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ABSTRACT 

Through an exploration of key programs and initiatives undertaken locally during the last 

decade (1990-2000) and concerned with health care policy for ethno-cultural minorities, this 

study's focus was the identification of trends in the participation of local ethno-cultural 

minorities in health care policy and the understanding of the social context in which the 

Diversity Initiative of the Calgary Health Region emerged. 

Qualitative methods were used in this study. Through application of a purposeful sampling 

strategy from a total of 15 programs identified, three were chosen for further investigation in this 

study. For each program included in the study, data were collected through interviews with key 

informants and review of program documents. Program data were analyzed for common themes, 

using a template analysis strategy. 

Over the course of the decade, immigrant serving organizations and health care institutions 

have collaborated and partnered on a number of health care policy initiatives. In these 

undertakings members at large of ethno-cultural minorities have been used for consultation 

purposes. Various aspects of the federal, provincial and local context in which today's Diversity 

Initiative of the Calgary Health Region emerged were identified and described in this study. 

Based on findings of the study, issues that could inform future development of the Calgary 

Health Region's Diversity Initiative and the process of ethno-cultural minorities' participation in 

this initiative were articulated. 
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CHAPTER 1- BACKGROUND 

1.0 INTRODUCTION 

With more than 100 ethno-cultural' minority2 groups living in its territory (Masi, 1993) and 

being among the largest immigrant3- receiving nations, Canada is one of the most poli-ethnic 

countries in the word (Lamba, Mulder & Wilkinson, 2000). This characteristic presents a 

challenge for our society in regard to the need to recognize this diversity and plan for the specific 

needs that ethno-cultural minorities represent (Gutierrez, 1992; Masi, 1993). The health sector is 

an arena in which this challenge is faced. 

Multicultural policy has been adopted by the Canadian federal and provincial governments to 

recognize the cultural diversity of our society and to ensure participation of all citizens in 

economic, social, cultural and political life (Arriaza, 1997; Javed, 1995). Fostering ethno-cultural 

minorities' participation in health care policy is a strategy for ensuring that health services are 

accessible and appropriate to minority needs (Masi, 1993). 

Many cross-cultural health programs and initiatives, focused on specific population groups 

and/or health related conditions, have been developed by or in collaboration with ethnic minority 

and immigrant serving organizations (Masi, 1993). These organizations represent a relevant form 

of public participation (Heiley, 2001) and are recognized to play an important role in policy 

advocacy (Alcock & Christensen, 1995) for ethno-cultural minorities (Cooper, 2000; Kirrane, 

1995). 

'For the purpose of this study the terms ethno-cultural and ethnic will be used interchangeably. Ethnicity will be 
viewed as "a condition of belonging to a social group within a culture and social system that claims or is accorded 
special status on the bases of...religion, linguistics, ancestral or physical characteristics" (Edwards, 1992, p.3 1). 
2The term minority refers to an ethnic group that is represented by fewer people than the ethnic majority. In Canada, 
the ethnic majority are the Euro-Canadians who represent the predominant population, made of people that 
immigrated from Europe and Asia over 400 years ago. 
3 The majority of first generation immigrants are members of different ethnic minorities. However, for the purpose 

of this study they will be recognized as a social group. The term immigrant refers to people who have left their 
country and are permanently residing in Canada. Refugees are a special group of immigrants forced to leave their 
country. 
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Through the exploration of key local programs and initiatives concerned with health care 

policy4 for ethno-cultural minorities over the last decade, this study aims to describe ethno-

cultural minorities' participation in health care policy. The information collected serves to 

document a decade of local experience of programs and initiatives, helping thus to understand 

the social context in which the Calgary Health Region's Diversity Initiative emerged. 

The Diversity Initiative seeks the development of strategies for multi-cultural health care 

responsive to health needs of local ethno-cultural minorities, by actively engaging them to 

identify the needs and the resources existing in their communities, and to jointly plan for 

solutions that would establish effective multi-cultural health care (CRHA, 2001). Consequently, 

study findings may help to inform the process of participation of local ethno-cultural minorities 

in this initiative. 

1.1 REVIEW OF TIIE LITERATURE 

In this chapter a review of the literature is presented. The chapter begins with an introduction 

to the Canadian ethnic composition and recent immigrant trends and is followed by a summary 

of the health status of ethno-cultural minorities and immigrants in Canada, as well as an 

introduction to the multiculturalism policy and its implications for the health sector. Following 

this review, public participation literature, with an emphasis on levels of participation, potential 

benefits and some of the barriers that may impede public participation, together with the 

literature on ethno-cultural minorities' participation in health care policy is summarized. An 

introduction of the Calgary Health Region's Diversity Initiative is then presented. To conclude 

the chapter, an outline of the study's purpose, goals and objectives and the research questions 

that led this investigation are presented. 

' Health care policy is defined as decisions, actions (or lack there of).. .conceming services provided to individuals 
or communities by agents of the health system, services, or professions to promote, maintain, monitor or restore 
health (Last, 1995, cited in Casebeer, 1999, p. 1). 
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Given the focus of the study, the researcher first searched the published literature to identify 

publications on public participation, health care policy for ethno-cultural minorities and 

participation of this population in designing and implementing health care policy. A considerable 

amount of the literature on public participation, health care needs of diverse minorities and 

multicultural health was identified, but the literature on participation of ethno-cultural minorities 

in health care policy was scant. After adopting a broad definition of participation and in 

consideration of this study's population and objectives, the review was expanded to include 

literature on health promotion and program development with ethno-cultural minorities, as well 

as the role of ethnic minority organizations in policy development and advocacy. In addition, 

literature on inter-ethnic relations and social context were part of the review. A search of the 

University of Calgary library catalogue and article index included: Medline, Pubmed, Psychlnfo, 

Health Star, Eric, Caredata, Social Work Abstract Plus, Proquest Direct, Social Sciences, 

International Political Science, and Sociological Abstract, Cisti Source and Health Reference 

Centre Academic. During the literature review a large number of key words were searched, 

primarily because of different terms and definitions used in different disciplines for the many 

variables of interest in this study. Key words included the following and any combination 

thereof ethno-cultural minorities; ethno-cultural groups; diversity; participation; involvement; 

public; consumer; ethnic minority associations; immigrant organizations; inter-ethnic relations, 

health; health care policy; multiculturalism; collaboration; partnership; coalition; planning; 

programming; development; government; policy; and social context. 

1.1.1 A Review of Canadian Ethnic Composition and Recent Immigration Trends 

The ethnic diversity of the Canadian society has resulted from the migration of groups at one 

time or another in its history. Early settlement of Canada's Indigenous peoples was followed in 
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the 16th century by the Europeans, French and British settlers and colonizers (Isajiw, 1999). 

Since then, related to geographical factors, continental and international wars and economical 

prospects that followed, immigration has become one of the most important strategies of 

population development in Canada. Until the early 1970s, British and Americans, followed by a 

number of Western and Southern Europeans, dominated among immigrants who arrived in this 

country. After 1974, due to changes introduced in the Canadian Immigration policy (the non-

racist merit point system), the ethnic composition of immigration changed and the proportion of 

white to non-white immigrants entering Canada reversed (Isajiw, 1999). In the following years 

this structure became even more defined. According to the 1996 census data, 45.8 % of the 

population in Canada has an ethnic origin other than Canadian, whereas a large proportion, about 

36%, is made up of people of mixed ethnic background (Isajiw, 1999). In addition, although the 

British make up the largest proportion of all origins (20.8%), statistics support that presently no 

single ethnic group has a numerical majority in the Canadian population (Isajiw, 1999). 

Starting from 1990, immigration accounts for 0.7% increase in the Canadian population each 

year (Kessel, 1998). Almost 5 million people, or 17.4% of the Canadian population, are foreign 

born (Kinnon, 1999). Eighty percent of immigrants are found in cities with populations of more 

than 250,000 (Kessel, 1998); and over 60% of them reside in large urban Centres. Calgary is the 

fourth Canadian city to host the largest number of newcomers (Citizenship and Immigration 

Canada, 2000a). Job opportunities, high concentration of population and the existence of already 

established ethnic communities are considered the reasons these cities attract immigrants (Isajiw, 

1999). Furthermore, in highly concentrated areas, more institutions that cater to specific needs of 

ethnic minorities and newly arrived immigrants are established (Kinnon, 1999). 
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As a nation of immigrants, Canadians take pride in their tolerance of diversity, although 

tolerance is insufficient in the building of a cohesive society (Troper & Weinfeld, 1999). As 

Canada continues to be a country with a constant stream of immigrants and as immigration 

policies broaden the scope of ethnic origins, many argue that more must be done to educate 

Canadians about ways to bridge cultural differences, promote positive relations between 

Canadians of diverse ethnic background and establish an accepting society (Arthur, 1998; Isajiw, 

1999; Troper & Weinfeld, 1999). 

1.1.2 The Health Status of Ethno-Cultural Minorities and Immigrants in Canada 

The factors predisposing the health status of specific ethno-cultural minority groups or 

immigrants living in Canada has not been well explored (Kinnon, 1999). However, population 

based research provides evidence of existing inequalities when their health status is compared to 

that of the general population. A higher incidence of tuberculosis (Wilkins, 1996) and hepatitis A 

and C (Bernier, Willems & Delage, 1996) exists among ethnic minorities and immigrants. South 

Asians living in Canada are identified to be at higher risk for coronary artery disease (Nair, 

Nargundkar & Johansen, 1990). Ethnic minority women have lower cancer survival rates (Chen, 

Ng & Wilkins, 1996), are less likely to receive regular pap tests (Matuk, 1996), have higher risk 

for HIV infection (Singer, Williams & Alix, 1996) and have higher suicide mortality rates than 

their Canadian counterparts (Strachen, Johansen & Nair, 1990). While the immigration itself 

may not increase the incidence of mental disorders, psychiatric illness may occur when this 

experience is combined with factors such as a drop in socio-economic status, lack of professional 

accreditation or work experience, unemployment or underemployment, working in unsafe or 

unhealthy conditions, and experiencing economic and social exclusion, including poverty, 

prejudice and discrimination (Kinnon, 1999). Studies also suggest that ethnic minorities and 
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particularly first generation immigrants have poorer access to health care services (Hoeldtke & 

Hoeldtke, 2000; Ledwith & Husband, 1999; Ontario Women's Health Bureau, 1993; Peters, 

1993; Wen, Goel & Williams, 1996) and make less use of preventive care (Chen, Ng & Wilkins, 

1996). A combination of all of the above factors is reported in the literature as being influential 

in diminishing "the healthy immigrant effect" (Hyman, 2001, p.1). 

The existence of universal health care in Canada encourages minorities to access health care 

services (Nerenz, Zajac, Repasky, & Doyle, 1990). However, cultural insensitivity of health 

professionals is a factor that undermines the quality of services and discourages minorities from 

using such services (Auger, 1993; Chugh et at., 1994). Culturally specific beliefs about health 

and illness and patterns of health seeking behaviors have been found to influence patients' 

approaches to illness and therefore the appropriateness of care received (Chugh et al., 1994; 

Cook, 1994). In the case of the first generation immigrants, language barriers, culture shock, lack 

of knowledge of existing services, isolation and loss of preexisting support systems exacerbate 

the lack of accessibility to services and quality of health care received (Canadian Task Force on 

Mental Health Issues Affecting Immigrants and Refugees, 1988). Maintaining ethnicity has been 

positively associated with the well being of minorities (Anderson, A.B., 1993). Responding to 

health needs of ethno-cultural minorities requires a cross-cultural perspective, rooted in a full 

understanding of health values and beliefs of the groups in contact (Masi, 1993). Improvements 

in the accessibility, appropriateness and comprehensiveness of health services should be sought 

as strategies to ensure better health for immigrants and ethnic minorities living in this country, 

rather than simply educating immigrants so as to change their believes and practices (Hyman, 

2001). 
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1.1.3 Canadian Multiculturalism Policy: Implications for the Health Sector 

In recognition of ethno-cultural diversity, as a central feature of Canadian society, the federal 

and provincial governments adopted in 1971 a multiculturalism policy. The main objective of 

Canada's multiculturalism policy is "to promote policies, programs and practices that enhance 

the understanding of and the respect for the diversity of the members of the Canadian society" 

(Government of Canada, p.2). As a woridview based on the principle of equality, 

multiculturalism encourages the elimination of social structures that support domination by a few 

privileged individuals. Consequently, it allows members of a society to perceive their well being 

as inter-connected and thus, treat one another as equal partners in social and economic relations 

(Javed, 1995). Multiculturalism policy represents a movement for inclusion and actual political 

and cultural representation in the structures of all state apparatus (Arriaza, 1997), and points to a 

responsibility on behalf of the government to allow full participation of cultural and ethnic 

groups in the identification and analysis of issues that affect their lives and inclusion of their 

input into a policy development process (Mensah, 1993). 

In the health sector, multiculturalism policy points to the system's obligation to limit 

discrepancies existing between the population needs and the health care agendas of health 

institutions and professionals and demands the recognition of ethnic, racial, and cultural factors 

that facilitate or impede health care of individuals (Masi, 1993; Mensah, 1993). It introduces the 

concept of multicultural health care, the key principles of which are: inclusiveness (appropriate, 

sensitive health care for all ethnic and cultural groups) and equitable access to health services 

(for all persons, regardless of their racial and cultural background) (Mensah, 1993). 

The implementation of multiculturalism policy in health care is considered a continuous and 

systematic process, as it requires change at all system levels including service delivery, and 
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institutional policies, procedures and practices. The cost of health care change; lack of citizen 

control of health policy, institutions and organizations; the resistance of health professionals; the 

reluctance of health ministries, their political leaders and the bureaucracies; and the domination 

of health by science and technology are recognized as barriers for effective implementation of 

multiculturalism policy in health care (Masi, Mensah & McLeod, 1993). 

1.1.4 Public Participation in Health 

Public participation is the process whereby the public becomes involved, and public views 

and concerns are identified and incorporated into the decision-making (Walters, Aydelotte & 

Miller, 2000). It represents a strategy with benefits to be gained at the individual, organizational 

and societal level. In recognition of these benefits it has been highly emphasized in international 

health policy documents, including the Declaration of Alma-Ata (World Health Organization 

[WHO], 1978) and the Ottawa Charter for Health Promotion (WHO, 1986). 

As a principal fundamental to the health promotion work, public participation represents the 

process, which allows people to take control over factors that affect their life and become 

empowered in that process (Epp, 1986). In the health care sector, public participation is regarded 

as the mechanism to ensure that services are accessible and appropriate to citizen needs; which 

allows involvement of disadvantaged groups in health service planning and implementation, 

permits increased understanding of issues that affect health service delivery and population 

health status; supports service planning and resource allocation; and allows better use of local 

knowledge and resources (Palmer & Short, 1989). Ultimately, public participation is warranted 

as a beneficial process, which permits better quality decisions that can, ideally, lead to a better 

health care system (Praxis, 1997). 
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Public participation strategies derive from levels of participation identified in the Arstein's 

ladder of public participation (Arnstein, 1969). The ladder specifies eight levels of public 

participation, which correspond to degrees of public power over decision-making. The higher the 

rung of the ladder, the greater the power of public in making decisions. Manipulation and 

therapy are the lowest rungs of the ladder, representing a non-participation process, where 

genuine participation of public is used to adjust their values and attitudes to those of power 

holders (Arnstein, 1969). Informing, consultation and advising are the middle rungs in the 

Arstein's ladder, yielding information exchange between public and power holders. Public 

information exchange is a first critical step towards the meaningful involvement of publics, but it 

may, however, be one-sided, meaning that despite public participation the decision could remain 

with power holders (Arnstein, 1969). In the contrary, partnership, delegated power and citizen 

control are the highest rungs of the ladder, representing levels where decision making power is 

negotiated between power holders and members of the public, and "publics have obtained the 

right to govern a program or institution, to be in full charge of policy and managerial aspects, 

and be able to negotiate the conditions under which others may change them" (MacKean & 

Thurston, 1996, p. 63). 

The level of participation sought from the public depends upon the goals and objectives for 

including the public in a decision making process (MacKean & Thurston, 1996). The nature of 

the issue and its problem attributes affect the decision about the level that the public must 

participate (MacKean & Thurston, 1996; Walters, Aydelotte & Miller, 2000). 

Participatory techniques employed to involve the public relate to the level of public 

participation sought (MacKean & Thurston, 1996). They vary from open house, printed materials 

and advertising as techniques that inform the public to advisory committees, surveys and focus 
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groups as techniques that allow consultation with the public. Semi-autonomous and autonomous 

health boards, leadership councils or coalitions represent techniques corresponding to higher 

levels of public participation. Given the nature of the decision making, consideration should be 

given to techniques that work best under particular circumstances (Abelson, 2000) and with 

particular publics (Higgins, 1999b). 

Desire of the public to participate in health care processes has constantly increased in the 

recent years (Rodrigues & Frolich, 1999), but several factors are noted to impede widespread 

public participation. The appropriateness of participation mechanisms (Abelson, 2000, 

Lindstrom & Nie, 2000); and the real or perceived prerequisites of participation, which include 

characteristics such as: public speaking skills, the ability to understand policy, professional 

status, education, income and previous experience (Higgins, 1999a), are some of these factors. 

Most often, these factors play out with the most disadvantaged groups of public, potentially 

excluding them from participation. In order to prevent the impact of these barriers, it is important 

to rethink what participation means for different publics (Higgins, 1999b). Attending to 

differences among members of the public and constructing participation processes that reflect 

their daily life, comfort level and experiences are necessary for an inclusive public participation 

process (Heiley, 2001; Higgins, 1999b; Ledwith & Husband, 1999). 

1.1.5 Ethno-CulturalMinorities' Participation in Health Care Policy 

In an effort to implement the multiculturalism policy, a number of initiatives have been 

mentioned in the literature as mechanisms that have allowed an increased participation of ethno-

cultural minorities in the health care policy. One of these initiatives, played out in an arena 

outside the health sector, has been the move to support the establishment, growth and 

mobilization of ethnic minority and immigrant serving organizations (Rice and Prince, 2000). 
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Upon development, these organizations have played an important role in health care policy 

(Bracht, Kingsbury & Rissel, 1998; Roussos & Fawcett, 2000) and particularly health promotion 

programs with ethno-cultural minorities. Health promotion strategies inherit the potential for 

ethno-cultural minorities' participation in health care policy (Thomson, 1993; Fisher et al., 

1991). 

a. Role of Ethnic Minority and Immigrant Organizations in Health Care 

Ethnic minority and immigrant serving organizations represent a relevant form of public 

participation (Heiley, 2001; Rice & Prince, 2000). In these organizations, members of ethnic 

minority come together based on ethnic and social status identity (Kirrane, 1995) to regain a 

sense of belonging (Kirrane, 1995; Rice & Prince, 2000). In so doing, they establish instrumental 

organizations that are capable of performing different tasks and providing all kinds of services 

(Cooper, 2000; Rice & Prince, 2000; Thomson & Kinne, 1998). Rice & Prince (2000) call these 

organizations "interlocking networks with political, economical and social significance" (p. 225). 

They play an important role in public policy (Alcock & Christensen, 1995; Isajiw, 1999) and 

service provision for ethno-cultural minorities (Thomson, 1993; Fisher et al., 1991). 

Public policy making process involve policy makers operating within the governmental 

arena, as well as a diverse set of people or constituency groups with special interests that press 

the government for their demands and influence public policy making process (Howlett & 

Ramesh, 1995). Ethnic minority and immigrant organizations represent their constituencies and 

exert pressure on the government for legislation favorable to their cause (Cooper, 2000; Fisher et 

al., 1991). They influence mainstream public opinion to predispose change (Isajiw, 1999) 

towards a more acceptable society (Kirrane, 1995; Parker et al., 1999; Thomson, 1993). 
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Through services that ethnic and immigrant serving organizations provide, they meet their 

members' special needs and help to avoid fragmentation and reduce inequalities that exist 

between the majority and the minorities in a diverse society (Bracht, Kingsbury & Rissel, 1998; 

Kirrane, 1995; Rice & Prince, 2000; Roussos & Fawcett, 2000). These organizations are engaged 

in countless programs and activities (Canadian Council for Refugees and City of Toronto Public 

Health, 1999). In the context of health care, they are in the forefront, advocating and promoting 

the health needs of ethnic minorities and providing accessible, acceptable and broad-spectrum 

health programs and services (Bracht & Tsuros, 1990; Boutilier et al., 2001 Ledwith & Husband, 

1999; Canadian Council for Refugees and City of Toronto Public Health, 1999; Cooper, 2000). 

These organizations play an important role in the inception and implementation of health 

promotion programs tailored to health needs of ethno-cultural minorities (Fisher et al., 1991; 

Ledwith & Husband, 1999; Cooper, 2000; Spigelblatt, 2000). Coalitions and partnerships 

between mainstream and/or among ethno-cultural organizations are the most common strategies 

used in health promotion programs for ethno-cultural minorities (Ledwith & Husband, 1999; 

Cooper, 2000; Shediak-Rizkallah & Bone, 1998; Spigelblatt, 2000). 

b. Participation of Ethno-Cultural Minorities in Health Promotion 

Health promotion holds a special promise to address health needs of ethno-cultural minorities 

because of the potential for participation of target audiences in identifying problems, resources 

and solutions (Thomson, 1993; Fisher et al., 1991). Numerous health promotion programs with 

ethno-cultural minorities, utilizing strategies such as health information, community 

development and health service reorientation, are mentioned in the literature. These programs 

address a variety of issues linked to health of ethnic minorities, including immigrant mental 

health needs (Fisher et al., 1991; Thurston & McGrath, 1995), nutrition (Krondl & Lau, 1993) 
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and pre-natal education (Fehir, 1995), tobacco and substance abuse prevention (Legge, 1993), 

and disease control and management (Fisher et al., 1991). 

Participation of ethno-cultural minorities in these programs primarily refers to their 

involvement in the needs assessment process. Consultations taking place prior to the 

commencement of health promotion program (Legge, 1993; Thurston & McGrath, 1995), with or 

without the establishment of the advisory committees (Thurston & McGrath, 1995; Fehir, 1995) 

and leadership councils (Fisher et al., 1991) composed of members of ethno-cultural minorities, 

are described as methods to allow their participation in the needs assessment process (Legge, 

1993; Thurston & McGrath, 1995). The intent of these strategies has been to secure a broad 

participation among members of ethno-cultural minorities, but observations described in the 

literature point to the potential they hold to hinder the desirability and the opportunity for ethnic 

minorities involvement in health promotion programs (Rifkin, 1986; Fisher et al., 1991; Lee, 

1995; Thurston & McGrath, 1995). Unwillingness to share power, competing or conflicting 

interests among ethno-cultural groups, the inexperience, cultural differences in attitudes towards 

organizational structures and responsibilities or processes related to participation, together with 

underdeveloped mechanisms of representation are considered substantial disadvantages to health 

promotion programming with ethno-cultural minorities (Rifkin, 1986; Fisher et al., 1991; Lee, 

1995; Thurston & McGrath, 1995; Cleaver, 2001). 

The issues encountered during participation of ethno-cultural minorities in health care policy 

support the existing practice in the health sector, where often a top down approach is exercised in 

planning for health promotion and service needs for ethno-cultural minorities (Thomson, 1993; 

Anderson, 1993). In those cases, agendas are set by health professionals who do not show 

enough appreciation and understanding of ethno-cultural diversity and make no attempts to 
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consult ethno-cultural minorities concerned (Thomson, 1993; Anderson, 1993; Wills & Tyeku, 

2000). 

Ethnic minorities' participation in planning of health care programs and services that address 

their needs is, however, an imperative widely recognized in the literature (Ontario Ministry of 

Health, in Masi, 1993; Lee & Herrera, 1993). Existing partnerships between health professionals 

and ethnic minority groups are highly prized and advocated for in various publications (Levine et 

al., 1994; Atkinson, 2000). Partnership is recognized as a strategy to success, because it allows 

ethno-cultural groups' ownership of specific serving programs, training and utilization of 

multicultural health workers and joint planning for intervention strategies. Partnerships create the 

opportunity to address minorities' health problems in a culturally sensitive and competent 

manner, thus, offering training opportunities for health professionals and planning for long term 

maintenance of effective services (Levine et al., 1994; Atkinson, 2000). 

