macro. 
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According to Bronfenbrenner (1979), a person's role might change depending on "role 

demands, tensions, and supports emanating from other settings" (p 7). This postulates that 

racialized immigrant older adults’ assessments of their capacity to navigate the healthcare system 

and their perceptions of their health condition will determine whether they can function 

effectively in these roles (Levesque et al., 2013). The availability of health care and social 

services, the presence of supportive environments in the community, and the prevalence of 

inclusive societal ideals, are just a few of the external factors/settings that may influence these 

assessments (Sallis & Owen, 2015). The effect of these external settings is dependent on more 

general policies, laws, and regulations that have a structural impact on older adults and their 

overall health and well-being (Sallis & Owen, 2015). As such, Bronfenbrenner's ecological 

formulation provides a "systems approach" in addition to the incorporation of contextual 

variables and healthcare environmental aspects for assessing the experiences and perceptions of 

racialized immigrant older adults concerning their health and healthcare. 

 

3.5.1.2 Multilevel Eco-Social Framework 

 

The multilevel eco-social framework (see Lin, 2021, p. 10) expands on the socio-

ecological model by emphasising the relationship between racialized older immigrants and 

healthcare access as a complex social process involving individual and contextual factors that 

exist between older immigrants’ health needs and healthcare providers (Lin, 2021). In 

Bronfenbrenner's ecological theory, the process of racialized immigrants seeking health care 

involves an ecological transition and person-environment interaction across multi-layered 

overlapping systems where patients' health demands and health care services are integrated 

(Bronfenbrenner, 1979). The multilevel eco-social framework furthers this conceptualization by 

noting the structural determinants specific to racialized and marginalized communities that shape 
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the health-care experiences of older immigrants (Lin, 2021). For instance, concerning the micro-

level, Lin (2021) highlights social and economic difficulties in a post-migration environment and 

socio-cultural variations in clinical settings (Lin, 2021). For the meso- and exo-system, Lin 

(2021) highlights capital and labour as well as accessibility and sensitivity within healthcare 

organisations. Finally, immigration/social policies, as well as societal values/ideologies, are 

emphasised as macro-level, structural elements that influence all other levels. 

 

3.5.2 Strategies for rigour 

 

Strategies for rigour included reflexive memoing while coding (Mahbub al., 2017); team 

meetings throughout the data collection and analysis process (Guest et al., 2012); team-based 

analysis with members representing different disciplines and cultural groups, including 

“insiders” and “outsiders” (Morse, 2010); and the careful examination of outliers (Saldaña, 

2021). An individual conducting research is deemed an "insider" when they possess specific 

attributes and identity markers that align with those of the study participants. Conversely, a 

researcher is regarded as an "outsider" when they do not belong to the same groups as the 

participants (Bukamal, 2022; Braun & Clarke, 2013). Outliers typically refer to participants 

and/or themes that are unique and distinct from the bulk of the data set (Saldaña, 2021).  

The Scholastic point of view, coined by Pierre Bourdieu, considers how our academic 

training, past experiences, and social processes shape our way of seeing the world, leading to 

epistemological errors in social science practices (Schirato & Webb, 2003; Lash, 2000). 

Reflexivity is seen as a response to that bias, as a deliberate and conscious check for blind spots 

during qualitative research, in order to be aware of one's experiences, backgrounds, personal 

interests, culture, and social context, all of which influence how an individual perceives the 

world (Lash, 2000). Although researchers cannot be completely free of these influences, they can 
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be aware of how these influences affect their interpretation (Lash, 2000). An intentional 

engagement in a reflexive approach throughout all stages of this research, allowed for awareness 

of the biases and subjectivities that result from the authors’ academic training as well as their 

non-academic experiences (Braun & Clark, 2019). More specifically, our approach to reflexivity 

is guided by Ellis and Bochner's (2000) approach to reflexivity, which entails tuning out the 

voices in our heads in order to avoid reporting the first thing that comes to mind and assuming it 

is true. We intended to recognise that what we may consider to be rooted in reality and truth may 

be the result of specific ways of reasoning that we have become accustomed to, influenced by 

our structural, social, and academic contexts (Ellis & Bochner, 2000). For more information on 

the lead author, DC’s, specific positionality, please refer to the “Statement of Positionality” 

section.  

 

Table 3 - 4  

A priori & Emergent, Evolving Coding Structure 

Initial Codes 

from the Multi-

level Eco-social 

Framework 

Codes added during 

further reading of 

transcripts 

Codes less 

salient, either 

removed or 

collapsed; not 

highlighted in 

the results  

Final, high-level clustering 

of themes and sub-themes, 

as presented in the results  

                                                                                            
Enabling 

Resources:  

 

Patient-provider 

dyad 

 

 

 

Language 

 

Culture  

 

Gender 

 

 

 

Provider-

caregiver dyad 

  

The intricacies of language  

• Nuanced nature of 

language and the  

• Language and 

communication 

The role of culture and 

gender 

• Social restrictiveness  
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• Gender norms rooted 

in cultural 

upbringing 

 

Enabling 

Resources: 

 

Patient-caregiver 

dyad 

 

 

 

 

Family engagement & 

decision-making 

 

 

 

Support from 

friends  

The role of family in 

healthcare decision-

making 

• Family members’ 

engagement with the 

patients’ care 

journey 

• Level of 

involvement of 

children and spouses 

in healthcare 

decision-making 

 Perceptions of patients 

regarding physicians’ 

status 

Prejudice of 

healthcare 

providers 

Reverence or deference to 

the physician’s role. 

• Power of the 

physicians’ status 

• Patient 

characteristics that 

influences the 

interaction between 

provider and patient 

 

3.6 Results 

 

Through the analysis we identified four themes pertaining to patient engagement and 

healthcare decision making of South Asian older adults in Canada: 1) the intricacies of language, 

2) the role of gender and culture, 3) the role of family in healthcare decision making, and 4) 

reverence or deference to the physician’s role. The first theme emphasized the nuanced nature of 

language and the potential for miscommunication to occur even when patients and healthcare 

providers are conversing in the same language. The results also highlighted that the extent of 

patient engagement and shared decision-making, along with the preference for family 

involvement, are greatly influenced by cultural and gender factors. Lastly, the final theme 
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demonstrated that the position and perceptions of physicians play a significant role in shaping 

patient engagement, often resulting in patients being more inclined to agree with the healthcare 

providers' approach to care. 

 

3.6.1 The intricacies of language 

 

The participants in our study explained the importance of language when interacting with their 

healthcare providers, particularly highlighting language concordance, which refers to patients 

and healthcare providers being able to effectively communicate in a shared language (Hsueh et 

al., 2019). Participants noted that the lack of linguistic concordance will have an especially 

negative impact on newer immigrants who are unfamiliar with the Canadian healthcare system, 

making healthcare navigation particularly challenging. Ashish, for instance, explained his 

perspective on the importance of language:  

 

When our people come in from overseas, they have a language barrier. They can’t 

explain exactly what the problem is, and if the doctor does not understand the problem, 

how can he cure it?  

- Ashish, male, 88 years old 

 

On the other hand, Jamal noted another aspect of language barriers between physician and 

patient that is associated with technical terms and medical jargon:  

See, so long as the doctor speaks in simple language, people will understand. The 

moment he tells you medical terms, they will find it difficult to digest. 

- Jamal, male, 60 years old 

The quote above highlights that there is more to language than having a conversation in a shared 

language. Similarly, Zarina explained from a different perspective how communication goes 

beyond language concordance: 
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I had to go to a specialist for my knee a few months ago. I have chronic knee pain for the 

past few years and doctor just gave me an appointment…he [doctor] said I should use 

medication and physiotherapy and maybe surgery. He said that a surgery would make his 

job easier {laughs}. I thought he was serious! I got worried, I said to myself “he is not a 

good doctor”. But my son explained after the appointment that he was trying to be funny. 

I do know English but I don’t get these things, these ‘mazaak’ (Urdu word for joking or 

sarcasm) - you know? I know now. But I am glad my son went with me. I thought I had to 

get a new specialist! {laughs}. Doctors back in Pakistan are more professional and to-

the-point, you know? 

- Zarina, female, 60 years old 

Zarina’s comment emphasises the subtleties of language and how miscommunication can occur 

even when two individuals converse in the same language. Zarina, who has been in Canada for 

seventeen years and speaks very little English, also mentions her son's role in her engagement 

with her healthcare provider, demonstrating a way in which family members can be helpful 

beyond acting as translators. 

 

3.6.2 The role of gender and culture 

 

Gender played a significant role in the interviews with both male and female participants. Our 

study showed that the gender of the healthcare providers can impact the interaction between the 

care-provider and the care-recipient. For example, many participants stated that they would feel 

more at ease talking to a healthcare provider who is their own gender. However, the participants 

acknowledged that finding a physician of the same gender as them is not an aspect of their care 

they can control, particularly in Canada, where finding a physician is difficult in and of itself. 

Abhijeet elaborated on this point, explaining how the experience of seeking, or needing a 

physician of the same gender can differ in Canada compared to his country of origin: 

I find, yeah, doctors are very, very liberal and they will just go into their things with the 

ladies in Canada when they have problems. In India, it's quite different. You know, like, I 
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know my family members back in India, the ladies seek, and they go for a lady 

gynecologist, for example. Here, you don't have that option, you get a gynecologist, you 

get a gynecologist. So that might be a bit shocking to people that's coming from that 

country, Bangladesh or India. Over here some of my family members say, “oh my god, 

you know, I have a male doctor who is going to check me out”. Uncomfortableness is the 

word to use here, I guess. That’s how they feel. 

- Abhijeet, male, 75 years old,  

 

Abhijeet’s quote emphasises the perceived need for individuals who come to Canada to adjust to 

the differences in how the healthcare system operates there compared to their home countries.  

Although the majority of participants who expressed their discomfort in discussing sensitive 

topics with healthcare providers of the opposite gender were female, it is worth noting that some 

male participants also highlighted this concern. Irfaan is one such example,  

There are so many health issues that come up in my old age now. It’s uncomfortable to 

speak with female doctors about all of them. I would prefer a male doctor who I can talk 

about those more personal topics about my health. I don’t feel comfortable talking to 

female doctors about everything. 

- Irfaan, male, 68 years old 

While some participants have also stated they would prefer to have a physician who not only is 

the same gender as them but also shares the same ethnocultural background, others have stated 

the opposite as true for them. Beena, who has lived in Canada for the majority of her life, 

described her interactions with her family physician, a man from the same ethnocultural 

background as her, in the following way: 

I think there are two sides to some people wanting a doctor from the same culture as 

them, because I've seen people saying they want to find a preferably Indian doctor or 

Pakistani, you know, South Asian doctor. But in my experience, when we came to Canada 
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we saw that doctors are difficult to get... So, one of my first things after we came was to 

find a doctor, in case my children became sick. But I had a hard time finding a doctor. 

But then one of my friends said oh there was a doctor who was accepting new patients 

and the way she pronounced her name, I didn't realize it's an Indian gentleman.  I was 

just so happy to get a doctor, and then figured out he is Indian later. And because of that 

I know him socially, he went to the parties around my neighbourhood. I thought to 

myself, if I'd known earlier and had a choice, I would choose a different doctor. For 

example, I didn’t know about pap smears, and it was not comfortable talking to him 

about it, like he is male and also Indian. He was also friends with my mom. I felt like if I 

left him to find another doctor it would be a difficult situation, you know, socially. I never 

had the courage to leave him. But then I found out he was planning to retire, so I was 

very happy!  

- Beena, female, 73 years old 

 

Beena’s quotes highlight that having a healthcare provider from the same culture as themselves 

is not inherently positive to their healthcare experience. Beena further discusses how an 

individual's upbringing and education might influence how they interact with their healthcare 

providers: 

If it's like, a doctor of the opposite gender, then it can be a little bit more uncomfortable 

at times, especially if you come from like, more conservative, cultural background. That’s 

exactly my story, right? Education and upbringing matter I think, since I was born and 

raised in India, I am still following those norms and rules here in Canada. But since I 

received my higher education here, I am more adjusted to how Canadians work. It 

doesn’t bother the same way anymore. But, I do know that a lot of people do want to see 

doctors from the same gender.   

- Beena, female, 73 years old 

 

Beena's comment above exemplifies how the intersection of culture and gender can influence the 

healthcare experience of older adults in Canada. Beena also highlighted that in her community, 
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women must adhere to certain levels of social restrictiveness as well as certain "sociocultural 

rules of interaction," when communicating with men. Beena and several other female 

participants noted that the stigma and societal restrictions stemmed from their cultural 

upbringing, which is why many of them said they would prefer a female doctor. In this way, 

Beena states that her approaches to engagement are rooted in their cultural upbringing, while 

education as well as time spent in Canada impacts how those approaches to healthcare 

engagement and decision-making evolve over time.  

 

3.6.3 The role of family in healthcare decision making 

 

The importance of family members’ engagement in the process of the participants’ healthcare 

decision making was a prominent theme. Aaron explains the role his children play when it comes 

to making a decision regarding his health:  

I expect my children to weigh in with their opinion. When we are older, they are the ones 

who will take care of me and my wife, so their input now is important to us.  

- Aaron, male, 75 years old 

  

According to Aaron, the children's input is important because they are expected to be Aron’s 

caregivers in the future. Similarly, Ananya, an older adult who also acts as a caregiver to her 

father-in-law explained how decisions are made in their household:  

Say for example, there was this decision about adding a new medication, because my 

father-in-law has a prostate condition. So, we discussed with him, but he usually leaves 

the decision to my husband and myself. So, we decide that it would be a better option, 

because surgery is not an option for him at this age. So, we decided to go this route and 

so most of the decisions are done like that... Even though we asked him, we discuss with 

him, but he usually leaves it to us. 

- Ananya, female, 61 years old 
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Ananya’s quote explains that not only does her father-in-law involve her and her husband in the 

decision-making process, but he leaves the decision up to them. On the other hand, Shalini 

explains that she consults her spouse when it comes to making a decision, but not her children:  

After the doctor, I will talk to my husband about it. After we discuss it, I may ask my 

friend who is a doctor in India about it. But usually just my husband and I make the 

decision together. I don’t bother my children with it, they have their own problems. 

- Shalini, female, 67 

Other participants in our study, particularly longer-term immigrants and male participants, on the 

other hand, stated that their families were not as involved in their healthcare decision making, 

and that they made their own decisions, independently, based on their physicians' medical 

advice. 

3.6.4 Reverence or deference to the physicians’ role 

 

Most participants in our study expressed satisfaction with their care, good experiences with their 

family doctors, and trust in the Canadian healthcare system. They did not, however, report being 

actively engaged in their own care. When questioned about her approach and process for making 

healthcare decisions, Malini expressed,  

Usually, I will just do as the doctor says. Sometimes I will consult my husband if it’s a big 

issue – I had to do a small surgery a few years back, so my husband and children came 

with me to discuss it with the doctor. But I tend to be an easy-going person. The doctor 

usually gives prescription to buy medication for something and I’ll just go and get it. 

- Malini, female, 83 years old 

 

When questioned about instances when participants had disagreed with the doctor, a frequent 

response echoed Malini's comments about being laid-back and easy-going. Participants indicated 

that they entrusted decision-making authority to the doctors and expressed agreement with their 

decisions. When inquired about the reasons behind their tendency to agree with the doctor, 

Aarini stated: 



 120 

I tend to agree with the doctor because I feel that each one has his or her own expertise. 

I’m not a doctor and I don’t have that knowledge. So I let them do what needs to be done.  

- Aarini, female, 62 years old 

 

As seen in the above quote, a common explanation provided by participants for their inclination 

to agree with the doctor was owing to the doctor's medical experience and expertise. However, 

some participants, such as Rajib, discussed additional factors that may be influencing the 

dynamics between physicians and patients: 

I am not a shy person so I will voice my opinion if I think the doctor is doing something 

wrong. But for immigrant populations, there is a power dynamic where if the doctor is 

white and the patient is not, it can be harder to disagree. 

