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Abstract

Background: The Newcomer Well Woman Clinic (NWWC) was developed as a partnership between
primary care physicians and obstetrics and gynecology residents to ensure timely provision of sexual
and reproductive healthcare for refugee patients. Since 2015, the NWWC has provided monthly clinics
offering contraceptive counselling, cervical cancer screening, and intrauterine device insertions with
accompanying education sessions. This study aimed to evaluate women'’s experiences at the clinic and
with interpretation services.

Methods: A sample of patients who attended appointments at the NWWC between January 2015-
December 2020 were invited to participate in a telephone survey facilitated by an interpreter to evaluate
their clinic experience. The survey was adapted from two validated survey measures: the PSQ-18 and
CAHPS. Survey results were reported using descriptive statistics. Clinic audit data was used to
summarize patient demographics and service delivery during this period.

Results: Since 2015, 288 patients have attended the clinic. Despite the COVID-19 pandemic, the number
of appointments increased annually. 76% of eligible invitees consented to participate. Most patients
were highly satisfied (74%) or satisfied (10%) with their care and found the education sessions helpful
(80%). Frequently requested education topics included cervical cancer prevention (54%) and
contraception (36%). 80% of patients used an interpreter at the clinic and 88% felt that their concerns
were always conveyed appropriately to the physician.

Conclusion: Refugee patients were highly satisfied by the sexual and reproductive healthcare provided by
the NWWC and with interpretation services. To meet the needs of refugees, innovative care models such
as the NWWC could be adopted by healthcare systems.

Plain English Summary

Since 2015, Canada has opened its doors to over 200 000 refugees, which has led to an increased
demand for healthcare services that are specific to needs of refugees. Refugees, particularly women, are
at-risk for several health concerns due to lack of access to sexual and reproductive healthcare or
counselling. To address this problem, the Newcomer Well Women Clinic (NWCC) was created to provide
sexual and reproductive healthcare and patient-centered teaching sessions to refugee women.

The NWWC has run for five years; however, patient experience at the clinic has never been previously
studied. Therefore, we conducted a study to evaluate women'’s experiences at the clinic and with
interpretation services used at the clinic. We invited patients who attended the NWWC between January
2015-December 2020 to complete a telephone survey about their experience at the clinic. We also
summarized the characteristics of the patients at the clinic, including their age, country of origin,
language spoken, etc.
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Our results showed that since 2015, 288 patients attended the clinic. 76% of patients agreed to complete
the survey. Most patients (84%) were highly satisfied with the healthcare they received at the NWWC.
80% of patients valued the teaching sessions and wanted more information about contraception and
cervical cancer. Most patients (80%) required an interpreter at the clinic and 88% of patients found the
interpreters helpful.

Refugee women valued the care they received at the NWWC. The NWWC could provide a model for
similar clinics across Canada to help improve delivery of healthcare to refugees.

Background

Since 2015, Canada has opened its doors to over 200 000 refugees, which has led to an increased
demand for primary healthcare services tailored to the health needs of refugees [1, 2]. The 1951 Refugee
Convention defined refugees as, “Someone who is unable or unwilling to return to their country of origin
owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership of
a particular social group, or political opinion.” [3]. Refugee women and girls are a particularly vulnerable
group who are at risk for several sexual and reproductive health concerns that vary based on their
exposures, trauma, living conditions, socioeconomic background, and access to preventive services [4,
5]. Timely access to comprehensive, high-quality sexual and reproductive healthcare has been identified
as foundational to successful resettlement for refugee women [6]. The Canadian Clinical Guidelines for
Immigrants and Refugees have identified cervical cancer screening and contraception as two priority
healthcare areas for newly resettled refugees [5]. However, several studies have demonstrated that
refugee women are vulnerable to unmet contraceptive needs [7, 8], and have lower uptake and frequency
of screening than is recommended by provincial and territorial guidelines [5,9]. They may also have
limited knowledge of cervical cancer screening and contraceptive options [10, 11]. Creating safe spaces
for education and provision of clinical care has been identified as a method of improving uptake of these
preventative health services [5]. Dedicated clinics that provide primary health services, often referred to
as refugee health clinics, have been identified as an effective means of providing clinical care to refugee
populations [12]. However, refugee health clinics have been challenged to provide adequate care,
including sexual and reproductive healthcare, to an increased volume of newcomers [2].

The Halifax Newcomer Health Clinic (HNHC) is a local refugee clinic that has provided preventative care
and primary medical services for all refugees residing in Halifax, Nova Scotia, Canada. In 2015, family
physicians at HNHC partnered with obstetrics and gynecology residents at Dalhousie University to create
the Newcomer Well Woman Clinic (NWWC), a specialized clinic that exclusively provides sexual and
reproductive education and care for refugee women. The NWWC has now run for five years; however, a
formal review of patient experience has never been undertaken. Therefore, we conducted a cross-
sectional survey study to evaluate women’s experiences at the clinic and with interpretation services
used at the clinic. The secondary aim of this study was to quantify service delivery since the inception of
the clinic.
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Methods

The Newcomer Well Woman Clinic

Female patients of reproductive age who are seen through the HNHC are offered appointments at the
NWWC. The goals of the NWWC are to educate refugee women about cervical cancer screening to
promote awareness and uptake, provide contraceptive counselling and access to contraception at the
woman's discretion, including intrauterine device (IUD) placements. Additionally, the NWWC works to
create a discrete, safe, female-centric environment and foster resident advocacy and cultural safety
through long-term partnerships. Women attending the NWWC are first invited to participate in a teaching
session prior to their clinic appointment. Interpreters are available upon request of the patients.
Residents are recruited on a volunteer basis to participate and provide care to these women under the
supervision of a family physician.

Study Population

Women who were seen at the NWWC between January 2015-December 2020 were invited to participate.
Women seen for Papanicolaou (pap) testing or contraceptive counseling at the HNHC outside of the
NWWC were excluded. Women who attended appointments at the Well Woman Clinic between January
2015-December 2020 were recruited by the clinic administrator. A research team member then
contacted potential study participants to obtain informed consent and conduct the telephone survey
questionnaire. All participant interactions were facilitated by an interpreter, if required.

Study Questionnaire

The questionnaire was developed by the Dalhousie Obstetrics and Gynecology Department in
association with the Family Physicians at the HNHC. The questions were adapted and modified from the
PSQ-18 and the Consumers Assessment of Healthcare Providers and Systems (CAHPS) Interpreter
Services survey, which are validated questionnaires of patient experience. The questionnaire assessed
participants’ demographic background, clinic set-up, education sessions, use of contraceptives, patient
satisfaction and quality of interpretation services. Measures of patient satisfaction were presented as 5-
point Likert scales. In addition, participants reported sexual and reproductive health topics that they felt
would be important to include in future education sessions. The questionnaire is available for review in
Supplemental Digital Appendix A. Additionally, for audit purposes, the HNHC clinic staff previously
collected de-identified data regarding clinic bookings, no-shows, and services provided. Data from the
pre-existing audit database was used to determine clinic use and services provided between January
2015 and December 2020.

Statistical Analysis

Baseline characteristics were reported using descriptive statistics. Statistical analysis was performed
using Stata 16.1 (College Station, Texas). Categorical and dichotomous variables and Likert scale
qguestions were reported as proportions. Continuous variables were reported as  median and
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interquartile range. We compared the preferred language of respondents to that of all attendees of the
NWWC. Student’s t-test were used for continuous variables and Chi-squared test for categorical
variables. Significance of trends in volume of clinic services over time was assessed using the Mann-
Kendall test. We obtained approval for this study from our institutional Research Ethics Board (Nova
Scotia Health REB Project No. 1026689).