Other recommendations for increased participation of ethnic minorities in health care policy 

suggest the establishment of formal vehicles within health organizations that would ensure 

ongoing participation of ethno-cultural minorities (Ontario Ministry of Health, in Masi, 1993). 

Ethnic minority groups must identify themselves the representatives in such structures and must 

seek the representation of the multiply disadvantaged among ethnic minorities (children, women, 

elderly and first generation immigrants) (Ontario Ministry of Health, in Masi, 1993; Lee & 

Herrera, 1993). 

Increased representation of ethno-cultural minorities is also more likely to happen as a 

greater number of ethnic health care workers are involved in the health care system (Bretton, 

1989). While this alternative is regarded as a mechanism with implication for achieving multi-

cultural health (Masi, 1993), involving ethnic health care professionals in the health care sectors 
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holds promise for ethnic minorities of greater understanding and control upon the health care 

system and potentially greater participation of ethnic minorities in the process of health care 

policy design and implementation (Lee & Herrera, 1993). 

1.2 SUMMARY 

In summary, the increasing diversity in our society points to an increasing challenge in 

regard to the need to recognize this diversity and plan for the specific needs that ethno-cultural 

minorities present. The health sector is one arena in which this challenge is faced. Fostering 

participation of public in health care is a strategy for ensuring that health services are accessible 

and appropriate to public needs. Various strategies have been used to allow involvement and 

participation of ethno-cultural minorities in health care issues affecting their health. Ethnic 

minority and immigrant organizations play an important role providing health services and 

advocating for changes in health care policy for ethno-cultural minorities. Many health programs 

and initiatives, focused on specific ethnic minority groups and/or health related conditions have 

been initiated by or in collaboration with these organizations. The overall literature on 

participation of ethno-cultural minorities in health care is limited, but descriptions of these 

programs and initiatives provides examples of ethno-cultural minorities' participation in health 

care policy. 

1.3 AN INTRODUCTION TO THE CALGARY HEALTH REGION'S DIVERSITY INITIATIVE 

The need to address diversity issues of the population served has been a concern of the staff 

of local health care services since the early 1980s. At that time, local public health offices were 

mandated to address diversity issues. In response to a growing need to recognize diversity, they 

were involved over the years in a few initiatives, undertaken in collaboration with local 

immigrant and ethno-cultural organizations and primarily focused on the analysis of this 
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population's needs. (M.Charlebois, August 10, 2001, personal communication). Following the 

implementation of the Regional Health Authorities Act in June of 1994, the Calgary Regional 

Health Authority5 (CRHA), today Calgary Health Region6 (CHR), was established. The newly 

appointed regional health authority was committed "to excellence in providing an accessible, 

accountable, and integrated community based health system that promotes shared responsibility 

for improved health" (CRHA Mission Statement, 1994, cited in Charlebois, 1999). 

In January 2001, within the Healthy Communities Portfolio7, the Regional Diversity Steering 

Committee (hereafter "the Committee") was formed with the purpose of "advising the CRHA 

management team on the issues and directions related to diversity8, including service provision 

to the variety of populations served and the internal operations of the CRHA for equitable 

employment and management practices" (Calgary Regional Health Authority [CRHA], 2001, 

p.1). The committee consists of staff representatives from across the regional sites, programs and 

associated services. 

The Committee's mandate focuses on the diversity defined by dimensions inclusive of; but 

not limited to "ethnicity". Its objectives are outlined as follows: 

1) To identify, develop and recommend strategies, protocols and policies that enable the 

CRHA to be flexible and responsive to diversity issues. 

Calgary Regional Health Authority (or Region #4) is one of 17 regions formed in 1994. It currently provides 
health care services to nearly 800,000 people and is responsible for the geographic area that includes the City of 
Calgary and the Municipal District of Rockyview. 
6 In the summer of 2001 the Calgary Regional Health Authority changed its name and officially became known as 
the Calgary Health Region. 
'Healthy Communities Portfolio is one of 7 portfolios under the CHR organization chart. The other portfolios are 
Peter Lougheed Centre, Rockyview General Hospital, Alberta Children's Hospital, Foothills Medical Centre, Mental 
Health Services and Care in the Community. 
As defined in the Committee's terms of reference, "diversity" means: "all the ways we are unique and different 

from others. Dimensions of diversity include but are not limited to aspects such as race, religion and spiritual beliefs, 
cultural orientation, color physical appearance, gender, sexual orientation, physical and mental ability, education, 
age ancestry, place of origin, marital status, family status, socio-economic class, profession, language, health status, 
geographic location, group history, upbringing and life experiences" (CRHA, 2001, p.1). 
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2) To support appropriate, responsive and accessible health services for diverse populations. 

3) To facilitate the implementation and evaluation of diversity strategies, protocols and 

policies including access to service. 

4) To promote regional diversity initiatives which encourage collaboration, linking and 

partnering with the broader community (CRHA, 2001). 

To accomplish these objectives and address issues pertaining to ethno-cultural diversity, the 

committee's action plan consist of the following activities: 

1) Develop a consultation process with the participation of ethno-cultural minorities to 

identify their needs and seek their input. 

2) Build internal/external cultural competence through partnerships and collaborative 

projects with immigrant and ethno-cultural organizations and by providing education, 

training and orientation. 

3) Develop policies on the standardization within the region of the multi-cultural health care 

practice and linguistic - interpretive services (CRHA, 2001). 

The Diversity Initiative is part of the CUR commitment to build healthy communities. The 

mobilization of ethno-cultural minorities to take control over their health needs, the 

establishment of new partnerships with organizations representing ethno-cultural minorities and 

the nurturing of these groups' inner strengths are viewed by the staff of the Committee as the 

cornerstones of this process (M.Charlebois, August 10, 2001, personal communication). 

1.4 RATIONALE FOR THE STUDY 

The literature on ethno-cultural minorities' participation in health care is sparse. Participation 

of ethno-cultural minorities in health care has been described in the context of health promotion 

(Fisher et at., 1991; Lee, 1995; Thurston & McGrath, 1995) and community organization 
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(Cleaver, 2001; Rice & Prince, 2000) but no studies were identified to discuss participatory 

strategies used with ethno-cultural minorities. Furthermore, issues pertaining to involvement and 

participation of ethno-cultural minorities in health care policy are little described. Ethno-cultural 

minorities' participation in the design and implementation of health care policy is noted in the 

literature as a goal to be achieved (Ontario Ministry of Health, in Masi 1993; Metropolis, 1997), 

but no reference is given to the processes that could make it possible. This study addresses these 

gaps by providing a description of participation strategies pertaining to local programs and 

initiatives in the past and articulating issues encountered during the participation processes. 

The information collected in this study serves to document a decade of local experience of 

programs and initiatives9 concerned with health care policy for ethno-cultural minorities and 

their participation in these inititives. Consequently, the study will shed light on aspects of local 

health care policy for ethno-cultural minorities. In addition, the exploration of these programs 

and initiatives allows for understanding of the social context'° in which today's Diversity 

Initiative of the Calgary Health Region emerged. Understanding the social context is important 

because the way in which status and authority relations among institutions within a social context 

are ordered, resources are allocated and symbolic orders are legitimated influences the health 

system, delivery of health services and the process of public participation in the health care 

sector (Scott, 2001). 

Considering that the Diversity Initiative of the Calgary Health Region has recently initiated a 

consultation process with local ethno-cultural minorities, conducting this research project is also 

' For the purpose of this study a program or initiative will be broadly defined as a set of activities designed to 
achieve external objectives. In this study the terms project, program, and initiative will be used interchangeably. 

Social context is "embodied in institutions", understood to be clusters of rules and resources sustained across time, 
space and among social systems: political, regulatory, symbolic (gender, race, religion) and economic (Scott, 2001, 
p. 37). 
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timely. Study findings may inform the consultation process the Diversity Initiative is seeking to 

establish and maintain with local ethno-cultural minorities. 

1.5 RESEARCH GOAL AND OBJECTIVES 

The goal of the proposed study is to provide a description of local key programs and 

initiatives undertaken during the last decade (1990-2000) and concerned with health care policy 

for ethno-cultural minorities, in order to identify trends of ethno-cultural minorities' participation 

in health care policy and understand the social context in which the Diversity Initiative of the 

Calgary Health Region emerged. 

The objectives of the study are to: 

1) Describe key local programs and initiatives concerned over the last decade with health 

care policy for ethno-cultural minorities. 

2) Describe trends in the participation of ethno-cultural minorities in health care policy. 

3) Explore inter-connections between and among these programs and initiatives. 

4) Explore rules and resources associated with these programs and initiatives. 

1.5.1 Research Questions 

1) What are the key programs and initiatives undertaken locally during the last decade (1990-

2000) and perceived by stakeholders involved as concerned with health care policy for ethno-

cultural minorities? 

a) What issues did these programs and initiatives address? What activities were designed to 

address these issues? What characteristics make these programs key? 

b) What are the perceived strengths and weaknesses of these programs and initiatives, as 

identified by the stakeholders involved? 
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2) Who are the stakeholders (individual representatives and organizations) involved in these 

programs and initiatives? 

a) How did they become involved? What role did each one of the stakeholders involved play 

in these programs and initiatives? What factors determined these roles? 

b) What role did the CHR play in these projects and initiatives? How did this role develop or 

change over this period of time? 

3) What inter-connections are described to exist between and among these projects and 

initiatives? 



21 

CHAPTER 2- METHODS 

2.0 INTRODUCTION 

This chapter describes in detail the study design and population, sample selection and the 

data collection procedures that followed. It continues with a description of the data analysis 

process, issues of quality and verification and is concluded with a discussion of the study's 

ethical considerations. 

2.1 STUDY DESIGN 

Patton (1990) argues that the point of using qualitative methods is to understand naturally 

occurring phenomena (events, programs, communities, relationships or interactions) in their 

naturally occurring states. Considering the objectives of the study the use of qualitative methods 

was both desirable and appropriate. 

The study design was based on the triangulation of two qualitative methods: 1) interviews 

with a sample of key informants; and 2) review of program documents. 

These methods allowed the researcher to identify and explore a variety of unknown variables 

associated with the programs and initiatives. In addition, the use of qualitative methods provided 

the opportunity to involve key informants, who used their own language and ideas in describing 

what was key about these programs and initiatives, and what they perceived was the program's 

involvement with health care policy for ethno-cultural minorities. The contribution of a variety 

of perspectives substantiated the understanding of these programs and initiatives, the issues they 

addressed and the processes they included (Patton, 1990). 

In qualitative inquiry the researcher is an instrument (Lincoln & Guba, 1985; Patton, 1990). 

The researcher's degree of experiential knowledge related to the persons or the objects the 

research is about is very important to any inquiry process (Heron, 1981, cited in Lincoln & 
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Guba, 1985). This study's author has been affiliated with a community organization working 

with newly arriving refugees and has contacts and connections with people in the government 

and other community organizations working with ethno-cultural minorities. This was a strength 

for the study, and the qualitative methods allowed for recognition of potential researcher bias and 

any limitation this introduced to this work (Lincoln & Guba, 1981, cited in Patton, 1990). 

2.2 POPULATION OF THE STUDY 

This study's unit of analysis was the key projects and initiatives undertaken during the last 

decade in Calgary concerned with health care policy for ethno-cultural minorities. To capture the 

population of these programs and initiatives, an introductory letter about the study, its 

implications and preliminary selection criteria for a program or initiative (Appendix A) to be 

considered in the study was mailed to the CHR and some of the local government agencies and 

community organizations working with ethno-cultural minorities. 

To be considered for the study the programs or initiatives must have: 1) been initiated during 

the period 1990-2000; 2) been a local program/initiative, undertaken within the limits of 

geographical area of the Calgary Health Region; and 3) been perceived by stakeholders involved 

as directly or indirectly concerned with health care policy for ethno-cultural minorities. 

The list of local organizations and authorities contacted by the researcher was compiled using 

the previous knowledge of the investigator and this study's supervisor. The list included: Calgary 

Health Region, the City of Calgary, Alberta Community Development, Citizenship and 

Immigration Canada, Canadian Heritage, Calgary Board of Education, Calgary Catholic School 

District, four member agencies of the Alberta Association of Immigrant Serving Organizations, 

the United Way of Calgary, Calgary Chinese Community Services Association, Calgary Jewish 

Family Services and the Aga Khan Shia Imam Council for the Prairies. The letter was addressed 
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cultural minorities and the Executive Directors of the above organizations. 

As a follow up, the researcher phoned these contacts to ask about the key programs and 

initiatives their organization had been involved in and that they believed to have been concerned 

with health care policy for ethno-cultural minorities. In six out of fifteen contacts made, the 

researcher was advised to speak to staff of these organizations in charge of programming for 

ethno-cultural minorities. A total of fifteen programs and initiatives were identified from these 

contacts. The list of these programs and initiatives is presented in Table 1, on page 3739. 

2.3 STUDY SAMPLE 

For this study sampling was done at two levels: sampling of programs or initiatives for 

further investigation and sampling of key informants within each selected program or initiative. 

2.3.1 Sampling of Programs and Initiatives 

Due to constraints in time and resources for data collection, coding and analysis, a sample 

was selected from the fifteen identified programs and initiatives for further investigation. 

General information received about the programs and initiatives during the first round of data 

collection served as the basis for selecting a purposeful sample of three programs or initiatives. 

The purposeful sampling method was chosen in order to provide a range of perspectives on the 

research questions and yield a rich source of data Patton, 1990). 

Specific selection criteria established to facilitate this task included that the program or 

initiative: 

• Must cover the ten year scope; 
• Haye been mentioned the most by the individuals contacted; 
• Involve more than one organization and /or institution; 
• Be concerned with i variety of health care policy issues for ethno-cultural minorities; 
• Involve ethno-cultural minorities as consumers and stakeholders; and. 
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• Could be both an undertaking of the CHR or one in which the CHR was involved as 
program/ initiative stakeholder. 

The criterion that programs and initiatives to be chosen for further investigation had to cover 

the ten year scope was established in order to enable the study to examine trends over a decade. 

Selecting programs or initiatives initiated early, in the middle and by the end of the decade 

would allow for identification of trends over time of ethnic minority participation in programs 

and initiatives concerned with health care policy. Also, changes in the social context affecting 

delivery of services and processes of participation might be revealed. 

Being the most mentioned program or initiative from individuals contacted would indicate 

that the program or initiative was known to a fairly large segment of the leadership. Considering 

the focus of this study on the key programs and initiatives undertaken during the last decade, this 

criterion was established to be able to choose and further study the programs and initiatives 

which were more likely to be identified and cited as potential instances of participation, whether 

positive or negative. 

In order to have a greater understanding of the social context recognized as "embodied in 

institutions" and understood to be clusters of rules and resources sustained across time, space and 

among social systems (Scott, 2001, p. 37), only programs or initiatives that involved more than 

one organization as program stakeholder were considered for further investigation. Collaborative 

initiatives were believed to provide more opportunity to study social systems than rules and 

resources of a single organization. Furthermore, programs or initiatives to be studied were 

chosen to relate to a variety of health care policy issues for ethno-cultural minorities as another 

way to allow for the greater possibility of understanding of the social context. 
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Considering the focus of this study on ethno-cultural minorities' participation in health care 

policy, only programs or initiatives recognized to have had the involvement of ethnic minority 

members as consumers and stakeholders were considered. 

The criterion that programs or initiatives to be studied could be both an undertaking of the 

CHR or one in which the CHR was involved as a program or initiative stakeholder was 

established to allow a better exploration of internal and external factors influencing the CHR and 

its health care policy for ethno-cultural minorities and the various roles the CHR played in these 

programs and initiatives. Also, this criterion was set in order to further shed light through a CHR 

established program on the role of ethno-cultural minorities in the design and implementation of 

health care policy. 

Using the above criteria and information collected during identification of the fifteen key 

programs, the researcher and the study supervisor selected three programs and initiatives: 

1) Occupational Health and Safety, Training the Resource People Project; 2) Translation and 

Interpretation Services of the Calgary Health Region; and 3) Calgary Multicultural Health Care 

Initiative. 

2.3.2 Sampling of Key Informants 

A snowball sampling method was used to identify key informants for each one of the three 

projects included for further investigation in this study (Patton, 1990). At first, all fifteen 

individuals who assisted in identifying the selected programs and initiatives were asked to 

provide the names of at least one or two individuals who had been involved in the projects and 

were considered knowledgeable about these programs. An introductory letter was sent to the 

identified key informants for these projects and initiatives to let them know about the study and 

request their participation (Appendix B). 
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Upon interviewing, each initial informant was asked to suggest other people who might have 

valuable information about the program or initiative. Comments received regarding the rationale 

for interviewing individuals were kept as data. Individuals mentioned repeatedly who were 

regarded by a number of different informants to have valuable information were considered for 

an interview. To select among these key informants the researcher employed a stratified 

purposeful sampling strategy (Miles & Huberman, 1994), based on informants' affiliation with 

key stakeholder groups in each program. Interviewees were chosen to represent key stakeholder 

groups involved in each program. Sampling was terminated when one or both of the following 

conditions were obtained: a) exhaustion of sources; and/ or b) emergence of regularities and 

integration in the data. 

A total of nineteen key informants were contacted from whom fifteen were interviewed. Three 

out five informants contacted for the Occupational Health and Safety, Training the Resource 

People Project were interviewed. The fourth key informant contacted refused to be interviewed 

for reasons related to lack of time. The researcher could not reach the fifth informant due to the 

informant's relocation at the time to another country. For the Translation and Interpretation 

Services of the Calgary Health Region, a total of six key informants were contacted, five of 

whom were interviewed. The sixth informant refused to be interviewed because she/he felt 

she/he should have known about the study and its focus from the start. Eight key informants 

were contacted for the Calgary Multicultural Health Care Initiative, from whom seven agreed to 

be interviewed. The eighth informant was not at that time affiliated with the program or the 

organization, involved. Although she/he admitted to having knowledge about the program under 

study she/he felt that she/he was not in a position to provide answers to questions related to the 
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program. Reasons presented by the informants who refused to participate were included in the 

data and coded separately during analysis. 

2.4 DATA COLLECTION STRATEGY AND PROTOCOL 

2.4.1 Interviews 

After the researcher contacted each key informant with a letter (Appendix B), she followed 

up with a phone call, explained the study further to the informant and asked for an interview at 

the informant's convenience. 

The researcher traveled to the interview location that the interviewee preferred. One 

exception involved an interviewee who was living in another country and in this case the 

interview was conducted over the phone. At the beginning of each interview a consent form was 

given to each key informant to read and sign. In the case of the long distance telephone 

interview, the consent form was given to the informant via electronic mail a few days prior to the 

interview and the informant returned the consent form to the researcher through regular mail. 

After consent was obtained, the researcher asked the informants' permission to tape record the 

interview. All informants agreed to be audio-recorded. Before the interview started the 

informants were given the opportunity to ask questions about the study or their involvement in 

the research. 

Interviews were semi-structured using the interview guide with open-ended questions 

presented in Appendix C. The interview guide was used in its original format throughout the 

interviews but when appropriate was adjusted to pursue lines of questioning as directed by the 

interviewee. Probing around the topics and issues that informants raised helped to elicit a broad 

range of thought and opinion on programs and initiatives studied. Each interview lasted 
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approximately one hour. All informants received a card of appreciation thanking them for 

participation in the study. 

Audio-recorded interviews were transcribed verbatim by the same transcriber who, prior to 

performing this task, had signed a confidentiality agreement (Appendix D). After each transcript 

was completed the researcher reviewed the transcript while listening to the tape, ensuring 

accuracy and completeness and making corrections when required. 

During the interview, each informant was asked if they would be willing to review a copy of 

the initial description of the program they helped to inform. Since all of them agreed, at a later 

date each interviewee received a copy of the program description. Interviewees were contacted 

by mail or electronic mail and had one week to provide their feedback. Feedback by the 

informants related to minor changes about the history of the programs, which added to the 

accuracy of programs' descriptions. The researcher considered this feedback and incorporated it 

in this final report. 

2.4.2 Document Reviews 

Each key informant was asked if they had knowledge of and/or access to documents related 

to the programs and initiatives studied. Examples of documents obtained in this manner included 

prepared descriptions of the programs and initiatives, program activities, list of stakeholders 

involved, information about finding sources, as well as reports about programs and initiatives. 

Small amounts of archival data, such as minutes or agendas of stakeholder meetings were also 

obtained. Documents of each program or initiative were kept separately. The researcher 

manually reviewed all documents obtained in order to generate corroborating facts, opinions and 

insights on the issues studied (Marshall & Rosman, 1999). 
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2.5 DATA ANALYSIS PROCEDURES 

2.5.1 Data Management 

Interviews with key informants for each program or initiative were transcribed in Microsoft 

Word and after verification were transferred to QRS NTJD*IST 4 (Qualitative Solutions and 

Research, 1997) for storage and analysis, as three separate projects. Documents obtained during 

data collection process were not transferred to NUD*IST. The researcher instead reviewed all 

documents manually. Careful organizing and labeling of the documents helped manage the 

considerable amounts of data collected in this study. 

2.5.2 Coding and Analysis 

Data related to each program or initiative were organized and analyzed separately. When the 

process of analysis for each program and initiative was completed, the researcher looked to 

explore common themes among programs and initiatives that answered questions of this study. 

The data analysis process was not independent from data collection, but rather an iterative 

process. The researcher looked for gaps in the initial data collected and directed the subsequent 

data collection steps in an attempt to address these gaps. For instance, each transcript was 

analyzed and if something was vague or unclear, clarity was sought in subsequent interviews 

with new subjects or in documents reviewed. The researcher and the study supervisor were both 

involved in the decisions with respect to data collection and analysis, allowing thus for a 

considerable discussion of decisions made. Study notes were kept regarding this process. 

A template analysis approach was used with data in this study. Much of the focus in a 

template analyzing style is on reducing the data through a coding process in order to allow their 

display in an explicit form, ready for interpretation (Crabtree & Miller, 1999). Codes are tags or 

labels for assigning meaning to the descriptive or inferential information compiled during a study 
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and are used to organize and retrieve the data (Miles & Huberman, 1994). Major domains for the 

codes were developed using the research questions. Questions asked in the interview guide and 

the emerging themes from the literature review helped to develop sub-codes. Results from the 

initial data analysis process were also used to refine and modify early codes and/or develop sub-

codes. Coded units ranged from phrases to sentences to entire paragraphs, as appropriate. 

Interview transcripts of the three projects were coded using the same coding scheme, with some 

flexibility that allowed capturing of specifics of each program and initiative. 

All documents obtained from key informants were reviewed by the researcher manually 

using the same coding scheme. Documents of each project and initiative were also coded 

separately. For coding documents and to distinguish between codes the researcher used different 

colored markers. Similarly color coded documents were then organized to be in one place. The 

researcher also wrote notes that served the purpose of organizing similarly coded document texts. 

The second aspect of the analysis involved the task of connecting the coded data (Crabtree & 

Miller, 1999). Chunks of similarly coded text were examined together and vignettes or chunk 

summaries were developed. The researcher looked through categories for common themes that 

connected the data, which subsequently were corroborated and legitimized. When this process 

was completed for data sources from each program and initiative, the researcher began the 

process of identifying common themes among data sources of programs and initiatives to 

discover relationships, consistencies and/or inconsistencies. Themes and their relationships were 

then displayed and interpreted. 

2.6 STANDARDS OF QuALITY AND VERIFICATION 

All research is required to respond to the standards of quality - criteria against which the 

trustworthiness of the inquiry can be evaluated. Credibility, transferability, dependability and 
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confirmability are the criteria, based on which the trustworthiness of qualitative research is 

evaluated (Lincoln & Guba, 1985). Drawing from the guidelines provided by Lincoln and Guba 

(1985) several techniques were used in this project. 

Credibility refers to the accuracy with which the data are collected and presented. The 

techniques used to establish the credibility of findings in this study were: triangulation, peer 

review and debriefing, member checks, prolonged engagement and clarification of researcher 

bias. 