- Rajib, male, 74 years old 

 

Rajib’s quote highlights two key factors that may influence the interaction between the care 

provider and the care recipient. Firstly, the quote highlights that a patient’s approach and 

personal characteristics can be a factor that impacts the care they receive. Rajib also draws 

attention to the significance of both the patient's and the physician's identity, emphasizing that it 

can influence the extent to which a patient expresses disagreement with the healthcare provider. 

This, in turn, may restrict the patient’s level of engagement in their own care. Another 

participant, Tarala, explains the influences which led her to align with her doctor's viewpoint, 

“In our culture and Hindu scriptures, for example, a physician is seen as God. And who 

would question God?” 

- Tarala, female, 78 years old 

 

Other participants in the study also raised the perspective that, based on their religious or cultural 

teachings, care providers are regarded with a status akin to "God". Consequently, it can be 

deemed uncomfortable, disrespectful, or impolite to express disagreement with them. While 
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some participants referred to the role of a “healer” as being important in religious scripture, most 

participants referred specifically to “doctors” or “physicians” being given higher importance 

over other healthcare professionals.  

3.7 Discussion  

 

The significance of language in society, and thus in healthcare, cannot be overstated 

(Franz & Murphy, 2018). Several participants highlighted the need to know the language spoken 

by the care-provider (i.e., English) in order to explain their existing medical issues. Participants, 

however, emphasised that language often goes beyond simply knowing the words. Language 

serves as a vehicle for social and cultural expression as a way of conveying understandings and 

assumptions held by groups (Al-Amer et al., 2014). Similarly, language is a means of 

communicating one's identity and representing one's sense of self (Squires et al., 2008). Linguists 

classify language competency into four categories: grammatical, discourse, sociolinguistic, and 

strategic (Larson, 1998; Savignon, 1976). The sociolinguistic category is especially relevant in 

healthcare providers' interactions and engagement with their linguistically diverse patient 

populations. The sociolinguistic category refers to the capacity to communicate and negotiate 

word and phrase meanings in terms of the culture in which the language is used, incorporating 

knowledge of cultural norms into communication processes (Savignon, 1976; Squires et al., 

2008). An example of this in our study was seen through Zarina’s interaction with her specialist. 

Understanding the sociolinguistic category may help explain why language and communication 

are not always synonymous, and why knowing what is said in English (which is often used as a 

marker for language concordance) does not always imply that the care-provider and recipient are 

communicating. Several studies report the impact of gender, class, and education on the 

sociolinguistic understanding of language (French et al., 1984; Kiełkiewicz‐Janowiak, 2012; 
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Verhoeven, 2017; Wodak & Benke, 2017). While sociolinguistics is often taken into account for 

cross-cultural research and communication between researcher and participant, it is often 

overlooked in the interaction between healthcare providers and patients (Helmich et al., 2017; 

Squires et al., 2008). 

Studies have also found that language barriers can impede access to health care and 

challenges related to navigating the complex system of care in Canada (de Moissac & Bowens, 

2017; Bowens, 2021; Shamsi et al., 2020). Participants in our study expressed similar concerns, 

indicating that if the doctor does not understand what is being said, they will be unable to help 

their patients. However, as pointed out by Schwei and colleagues (2016), researchers should start 

concentrating their efforts on understanding how language concordance affects patient outcomes 

and their healthcare experiences rather than just stating that language barriers exist. Previous 

studies have indicated that patients generally perceive language concordance and ethnic-

matching between doctors and patients as beneficial (Cooper-Patrick et al., 1999; Perez-Stable et 

al., 1997; Saha et al., 1999; Sue et al., 1995). For instance, one study found that Black 

participants who had Black doctors and Hispanic patients who had Hispanic physicians were 

more likely to express high satisfaction with their overall healthcare experience and more 

inclined to rate their physicians as excellent (Saha et al., 1999). However, contrary to previous 

findings, our research revealed that, while having a healthcare provider who speaks the same 

language and belongs to the same ethnocultural background as the patient has advantages, 

especially for newer immigrants who often face language barriers, there are some drawbacks. 

The participants of the study emphasised that linguistic concordance sometimes means that the 

physician is a member of their community social circles, which presents some challenges, such 

as discussing personal matters. For instance, one participant, Beena, noted that because her 



 123 

family physician, who spoke Hindi (her language spoken at home), was frequently invited to the 

same gatherings and functions in their community, she found it challenging to interact with her 

doctor in a social, in-formal setting while still needing to discuss person health concerns such as 

gynaecological care or sexual health issues. Quotes from participants, such as Beena, highlight 

that speaking with a male healthcare provider from the same ethnocultural background requires 

adherence to certain sociocultural rules which may impede open communication. Our study, 

therefore, shows that healthcare experiences can be “gendered”. This is consistent with previous 

research, such as that of Pittman (1999), which shows that gender-specific social interactions 

between patients and providers might have an impact on quality of care and health outcomes. 

Other studies describe comparable concerns in racialized immigrant populations in terms of 

stigma. For example, one study performed by Kingori et al., (2018) examined the stigma 

associated with racialized women's sexual health in Somali communities in the United States. 

While their research focused on younger women, they also underlined the prevalence of social 

restrictions that are exclusive to women, which are rooted in religious and cultural norms of 

society (Kingori et al., 2018). Lin's (2021) multi-level eco-social framework emphasizes the 

significance of language as a factor to be taken into account in the patient-provider dyad 

interactions. Consistent with our research, the multi-level eco-social model highlights the 

importance of communication stressing that within the meso-system of patient-clinician dyads, 

difficulties arising from language and cultural barriers can result in communication issues, such 

as leading to the misinterpretation of symptoms, which may lead to reduced access to healthcare 

services (Lin, 2021). 

Patient engagement is currently regarded as a key element of high-quality healthcare 

service provision. Over the last few decades, a patient-centered care model that aims to tailor 
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care to each patient's needs, values, and experiences has evolved from the paternalistic approach 

to healthcare, where healthcare providers make all the decisions with the patient having little or 

no involvement in their own care (Bauman et al., 2003; Ford, 2004; Stewart et al., 2000). The 

majority of patient engagement literature focuses primarily on the involvement of the patients 

(Bombard et al., 2018). However, our findings underline the importance of family members, 

particularly spouses and children, in the patient engagement process, especially pertaining to 

healthcare decision making. Participants explained that while they maintained that the physician 

is the medical expert, they closely incorporate their family’s input when it comes to making a 

decision about their health. Our findings shed light on the collectivist nature of certain racialized 

immigrant communities reported in other studies (Martin et al., 2015; Oishi, 2000; Sheldon et al., 

2004). According to Markus & Kitayama (1991), individuals' experiences, emotions, and 

motivations are influenced by the significantly varied constructs of the "self" and "others" that 

are frequently used across different cultures. In contrast to those in individualist societies, people 

in collectivist cultures, such as South Asian communities, internalise the expectations of their 

friends and family. As a result, in collectivist societies as opposed to individualist cultures, 

people's assessments of their level of life satisfaction and experiences seem to be more heavily 

influenced by their familial expectations (Markus & Kitayama, 1991). This was consistent with 

our findings where families play a prominent role in the healthcare experiences of South Asian 

older adults. Therefore, our findings aligned with Triandis' (1995) individualism-collectivism 

theory, which states that collectivists are a group of people who see themselves primarily as 

components of a larger whole, such as a family, and thus are influenced by the norms and 

obligations established by the collective unit. On the other hand, some participants who had 

come to Canada considerably earlier, tended to approach healthcare decision-making more 



 125 

independently. Some of them also stated that, while they consider their family's thoughts, the 

final decision about their health was their own. Because they have spent the great bulk of their 

lives in Canada, one explanation for this would be that they have "assimilated" or acculturated 

into a more “Westernised” culture over time, adopting health behaviours that are more in line 

with an individualist society than a collectivist one (Triandis, 1995). As such, our findings show 

that patient engagement is not always a dyadic exchange, but rather a dynamic, triadic, process 

between the care-provider, the care-recipient, and their families. Our study's findings regarding 

the dynamic engagement process aligns with a perspective that somewhat differs from Lin's 

(2021) model. Lin's (2021) multi-level eco-social framework incorporates family through the 

concept of the "patient-caregiver dyad”. Contrary to the model, we found that the "patient-

caregiver dyad" and "patient-provider dyad" interactions are not distinct and separate. In our 

research, we emphasize that this process often occurs as a "patient-caregiver-provider" triad, as is 

evident with South Asian participants in our study. 

French philosopher Voltaire once expressed his admiration for physicians, stating “those 

who are occupied in the restoration of health to others, by the joint exertion of skill and 

humanity, are above all the great of the earth” (Voltaire, 1746). He even attributed a divine 

quality to their work, asserting that the ability to preserve and renew life is almost as noble as the 

act of creation itself (Yates, 1969). In a 1983 article, author Brian Zack compares a physician's 

role to that of a mechanic, emphasising that the physician's superiority is due to tasks that require 

"a higher intellectual capacity or greater professional skill" (p. 2), and that the key difference 

between the two professions is that for a physician, the "dysfunctional machine is the client" (p. 

2). Putting aside the unfortunate perception of patients as "dysfunctional machines" that persists 

to some extent even today, these adages highlight the prominent position physicians hold in 
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society. Historically, several cultures revered physicians as being "second to God" and 

typecasting them to have Godlike attributes due to stereotypes of them being intelligent and 

knowledgeable (Goranson et al., 2020; Schroeder & Fishbach, 2015). Our study highlighted that 

this status and perceptions of doctors can influence patients by shaping their tendency of 

conformance. Participants in our study, particularly those with a Hindu background, made 

references to the notion that they felt compelled to agree with the doctor rather than express their 

worries because of their upbringing, which taught them to treat doctors with the same respect 

they would show to God. Our findings indicate that patients with such attitudes are more likely 

to exhibit a greater inclination to conform to the decisions made by physicians regarding their 

health and well-being, which may limit their engagement in their care and their desire to involve 

their family in the process. Similar findings have been documented in previous studies exploring 

cultures outside of South Asia. For instance, in their study looking at family engagement in 

medical decision making, Alden et al., (2018) found that South Korean patients tended to view 

shared decision making as acceptable only when their doctor actively encouraged it, but not 

when there is no encouragement from the physician. The authors hypothesize that this could be 

attributed to South Korean culture’s strong emphasis on the social norms of conformance (Alden 

et al., 2018; Reimar et al., 2014). Specific to newer immigrants, Hasnain and colleagues (2013) 

suggest the notion that immigrants who have not fully acculturated into healthcare systems in the 

Global North, which prioritize patient autonomy, are more likely to show greater reverence or 

deference towards physicians compared to those who have. Similarly, Cervantes-Ortega et al., 

(2020) reports that in their study, Latina women with lower levels of acculturation exhibited 

increased appreciation for any form of care they receive, leading to higher ratings of quality of 

care, and held providers in higher regards and esteem than those who have had more 
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opportunities to acculturate. They also state that longer-term immigrants who have had time and 

opportunity to integrate into the healthcare systems of the Global North have higher expectations 

of care than newer immigrants (Cervantes-Ortega et al., 2020). However, these finding contrast 

with the findings of our study, because participants in our study who are long-term residents of 

Canada also report having reverence and deference towards their physicians. Although the multi-

level eco-social model includes the "patient-provider" and "patient-caregiver" dyad within its 

concentric circles (Lin, 2021), our paper contributes to this model by specifically examining 

healthcare decision-making, which represents a specific form of engagement. In addition to 

contributing to the understanding of the "patient-provider dyad" in Lin's (2022) model, our paper 

centers on factors that influence this interaction, including the patient's perception of the 

physician's status and the influence of gender and culture, specifically. 

3.8 Implications for Practice & Policy Considerations  

 

As the value of patient-centered care becomes more widely recognised around the world, 

particularly in multicultural migrant-receiving countries, research studies such as ours will 

improve understanding of cross-cultural similarities and differences in approaches to patient 

engagement and shared decision making (Bell, 2014; Bokhour et al., 2018; Constand et al., 2014; 

Fix et al., 2018; Ortiz, 2018). Recognizing differences in cultural perspectives among racialized 

immigrant patients, as well as their preferences for how they want to be involved in their own 

care and the factors that influence provider-patient interactions, can provide healthcare providers 

with valuable insights (Stubbe, 2020; Zghal et al., 2021). Understanding such nuances that exist 

among patient populations, for instance, can assist them in avoiding reliance on cultural 

stereotypes when engaging with patients and their families (Vela et al., 2022). Consistent with 

prior research, our study reinforces the notion that involving patients in their healthcare is not a 
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simple matter of associating specific nationalities or cultural backgrounds with predetermined 

beliefs and norms (Kirby et al., 2018). Given the contextual nature of the experiences of 

migration experiences and given the vast societal and cultural differences that exist on top of 

specific lived experiences of some subgroups and not others, we must exercise caution before 

embracing generalizations without considering the specific circumstances (Galanti et al., 2000). 

Several studies have emphasized the significance of clinicians proactively examining individual 

cultural preferences in medical settings, especially regarding patient and family preferences for 

decision-making and information regarding their diagnosis and prognosis (Barclay et al., 2007; 

Blackhall et al., 1995; Chiu et al., 2016; Vahdat et al., 2014). Similarly, our findings also 

emphasize the need to tailor care delivery for racialized immigrant older adults and for effective 

communication between clinicians and patients, considering their specific linguistic, cultural, 

and spiritual needs and values. Policy and organizational mandates as well as training programs 

focused on culturally sensitive care must emphasize the significance of being aware of potential 

normative variations when considering patients as unique individuals with diverse preferences 

for patient and family engagement in healthcare decision-making (Saha et al., 2008; Seeleman et 

al., 2009). 

The findings of our study have significant implications for the development of 

linguistically and culturally sensitive/aligned tools, resources, or recommendations to support 

engagement of racialized immigrant older adults and their families in managing their care. 

Similar to the diabetes management tools suggested by Chun et al., (2011) for the Chinese 

communities, we recommend creating informational resources in various South Asian languages 

that cater to the immigrant community, particularly newer immigrants with language barriers. An 

example of informational resources could be directories designed to assist older adults in 
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navigating the healthcare system in Canada. These directories could provide information on the 

locations of various healthcare settings (e.g., walk-in clinics, testing centres, hospitals) in a 

particular region, as well as who or which organizations to approach for additional healthcare-

related information. For instance, the directories could offer guidance on finding a family doctor 

in the patients’ region or explaining the guidelines on when it is appropriate to visit a pharmacist 

instead of a physician. Our study also helps identify barriers that prevent immigrants from 

participating in healthcare decision-making. Per our suggestions, policies can emphasise the 

promotion of inclusive healthcare practises that enable immigrant patients' active involvement in 

decision-making. Examples of these practises include shared decision-making models, 

instructional materials that are relevant for their culture, and family or community support 

networks' involvement (Anderson et al., 2003). Additionally, we suggest avoiding the 

assumption that cultural competence in healthcare is automatically achieved by having ethnic or 

language concordance between healthcare providers and patients. Therefore, as echoed by 

Engstrom et al., (2009), special attention is warranted for training of bilingual and ethnically-

matched healthcare staff with navigating the interactions between care providers and recipients 

influenced by cultural and social norms. Regarding the role of family in the care journey, it is 

important for healthcare providers to regularly assess the shifts in patients' expectations, 

responsibilities, and family support as a routine part of care provisions. We also recommend 

creating a communication training model that is appropriate for racialized immigrant 

populations, such as for South Asian communities (von Fragstein et al., 2008). Instead of relying 

on a Eurocentric communications guideline, a culturally tailored communication skills model 

that aligns with the individuals in the specific culture can be more advantageous in training 

healthcare providers to effectively communicate with patients from diverse backgrounds (Parker 
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et al., 2020). Lastly, providers must be aware of and be attuned to the potential inclination within 

certain communities or among newly arrived immigrants towards reverence and deference. 

Health care providers should proactively create an environment that encourages alternative 

perspectives and make space for other ways of thinking. For instance, if a physician knows that a 

patient is likely to agree with anything they suggest, they should make an active and conscious 

effort to present multiple options and provide a thorough review of the advantages and 

disadvantages of each option. 

3.9 Limitations  

 

Our study contributes to the existing, but limited, research on patient engagement and 

shared decision-making, concerning not only racialized immigrant patients but also older adults. 

However, our qualitative study had some limitations. First, our sample of participants was 

geographically limited because we recruited participants from Southern Ontario, focusing 

primarily on urban cities. This also resulted in the possible exclusion of racialized immigrant 

older adults residing in rural areas who may or may not have had different healthcare 

experiences. Secondly, although we conducted comprehensive interviews with older adults to 

explore their preferences and perspectives on patient engagement, shared decision-making, and 

family involvement, our study would benefit from additional insights that might be gained by 

also interviewing family caregivers about their role in providing care. Similarly, it would have 

been beneficial to interview healthcare providers regarding their firsthand experiences in 

engaging racialized immigrant older adults and their families in care, providing insights from the 

perspective of care providers. Thirdly, this study focused on only on the experiences and 

perspectives of the South Asian immigrant communities in Canada. Subsequent research should 

investigate the viewpoints and experiences of other communities within the Canadian 
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demographic landscape, such as the Chinese community and the Arabic-speaking community. 

Fourthly, we had a large number of participants who were highly educated, came from higher 

socioeconomic backgrounds, and had high English language proficiency. Although our sample 

aligns with the migration patterns of South Asian older adults in Canada (i.e., many South Asian 

families migrated to Canada during the mid-20th century and are now older adults, as reported 

by the Government of Canada in 2021), it is important to understand and specifically study the 

experiences of recent immigrants from less privileged socioeconomic backgrounds and those for 

whom English is a second language. Lastly, it is important for studies of this kind to specifically 

address refugees who have migrated to Canada, distinguishing between immigrants and refugees 

due to their significantly distinct experiences of migration. 

3.10 Conclusion 

 

This paper examines South Asian-born older adults’ experiences and approaches to 

patient engagement, collaborative healthcare decision-making, and the factors that influence 

patient engagement and healthcare decision-making within this population. The study's 

contribution includes a thorough understanding of the importance of family, gender, and culture 

in South Asian older adults’ healthcare experiences as well as how communication extends 

beyond language. The findings also show that patients’ perceptions of physicians and their status 

can influence their approach to patient engagement. This paper challenges previous research that 

assumes language concordance as well as ethnic matching between patients and healthcare 

providers are unanimously beneficial. 
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Abstract 

 

With the increase in international migration, the need for an equitable healthcare system is 

increasing. The current biomedical model of healthcare is constructed largely in the Eurocentric 

tradition of medicine, which often disregards the diverse health perspectives of Canada's 

racialized immigrant older adults. As a result, current healthcare approaches (adopted in the US 

and Canada) fall short in addressing the health needs of a considerable segment of the 

population, impeding their ability to access healthcare services. This study sought to identify and 

understand the structural determinants and systemic factors influencing the healthcare 

experiences and well-being of South Asian older adults in Canada. We conducted in-depth 

individual and dyadic interviews (n=28) utilizing a descriptive multilingual cross-cultural 

qualitative approach. Through this research, participants expressed that their understanding of 

well-being does not align with that of their healthcare providers, resulting in unmet health needs. 

Our study uses an intersectional lens to demonstrate participants' perceptions of virtual 

accessibility and systemic factors, such as mandatory assimilation and whiteness as a taken-for-

granted norm impacting the health and well-being of South Asian older adults. The findings of 

this research can offer valuable insights to healthcare providers and policymakers in developing 

culturally competent practices, guidelines, and training policies that effectively address the 

healthcare needs of the South Asian population in Canada. 
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4.1 Introduction 

 

There has been considerable research and policy attention related to the needs of the 

aging population, but older adults still face significant obstacles when it comes to accessing 

services, which remains a prominent challenge for this subgroup (Fitzpatrick et al., 2004). The 

presence of ethnocultural diversity among the older adult population further complicates the 

situation in terms of both access and equity (Westwood, 2017). Historically, Canada and other 

Global North nations have been structured in a manner that primarily benefits the majority of the 

population (Lai & Chau, 2007). However, it is also important to acknowledge that people 

identifying as white receive more attentive treatment over racialized individuals, since the entire 

system has been constructed with a bias towards prioritizing the needs and interests of people 

with the greatest proximity to whiteness (Campbell & Lawford, 2021; Grenier, 2020; Pitts, 2015; 

Todic et al., 2022). Consequently, it is unsurprising that individuals who are less proximal to 

whiteness encounter additional challenges in having their healthcare needs met (Dupuis-

Blanchard et al., 2014). Some communities of older adults are currently grappling with 

fundamental issues, such as access to care, that are essential for their overall welfare (Lai & 

Chau, 2007). In particular, migrants from diverse cultural backgrounds who are racialized are 

especially vulnerable. Being an older adult has disadvantages in a youth-oriented society, and 

these disadvantages may be exacerbated for older adults who are also members of a racialized 

ethnocultural group, putting their well-being at greater risk (Dowd & Bengston, 1978; Kang & 

Kim, 2022; Lai & Chau, 2007). Racialized immigrant older adults may face a higher likelihood 

of receiving inadequate support from health professionals within their new home nation 

(Dilworth-Anderson et al., 2012; Jimenez et al., 2022; Lin, 2022; Lum & Vanderaa, 2010). This 

lack of support appears to stem from their encounters with barriers to care, exposure to 
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discrimination, and unequitable treatment within the Canadian healthcare system (Lin et al., 

2023; Sadavoy et al., 2004; Tuyisenge & Goldenberg, 2021).  

4.2 Background  

 

In the sections below we articulate access to care, the need for an intersectional lens, the 

intersection of white supremacy, capitalism, and patriarchy, the need for anti-racist perspectives, 

and cultural competence and humility as they relate to the health care experiences of racialized 

immigrant older adults in Canada. 

 

4.2.1 Defining access to care 

 

The effectiveness of healthcare systems around the world depends largely, but not solely, 

on access to care (Penchansky & Thomas, 1981; Shengalia et al., 2005). In the last century, there 

have been significant variations in the definitions and interpretations of healthcare access (Frenk, 

1985; Gulliford et al., 2002; Mooney, 1983; Penchansky & Thomas, 1981; Romanelli & Hudson, 

2017). Different authors' interpretations of access to care demonstrate the complexity of the 

concept (Daniels, 1982; Haddad & Mohindra, 2002; Richard et al., 2016), though, access in the 

context of health care is generally characterised by the ability or simplicity with which 

consumers or communities are able to use relevant services in proportion to their needs (Daniels, 

1982; Levesque et al., 2013; Whitehead, 1992). Opinions regarding the components of care 

access vary and it is generally undecided whether the emphasis should be on describing provider 

characteristics or the actual process of care, despite that the term "access" is frequently used to 

describe factors or characteristics influencing the first point of contact with services or the use of 

services (Andersen, 1995; Frenk, 1992; Jackson et al., 2002). Salkever (1976) considers access to 

be more of a characteristic of health services, pointing out that individuals in need of medical 
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attention may use or access them. Others place more emphasis on health care resource 

characteristics that affect the use of services, acting as a facilitator between the capacity to 

produce services and their consumption (Donabedian & Fund, 1973; Levesque et al., 2011).  

Penchansky & Thomas (1981) were among those who defined care access in terms of the 

compatibility of client expectations and client attributes with provider characteristics and health 

services. In this context, access may be perceived as the point of contact between potential 

patients and healthcare resources, and it would be impacted by both the qualities of people who 

provide the services and those who utilize them (Penchansky & Thomas, 1981). According to 

Mooney (1983), access depends on both supply and demand. Based on this perspective, the 

location, cost, appropriateness, and availability of services and burden of disease are products of 

supply variables. On the other hand, Frenk (1992) provides a theoretically appealing way to view 

access which is to think of it as the degree of adaptation between the population's characteristics 

and those of the healthcare resources. This perspective sees access as a functional relationship 

between the public, healthcare facilities, and resources that reflects the existence of either 

barriers or facilitators for the recipients of healthcare (Frenk, 1992). Following a thorough 

analysis of the terms used to describe health care access, Levesque et al., (2013) proposed 

defining access as a set of opportunities to “identify healthcare needs, to seek healthcare services, 

to reach the healthcare resources, to obtain or use health care services, and to actually be offered 

services appropriate to the needs for care” (p. 4). This is the definition adopted for the study at 

hand. 

 

 

4.2.2 Intersectionality 
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The intersectionality movement emphasises the significance of looking at the various, 

interconnected systems of dominance that influence and shape people's lives through the 

interaction of differentiating categories, such as race, sex, and age, within larger systems of 

oppression (Brotman et al., 2015; Collins, 1990; Crenshaw, 1989; Crenshaw, 1991; Sokoloff & 

Dupont, 2005). Intersectionality, coined by Crenshaw (1989), was borne of a statement by a 

Black feminist lesbian organization that criticized the widespread exclusion of Black women 

from the anti-racist, white feminist movements of the time (Combahee River Collective, 1983; 

Crenshaw 1989; Mehrotra, 2010). The idea that social categories are organised through systems 

of dominance, which are the historically rooted structures of racism, patriarchy, and capitalism, 

which all stem from colonization, is at the heart of this literature (Ferrer et al., 2017). Thus, 

intersectionality scholars assert that every process of differentiation and system of dominance is 

interconnected; where oppressive and dominating structures could not exist or function without 

racial and gender inequality, economic exploitation, sexism, heterosexism, and other forms of 

discrimination (Collins, 1990). Intersectional analyses facilitate the comprehension of the ways 

individuals become subject to processes of differentiation in diverse ways, and how systems of 

dominance both reflect and depend on these processes (Ferrer et al., 2017). The intersections of 

identities are present at the micro, meso, and macro-levels, both in the context of how people 

engage with others interpersonally in various socio-cultural contexts and at the societal-level 

where rules and regulations are established and reproduced by social structures and institutions 

(Koehn et al., 2013).  

Since numerous controversies continue to be discussed by scholars about intersectionality 

and its various uses, it would be difficult to engage and respond to an in-depth discussion of the 

multiple critiques of intersectionality within this paper. It is not obvious whether intersectionality 
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should be kept to the study of individual experiences and identity theory, or whether it should be 

viewed as a characteristic of social structures and cultural discourses (Alvi & Zaidi, 2017; Davis, 

2008). Despite ongoing debates about the intent of intersectional analysis as a theoretical and 

empirical tool, the experiences of marginalised and vulnerable people can be more broadly 

theorized and considered with more nuance through an intersectional lens, which takes into 

account an individual’s many identities, as well as the various social structures of power, control, 

and inequity in their social environment (Alvi & Zaidi, 2017; Dill & Zambrana, 2009). Multiple 

oppressions are not assumed to add up (i.e., be additive) in intersectional analysis (Alvi & Zaidi, 

2017). Because they interact with one another, they are multiplicative rather than merely adding 

to the total number of oppressive factors (Alvi & Zaidi, 2017; Severs et al., 2016). McCall 

(2005) further adds to this notion by stating that intersectionality is not an additive-linear model, 

but rather reflects multiple/triple jeopardy. Therefore, what may at first appear to be a series of 

inconsequential microaggressions that make race more salient, in reality, may involve an 

accumulation of interrelated multiple jeopardies (Hancock, 2007).  

A scoping review informed by an intersectional approach report that the impacts of social 

inequities are felt by people as simultaneous interactions between many identity markers that are 

embedded within larger systems of power, dominance, and oppression (Hankivsky 2011; Koehn 

et al., 2013; Schulz & Mullings, 2006). Each individual’s intersecting identities, social positions, 

and the larger social and political contexts in which they exist are specifically relevant to the 

experience of discrimination and access to power and resources/privileges such as positive 

health-care experiences (Dhamoon & Hankivsky, 2011; Guruge & Khanlou, 2004). Moreover, 

the essential premise of intersectionality is the recognition that individual’s experiences differ 

noticeably from others because of the multiplicity and variety of social location, identity, and 
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many forms of inequality they encounter (Alvi & Zaidi, 2017). It highlights the fact that there are 

political and social repercussions to the categories of differences of age, gender, and race and 

that they are mutable (Alvi & Zaidi, 2017). For instance, given the variety of experiences and 

identities that go under the umbrella term "South Asian," it is incorrect to assume that just 

because women are members of a homogeneous racialized group such as South Asians, their 

experiences will be the same (Alvi & Zaidi, 2017; Davis, 2008). In light of this, intersectional 

theory highlights what is overlooked when a certain identity is essentialized as the defining 

quality of a group (by highlighting, for instance, race), and the other internal identities, such as 

gender, age, or citizenship/legal status, are excluded (Davis, 2008; Hankivsky et al., 2014).  

 

4.2.3 The intersectional oppression of the big three: white supremacy, patriarchy, and capitalism 

 

Sociologist Mary Romero highlighted a significant divide between immigration research 

and the sociology of race in her article published in Contemporary Justice Review in 2008, 

expressing that there exists a substantial ideological and theoretical gap between these two fields 

(Romero, 2017). Since then, numerous publications have worked towards bridging this divide by 

integrating race analysis and shifting away from assimilationist frameworks. For instance, 

Sanchez and Romero (2010) emphasize the significance of race in shedding light on issues of 

illegality and racialized citizenship. Sáenz and Douglas (2015) demonstrate how assimilationist 

frameworks may mask the impact of racial antagonism towards immigrants. Treitler (2015) 

further elucidates how assimilationist viewpoints reinforce that white supremacy places the 

burden of “integration”/adopting dominant culture on racialized immigrants while needing to 

overcome or disregarding racial barriers. Recognizing the interconnectedness of various systems 

of inequality such as patriarchy, capitalism, and white supremacy is crucial (Delgado & 

Stefancic, 2023; Yosso & Solorzano, 2005). Patriarchy, white supremacy, and global capitalism 
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are interconnected systems of oppression that significantly influence migration patterns and the 

process of immigrant integration. Patriarchy refers to a social structure where men occupy 

positions of power and authority in various realms such as the family, community, government, 

and society at large (Akgul, 2017; Hunnicutt, 2009). White supremacy entails the dominance and 

control exerted by white individuals or groups (Mills, 2014). Global capitalism aims to maximize 

profits for capitalists by exploiting workers, which is an inherent aspect of the capitalist system 

(DiCristina, 2015). By employing an intersectionality framework, we emphasize the 

simultaneous influence of these oppressive systems on the lives of racialized immigrants 

(Crenshaw, 1991; Golash-Boza et al., 2019; Hooks, 2000; McCall, 2005; Romero, 2017; Weber, 

1998).  

 

4.2.4 The need for anti-colonial and anti-racist perspectives in examining and reframing 

healthcare 

Although the history of the start of colonization dates farther back, the early 19th 

century’s newly conceived theories of evolution gave way to the white supremacy that exists 

today (Grenier, 2020). European biomedical systems operated under the believe that white 

populations were the “evolutionarily-selected beings” while non-white races were the “non-

evolved, lack of the human” (Wynter, 1994, p. 47). One of the ways in which oppression and 

mistreatment of the “other, lesser/non-human” was rationalized by this belief and white 

superiority was assumed and reinforced by legal, healthcare, and education systems (Grenier, 

2020). Despite modern science rejecting the idea of a single classification system for assigning 

race, the social and political significance of race and racialisation remains an important 

consideration (Brah, 1992; Fenton, 1999; Miles, 1989). In other words, “race may not be real, 

but racism is” (Culley, 2006, p. 3). For instance, after the Railway construction in Canada, 
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Chinese immigrants were categorised as one of the lesser “non-white” races compared to white 

individuals (Grenier, 2020; Wynter, 1994). Furthermore, in Canada, the genocide of Indigenous 

peoples and exploitation of people of African descent are rooted in structural racism from its 

colonial past (Cooper, 2007; Dei, 2012; Hamed et al., 2022).  

Since contemporary inequities of racial discrimination are related to historic global 

colonization, an anti-colonial perspective can aid in challenging the racism rooted in colonialism 

(Benn-John, 2019; Dei, 2000; Pon et al., 2011). An anti-colonial perspective is concerned with 

resistance against imperial and colonial ideologies/practices, while upholding equality and 

justice to re-establish Indigenous forms of knowledge and culture that reflects and centres around 

the global majority (Carlson, 2017; Pon et al., 2011). Complementary to this, an anti-oppressive 

perspective works to address systems of domination that “denies individuals dignity, human 

rights, social resources and power’’ (Dominelli, 2008, p. 10). Similarly, an anti-racist perspective 

involves examining the power imbalances between racialized and non-racialized persons and 

addressing racism within other “interlocking systems of oppression” (Corneau & Stergiopoulos, 

2012; Dei & Calliste, 2000, p. 11). While frameworks of anti-racism and anti-oppression share 

overlapping conceptual and theoretical features, the difference lies in the fact that the latter does 

not predetermine a particular category of oppression, whereas the former analyzes privilege, 

power, and oppression through the lens of race (Dei, 2000; Dei, 2012; Dei & Asgharzadeh, 2001; 

Larson, 2008). Employing anti-racism and anti-colonial frameworks on hegemonic approaches to 

healthcare can provide strategies to challenge institutional power dynamics, interrupt production 

of social inequities within medicine of the Global North and enable a deeper understanding on 

how racism and colonialism, even still, shapes and structures the Canadian healthcare system 

(Benn-John, 2019; Gahayr, 2011).  
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4.2.5 Cultural competence & cultural humility 

  

Cultural competence is increasingly recognized as a framework to improve health 

outcomes and satisfaction with care for racialized and ethnoculturally diverse populations 

produced by migration (Blunt, 2007; Brottman et al., 2020; Mullings & Gien, 2013; Taylor & 

Lurie, 2004; Kirmayer, 2012). Cross and colleagues (1989) provide a commonly used definition 

of cultural competence that entails allowing systems/individuals to operate effectively and 

respond respectfully in cross-cultural contexts (Lum, 2011). While cultural competence is widely 

incorporated into organizational guidelines and policy mandates, it has faced sharp criticisms 

(Fisher-Borne et al., 2015; Furlong & Wight, 2011; Gopalkrishnan, 2018). It is criticized for 

being tokenistic, for the assumption that healthcare providers come from a dominant culture, for 

discounting power analysis, for regarding culture as static, and finally, for approaching culture 

from a value-neutral position, disregarding the oppression experienced by cultural groups (Bin-

Sallik, 2003; Chen, 2015; Furlong & Wight, 2011; Garran & Rozas, 2013; Gopalkrishnan, 2018; 

Herring et al., 2013; Pon, 2009; Sakamoto, 2007). Another key critique of this concept is the 

“competence” approach, which relies on the capabilities of the care-provider to have a priori 

knowledge on ethnocultural differences, neglecting participation of the care-recipients (Danso, 

2018; Gopalkrishnan, 2018; Johnson & Munch, 2009). This approach is criticized because 

achieving competence at another’s culture is virtually impossible owing to the fluidity and 

multidimensionality of cultures (Johnson & Munch, 2009; Saunders et al., 2015).  

Given the critiques of cultural competency, scholars have suggested replacing cultural 

competence with cultural humility (Abell et al., 2015; Duntley-Matos, 2014; Kools et al., 2015; 

Yeager & Bauer-Wu, 2013). Cultural humility entails addressing power imbalances between 

physician and patient, by committing to self-reflection and critiquing internal biases to develop 
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mutually constructive, non-paternalistic relationships (Chavez, 2018; Danso, 2018). Cultural 

humility expands the traditional considerations of ethnicity and race to include the 

multidimensionality of cultures of individuals from diverse backgrounds (Chavez, 2018). By 

taking cultural fluidity into account, cultural humility is attentive to the mutability of other 

social-identity indicators, such as sexual orientation and gender (Tervalon & Murray-Garcia, 

1998). While a key strength of cultural humility is that it does not necessitate providers to be 

experts on cultural knowledge of care-recipients, several scholars argue that cultural humility 

lacks conceptual clarity and a concrete definition (Danso, 2018; Fisher-Borne et al., 2015; 

Foronda et al., 2016; Hook et al., 2013). Another fundamental critique of cultural humility is the 

assumption that being culturally humble equates to having respect for diversity (Hester, 2012; 

Johnson & Munch, 2009; Kools et al., 2015; Tervalon & Murray-Garcia, 1998). Because the 

term “humility” lacks definitional unanimity, it would be difficult for a provider to know if they 

were culturally humble (Danso, 2018). 

While most of the literature dichotomizes cultural competence and cultural humility, it 

can be argued that both constructs can be used complementarily by offsetting mutual deficits and 

enhancing mutual strengths. Both cultural competence and humility emerged as a response to the 

ethnocultural diversity in nations of the global majority and the need for implementing an anti-

colonial and anti-racism framework in healthcare contexts (Furness, 2005; Kirmayer, 2012). 

Therefore, instead of directing attention to the differences between the two, a better approach 

proposed in the literature is finding mutuality, recognizing why the constructs emerged in the 

first place, and focusing on attaining outcomes (i.e., addressing inequities and issues of diversity) 

that one cannot achieve without the other (Mullings & Gien, 2013; Saunders et al., 2015). In 

alignment with cultural humility practices, providers need to embrace culture as fluid and 
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complex, avoid essentializing care-recipients, and approach patients from a “not-knowing” 

position to equalize the power dynamics at play (Danso, 2018; Saunders et al., 2015). 

Additionally, in accordance with cultural competence, providers must recognise and overcome 

cultural prejudices and forge relationships that transcend cultural barriers (Danso, 2015; Furlong 

& Wight, 2011; Ridley et al., 2001).  

Patient perspectives on the quality of healthcare delivery, which historically were led by 

healthcare professionals and policy officials, are increasingly acknowledged as being important 

(Epner, 2012). As a result, in the past few decades, person-centered care, which emphasises 

seeing older adults as participants in receiving, planning, and monitoring care, has garnered 

much attention (Howard et al., 2018). Patients' involvement and centrality in their care are 

increasingly understood to be essential for promoting high-quality healthcare (Kaehne, 2018). 

Person-centered care deserves significant consideration in the treatment of foreign-born older 

adults since older adults from ethnoculturally diverse origins are often erroneously classed as a 

homogenous group despite the stark sociocultural distinctions that exist among them (George & 

Selimos, 2019). A person-centered care approach mandates care providers adapt care delivery to 

the participants' unique sociocultural backgrounds, moving away from a "one-size-fits-all" 

paradigm (Chowdhury et al., 2022; Kaehne, 2018). Therefore, providing person-centered care is 

crucial for ensuring cultural competence in healthcare settings (Chowdhury et al., 2022).  

 

4.2.6 The present study 

 

Despite being one of the largest and most rapidly growing racialized communities in 

Canada, the health needs and experiences of South Asians have not received extensive research 

focus (Veenstra & Patterson, 2016). Various studies have indicated that South Asian individuals 

born in Canada tend to encounter worse health outcomes when compared to their Canadian-born 
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counterparts (Anand et al., 2000; Chiu et al., 2010; De Maio, 2010; Gupta et al., 2002; Kim et 

al., 2013; Liu et al., 2010; Omariba, 2015; Veenstra, 2009; Vissandjee et al., 2004). The data on 

South Asian older adults in Canada is limited, with a focus on areas such as mental health, 

specific chronic diseases, and some socioeconomic factors (e.g., Guruge et al., 2015; Koehn et 

al., 2013; Wang et al., 2021). Consequently, there is a noticeable gap in both empirical and 

theoretical knowledge concerning the health and well-being of South Asian older adults in the 

Canadian context, particularly regarding the structural determinants that influence their health 

and well-being at the individual level. The purpose of our study was to identify and understand 

the structural determinants and systemic factors influencing the healthcare experiences and well-

being of South Asian older adults in Canada. While the study initially set out to understand 

individual-level experiences, participants largely pointed towards structural and systemic issues 

which, both directly and indirectly, impacted their healthcare experiences and overall well-being. 

The study also provides recommendations in alignment with a solutions-oriented perspective to 

facilitate culturally competent care delivery, aiming to foster positive health outcomes. 

 

4.3 Methods 

 

 The present study and analysis form a component of a broader qualitative inquiry which 

sought to understand the involvement or lack thereof of racialized immigrant older adults in their 

own healthcare (Tong et al., 2022). To understand the perspectives of and experiences with the 

healthcare system among South Asian older adults residing in Canada, who were born in foreign 

countries, we conducted 28 in-depth qualitative interviews. These interviews were conducted in 

six different South Asian languages, utilizing a descriptive qualitative approach that was both 

multilingual and cross-cultural (Liamputtong, 2010). The chosen methodology for this study is 

qualitative description (Kim et al., 2017). This study was carried out in the Southern region of 
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Ontario, Canada, which is a significant hub for immigration and home to diverse communities. 

We acknowledge that the term "South Asian" may oversimplify and overlook the lived 

experiences and individual identities of people within this group. Therefore, instead of relying 

solely on country of origin, we recruited participants based on the languages they spoke. By 

adopting this approach, we aimed to identify cultural groups connected through language, rather 

than being limited by arbitrarily defined borders imposed during colonization. It is important to 

note that while the selected languages represented the most commonly spoken languages in 

South Asia, this methodology allowed us to better reflect shared cultural experiences. 

 

4.3.1 Study, setting, and context 

 

South Asians constitute 25% of the racialized population in Canada and make up 5.6% of 

the overall population (Statistics Canada, 2021). Toronto, the capital of Ontario, and its 

surrounding region, known as the Greater Toronto Area, is home to significant concentrations of 

South Asian immigrants, with a substantial number coming from countries such as India, 

Pakistan, Bangladesh, and Sri Lanka (Islam et al., 2017). The majority of individuals of South 

Asian origin in these areas are foreign-born (68%), while the remaining 32% were born in 

Canada (Statistics Canada, 2021).  

 

4.3.2 Sample, eligibility, and recruitment 

 

Participants in the study were older adults (aged 60 years and above) of South Asian 

descent, presently living in Southern Ontario. They were required to be capable of giving 

informed consent and conducting the interviews in one of the following languages: Hindi, 

Punjabi, Tamil, Urdu, Bangla, or English. Since we focused on an immigrant population, we 

utilized the World Health Organization's age cut-off of 60 for defining older adults, which aligns 
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with how the term "older adult" has been utilized in previous studies involving individuals from 

South Asia (Prasad et al., 2021; World Health Organization, 2021). Participants were recruited 

from various South Asian community organizations using a combination of methods such as 

email and community referrals. Initially, some of the participants who had already joined the 

study voluntarily helped with snowball sampling, following the approach outlined by Sadler et 

al., (2010). They shared our recruitment materials with their friends and family who also met the 

criteria for participation. In preparation for the interviews, consent forms were distributed in 

advance through email. Further information can be found in the protocol paper by Tong et al., 

(2022) that outlines the methods the larger study in detail.  

4.4 Data collection and Analysis 

This study received ethics clearance from the University of Waterloo Office of Research 

Ethics (ORE#43297). Data collection took place September 2020 to December 2021. 

 

4.4.1 Qualitative interviews 

Data for this study were collected during the on-going COVID-19 pandemic in Canada. 

Due to the prevailing circumstances and restrictions imposed on in-person interactions, all 

interviews were conducted remotely via video calls, providing flexibility for participants to 

choose a convenient time. A total of 28 South Asian older adults participated in the study; 

information regarding participants’ demographics can be found in Table 4-1. The determination 

of the sample size was guided by the concept of information power proposed by Malterud and 

colleagues (2016), considering the richness of the obtained data and the availability of relevant 

theories within the existing literature. Among the participants, twelve requested dyad interviews, 

and sixteen completed individual one-on-one interviews. Although the same interview guide was 
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used for both interview types, the wording of the questions was adjusted accordingly. The dyad 

interviews were intentionally extended to ensure the inclusion of all the questions asked to each 

participant. To protect participant anonymity, pseudonyms were assigned during the analysis, 

and Table 4-2 provides links between the pseudonyms and demographic information, interview 

language, and interview type. 

A semi-structured interview guide was utilized to explore participants' experiences with 

and perspectives of the healthcare system. Sample interview questions can be found in Table 4-3. 

The interviews had an average duration of 84 minutes, ranging from 32 minutes to 120 minutes. 

All interviews were recorded digitally and transcribed professionally. As a token of appreciation 

for their time, interview participants received an honorarium in the form of a $20 CAD gift card.  

The challenges associated with interpreting and translating qualitative data have been 

acknowledged by qualitative researchers (Inhetveen, 2012). It is important to note that translating 

qualitative data goes beyond linguistic conversion and involves incorporating the cultural context 

in which the data were collected (Chen & Boore, 2010). Given the anticipated complexity and 

multilingual nature of our data collection, we employed the written translation approach outlined 

by Inhetveen (2012) to translate the interviews into English and generate English-language 

transcripts for analysis. This approach, performed shortly after the interviews, ensured a 

comprehensive translation that captured all details and aimed to achieve a lexical equivalence 

with the original phrasing (Inhetveen, 2012). Following the guidelines proposed by McKenna 

(2022), we also adopted a forward translation method, whereby the original source language was 

translated into the language used for analysis and reporting. Consequently, all transcripts were 

translated into English, allowing for comprehensive analysis of the dataset (McKenna, 2022).  
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4.4.2 Theoretical framework: Multilevel Eco-social Framework 

 

The "socio-ecological model" was developed in the late 1970s to acknowledge the 

extensive array of social influences and nested environmental interactions affecting individuals 

(Bronfenbrenner, 1979). This model is built upon various levels of environmental impacts, with 

the individual and their unique characteristics at its core (Bronfenbrenner, 1979, 1994). The first 

level of influence, known as microsystems, includes factors such as family, spiritual systems, 

and healthcare systems (Bronfenbrenner, 1979). The interactions and dynamics between two or 

more microsystems constitute the second level of influence, referred to as mesosystems (e.g., 

family and health clinic interactions) (Bronfenbrenner, 1994). Moving up, the next level of 

influence is exo-systems, encompassing larger social systems comprising two or more settings 

and both direct and indirect influences (e.g., caregiver leave eligibility) (Bronfenbrenner, 1994). 

Finally, the topmost level, called macrosystems, involves broad cultural and subcultural 

characteristics that exert an impact on all the other layers (e.g., attitudes and belief systems of the 

larger culture) (Bronfenbrenner, 1979, 1994). 

The multilevel eco-social framework (see Lin, 2021, p. 10) builds upon the socio-

ecological model and delves into the intricate relationship between racialized older immigrants 

and their access to healthcare. This framework views healthcare access as a complex social 

process, influenced by a combination of individual and contextual factors that interplay between 

the health needs of older immigrants and healthcare providers (Lin, 2022). Bronfenbrenner's 

ecological theory also contributes to this understanding by proposing that seeking healthcare 

among racialized immigrants involves a person-environment interaction across various 

overlapping systems, leading to an ecological transition in healthcare (Bronfenbrenner, 1979). 
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4.4.3 Qualitative analysis and strategies for rigor  

 

The transcripts underwent a series of preparatory steps, including cleaning, 

anonymization, and uploading into NVivo 12 along with field notes and meeting notes, for 

analysis. Braun and Clarke's (2006) thematic analysis approach was selected as the analytical 

method for examining the data in this research. In addition to the theoretical flexibility that 

Braun and Clarke's (2006) thematic analysis offers, while preserving data complexity, this 

approach also emphasizes the active involvement of the researcher in knowledge production. Our 

coding process followed an iterative approach, involving the proposal of initial codes and the 

subsequent addition of new codes as required. Concepts from Lin’s (2022) multilevel eco-social 

framework guided the initial coding structure. This iterative process was carried out through a 

line-by-line analysis of the data, led by the first author DC. A detailed account of the iterative 

coding strategy can be found in Table 4-4. To ensure rigor in our analysis, we engaged in 

reflexive memoing during the coding process (Birks et al., 2008), holding regular team meetings 

throughout the data collection and analysis phases (Guest et al., 2012), and conducting team-

based analysis involving members from different disciplines and ethnocultural backgrounds. 

 

 

Table 4 - 1  

Participant Demographics 

Interview Sample 

(n=28)  

Age Mean: 74  

(min: 60, max: 88) 

Gender 

Men 

Women 

 

13 

15 
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Country of Origin 

 

India 

Bangladesh 

Sri Lanka 

Pakistan 

  

 

11 

6 

7 

4 

Years in Canada  Mean: 34  

(min: 10, max: 62) 

Education 

Secondary 

Undergraduate 

Graduate 

 

3 

14 

11 

Marital Status 

Married 

Widowed 

Divorced 

 

25 

1 

2 

Lives with 

Spouse 

Spouse & children 

Spouse, children, & grandchildren 

Alone 

 

8 

14 

3 

3 

Has family doctor 

Yes 

No 

 

26 

2 

English Proficiency (self-

reported) 

 

Reading 

Poor  

Well 

Very well 

Writing 

Poor  

Well 

Very well 

 

Speaking 

Poor  

Well 

Very well 

 

 

 

 

1 

2 

25 

 

0 

2 

26 

 

 

2 

0 

26 
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Table 4 - 2  

Interview Participant Pseudonyms and Demographic Information 

Pseudonym Age Gender Country of 

Origin 

Religion/Faith 

System 

Length 

of time 

in 

Canada 

(Years) 

Type of 

Interview 

Conducted 

Language 

interview 

conducted 

in 

Ashish 88 Male Bangladesh Hinduism 29 Individual English 

Rajib 74 Male Bangladesh Hinduism 12 Dyad Bengali 

Aarini 62 Female Bangladesh Hinduism 15 Dyad Bengali 

Prisha 63 Female India Hinduism 51 Individual Hindi 

Shivanya 76 Female India Hinduism 51 Individual Tamil 

Shankar 86 Male India Hinduism 52 Individual English 

Zarina 60 Female Pakistan Islam 17 Individual Urdu 

Irfaan 68 Male Pakistan Islam 21 Dyad Urdu 

Aaron 75 Male India Christian 57 Dyad English 

Aileen 68 Female India Christian 52 Dyad English 

Prithvish 71 Male India Hinduism 45 Individual Tamil 

Shastik 77 Male Sri Lanka Hinduism 26 Dyad Tamil 

Gayatri 78 Female Sri Lanka Hinduism 31 Dyad Tamil 

Sharvaa 73 Female Sri Lanka Hinduism 25 Dyad Tamil 

Abhijeet 75 Male Sri Lanka Hinduism 45 Dyad Hindi 

Tarala 78 Female Sri Lanka Hinduism 28 Individual English 

Sarath 82 Male  Sri Lanka Hinduism 28 Dyad English 

Srijit 75 Male Bangladesh Hinduism 48 Individual Bengali 

Amit 86 Male India Hinduism 53 Individual English 

Shalini 67 Female Sri Lanka Hinduism 42 Dyad Hindi 

Jamal 60 Male Pakistan Islam 16 Dyad Urdu 

Beena 73 Female India Hinduism 34 Individual English 

Ananya 61 Female India Hinduism 32 Individual Hindi 

Janaia 64 Female India Hinduism 10 Individual English 

Sharad 87 Male India Hinduism 62 Individual English 

Shujata 77 Female Bangladesh Hinduism 34 Individual Bengali 

Malini 83 Female India Hinduism 10 Individual Punjabi 

Ravi 72 Male India Hinduism 45 Individual Hindi 
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Table 4 - 3 

Sample Interview Questions 

Primary Questions Probe 

Have you ever disagreed with your healthcare 

provider and/or their decisions regarding your 

health? 

If so, could you tell me how you dealt with that?  

When you want to know more about your 

health, where do you go for information? 

Family, internet, news, social media, talking with 

friends, relatives overseas, etc. 

What role do family members play in your 

health care? 

Do they join you for appointments? Drive you to 

appointments? Do they help with translation? Do 

they get medications for you? Prepare special 

meals? What does this support mean to you? 

What would you like health care providers to 

know/understand about your culture?  

How does that impact your health? 

 

Table 4 - 4  

A priori & Emergent, Evolving Coding Structure 

Initial Codes 

from the Multi-

level Eco-social 

Framework 

Codes added during 

further reading of 

transcripts 

Codes less salient, 

either removed or 

collapsed; not 

highlighted in the 

results  

Final, high-level clustering of 

themes and sub-themes, as 

presented in the results  

                                                                                            
Exo-system: 
 
Labour & capital 

adequacy 
Language services 
Sensitivity 

 

 
Virtual care 
Healthcare equity 

  

Appointment 

system 
Navigation 
Impacts of covid-

19  

Access to Care 

• The importance of 

language services 
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Professional 

values 
 

• Virtual care and its 

role in enabling or 

hindering access 

Macro-system:  

 
Healthcare policy 
Immigration 

policy 
Societal values 

and ideology 
Oppression and 

discrimination 
Stigma 

 

 

 
Cultural Humility and 

competence 
Holistic vs biomedical 

model of healthcare 
White supremacy 

 

 
Long term care 

services 
  

Cultural Humility and 

Competence 

• Culture competence 

for mental health 

needs 

• Holistic versus the 

biomedical model of 

care  

• Making space for 

“other” ways of 

being, healing, and 

care 

  
Need to fit into the 

system 

 Negotiating Candidacy 

• The need to be a 

“good” citizen 

• Eurocentrism and 

“whiteness” as a 

standard 

 

4.5 Results 

 

Through the analysis we identified three themes and respective sub-themes pertaining to 

structural determinants and systemic factors influencing the healthcare experiences and well-

being of South Asian older adults in Canada, summarized in Table 4-5. The first theme of access 

to care highlighted the need for language services to be embedded within the healthcare system 

to cater to racialized immigrant older adults that have language barriers. The results also 

demonstrate how virtual care both enable and hindered access to care. The second theme 

underscored the importance of culturally competent and humble care delivery, while also 

highlighting the challenges that arise with a lack of cultural competence and humility in 

healthcare provision. Within this theme, the findings highlighted the importance of incorporating 

alternative methods of understanding and healing into the existing biomedical-focused healthcare 
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model. The results demonstrate that this adaptation is necessary to effectively address the needs 

of patients and to ensure healthcare providers have a comprehensive understanding of their 

patients' broader care context beyond the formal healthcare system. Lastly, the final theme of our 

analysis, negotiating candidacy, indicates that participants have felt a pressure to conform to 

societal norms that have historically been set by white individuals and upheld by white 

individuals, racialized individuals, and systemic organizations. 

 

Table 4 - 5  

Summary of Themes and Sub-themes 

Theme Sub-theme(s) 

Access to care 

The importance of language services 

 
The skills and resources needed to access virtual care 

 

Cultural competence and 

humility 

The need for cultural competence and humility in 

healthcare provision 

Holistic versus biomedical model of care 

Negotiating candidacy 

 

The need to “fit in” and whiteness as the standard 

 

 

 

4.5.1 Access to care 

 

To reiterate, in our study, we adopted Levesque et al.'s (2013) definition of access, which 

encompasses a comprehensive set of opportunities: “to identify healthcare needs, to seek 
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healthcare services, to reach the healthcare resources, to obtain or use health care services, and to 

actually be offered services appropriate to the needs for care” (p. 4). 

 

4.5.1.1 The importance of language services 

 

Participants highlighted the difficulties they faced as a result of language barriers, as well as 

those faced by their relatives and social connections, such as recent immigrants. The problems 

associated with language underscored how language barriers impeded access to healthcare. As an 

example, one participant, Irfaan, discussed the significance of having a physician who shares the 

same language as them,  

Initially we got a Chinese doctor who was good but couldn’t understand us well. So, we 

had to find an Urdu speaking doctor. It’s very hard for us Pakistanis without someone 

who can speak Urdu. I can’t speak in English very well at all. My children can 

understand English very well, but they can’t come with me every time.  

- Irfaan, male, 68 years old 

Other participants have also expressed a similar sentiment regarding the significance of 

involving family members instead of relying on formal language services. As an illustration, 

Jamal highlighted the challenges they encounter when trying to buy medications because of the 

obstacles posed by language differences, 

It would be impossible for me to go get medications if my son or daughter didn’t go with 

me. Everything is in English, and I am not a fluent speaker. Even with my doctor, who 

speaks Urdu with me, gives me the prescriptions in English, right? Thankfully, the kids 

know English and go with us. I don’t know what we would do without them. 

- Jamal, male, 60 years old 

This quote highlights the heavy dependence that many participants have on their children and 

family members to access and utilize the healthcare system. Additionally, this emphasizes that 

even if patients and their healthcare providers share the same language, there may still be a lack 
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of language concordance with other members of the healthcare team who may not speak the 

patient's language. Consequently, the significance of language concordance extends beyond the 

patient's primary point of contact, typically their family physician, as there are other crucial 

healthcare professionals within the system, including pharmacists, who play important roles in 

patient care. A few participants specifically brought up the need for translation services and how 

that would render helpful for those with language barriers and a lack of familial support. On this 

point, Ravi noted,  

It’s hard for people who don’t know English that well. They don’t come from an educated 

background, so how would they know English? My children can go with me if I need 

them to, but some of our relatives here from India, who would they go to the doctor with? 

Their kids don’t live close because their workplace is far from here. If they have some, 

some kind of translator at the hospital or the walk-in clinics, that would help, right? You 

know, there’s lot of Indians here, they can at least provide the basic languages for the 

immigrants here. 

-  Ravi, male, 72 years old 

Ravi's statement also highlights education as a potential determinant impacting a patient's 

healthcare experience, indicating that individuals with lower education might encounter greater 

challenges in accessing the healthcare system. Participants also extensively discussed the scarcity 

of available doctors and the limited access to specialized care, underscoring the prolonged wait 

times within the existing healthcare system. 

 

4.5.1.2 Access to virtual care 

 

The COVID-19 pandemic led to the more rapid adoption of technology, as provinces sought 

virtual care as a means of ensuring safe access to healthcare services. Participants in the study 

shared varied opinions regarding the usefulness and user-friendliness of virtual care. Some 
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participants acknowledged its utility, highlighting its conveniences. Shankar, talks about his 

perspectives on virtual care and the benefits of technology,  

No. I didn’t face any challenges with virtual services. It is all accessible. And, you know, 

we are equipped for it, so amazing. I mean, technically, the computers are after our time, 

right, we have not well advanced as far as, you know, use of the computer, but we can 

still make use of it. We are not like, like my sister. She's in India. She's only four years 

older than I am. But she won't touch the computer. 

- Shankar, male, 86 years old 

 

Shankar's quote underscores the notion that for certain individuals, in order to participate in 

virtual care and consequently gain access to healthcare services through virtual care, there is a 

need for them to adjust and familiarize themselves with using technology. However, other 

participants expressed concerns about the challenges faced by their family members who are 

recent immigrants or those who are less proficient in English, suggesting that virtual care may 

not be as accessible or beneficial for them. One such quote is provided by Prisha,  

Covid-19 was actually quite helpful for us. My doctor is far, so talking to them online 

means I don’t have to travel that far to speak with him. And I don't feel it’s necessary to 

speak with my doctor face to face. But I can see it being a challenge for people like my 

sister who just came to Canada not long ago. Her English isn’t very strong so I can 

imagine it being much harder for her.  

- Prisha, female, 63 years old 

Other participants pointed out that virtual care was especially beneficial for individuals disabled 

individuals. Tarala describes her situation with her father-in-law, who has limited mobility, and 

how virtual care had an impact on their experience, 

This [virtual care] is a godsend because it's very difficult to take my father-in-law in the 

clinic with the catheter, and all that we have to change into a leg bag and some amount 

of preparation is required before we take him. So, I would say in his case, I would say 
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that I prefer the telephone conversations and the virtual one, because he has a mobility 

issue.  

- Tarala, female, 78 years old 

Contrarily, reflecting on their own experiences of struggling with virtual care, Irfaan notes,  

I can’t express myself in English. You can maybe say one or two things but can’t do a 

proper conversation in English. English is harder over call without body language too. In 

person is better. Immigrants like us have the most trouble with this. They can’t say things 

properly. 

- Irfaan, male, 68 years old 

 

Similar to Irfaan, other participants shared the perspective that virtual care could be 

advantageous for older adults who have a strong command of the English language. However, 

they also noted that it could present difficulties for certain groups such as recent immigrants, 

emphasizing the importance of body language in facilitating communication when language 

barriers exist. Zarina also offers insights based on similar experiences with virtual care. 

Doctor samne nahi hota hai toh baat hi nahi hota. Adhi bimari doctor seh baat karne se 

hi khatam ho jata hai” [translation: if the doctor is not in front of me then engaging with 

them does not feel the same. Half my sickness goes away when I speak to the doctor face-

to-face]. Disease goes away. Covid ruined everything. Virtual care was not satisfying. 

You forget what you needed to say in the middle of it and can’t reach them again after. In 

person conversations with my doctor has more feeling, more interaction.  

- Zarina, female, 60 years old 

In contrast to the quotes mentioned earlier, Zarina discusses the disadvantages of the COVID-19 

situation and the reliance on technology instead of in-person appointments, strongly indicating 

that face-to-face interactions with healthcare providers were preferable. Other participants 

emphasized different issues connected to virtual care, specifically regarding privacy concerns. 

Rajib explains his perspective on it,  
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I live with my son and daughter-in-law, so when I have to speak to a doctor over a 

computer or over the phone, I can’t do it alone. There isn’t any privacy in a household 

like this, we are all together and around each other all the time. It can be uncomfortable 

to talk about certain things in that environment. But in-person is just me and the doctor – 

I can just tell my son to wait outside the doctor’s office. 

- Rajib, male, 74 years old 

Other participants living in multigenerational households with their children and grandchildren 

in the study also echoed similar concerns regarding privacy in virtual care settings. Some 

participants also explained that discussing certain sensitive topics in front of family members of 

the opposite gender is deemed inappropriate or discouraged in their cultural and familial context. 

 

4.5.2 Culture competence and humility  

 

In discussing the health care experiences and needs of South Asian older adults, most 

participants highlighted cultural competence and humility as necessary components of healthcare 

delivery to meet the needs of patients effectively and to ensure healthcare providers possess vital 

information about the patients' health. 

 

4.5.2.1 The need for cultural competence in health care provision or services 

 

Participants in the study expressed varying opinions regarding the importance of culturally 

competent care, with some emphasizing its importance, while others expressing that it was not 

essential. Most participants predominantly linked the need for medical care to physical health 

issues and ailments and believed healthcare professionals did not necessarily need to be aware of 

their ethnocultural background. For example, Shankar provides his viewpoint on the significance 

of culturally competent care,  
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They need to give me proper care and that’s about it. My culture may impact my personal 

health, like food or practices, but I need doctors to just provide good care and solve my 

ailments. That’s really it. 

- Shankar, male, 86 years old 

Shankar’s statement emphasizes the potential disparity in how individuals perceive health and 

healthcare. It suggests that patients prioritize the role of culture when it comes to their own well-

being, but this aspect may not hold the same significance when considering the Canadian 

healthcare system as a whole. Participants largely emphasized the importance of cultural 

competence when it comes to addressing mental health needs. For instance, Janaia discussed her 

experience with her psychiatrist.  

My appointments with my psychiatrist were not helpful at all because she did not 

understand that I come from a different culture, and background. So, the discussions 

were based on a very, on a very sort of vague, you know, a vague understanding of how 

Indian people conducts oneself within a family setup. And I found she didn't understand 

my background and what it meant to be a 60 something year old person who comes from 

an Indian culture and race. At the end of the sessions, I'd feel frustrated. In the sense that 

I sit here, and we talk, but I don't even feel that you understand the basics of where I have 

come from. My psychiatrist was totally disconnected with my background.  

- Janaia, female, 64 

The quote demonstrates the significance of a healthcare provider adopting a culturally competent 

approach in this scenario. It highlights the importance of understanding the patient's familial 

structure and dynamics, as without this understanding, any medical guidance provided to the 

patient may lack relevance. Other participants in the study described how cultural competence 

could be a relevant factor even in addressing physical health requirements. When asked about 

why it might be important for her doctor to have or inquire about cultural understanding in 

relation to her physical health, Aileen said responded by stating,  
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I think it's important for doctors to understand our family structure, and how we operate 

within that family structure. My doctors says we have to have a structure in our lives 

where we can have two to three hours of physical exercise a week for ourselves to get out 

to go for a walk, listen to some music, meditation, things like that. Giving yourself time 

going out, you know, perhaps for a coffee with your friends. That's all very well, it's all 

very good - in theory, we'd all like to do that. But I today live in this house, this home 

with just my husband and myself. You know, our children, two from his previous 

marriage and one from mine. And it is a struggle for me to get out and dedicate three to 

four hours a week for myself. Simply because of the structure, you know, our cultural 

structure, you know, who runs the home? Who does this? Who does that, you know, all 

that domestic chores. And this is not only unique to our culture, even within the Western 

culture is the woman who takes on more than the man does, right? The expectations are 

different. I have to be the one to cook and put dinner on the table every day, not my 

husband or my children or my in laws. It’s just how it works in our culture. So now if my 

family doctor says go exercise or go take time for yourself without understanding what 

responsibilities I have, do you think I can follow through?  

- Aileen, female, 68 

Aileen’s quote emphasizes the importance of adopting a culturally tailored approach even when 

addressing aspects related to physical health, such as exercise prescription. The quote also brings 

attention to the intersectional experiences of the participants in our study, specifically those who 

identify as racialized individuals and women.  

 

4.5.2.2 Holistic vs biomedical model of care 

 

Participants emphasized that there existed a lack of acceptance towards any form of medication 

or healing practices that fell outside the boundaries of allopathic medicine. As an example, 

Beena shares her experience of her primary physician disregarding her suggestions regarding 

ayurvedic medications. 
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I had severe pain due to some nerve problems and they completely disregarded the pain I 

was feeling after I tried the medications he prescribed. So, I suggested ayurveda to help 

with this, and he was so dismissive of that. And then when the man wasn't taking me 

seriously, I was seriously upset, you know, and I'm not fussy like, he knows me well 

enough to know, I'm not a hypochondriac. But he wasn't supportive. And it came to a 

stage where I didn't even bother telling him certain things. You know, I just did my own 

thing. I basically felt I had to advocate for myself. 

- Beena, female, 73 years old 

 

Beena explains how she addressed her doctor's resistance towards Ayurvedic medicine through 

self-advocacy. This example also highlights the reluctance of healthcare providers to be 

receptive and knowledgeable about alternative healing practices that deviate from allopathic 

medicine.  

One of the participants in our study, Sharad, who is a retired healthcare professional, provided an 

explanation for the necessity of a culturally competent approach when engaging with 

ethnocultural communities. 

As a provider, I would like to know what their perspective is on health and taking care of 

their body. I'd like to know, what is their indigenous method of treatment, home treatment 

that they use? And what do they do? Because people have traditional methods that they 

bring with them. And unless you understand that, well, maybe your Medicare treatment 

may be interfering with that, and you know, you may have problem without realizing 

what is happening, you know, so it's important to not only understand it, but explore it, 

educate yourself in that method, whatever it is, you know, it may be traditional Chinese 

medicine, it may be Unani, it may be Ayurveda. It may be homeopathy that comes from 

Europe, or Germany. It may be Native American treatment, depending upon who you're 

treating. You got to know what it means, and you have to be open to it. You can't ask 

somebody to do this or that, you know, without understanding what they are, they're 

limited to, or what they will do, there may be something richer, under the skin, you know? 

Very important that you don't just dismiss it. 
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- Sharad, male, 87 years old 

Sharad's perspective emphasizes an additional aspect of the significance of cultural competence, 

which lies in healthcare providers' awareness of the potential treatments and medications 

employed by their patients, which is essential to prevent contraindications and ensure optimal 

healthcare outcomes. This viewpoint underscores that the significance of cultural competence 

extends beyond showing respect for others and their cultures as it also holds medical utility and 

practical value. It also highlights that healthcare providers need to be open to approaches to 

health and healthcare that are not white-centric.  

 

4.5.3 Negotiating Candidacy: the need to “fit in” 

 

Koehn (2009) argues that older immigrants negotiate their “candidacy”, which refers to 

how people assess their eligibility to access healthcare services and how they justify their 

relationship with and use of services. The process of effectively presenting oneself, in order to 

establish the legitimacy of a claim to candidacy is challenging for both immigrants and older 

people in general (Koehn, 2009). Moreover, the ability of older immigrants to make a legitimate 

claim is often constrained by language inconsistency between care provider and recipient 

(Dixon-Woods et al., 2005, 2006; Koehn, 2009). According to Koehn (2009), the practise of 

othering becomes apparent when healthcare practitioners categorise patients and subsequently 

refer them to screening and expert services based on the patient's presentation (or candidacy) and 

their own presumptions, professional or otherwise. The candidacy framework highlights the 

difficulty in gaining access to healthcare, as well as the need for a variety of measures to 

overcome obstacles faced by racialized immigrant older adults. The findings of our research 

suggest that the participants in our study have experienced a desire to conform to societal norms 

that have traditionally been established and maintained by white individuals. 
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4.5.3.1 The need to “fit in” and whiteness as a health provision/care standard 

 

The participants in this research have recognized the need to modify their behavior and conform 

to the dominant Canadian system, including the healthcare system, in order to feel accepted and 

integrated. For instance, Shujata provided her viewpoint on why she was able to avoid 

experiencing discrimination as a patient within the Canadian healthcare system. 

I didn’t face that [discrimination] since I came here. Luckily. And that’s probably 

because of my personality and because I can speak the language very well. And that’s 

why the healthcare providers would not do these things with me. But if some other 

woman was there who doesn’t speak the language properly or wear the right clothes, that 

don’t fit the culture here, then those people will be underestimated and then treated like 

that, I think. 

- Shujata, female, 77 years old 

The quoted statement implies that the responsibility of being a responsible citizen and 

consequently being able to access the healthcare system – a fundamental human right – rests on 

the patient. Shujata emphasizes that fluency in English, wearing appropriate attire, and feeling 

the need to assimilate into Canadian culture are requirements for accessing the healthcare system 

without encountering racial discrimination. Similarly, when questioned about the importance of 

healthcare providers taking into account a patient's ethnocultural background and its potential 

influence on their health, Aarini provided the following response: 

Religion is not even an issue that’s considered. Same for ethnicity and other things. When 

we all came 40 years ago, we had to be Romans in Rome. That means where we didn't 

have a lot of ethnic doctors available and things like that. So, we learn to live together 

with what we have. Immigrants, you know, when in Rome, act like Romans!  

- Aarini, female, 62 years old 
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Aarini further reinforces the notion of “assimilating” into Canadian society as a prerequisite for 

effectively using the healthcare system. Participants similarly also highlighted that the 

significance of religion and ethnicity is often overlooked since it is not as prominent of a factor 

in the considerations of Canadian society. Jamal offers an alternative viewpoint on how being an 

immigrant has not affected him and suggests measures that should be taken to prevent such 

impacts, 

No, we haven’t been impacted for being an immigrant because we don't cross our limits. 

We know there’s this border and we can't cross this border, because past that is danger. 

We stay within our bounds, and we stay with our own. We Pakistanis here think that way. 

One other example of this is that we are terrified of the police. They are strict on us. So, 

we don’t act in any way that will get us into trouble. We have to remember to stay within 

our bounds because we are immigrants, we are not like the Canadians here.  

- Jamal, male, 60 years old 

Jamal's description of an implicit "border" that should not be crossed highlights the expectation 

for immigrants to assimilate and conform to a predetermined set of norms. According to him, 

there seems to be an unspoken rule for immigrants to adhere to specific behaviors and conform 

to certain societal expectations, both their own and that of their new society. Jamal further 

explained that this need to adhere to specific expectations extends to the healthcare context; for 

instance, one such rule that people must adhere to is speaking English or arranging for someone 

(e.g., children) who speaks English, in order to navigate and access the healthcare system.  

A prominent and recurring theme in the interviews with the participants revolved around the 

concept of "whiteness" and white individuals being regarded as the norm or standard. Although 

the participants acknowledged that whiteness should not be regarded as the standard, they 

explained that this internalized belief is held by both white individuals and those from racialized 

backgrounds. One of the participants, Srijit, explains this phenomenon succinctly,  
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New immigrants from India and Bangladesh could be intimidated by a white doctor, 

white Caucasian doctor. And we seem to have this thing that you know, we always 

respect to the highest degree to the Caucasian people. I see that it's basically a reverse 

discrimination that we do, in fact. Our mind is wired for white supremacism - we are 

dark, and they are white so let us elevate this class up there. But this should not be so. 

- Srijit, male 75 years old 

 

 

Additionally, participants emphasize that the feeling of being considered "lesser than” sometimes 

leads to a lack of belongingness in their current communities compared to their countries of 

origin. On the issue of assimilating into a Canadian society that puts whiteness and white 

individuals at its center, Janaia discusses the influence it has on her sense of identity and 

consequently, her health and overall well-being. 

I moved to Canada in the 80s. Very early 80s. When it was not what it is today. It was 

still very much a white country, more so than now. You know, to fit in, to fit in, was hard. 

I was one person at home and another person outside of the home, you know. And it 

created that dual identity for myself. And, you know, I feel that at this stage now, I feel 

that is so detrimental to an individual. Because you, you're not one or the other. Right? 

And who are you as a whole? You know, and I have brought the best from the Western 

culture to my own, but at the same time, it has impacted my own ethnic culture. Where do 

I fit in with the ethnic culture? Do I one hundred percent fit into my ethnic culture? No, I 

don’t. Do I do I fit in with the Western culture one hundred percent? No, I don't. So here 

I am. I'm a whole of two different cultures. Right? And you can say that, you know, it's, 

enhanced me, but I would say, perhaps, it has been detrimental to me.  

- Janaia, female, 64 years old 

Janaia's statement emphasises the complex nature of identity experienced by racialized 

immigrants living in a predominantly white country such as Canada. It brings attention to the 

dualities they face, which can have adverse effects on their well-being and sense of belonging. It 

is important to note that viewpoints such as the one above was provided by participants, 
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spontaneously, during a discussion where they were prompted to reflect on their heath as an 

immigrant and their healthcare experiences in Canada. The participants’ quotes, therefore, reflect 

not only their specific healthcare experiences but also their perspectives on the sociopolitical 

system at large that they believe impacted their health and healthcare experiences at the 

individual, interpersonal, level.  

 

4.6 Discussion and Recommendations for Policy and Practice  

 

4.6.1 Applying Lin’s (2021) multilevel eco-social framework to the current study 

 

The multilevel eco-social framework acknowledges the structural determinants specific 

to racialized and marginalized communities, which significantly shape the healthcare 

experiences of older immigrants (Lin, 2021). At the micro-level, Lin (2021) highlights social and 

economic challenges in a post-migration environment, as well as socio-cultural variations within 

clinical settings (Lin, 2021). In the meso- and exo-system, Lin (2021) points out the importance 

of capital and labor, as well as the significance of healthcare organizations being accessible and 

sensitive to the needs of these populations. Lastly, the macro-level factors, such as immigration 

and social policies, along with societal values and ideologies, are recognized as overarching 

structural elements influencing all other levels in the framework. 

In discussing accessibility, it is important to recognize that this fluctuates across various 

levels. Lin's (2021) model, represented by an elliptical diagram, describes the impact of large and 

smaller factors related to accessing care. The framework aligns with this idea of larger structural 

factors impacting individual-level experiences, as it explores how interactions with physicians 

and potential discrimination are influenced not only by individual interactions but also by the 

broader socio-political system that may impose certain expectations on racialized immigrant 
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older adults, putting the onus on older adults themselves, to avoid discrimination. However, this 

study introduces several fundamental ideas that supplement Lin's (2021) model. Particularly, this 

paper contributes the concept of candidacy and the perceived necessity to conform to the system 

(to both feel included and avoid discrimination), the incorporation of virtual care, and the 

comparison between the holistic and biomedical models of care in the context of South Asian 

older adults.  

 

4.6.2 The need to look at broader society to understand individuals’ experiences  

 

Sociologist Emile Durkheim once stated that, “one can understand people, not by looking 

at individuals, but only by examining their society” (Pope, 1975, p. 6). In the context of our 

research, this idea implies that one must consider the society to which racialized immigrants 

belong, including the factors that shaped its current state and the individuals or groups 

responsible for its formation. By doing so, we can gain a deeper understanding of racialized 

immigrants' experiences and the broader social dynamics at play that impact those experiences 

(Levesque et al., 2013). The issue of accessibility is such that it necessitates a comprehensive 

understanding at both the systems level and the interpersonal level for an adequate understanding 

of its complexities (Horrill et al., 2018). Although considerable efforts have been made to offer 

adequate healthcare services to all Canadians, disparities persist in the utilization and 

accessibility of primary healthcare and preventative services between foreign-born and 

Canadian-born residents (Bacal et al., 2019; Lebrun & Dubay, 2010; Vahabi et al., 2016). 

Various factors, such as geographical accessibility, economic constraints, limited operating 

hours, wait times, language barriers, challenges in navigating the healthcare system, and cultural 

differences, present significant obstacles to accessing healthcare services (Ahmed et al., 2016; 

2016; Chiarenza et al., 2019; Higginbottom & Safipour, 2015; Kalich et al., 2016). Additionally, 
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studies have found factors such as relying on others to take time off for appointments (Ahmad et 

al., 2012), transportation issues (Ahmed et al., 2016; Donnelly et al., 2009), the need to prioritize 

household responsibilities over health concerns (Donnelly et al., 2009), and delaying seeking 

healthcare until it becomes urgent (Ahmed et al., 2016; Higginbottom & Safipour, 2015), can 

hinder new immigrants’ access to healthcare. These results of our study corroborate these 

findings. For example, participants emphasized factors such as depending on family members for 

appointments and not having enough personal time for self-care and health-related pursuits (such 

as exercise) due to their familial responsibilities. Consistent with our findings, Attum et al., 

(2023) whose study focused specifically on Muslim patients, affirm that the aim of 

understanding how to provide care for patients is to empower all healthcare professionals with 

the capacity, knowledge, and skills to meet the distinct needs of each patient and, just as 

importantly, their family. The findings of this study, therefore, indicate the necessity for 

healthcare providers, and the larger healthcare system, to refrain from making assumptions about 

familial dynamics (Attum et al., 2023; Swihart et al., 2023). It is crucial to abandon the notion 

that all families operate in the same manner (Butler et al., 2016). Instead, a personalized 

approach is needed to offer culturally and individually suitable medical and healthcare advice to 

patients (Abrishami, 2018; Butler et al., 2016; Epner & Baile, 2012). As highlighted by our 

participant, Aileen, failure to consider such nuances of familial structure and individual contexts 

could lead to overlooking underlying factors that may significantly impact patient care (Lor et 

al., 2016). It is, therefore, important to implement policies that focus on cultivating cultural 

competence and humility, at the systems level, for those entering or currently in the healthcare 

and medical field (Truong et al., 2014). To achieve this, it is vital to avoid merely tokenistic or 

performative gestures of cultural awareness, but rather adopt actionable, result-oriented, steps to 
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ensure cultural safety at the organizational and systemic level (Radich, 2021; Wulf, 2011). 

Effective approaches may involve making cultural safety an essential criterion for accreditation 

and continuous certification of healthcare institutions and practitioners (Curtis et al., 2019; 

Dawson et al., 2022). Additionally, mandating cultural safety training and performance 

evaluation for all staff, supervisors, and assessors could also prove helpful in achieving this goal 

(Curtis et al., 2019) 

 

4.6.3 The need for translators and interpreters  

 

The literature reports that language services is a critical aspect of access to care for 

racialized immigrants (Ku, 2007; Pandey et al., 2021; Rasi, 2020). de Moissac and Bowen 

(2019) report that immigrants facing language barriers were at a higher risk of encountering 

medication errors, delays in diagnosis, and suboptimal care. Additionally, immigrants were more 

prone to having a strained relationship with their healthcare providers, facing challenges in 

effectively communicating their health needs, developing mistrust, and experiencing racism and 

discrimination (Ali & Watson, 2018; Bajgain et al., 2020; de Moissac & Bowen, 2019; Pollock 

et al., 2012). These findings were consistent with the current study, as participants emphasized 

that language barriers and the absence of language or translation services hindered healthcare 

access. This study underscores the importance of offering language assistance during medical 

consultations to address language barriers faced by immigrants. To ensure high-quality, 

equitable, and patient-centered care, this study supports the establishment of guidelines for 

recruiting, training, and effectively engaging language interpreters during medical consultations 

(Hsieh, 2006; Hudelson, 2005; Joshi et al., 2013; Pandey et al., 2015; Papic et al., 2012; Tonkin, 

2017). Participants in this study, similar to findings in other research (Floyd & Sakellariou, 2017; 

George et al., 2014; Joshi et al., 2013; Pandey et al., 2015) emphasized the necessity of having 
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bilingual healthcare providers. Molina and Kasper (2019) advocate for language-concordant 

care, as it has been shown to offer safe and high-quality healthcare. However, the findings of our 

study suggest caution against assuming that care will automatically be of good quality solely 

based on language concordance. Additionally, echoing Shommu et al., (2016) community health 

navigators can play a vital role in improving access to primary and preventative healthcare 

services and can act as cultural brokers and language interpreters for racialized immigrant older 

adults. Lastly, recognizing that implementing cultural competence/humility and having medical 

interpreters available in every healthcare sector in Canada might be an ambitious idea, the study's 

findings propose that these aspects could hold greater significance in certain sectors than others. 

Cultural competence/humility and medical interpreters may play a more crucial role in mental 

healthcare services compared to acute care settings (Gopalkrishnan, 2018). As an example, the 

presence of a medical interpreter and cultural competence/humility may hold greater significance 

when a patient seeks mental health support, necessitating the explanation of intricate family 

dynamics, as opposed to the role of these services during routine blood work at a clinic. 

 

4.6.4 Considerations related to virtual care  

 

Our results showed that virtual care could both facilitate and impede access to healthcare 

services for South Asian participants. Much like Ahmed et al., (2012) pointing out transportation 

challenges as a hindrance to accessibility, some of our participants noted that virtual care was 

advantageous because it provided convenience, especially for individuals with disabilities, 

eliminating the need to travel to see a healthcare provider. However, other participants expressed 

concerns that virtual care created a greater divide from their already distant (i.e., hard to reach) 

healthcare providers. Additionally, virtual care brought forth other challenges, such as a lack of 

privacy, which hindered patients' ability to access healthcare providers in a confidential and 
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sensitive environment. Hardcastle and Ogbogu (2020) also highlight privacy issues in virtual 

care, emphasizing that irrespective of the delivery method, adherence to privacy laws is 

imperative for virtual healthcare services. In our study, participants primarily emphasized 

privacy concerns at the interpersonal level, mentioning their reluctance to discuss sensitive 

health matters in front of their children or grandchildren, who, in multi-generational households, 

often help with the set-up of virtual appointments. In contrast, Hardcastle and Ogbogu (2020) 

addressed privacy from a broader perspective, examining aspects such as the ownership and 

custodianship of virtual care health information, broad authorization for unspecified use and 

sharing of patient health information, as well as data security. Regarding privacy concerns at the 

interpersonal level, Cohen and Casper (2002) offer valuable insights related to racialized 

communities, particularly Black and Latino individuals. Their research relates the arrangement 

of multigenerational households and its implications to privacy issues as well as individual 

independence (Cohen & Casper, 2002). However, while our study addresses the privacy of older 

adults living within their children's homes, Cohen and Casper (2002) examine the privacy 

concerns of younger adults who depend on the support of their older relatives. Even though 

virtual care saw rapid adoption in response to COVID-19, there is now an opportunity for policy-

makers to reassess its integration before it becomes a permanent fixture in the healthcare system 

(Bond, 2023; Hardcastle & Ogbogu, 2020; Jones et al., 2023). Beyond regulatory considerations, 

policymakers and healthcare providers should also address the specific privacy concerns of 

racialized immigrant older adult populations living in multigenerational households. Taking all 

these factors into account will contribute to a more thoughtful, effective, and culturally 

competent approach to virtual care implementation (Hilty et al., 2020). 
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4.6.5 Whiteness as the standard, and making space for deviations from the standard through 

cultural competence and humility 

The fundamental concept of white normativity is succinctly described by Morris (2016) 

in the following manner: white individuals are considered fully human, while individuals from 

other racial groups are deemed fully human only to the extent that they resemble white 

individuals. Although it can be intertwined with explicit discrimination or racial animosity, white 

normativity operates in a more nuanced manner (Haney, 2006; Morris, 2016). Whiteness 

establishes the standard or accepted spectrum of behaviors and traits, and all other racial groups 

are compared against whiteness as deviations from this norm (Harlap & Riese, 2021; Resane, 

2021; Ward, 2008). Consequently, whiteness occupies a central position in the classification of 

races and the process of racialization (Bejan, 2022; Morris, 2016).  

As the recognition to dismantle white normativity grows, both in Canada and globally, 

there is an increasing emphasis on the significance of establishing an equitable healthcare system 

(Miller & Xie, 2020). However, Canada’s models of care operate with the assumption that 

biomedical model of health rooted in Eurocentric traditions medicine is the all-encompassing 

gold standard (Boersma, 2020; McGibbon, 2019). The healthcare system in Canada, therefore, is 

structured around Eurocentric approaches to health and well-being (Eni et al., 2021; McGibbon, 

2018). However, such an approach ignores a significant portion Canada’s population that are 

racialized. Participants of our study expressed that their approach to well-being and 

understanding of it did not align with their healthcare providers, resulting in unmet health needs. 

In relation to seeking medical advice for her mental health, one of our participants highlighted 

that the recommendations provided by her psychiatrist were not suitable for her circumstances as 

a female Indian immigrant residing in a multi-generational household. A culturally competent 
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approach would require the provider to understand the context of a patient’s life and the cultural 

underpinnings that affect it (Garran & Werkmeister Rozas, 2013). Additionally, a culturally 

humble approach requires that a healthcare provider does not take a standardized prescriptive 

approach, but rather one that tailors care to their unique context. This means that healthcare 

providers need to move away from the Eurocentric approach that places white folks in the centre 

and make space for other ways of knowing and being that go beyond Eurocentric traditions of 

medicine. Medical discourse in the Global North should be more accepting of traditional 

medicinal knowledge and health practices that generations of racialized and immigrant 

communities have transmitted and reproduced (Redvers & Blondin, 2020). Analogous to how 

whiteness is the standard, and non-whiteness a deviation, “Western” medicine is seen as the 

convention, and any “alternative” form of knowledge is unconventional and a departure from the 

norm (Ben-John, 2019). Medicine in the Global North is largely based on biomedical 

foundations of health and well-being, while several definitions of health in the Global South take 

a more holistic approach (Baskin, 2011; Dei, 2012; Wane, 2001). For instance, while the Global 

North medicine primarily emphasises clinical care, participants in this study highlighted 

approaches such as Ayurvedic medicine, which revolves around the idea of fostering well-being 

instead of merely combatting illnesses and upholding a harmonious balance between the 

individual and nature (Chopra & Doiphode, 2002; Mishra et al., 2010; Rastogi, 2010). Forms of 

healing that originate in the Global South often diverge away from aspects of medicine in the 

Global North rooted in technological, biomedical, and pharmaceutical hegemony (Ben-John, 

2019). Therefore, it is important for the healthcare system to recognize the legitimacy of other 

ways of “knowing”, and therefore, healing.  
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4.6.6 Negotiating candidacy: fitting the mould of whiteness or shedding difference? 

 

The Healthy Immigrant Effect posits that immigrants have a health advantage over 

Canadian-born citizens that diminishes with length of residency (Gee et al., 2004; Newbold, 

2006). These variations underscore the need to identify if and how older immigrants encounter 

barriers related to healthcare access (DesMeules et al., 2004). Although the older population in 

Canada is growing and its ethnic makeup is rapidly diversifying, racialized immigrant older 

adults are underrepresented in research and in social and health policies because it is assumed 

that they are cared for by their families and that their numbers are too small to be considered a 

"problem" (Morrissey et al., 2022). According to Brotman (2003), the strength of filial piety is 

often referenced by healthcare providers as a way to shift the responsibility of care onto family 

members, which can have detrimental effects on both caregivers and older adults. Furthermore, 

othering is a pattern of differentiation and marginalisation based on identities that apart from the 

norm, impacting on how individuals perceive and treat those who are viewed as belonging to the 

in-group as opposed to those who are viewed as belonging to the out-group (Brotman, 2003; 

Forbat, 2004; Johnson et al., 2004). In our study, participants specifically detailed the 

occurrences of othering they experienced, which involved the dismissal of healing practices from 

their cultural heritage, such as Ayurveda. Participants also expressed the impact of othering that 

stemmed from internalized white supremacy.  In the context of healthcare, othering acts as 

discrimination and a barrier to care access, rooted in institutional structures and policies that 

were intended to be equitable but created using white-centric ideologies and frameworks (Curtis 

et al., 2019).   

 

As a consequence of employing approaches and health care practices deeply entrenched 

in the Eurocentric paradigm, both at the interpersonal and systemic levels, individuals who are 
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non-white are expected to conform to these pre-established principles (Sanchez, 2018; Treitler, 

2015). Consistent with existing literature, our research findings indicate that the individuals we 

examined expressed an inclination to conform to societal norms that have historically been set by 

white individuals, but are upheld by both white individuals and racialized persons who have 

internalized white supremacy and those who are so deeply colonized that they discipline 

themselves, and each other, for stepping outside of the standard template. Koehn’s (2009) 

candidacy framework aligns well with the findings of this study since it highlights the challenges 

faced by racialized immigrant older adults in accessing healthcare and emphasizes the 

requirement for ethnoculturally diverse individuals to overcome these obstacles. As an example, 

participants in this study discussed the necessity of dressing in a manner that resembles white 

individuals to receive suitable healthcare services from healthcare providers. These findings are 

consistent with other research in the literature that has shown that clothing choices and adopting 

speech patterns similar to those of white individuals decreases racial stereotyping and act as a 

protective measure against discrimination (Archer et al., 2007; Aruguete et al., 2017; Gurung et 

al., 2023; Kahn & Davies, 2017; Lévy & Jobard, 2011; Livingston & Gurung, 2019; MacLin & 

Herrera, 2006; Mason, 2018). Thus, our research, consistent with existing literature, reinforces 

the notion that racialized immigrant communities are subjected to certain expectations and 

constraints to meet the standards of whiteness, in order to attain the rights and privileges granted 

to white individuals, as a condition of being considered “good” citizens (Hackl, 2022).  

 

4.6.7 The complexities of immigrant identity through the lens of Du Boisian theory of double 

consciousness  

According to Pierce and colleagues (2003), individuals are driven to define and express 

their self-identity. This self-identity acts as a boundary between the person and society, and it 
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develops as individuals perceive themselves through the lens of society (Clarke & James, 2003; 

Pierce et al., 2003). This notion of ownership as a symbol of the self is a core concept in 

sociology (Clarke & James, 2003), characterized by a dynamic and fluid process of 

identification, with its significance rooted in an individual's self-identity. Identity is not an 

isolated concept but rather shaped and constructed through social norms, symbols, values, and 

beliefs that are reflected in an individual's actions and thought processes (Karnilowicz, 2011). 

The active experience of psychological ownership plays a vital role in mediating these symbols, 

values, and beliefs (Pierce et al., 2003). Karnilowicz (2011) reports that this process forms a 

unified reality where cultural, social, and individual aspects intertwine to create a singular and 

cohesive whole. Contrary to this, some participants of this study had a different perception 

regarding their own identity.  

Published in 1903, "The Souls of Black Folk" is a widely studied collection of essays in 

which Du Bois eloquently depicts the psychosocial impact of racism, drawing from his personal 

experiences of growing up as a Black individual in a predominantly white society (Burawoy, 

2021; Henderson, 2017; Shuford, 2010; Zuckerman, 2004). In Chapter 1, Du Bois introduces two 

fundamental concepts that have become integral to sociology and race theory: "double-

consciousness" and "the veil" (Clair, 2021; Zuckerman, 2004). Du Bois utilizes the metaphor of 

the veil to illustrate how Black individuals perceive the world differently from their white 

counterparts, given how their experiences and interactions are influenced by race and racism 

(Joseph & Golash-Boza, 2021; Mayrl, 2023). On a physical level, the veil can be likened to dark 

skin, which serves as a societal marker distinguishing Black people from white people (Yancy, 

2005). Joseph and Golash-Boza (2021) argues that Du Boisian theory, particularly the concept of 

double consciousness, continues to hold relevance in comprehending social and political 
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divisions related to racialized immigrants in contemporary times of the 21st century. The authors 

propose that this theory can be expanded to encompass the notion of "racialized legal status," 

which involves the intersection of race, ethnicity, and an individual's legal status. It can be 

argued that Du Bois' concept of double consciousness, which illustrated the psychological impact 

on racialized individuals living in a racist society during the 20th century, holds relevance for the 

South Asian immigrant populations involved in this study. Specifically, Du Bois’ 

characterization of double consciousness as the dilemma African Americans encounters while 

trying to uphold their black cultural identity while simultaneously adhering to the norms of the 

prevailing white society (Du Bois, 1945) is comparable to experiences shared by participants of 

this study. For example, Janaia discusses the duality of her identities, stemming from her 

membership within her ethnocultural community and the simultaneous necessity to assimilate 

into white society. This situation which gives rise to a dual identity, where Janaia doesn't entirely 

belong to either group, closely resembles the idea of "two-ness”, i.e., being both Canadian and 

something else, that Du Bois (1903) held true for African Americans. Du Bois’ (1903) 

explanation of the presence of "warring ideals" and "two unreconciled strivings" (p. 3) has 

significantly influenced and continues to shape people's encounters with racialized status in 

countries such as Canada that have large migrant populations. While the intersection of race, 

ethnicity, and immigrant status varies for each individual, according to Du Bois (1903), "warring 

ideals" and "two unreconciled strivings" (p. 3) have a profound impact on individuals and 

communities’ experiences of having racialized status in countries such as Canada. Similar 

experiences have been documented in other empirical studies with other racialized communities. 

Negrón-Gonzales (2011), for example, found that the combination of being racialized as Latinx 

and holding illegal immigrant status generated a "hybridized sense of self" (p. 9). This state of 
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being both an “insider” and an “outsider” significantly influences the personal-political 

trajectories of Latinx youth (Negrón-Gonzales, 2011).  

 

4.6.8 Intersectionality  

 

Despite the increasing usage of the term "intersectionality" in academic discourse, 

researchers often oversimplify and overlook the interconnectedness of people's multiple 

identities (Lesch et al., 2019). The findings of this study highlight that the category of "older 

adults" is significant, considering the biological changes that occur during this phase of life, 

necessitating modified medical interventions (Sims et al., 2022). However, it is important to 

understand the “older adult” category in relation to those who also encompass diverse identities 

and cultural connections that they have cultivated throughout their lives (Warner & Brown, 

2011). It is simultaneously also important to recognize that these identities, along with 

personalities, habits, and preferences, persist and evolve throughout one’s lifespan, including 

into older adulthood (Dilworth-Anderson et al., 2020; Lesch et al., 2018).  

The current study also supports the notion that micro-level factors, such as an 

individual’s racial or ethnocultural identity, and macro-level factors, such as colonial history, are 

interconnected and present in every social interaction (Veenstra, 2011). An individual’s race 

might be relevant to or even dominate how they experience a given social interaction or 

circumstance, but there may also be other identities at play that are less obvious (Ammar et al., 

2013). Therefore, we must be aware of and open to the possibility that other axes of inequality, 

interwoven inseparably with race, are at work in addition to race as the governing explanatory 

factor for a given experience (Ammar et al., 2013; Veenstra, 2011). Race, racialization, or racism 

cannot be considered the sole explanatory factor for any given experience (Ammar et al., 2013). 

Therefore, intersectionality affirms that race, class, gender, religion, and other social constructs 
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are mutually constitutive, dynamic, and flexible categories that operate with one another 

dynamically and in varying degrees of tension (i.e., individual, systematic, structural, 

institutional, global) within broader social environments and in the context of healthcare (Alvi & 

Zaidi, 2017; Veenstra, 2011). 

Lastly, it is important to acknowledge that at the forefront of this study concerning 

racialized immigrants lies the intersection of white supremacy, patriarchy, and capitalism as the 

underlying factors influencing global migration patterns (Golash-Boza et al., 2019). These forces 

significantly mold the encounters of people of the global majority in both migrant-sending and 

receiving communities (Golash-Boza et al., 2019; Nee & Victor, 2002; Yu, 2022). Therefore, it 

is essential to bring about significant and lasting improvements in the health and well-being of 

racialized individuals on a global scale (Paradies et al., 2015). This requires a thorough and 

critical examination of the social position of white folks regarding their role in the historical 

scientific enterprise, as well as their influence on power dynamics (Mazzochhi, 2006). 

Understanding the reasons behind the current state of affairs also requires recognition of 

contemporary colonial practices, and the implementation of top-down global health governance 

and programming initiatives (Williams & Cooper, 2019).  

4.7 Limitations 

 

Our qualitative study has some limitations. First, our sample of participants was 

geographically limited because we recruited participants from Southern Ontario, focusing 

primarily on urban cities. This also resulted in the possible exclusion of racialized immigrant 

older adults residing in rural areas who may have a lower socio-economic status. Secondly, 

although we conducted in-depth interviews with older adults to explore their perspectives on 

systemic barriers and how it impacts healthcare experiences, our study would benefit from 
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additional insights by also interviewing family caregivers about their role in providing care. 

Similarly, it would have been beneficial to interview healthcare providers regarding their 

firsthand experiences in engaging racialized immigrant older adults and their families in care, 

providing insights from the perspective of care providers. Thirdly, this study focused on only on 

the experiences and perspectives of the South Asian immigrant communities in Canada. 

Subsequent research should investigate the viewpoints and experiences of other communities 

within the Canadian demographic landscape, such as the Chinese community and the Arabic-

speaking community. Fourthly, we had a large number of participants who were highly educated, 

came from higher socioeconomic backgrounds, and had high English language proficiency. 

Although our sample aligns with the migration patterns of South Asian older adults in Canada 

(i.e., many South Asian families migrated to Canada during the mid-20th century and are now 

older adults, as reported by the Government of Canada in 2021), it is important to understand and 

specifically study the experiences of recent immigrants from less privileged socioeconomic 

backgrounds and those for whom English is a second language. Lastly, it is important for studies 

of this kind to specifically address refugees who have migrated to Canada, distinguishing 

between immigrants and refugees due to their significantly distinct experiences of migration. 

 

4.8 Conclusion 

 

The objective of this study was to evaluate the structural determinants and systemic 

factors influencing the healthcare experiences and overall health and well-being of South Asian 

older adults in Canada. Consistent with previous literature, the study found that challenges with 

accessibility remains a critical issue for racialized immigrant older adult populations (Bacal et 

al., 2019; Lebrun & Dubay, 2010; Vahabi et al., 2016), while the rapid adoption of technology 

presents novel challenges that demand attention in both healthcare research and practice 
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(Hardcastle & Ogbogu, 2020). To tackle these issues related to accessibility and address the need 

for reform healthcare at a systems level, person-centered care and cultural competence and 

humility are proposed as potential solutions (Gopalkrishnan, 2018). Additional research is 

necessary to devise innovative solutions for addressing the current challenges encountered by the 

racialized immigrant older adult population. For instance, exploring the potential of virtual care 

platforms and artificial intelligence to facilitate language and translation services could prove 

beneficial. Implementing such solutions at a provincial and federal level becomes especially 

important and relevant given the increasing number of immigrants in Canada and the growing 

integration of technology in healthcare practices. 

The findings of the study support the notion that intersectionality can be utilized to 

explore the unique interactions between experiences such as education, immigration status, age, 

and gender and how they are positioned within larger oppressive systems (Ferrer et al., 2017). 

The impact of a colonial and oppressive history continues today with perpetuating racism that is 

ubiquitous in our societies, deeply entrenched at the institutional and interpersonal level (Datta et 

al., 2021; Grenier, 2020). It is, therefore, essential to start considering racism as a determinant of 

health (Paradies et al., 2015). Health researchers, practitioners, and decision-makers in Canada 

should not shy away from addressing the complexities of racism in combination with other 

“isms” (Cho et al., 2013; Datta, 2018). To cater to the needs of racialized immigrant older adults, 

it is crucial to offer a diverse array of healthcare options, including “non-Western” systems that 

have been and continue being “othered” (Ben et al., 2017; Johnson et al., 2004). Embracing 

diversity and finding innovative solutions to longstanding healthcare challenges requires 

challenging the prevailing dominance of the biomedical model of health and research (Engel, 

2012; Pearson et al., 2020). It is also important to move beyond an exclusive emphasis on 
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assimilation theories, since they center around whiteness and focus on how immigrants of color 

become more similar or distant from the dominant group, middle-class Whites, over time (Alba 

& Nee, 2003; Jimenez, 2010; Lee & Bean, 2010; Portes & Rumbaut, 2001; Waters, 2001; Zhou, 

1997). Anti-oppression and anti-racism frameworks can aid in identifying, analyzing, and 

transforming the attitudes, structures, and behaviors that perpetuate systemic racism, white 

normativity, and other forms of societal oppression (Smith, 2012). It is equally important to 

establish best practices, incorporating both cultural competence and humility frameworks, to 

effectively serve a culturally, ethnically, and racially diverse population (Stubbe, 2020). If 

historical structures in Canada have contributed to biased systems, it becomes imperative to 

create new paradigms that receive adequate funding and support, at the systems level, to address 

the significant challenge of rectifying historical injustices and recognizing ongoing ones. 
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Chapter 5 

 

5.1 Conclusion  

 

In recent years, evidence from public health reports and research findings indicated that 

racialized immigrants are underserved and have a higher likelihood of receiving negative health 

outcomes than their non-immigrant, non-racialized counterparts (Abbas et al., 2018; de Maio, 

2010; Markides & Rote, 2019). Although racialized foreign-born older adults account for a large 

portion of the overall population in the Global North, published research for understanding the 

needs of this subpopulation, particularly its older adults, is limited (Butler, 2016). My 

dissertation sought to understand the healthcare experiences of South Asian older adults to 

understand how their healthcare needs can be adequately met. My research also adds to the 

limited body of literature on immigrant older adults, that even still, has a Euro-centric lens 

(Fung, 2013). 

Employing a multilingual and cross-cultural qualitative approach, 47 South-Asian older 

adults (60+) were interviewed in a semi-structured format, in Hindi, Tamil, Punjabi, Urdu, 

Bangla, and English over Zoom. Interviews lasted an average of 84 minutes (min: 32, max: 120). 

I participated in 167 hours of online community events (e.g., community yoga and deep-

breathing sessions), in place of the in-person community engagement that we had planned prior 

to the pandemic. Prior to conducting the interviews, this active engagement with participants 

allowed the research team to establish rapport and trust with the participants. The research team 

intentionally adopted this collaborative approach to enhance the rigor and quality of the data 

collection process and to enable reciprocity between participants and researchers to avoid 

extractive research practices. 
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5.2 Multilevel Eco-social Framework: Connections and Critiques 

 

Our conducted studies aligned very well with Lin's (2021) multi-level eco-social 

framework. The multilevel eco-social framework expands on the socio-ecological model by 

emphasising the relationship between racialized older immigrants and healthcare access as a 

complex social process involving individual and contextual factors that exist between older 

immigrants’ health needs and healthcare providers (Lin, 2021).  

The first manuscript (Chapter 2) of this dissertation centered on the conceptualization of 

healthy aging, aligning with the innermost circle of the multi-level eco-social framework 

proposed by Lin (2021) called the "person/patient" level. According to Lin's model, this level 

examines a person/patient's identity markers and their influence on both psychological and 

physiological health needs. Building upon this concept, the second chapter of the dissertation 

delved deeper by posing the question, "What does healthy aging mean to the person/patient?" 

The underlying assumption was that understanding individuals' perceptions of healthy aging is 

crucial to address their health needs effectively. The paper argued that this understanding is 

especially important for a specific subgroup facing the impact of not just one, but two 

marginalizing identity markers: being an older adult and a racialized immigrant. 

In the context of the multi-level eco-social framework's second level, referred to as 

"enabling resources," our study and its findings confirm several concepts. These concepts are 

centered around patient-provider dyads and patient-caregiver dyads, as well as labor and capital 

adequacy. The second manuscript (Chapter 3) of our research focused on patient engagement and 

healthcare decision-making, shedding light on how the mentioned interactions of the "dyads" in 

Lin’s framework manifest for South Asian older adults. While the framework uses the term 

"patient-caregiver dyad" interaction, our study adopted a term more closely aligned with our 
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findings: "patient-family” engagement. We acknowledge that family members do not necessarily 

need to be caregivers to be involved in the care journey of their family members. Addressing the 

level of "enabling resources," the framework emphasizes understanding language and cultural 

barriers in patient-provider dyads. Our study provided empirical data supporting these barriers 

for the South Asian cohort. However, our research delved deeper into the patient-provider dyad, 

exploring additional factors such as gender and patient perceptions of physicians, which also 

impact this interaction. 

Finally, according to the multi-level eco-social framework proposed by Lin (2021), 

structural determinants specific to racialized and marginalized communities significantly 

influence the healthcare experiences of older immigrants. The third manuscript of this 

dissertation (Chapter 4) aligns with this framework, focusing on various systemic factors that 

impact patient experiences at the individual level. These factors include access to care, the 

importance of language services, experiences of oppression and discrimination, and the influence 

of white supremacy, all in line with the multi-level eco-social framework. While the framework 

emphasizes access to care concerning the need for language services, our paper expands on this 

model by introducing the concept of access to virtual care and how it can either facilitate or 

hinder healthcare access. Additionally, we integrate the idea of "negotiating candidacy" (Koehn, 

2009) in this chapter, which adds a layer in our understanding of racialized immigrant older 

adults’ healthcare experience that is missing from the Lin’s (2021) model. Under the "health care 

system" level of the framework, there is a mention of the "ratio of ethnically matched care 

providers." However, our study raises a cautionary note against assuming that cultural 

competence is automatically achieved simply by having ethnic representation. While Lin (2021) 

acknowledges this concern in the literature review of the paper, the model itself lacks the nuance 
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that increasing representation without meaningful and action-oriented training can often be 

tokenistic and merely performative. 

In summary, the studies in this manuscript have put the multi-level eco-social model, 

derived from existing literature, to the test using empirical qualitative data in multiple languages 

and with participants from various countries of origin. Although our findings do not contradict 

the model, they contribute new insights, specifically regarding the South Asian population, such 

as their conceptualization of healthy aging and the factors that impact their approach to patient 

engagement. In line with Lin's (2021) model, our study confirms that access to care is relevant at 

all three levels: micro, meso, and macro. Moreover, our findings show that the impact of 

structural determinants and the larger system extends to influence the individual-level 

experiences of racialized older adults. Regarding the use of the wording of "this versus that" in 

the multi-level eco-social framework, our study argues that in our transnational world, post 

versus pre migration cannot be as easily dichotomized. Instead, it is more complex and 

interconnected. Lastly, an important analytical lens missing from Lin's (2021) model, which our 

studies bring to the forefront, is intersectionality. We show that race, class, gender, religion, and 

other social constructs are interrelated, dynamic, and flexible categories that operate in various 

degrees of tension (e.g., individual, systematic, structural, institutional, global) within broader 

social environments and the healthcare context (Alvi & Zaidi, 2017; Veenstra, 2011). 

5.3 Future Directions for Research and Practice  

 

Our research can assist health practitioners, government organizations, and policy makers 

in understanding aspects of health that are important to older adults from South Asian 

backgrounds. For instance, government programs that are designed to support the health of older 

adults tend to focus  on the physical aspects of health (Clarke & James, 2003); our research 
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points to the importance of considering health beyond the physical and initiating programs that 

consider not only mental health but the mind in tandem with the body. The findings of this study 

can be used to advance scholarship in work related to promoting healthy aging for older adults 

from diverse ethnic and linguistic backgrounds by informing policy and practice change at local 

and possibly national levels (Lin, 2021). 

Recognizing differences in cultural perspectives among racialized immigrant patients, as 

well as their preferences for how they want to be involved in their own care and the factors that 

influence provider-patient interactions, can provide healthcare providers with valuable insights 

(Stubbe, 2020; Zghal et al., 2021). Consistent with prior research, our study reinforces the notion 

that involving patients in their healthcare is not a simple matter of equating specific nationalities 

or cultural backgrounds with predetermined beliefs and norms (Kirby et al., 2018). 

Understanding such nuances that exist among patient populations, for instance, can assist 

providers in avoiding reliance on cultural stereotypes when engaging with patients and their 

families (Vela et al., 2021). Regarding the role of family in the care journey, it is important for 

healthcare providers to regularly assess the shifts in patients' expectations, responsibilities, and 

family support as a routine part of care provisions. Providers must be aware of and be attuned to 

the potential inclination within certain communities or among newly arrived immigrants towards 

reverence and deference. Health care providers should proactively create an environment that 

encourages alternative perspectives and make space for other ways of thinking.  

Our study highlights the necessity for healthcare providers, and the larger healthcare 

system, to refrain from making assumptions about familial dynamics (Attum et al., 2023; Swihart 

et al., 2023). It is crucial to abandon the notion that all families operate in the same way (Butler 

et al., 2016), and the assumption that immigrant families from “collectivist cultures” are all 
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proponents of filial piety. Instead, a personalized approach is needed to offer culturally and 

individually suitable medical and healthcare advice to patients (Abrishami, 2018; Epner & Baile, 

2012). Regarding virtual care, policy-makers and healthcare providers should also be mindful of 

the specific privacy concerns of racialized immigrant older adult populations living in 

multigenerational households.  

To tackle challenges related to accessibility and address the need to reform healthcare at a 

systems level, person-centered care and cultural competence and humility are proposed as 

potential solutions (Gopalkrishnan, 2018). Additional research is necessary to devise innovative 

solutions for addressing the current challenges encountered by the racialized immigrant older 

adult population. Implementing such solutions at a provincial and federal level becomes 

especially important and relevant given the increasing number of immigrants in Canada and the 

growing integration of technology in healthcare practices. The findings of the study support the 

notion that intersectionality can be utilized to explore the unique interactions between 

experiences such as education, immigration status, age, and gender and how they are positioned 

within larger oppressive systems (Ferrer et al., 2017). It is important to acknowledge that 

oppressive forces such as of white supremacy, patriarchy, and capitalism, rooted in colonialism, 

significantly mold the experiences, in healthcare and beyond, of people of the global majority 

(Golash-Boza et al., 2019; Nee, 2000; Yu, 2022). The impact of Canada’s colonial history 

continues today with perpetuating racism that is ubiquitous in our societies, and deeply 

entrenched at the institutional and interpersonal level (Datta et al., 2021; Grenier, 2020). Implicit 

in this, is the Canadian healthcare system which contributes to the perpetuation of racism and 

white supremacy (Phillips-Beck et al., 2020). It is, therefore, essential to start considering racism 

as a determinant of health (Paradies et al., 2015). Health researchers, practitioners, and decision-
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makers in Canada should also not shy away from addressing the complexities of racism in 

combination with other “isms” (Cho et al., 2013; Datta, 2018). It is also important to move 

beyond an exclusive emphasis on assimilation theories, since they center around whiteness and 

focus on how immigrants of color become more similar or distant from the dominant group, 

middle-class whites, over time (Alba & Nee, 2003; Jimenez, 2010; Lee & Bean, 2010; Portes & 

Rumbaut, 2001; Waters, 2001; Zhou, 1997). In Canada, both the healthcare system and the 

scientific institutions associated with healthcare research must not remain perpetrators or passive 

bystanders when it comes to racism and other interlocking systems of oppression. As Angela 

Davis's well-known quote emphasizes, “in a racist society, it is not enough to be non-racist, we 

must be anti-racist" (Ali et al., 2021).  
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