Results

A review of clinic audit data determined that since 2015, 288 patients attended the clinic. Since the
inception of the clinic, the number of appointments increased annually despite the COVID-19 pandemic,
ultimately demonstrating a growing usership (Figure 1). Additionally, 71% (n=204/288) of patients who
have attended the NWWC since the inception of the clinic underwent pap testing and 19% (n=56/288)
underwent an IUD placement. The Mann-Kendall test showed a significant increase in the volume of
clinic services over time (p<0.001).

Sixty-six patients were contacted as potential participants for the study. 50 participants consented to
participate and completed the telephone survey study (76% response rate). Most respondents spoke
Arabic (n = 25/50, 50%), immigrated from Syria (n= 22/50, 44%) and were married (n= 37/50, 74%). The
highest level of educational attainment for most of our respondents was middle school (grades 7-9) or
lower (n=27/50, 54%). The median duration of residence in Canada was 3 years (IQR 2-5 years).
Demographic characteristics of respondents can be found in Table 1.

Eighty percent of respondents (n=40/50) used an interpreter to communicate with a physician at the
NWWOC, and most respondents (n=36/40, 90%) reported always being treated with respect by the
interpreter. No respondents reported discrimination because of limited English language skills.
Responses pertaining to interpretation and language barriers are presented in Table 2.

Most respondents expressed satisfaction with the care received at the NWWC, and 92% (n=46/50) of
respondents strongly agreed that their concerns were addressed by the physicians. 86% (n=43/50) of
respondents found it easy to make an appointment at the clinic and 96% (n=48/50) found it easy to get
to the clinic. Patient satisfaction responses are presented in Table 3.

Forty-four percent of respondents (n=22/50) reported currently using a form of contraception, with the
majority using an IUD (73%). Of those patients who are currently using a form of contraception, 86% were
provided the contraceptive at the NWWC. All patients who were prescribed the contraceptive method at
the clinic reported that the physician clearly explained the contraceptive choices available to them.

A majority of respondents (n=40/50, 80%) found the education portion of the visit helpful. 86% (n=
34/50) of respondents reported receiving education about contraception and 56% (n=28/50) of
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respondents reported receiving education about cervical cancer at the NWWC. Cervical cancer
prevention and contraception were identified by respondents as priority education topics (Figure 2).

Discussion

In this study, female refugee patients reported high satisfaction with the sexual and reproductive
healthcare provided by the NWWC model and with interpretation services that were used at the clinic.
Patients also valued the accompanying education sessions provided atthe  NWWC, particularly topics
related to cervical cancer prevention and contraception.

The results of our study are consistent with those of Khan and DeYoung, in which person-centred care,
education, and culturally safe interpretation were identified as important aspects for successful service
delivery and care of refugee women [13]. In 2016, the UN Refugee Agency stated that the average age of
a refugee who immigrated to Canada was 28.9 years old [14]. In 2018, it was reported that 80% of
refugees who settled in Canada were women and children [15]. Collectively, these studies, along with our
findings, suggest that the creation of specialized health clinics that are specifically tailored towards the
sexual and reproductive health needs of refugee women may improve satisfaction with healthcare
delivery among this target population, who constitute the majority of refugees arriving in Canada.

As with many essential services, the COVID-19 pandemic had a direct effect on healthcare utilization and
delivery across the country [16]. Stephenson et al,, reported that in 2020, the volume of primary care
visits, particular in the realm of preventative care, substantially decreased [17]. Interestingly, this
decreased utilization during the COVID-19 pandemic was not observed at the NWWC. Possible reasons
for this include the ongoing provision of in-person appointments and engagement of the interpreter from
the first point of contact at the screening checkpoint. The growing usership of the clinic also suggests
that this population may be motivated to engage with sexual and reproductive health services. This is
supported by the findings of Redwood-Campbell et al. who found that newcomer patients wanted to be
proactive regarding their health, regardless of the norms surrounding preventative care within their home
country [11].