The use of multiple data sources (multiple informants) and multiple methods (document 

reviews and informant interviews) allowed for the convergence of data, providing for 

triangulation of the information. Regular contacts were established between the researcher, this 

study's supervisor and members of the supervisory committee to discuss issues that arose in the 

process of this inquiry. The feedback received during peer review and debriefing was recorded 

and integrated as the researcher analyzed the data. The study participants were provided with the 

opportunity to review and present feedback on the preliminary report of each program and 

initiative studied. The researcher has considered the comments and the feedback received as 

member checks and integrated them in the analysis. The researcher's previous work with ethno-

cultural minorities and connections with organizations and agencies that work with this 

population, as well as her continued involvement as a research interviewer satisfied the criterion 

of prolonged engagement. Legitimate concerns arose during the research process around 

researcher bias considering that the author of this study had been previously employed by one of 

the major immigrant serving organizations included in the study. These issues were reviewed by 

the researcher and discussed with the study supervisor. As a result the researcher and supervisor 

agreed to employ bracketing. Bracketing is known as a strategy that researchers attempt to 
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ensure that their assumptions do not shape the data collection and analysis process (Ahern, 

1999). This study's investigator was interviewed by a University of Calgary researcher with the 

purpose to clarify the investigator's personal value systems and knowledge areas where she 

could have been subjective. These issues were identified and the researcher constantly referred to 

them during data collection and analysis process, in order to assess their influence on the 

research process and study findings. 

Transferability refers to the generalizibility of the findings, which means the extent to which 

the information can be transferred to other settings. If there is to be transferability of the findings 

in qualitative research, the burden of proof has been argued to lie less with the original 

investigator and more with the person seeking application elsewhere (Lincoln & Guba, 1985). 

However, in order to allow the reader to properly assess the transferability of the findings, a rich 

and thick description of the data (Lincoln & Guba, 1985) collected in this study was produced in 

the study's final report. 

Dependability of qualitative inquiry accounts for the traditional concept of reliability, which 

is typically demonstrated by replication. If two or more repetitions of a similar inquiry process 

under essentially similar conditions yield similar findings, the reliability of the inquiry is 

established (Kirk & Miller, 1986). Since there is no validity without reliability, and thus no 

credibility without dependability, measures we have taken to demonstrate the former are 

sufficient to establish the latter (Lincoln & Guba, 1985). 

Keeping a reflexive diary helped to attain the confirmability or the objectivity criteria of the 

inquiry. In a personal journal, as needed, the researcher recorded notes regarding day-to-day 

activities, self-reflections, methodological decisions and accompanying rationales made. This 
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information was discussed with the study supervisor and was included and analyzed with the 

data. 

2.7 ETHICAL CONSIDERATIONS 

This study was subject to review and approval by the Conjoint Medical Ethics Review Board 

of the University of Calgary (Appendix E). Each key informant was asked to sign a letter of 

informed consent (Appendix F) and a copy was given to keep for her/his records. The informed 

consent detailed the participant's rights to not answer particular questions and, if found 

appropriate, to terminate the interview without penalty. Individual interviews were arranged to 

ensure informant's confidentiality. They were held at the location that the interviewee preferred 

and in all but one case (telephone interviewing) included interviewees' offices. Interviewees 

were asked to consent to audio - recording of the interview. All interviews were transcribed by 

one transcriptionist who signed a confidentiality agreement prior to engaging in this task. 

This research was non-therapeutic and no physical or emotional risk was imposed on the 

participants. There may have been however, a perceived social risk relating to the expression of 

unpopular opinions about programs or stakeholders. The consent of informants to participate was 

based on the understanding that in order to establish the transferability of the study findings to 

other contexts, programs or inftiatives and the organizations involved would be identifiable. This 

was made explicit in the consent forms and explained to the participants prior to the interview 

commencing. To reduce individual risk, however, all interviewees were assured that names and 

positions of informants in a program or initiative would be kept confidential. Data explicitly 

linked to the interviewees were not used in the study report. To maintain confidentiality, 

description of data in this report remained at times general. 
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To ensure the anonymity of participants, an identification code was used to label audiotapes 

and transcripts. Materials linked to the informant's name or other identifiers were kept in a 

locked file cabinet and only the researcher and the study supervisor had access to it. According 

to the University of Calgary regulations, this study's supervisor will store the list of informants' 

names, codes and the study's raw data for a period of 7 years. 

2.8 SUMMARY 

Qualitative methods were chosen as the most suitable research methods to employ in this 

study. Fifteen programs were identified from which three were selected for further study. 

Triangulation within and between two qualitative data collection methods helped ensure the 

trustworthiness of data: interviews with key informants and review of program documents. 

Interview data were imported into NUD*IST for storage and analysis, but program documents 

were analyzed manually. A template analysis approach was used to analyze the data. Interviews 

and documents of each project and initiative were coded separately and then explored to identify 

common themes that provided the answer to this study's questions. 
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CHAPTER 3- RESULTS I 

3.0 INTRODUCTION 

The purpose of this chapter is to provide a description of each one of the programs and 

initiatives that was studied in-depth. Objective one of this study was to describe key local 

programs and initiatives undertaken during the last decade (1990-2000) and concerned with health 

care policy for ethno-cultural minorities. Fifteen programs and initiatives were identified from 

contacts with the department heads of Government agencies and the executive directors of the 

local community organizations designated to work with ethno-cultural minorities. As described in 

the methods chapter, from the total of fifteen programs and initiatives three were selected for in-

depth study. For brevity the term "program" will be used from here on in this report. In the first 

section of this chapter, a list of all the identified key programs is presented, including a brief 

description for each program. In the following sections, a separate description of the three selected 

programs is presented. Proceeding the description is a review of methods used to obtain the data 

for the program. Then description of each program is organized in the way that allows the best 

portrayal of that program. Overall description pertains to the following themes: 1) history of 

development of the program; 2) issues the program addressed; 3) stakeholders involved; as well as 

activities performed and resources committed to the program. Furthermore, the programs are 

described in terms of their strengths and weaknesses, including perception of informants as to why 

these programs and initiatives were key local undertakings concerned with health care policy for 

ethno-cultural communities. 

3.1 SUMMARY OF KEY LOCAL PROGRAMS AND INITIATIVES DURING LAST DECADE 

Table I presents the 15 key local programs identified during data collection, undertaken during 

the last decade (1990-2000) and identified by stakeholders involved as concerned with health care 
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policy for ethno-cultural minorities. A brief description of each program, including the time the 

program operated, and organizations that hosted and identified the program during data collection 

process is presented in this table. 

It is noticeable that most of these programs operated in the area of public health, health 

promotion and disease prevention. They focused on content specific areas, such as: workplace 

health and safety; smoking cessation; maternal and child health; dental and eye health; infectious 

disease; and mental health. Some of these programs were entirely focused on health education and 

development of health education resources (workplace health and safety, smoking cessation), 

whereas some other programs provided health care services, such as: mental health, infectious 

disease, maternal and child health and health screening programs and initiatives. 

Only one of these programs was a collaborative research study of various stakeholders and a 

few of the programs have primarily focused on health system change and reorientation of health 

services (CMHCI, SICOME, CHR's Interpretation and Translation Services). Although some of 

these programs targeted the whole population of immigrant and ethnic minorities, a number of 

them worked with subgroups of these populations: women, children and elderly. 

A number of these programs and initiatives were initiated and coordinated by government 

agencies, federal and provincial institutions but carried out in collaboration with local 

organizations, immigrant serving agencies and ethnic minority associations. 

Another considerable number of these programs were initiated and coordinated by immigrant 

serving organizations, which then, in the course of delivery of their programs, collaborated with 

various local government agencies. 



Table 1. List of key programs undertaken locally during the last decade (1990.2000) and perceived by stakeholders involved as concerned with 
health care policy for ethno-cultural minorities 

Program Identifying Organization Time Period the Program 
operated 

Brief Description 

Occupational Health and Safety-Training the 
resource People Project 

Alberta Community Development, CCIS, Canadian 
Heritage 

- 

Began in 1993 and continued until late 1998 This program aimed at developing train the 
trainers Occupation Health and Safety 
Resource manuals. Trainers were thought to 
be leaders of ethno-cultural minorities, who 
would then educate their group members on 
issues of occupation health and safety. 

2. A Healthy Family in Canada: New Canadian Family 
Tobacco Education Project 

CCIS Began and finished mid 1990s This was a resource development and health 
education project, intended to address 
smoking cessation for new Canadian 
families. 

3. The Case for Culturally Sensitive Health Care: A 
Comparative Study of Health Believes Related to 
Culture in Six North East Calgary Communities. 

CHR, CCIS, Canadian Heritage, Alberta 
Community Development 

- 

Began and finished in 1994 An interdisciplinary research team conducted 
a two part study in 6 diverse NE Calgary 
communities. Part I focused on consumer's 
health believes. Part II on attitudes of health 
care providers. 

4. Calgary Host Program for Survivors of Torture CC/S, Alberta Community Development Began in 1996 and continued after 2000 This project is designed to offer social 
support to refugees or people who have 
been subjected to torture and have 
experienced trauma due to political instability 
in their country of origin or during the 
migration process to Canada. A professional 
network of psychologists, medical staff and 
social workers provide services. 

5. Best Beginning Program (Maternal and Child Health 
Program for Immigrant Women) 

CIWA, CHR, Canada Immigration and Citizenship, 
United Way of Calgary 

Began late 1990s and continued after 2000 This is an outreach program for pregnant, 
high risk women. It provides information, 
food and milk supplements as well as 
referrals for women who are financially, 
socially at risk, or culturally isolated. The 
program employees multilingual outreach 
workers to support pregnant immigrant 
women. 

CHR - Calgary Health Region; CCIS - Calgary Catholic Immigration Society; CIWA - Calgary Immigrant Women Association; CIAS - Calgary Immigrant Aid Society; 
CCCSA - Calgary Chinese Community Services Association. Note that the name of the organization hosting the program or initiative is italicized. 



6. Calgary Multicultural Health Care Initiative C/AS, Alberta Community Development; CHR, 
CCCSA, Canadian Heritage, City of Calgary, dC 

Began in 1998 and finished January 2001 This initiative aimed to promote a more 
equitable, inclusive model of health care for 
first generation Canadians, which would 
improve their access to health services. 

7. Calgary Language Bank Services C/AS, CHR, CCIS, Alberta Community 
Development 

Began in 1990 and continued after 2000 The language bank is a volunteer based 
program that utilizes language skills of its 
volunteers to provide translation and 
interpretation services over 66 languages. 

8. Mosaic Centre C/AS, Canada Immigration and Citizenship Began mid 1990s and continued after 2000 Provides different programs for immigrant 
children, youth and parents. Serves as a 
drop in Centre and encourages immigrant 
children's socialization and language 
development and helps parents build support 
networks. Offers workshops on health and 
provide counseling for mental health issues 
affecting immigrant children and their 
parents. 

9. Services for Seniors (Jadish - Russian Seniors) Calgary Jewish Family Service, CHR Began in 1997 and continued after 2000 A multidisciplinary team of professionals 
assists elderly from this ethnic group by 
providing home care services and health 
education that increases their ability for 
independent leaving. 

10. School Dental Care Services for Children Without 
Dental Care Coverage 

Calgary Board of Education, CHR Began and ended early 1990s The project Provided Dental Health 
Education and in school dental care services 
for children from low income families, 
including immigrant families. 

CHR- Calgary Health Region; CCIS - Calgary Catholic Immigration Society; CIWA - Calgary Immigrant Women Association; ClAS - Calgary Immigrant Aid Society; 
CCCSA - Calgary Chinese Community Services Association. Note that the name of the organization hosting the program or initiative is italicized. 



11 A Vision Testing Program for Immigrant Children in 
Schools 

Calgary Board of Education Began and ended mid 1990s Sponsored by a local foundation, this was a 
one time mobile test site, set up to offer 
visual screening for immigrant children. 

12. SECOME (Calgary Eastside Committee on 
Multicultural Issues) 

CCIS, CHR, Alberta Community Development Began in 1996 and continued after 2000 This serves as a vehicle for consultation and 
cooperation among human service providers, 
ethno-culturally communities in the Eastaide 
of the city and service users of Calgary and 
in so doing, intend to improve, enhance, 
create, promote community based services 
in these communities. 

13. CHR Interpretation and Translation Services CHR, Alberta Community Development Canadian 
Heritage, Calgary Jewish Family Service 

Began in 1997 and continued after 2000 The program aims to developing a region 
wide interpretation and translation services 
model, including policies and operational 
procedures in this area for the region. 

14. Flu Vaccination with Ethnic communities CHR CCIS, Canadian Heritage Began in 1997 and finished in 2000 Staff of CHR community clinics in 
collaboration with multilingual outreach 
workers from ethnic minorities and immigrant 
serving organizations worked in this initiative 
to recruit adult seniors form the South Asian 
community and provide seasonal flu 
vaccinations. 

15. The Alberta Program for the Early Detection of 
Breast Cancer 

Alberta Cancer Board, United Way of Calgary, 
Aga Khan Shia Imam Council for Prairies 

Began late 1990s and continued after 2000 Provides screening mammograms and 
information on breast health for women aged 
50 and over. The program works with various 
immigrant serving and ethno cultural groups 
to provide breast cancer screening for these 
populations. 

CHR -  Calgary Health Region; CCIS - Calgary Catholic Immigration Society; CIWA - Calgary Immigrant Women Association; CIAS - Calgary Immigrant Aid Society; 
CCCSA- Calgary Chinese Community Services Association. Note that the name of the organization hosting the program or initiative is italicized. 
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The length of time these programs operated varied from one to the other. Most of the programs, 

began mid to late 1990's. Eight out of 15 of these programs and initiatives continued to function 

after the year 2000. A few of them lasted for a short time, whereas most of them operated three or 

more years. 

The three programs chosen for further investigation in this study are: 1) Occupational Health 

and Safety - Training the Resource People Project; 2) CHR Translation and Interpretation 

Services; and 3) Calgary Multicultural Health Care Initiative. A complete description of each one 

of these programs follows. 
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3.2 OCCUPATIONAL HEALTH AND SAFETY - TRAINING THE RESOURCE PEOPLE PROJECT 

One of the projects and the first to be studied in depth in this investigation was the 

Occupational Health and Safety - Training the Resource People Project. This project was a 

collaborative multicultural occupational health promotion program between the Calgary Catholic 

Immigration Society (CCIS) and the Southern Occupational Health Resource Services (SOHRS). 

The Occupational Health and Safety - Training the Resource People Project began in 1994 and 

continued until the beginning of 1999. 

3.2.1 Data Collection Methods 

a. Key Informants 

As described in the proceeding chapter, five key informants were identified for the study of the 

Occupational Health and Safety - Training the Resource People Project, and three were 

interviewed. Informants interviewed represented both organizations and were key players in the 

inception and the implementation of the project. 

b. Document Review 

Two sets of documents were reviewed for this project. The first set consisted of the annual 

reports of SOHRS, minutes of the SOHRS staff and the SOHRS advisory committee meetings; 

minutes of the SOHRS Multicultural Action Committee meetings; and resource documents that 

described the goals, objectives, activities and structure of the SOHRS. Similarly, annual reports 

and service description documents that stated mission, activities and structure of the CCIS were 

reviewed. 

The second set of documents reviewed consisted of materials relating to the collaboration itself 

and included project proposals, letters of communication between project players in the two 

organizations and educational materials produced during the collaboration. Due to an internal 
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policy of the CCIS to dispose of materials older than 5 years, considerably fewer materials 

documenting this collaboration were obtained from the CCIS than the SOHRS. 

3.2.2 Program Description 

The description of this program is organized in two sections. First, the structure, goals and 

objectives, activities and resources of individual organizations are described. Second, a discussion 

of the collaborative project follows with a consideration of the project's history and structure; 

goals, objectives and stages of project development; project strengths and weakness; as well as 

characteristics, as perceived by stakeholders involved, which make this project key. 

3.2.2.1 Collaborating Organizations 

I. Calgary Catholic Immigration Society 

a. Structure 

The Calgary Catholic Immigration Society (CCIS) was formally incorporated as a non-

governmental organization in 1981. This organization provides services and assistance to refugees 

and immigrants arriving in Southern Alberta. Its management structure includes an Executive 

Director who is accountable to a volunteer Board of Directors. This agency provides a variety of 

services to its clients, operating through three major divisions: Resettlement/Integration Division; 

Employment Division; and Community and Education Division. In 1993, CCIS represented one of 

the largest immigrant serving organizations in Calgary, best positioned in terms of provision of 

employment services for immigrant and refugee population. From 1985 to 1993, CCIS researched, 

designed and incorporated 15 training programs funded by the Canadian Job Strategy. 

Incorporated in the activities of its job training club, CCIS programs and services began to address 

some of the occupational health and safety issues faced by its clients. 
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b. Activities 

Responsible for a placement at the time of approximately 300-400 new immigrants and 

refugees in Alberta's tourism industry, CCIS was faced with the need to address some of the issues 

of occupational health and safety. Initially, with the assistance of specialists from Alberta 

Occupational Health and Safety and the Workers' Compensation Board, presentations were 

organized and delivered to new immigrants in the CCIS job finding club. This led to a 

collaborative effort between the Alberta Occupational Health and Safety and CCIS to translate into 

several languages a few occupational health and safety materials. In June of 1991, CCIS sponsored 

a special workshop on immigrants' stress, in which CCIS clients and representatives from 

community agencies participated. In May of 1992, two representatives of CCIS joined the SOHRS 

Multicultural Action Advisory Committee. By the summer of 1992, CCIS and the Alberta 

Occupational Health and Safety were working together in a pilot project to deliver workshops on 

occupational health and safety for CCIS Vietnamese, Spanish, Chinese and English speaking 

clients. 

c. Resources 

Staff of CCIS, primarily working in the Employment Division, and other CCIS staff and 

volunteers with language skills primarily in Vietnamese, Spanish, Chinese and Punjabi were 

mainly involved in the activities taking place. 

H. Southern Occupational Health Resource Services 

a. Goals and Objectives 

The Southern Occupational Health Resource Services (SOHRS) was a project of the University 

of Calgary, Department of Community Health Sciences. SOHRS was established in 1990 through 

a grant from the Occupational Health and Safety Heritage Grant Program of the Alberta 
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Government to address occupational health and safety to the small workplaces of Southern 

Alberta. SOHRS was a project to assist owners, managers and employees in small workplaces in 

improving or learning more about occupational health and safety by providing information about 

health hazards, chemicals and processes found at workplaces, as well as their rights and 

responsibilities related to occupational health and safety. In 1990, statistics of the Calgary 

businesses by size showed that approximately 96% of companies fell under the jurisdiction of 

SOHRS small businesses (with 50 or fewer employees). In addition to acknowledging that small 

workplaces were underserved by existing occupational health programs, the Occupational Health 

and Safety Heritage Grant Program recognized barriers to communicating occupational health and 

safety information to workers and employers, including those with English as a second language. 

Therefore, SOHRS adopted as its mandate a focus on the most vulnerable workers, namely 

multicultural workers, youth and women. The project was planned to implement the following 

components: 1) Creating a resource information centre; 2) Conducting research; 3) Establishing an 

Occupational Health and Safety Hot Line; and 4) Collaborating and partnering with the community 

to develop and implement health promotion programs in occupational health and safety. 

SOHRS operated using a health promotion model. The foundation of the workplace health 

projects was related to understanding that health in the workplace contributes to and is interlinked 

with health at home, and they both contribute to and are interlinked with a notion of healthy and 

strong communities. To strengthen community action and influence the inequalities to deal with 

the occupational health system affecting immigrants and ethnic minority populations, SOHRS was 

interested in developing collaborative and partnership health promotion programs with immigrants 

and ethnic minority organizations, which would be sustainable by local organizations, with the 
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potential to be duplicated elsewhere. SOHRS was, however, restricted by the Heritage Grant of the 

Alberta Government to independently apply for external funds to support these initiatives. 

b. Resources 

SOHRS operated with grant money from the Occupational Health and Safety Heritage Grant 

Program of the Alberta Government. Grants were provided in two periods: the first from 1990-

1994; and the second from 1994 - 1997. With the termination of funds in 1997, SOHRS came to an 

end. SOHRS employed a part time director, a part - time development specialist and a response 

coordinator in charge of project implementation. 

c. Structure 

The Director of SOURS was accountable to an advisory committee. The advisory committee 

was made up of representatives from the University of Calgary, Department of Community Health 

Sciences and the Occupational and Environmental Clinic; Alberta Labor, Occupational Health and 

Safety; and the Calgary's business community (NOVA Corporation and small business sector). In 

addition, the SOURS Multicultural Action Advisory Committee, chaired by the Director of 

SOHRS, was initiated and established by the SOHRS staff in 1992. 

d. The SOURS Multicultural Action Advisory Committee 

During 1991-1992 the SOURS staff met with local immigrant organizations (CCIS, Calgary 

Immigrant Aid Society [CIAS], Calgary Immigrant Women's Association [CIWA]) Calgary Urban 

Project Society (CUPS) and Alexandra Community Health Centre (ACHC) to discuss issues of 

occupational health and safety for the multicultural workers, describe the SOHRS services and 

invite their collaboration. At the same time, SOHRS became a member of the Calgary Interagency 

Immigrant Services Network, a network of front line service agencies meeting the needs of 

Calgary's immigrant population. 
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In April 1992, SOHRS organized a round table on multicultural occupational health with the 

Labor Minister at the time. As a follow up to that meeting SOHRS, in collaboration with the 

Calgary Office of Alberta Occupational Health and Safety, sponsored an informal workshop with 

Calgary's immigrant serving and ethnic organizations to identify multicultural issues, strategies 

and opportunities for healthier workplaces and invited participants to form a Multicultural Action 

Advisory Committee to SOHRS. Sixteen out of the 25 attendees in this workshop offered to be 

part of the SOHRS Multicultural Action Advisory Committee. The committee was thought to have 

a broad representation of organizations and cultures and involve people knowledgeable about 

workplaces. The purpose of this committee was to assist SOHRS in identifying unique barriers to 

healthy workplace in a multicultural setting and ways that SOHRS could be involved in promoting 

healthy workplaces for ethno-cultural minority groups. The most important aspects of the 

Multicultural Action Advisory Committee contributions to SOHRS were identified as follows: 

"To identify multicultural issues in health and safety; to identify target priority goals; and 
provide community contact and representation." 

The Committee met monthly between 1992-1994 at the Calgary Multicultural Centre. 

Committee members represented a variety of local immigrant and ethnic organizations. 

Membership in the committee changed over time, to include new members who most often 

replaced resigning committee representatives. An overall list of the organizations represented in 

this committee is provided in Figure 1. 

Fig. 1. List of organizations represented in the Multicultural Action Advisory Committee 

Calgary Catholic Immigration Society (CCIS) 
Calgary Interfaith Community Action 
Calgary Chinese Community Service Association (CCCSA) 
Calgary Immigrant Aid Society (CIAS) 
Mennonite Centre for Newcomers (MCN) 
Calgary Association for Young Immigrants 
Calgary Multicultural Centre 
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The United Way, Multicultural Change 
Minority Achievement Program, YMCA 
Southern Alberta Heritage Language Association 
Society for Cultural and Multicultural Programs 
Calgary Urban Project Society (CUPS) 
Alexandra Community Health Centre 
Greater Forest Lawn Initiative Council 
Council of Sikh Organization 
Ghanaian Community 
Fijian Community 
Afghan Cultural & Charitable Society of Alberta 
Calgary Vietnamese Canadian Association 
Polish Canadian Association of Calgary 

The SOHRS Multicultural Action Advisory Committee disintegrated by the end of 1994. Staff 

of SOHRS made an attempt in 1995 to reorganize this committee. CCIS and Calgary Chinese 

Community Service Association (CCCSA) (with which SOHRS was working at that time in a 

partnership project, initiated in 1993 to address occupational health and safety in small workplaces 

in the Chinese community) were approached by the Director of SOHRS at the time, requesting that 

the two agencies regain some of the functions of the ex-Multicultural Action Advisory Committee. 

This attempt did not succeed and in its latter years the Multicultural Action Advisory Committee 

was not part of the SOHRS structure. 

e. Activities of SOHRS leading to the Occupational Health and Safety - 
Training the Resource People Project 

As part of its research activities, SOHRS in collaboration with the Canadian Mental Health 

Association, conducted in 1992 a study on the mental and occupational health needs of immigrants 

in Calgary. The study found that available occupational health services were not appropriate for 

immigrant clients and that language was a barrier to help seeking. This study also demonstrated 

that training in cross cultural work was virtually unheard of and no direct means of informing 

immigrants of occupational health services were in place. In 1993, the SOHRS initiated another 

research project to determine the rates of the occupational injuries among newcomers to Canada as 
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compared to long time Canadian residents. As expected, the study found that these rates were 

significantly higher for the immigrant population. Findings of these studies were shared with 

members of the Multicultural Action Advisory Committee. To address some of the research 

findings and issues raised by the Multicultural Action Advisory Committee and under its direction, 

the SOHRS worked initially to develop in different languages simple workplace and safety 

pamphlets (workers' information sheet with information on solvents, Workplace Hazardous 

Materials Information System [WHIMS], the Workers' Compensation Board [WCB]) which were 

then distributed using connections with the immigrant interagency network and ethnic radio 

stations. CCIS was at that time internally working to address occupational health and safety needs 

of its clients and, therefore, was best positioned to support the SOHRS work for translation and 

distribution of occupational health and safety materials. Gradually SOHRS and the Multicultural 

Action Advisory Committee came to realize that the need was much greater than what the sporadic 

promotion and education efforts undertaken were able to address, and thus, in October of 1992 the 

committee recommended that SOHRS focus on a "train the trainers" pilot project. 

The pilot project was intended to provide knowledge about occupational health and safety 

issues, legislation and multicultural related matters to employment counselors, settlement officers 

and community representatives, who already had presentation skills, credibility and were able to 

work with members of immigrant and ethnic minority groups. Secondary to this objective was the 

intent to create a network of trained occupational health and safety representatives from different 

ethnic groups and immigrant organizations. 

Prior to launching the train the trainers pilot project, SOHRS did a survey of immigrant serving 

and ethno-cultural organizations to assess the level of support for such a course. One hundred sixty 

letters were sent to different organizations and 13 of these organizations indicated that they would 
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send from 31 to 36 representatives to receive this training. This pointed out the need and validated 

the Multicultural Action Advisory Committee's assertion that there was demand for such training. 

The pilot project was a joint activity of SOHRS and organizations represented in the 

Multicultural Action Advisory Committee. Members of the Multicultural Action Advisory 

Committee helped to establish learning objectives and the content of the training; promoted the 

project; assisted in recruiting members of the ethnic groups and their staff as trainees; and supplied 

the space in their facilities to hold the training. The SOHRS staff organized and provided training. 

Overall 4 pilot training sessions were held in October of 1993 with a total of 22 participants. 

Evaluation of the pilot was part of the project's overall design and had two main goals: to evaluate 

and accordingly revise the content of the training and to determine further education needs of 

trained representatives. The evaluation results of the pilot project indicated that the train the 

trainers project should be continued, but to address some of the weaknesses identified during the 

pilot, it was suggested that a group leader's kit be developed. The manual was to be used as a 

resource to train members of ethno-cultural communities about basic health and safety regulations 

and resources. 

Following is presented Figure 2, which illustrates graphically the organization structures of 

SOHRS and CCIS and areas of collaboration between these two organizations. 



Fig. 2. Occupational Health and Safety - Training the Resource People Project. Organizations' structures and areas of collaboration 
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3.2.3 The Occupational Health and Safety - Training the Resource People Project. 
A Collaborative Project of CCIS and SOHRS 

In pursuit of the evaluation results of the train the trainers pilot project, and considering the 

expertise offered and the role played until then by the CCIS, the SOHRS sought the collaboration 

of the CCIS in the beginning of 1994. At this time, a joint proposal was submitted to Health 

Canada, Health Contribution Fund to develop and print materials to train occupational health and 

safety resource people. The proposal was approved and Health Canada, Health Contribution Fund 

granted approximately $15,000 for this project. CCIS was in charge of fund administration, but 

both organizations planned to share the expertise and human resources for the development of the 

materials. One project coordinator was hired by SOHRS and CCIS to complete the project 

objectives over the course of seven months. 

The project goal was to produce the "train the resource people" manual. The manual was 

supposed to serve as a resource to train staff of immigrant serving agencies and members of ethno-

cultural minorities about basic health and safety regulations. The information included in the 

manuals was considered necessary to enable people to act upon rights and responsibilities, access 

services, and in so doing, to prevent occupational injuries. 

In addition, as immigrant serving agencies became familiar with the occupational health 

system, it was proposed that their health services would be strengthened. Through training and 

development of resource information, agency staff were believed to be empowered to advocate for 

changes to the system, so it would become more accessible. 

The Occupational Health and Safety - Training the Resource People project was therefore 

established to meet the following objectives: 

a) produce a group leader's kit with modules that can be adopted for use in various training 

sessions; 
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b) test the kit in a second train the resource person training session; 

c) make final modifications to the kit based on the recommendations coming out of the session; 

and 

d) produce, publicize and distribute the kits. 

The project began in March of 1994 with the production of an initial draft of the manual. 

Materials indicated to be useful by participants involved in the pilot project were incorporated in 

the first draft. By April, the draft manual was distributed to members of the SOHRS Multicultural 

Action Advisory Committee, selected staff of immigrant serving organizations, the Alberta Labor 

Occupational Health and Safety experts, as well as members of the SOHRS Advisory Committee, 

for their review and input. The draft manual, including suggestions and recommendations for 

revision from stakeholders, were then used to hold a few training sessions with resource people. 

The resource people who attended the sessions were recruited from many service providers, such 

as the University of Calgary Occupational Health Clinic; Alberta Labor; the Workers' 

Compensation Board; as well as agencies serving local immigrant groups, such as: the Mennonite 

Centre for Newcomers (MCN), the CIWA, the Calgary Vietnamese Association and the Arusha 

Centre. No record was found of the number of participants who attended these sessions, but 

various stakeholder representatives attending the sessions provided input during the evaluation of 

the draft manual. Furthermore, follow-up interviews were conducted with participants, to identify 

changes needed in the modules incorporated in the manual. By the end of 1994, after the long trial 

of testing and revisions, the train the resource people manual was sent for printing and publication. 

In February, 1995 the manual "Working together for health and safety. A step by step manual for 

training new Canadians to be occupational health resource people - Facilitator's kit" (Original title: 
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Train the resource people project) was produced. Figure 3 presents a summary of the "train the 

resource people" project timelines. 

Fig. 3. Training the Resource People Project timelines 

March 1994 - Produce the initial draft of the manual 
April 1994 - Review by committee and experts 

- Prepare for training session 
May 1994- Hold the training session 
June 1994 - Review evaluations 
July - August 1994 - Follow up interviews 

- Write the final project report 
September 1994 - January 1995 - Print and publicize the module 

The manual contained modules to cover four sessions of varying lengths, to be delivered 

separately or together, based on the priority topics identified by the intended audience. SOHRS and 

CCIS held copyright of the manual. The Community and Education Services Division of CCIS and 

SOHRS were the contacts for information related to the manual, and both organizations agreed to 

publicize and disseminate the manual as an occupational health and safety resource-training 

document. 

3.2.4 Disseminating the Facilitator's Kit as an Occupational Health and Safety 
Resource Training Document 

The production of the manual was not considered by the collaborating organizations to be an 

end in itself. The manuals were considered tools to be used to train staff of immigrant serving 

agencies and members of ethno-cultural minorities about basic health and safety regulations. 

Project stakeholders planned to provide a copy of the facilitator's kit, as part of training, to all the 

original occupational health and safety trainees /resource people. It was expected that the original 

trainees would become potential resource people, who would disseminate the information 

contained in the manual to other members of their group. 



54 

To accomplish this plan, CCIS supported by SOHRS submitted a proposal to the CHR Partners 

for Injury Prevention Fund by the end of 1996. The proposal outlined the project's goal to use the 

facilitator's kit and provide training in several ethno-cultural minority groups, and consequently 

support a network of occupational health and safety of ethno-cultural trainees. CCIS in 

collaboration with SOHRS proposed to achieve in the course of one year (between February 1st, 

1997 to January 31, 1998) all of the following project objectives: 

1) CCIS should recruit a part time project coordinator, responsible to: 

- Recruit 15 people from at least 5 different ethnic groups willing to become resource people in 

occupational health and safety for members of their group; 

- Organize a training program for the 15 resource people using the facilitator's kit; 

- Obtain agreement from the initial trainees that they conduct 2 training sessions with members of 

their ethnic group within 6 months of having received training themselves; 

- Correspond regularly over the course of the year with the resource people regarding the topics of 

their interest; 

-Hold at least 2 follow up meetings with trainees to facilitate networking; and 

-Collect data for the evaluation of this project. SOHRS must coordinate the evaluation of the 

project and submission of the evaluation reports to the sponsoring organization. 

2) Assuming that at least 11 of 15 recruits continue after the training and that the majority hold at 

least 2 additional training sessions, to have at least 20 additional training sessions over the course 

of 6 upcoming months. 

3) To produce a report on the project that can be used to recommend modifications to the project 

and to replicate the project in other regions. 



55 

CCIS proposed to manage funds primarily to be used for a coordinator's salary and the 

compensation of consultants to be involved in training the resource people. The proposal included 

the commitment of both organizations to oversee the project's implementation. Both organizations 

agreed to consult with the project's coordinator and provide in-kind donations. CCIS agreed to 

provide office space and cover the coordinator's expenses for project operations. SOHRS funds 

were coming to an end (SOHRS was terminated in March of 1997), but SOHRS consented to 

cover project expenses for office supplies, copying and postage, multi-language posters for the 

promotion of the project and training manuals. Calgary's Multicultural Centre offered to provide 

its meeting room as an in-kind contribution to the project. This proposal was approved by the 

CHR, Partners for Injury Prevention Fund, which granted approximately $19,000 to the project. 

As planned, in the beginning of 1997 CCIS hired a project coordinator, who according to the 

project objectives began to recruit people form Calgary's ethnic minority groups who would serve 

as occupational health and safety resource people. CCIS sent an official invitation to 20— 30 ethnic 

minority organizations, using a list prepared and compiled by the Alberta Multiculturalism 

Commission. To the surprise of the collaborating organizations and project staff, not a single 

response was received to this invitation. Under the pressure to deliver the project and achieve its 

objectives, CCIS, SOHRS and project staff agreed to redirect the training. Instead of recruiting 

resource people who would become occupational health and safety trainees, they agreed to 

provide, as permitted by the limited resources, occupational health and safety training directly to 

ethnic community members, clients of the immigrant serving agencies, immigrant workers and 

employees of Calgary's small business. The changed project plan was focused at the incorporation 

of occupational health and safety training as part of services provided in an ethnic or immigrant 

serving organization or in a workplace. 
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According to this second plan, the project coordinator first initiated the development of a 

participant's training kit. A resource person trained in teaching English as second language was 

recruited to assist with the modifications of the facilitator's kit and develop the participant's kit. 

Staff of SOHRS did offer technical expertise for the design and development of the participant's 

kit, considering the experience it had accumulated during the development of the facilitator's kit. 

The participant's kit was supposed to contain similar information as the facilitator's kit, but the 

information was to be presented using very simple English, understandable by members of 

immigrant and ethnic groups with varying English skills. In the summer of 1997, the participant's 

kit was introduced. As with the facilitator's kit, CCIS and SOHIRS held the copyright of the 

document. Following the development of the participant's kit, the coordinator of the project 

personally contacted leaders and staff of various local ethnic and immigrant serving organizations. 

Ethnic and immigrant organizations, as well as public institutions offering English as a second 

language (ESL) training programs or employment services were first approached (Employment 

and ESL Training Programs of Alberta Vocational College [AVC], Bow Valley College [BVC], 

CCIS & MCN). In addition, CarGill Foods, a local business recognized by immigrant 

organizations to employee generations of immigrants and refugees, was contacted. The project was 

also promoted by the Occupational Health and Safety magazine of Alberta Labor. These 

organizations and this employer were asked to provide support to the project by allowing staff and 

clients to attend to 6-8 hours training on occupational health and safety, which could be delivered 

as part of their other services. The response to this request varied from organization to 

organization, but after negotiations a total of approximately 15 training sessions were held with 

staff and clients of various agencies and businesses, succeeding to train approximately 170 

immigrants and members of ethnic minority groups. The participant's kit was used as a training 



57 

tool, which was distributed to all participants attending training sessions. The project funds ended 

in January of 1998. CCIS continued to support the program over the summer of 1998, using 

internal funds for the sustainability of the coordinator's role, but sought funds that would allow the 

establishment of this project as part of CCIS programs and services. In March of 1999, the CCIS in 

partnership with the Centre for Immigrant Women in Edmonton submitted to Alberta Labor a joint 

proposal seeking funds for the establishment of an occupational health and safety community 

resource Centre for culturally diverse populations of Calgary and Edmonton. The proposal was 

unsuccessful and thus, 1999 marks the end of the Multicultural Occupational Health and Safety 

Project. A timeline of major events preceding the Occupational Health and Safety - Training the 

Resource People Project and during the project is presented in Figure 4. 

Figure 5 and its following explanations graphically represent the above description, 

emphasizing the inter-connection between and among various players and projects initiated in the 

area of multicultural occupational health. 



Fig. 4. Training the Resource People Project timeline of major events 

1990 - SOHRS established. 

1992- SOHRS & Alberta Labor! Occupation Health and Safety sponsors a workshop to identify multicultural OH&S issues. 

1992- Multicultural Action Advisory Committee to SOHRS was formed following the workshop. 

1991-1992 - The CCIS organizes community workshops on immigrant stress and begins to collaborate with Alberta 
Labor/Occupation Health and Safety on delivering few workshops on O&HS for its clients. Alberta Labor/Occupation Health and 
Safety has sough the CCIS expertise in translating few from their materials. 

1993 - Train the Trainers Pilot project was initiated. Project completed early 1994. Program evaluated by the Multicultural Action 
Advisory Committee to SOHRS as successful. 

1994 - Train the resource people: A collaborative project between SOHRS and THE CCIS to prepare and publicize a trainers kit was 
initiated. Publication of the resource kit completed by January 1995. 

1996 - SOHRS and THE CCIS jointly proposed and initiated the implementation of the Train the Resource People Project (Train the 
Trainers). 

1997- THE CCIS supported by SOHRS initiates the implementation of Train the Resource People Project, Funding for 
implementation of the Project last until early 1999. 

1997 - SOHRS funding ends. SOHRS ceased to exist. 

1999 - THE CCIS fails to secure funding for further implementation and establishment of the Project ceased existing. 



Fig. 5. Chart of inter-connections of funding sources, organizations and projects addressing issues of Multicultural Occupational Health and Safety 
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Explanation notes for Fiq. 5. 

1) Alberta Labor funds the SOHRS and 2) has a representative sitting in the Committee 3) that advises the SOHRS. 
4) A Multicultural Action Advisory Committee created by the SOHRS helps to direct the SOHRS on the Multicultural OH&S Issues. This committee is made of 
representatives from different immigrant serving and ethnic organizations including reps. from the CCIS and the CCCSA. 
5) The Alberta Labor and the CCIS collaborate beginning of 1990s in jointly delivering workshops on OH&S for the CCIS clients and by translating some of the 
OH&S education materials. 
6) This expertise and the resources created are passed at the SOHRS, which under the direction of MAAC also works to develop resource materials on OH&S 
for multicultural population. 
7) The resource materials collected and developed by SOHRS and reviewed by the MMC are utilized to run the Train the Trainers Pilot Project. The project is 
evaluated as successful. MMC suggests that a manual, a module to facilitate training of trainers, be developed. 
8) In the mean time the SOHRS is engaged in research work. With funds from the Canadian Mental Health/ Alberta Division conducts the study on 
9) Mental and OH needs of immigrants in Calgary 
10) Furthermore, the SOHRS undertakes the study on occupational injuries of newcomers to Canada compare to long-term Canadian residents. 
11) Both studies inform and suggest the Train the Trainers Pilot Project. 
12) Substantiated by the research and proven successful during the piloting stage, Health Canada/ Alberta Division provides funds for a collaborative project 
between the CCIS and SOHRS to develop the module to be used during train the trainer's sessions. 
13) Train the Resource People module development project has been Initiated. 
14) To implement the Train the Resource People module and provide training of MOH&S trainers funds were provided by the CHRlPartners for Injury 
Prevention Coalition to 
15) Begin Implement Train the Resource People Project - Training the Trainers, also as collaboration between the SOHRS and the CCIS. 
16) During this phase of the other resource developed by the SOHRS In the course of resource development were utilized, 
17) A totally separate event, the Chinese Community Small Workplace Project was also Initiated by the SOHRS. This project was a collaborative effort 
between SOHRS & CCCSA. The CCCSA is also among ethnic minority agencies represented in MMC. 
18) Chinese Community Small Workplace Project draws from the experience accumulated by other projects of the SOHRS. The CCIS and CCCSA are local 
organizations serving immigrants and ethnic minority groups 

SOHRS - Southern Occupational Health Resource Services, CCIS - Calgary Catholic Immigration Soolety, CCCSA— Calgary Chinese Community Services Association; MAAC- Multicultural 
Action Advisory Committee; OH&S-Occupational Health and Safety MOH&S —Multicultural Occupational Health and Safety; OH- Occupational Health 
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3.2.5 Characteristics that Make the Occupational Health and Safety - Training the 
Resource People Project a Key Health Program Concerned with Health Care Policy 
for Ethno-Cultural Minorities 

Informants perceived the Occupational Health and Safety - Training the Resource People 

Project as a key health program concerned with health care policy for immigrants and ethno-

cultural minorities for a number of characteristics. 

First, they spoke of the fact that this project was implemented early in the 1990's and thus, was 

one of the first multicultural health projects initiated locally. Furthermore, the issues this project 

addressed were at the time and continue to date to be of importance to the immigrants and their 

serving organizations. 

"The time we did it, yes it makes the program key... because the issue is extremely important 
and it is not gone go away. It has indeed become more important as we have more people coming 
to our city." 

Second, the Occupational Health and Safety - Training the Resource People Project contributed 

to raising local understanding and sensitivity on ethno-cultural diversity in areas not traditionally 

concerned with immigrant and ethnic minority health. In so doing, this project helped to raise the 

awareness on the many facets of ethno-cultural diversity. For this very reason, the informants 

perceived the project a key local program concerned with health care policy for ethno-cultural 

minorities. 

"You say look, we have an issue called diversity in this city. Is not that we talk about present, 
representation of certain, you know, in certain area. It has to be incoiporated in eveiything we do 
about diversity ". 

Third, the Occupational Health and Safety - Training the Resource People Project evolved as a 

collaboration between the University of Calgary and local immigrant and ethnic serving 

organizations. This was an important, distinguishing characteristic of the project. Apparently, 
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development and implementation of this project was the first local collaboration between these 

stakeholders. 

3.2.6 Strengths of the Occupational Health and Safety - Training the Resource 
People Project as Perceived by Program Stakeholders 

Interviewed informants identified a few strengths of the Occupational Health and Safety - 

Training the Resource People Project. 

In the course of program development and implementation, partners involved in this 

collaborative project exchanged expertise and contributed to building each other's knowledge on 

multicultural occupational health and ethno-cultural diversity. Development of resources and 

individual training and the preserving of project activities in the immigrant serving organizations 

beyond the life time of the project itself; were viewed by informants as aspects of capacity building 

and one of the project strengths. Collaboration between some of the stakeholders developed during 

the project lasted beyond the project's lifetime. This was attributed to relationships built between 

players involved and was also valued as a strength of the project. 

"We had this ongoing eh cooperation with the occupational health and safety office at the 
U of C.. ..And some of these partnerships we built then are still going and still we're working with 
University." 

3.2.7 Weakness of the Occupational Health and Safety - Training the Resource People 
Project as Perceived by Program Stakeholders 

One of the project weaknesses identified by informants related to the project design, more 

specifically to its train the trainers approach. Issues around structure and dynamics within ethno-

cultural minority groups were mentioned by informants as reasons to explain this weakness of the 

project. 

"From the start I think 'pause) it should have designed to go to the people directly. It should 
not have design, it shouldn't, shouldn't be, shouldn't have been designed to train the leaders of the 
communities .... Due to community dynamics. It's people's relations, relationship of most people are 
very subjective and it could change minute to minute. If this president of the community or be 
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whatever person of the community is not there, is not available, or is not able to understand this 
program, well how are we to benefit or would not benefit it, it's members then it's just there, it dies 
there. I think it's always good to take it to the people directly." 

Informants also spoke of the inadequate funding for the project as one of its weaknesses. 

Funders' agendas at a particular point in time were mentioned as the underlying cause of this 

weakness. 

"I could say that, that calledfor adequate funding was a weakness. I could say that the fact 
that we couldn't get ongoingfundingfor delivering, that was a weakness... .But they [fhnders] have 
a problem, they have, they could give us money to develop the package, but when we told them to 
implement it, they disagreed; and so, we said we do, are not interested to develop another package 
and put it on the shelf So I'm not criticizing. I'm saying that was the how the system worked." 

".. There are some of the issues that uh unfortunately does not have a high ah place in the 
government orfunders agenda." 

"Prevention is nobody's mandate. At least that wasn't, uh that was the case before. Now may 
have changed Urn actually we are pursuing fundingfor this again." 

Lack of planning for project's sustainability at the time of its design was perceived by 

informants as one of the project's weakness. 

"... The argument urn, on behalf ofAlberta Labor was that Immigrants, they should be able to 
support it and they do not fund programs on a, on a, on a continuous basis. They will fund it one 
time and then let it ah, make itself" 

"It's the concept of training people in the community, training people and they would go and 
become trainers. But the piece that's missing there, is training them to get funding to support the 
gap. Urn, CC'IS or if a multicultural health, occupational health committee did do that it would 
help people and the service became sustainable... if we just had more discussion, if we'd had more 
discussion around step by step like ah. I'm very conscious... .I'm discussing a 1994 project in 
2002." 

The Occupational Health and Safety - Training the Resource People Project used a health 

promotion model primarily focused on the implementation of a health education strategy. This 

focus was also viewed by informants as a limitation of the project and one of its weaknesses. 

"... When you look at the Occupational Health and Safety doesn't mean the injury of the job. 
The person who walks into that job, what kind of a night he had before?  What kind of issues he's 
worrying when he comes from Calgary goes all the way to High River? Ah, is he waiting some 
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phone calls that his child is ill or his wife has to be somewhere? And he's working on machinery 
and with knives and cutting, of course there has to be, there could be ah, eh, an injury. So it's, it's 
more about an accepting workplace, rather than hazards in it. This is, this is my image of what the 
program should be. That doesn't look at just the injury that happens to work, but the mental 
stability, the mental health of the person when he comes in to this job or obtaining work. Is he 
ready for the job? Does he have anything else to worry about? This is what I wanted this program 
to address." 

3.2.8. Summary 

As described, the Occupational Health and Safety Training the Resource People Project was a 

collaborative project between the University of Calgary, SOHTRS and CCIS, focused on the 

development of educational materials to be used for training on multicultural occupational health 

and safety. The project was one of the many multicultural occupational health and safety projects 

initiated by SOHIRS in collaboration with various local ethnic and immigrant serving 

organizations. SOHRS operated with funds from the Occupational Health and Safety Heritage 

Grant Program of the Alberta Government, which also supported the Occupational Health and 

Safety - Training the Resource People Project. 

Informants considered this project a key local program concerned with health care policy due 

to its focus on an important and persistent issue for local immigrant and ethnic groups, the role it 

played on increasing local awareness on multicultural diversity, and its collaborative nature. The 

strengths of the program were mainly perceived as related to the process of collaboration, working 

relationships and building of some capacity for stakeholders involved. Whereas, lack of planning 

for the project's sustainability and its train the trainer approach were perceived as this project's 

weaknesses. 
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3.3 THE CALGARY HEALTH REGION'S INTERPRETATION AND TRANSLATION SERVICES 

The second program studied in-depth in this investigation was the Calgary Health Region's 

Interpretation and Translation Services (CHR ITS). The ITS is an internal program of the CHR, 

initially established as a term project in 1998. However, beginnings of this project predate by many 

years its official start. By the year 2000, the project was established as a region wide program and 

represented one of the CHR' s undertakings in the area of ethno-cultural diversity. 

3.3.1 Data Collection Methods 

a. Key Informants 

As pointed out in the methods chapter, a total of six key informants were identified and 

contacted for the study of the CHR ITS, from whom five were interviewed. The informants were at 

different times key players, directly involved in the initiation and establishment of the CHR ITS. 

All five informants were previous or present employees of the CHR, respectively two previous and 

three present employees of CHR. The sixth informant identified was affiliated with one of the 

immigrant serving organizations in Calgary. This organization was recognized by the CHR to have 

played an important role in the establishment of the CHR ITS. The sixth informant was 

approached by the researcher but refused to be interviewed. 

b. Document Review 

Documents reviewed for this program were obtained from the CHR and included reports on the 

ITS project components and performance, summery of activities, documents outlining major 

events proceeding the establishment of the program, summary reports and minutes of the CHR 

Managing Diversity Committee. A few public documents of the Calgary Immigrant Aid Society 

were also reviewed. 
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3.3.2 Program Description 

Given that efforts to establish interpretive services in the local health sector predate by many 

years the official start of the CHR ITS, its history can be viewed as two phase: the first phase 

evolving prior to regionalization in 1994; and the second phase following regionalization and 

continuing to date. For the purpose of this investigation, however, data related to CHR ITS were 

compiled until the end of the year 2000. Prior to regionalization, efforts and activities to establish 

interpretive services relate to efforts of various local health service organizations. Therefore, the 

following description of the CHR ITS is organized in reference to regionalization and organization 

based efforts and activities that took place to establish this service in the local heath care system. 

I. History of Interpretation and Translation Services Prior to Regionalization 

a. Calgary Health Services 

The start of the ITS in the Calgary Health Services (CHS) is linked to the arrival in Calgary, in 

1981, of Vietnamese and Cambodian refugees. The CHS was at the time in charge of medical 

screening of refugees, believed to address immediate public health risks related to refugees' arrival 

and their acute health needs. In responding to this assignment, the CHS was first faced with the 

need for interpretation services. Given the circumstances, the Medical Officer of Health (MOH) at 

the time approved employment with the CHS of a Vietnamese/Cantonese interpreter to assist with 

the screening process. Upon the completion of the screening process the interpreter remained a 

member of the Calgary Health Services staff. As the integration of refugees into the mainstream 

community began, their health needs changed. Following these changes, the CHS interpreter's role 

was adjusted. The interpreter began working side by side with public health nurses on issues such 

as maternal and infant health, child immunization and nutrition. The following quote from one of 
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the informants illustrates the changes observed in the settlements of refugees within the city and 

the accompanying change in the CHS Vietnamese/Cantonese interpreter's role. 

"Initially this group of re/ligees was concentrated into one part of the city, mainly down town 
and Forest Lawn South East of the city. In time, these groups began to disperse in the city, 
primarily choosing as residential areas the Northeast side of the city and making use of a number 
of community health Centres in the North South East corridor of the city.... Over the years, you 
could see it, the switch or the change of that, those individuals rnovingfrom this downtown core to, 
to Forest Lawn to East Health Centre to Village Square and to Thornhill. This individual urn, 
started to actually provide services, you know, it became known as Vietnamese Clinic.... She 
became based at East Health Centre because the needs were greater there than it was for 
downtown. And because of the need urn, for this individual and, and the amount offlexibility that 
was required, that position was split off in to two individuals. And they both spoke 
Vietnamese... those times implanted the seeds of interpretation services in the health services now. 

In the fall of 1990, the nursing division of the CHS undertook a study, which pointed out that 

inability to communicate in English was one of the multiple barriers faced by immigrants and 

ethnic minorities in Calgary. Data demonstrated that in the course of three months, public health 

services required the assistance of 347 Chinese, 82 Vietnamese, 35 Spanish and 16 Arabic 

interpreters. Study findings also suggested that in addition to language, a combination of barriers 

affected the accessibility of health services by immigrants and ethnic minority groups. 

That same year, in search of a strategy that addressed these barriers including the interpretation 

needs of the Calgary's diverse population, the program manager of the CHS initiated an agency 

wide Multicultural Committee. This committee included representation from all the CHS divisions 

and was supported by consultants from Calgary Catholic Immigration Society and the Alberta 

Multiculturalism Commission. 

" ...Before too long that multicultural committee actually started to encompass more than just 
the public health nursing component. So, we had nutrition come on board and some of our other 
services in those days, urn, like environmental health and so on. Was kind of actually a cross 
representation from the, from the organization in those days. That committee grew and as it did, it 
started to identify more issues that became more organizational issues, more you know more 
systemic kinds of issues that needed to be addressed... We started to question urn, about what we 
really, like what were some of the barriers for people to access public health services." 
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The mandate of the CHS Multicultural Committee was: 1) to facilitate the CHS programs and 

services to appropriately meet the interpretation needs of various cultural groups in Calgary; 

2) to recommend strategies that would enable the CHS staff to become flexible and responsive to 

cultural issues; 3) to advocate for access to community service for all cultural groups; and 

4) increase representation of ethnic groups in the health sector. 

In October of 1991, after a year of deliberations around directions to be taken, the Multicultural 

Committee submitted to the CHS Board of Directors a preliminary proposal, suggesting that the 

CHS hire a half time multicultural consultant to provide leadership to the CHS in this area. This 

proposal was not approved. It was, however, later pursued in what was to become the Managing 

Diversity Barriers Analysis. 

In December of 1991, a session on cultural diversity with simulations that included 

communication and language barriers was sponsored by the Alberta Multicultural Commission and 

held with staff of the CHS. Members of the Multicultural Committee and the MOH also attended 

the session. This event prompted a discussion between the CHS MOH, the Chair of the CHS 

Multicultural Committee and the consultant from the Alberta Multiculturalism Commission. 

During this discussion the need to determine the vision, parameters and evaluation methods of an 

agency wide multicultural project was identified. As a result, in March of 1993, the CHS hired a 

halftime project coordinator and contracted consultants to conduct the Managing Diversity 

Barriers Analysis. 

Data to be collected from the Managing Diversity Barriers Analysis was anticipated to provide 

baseline information, a direction for future action and definition of priorities for the CHS to 

address culture diversity, including the CHS interpretation needs. Upon completion, these analyses 
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emphasized previous understanding of multiple barriers faced by immigrants and ethic groups in 

Calgary and outlined four key areas for dismantling them: 

1) Developing contacts with staff in organizations serving immigrants and ethnic minorities, and 

building partnership with them, in order to reduce language barriers and improve overall access to 

services; 

2) Develop a program for volunteer interpreter training; 

3) Establish an advisory body to the CHS composed of members of Calgary's diverse ethnic 

groups; and 

4) Initiate projects that build on cross-cultural awareness and skills. 

In pursuit of recommendations that came out of this process and in response to the growing 

need for interpreter services that followed, the CHS began to collaborate with immigrant and 

ethnic minority organizations in the city. A unique resource existing in the city that the CBS had 

identified and collaborated with was the Calgary Language Bank. 

The Calgary Language Bank was established in 1990 as part of the Community and Volunteer 

Resources unit of the Calgary Immigrant Aid Society. The Language Bank was and continues to 

this day to be based on the utilization of multilingual volunteers. These volunteers are recruited by 

the CIAS and then assigned to provide Interpretation and Translation Services for new immigrants, 

wherever and whenever is required. 

"...we used in those days, we used urn, the Calgary Language Bank, which is a component of 
Calgary Immigrant Aid Society. And urn, they had urn, what we called volunteer interpreters that 
we were able to access on occasion." 

One of the informants provides in the following quote another example of the CHS 

collaboration with one of the local ethnic organizations, noting particularly the contribution of 

these organizations as conduits to reaching Calgary's ethnic minority and immigrant populations. 



70 

"We started to work with some of the immigrant serving organizations in the city, or you know, 
tap into some of their resources here and there as we needed to. Urn, depending on what kind of 
programs we were running.... With Calgary Chinese Community Association we did a collaborative 
kind of a work around providing health information to the Chinese community through a series qf 
sessions. And so they had an interpreter that was working with that full group of individuals... 
Everything was done by volunteer urn, support... to the good graces of the immigrant serving 
organizations, where they worked in partnership with us to start to reach out to some special 
communities. 

The collaboration of the CHS with local immigrant serving and ethnic minority organizations 

proved to be a complicated process. The number of volunteer interpreters available to satisfy the 

demand for interpretive services across the sectors, the need to shift health organizations' attitudes 

to consider translation and interpretation a valued service, the budgeting for this service, and the 

training of volunteer interpreters were some of the issues that surfaced as collaborations unfolded. 

The following statements from one of the informants, affiliated at the time with the CHS, speaks of 

issues that arose, the process that took place to establish the policies and regulations of the Calgary 

Language Bank and the working relationships established between the latter and the CHS. 

"...I think one of the, the, well one thing that became outstandingfor its is, it was this whole 
issue of very few people able to speak the language.. ..It became evident we had to do something 
about interpretation in the city and so I got involved with the Calgary Immigrant Aid Society and 
sat on their interpretative services. And they also were quite keen on getting interpretative 
services, sort of getting something sorted outfor their clients.... We, we were the ones that 
developed the policy and the procedures around that." 

"...11 must have been 1993, and I remember, we sat on a committee, for a long time with 
representatives of the CIAS, United Way, Bow Valley College, CCIS, ACH, Calgary District 
Hospital Group - volunteer service managers... in terms of how to build iinz, an interpretive service 
within the community. And, and we started off with Calgary Health Services or you know, cause 
that was the area that I was representing.... What we got in terms of developing the policy, we got a 
sense of okay, you don 't have free interpretive services, that you do honor and respect urn, the fact 
that these people have skills and expertise.... We sort of came to an agreement of what the policy 
would be and interpretive service, and Calgary Immigrant Aid was gonna be sort of the contract 
agency. And I think we even drew up contracts. The Calgary Health Services MOH signed off the 
documents saying that if we were in need of interpretive services we would you know; contract it 
through Calgary Immigrant Aid. We didn 't have skilled people within the system. Nor did, was 
there any value on interpretive services, so we had to come up with a strategy like this... .And it was 
really so urn, urn, so new to thinking about paying people .for interpretation, like why would Ipay 
for interpretation when I can ask the cleaning lady to do it for nothing." 
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In 1994, just before the Regional Health Authorities Act was employed in Alberta, the CHS 

collaboration with the Calgary Language Bank was further formalized. The following statement by 

one of the informants relates to this process: 

"...Over time we were able to bit/Id in a budget, where we could then at least pay for that 
support [language bank interpreters]. Gradually we started transition into a more payment kind of 
model like when we moved into some program specific arenas, like our Best Beginning program 
urn. We ended up, I guess that you could almost say, hiring those individuals as our employees, as 
multicultural outreach workers within those ah, language groups that they're now working." 

Thus, evidence points to the fact that before regionalization, the CHS addressed the needs for 

translation and interpretation through a combination of strategies, which included: 

1) in house professional interpreters; 2) collaboration with ethnic and immigrant serving 

organizations; 3) use of internal professional staff with second language capability; and 

4) implementation of service contracts for community volunteer interpreters with inclination for 

development and utilization of the role of multicultural outreach workers. The CHS viewed ITS as 

part of the overall need to address multicultural diversity and since the early 1990s had allocated 

human and financial resources to explore the many dimensions of multicultural healthcare. 

b. Alberta Children's Hospital 

The immediate need for interpretive services was also identified in the course of service by 

staff of the Alberta Children Hospital (ACH). In 1990, the ACH Multicultural Committee, an 

internal committee composed of hospital staff was created to address diversity issues faced by 

health professionals of the ACH. With the leadership of this committee, a study was undertaken in 

January of 1992 to identify the hospital's annual requirements for translation and interpretation 

services. This study found that hospital staff filed a total of 2800 requests yearly for interpretation 

services, and languages such as Arabic and Spanish dominated the requests. In response to the 

identified need, the ACH Multicultural Committee decided to utilize multilingual staff employed 
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in the hospital and collaborate with the evolving interpretive resources of the immigrant serving 

organizations. 

"We did ah, we found that there was a big needfor interpretive services for the hospital. At 
that time we made a list of all the people in the hospital who could speak different languages. And 
we distributed that to the different programs, different disciplines, urn, different clusters in the 
inpatient area. ..and tried to utilize that because there was no money from the hospital to ah, get 
lnterpreiers from anywhere else. Then, we realized there was a Language Bank in the city. 
Gradually that was developed and we participated in that quite a bit, trying to see how we could 
access them for us." 

Clearly, since early 1990s in the context of cultural diversity the ACH also addressed the issue 

of translation and interpretation. 

c. Interpretation and Translation Services of Other Local Health Care Organizations 

Data suggest that other health care organizations in Calgary also worked since early 1990s, 

either collectively or independently, to address the need for interpretation and translation services. 

In 1991, a coalition of local acute care facilities and community health organizations, called the 

Interagency Interpretative Services Committee, was formed. The committee consisted of the Peter 

Lougheed Centre, Salvation Army Grace Hospital, Calgary District Hospital Group, Alexandra 

Community Health Centre, as well as the CHS and the ACH. In 1992, the Interagency 

Interpretative Services committee proposed a two year pilot project, supposed to include: 1) the 

use of the AT&T language line for emergency needs, as well as 2) the creation of a health care 

interpreters bank, with a team of 12 health interpreters, made of 4 mixed sex teams of 3 

interpreters, serving the primary language groups of Chinese, Vietnamese, Arabic and Spanish. 

Each team was designed to have a coordinator who reported to the Interagency Interpretative 

Services Committee consisting of representatives from each participating agency. This proposal 

went to the senior officers of the various institutions, but was never operationalized. Effective 

December 1992, the Calgary District Hospital Group designed a list of staff and volunteers with 
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multilingual skills, who would be available for patients and families requiring language 

interpretation services. Volunteer resources of the Calgary District Hospital Group were in charge 

and responsible for recruitment, updating and distribution of the interpreters' list to users in need. 

"Andl will not, not lessen efforts by some of the other acute care sites. In particular I think of 
of Foothills and Rockyview, where the volunteer directors in those arenas had done afair amount 
of work in trying to urn, establish some sort of modelfor more urn, streamlined and more 
consistent quality kind of interpretation. So there was some kind of meetings going on around 
that, anyways." 

Figure 6 presents a timeline of seminal events that took place prior to regionalization and in 

different health care institutions in Calgary to establish ITS. 

Fig. 6. Timeline of events prior to regionalization of health care services 

1981 - Vietnamese and Cambodian refugees arrive in Calgary. The CHS hires permanently a 
Vietnamese/Cambodian interpreter to assist with refugee medical screening and later in addressing health 
needs of these refugees. 

1990 - The CHS agency wide Multicultural Committee is established. 

1990- The Calgary Language Bank is established as a service of the Calgary Immigrant Aid Society. 

1990 - The ACH Multicultural Committee was formed. The committee compiled a list of ACH staff and 
volunteers with second language abilities to assist children and families requiring interpretation services. The 
committee begins to collaborate with the Calgary Language Bank. 

1991 - The Interagency Interpretative Services Committees, a coalition of acute care facilities and community 
health organizations in the city was formed. 

1992 - The interagency interpretative services committee proposes a two year pilot project recommending the 
AT&T language line to address health emergency needs and the creation of a health care interpreters bank 
for use by all local acute care facilities and community health organizations. Proposal not approved by the 
senior officers of the various institutions; member of the interagency interpretative services committees. 

December 1992- Volunteer resources of the Calgary District Hospital group design and are responsible for 
updating and distributing a list of staff and volunteers interpreters available for patients and families of the 
Calgary District Hospital group requiring language interpretation services. 

March 1993- The CHS hires a halftime multicultural project coordinator and initiates the Managing Diversity 
Barriers Analysis, focused partially on the identification of language barriers for local immigrant and ethnic 
minorities and development of strategies to address them. 
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1993 - The CHS officially recognize the Calgary Language Bank as a local service to contract for health care 
interpretation and translation. 

1994 - The CHS begins to build a budget for interpretive services in some program specific areas and 
consistently pays for the service of community volunteer interpreters, who are considered multicultural 
outreach workers. 

H. History of the CER's Interpretation and Translation Services. Regionalization to 
the Year 2000 

The CRR was established in June of 1994 as a result of implementation of the Regional Health 

Authorities Act (Rutherford, 2001). At this time, differing standards of practice regarding 

translation and interpretation existed throughout the region. Health organizations, structuring the 

region, had until then allocated various amounts of resources to this service. They used a variety of 

strategies and utilized translators and interpreters with widely varied qualifications. In an effort to 

merge practices and develop a centralized service, in 1996, regional acute care facilities presented 

to the CHR's management another Interpretation and Translation Services proposal. This time, the 

plan suggested a more coordinated use of the Calgary Immigrant Aid Society Language Bank, 

together with greater training for interpreters. The proposal did not, however, get operationalized. 

In spring of 1997, a court case of three deaf individuals in British Columbia misdiagnosed and 

ineffectively treated due to a lack of sign language interpreters, took precedence across the 

country; the Supreme Court of Canada ruled that provincial governments must provide interpretive 

services where effective communication is essential to the delivery of medical and public services 

(Citizen, 1997). Following the ruling, the CHR mandated Sign Language Interpretation for the 

Deaf and Hard of Hearing and began to explore the opportunities to respond to the other 

interpretive service needs across the region. 

In May of 1997, the Chief Regional Officer of Population Health asked that the former 

Multicultural Committee of CHS become a region wide Managing Diversity Committee (MDC) 
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and expand to include all divisions of the CHR. The committee's role was to coordinate the CRR's 

Sign Language Interpretation for the Deaf and Hard of Hearing and provide leadership in 

developing a plan for Interpretation and Translation Services across the region. Subsequently, the 

MDC expanded to include all divisions of the CHR: acute care, community health resources and 

population health. The committee developed its terms of reference and was chaired at that time by 

the Population Health representative in this committee. 

In the summer of 1997, the MDC presented a proposal to the CHR, outlining all of the 

following objectives to be accomplished in the course of one year: 

1) To conduct research on the level of the need and the appropriate scope of translation and 

interpretation services; 

2) To identify major issues, challenges, risks and strategies to resolve them; and 

3) To develop and evaluate a preliminary service model within allocated resources. 

In order to achieve these project objectives the MDC requested funds for the term position of a 

project coordinator that would work under the committee's direction. This proposal was approved 

and in September of 1997 the CHR allocated a budget of $150,000 to the project. The project was 

positioned as part of services offered by the CHR's Population Health. In January of 1998, the 

MDC hired a project coordinator. These events mark the establishment of the CHR ITS. Beginning 

in March of 1998, another attempt was made to develop organized health and medical translation 

and interpretation services in Calgary. 

In spring of 1999, the ITS, until then a project, became a designated service of the CHR. By the 

end of 1999 and commencing in 2000, an organizational restructuring took place in the CHR. 

Consequently in April of 2000, the Healthy Communities Portfolio was created. Diversity services 

became part of the Healthy Communities portfolio and ITS was established as a region wide 
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program. Concurrently, the MDC broadened its mandate, and in January of 2001 the Regional 

Diversity Steering Committee was formed. The committee's mandate was to advise the CFIR's 

management team on issues and directions related to diversity, including interpretive services. 

"And so, in April 2000, when we finally became formalized as healthy communities with 
diversity services, as an official organizational element. And so urn, felt that we had enough weight 
to be really start to work on something, where we could seriously provide some direction to senior 
management around policies to help develop some policies around interpretation and diversity 
and so forth." 

3.3.3 Goal and Objectives of the CHR's Interpretation and Translation Services 

The overall goal of the ITS project, defined by the MDC, was to meet the interpretation needs 

of the CHR' s culturally and linguistically diverse patient population. 

The project's objective was defined to provide effective, coordinated, equitable and 

operationally efficient regional interpretation and translation services that addressed the 

communication needs between CER's patient and clients, and health care providers. 

Following the establishment of the ITS as a region wide program, two major issues pertaining 

to the organizational structure of this service were considered by the Managing Diversity 

Committee: I) the possible coordinating structure for a region wide ITS (central and/or site based 

coordination); and 2) the interpretation resources to be used by the program. The MDC also 

affirmed its position as fully committed to consulting and involving, at an appropriate time, others 

who would like to participate in the development of the CHR ITS standards and model(s). One of 

the ITS program documents mentioned: 

"This [consultation] will likely include representatives from translation and interpretation 
service providers, the Calgary Language Bank of the qfclAS, Deqf and Heard of Hearing 
services, GIWA and other potential stakehoiders." 

By the end of the year 2000, ITS was established as a major component of the Cl-ER Diversity 

Services, but not the only one. Aside from ITS, the Diversity Services of the CHR were working 
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on other objectives, such as: 1) development of a region wide awareness on diversity; 2) providing 

education and training for multilingual and other staff of the region; 3) participating through 

research in development of diversity knowledge; 4) establishing partnerships and collaborations 

with the local organizations; and 5) participating in policy development that recognizes the 

diversity in the region. 

3.3.4 Activities of the CHR's Interpretation and Translation Services 

According to the objectives outlined in the 1997 proposal, a needs assessment survey on 

interpretive services was initiated by the MDC and the ITS project coordinator in July of 1998. 

This survey helped identify various issues, noted by one of the informants in the following 

statement: 

"From 140 responses out of 2005 surveys sent out across the region, we found ah, that there 
were really ah, aside from just the number of languages and the different sites which, which did 
not necessarily ah, fit with the demographics of the city, and this was very interesting in, in a large 
sort of scale. I guess it was true that there were language goofs that were showing up at, say 
Rockyview, which people hadn 't expected, for example. But the key thing is that, that really caught 
people's attention, were the legal liability questions, which came out. The fact that ah, just over 
half of the frontline staff  weren 't quite sure that they were actually sending their non-English 
speaking patients off to the right test, uh, that they weren't able to make the appropriate diagnosis. 
And then, just under half weren 't actually sure that they had a valid ah, consent for treatment." 

In view of findings from the needs assessment and consistent with the overall project 

objectives, in December of 1998, the MDC discussed and agreed to pursue five strategies, 

supposed to address the communication needs between the CHR staff and its clients and patients 

with limited or non English speaking skills: 

1) Capacity development for all CHR bilingual staff, 

2) Targeted implementation of the AT&T telephone interpreting service in order to address the 

urgent/emergent interactions when no in person interpretation was available; 

3) Implement a demonstration project using volunteer community interpreters; 
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4) Initiate and conduct research to quantify the cost of language interpretation service and/or lack 

of such service; and 

5) Explore partnerships and collaborations, including seeking funding opportunities for the 

development of these strategies. 

In 1999, consistent with these strategies, the ITS program staff initiated various workshops 

with CHR's bilingual staff on standard protocols for health care interpreting, multicultural, ethical, 

and confidentiality issues. Staff from local immigrant and ethnic minority organizations were 

called upon to deliver parts of this training. 

The AT&T telephone interpreting service was implemented and initially piloted at the Peter 

Lougheed Centre (PLC) emergency department. Given that demographics suggested over 40% of 

the downtown population was made of immigrants and new Canadian citizens, the 8th and 8th 

Community Centre was chosen as the site for implementation of a demonstration project, that 

utilized volunteer interpreters of the Calgary Language Bank. At this time, activities to address the 

need for research on the cost of /or lack of ITS were not initiated. Collaborations with local 

immigrant serving organizations for the purpose of staff training or other multicultural projects 

counted for achievement of the objective on collaboration and partnerships with interested 

stakeholders. 

Prior to April 2000, the MDC worked in developing an organizational policy intended to 

recognize the diversity in the CHR. This policy supported ways to reduce barriers to safe and 

quality health care for the CHR patients, clients who are deaf, or have limited or no proficiency 

with the English language. This policy was also developed to recognize the specific and unique 

ways of practice within each of the sectors and divisions of the CHR. Three key areas identified in 

the policy related to: 1) skills and competencies in interpreting in the health care setting; 2) ethical 
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considerations including confidentiality of an interpreter functioning in a health care setting; and 3) 

interpreter's role as a facilitator of the therapeutical partnership. Until the end of 2000 this policy 

document was not approved. The following statement by one of the informants speaks of the 

MDC's work to draft and advocate this policy. 

me just think backfor a minute, because one of the things we had done even when we 
were informal, what we had tried to do is get some of the individuals who were starting to perform 
in a policy departmentfor the region, started to pull them into the committee as well, to help 
develop some policies around interpretation and diversity, and making sure that there's 
government pieces in place that would help provide the direction, that we must do this, you know. 
And I do know that urn we had ah, a, a draft uh, policy. Sort of a draft policy that was but the 
timingjust wasn 't appropriate in those days to really push it forward on the agenda as is. So, 
anyway, so we, we did develop that. I did do a presentation to what I would have known as, as the 
operating managers and directors in those days, between acute care and community health 
resources. They started to have joint meetings. And  did do a presentation around the interpretive 
services and the policy and so on. It actually got sent back to redefine afew things. And then we 
restructured again. So it was just like that all the time, the organization was in process and the 
policy draft was in process too." 

By the end of 2000, the CRR ITS was comprised of these components, developed to various 

degrees: 

1) Use of hospital/clinic based interpreters (0.5 fill-time interpreters for Mandarin, Cantonese and 

Vietnamese language); 

2) Ad hoc use of bilingual health care staff of the region; 

3) Use of untrained, volunteer community interpreters - use of the Language Bank of the CIAS; 

4) Use of AT&T Language Line; 

5) Ad hoc use of generic, independent professional interpreters; and 

6) Use of community based health care interpreters (multicultural health brokers) in specific 

program areas (such as the Best Beginning Program). 

For ease of reference events following regionalization and related to the establishment of the CHR 

ITS are summarized in Figure 7. 



80 

Fig. 7. Timeline of events following regionalization of health care services 

1994- CHR has been established. 

1996— Local acute care facilities present to the CHR's management another proposal on Translation and 
Interpretation Services. This proposal is not operationalized. 

1997 - The former Multicultural Committee of the Calgary Health Services becomes a region wide Managing 
Diversity Committee (MDC) with a role to provide leadership in the CHR for development of a plan for 
Interpretation and Translation Services across the region. 

May 1997 - The CHR allocates to the ITS project a budget of $150,000. 

January 1998 - The MDC hires an ITS project coordinator. 

July 1998 - A region wide needs assessment on translation and interpretation needs has been conducted. 

December 1998 - The MDC discussed and agreed to pursue five major strategies with respect to piloting and 
establishing region wide ITS. 

Spring 1999 - The ITS was designated as a Regional program within the CHR's Population Health Services. 

2000 - The CHR restructures internally and Healthy Communities Portfolio has been created. Diversity 
Services are established under the umbrella of Healthy Communities Portfolio and ITS are recognized as an 
important program of the CHR diversity services. 

January 2001 - MDC broadened its mandate and the Regional Diversity Steering Committee (RDSC) is 
formed. 

3.3.5 Resources of the CHR's Interpretation and Translation Services 

In 1998, the MDC had 10 members representing various regional sites, programs and 

associated services and one staff person in a term position as the Project Coordinator of the ITS. A 

total budget of $150,000 allocated to the project was calculated to compensate for the 

coordinator's role and the work of the MDC chair. Since then, the yearly cost of the services 

provided by the ITS program is calculated to include: 

1) approximately $30,000 for 600 Deaf and Hard of Hearing (DHH) people serviced every year 

region wide; and 
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2) approximately $70,000 for the AT&T language line interpretation. Until the year 2000, no 

money value was calculated by the program for the time away from work site of the CRR's 

bilingual staff interpreters utilized by the ITS. The CHR provides patients and families with 

interpreters through the use of community volunteers or paid professional interpreters, whose cost 

is covered by the CHR site, program or service requiring the service. Evaluations to ensure 

efficiency of ITS and to assist future budget implications for this region wide service remains an 

area that needs further exploration. 

Figure 8 graphically presents the structure and components of the CHR' s ITS at the end of the 

year 2000. Figures 9 and 10 describe inter-connections between and among various stakeholders 

involved in the development of the CHR's ITS, prior and after regionalization respectively. 
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Fig. 8. The CHR's Interpretation and Translation Services. Program Structure and Components 
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Fig. 9. Inter.connections between and among various organizations Involved In the development of the 
CHR's Interpretation and Translation Services (prior to regionalization) 

CCIS- Calgary Catholic Immigration Society; CCCSA - Calgary Chinese Community Services Association; CJAS- Calgary Immigrant aid Society, Calgary Health Services 
AMC- Alberta Multiculturalism Commission; ACHC- Alexandra Community Health Centre; SAGH- Salvation Army Grace Hospital; CHS- Calgary Health Services; CDHG- Calgary 
District Hospital Group; UW of Calgary. United Way of Calgary, BVC- Bow Valley College 00 
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Fig. 10. Inter-connections between and among organizations involved in the development of the 
CHR's Interpretation and Translation Services (after regionalization until the year 2000) 
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3.3.6 Characteristics that Make the CHR's Interpretation and Translation Services 
a Key Initiative Concerned with Health Care Policy for Ethno-Cultural Minorities 

One of the most important characteristics that informants repeatedly identified when speaking 

of the ITS as a key initiative concerned with health policy for ethno-cultural minorities related to 

the importance of language and communication in the health care setting and the significance this 

has for the overall concept of culture and diversity. 

"Well, I guess I would say it's key because it's something solid that people can hang their hat 
on to. And so fyou're talking about diversity overall and changing practices, there are a whole 
number of different variables that go around this, that actually impact on a number of those other 
diversity issues, or variables that you want to be putting in to place. So for example, um, inter, I 
mean a language issues and communication is, is afoundation piece for us as human beings. So if 
I can't communicate, um, in, in a language and be understood then that's a problem and so you 
wanna be resolving that. But because to do that, I need to have some understanding around 
culture. There's a learning piece which starts to get people more in tune with acceptance and all of 
the diversity principals about who we are as individuals. It starts to talk about governments and 
having policies in place and supporting the practices that you're gonna engage in. It talks about 
havingfinancial modeling or resources in place. And so as you start to move that in to place you 
start to think about other things that need to be there to support either the interpreter or the 
worker, or the service piece that you're doing when you're talking within a specific ah, grouping of 
the issues. So those are the kinds of understandings that I think about when you think about 
interpretation. So they start to lead to those kinds of things." 

3.3.7 Strengths of the Interpretation and Translation Services as Perceived by Program 
Stakeholders 

Informants identified program strengths depending on the time of their affiliation with it and 

consequently program strengths reflect different phases of program's development. Referring to 

the efforts made to establish ITS prior to regionalization, they spoke of the organization's 

commitment, particularly of front line staff, to further this work as means to better serve their 

clients. 

"Well ah, strength is that there was a commitment to clients. And to the people we served. 
And if we remembered that, we were okay." 

"I think that um, the communities agencies saw the health organizations as sort of open to 
considering options. And I think that the community organizations recognized there were people 
within the system, who were open to ii." 
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The many attempts by various health organizations prior to the regionalization to establish 

ITS were viewed by the informants as groundwork for the development of today's program, as 

processes that helped build local awareness about the need for translation and interpretation 

services. 

"It certainly brought it to eve,ybody's awareness, that there is need You have to do something 
about it and ah, if we didn't accomplish much that's what we accomplished Let's get on with it, 
you need this. It is a real need" 

"I, I think in terms of ah, building awareness and, and of the entire, and all the way up the 
hierarchy, I think that there were some gains made." 

"I think we laid the groundwork for what's happening now." 

Attempts made by health care organizations to collaborate with immigrant and ethnic 

organizations or other mainstream organizations in the city were largely perceived by informants 

as a strength of the program. 

"I think the other strength for me was that there was this sense of engaging the community in 
the process of the discussion. Rather than it being um, that we were one ofpartners. Rather than 
and that's one of the dangers in um, it's always a danger for me with health care if, ifyou aren't 
engaged in a collaborative process. That's where your allegiance is rather than sorting through in 
the community what the issues are... .1 believe that health care is one of many partners of of 
panoply or a range of services in the community. And we're not the best. And we're not the only 
ones. And I think that was the strength of the interpretive services." 

"I think in terms of relationship with the community very clearly urn, there were some major 
bridges that were built." 

Leadership within health organizations and stimulus upon the region from immigrant serving 

organizations to move forward the issue of health care ITS, particularly at the time of 

regionalization, were recognized by informants as this program's strength. 

"I would say is that the strength is, number one is that we had enough champions during the 
major shift in the alignment and refocus from regionalization that we were able to maintain and 
keep the issue alive to making things happen and change. Urn, I think I've been lucky, in that we've 
had enough senior managers above those individuals who also still felt that this was an important 
element and that we needed to be attending to uh, around that so." 
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"I mean one of the things that the initiative sure, sure did was identify people who were real 
champions of of this work And it, it gave ah, a number ofpeople opportunities to sort of take 
some leadership. And I, and that's both within, within the region, and at a community level." 

"Immigrant serving organizations, they've also been very positive because it kept up the, the 
push on right? Pushing against the region and, and of bureaucracy I guess to say, look 
you guys you've got 16 be paying attention to this, right?." 

3.3.8 Weaknesses of the Interpretation and Translation Services as Perceived by 
Program Stakeholders 

When asked about the weaknesses of the ITS, informants consistently mentioned lack of 

appropriate finds allocated to this service by local health organizations. 

"The resources were their weakness, as well. I mean, I loved to have had more resources at 
hand. I mean the fact that there was no, in fact nothing there, when the rubber really hit the road 
There was very little money despite the best intentions." 

"Too much demand and little resources. That's it.. ..And part of it is, I think, no 
matter who was involved with this, this is not their full time job, it was an add on, right? To begin 
with, so it was something, there was kind ofput on and so. I mean it's in my job description now, 
but for a long time it was never part of ajob description." 

Informants explained that some of the issues around finding for the ITS, particularly at the 

time of regionalization, related to lack of a well versed understanding by region's management of 

regional needs for such service. 

"Not that uh, not understanding the scope of the problem, not having any understanding of 
even the, ah, the language patterns of usage of the various facilities ah, no one was tracking 
language with them. But the senior management team did not in fact uh, see their way clear. They 
knew that there was an issue around spoken language, but as it became clearer and clearer, that 
the 150,000 dollars wasn't actually going to ah, solve the problem, urn, in any kind of a short 
term." 

Reflecting upon the efforts made by various health organizations to establish health care ITS, 

informants identified as a weakness the fact that most of these organizations, worked in isolation, 

rather than coordinating as was needed. 
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"We didn 't take the approach of an all organizations change. We didn 't even bother to find 
out. I think we had our heads in our cloud So I think we were working in isolation. And Ifeel it 
was a mistake for us." 

In addition, informants perceived as a weakness of the program the fact that no evaluation was 

conducted during implementation of the ITS. According to informants interviewed this leaves 

doubts about the program's ability to reach the target population, respond adequately to the 

identified needs, and utilize the human energy and capacity, internal and external to the CHR, in 

this area. 

"We don't have, we don't know ifpeople like it or not. U/i, we had never done an evaluation. 
So, I think a/i, I um, I empathize. I really have afeeling that the community a/i, their needs, their 
not, their needs are not being addressed And where do they go, like I mean, who do they complain 
to. They are complaining, but basically they are not being heard. It's even the staff that u/i, um, 
are or, have a lot of work to have the time to um. They would like to help. Don 't have the time to 
u/i, take that extra step." 

"And then what happens is they gave up. It is really a burnout and, and a/i, people get 
disillusioned They get urn, discouraged Urn, a lot of community members have been discouraged 
and said we, we come to the point that urn, we, we had great ideas u/i, to do things like, really they 
did, and either their ideas were urn, taken by somebody and adopted as their own." 

"And there were urn, for whatever it is the interpretive services urn, for whatever they are at 
the present they might not, because they are not perfect, they are not how the system should have 
them. They are not reaching out. They're not; I don't think they're reaching out. We're still missing 
a part of the population." 

3.8.9 Summary 

The local history for the development of ITS begins early 1980s with most of the efforts made 

during 1990s; succeeding in 1998 with the establishment of the CHR's ITS project. By 1999 this 

project is recognized as a region wide program and in April 2000 is incorporated within the Region 

wide Diversity Services, sanctioned as a separate entity within the CHR's Healthy Communities 

Portfolio. Throughout this history of the program, various components of ITS have functioned due 

to collaborations with various local ethnic and immigrant serving organizations. 
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The ITS are perceived as a key program concerned with health policy for ethno-cultural 

minorities primarily for the importance of this issue in the context of multicultural health. 

Strengths of this program identified by stakeholders involved related to the influence of this 

program on building local awareness about the need for ITS, the revitalization after the 

regionalization of efforts made by various health organizations prior to regionalization, and the 

establishment of the program as a region wide service. Perceived program weaknesses were linked 

to lack of adequate funding, mainly as a result of deficient understanding of scope and gravity of 

the issue on behalf of management of various health organizations and the region, as well as 

inadequate plans for the program's process and outcome evaluation. 
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3.4 THE CALGARY MULTICULTURAL HEALTH CARE INITIATIVE 

The third program studied in-depth in this investigation was the Calgary Multicultural Health 

Care Initiative (CMHCI). This initiative was an undertaking of the Calgary Immigrant Aid Society 

(CIAS) in collaboration with the Calgary Health Region (CHR). The CMHCI began late 1997 and 

lasted 3 years, until the end of the year 2000. 

3.4.1 Data Collection Methods 

a. Key Informants 

As indicated in the methods chapter, a total of eight informants were identified and contacted 

for the third program, from whom only seven were interviewed. The informants were actively 

involved in this initiative; they were associated with various stakeholders involved in the initiative. 

One of the informants interviewed was affiliated with CIAS, two informants were affiliated with 

the CHR, one informant with other health care providers, two with ethnic minority groups and one 

informant was affiliated with government agencies. The eighth informant who was contacted and 

did not agree to be interviewed was affiliated with the CIAS. 

b. Document Review 

Documents of the initiative reviewed by the researcher included reports produced after major 

events of the initiative; proposals for selected projects undertaken within the initiative; minutes of 

the CMHCI Advisory Committee meetings during the third year of the initiative; brochures 

produced to describe the initiative; and public documents about CIAS and this agency's areas of 

activity. All documents were obtained from informants interviewed for this program. 

3.4.2 Description of the Initiative 

The description of the CMHCI is organized as follows: the CIAS organizational structure and 

the CMHCI structure within this organization's structure is first introduced, together with a short 
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history of the initiative. Goals and objectives of this initiative, along with stakeholders involved, 

activities organized and resources employed by the initiative are then described. This description 

concludes by outlining perceived characteristics of this initiative, which make it a key local 

program concerned with health care policy of ethno-cultural minorities, as well as it's strengths 

and weakness. 

3.4.3 Organizational Structure of the Calgary Immigrant Aid Society and the 
Calgary Multicultural Health Care Initiative 

CIAS has for over 25 years provided services to immigrants arriving in Calgary. The 

organization's management structure includes a Chief Executive Officer, accountable to a 

voluntary Board of Directors, and various service area coordinators, accountable to the Chief 

Executive Officer. Service areas responsible for a variety of programs include: the 

Settlement/Integration services; the Mosaic Centre; the Immigrant Language and Vocational 

Assessment Referral Centre (ILVARC); and the Community and Volunteer Resources. Services 

provided by the CIAS "aim to assure immigrants the opportunity to participate fully, both as 

contributors and as beneficiaries of the Canadian Community." 

The CMHCI was one of the five services provided at the time by the Community and 

Volunteer Resources of the CIAS. 

3.4.4 History of the Calgary Multicultural Health Care Initiative 

The CMIHCI was launched late 1997, in response "to a growing community needfor equitable, 

accessible and inclusive health care service " Approximately 3 years prior to starting the 

initiative, in collaboration with the University of Calgary, the CIAS had conducted two studies 

focused on the Cambodian community in Calgary. Through a needs assessment strategy, these 

studies examined the interrelationships among health, language, employment barriers and previous 

trauma history among Cambodian refugees living in Calgary. A recommendation of these studies 



92 

articulated the need to implement a multi-component intervention approach to address the barriers 

faced by this community, including integrated health programming that would involve health and 

resettlement services. Informally, CIAS had also identified that its resettlement workers were 

increasingly engaged in working with the health system, in trying to negotiate services for their 

clients. These events and the growing local need for interpretation services provided by the 

Language Bank of the CIAS were contributing factors, internal to this organization, that brought 

about initiation of the CMHCI. 

In April of 1997, the Federal Government, Department of the Canadian Heritage announced 

that as part of the Department's Multiculturalism Program funding assistance was available to 

local organizations, unrelated to the federal and provincial departments and agencies, pursuing 

objectives of the Multiculturalism policy. According to this program support was to be provided to 

local initiatives that: 

1) facilitated active participation of ethnic, racial, religious and cultural communities in Canadian 

society; 

2) represented a collective community initiative to improve the ability of public institutions in 

responding to ethnic, racial, religious and cultural diversity, by assisting them in the 

identification and removal of barriers of equitable access and supporting the involvement of 

diverse communities in public decision making processes; and 

3) intended to increase public awareness and understanding about multiculturalism, racism and 

cultural diversity. 

These guidelines and the availability of grants form the Multiculturalism program of the 

Federal Government served as external factors that facilitated the commencement of the CMII-ICI. 
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Following these Federal Government guidelines, in the fall of 1997, the CIAS presented a 

proposal to the Calgary office of the Canadian Heritage for a community initiative with the 

involvement of a broad range of community stakeholders to address issues of access to health 

services for the first generation of immigrants through development of a responsive network of 

health care providers and community stakeholders able to offer culturally and linguistically 

appropriate services to first generation Canadians. After discussion with finders, the CIAS asked 

the CHR to be involved as a partner in this initiative. The following statement by one of the 

informants, affiliated with the finding agency, describes this account. 

"So, Calgary Immigrant Aid Society uh, initially approached us. (clears throat) And we 
wouldn't get involved in a process like that. So, I encouraged the Calgary Immigrant Aid to 
approach the Calgary Regional Health Authority and to change, or to look at urn, those issues of 
change needed in the health sector. Uh, so in this case C'algaiy Immigrant Aid was coming and 
telling, asking us for money to, to change the Calgary Regional Health Authority ah which made it 
difficult,  for us to get involved.., so we asked they become part, partners in the project. So Calgary 
Immigrant Aid had to go Calgary Regional Health Authority and explain exactly what they were 
trying to implement. Get the consent of Regional Health Authority and then develop the 
partnership. (pause) Then, then we were able to get involved with uh, funding. And we made a 
three year commitment urn, to support the initiative." 

3.4.5 Goals and Objectives of the Calgary Multicultural Health Care Initiative 

The proposal presented by the CIAS and funded by the Canadian Heritage Multiculturalism 

Program outlined these CMIHCI goals: 

1) To increase the, access of first generation Canadians, particularly Vietnamese, Chinese, Latin 

American, and south Asian minorities to health care services in Calgary; 

2) To facilitate a more responsive network of health care providers and local agencies that can 

provide culturally and linguistically appropriate services to first generation Canadian; and 

3) To increase the publicity, promotion and awareness of the multicultural health needs to first 

generation Canadians, including the identification of trends, changing needs and gaps in program 
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development, service delivery and outcomes related to health care access in Calgary's changing 

society. 

Objectives of the initiative were articulated as following: 

1) To increase the capacity of a voluntary advisory committee of diverse stakeholders, representing 

service providers and consumers, so that it can offer leadership to developing a more responsive 

health care system, culturally and linguistically appropriate for first generation Canadians in 

Calgary; 

2) To create resources and tools that can be used to increase knowledge and develop skills in 

Calgary on Calgary's multicultural health services, such as the creation of the Calgary 

multicultural health care directory, which would document the existing multicultural health 

programs and research projects and committees, boards and councils working in this area; 

3) To facilitate collaborative networking relationships between health care service providers, 

mainstream and ethno-cultural organizations in order to improve service efficiency and 

effectiveness and to increase accessibility of services for first generation Canadians in Calgary; 

4) To provide education, orientation and promotion about health care services to first generation 

Canadians in Calgary; and 

5) To raise the level of awareness and knowledge of health care providers and to promote cultural 

and linguistic needs of first generation Canadians in Calgary by conducting needs assessment to 

identify challenges, barriers and concerns they face. The Building Bridges: Healthy Living for 

Calgary's Diverse Community to be attended by all interested stakeholders, including health care 

providers, mainstream and ethno-cultural organizations. 

An account provided by one of the informants summarizes this initiative's goals and 

objectives. 
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"...Ii was, it was a three-level approach actually. It was service. It was policy, and it was 
community. In order to change policy in that particular situation, it was important that, it be 
reflected in, as a demand in service. So, if the demand is coming basically from the frontline or 
from the community uh, and isn't reflected in the policy, then the [institutions] policy changes. Urn, 
and then the community altitude changes, because now we know the policy changes. So, we know 
what to expect." 

3.4.6 The Advisory Committee of the Calgary Multicultural Health Care Initiative 

Congruent with the objectives of the initiative, at the start, the CIAS organized an initial 

meeting with various community stakeholders and asked them to become involved in the advisory 

committee of the initiative. 

and the three stakeholders were the health providers and we did not say, exclusively 
mentioned the CHR. We did not want, we, we, we, we want to say maybe there is another health 
provider that's going good eh, eh, that they had some goodpractices. So other providers ... we 
thought that we don't want spokesperson for the immigrant. We want the immigrant themselves 
and the mainstream service organizations." 

Following this meeting the CMIETCI Advisory committee, composed of 15 members, 

representing four category of stakeholders: health care providers, immigrant community groups, 

mainstream community organizations and local educational institutions, was established. A 

complete list of members in the CMHCI Advisory committee is presented in Figure ii. 

Fig. 11. List of organizations represented in the CMHCI Advisory Committee 

Calgary Health Region 
Alberta Cancer Board 
Canadian Mental Health Association 
Alexandra Community Health Centre 
Calgary Family Services 
Calgary Communities Against Sexual Abuse 
University of Calgary 
Bow Valley College 
Mount Royal College 
Calgary Immigrant Aid Society 
Calgary Chinese Community Services Association 
Calgary Chinese Elderly Citizen Association 
Alberta Network of Immigrant Women 
Calgary Vietnamese Canadian association 
Indian Ex-servicemen Immigrant Association 
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Organizations involved in the initiative at a later time 

Canadian Heritage 
Calgary Centre MLA 
City of Calgary 
Calgary Somali Community Association 

Members of the committee were volunteers who accepted the vision and goals of the initiative 

as outlined by the CIAS. The committee was chaired by one of it members and several different 

members served in this role during the years of the initiative. The committee's membership 

changed over time to include new members of the same organizations and of other organizations 

(CHR, Canadian Heritage, Calgary Centre MLA, City of Calgary, Calgary Somali Community 

Association), or to replace initial members of the committee. The CMHCI Advisory Committee 

met once every two months and its purpose was to advise and give feedback on operations of the 

initiative. During the first year of the initiative committee meetings provided opportunities for 

health care service providers, immigrant consumers groups and community educational 

organizations to establish a common understanding of the purpose of the initiative and the 

approach to address issues of multicultural health care. 

"The multicultural health initiative was three years in the making, in the process. The first year 
was to engage the stakeholder; the first year was lots of negotiation around the partners, 
definitions, should people be involved, who should be involved, what's going to come out? Are we, 
the politics, who are we Calgary Immigrant Aid Society to host something like this? And what are 
we going to be defining and how? We also enlisted political stakeholders. I, I, our MLA here eh, 
because we're a/i, health is a provincial responsibility." 

Functions of the Advisory Committee were articulated, prior to the start of the second year of 

the initiative. For the duration of this initiative this committee's role was defined as: 

1) A community resource (representing a link between stakeholders and the initiative); 

2) A communication vehicle (allowing for others in the community to be informed on the issues 

involved and the work being done); and 
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3) A support structure for the initiative (to build support and a sense of commitment throughout the 

initiative). 

"The committee members involved in this imitative will advocate among both the government 
and mainstream health care organizations for the cultural, administrative and systemic barriers to 
health care access among immigrant and refugees to be removed. It is believed that work towards 
change, which will be sustained by the independent commitment, efforts and resources of health 
care providers. The initiatives goals and commitments will be advocated informal and informal 
meetings with a variety of decision makers and stakeholders including community representatives 
front line health care providers, health care administrators and executives, senior civil servants 
and elected officials. By employing such an approach institutional change is fostered on many 
different levels simultaneously, significantly enhancing the initiatives impact." 

"The third year of the initiative will emphasize organizational change, focusing on assessing 
mainstream health care organizations and provincial policy makers to identify and remove 
barriers to health care services for first generation Canadians." 

Members of the committee were organized into three working groups, pertinent to three major 

areas of initiative's focus: 1) Consumer/Access; 2) Communications; and 3) Policy subcommittees. 

Working groups discussed ideas and plans in their area of focus and reported back to the Advisory 

Committee. The Advisory Committee decided on actions and projects of the initiative to be 

undertaken. 

"The consumer access committee focused on, you know, how we reach our clients and ethno-
cultural communities from more ofafrontline service point of view. Urn, we were looking at 
(pause) initiatives on afew levels. So, there were times when we were looking towards impacting 
policies, where we took a very high level approach and sort of looked at the macro aspects like, 
how do we influence changing written policies about cross cultural competence for example. How 
do we reach ministers about there being an issue for access to ethno-cultural populations? Those 
kinds of macro policy level things. Then, there were also times when we focused more on the 
frontline aspects. Urn, looking at, you know, what was the service delivery for ah, persons with 
languages ah, first languages other than English. So what were we doing around interpretation in 
the health region? Urn, how are we promoting access and so forth? So, (pause) overall policy 
committee Um, from what I was understanding, you know, they were looking at working with the 
health region, to, you know, adopt some of their policies, to include diversity aspects some letter 
writing, and advocacy, and response in that manner." 
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3.4.7 Activities of the Calgary Multicultural Health Care Initiative 

Under direction of the Advisory Committee and with contribution of its members, the CIAS 

hosted the forum "Building Bridges: Healthy Living for Calgary's Diverse Communities" in 

October of 1999. This event was organized to introduce the initiative; help understand barriers and 

strategies needed to improve health care services for first generation Canadians in Calgary; and to 

stimulate discussion, share experiences and facilitate networking relationships among health care 

providers, ethno-cultural consumers and other stakeholders groups on issues related to health care 

access. Approximately 119 people attended the forum, representing mostly non-ethnic, mainstream 

service providers and ethnic cultural minority groups and organizations. A report was produced to 

compile findings and recommendations from this forum. These recommendations provided 

concrete directions for the remaining time of the initiative, emphasizing the need for systemic 

change of health care providers' internal programs, policies and practices. With support of the 

Advisory Committee, various projects were initiated in the course of the initiative. 

"Immigrant Aid wanted health care service for ah, the variety of ethnic communities that 
access health care in Calgary. That really wide so it was, it was ah, it was a challenge to pull it 
down to what's, what's manageable. How do, what areas should we concentrate on? Where should 
we, who should we be talking to? Uh, where's the greatest need?.. .Let's just say there was we, we 
decided we're going to go for projects; it's not going to be like all or nothing. Trying out different 
ways of how ah, change can 't come instant." 

The projects initiated can be grouped in three major areas: 

1) Collaborative projects of the initiative and the CHR; 

2) Skill building projects; and 

3) Publicity and promotion projects. 

During the first year of the initiative a demonstration project was undertaken with the 8th and 

8th Centre. The Language Bank of the CIAS, staff of the 8th and 8th Centre and the CHR ITS 

project coordinator jointly trained volunteer and staff of the CIAS to provide one on one 
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interpretation services. This training featured a few components, such as: 1) skill development; and 

2) introduction of a new protocol specifically designed to meet the interpretation needs of clients 

and health professionals in the 8th and 8th Centre. 

In the second year of the initiative, interpretative service projects between the CIAS and the 

Oncology department of the Alberta Children's Hospital (ACH), as well as CIAS and the Peter 

Lougheed Centre (PLC) Maternal and Child Unit were initiated. Approximately at the same time, a 

pilot project at the PLC on multicultural awareness began. The Access! Consumer subcommittee 

was involved in the design and implementation of the PLC Multicultural Awareness Project. This 

project was primarily focused on the implementation of multicultural education for the PLC staff, 

as means to develop cultural competence for health professionals at that site. These projects were 

unique in that the resources, both human and financial, were employed by the CHR. 

In April 2000, the CIAS hosted the Somalia community forum. The forum was designed in 

response to the Somali Community Project. This internal project of Calgary's Somali Community 

Association had identified through a needs assessment strategy four areas of concern for Somalis 

living in Calgary: 1) employment; 2) housing; 3) health; and 4) education. On February 3rd, 2000, 

Calgary agencies serving immigrants were invited to a presentation by the Somali community, 

where they learned about the Somali Community Project. Following this meeting, the CIAS 

proposed to hold a forum in collaboration with the Somali Community Association and with 

involvement of the CHR. The forum was designed to focus on the same four domains identified by 

the Somali Community Project. 

The CHR representatives who attended this forum came from the Region's Diversity Services, 

the PLC Multicultural Awareness Program, Oral Health, Communications, and the CHR's Health 

Systems Analysis Unit. A total of 12 Cl-ER service providers attended this forum. They provided 
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presentations, set up displays and made themselves available to answer questions from the 

approximately 20 participants of the Calgary's Somali community attending the forum. 

Aside from these collaborative projects, in response to the needs of new immigrants for 

knowledge and education about the health care system and health care services, the CIAS with 

assistance from members of the CMHCI Advisory Committee initiated the Immigrant and Health 

Equity Empowerment project. In this project a resource material to be used by the resettlement 

services of immigrant serving organizations was developed. The resource provided basic 

orientation to newly arrived immigrants about health care services available in Calgary. Further, 

members of the CMHCI Advisory Committee and staff of the CIAS were involved in delivering 

cross-cultural training sessions at the University of Calgary Medical School. 

As part of activities in the area of promotion and publicity, the CIAS and the CMHCI Advisory 

Committee produced a Multicultural Health Care Directory, which at the time provided 

comprehensive information on multicultural programs and services available in Calgary. To mark 

the ending of the CMHCI by the end of the year 2000, the CMHCI Advisory Committee decided to 

host, in January 2001, the "Applying the Best Practices" symposium. Various members of the 

Advisory Committee formed the symposium's planning committee. 

The purpose of the "Applying the Best Practices" symposium was: 1) to share information on 

current local multicultural health projects; 2) develop momentum for improved health care delivery 

in the CHR and within Alberta Health; and 3) assist the CHR in the development of a multicultural 

healthcare model. The symposium was focused on four priority areas of multicultural health: 

mental health, child and women's health, senior's health and cultural competence. Speakers with a 

national reputation for their contribution in the area of multicultural health were invited to attend 

this symposium. Approximately 169 people from Calgary's health care services, mainstream and 
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ethno-cultural organizations attended the symposium. A report summarizing the symposium 

activities and recommendations was produced. The last meeting of the CMHCI advisory 

committee was held in March of 2001. 

"So the initiative itself began in April of 98 and ended three years later with the symposium." 

Figure 12 presents the CIAS and the CMHCI structure, areas of activities and projects 

undertaken by the CIAS and the CMHCI multicultural advisory committee. This chart also 

graphically illustrates inter-connections between and among various organizations involved in this 

initiative. 



Fig. 12. The CIAS and the Calgary Multicultural Health Care Initiative Structure and Activities. Inter-connections between and among various organizations involved in the initiative. 
Note: The highlighted circles illustrate areas of activity within the initiative. The highlighted boxes identify funders of the initiative and its projects. Doted arrows connect funders with projects they 
funded. 
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3.4.8 Resources of the Calgary Multicultural Health Care Initiative 

Canadian Heritage funds provided to the CIAS for the CMIHC initiative were used to employee 

staff responsible for the implementation of components of the initiative. The CIAS provided the 

logistical support for the initiative's Advisory Committee and covered most of the cost of the skill 

building projects and design of the Multicultural Health Care Directory. Members of the Advisory 

Committee, particularly representatives from the CHR, Alberta Health, and University of Calgary 

Diversity Institute advocated for and secured finds, which together with the CIAS finds for the 

initiative provided resources for the multicultural forum held in October 1999. Resources for a few 

collaborative projects undertaken during the initiative, both human and financial, were employed 

solely by the CHR or jointly between the CHR and the CIAS. The last activity of the CMHCI, the 

"Appling the Best Practices" symposium, was jointly sponsored by the CIAS, the CHR, the 

Cultural Diversity Institute of the University of Calgary, Alberta Health, Health Canada, Canadian 

Heritage, the City of Calgary and the United Way of Calgary and Area. 

3.4.9 Characteristics that Make the CMHCI a Key Program Concerned with Health 
Care Policy for Ethno-Cultural Minorities 

The initiation of the CMHCI corresponded to times when the CHR was internally organized to 

develop multicultural programs. Some of the informants perceived the CMHCI as a key program 

concerned with health care policy for ethno-cultural minorities particularly for its timing and the 

influence it had upon the evolution of the CHIR's multicultural programs and its organization 

capacity. 

"I think it was very much a catalyst .... So, I think both the struggles, the successes, and the 
challenges um, that we endured were very appropriate to kind qj the timing where we were at 
developmentally, in cross cultural programming in the region; as well as for where the community 
services were at in terms ofputting this issue on the agenda. Um, I think the timing was key. 
lvlaybe from the health regions perspective giving it um, a push to start, you know, really moving 
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into action a bit more. And some of that certainly came about. I think more people were dedicated 
to the issue. More projects came about to the result, with a little bit more resources for the region. 
It hasn't been greatly enhanced since ah, you know, the ending of the initiative." 

"In the structure that it was, there was no where... like the eh, there, there was no positioning of 
the, of the diversity services. So, so in essence a service was created. So, so this is an entity, 
creation of this entity with dollars allocated. With, with ah, framework With strength. So in terms 
of change there was a real change." 

.If anything ah, the process of the project planted champions in the .system (clears throat) 
that I know are still there, just haven't been called upon. I've been given other responsibilities um, 
'clears throat) but would gladly come back to champion ah, this process." 

Informants considered the CIVII-ICI a key initiative concerned with the health care of ethno-

cultural minorities because of the various players involved, which included health care providers, 

individuals representing high ranks of the Alberta government and legislature and members of 

immigrant and ethic groups. This was praised as a strategy that never before had taken place 

locally in a formal structure, such as in this initiative. 

"It did involve major players like the CRHA (background talking) and u/i, put them in aflring 
mode. They had to take on some responsibility for that so." 

"First of all it brought some of the critical and influential players to the table to start 
dialoguing about the issues. I think that's a really important piece. I think to that scale it was the 
first time. I think in the formal way.... The agencies became more comfortable and more familiar 
with members of the Calgary Health Region." 

"...the political component involved. Like Gary Mar was involved as a, you know, speaker at 
this symposium for example. And Gary Dickson certainly is very active in trying to keep this on the 
agenda as well. And so I think that there has been some good high level strategies." 

"Because of the representation, that it had the people that were in power to influence and also 
that the clients, the, the triangles were represented." 

Consequent to such broad and influential stakeholder involvement, this initiative was valued by 

the informants interviewed for its contribution to building awareness of funders and of the health 

region around health care needs of Calgary's immigrants and ethnic minority groups. 
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"It was key in the sense, from my perspective that, that it at least created ah, a awareness and 
something that the health authority can now reflect back and say, oh yeh, we did THAT, maybe 
there was some BENEFITS. Somebody's gonna pick it up." 

"ft drew more recognition to the issue. Some ofthefiinders got better versed on the topic. I 
mean, we looked at ongoing support but urn, you know..." 

"It heightened their awareness. Eveiyone that sat around the table, if they weren't aware, 
they're now aware. Not only who the players are, but what some of the issues are.... We went 
through three years ofpoking, probing, testing, collecting data, you have it." 

3.4.10 Strengths of the CMHCI as Perceived by Initiative Stakeholders 

Positioning of the CMHCI in one of the local immigrant organizations was perceived by the 

informants interviewed as a strength of the initiative. This characteristic was viewed as the 

collective voice of local immigrant and ethnic organizations, well articulated and unanimously 

represented. 

"Well a strength of it, with it, was the fact that it was comingfrom the community. Knowing 
that ifyou have the uh, a particular ethnic community organization banging at the Calgary 
Regional Health Authority door, it's not as effective as a major service institution. It does, is 
recognized ah, by the, both federal and provincial governments. Highly recognized U/i, and they 
get ah, a good chunk of money from both levels. Urn, to deal with newcomers. So the voice, that 
was the strength, urn, the community membership was a strength." 

In addition, referring to the interactions that took place among various stakeholders with a 

vested interest in multicultural health care, informants perceived the initiative as a communication 

vehicle, a forum of dialogue with the potential to make a difference. Following, quotes are 

presented from some of the informants articulating these strengths of the initiative. 

"The strength of the initiative was in my view, twofold One was it did have a legitimacy and 
pulled together people with potential common cause around cultural health services. It was an 
educational vehicle in terms of region and so on. So it became a bit of a communication vehicle." 

"A good dialogue, ah, good articulation of the issues. Some understanding of the unique 
circumstances, that we are facing. That became aforum of eh, people that were powerless." 

"He urn, there was some sense of urn, collectiveness ...a critical mass that we could make a 
difference." 



106 

Collaboration and partnerships between various stakeholders, which unfolded at the time of 

this initiative, and the potential for collaboration and partnership between stakeholders involved, 

consequent to participation in this initiative, were perceived as some of its strengths. 

"Hnzm, hmm we got support, we implemented that project here... .And I thought that I was a 
goodpartnerprojeci. ... And that was one example of how Ifeel that we benefited from having that 
connection in place." 

"And not having that network right now I do feel that it's a bit of a gap. Like, new 
opportunities would regularly open up just by being in a consortium like that." 

"In a sense working relationships as well were built... there was apotentialfor partnerships 
that never would have been formed, tentatively formed I mean. You know." 

3.4.11 Weaknesses of the CMHCI as Perceived by Initiative Stakeholders 

When asked to identify the weaknesses of the CMHCI informants spoke about the limited 

resources allocated to various projects of this initiative. Shortage of funds for project development 

turned into an issue particularly as the agenda for needed interventions became more evident 

during the years of the initiative. 

"I'lljust say, let me say resources ah, focused specifically on programs or ah, new activities 
developed towards clients." 

"Number one the initiative was very underfunded Eli, you know three years it's not, it's just 
not enough time the future of this is very uncertain because it's a start and go situation. Continuity 
is a major, major issue in our sector." 

"That there were resources for a three year, because you know, that offered a more ongoing 
opportunity. Uh, what we found though was a struggle with it, there weren't really resources for 
any specific more involved activities...." 

While lack of funds to develop and sustain the initiative were considered one of its weaknesses, 

issues related to the initiative's efficient use of funds and resources were also perceived as such. 

"Cause Ifelt you know um, uh I, Ifelt through the process urn, that there were, there was a fair 
amount of inefficiencies that were starting to irritate me. And I didn't want to waste my time, I, ah 
started looking around the table and costing out how much the time. Just taking our salaries, we 
would have spent more than 5000 dollars. So, I shared that... .And maybe they were being very 
clear but I hadn't picked zip the, the information. I, I was thinking about a systemic urn, 
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transformation but we were planning and that urn, and we were u/i, talking about long term uh, 
initiative with many factors to it. A/i, it boiled down to this one demonstration project, which urn, 
maybe it will make an impact. I, I can't even tell you the topic. Well you the ah, efficiency was, 
unbelievably in ah, it, it was very poor. Urn, there were incredible amounts of redundancy in 
meetings.... You asked me for weaknesses, they didn't focus the service in some ways by urn, from 
my, from my perspective, demonstrating incredible inefficiency." 

Some of the informants explained this limitation of the initiative with the fact that most of the 

stakeholders involved did not quite understand their role in the initiative, and that certain processes 

that took place during the initiative were not well designed. Others identified these issues as 

weakness of the initiative. 

"There was a lack of clarification about how much money and what were the urn, eh, one we 
broke in to subcommittees, there was lack of clarification about what actually we were supposed to 
do." 

"A lack of awareness on the part of the Regional Health Authority. Uh, with respect to what it 
is, they had embarked upon and where this process can go (pause) That I think was one of the 
weaknesses. " 

"They never went to the community. Only in those workshops it went on for u/i, for three years. 
And I don't how much money was spent on workshops or on lectures or sitting around the table. 
And the only focus was which would have been for the health after three years were the workshops 
ah, which had about forty or fifty people. Maybe some more." 

Although some change was attributed to this initiative, stakeholders' expectations seemed to 

have been higher than the results produced by the initiative. Thus, some weaknesses were 

identified during interviews as they related to perceived expectations about the overall impact of 

the initiative. 

"... We haven't had any tangibles. Outcome. You know at least we should say well you know at 
least even ifyou cannot do anything more you give us your opinion." 

"I was expecting a little more urn, ah, a little more policy change, ah, that would be reflective, 
ah, of this demand, ah, from the community, the ah, in the services that were provided. Andfrorn, if 
you just want the research, they not, they were aware that there needed to be changes" 
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Lack of a broad enough involvement of other potential stakeholders, particularly other local 

immigrants serving organizations, was also perceived by some informants as a weakness of the 

initiative. 

"Well, I think one of the weaknesses that uh, was conveyed by colleagues in the Regional 
Health Authority as well as you know, my own perspective is that urn, I think maybe we should 
have had representation from all the immigrants in the agencies to set an example. I mean it's not 
like an endless list. I think that could have been helpful. Urn, maybe even it were on subsidy levels 
or what have you." 

"Let's see, another weakness of course would have been like, at the formal level, the advisoiy 
community or whatever really having maybe larger numbers, from the community members. Even 
though I think that we're often, attempting." 

In reference to the overall goal of this initiative one informant commented that membership in 

this initiative, particularly representatives from the CRR, required individuals with more decision 

making power. 

"...Maybe the weakness is that some of those players weren't at the decision making level." 

3.4.12 Summary 

The CMHCI was an undertaking of the CIAS, one of the local immigrant serving organizations 

and the CHR, funded primarily by the Canadian Heritage Multiculturalism Fund. The initiative 

lasted three years and was primarily focused on the publicity, promotion and awareness around 

multicultural health needs of first generation Canadians. The initiative developed and facilitated a 

network of various stakeholders with vested interest in this issue and the network contributed to 

the design and implementation of various projects commenced during years of the initiative. 

Informants perceived this initiative as a key program concerned with health care policy for 

ethno-cultural minorities mainly because of its timing, which corresponded to the CHR's internal 

structuring and organization around diversity programming, and the ability of the initiative to rally 

a large number of local organizations and political players. Strengths of the initiative were 
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perceived by informants as associated primarily with the opportunities the initiative created for 

communication and collaboration between various stakeholders. Placement of the initiative with a 

local immigrant serving organization was also perceived as strength of the initiative, as it gave the 

initiative credibility and strength. The MCHCI, however, had some weaknesses that informants 

perceived to relate to inappropriate funding of its projects as well as inadequate management of 

initiative's existing funds; lack of an inclusive representation of various local immigrant serving 

organizations in the initiative's advisory committee; and inability of the initiative to fulfill 

expectations of stakeholders involved. 
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3.5 CoNcLusioN 

This chapter provided a summary description of the 15 programs and initiatives identified 

during data collection and a detailed account of the three programs and initiatives studied in-depth 

by this investigation, responding thus, to the Objective 1 of the study. For each of the three 

programs the description included a detailed account of the history; chronological description of 

program events; portrayal of the program's structure and organizations initiating it; statements 

about issues the program addressed; comprehensive list of organizations involved in the program 

and initiative; and graphical description of inter-connections existing between organizations within 

the context of each program or initiative. Description of the program or initiative concluded with a 

detailed account of informants' perceptions about strengths and weaknesses of the program or 

initiative, and identification of characteristics as perceived by stakeholders involved that made the 

program or initiative a key local undertaking concerned with health care policy for ethno-cultural 

minorities. 
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CHAPTER 4- RESULTS II 

4.0 INTRODUCTION 

The goal of this chapter is to address objectives 2 through 4 of this study: describe trends in 

the participation of ethno-cultural minorities in health care policy; explore inter-connections 

between and among these programs and initiatives; and, explore rules and resources associated 

with these programs and initiatives. 

First, a description of the social context in which the Diversity Initiative of the Calgary 

Health Region emerged is presented. Social context is described using data related to social 

context of the programs studied. Considering the influence that social context has on public 

participation, this description serves as a background to other study findings related to trends in 

participation of ethno-cultural minorities. Trends in participation of ethno-cultural minorities are 

discussed in terms of similarities in the programs described in the previous chapter. Themes 

identified in the data collected for these programs pertain to: common stakeholders involved in 

the programs; strategies used to involve these stakeholders; roles of stakeholders involved and 

factors determining these roles; the role that the CHR has played in these programs and the 

evolution of this role; issues of participation and representation of members of ethnic minorities; 

and, power dynamics among stakeholders involved. Lastly, study findings related to inter-

connections between and among projects investigated in this research are highlighted. 

4.1 SOCIAL CONTEXT 

This section describes some of the contextual factors in which the CHR's Diversity Initiative 

emerged. The social context model conceptualized by Scott (2001) was used as a framework to 

organize the data. Findings pertaining to federal, provincial and local contexts, as mentioned by 
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key informants, are highlighted. For clarity, however, the researcher has provided additional 

information from the literature, which relates to specific events mentioned by informants. 

a. The Federal Context 

Canada has historically been an immigrant-receiving nation. In the early 1970's, Canada 

witnessed a peak in the number of immigrants arriving in the country. At that time, over half of 

all new immigrants to Canada took residence in Toronto, Vancouver and Montreal. As a result, 

these cities grew rapidly, becoming largely multiethnic, whereas many other Canadian regions 

experienced workpower shortages (Manpower and Immigration, 1974). In response to these 

changes, the Immigration Act of 1976 came to life (Citizenship and Immigration Canada {CIC], 

1997). Under this Act there was an explicit commitment to link immigration flow to economic 

conditions and demographic needs across the country (Calgary Catholic Immigration Society, 

2001). For the first time, in an innovative fashion, this act also included a separate category of 

"refugees" and "people in refugee situations", as an admissible and designated class of 

immigrants. Since 1969, Canada had been a signatory to the United Nations Convention Relating 

to the Status of Refugees (Organization for Security and Co-operation in Europe, 1999) and as 

such had been obligated to take in, on an as needed basis, a certain number of refugees. In 1979, 

following the Tokyo summit, Canada decided to take in 50,000 Indochinese refugees (Dirks, 

1995), the so called "Boat people", who then were settled across the country (Diane Fisher, 

2000, personal communication). In 1993, a new amendment to the 1976 Immigration Act went 

into effect. Revisions introduced to the act at that time, in essence, linked immigration more 

closely to the population and labor market needs and provided for an annual announcement of 

the number of immigrants that Canada could absorb, following consultations with provincial and 
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territorial governments, and groups or individuals in the private and voluntary sectors. By 1996, 

Canada received over 200,000 immigrants yearly (CC, 2000a). 

These changes in the Canadian Immigration Policy over decades corresponded to the efforts 

by the Federal government to establish Canadian human rights legislation. Until 1960, there were 

no policies in Canada aimed at protecting minority groups from violations of their rights. By 

1975, however, all Canadian provinces had in place some human rights codes (Tarnapoisky, 

1988). Previous Canadian human rights legislation was superseded by the approval in 1982 of 

the Canadian Charter of Rights and Freedoms (Government of Canada, 1982). The charter 

guaranteed various democratic human rights and gave protection against discrimination based on 

race, national or ethnic origin, color, religion, sex, age, mental or physical disability (Canada, 

1982). 

Independent from immigration and human right policies, the Federal Government of Canada 

established the multiculturalism policy in 1971. The policy was based on the premise that the 

support of various cultural identities of diverse ethnic groups within Canadian society, 

accompanied by exchange and interaction among them, facilitates the integration of the society 

as a whole (Minister of State, Multiculturalism, 1978). To implement the policy, the Federal 

government created a special agency, The Multiculturalism Directorate, and the Directorate 

developed a range of programs aimed at the implementation of the policy. The Canadian 

multiculturalism policy was not always well received internally. It has indeed been prone to 

criticism arising from existing competition and tension among various ethnic minority groups in 

the Canadian society. One example of this tension relates to some leaders of Canadian 

Aboriginal people expressing the opinion that multiculturalism policy detracted attention from 



114 

their unique issues, which having longer historical roots should have taken precedence over the 

concerns of the other ethnic groups (Minister of State, Multiculturalism, 1978). 

The publication of the Canadian Task Force on Mental Health Issues Affecting Immigrants 

and Refugees (Canadian Task Force on Mental Health Issues Affecting Immigrants and 

Refugees; 1988) stated that many problems related to the adjustment of immigrants derived from 

prejudice, present in the Canadian society against people from other races, particularly non-

whites. This issue was defined as the problem of "visible minorities" (Canadian Task force on 

Mental Health Issues affecting Immigrants and Refugees, 1988) and consequently late in the 

1980s, the administering body for the Canadian Multiculturalism Policy directed its efforts at 

programs that helped immigrants adjust to their new society (Reitz, 1988). 

In 1988, the Multiculturalism Act was passed by the Canadian parliament. The act restated 

and reinforced the 1971 multiculturalism policy and, in addition, introduced the issue of equality. 

It mandated federal departments to ensure equal opportunities for employment and advancement 

of members of all ethnic and racial groups and required Federal bodies to actively promote the 

multiculturalism policy. In the 1990s, a call for review of the Multiculturalism policy, with an 

Alberta twist, emerged. This critique of the policy is presented in the following section, as part of 

the provincial context. However, it is important to note its implications at the time on the 

National scene. 

In the early 1980s, the total annual budget for the administration of the Multiculturalism 

policy was around 30 million Canadian dollars. By 1996, the budget had been reduced to around 

17 million dollars (Canadian Heritage, 1996). Multiculturalism Canada was pressed to undertake 

a re-evaluation of its programs. As a result, more restraints were placed on grants allocated to 

ethnic minority organizations. In the spring of 1997, Multiculturalism Canada issued a statement, 
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which reaffirmed the commitment of the Canadian Government to the multiculturalism policy 

and articulated main priorities of this policy to be: identity, civic participation and social justice 

(Canadian Heritage, 1997). In this new direction, the identity goal restated Canada's recognition 

of diverse cultures. The civic participation goal placed an emphasis on the development of a 

common community, which would involve a variety of ethnic and minority and majority groups 

in joint cooperative ventures. The goal of social justice emphasized equity among groups and 

elimination of racism for that purpose (Canadian Heritage, 1997). 

b. The Provincial Context 

Since 1970, Alberta has received the highest numbers of immigrants to the Prairie Provinces, 

ranging on average from 10,000 to 15,000 a year. Of metropolitan Albertan cities, Calgary has 

the highest percentage of immigrants (21.6%), and Edmonton ranks second with an immigrant 

population of 19.7% (Lamaba, Mulder, Wilkinson, 2000). During the 1990s, the top three 

regions from which immigrants in Alberta originated were the UK, other European Countries, 

and Asia and the Middle East (Statistics Canada, 1999). Historically, compared to all other 

Prairie Provinces, Alberta has received fewer refugees (Lamba, Mulder, Wilkinson, 2000). 

The Individual Rights Protection Act was first endorsed in Alberta in 1973. Alberta 

Government adopted the Canadian Charter of Rights and Freedoms in 1982, indicating its 

recognition of the rights and freedoms articulated in the charter (Rowney, 1997). 

The multicultural policy was first defined in Alberta in the Alberta Multiculturalism Act. The 

Act discussed recognition of Alberta's multiculturalism and acknowledged the right of all 

Albertans to equitable, accessible, comprehensive, ethnically and culturally appropriate services 

(Government of Alberta, 1992). Bound by the legality of these policies, since early 1990s the 

Alberta government had recognized its responsibility to pay for interpretive services in cases 
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essential to communication and effective delivery of medical and public services (Citizen, 1997). 

However, until 1997, Alberta had avoided carrying this constitutional responsibility by 

delegating decisions on the matter to service providers. In October of 1997 Canada's Supreme 

Court ruled that effective immediately, governments across Canada must provide, when needed, 

interpretive services for the delivery of medical and public services (Citizen, 1997). 

In the mid 1980s and early 1990s, Alberta experienced an economic downturn that related to 

an oil price collapse and huge job losses in Calgary's private sector (Bragg, 1997). This period 

was characterized by large cuts of provincial funds, affecting most sectors. During this period, in 

1987 the Reform Party of Canada, with roots in Alberta, was formed. From its beginnings the 

Reform Party criticized the policies of immigration and multiculturalism (Soberman, 1999). 

Based on its ideology of self-reliance and individualism, the Reform Party of Canada advocated 

substantial cuts in immigration and rejection of multiculturalism. It called for preservation of 

cultural backgrounds as a matter of purely personal choice and for promotion of a Canadian 

culture into which immigrants were to integrate (Reform Party of Canada, 1990). Resolutions of 

the Reform Party were also echoed by the Progressive Conservative Party of Canada and the 

mainstream media (Soberman, 1999), suggesting the support of a much wider base of Canadians. 

The Federal elections of 1993 became an arena for the political debate on immigration and 

multiculturalism (Soberman, 1999). The Liberal Party of Canada, under whose auspices the 

multiculturalism policy had come to life, won the 1993 Federal elections. In Alberta, during 

provincial elections held the same year, the Progressive Conservative Party received the majority 

of votes and Premier Ralph Klein was elected. 

In its first business plan presented immediately after the elections, the new Alberta 

Conservative Government introduced the plan to implement the Regional Health Authorities Act. 
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The act was passed in June of 1994 and the province was divided into 17 geographic health 

regions. The Calgary Regional Health Authority (now the Calgary Health Region) was one of the 

17 regions to replace separate boards of various local hospitals, health units and health service 

institutions (Rutherford, 2001). 

c. The Local Context 

Between 1986 and 1996 Calgary had received the largest numbers of immigrants among 

prairie cities (36.4 %); they primarily settled in the North East area of the city (CC, 2000b). A 

significant proportion of immigrants who arrived in Calgary during this time period were 

Southeast Asians (53.4%), followed by Middle Easterners, Central and Southern Americans, 

European and Africans (Lamba, Mulder, Wilkinson, 2000). 

Immigration and internal migration have been accounted for an increase of approximately 

2.5% per year in Calgary's population during the second half of the last decade. Beginning mid 

1990s, Calgary's economy also experienced a steady increase in GDP (gross domestic product), 

which in 2000 reached 7.3% (City of Calgary, 2002). It is likely that the economic prosperity of 

the province and the city during these times kept attracting immigrants, who in turn contributed 

to the city's work force and consequently to the economic growth the city experienced (City of 

Calgary, 2001). By 1999, the employment rate of immigrants in the city of Calgary was only 

slightly lower than that of the Canadian born residents (City of Calgary, 2002). While Calgary's 

market economy was functioning well, social and public service sectors continued to endure the 

shortage of finds introduced by cuts from various levels of governments in the early 1990s. 

In the late 1990s, the city of Calgary embraced its vision to be "the best place to live" in 

Canada. The city's work around this vision made evident that Calgary was, for a number of 

Calgarians, still not the best place to live, due to experienced systematic racism and 
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discrimination. (City of Calgary, 2001). As an example, by 1999, the Alberta Commission of 

Human Rights reported that over 500 of their complaints were race related (City of Calgary, 

2001). In March of 2000, the City of Calgary approved the creation of a Cultural and Racial 

Diversity Task Force. The purpose of this task force was defined around development of 

strategies that would eliminate cultural and racial barriers in Calgary, as well as development of 

infrastructures that would allow the implementation of these strategies. The task force is made of 

leaders from municipal, provincial and federal governments, business and non-government 

sectors (City of Calgary, 2001). The Calgary Health Region joined the task force at its inception 

and was actively involved in the development of task force strategic plans (Maya Charlebois, 

2002, personal communication). 

As illustrated in this section, prior to the Calgary Health Region's Diversity Initiative there 

was a long history of design and implementation of federal, provincial and local policies of 

immigration, human rights and multiculturalism. This coupled with various changes in the 

provincial and local economic climate, multiethnic trends of immigration, as well as events 

around reinforcement of federal, provincial and local policies comprised the rich and intense 

social context in which the Calgary Health Region's Diversity Initiative emerged. 

4.2 TRENDS OF PARTICIPATION OF ETHNO-CULTURAL MINORITIES IN HEALTH CARE 
POLICY 

4.2.1. Stakeholders Involved in the Programs Studied 

During analysis for common themes across the programs investigated in this study, it was 

identified that ffinders representing federal and provincial government institutions were always 

part of the overall picture and three major stakeholder groups were involved in these programs. 

Public organizations such as the University of Calgary, health-care organizations or the CHR 

represented one group; immigrant serving organizations (ISOs) such as CIAS, CIWA, CCIS, 
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MCN and CCCSA represented the second group; immigrant and ethnic minority associations 

(EMAs) such as Vietnamese, East Indian, Somali and other similar associations represented the 

third group. 

A number of other non-ethnic, mainstream organizations, such as Alexandra Community 

Health Centre had also been involved as stakeholders in the programs studied, but there was no 

evidence in the data collected to suggest that these organizations engaged ethno-cultural 

minorities in participation processes. 

It was noticeable during data analysis that at different times through the decade, different 

EMAs had been involved in programs concerned with health care policy for ethnic minorities. 

This finding is congruent with immigration trends and local demographic changes outlined in the 

description of the social context. 

In all the programs studied, the Calgary Chinese Community Services Association was 

involved in some major way in these programs. It is clear, however, that in the programs where 

one of four largest immigrant serving organizations was engaged, there was little or no 

involvement of other immigrant serving organizations. 

EMAs seem to have had a presence across programs studied, but little evidence was found to 

demonstrate that they had a meaningful involvement in these programs, where meaningful 

involvement is thought of as requiring a broad base of member involvement, equitable access to 

allow involvement and a two way communication between parties involved (CHR, 2002). 

A common theme identified in the interviews with key informants involved in these 

programs pointed to these stakeholders' (public institutions, ISOs, as well as EMAs) vested 

interest in addressing the diversity issue and aspects of it. 
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"... Urn, I can't entirely speak to how, to how those individuals you know it's origin or 
whatever, came together except for what I could see as a common theme were that urn, they were 
committed to looking at the diversity issue." 

With respect to public participation, viewed as a process for engaging people, data suggested 

two directions in which this happened: public institutions sought involvement of ISOs; and the 

latter served as mediators who involved EMAs. 

"I mean they, [ISOs] they know exactly who's, when the services are required, and which 
community will be impacted So, we leave it with them and they take it upon themselves to make 
sure that the right people are there." 

In the programs studied, finds for running the programs were allocated: 1) directly from 

federal and provincial institutions to public institutions; 2) directly from federal and provincial 

institutions to ISOs; or 3) were internally generated by public institutions (local health 

organizations or CHR). The programs studied were the initiative of public institutions or 

undertakings of ISOs. Thus, data suggested that public participation processes took place as 

activities of public institutions, which engaged ISOs in these programs; or as activities of public 

institutions that engaged both ISOs and EMAs. Data also suggest that public participation 

processes were also performed by ISOs, which involved EMAS in these programs. Figure 13 

depicts this description. 
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Fig. 13. Common stakeholders involved in the programs and inter-connections as related to public 
participation processes 

Funders 
Federal I Provincial I Local government 

 / 
Public Institutions 
University of Calgary 

Local Health Care Organizations or CHR 

Immigrant Serving Organizations (ISO) 

CIAS, CIWA, CCIS, MCN, CCCSA 

V 
Ethnic Minority Associations (EMA) 

Vietnamese, East Indian, etc. 

Note: Solid lines show the direction of funding; dashed lines show the inter-connections between organizations in relation to 
participation processes that took place. 

The above description, generated during analysis of common themes occurring in the data, 

will be used to structure study findings in regard to other themes of public participation, 

articulated in the following sections. 

4.2.2 Roles of Stakeholders Involved and Factors Determining These Roles 

Using the description in Figure 13 as a framework to organize findings, the following section 

presents the roles of three stakeholder groups and factors that determined these roles. 

a. Role of Funders and Public Institutions and Factors Determining Their Role 

Data collected during this study suggested that finders' agendas, time lines and vision drove 

the direction and scope of the programs investigated. Funders supported as well as challenged 

the work of other stakeholder groups in these programs. Across programs studied a major 
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program limitation, imposed strictly by funders, appeared to relate to programs' budgets. 

Although overall data suggested that funders did see the importance of investing in these 

programs, they often offered only short term, one time budget support to these programs. This 

together with funders' lack of vision on how to achieve program sustainability influenced 

programs' progress and successes. 

"Because any time there's afunding restraint or you know, change in direction of 
government, whatever, this issue [diversity] gets very quickly swept under the carpet, i.e., my 
previous program and that role had been totally frozen." 

Contributing partially to this picture seemed to be the division of jurisdictions, and sometime 

lack of agenda coordination between levels (federal, provincial, local) and sectors (health and 

labour; immigration and multiculturalism) of government. 

"It would be, a/i, rather dfJIcultfor the federal government to come running in and say 
change your health care system.... So, you're right in that perception.. ..It 's provincial 
jurisdiction. I have no authority to go and tell them anything about this issue [diversity]." 

"How the health care services looks at people who, who are injured at work no takes 
precedent over whom? Uh, it had its benefits but since the Calgary Health, ah, a/i, Regional 
Health did not see it as power or something that it includes them, and then these were 
shortcomings. I think they should have included this as something of a concern to the wellness of 
the person. And they should have made it part of it. That's my opinion." 

The role of public institutions varied between programs studied. In the case of the 

Occupational Health and Safety program, the University of Calgary carried a mandate from the 

federal and provincial governments for health promotion in small workplaces. Health 

professionals situated the program based on the needs of local populations and used a health 

services approach (Rifkin, 1986) to allow ethno-cultural minorities' participation in the program. 

In the case of the Calgary Health Region's Interpretation and Translation Services program 

the role of the public institution (CHR) overlapped with the typical role of finders. 

Organizational change and priorities, the organization's financial situation, and functioning in 



123 

isolation deeply affected their programming. Overall the program lacked creativity and 

sustainability. The CHR. showed some flexibility in the program's early stages to 

accommodating input from other stakeholders with vested interest on the issue. 

In the Calgary Multicultural Health Care Initiative, public institutions were called upon and 

became involved in the program by other stakeholders (a local ISO, local office of the federal 

government). The mandate and vision of ftmders, in this case the federal government, factored 

into the CHR's involvement. Other public institutions implicated in the third program (U of C; 

other educational institutions) played a small role, primarily as contributing funders to various 

projects of the program. The initiative resembled a community development approach, from 

which community based and internal organizational programs arose (Rifkin, 1986; Labonte 

1993). 

Across programs studied, evidence from data pointed to collaborative efforts invested by all 

three stakeholder groups in the programs. Although no data were found to support the existence 

of formal partnerships (Scott & Thurston, 1997) between ISOs and public institutions involved in 

these programs, informants referred to these collaborations as partnership activities. They 

articulated advantages of these collaborative efforts, more or less manifested across the programs 

studied, such as: trust building; working relationships; exchange of ideas; knowledge building 

and contacts; as well as, issues encountered during these collaboratives, like challenges to 

articulate common agendas, to share responsibilities and commit resources. 

b. Role of the CHR in the Programs Studied and the Evolution of This Role. 
Factors Determining the CHR's Role 

In this section, study findings related to the CHR role in the programs investigated and the 

evolution of this role are presented. The focus of this section is to provide study results that go 

beyond common themes around roles of public institutions and to highlight salient moments in 
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the organization's history that determined its role in the programs examined. This will help to 

gain insight about the role of the CHR in health care policy for ethno-cultural minorities and an 

understanding of the evolution of this role. 

Clearly the most important event to have influenced the CHR's role in the programs studied 

was regionalization. Prior to regionalization, local health care organizations acted for the most 

part independently on issues pertaining to multicultural health. Their activities on multicultural 

health consisted primarily of research and program planning. Only a few structures, such as, 

internal committees and recruitment of a limited number of staff, were implemented at the time 

by these organizations as means to address multicultural health issues. Some of these 

organizations attempted collaborative strategies with ISOs, primarily to secure access to health 

care consumers from ethno-cultural minorities, as well as to access ISO expertise on cultural 

competence and language abilities. These activities were, however, rarely planned or systematic; 

they were for the most part arranged by health care organizations as needed and in response to 

the growing demand placed upon them by consumers and the government to address 

multicultural health issues. Although data were not obtained from all local health care 

organizations in existence prior to regionalization, there was evidence that for most of these 

organizations, multicultural health was in the organizations' business agenda but rarely was it a 

priority of the management teams. Furthermore, data suggested that at the time of regionalization 

various health care organizations were at different levels of multicultural health programming, 

with a leading position held by Calgary Health Services and the Alberta Children's Hospital. 

From the time of regionalization (1994) to the time the CHS Multicultural Committee 

reconvened to become a region wide committee (1997), little was done in the region around 

multicultural programming. At this time, however, the region supported financially through the 
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injury prevention fund the CCIS's proposal on multicultural occupational health and safety, 

indicating that perhaps the CHR contributed to similar, external to region, multicultural 

programs. Activities of the region in the area of multicultural health initially pertained to 

translation services and were gradually broadened to include other aspects of multicultural 

health. Upon regionalization, activities undertaken by the region in the area of multicultural 

health were initially replication of activities carried out until then by various independent health 

care organizations, primarily multicultural health research and program planning activities. Data 

suggested that a relatively large number of the CHR employees initially involved in the CHR's 

Multicultural Committee were individuals from various local health care organizations 

previously engaged in the area of multicultural health. The experience, knowledge and expertise, 

built earlier by independent local health care organizations were, however, endangered after 

regionalization by continuous organizational restructuring and staff turnover. This was reflected 

in the fact that from the time of establishment until the year 2000, the CHR's Interpretation and 

Translation Services (ITS) continued to be concerned with similar issues as in the early 1990s, 

(i.e., resources, regulatory policies, internal coordination of services, and sharing of 

responsibilities with other stakeholders). 

At the time the CHR was most active in the area of ITS it also became involved in the 

CMHCI. Data suggested that the CHR's role in this initiative was initially unclear. From the 

perspective of flrnders of the CMHCI, the CHR was a partner to CIAS, agreeing to undertake a 

region wide diversity initiative. The CHR apparently was not initially aware of the dimensions 

built into a region wide diversity initiative. Nonetheless, the lack of coherence about partner 

roles was resolved during stages of this program. Data suggested that various projects, 

commenced during the years of the CMHCI, contributed to development of internal CHR 
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diversity programs. The CHR representatives involved in the CMIHCI were initially individuals 

connected with ITS and the CHR's Multicultural Committee. This representation changed over 

the years of the CMIHCI to include staff involved with operations of new diversity projects 

initiated by the region. Towards the end of the initiative the CHR partnership with CIAS in the 

CMHCI was acknowledged by highest levels of the CHR management and leadership as a 

fruitful organizational undertaking. By the program's end the CHR also became an equal partner 

of the initiative, and as needed, shared resources, roles and responsibilities with other program 

stakeholders. 

c. Role of Immigrant Serving Organizations and Factors Determining Their Role 

Analysis of data collected during this study suggested that local ISOs played an important 

role in bringing issues concerning ethno-cultural minorities to the forefront of public institutions' 

agendas. In this study they were portrayed as catalysts to bringing social change related to health 

care policy for ethno-cultural minorities. They were positioned among other stakeholders as 

spoke representatives of ethno-cultural minority groups. These organizations received funding 

from various levels and sectors of government to provide services to ethno-cultural minority 

groups. The scope of their services was initially related to resettlement services for new 

immigrants arriving, but as resettlement needs pointed to integration and the two are intertwined, 

the work of these organizations also encompassed services related to learning and education, 

health and legal matters, recreation and family issues. In relation to the scope of the latter 

services, these organizations varied from one another and often operated to compensate rather 

than duplicate each other's services. This approach involved not only the areas of their services 

but also ethno-cultural groups they served. 
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Various program stakeholders recognized that in the course of service, ethnic and immigrant 

serving organizations have become knowledgeable of the needs of populations they serve, have 

developed first hand connections with members of ethno-cultural groups, and built expertise to 

plan services responsive to their clients. Whenever opportunities arose, these organizations used 

this arsenal of knowledge and expertise to advocate for extension of their services or develop 

new programs, within or outside their sector that can serve ethno-cultural minorities. 

Data suggested that due to a long history in the resettlement services and roles that ISOs have 

played, they established for themselves a local name and place, acknowledged by fünders, public 

institutions and EMAs. Various informants noted that these organizations employ a relatively 

large number of workers who often are first generation immigrants, who speak various 

languages, possess cross cultural communication skills and are professionally accredited by 

foreign universities. These employee characteristics were thought by informants to represent an 

advantage that facilitated planning and implementation of the programs studied. 

d. Role of Ethno-Cultural Minority Groups and Factors Determining Their Role 

A small amount of data collected during this investigation reflected the role of ethno-cultural 

minority groups in the programs studied. Overall, ethno-cultural minority groups and their 

members were described in the data as recipients of services. As service recipients, members of 

ethno-cultural minority groups were involved in workshops and training sessions, as well as 

evaluation of some of the services delivered by the programs. 

Leaders of EMAs were usually involved in programs' advisory committees. They 

participated in these structures to voice the opinions and the position of their group members, 

communicate to their members decisions made in the programs, and facilitate the service reach 

of ISOs to members of ethno-cultural minorities. Leaders of ethno-cultural minority groups 
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stated that the role of their associations in the programs studied was limited, primarily due to the 

fact that their associations are financially weak, not supported by finders, and are totally based 

on the volunteerism of their membership. Other programs stakeholders perceived involvement 

and participation of ethno-cultural minority leaders as crucial to program activities and described 

their involvement as constructive to success of the programs. 

4.2.3 Strategies Used to Involve Program Stakeholders 

The analysis of common themes across programs studied revealed several strategies for 

public participation used and proposed by public institutions and ISOs. Health Canada's Policy 

Toolkit for Public Involvement in Decision Making adopted by the CHR in their Public 

Participation Framework (CHR, 2002) has been used to place each of the strategies identified 

during the analysis (Appendix G). 

A common strategy across programs used to involve program stakeholders was the 

establishment of program advisory comihittees. These committees seem to have come together in 

response to a call from public institutions for participation of ISOs; or as in the case of the 

CMHCI, the committee was a response to a call from ISOs to various players that included 

ethno-cultural minority groups. In the first case, the committee represented a venue for health 

professionals to plan and implement a community-based program. Whereas in the second case, 

the committee was a selected strategy, which supported and organized a large stakeholder group 

to identify issues, plan and act upon generated strategies for social action, social change related 

to multicultural health. 

Communication strategies, such as, mail out, advertising, requests for proposals, as well as 

workshops, seminars, issue conferences (forums and symposium), bilateral meetings among 

stakeholders, surveys and questionnaires appear to have been the methods used for public 
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participation purposes more or less by both public institutions and ISOs involved in the 

programs. In two out of the three programs, despite their beginnings as community based or 

community development programs, there were attempts made to incorporate sustainable 

community development activities, such as: OH&S training incorporated temporarily within the 

CCIS services; and development of the immigrant health equity and empowerment project within 

the CIAS in the CMHCI. From the data collected it was difficult, however, to judge the overall 

success of methods used. In the search for trends related to strategies for involvement of ethno-

cultural minorities, data suggested little change of participation strategies over time. 

Individual representatives involved in these programs included people from public 

institutions designated and in charge of the issues addressed by the programs studied. Similarly, 

designated staff from ISOs were involved in these programs. Noticeable was the fact that the 

leadership of ISOs was always involved in these programs. Informants interviewed explained 

that leadership involvement was based on the importance for ISOs of the issues addressed by 

these programs. