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EXECUTIVE SUMMARY

A quarter of Canadian residents are temporary or permanent migrants from diverse regions of the world. As of
2021, female im/migrants comprised 23.8% of women and girls in Canada. Despite constituting a considerable
proportion of the population, many newcomer women face persistent barriers in accessing sexual and
reproductive healthcare (SRH). These include cultural, gender, language, and financial barriers. Lack of insurance
and discriminatory treatment from healthcare providers also lead to lower SRH usage among im/migrant women
in Canada. Newcomer women are predisposed to these SRH barriers due to their migration backgrounds and
journeys, settlement experiences — including delayed economic and social integration — and limited social support
postmigration. This results in poor knowledge and management of sexually transmitted infections (STI), fertility,
mental health and preventive care. It also leads to poorer diagnoses and treatment outcomes, unintended
pregnancies, pre-term births, lower live birth rates and higher need for emergency services.

This brief highlights how some of these barriers are rooted in Canada’s primary healthcare system of which
many im/migrant women have limited knowledge and which is plagued by healthcare provider shortages. It also
shows how provincial eligibility requirements and wait-periods for government-funded insurance further limit
newcomer women'’s SRH access. Lastly, it outlines how insufficient cultural and gender sensitive care hinders
im/migrant women’s SRH access and use.

This brief shares recommendations for improving im/migrant women'’s SRH outcomes, including providing
centralized information about SRH services, increasing supply of primary care practitioners, leveraging the
knowledge and expertise of internationally-educated health professionals, and increasing cultural and gender
sensitivity among health professionals. It also recommends developing cultural and linguistic interpreter systems,
diversifying service provision options, and reviewing and amending policies regarding access to health insurance.
Lastly, it advocates for integrated immigration, employment and health systems planning, and collecting/
analyzing data to inform policy and programs on im/migrant women'’s SRH in Canada.
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in Canada, the majority of whom are racialized and

IM/MIGRANT WOMEN IN CANADA of reproductive age. This number is even higher for
EXPERIENCE HEALTHCARE permanent residents (50.2% female). Despite making

up a significant proportion of Canada’s population,
newcomer women experience barriers to accessing
and using sexual and reproductive healthcare (SRH).

BARRIERS

Close to one quarter of Canadian residents are im/
migrants (Figure 1). As of 2023, female im/migrants
comprised 48% of temporary and permanent migrants

Figure 1: Immigrants as a proportion of the Canadian population
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Note(s): The lines within the bars in the shaded area of the chart for the years 2026 to 2041 indicate the interval between the
minimum and maximum values projected for all 11 scenarios combined.

Source(s): Census of Population, 1871 to 2006, 2016 and 2021 (3901); National Household Survey, 2011 (5178);

Population projections on immigration and diversity for Canada and its regions, 2016 to 2041 (5126); The presented data are
based on the reference scenario.

Source: Statistics Canada.


https://www.statista.com/statistics/446000/number-of-immigrants-in-canada-by-gender/
https://www.oecd.org/en/publications/2024/11/international-migration-outlook-2024_c6f3e803/full-report/canada_89e5860e.html?utm_source=chatgpt.com
https://journals.sagepub.com/doi/full/10.1177/0969733014557134
https://journals.sagepub.com/doi/full/10.1177/0969733014557134
https://www.canada.ca/en/immigration-refugees-citizenship/corporate/publications-manuals/annual-report-parliament-immigration-2024.html?utm_source
https://www150.statcan.gc.ca/n1/daily-quotidien/221026/g-a001-eng.htm

The World Health Organisation (WHO) defines
sexual and reproductive health as a variety of
services that encompass access to information on
healthy relationships, fertility/infertility treatments,
contraceptives, maternal and perinatal wellbeing, the
prevention and treatment of sexually transmitted
infections (STI), and safety from gender-based
violence. Being of good sexual and reproductive
health implies that a person experiences overall
physical, mental and social wellbeing regarding their
reproductive system.

Ensuring equitable access to SRH services that

are affordable and timely — as well as culturally,
linguistically, and gender sensitive — throughout the
life course is important for improving newcomer
women's wellbeing. This also enhances their labour
market integration and reduces government
healthcare expenditures over the long term. Research
shows that when newcomer women have access
to family planning, they are better positioned to
pursue education and maintain stable employment,
reinforcing the need for Canadian policies to better
align immigration and labour market priorities with
comprehensive healthcare support.

Importantly, access to SRH services is a human right
that should be enjoyed by all, regardless of immigration
status. Promoting im/migrant women'’s access to SRH
services is thus critical for meeting the Sustainable
Development Goals (SDGs) 3: “ensure healthy lives
and promote well-being for all at all ages”, and 10:
“reduced inequalities”.

Newcomers of all categories and durations — for
example temporary and permanent residents, refugee
claimants, and irregular migrants — face barriers to
SRH services. However, this brief centres on SRH
access and use among those with regular status
whether as temporary (students or workers) or
permanent residents in Canada. It briefly touches on
the implications of limited SRH support for refugee
claimants and undocumented women. Nonetheless,
despite shared similarities, the migration background
and legal standing of refugee claimants and irregular
migrants open them up to unique vulnerabilities that
cannot be adequately addressed here.

This brief adopts the WHO's definition of SRH, and
uses the terms im/migrant or newcomer women to
refer to persons who identify as women and who are
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currently resident in Canada with legal temporary
or permanent migration status. It explores SRH
barriers across the life course, from puberty to
postmenopausal stages, including: contraception,
abortion, birth, early infant care, pre/postpartum
physical and mental health, STls, female cancers,
among others. Due to the limited and fragmented
Canadian data on im/migrant women's SRH
experiences across the different areas listed, some
data is drawn from comparable countries (for example
the US, Australia) for illustrative purposes.

This brief is directed to policymakers in the provincial/
territorial Ministries of Health and Education, to
federal agencies such as Health Canada and
Immigration, Refugees and Citizenship Canada, and to

Municipal Public Health Departments. By highlighting
the diverse vulnerabilities that newcomer women face
in accessing SRH in Canada, and potential avenues

e

By highlighting the diverse vulnerabilities
that newcomer women face in accessing
SRH in Canada, and potential avenues for
addressing these challenges, SRH services
can be better integrated with settlement
services to promote im/migrant women’s
health and wellbeing.


https://ircc.canada.ca/english/helpcentre/answer.asp?qnum=515&top=15
https://sogc.org/cme-on-fr/en/content/featured-news/SOGC-Election-Priorities-Options-for-Advancing-Women-s-Health-in-Canada.aspx?utm_source=chatgpt.com
https://sogc.org/cme-on-fr/en/content/featured-news/SOGC-Election-Priorities-Options-for-Advancing-Women-s-Health-in-Canada.aspx?utm_source=chatgpt.com
https://www.canada.ca/en/health-canada.html
https://www.canada.ca/en/services/immigration-citizenship.html
https://www.who.int/health-topics/sexual-and-reproductive-health-and-rights#tab=tab_1
https://www.who.int/health-topics/sexual-and-reproductive-health-and-rights#tab=tab_1
https://www.who.int/health-topics/sexual-and-reproductive-health-and-rights#tab=tab_1
https://cart-grac.ubc.ca/files/2021/04/Contraception-Cost-Effectiveness_CART-Report_2018-06-21.pdf
http://access to SRH services is a human right
https://sdgs.un.org/goals
https://sdgs.un.org/goals
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2015.302886
https://www.sciencedirect.com/science/article/pii/S2666623522000149
https://www.sciencedirect.com/science/article/pii/S2666623522000149
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for addressing these challenges, SRH services can be better integrated with settlement services to promote im/
migrant women'’s health and wellbeing.

Newcomer women in Canada experience SRH barriers partly because healthcare policies are not always migrant-
inclusive, leading to lower health service utilization among im/migrants compared to non-im/migrants. For
example, while the general Canadian population deals with systemic healthcare challenges such as quality of care,
healthcare costs and fragmented access to services, im/migrant women must navigate these hurdles in addition
to ones unigue to their im/migrant identities.

Documented immigrant-related SRH barriers include language obstacles, under-developed social support
systems, and geographic and information inaccessibility. Others include insufficient insurance coverage, lack of
knowledge of available SRH services, racial and ethnic-based healthcare provider discrimination toward patients,
and limited translation/interpreter assistance (Figure 2). This often results in im/migrant women not seeking

preventive care, or treatment for ailments considered minor, until their illnesses become severe.
Figure 2: Documented barriers to im/migrant women’s access to SRH globally
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Source: Pérez-Sanchez et al. (2024).

While factors such as lack of employment, low or irregular income, poor social support and racial/ethnic
discrimination contribute to health deterioration of im/migrants after arrival, emerging evidence points to the role
of SRH vulnerabilities in worsening health outcomes for im/migrant women and their families. Integrating and
adjusting to a new country is a stressful process, and mental health among im/migrant women is especially poor.
Yet, In Ontario, the highest im/migrant-receiving province, newcomer women in their first year postpartum are
40% less likely to use mental health services compared to Canadian-born women.

Relatedly, a survey of studies on women’s SRH outcomes revealed that im/migrants, including those in Canada,
tend to underuse gynaecological and maternal health services, resulting in unmet SRH needs such as poorer
knowledge and diagnosis of STls, and lower knowledge of sexual rights and fertility management. Other studies
in Canada have also found higher rates of pre-term births, lower birth weights, and postpartum complications
among im/migrant women compared to their non-im/migrant counterparts. This is concerning, as SRH is a
critical indicator of long-term health.



https://pubmed.ncbi.nlm.nih.gov/37124818/
https://www.sciencedirect.com/science/article/pii/S026661382400250X#fig0002
https://pmc.ncbi.nlm.nih.gov/articles/PMC8487436/?utm_source=chatgpt.com
https://www.sciencedirect.com/science/article/pii/S026661382400250X#fig0002
https://www.sciencedirect.com/science/article/pii/S1876285923002024
https://www.sciencedirect.com/science/article/pii/S1876285923002024
https://journals.sagepub.com/doi/full/10.1177/0706743716645285
https://www.sciencedirect.com/science/article/pii/S026661382400250X
https://link.springer.com/article/10.1007/s10903-020-01086-3
https://www.tandfonline.com/doi/pdf/10.1080/13557858.2016.1246518
https://www.tandfonline.com/doi/pdf/10.1080/13557858.2016.1246518
https://www.sciencedirect.com/science/article/abs/pii/S1876285923002024
https://www.sciencedirect.com/science/article/abs/pii/S1876285923002024
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FACTORS THAT PREDISPOSE
IMMIGRANT WOMEN TO

SEXUAL AND REPRODUCTIVE
HEALTHCARE BARRIERS

Newcomer women'’s socioeconomic and cultural
background, as well as their migration journeys and
settlement experiences, significantly shape their SRH
outcomes in Canada. Yet, despite having worse SRH
outcomes than Canadian-born women, the odds of
their concerns going unaddressed is higher — up to 3.2
times for recent im/migrants. Newcomer women are
predisposed to sexual, reproductive, and childbirth-
related health issues due to a number of factors:

* Premigration Stressors: For permanent and
temporary im/migrants from lower-income
countries, women may have pre-existing
unmet healthcare needs such as access to
contraception, STl testing, fertility management,
care for those who experienced genital cutting,
and other needs that predispose them to
require greater access to culturally appropriate
SRH services upon arrival in Canada.

* Relocating to a New Country: Despite the
relative predictability and lower-precarity of regular
migration, the process of relocating to another
country, whether temporarily or permanently,
can be stressful. For instance, transitioning from
employment in the origin to the destination
country may result in the loss or delay of benefits
(for example, health insurance). This creates
uncertainty around im/migrant women'’s ability to
access SRH services during this transition period.

* Economic Integration: Although Canada recruits
im/migrants for their skills, many newcomers to
Canada end up in jobs that are not commensurate
with their level of skill. Moreover, only 69.6% of
women who landed in Canada in the last five years
are employed, compared to 84.4% of women
born in Canada. Some of these un(der)employed
newcomer women are healthcare workers who
practised in their country prior to immigrating to
Canada. This downward economic integration
has implications for newcomer women'’s ability to
afford good quality SRH care in the early stages
of settling. Furthermore, for those who immigrate
as a family, women may forgo or postpone
their labour market participation to support

that of their male partners or to care for their
children, thereby affecting their financial ability
to independently access certain SRH services.

Poor Working Conditions: \While highly skilled
im/migrants experience downward economic
mobility, others —particularly farm workers, live-
in-caregivers, and students— find themselves
working under poor or hazardous conditions,

for low wages. These jobs may offer migrant
workers limited to no SRH insurance coverage,
and migrant women themselves may lack the time
or financial resources to access SRH due to long
work hours or unpaid wages for time not worked.

Social and Cultural Support: Pregnant
newcomer women feel more vulnerable when
navigating healthcare in Canada due to cultural
differences around social support. In comparison to
their country of origin, they might not have family
or community social support during pregnancy

and after delivery. This opens them up to pre- and
post-partum care struggles, which may not be
adequately understood within, or accommodated
by, the Canadian healthcare system.

Post-migration/Settlement Stress: Immigrant
women’s SRH services utilization is restricted by
lack of familiarity with the healthcare system and
financial, transportation and time barriers. For
example, newcomer women may deprioritize their
SRH needs because of multiple responsibilities

in their household and workplace, and lack of
knowledge about what services are available

and how to access them. As such, it has been
found that newcomer women's health-seeking
behaviour is primarily driven by acute health
concerns rather than preventive care.

Delayed Care: Newcomer women experience
poorer diagnosis and treatment outcomes due

to communication and awareness barriers in
accessing timely preventive SRH services like
cancer screening, family planning, gynecologic
wellness visits, sexually transmitted infection
testing and perinatal care. These barriers are rooted
in language and cultural differences, lack of health
system knowledge and insufficient health care
coverage. Newcomers are thus overrepresented
among women with unintended pregnancies, those
seeking abortions, and women with pre-term births.



https://link.springer.com/article/10.1007/s10903-021-01184-w
https://link.springer.com/article/10.1007/s10903-021-01184-w
https://www.tandfonline.com/doi/abs/10.1080/13557858.2016.1246518
https://www.tandfonline.com/doi/abs/10.1080/13557858.2016.1246518
https://www.sciencedirect.com/science/article/abs/pii/S135382921100013X
https://link.springer.com/article/10.1007/s10903-025-01671-4
https://link.springer.com/article/10.1007/s10903-025-01671-4
https://journals.sagepub.com/doi/full/10.1177/0010414021997160
https://journals.sagepub.com/doi/full/10.1177/0010414021997160
https://journals.sagepub.com/doi/full/10.1177/0010414021997160
https://muse.jhu.edu/pub/78/article/861846/summary
https://muse.jhu.edu/pub/78/article/861846/summary
https://www150.statcan.gc.ca/n1/pub/12-581-x/2023001/sec7-eng.htm
https://www150.statcan.gc.ca/n1/pub/12-581-x/2023001/sec7-eng.htm
https://journals.sagepub.com/doi/full/10.1177/08404704221095129
https://journals.sagepub.com/doi/full/10.1177/08404704221095129
https://www.tandfonline.com/doi/full/10.1080/1369183X.2015.1045461
https://www.tandfonline.com/doi/full/10.1080/1369183X.2015.1045461
https://www.cbc.ca/news/politics/un-report-abuse-temporary-foreign-workers-canada-1.7293495
https://www.cbc.ca/news/politics/un-report-abuse-temporary-foreign-workers-canada-1.7293495
https://www.icavictoria.org/gvlip-healthcare-resources/
https://www.icavictoria.org/gvlip-healthcare-resources/
https://link.springer.com/article/10.1007/s10903-017-0616-2
https://link.springer.com/article/10.1007/s10903-017-0616-2
https://onlinelibrary.wiley.com/doi/full/10.1111/jmwh.13545
https://onlinelibrary.wiley.com/doi/full/10.1111/jmwh.13545
https://cart-grac.ubc.ca/files/2021/04/Contraception-Cost-Effectiveness_CART-Report_2018-06-21.pdf
https://cart-grac.ubc.ca/files/2021/04/Contraception-Cost-Effectiveness_CART-Report_2018-06-21.pdf
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PLANNING FOR THE HEALTHCARE Considering that temporary migrants are already

predisposed to financial precarity, these policies have
far-reaching consequences.

OF IM/MIGRANTS

Nonetheless, this immigration-related population

Between 2026-2028, Canada plans to welcome growth could be leveraged to both fill Canada’s
380,000 permanent residents, with over 40% of Spots  healthcare worker shortage gaps and meet im/
reserved for those transitioning from temporary to migrant women's SRH needs. For instance, by better
permanent status. The country will also welcome utilizing the skills of internationally educated health
155,000 new international students and 230,000 new professionals such as nurses, doctors, doulahs, and
temporary workers. While these figures represent a midwives, these immigrants could simultaneously

significant drop from previous immigration levels, they contribute to filing healthcare worker shortage gaps
still comprise a1.8% growth in Canada’s population of  gnd provide culturally appropriate SRH services to im/

41,726,794. migrant women.

Yet Canada is experiencing an alarming decrease in
practising doctors, including family physicians. It is ’
predicted that by 2028, Canada will lose approximately
44,000 physicians, with family doctors comprising
72% of that decline. An important indicator of

health system capacity is the number of practising
physicians: with a ratio of 2.8 physicians per 1,000
population, Canada ranks lower than the OECD

average of 3.7.

The mismatch in immigration growth and physician
availability exacerbates access to healthcare for both
im/migrants and the rest of the population, but is of
particular concern for temporary migrants, including
international students and temporary workers, as
they do not always have the same level of access to
healthcare, and face unique SRH access challenges.

To illustrate, while Canadians and permanent residents
are eligible for universal public health insurance across
different provinces/territories, such as the British
Columbia Medical Services Plan (MSP) and Ontario
Health Insurance Plan (OHIP), temporary residents
may not have immediate eligibility, depending on their

province of residence. For example, international By better utilizing the skills of internationally

students in Ontario do not have access to OHIP; their .
: : educated health professionals such as nurses,
school-provided health insurance comes at an added

cost and may provide limited benefits. ijCt_orS’ doulahs, a.nd midwives, these .

In British Columbia (BC), although international Immlgrants could simultaneously contribute
students are covered by the MSP, they are required to filling healthcare worker shortage gaps and
to pay a $75.00 monthly fee. Moreover, the 60-90 day provide culturally appropriate SRH services to
wait-time in BC implies that newly arrived temporary im/migrant women.

residents who are unable to afford private insurance
are left without care during the transition period.


https://www.canada.ca/en/immigration-refugees-citizenship/corporate/mandate/corporate-initiatives/levels.html
https://www150.statcan.gc.ca/n1/pub/71-607-x/71-607-x2018005-eng.htm
https://www150.statcan.gc.ca/n1/pub/71-607-x/71-607-x2018005-eng.htm
https://www.rbc.com/en/economics/canadian-analysis/featured-analysis/insights/proof-point-canada-needs-more-doctors-and-fast/
https://www.oecd.org/content/dam/oecd/en/publications/reports/2025/07/health-at-a-glance-2023_39bcb58d/canada_530a5810/9aa351c2-en.pdf
https://www.oecd.org/content/dam/oecd/en/publications/reports/2025/07/health-at-a-glance-2023_39bcb58d/canada_530a5810/9aa351c2-en.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC11650901/?utm
https://pmc.ncbi.nlm.nih.gov/articles/PMC11650901/?utm
https://www2.gov.bc.ca/gov/content/health/health-drug-coverage/msp/bc-residents
https://www2.gov.bc.ca/gov/content/health/health-drug-coverage/msp/bc-residents
https://www.ontario.ca/page/apply-ohip-and-get-health-card
https://www.ontario.ca/page/apply-ohip-and-get-health-card
https://settlement.org/ontario/education/colleges-universities-and-institutes/information-for-foreign-students/what-kind-of-health-insurance-do-international-students-get/#:%7E:text=As%20an%20international%20student%2C%20you,private%20universities%20use%20other%20plans.
https://settlement.org/ontario/education/colleges-universities-and-institutes/information-for-foreign-students/what-kind-of-health-insurance-do-international-students-get/#:%7E:text=As%20an%20international%20student%2C%20you,private%20universities%20use%20other%20plans.
https://www2.gov.bc.ca/gov/content/health/accessing-health-care/health-fee-international-students
https://www2.gov.bc.ca/gov/content/health/accessing-health-care/health-fee-international-students
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STRUCTURAL BARRIERS TO
SEXUAL AND REPRODUCTIVE

HEALTHCARE

Canada’s Primary Healthcare System

Primary care, a universally recognized component

of health service delivery, serves as the first step to
interacting with the Canadian healthcare system.
According to the WHO, primary healthcare facilitates
“first-contact, accessible, continuous, comprehensive,
and coordinated person-focused care close to where
people live and work”. For primary care practitioners,
this entails providing preventive care, diagnosing and
treating medical conditions, referring patients to other
physicians or specialists, and coordinating care across
all facets of the patient’s life, to ensure continuity

of care. Primary care is aimed at promoting health
equity by lowering costs and increasing accessibility
for large segments of the population, regardless of
socioeconomic status. It is generally delivered by
family physicians. Without primary care, many people
lack access to free and consistent healthcare.

Canada is experiencing a primary care crisis,

where 1in 5 people do not have access to a regular
primary care provider. The situation is worsened by
insufficient physician training and recruitment, and
poor remuneration of family physicians. This translates
to a scarcity of primary doctors and an inability to
meet the needs of a growing, more diverse, and aging
population.

Immigrant women in particular are less likely to access
routine primary care via a physician, even after years
of residence in the country. This exclusion is attributed
to inequities in navigating the healthcare system, and
stem from language barriers, discrimination, lack of
insurance, and waiting periods. These disparities are
widening among im/migrant and racialized groups, due
to increasing income gaps and health policies that are
unaligned with the growth of an increasingly diverse
population.

The primary care structure becomes even more
limiting for newcomers due to its “gatekeeper™ model:
where patients cannot directly access specialist

care - including to reproductive health specialists if
necessary- without primary physician referral. Referral
pathways are central to the primary care system.
Given the scarcity of family physicians, newly arrived

im/migrant women who are starting from scratch
must join waitlists to be assigned to a family doctor.
This might result in longer wait-times to access
specialist SRH care. Coupled with the long wait-
times to see specialists following referral, sometimes
spanning weeks/years, im/migrant patients are
delayed care. This is concerning, given the established
relation between long wait-times and quality of life.

Infrastructural Strain and Fragmented
Healthcare Delivery

Due to sustained long-waiting times, and lack of
access to consistent care from a primary physician,
newcomer women who need care must use
emergency services, including walk-in clinics and
emergency departments. This constitutes episodic and
often critical care. Unlike longitudinal care, episodic
care lacks sustained provider relationships and
coordination, leading to poorer health outcomes and
avoidable hospital visits and medical procedures. This
is particularly challenging for im/migrant women living
with chronic conditions and those requiring timely
interventions, such as pre/postnatal women.

Episodic care also puts a strain on emergency
departments and walk-in clinics, and overwhelms
the medical personnel who manage patient
treatment in these settings. The consequences of
this overutilization of episodic care include system
inefficiencies such as the duplication of patient
treatment plans, multiple and repeat testing,
added paperwork, and burnout among emergency
department staff.

Furthermore, programs such as hormonal
contraception and contraception counselling are
often run separately from one another, creating a
lack of centralized SRH information and services.
Consequently, although some of these services may
be covered by government insurance and/or are
offered without physician referrals, their fragmented
nature further restricts access.

Lack of Orientation and Information
Dissemination

Although primary care is aimed at supporting

service continuity and coordination, im/migrants
face inequitable access in a healthcare system that
is new to them, and about which they have little
prior knowledge. Poor understanding of a new
healthcare system with referral pathways dependent


https://www.who.int/initiatives/world-rehabilitation-alliance/primary-care
https://www.cambridge.org/core/journals/primary-health-care-research-and-development/article/revisiting-the-four-core-functions-4cs-of-primary-care-operational-definitions-and-complexities/65D55DA15CCF9ADD35CB42B5C06016F0
https://issuu.com/dfcm/docs/primary_care_needs_ourcare_the_final_report_of_the?fr=xKAE9_zU1NQ
https://issuu.com/dfcm/docs/primary_care_needs_ourcare_the_final_report_of_the?fr=xKAE9_zU1NQ
https://pmc.ncbi.nlm.nih.gov/articles/PMC10186392/
https://link.springer.com/article/10.1007/s10903-023-01459-4
https://link.springer.com/article/10.1007/s10903-023-01459-4
https://journals.sagepub.com/doi/full/10.1177/2150132720952618
https://journals.sagepub.com/doi/full/10.1177/08404704231183599
https://journals.sagepub.com/doi/full/10.1177/08404704231183599
https://www.fraserinstitute.org/sites/default/files/2025-01/health-care-reform-options-for-british-columbia_0.pdf
https://journals.sagepub.com/doi/full/10.1177/08404704231182671
https://journals.sagepub.com/doi/full/10.1177/08404704231182671
https://www150.statcan.gc.ca/n1/daily-quotidien/250729/cg-a001-eng.htm
https://pubmed.ncbi.nlm.nih.gov/40780100/
https://pubmed.ncbi.nlm.nih.gov/40780100/
https://www.bchealthcoalition.ca/community_health_centres_are_the_best_solution_to_the_primary_care_crisis
https://www.bchealthcoalition.ca/community_health_centres_are_the_best_solution_to_the_primary_care_crisis
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on family doctors can limit continuous care for im/
migrant patients. Newcomer women are particularly
vulnerable to the effects of medical gatekeeping
due to their limited knowledge of the requirement
to obtain a referral to reach specialist services like
gynecological care.

This contributes to a lack of awareness about where
and how to access critical SRH services, leading

to underutilization among newcomer women. For
example, in Vancouver, BC — due to poor promotion

and advertisement — many im/[nigrant women lack|
knowledge about a Newcomer Women's Health Clinid
that provides vital SRH services. This leads women to
depend on word-of-mouth recommendations, which
may be inaccurate or incomplete.

Insufficient Cultural and Gender
Sensitive Care

Alack of cultural awareness and sensitivity among
Canadian healthcare workers results in newcomer
women facing stigma, discrimination, and
miscommunication. Additionally, language remains a
significant barrier. When newcomer patients cannot
understand SRH medical terminology or information,
they are excluded from effectively participating in
their own treatment plans. Also, appointment-booking
policies that rely on phone calls instead of in-person
access can disadvantage newcomers with limited
English proficiency, making it harder for them to
obtain timely care. This reduces patient satisfaction,
compromises safety, and lowers trust and the overall
quality of care.

Despite their existence, Cultural Health Brokers
(CHBSs) remain underutilised across Canada, and their
roles are often confined to peripheral or community-
based programs. This means that im/migrant women
must independently seek out CHB services during
physician appointments.

Cultural safety is crucial for effective SRH treatments,
considering the sensitive nature of SRH topics and
treatments. Without culturally safe care, newcomer
women may avoid available preventive services,
leading to complications in treatable or avoidable
health issues.

The integration of CHBs, for example as interpreters
and support persons, plays a critical role in bridging
linguistic and cultural barriers to SRH access. As
bilingual and bicultural individuals that share similar
experiences with newcomer women, CHBs can help

to build trust and more effective communication with
healthcare providers. This aids in facilitating SRH
literacy, improving patient-provider relationships, and
promoting efficient navigation of SRH services.

RECOMMENDATIONS

1. Evidence-based Legislative, Regulatory
and Policy Reviews to Better Serve
Needs of Im/migrant Women

e The Canadian Institute for Health Information
and municipal public health departments to
collect and analyze data on access to, and
utilization and outcomes of SRH services
for im/migrant women in Canada.

* Provinces to review eligibility and remove
wait periods for provincial health coverage to
ensure timely access for all residents of the

province, including newcomer women.

* Federal and provincial governments to review
whether employers and educational institutions
are providing timely and effective healthcare
coverage for temporary workers and international
students or whether alternatives like the Interim
Federal Health Program are necessary.

2. Increasing Access to Culturally-
Sensitive Sexual and Reproductive
Healthcare

* Federal and provincial governments — funded by
the Bexual Health Fund - to develop a centralized
database for all SRH information, resources and
services, and to disseminate this information
to im/migrant women in collaboration with
local health units, key providers and settlement
agencies, in multiple formats and languages

(see for example the ACHIEVE Model).

* Provinces and municipal public health departments
to establish online registries of qualified cultural
and linguistic interpreters accessible to im/migrant
women and health practitioners in the area of SRH.

* Post-secondary institutions and regulatory
bodies to incorporate cultural and gender
sensitivity training in preparatory and professional
development requirements for all health
professionals, including those providing SRH care,
and review or modify their codes of ethics to
incorporate a stronger focus on anti-discrimination.
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. Increasing Supply of Health
Practitioners to Serve Im/migrant
Women’s Sexual and Reproductive
Healthcare Needs

Provinces to establish women's health and
mobile SRH clinics in locations with significant
numbers of im/migrant women (see Immigrant
Women's Health Center (IWHC) in Toronto), and
streamline SRH services in existing Community
Health Clinics (e.g., REACH Community

Health Centre in BC and Parkdale Queen West
Community Health Centre in Ontario).

Provinces to provide incentives for more physicians
and nurse practitioners to choose family medicine
as their area of practice and remove disincentives
to practice (e.g., reduce administration, review
methods of compensation), in order to boost the
number of primary care practitioners available

to both long-time residents and newcomers.

Provincial governments, regulatory bodies, and
employers in the health sector to streamline
processes for licensure and entry to practice in
their fields, and maximize the utilization of the
knowledge and expertise of im/migrant and
internationally-educated health professionals (e.g.,
physicians, nurses, midwives, doulahs), to boost
SRH health system capacity. See the Alberta
Labour Mobility Regulation and BC Office for

International Credential Recognition programs).

Provinces and federal government to provide
financial support to post-secondary institutions and
internationally educated health professionals for
bridging programs, required courses for licensure,
and clinical practice (e.g., residencies). The Foreign
Credentials Program and BC Internationally
Educated Nurses program are promising models.

CONCLUSION

Im/migrant women comprise a significant proportion
of Canada'’s population but face barriers to SRH

care. The suggested recommendations would help to
facilitate efficient navigation of SRH services, and aid
in the provision of timely and continuous care for im/
migrant women. They would also help in the delivery of
culturally and gender- safe care, while strengthening
patient-provider relationships and reducing structural
barriers to SRH care. Lastly, these recommendations
are useful for reducing long-term costs to Canada'’s
healthcare system. In addition to promoting women'’s
social and economic integration, these strategies
would also contribute toward mitigating health
inequities and improving overall SRH outcomes for
newcomer women.

About the Authors

Jemima Nomunume Baada is an Assistant
Professor in the Department of Geography,
at the University of British Columbia (UBC).
Her research is at the intersections of gender,
climate change, migration and health.

Aysan Dehghani holds a BA in Political
Science, and Health and Society from UBC.
Aysanis currently a J.D candidate at the Faculty
of Law at Thompson Rivers University. She has
experience in public health and policy research,
knowledge translation and community-based
research.

Megan Kadzirange holds a BA in Psychology,
and Health and Society. She is currently
completing her Master of Public Health at UBC
and has experience in health policy research,
program evaluation, community engagement,
and knowledge translation initiatives.


https://iwhctoronto.com/
https://iwhctoronto.com/
https://www.healthlinkbc.ca/clinic/reach-community-health-centre
https://www.healthlinkbc.ca/clinic/reach-community-health-centre
https://pqwchc.org/about-us/who-we-are/chc-model-of-care/
https://pqwchc.org/about-us/who-we-are/chc-model-of-care/
https://kings-printer.alberta.ca/1266.cfm?page=2023_084.cfm&leg_type=Regs&isbncln=9780779856145
https://www2.gov.bc.ca/gov/content/governments/organizational-structure/ministries-organizations/regulatory-authorities/oicr
https://www2.gov.bc.ca/gov/content/governments/organizational-structure/ministries-organizations/regulatory-authorities/oicr
https://pics.bc.ca/free-programs-services/foreign-credentials-recognition-fcr-for-internationally-educated-health-professionals-iehp/
https://pics.bc.ca/free-programs-services/foreign-credentials-recognition-fcr-for-internationally-educated-health-professionals-iehp/
https://news.gov.bc.ca/releases/2022HLTH0120-000589
https://news.gov.bc.ca/releases/2022HLTH0120-000589

POLICY BRIEF

PAGE 10

Suggested Readings

Alboim et al. (2022). Globally Trained Local Talent: Opening pathways for internationally educated professionals to strengthen
Ontario’s health care system https://www.torontomu.ca/cerc-migration/Policy/CERCMigration_PolicyBrief07_MAR_2022.

pdf

Gozzi, P., Persson, M., Nielsen, A., Kilander, H., K&gesten, A. E., lwarsson, K. E., ... & Larsson, E. C. (2024). Contraceptive
access and use among women with migratory experience living in high-income countries: a scoping review. BMC public
health, 24(1), 2569. https://link.springer.com/article/10.1186/s12889-024-19778-y

Guo, M., Mourad, N., Karimuddin, A., & Sutherland, J. M. (2025). A Population-Based Exploration of Immigrants undergoing
General Surgery Procedures in British Columbia: Do im/migrants present for emergency surgeries more than non-im/
migrants?. Health Policy, 105410. https://www.sciencedirect.com/science/article/pii/S0168851025001654

Jimenez, G., Matchar, D., Koh, G. C. H., Tyagi, S., van der Kleij, R. M., Chavannes, N. H., & Car, J. (2021). Revisiting the four
core functions (4Cs) of primary care: operational definitions and complexities. Primary Health Care Research & Development,
22,e68. https://pubmed.ncbi.nim.nih.gov/34753531/

Wiedmeyer, M. L., Machado, S., Tayyar, E., Sierra-Heredia, C., Bozorgi, Y., Hagos, S,, ... & Lavergne, R. (2025, January).
How immigration shapes health disadvantages and what healthcare organizations can do to deliver more equitable care. In
Healthcare Management Forum (Vol. 38, No. 1, pp. 16-22). Sage CA: Los Angeles, CA: SAGE Publications. https://journals.

sagepub.com/doi/10.1177/08404704241265675

T Canada Excellence
oronto . .
Metropolitan Research Chair in

University Migration & Integration



https://www.torontomu.ca/cerc-migration/Policy/CERCMigration_PolicyBrief07_MAR_2022.pdf
https://www.torontomu.ca/cerc-migration/Policy/CERCMigration_PolicyBrief07_MAR_2022.pdf
https://link.springer.com/article/10.1186/s12889-024-19778-y
https://www.sciencedirect.com/science/article/pii/S0168851025001654
https://pubmed.ncbi.nlm.nih.gov/34753531/
https://journals.sagepub.com/doi/10.1177/08404704241265675
https://journals.sagepub.com/doi/10.1177/08404704241265675

	_Hlk213697747
	_Hlk213623705