Respondents of our study reported being highly satisfied with the care received through the NWWC
model. High satisfaction levels may be attributed to the embedding of the NWWC within respondents’
usual model of care. Partnerships have also served as a vital component for the successful delivery of
healthcare at a specialized refugee clinic in Brisbane, Australia [18]. In this specific healthcare model,
known as the Primary Care Amplification Model, pre-established local partnerships allowed for patients
seen at the refugee clinic to be directly linked to a community general practice and community services
for continuation of their health care within the local community [18]. Together, these findings emphasize
the importance of local partnerships between various clinics and providers to promote comprehensive
healthcare to refugee patients, preferably within a single environment where possible. Additionally,
compared to a traditional healthcare model, the NWWC model may offer refugee patients more time with
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their physicians. Refugee patients, who may have been forced to leave their country under stressful
circumstances, often have a more complex medical history and health needs [19]. This may pose a
challenge for healthcare providers working under a traditional healthcare model due to time and resource
constraints [20]. By creating a dedicated, evening clinic staffed by 3-6 resident physicians, the NWWC is
able to offer 30-45 minute appointments, which may contribute to patient satisfaction.

It has been extensively documented that refugee women are at risk for having inadequate knowledge
regarding contraception and cervical cancer prevention [21, 22]. Educating refugees about sexual and
reproductive health has been identified as a means of improving utilization of preventative healthcare
services and sexual and reproductive health outcomes [21]. Therefore, one of the goals of the NWWC
was to educate refugee women about cervical cancer screening and contraceptive options. To meet this
goal, all refugee patients of the NWWC were invited to participate in a teaching session prior to their
clinic appointment. Group education sessions were chosen as the preferred medium, as group sessions
have been shown to provide refugee women with not only an enriching learning experience, but also a
sense of community development and belonging [23]. Building social capital can be extremely important
for refugee populations, who may experience feelings of loneliness and isolation, especially if they were
separated from their friends and family [24]. The utility of group education sessions is further
exemplified by Riggs et al., who reported that among their cohort of refugee women, group education
sessions instilled a sense of confidence and empowerment [25]. As refugee women within the NWWC
requested more information about cervical cancer prevention and contraception, more dedicated
sessions regarding these topics may further enhance uptake of these preventative healthcare services.

Additional barriers that refugee and newcomer populations face in terms of healthcare access include
language barriers, low literacy rates and racial discrimination [26]. These factors have been shown to
negatively impact refugee patients, particularly females, ability to access preventative health services
[26]. Refugee patients who are fluent in English still report that they have difficulty understanding some
of the medical terminology used by physicians [27]. To improve comprehension among refugee and
newcomer populations, interpretation services have been identified as a vital element to improve service
delivery among this population [28]. In our study sample, 80 percent of women used an interpreter at the
NWWC. Moissac and Bowen stated that members of linguistic minority groups felt that language
barriers led to delays in treatment, lack of confidence in appropriate care and feelings of inequity in care
[29]. Pollock et al., also reported that newcomer patients felt that physicians did not show enough
patience with those who speak very little to no English [30]. At the NWWC, the staff are provided training
with respect to interpretation services and have developed good relationships with community
interpreters. This may have contributed to positive experiences with interpretation services, as patients
within our study reported feeling supported by both staff and interpreters. Davidson et al,, reported that
interpreters who are also member of the same refugee community can act as “refugee mentors” to
patients and help improve access to care [21]. At the NWWC, patients are provided the option of in
person interpretation, often from a member of the patient’s community or video interpretation. This is
done to balance the opportunity for mentorship with privacy within small communities. These findings

Page 7/16



suggest that interpreters can contribute positively to patient experience and may also play a role in
building trust between patients and the healthcare system.

This study is one of the first studies to evaluate Canadian refugee patient perspectives on a dedicated
sexual and reproductive health clinic tailored to the needs of refugees and embedded within a primary
care beacon clinic. Additionally, the survey used in the study was adapted from two validated
questionaries for patient experience, the PSQ-18 and CAHPS Interpreter Services Survey, which are
specific to immigrants and refugee populations. Further, over 75% of eligible patients agreed to
participate in the study, which decreases the risk of response bias. Additionally, by conducting a
telephone survey study and utilizing a member of the research team who does not play a role in clinical
care, we hoped to increase the opportunity for candid response compared in-person interviews.
Limitations of this study include possible miscommunication as a result of interpretation, although the
same interpretation services as are used by the Clinic for clinical care were used to conduct the survey.
Additionally, due to funding constraints, we were only able recruit a convenience sample of 50
respondents. However, our study was intended to be descriptive and hypothesis generating, and findings
will inform future research in this population. Most participants were Syrian in origin, which may limit the
generalizability of our results. This finding can be explained by the national commitment Canada made in
2015 to rapidly resettle Syrian refugees that is subsequently reflected in the patient population at the
NWWC. Our study did include participants from fifteen other countries and reflects the diversity of
patients at NWWC. Therefore we feel this study is generalizable to refugee patients receiving healthcare
in Canada.

Conclusion

In our sample population, refugee women were satisfied with the care received at the NWWC and with
interpretation services used at the Clinic. Respondents also highlighted the importance of education
sessions, particularly with respect to cervical cancer and contraception. Due to evolving global
humanitarian crises, Canada is expected to welcome an influx of refugees over the next several months.
Innovative care models such as the NWWC may represent a means of providing sexual and reproductive
healthcare to female refugee patients to meet the needs of this growing population.
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Table 1. Demographics of Survey Respondents
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Age, years, median (IQR) 38 (30-42)
Preferred Language, n (%)

Arabic 25 (50)
English 6 (12)
Tigrinya 8 (16)
Other 11 (22)
Country of Origin, n (%)

Eritrea 8 (16)
Syria 22 (44)
Other 20 (40)

Years in Canada, median (IQR) 3(2-5)
Married, n (%) 37 (74)
Highest Level of Education, n (%)
Elementary School (grades 1-6) 19 (38)
Middle School (grades 7-9) 8 (16)
Secondary School (grades 10-12) 7 (14)
Undergraduate Degree 9 (18)
Other 7(14)

Table 2. Interpretation and Language Barriers
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INTERPRETATION AND LANGUAGE BARRIERS

Ha\llle yo(u ;aver been treated unfairly at the clinic because you did not speak English very
well? n (%

Never 40
(100)

Do you feel that you were treated with respect by the interpreter at the clinic? n (%)

Always 36 (90)
Usually/Sometimes 4(10)
Do you feel that the interpreter conveyed your concerns appropriately to the doctor? n (%)

Always 35(88)

Usually/Sometimes 5(12)

Table 3. Patient Satisfaction Responses.
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PATIENT SATISFACTION

Trze )medical care that | have been receiving at the Well Women's clinic is just about perfect,
n (%

Agree, Strongly Agree 42
(84)

Neutral, Disagree 6 (12)

No Response 2(4)

| feel comfortable with the doctors at the Well Women'’s clinic, n (%)

Strongly Agree 43
(86)

Neutral 5(10)

No Response 2 (4)

The doctors treat me in a very friendly and courteous manner, n (%)

Agree, Strongly Agree 48
(96)
No Response 2 (4)

The doctors usually spend plenty of time with me, n (%)

Agree, Strongly Agree 46
(92)

Neutral, Disagree, Strongly Disagree 2 (4)

No Response 2(4)

| feel that my concerns are being addressed by the doctors, n (%)

Agree, Strongly Agree 46
(92)
Neutral 2 (4)
No Response 2 (4)
Figures
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Number of patients seen by the Newcomer Well Woman Clinic 2015-2020.

Page 15/16



100 Requested Educational Topics

80

(e)}

o
N
~

% of Patients
N
o
l...l
fo'0
Ul
N

Figure 2

Requested Education Topics.
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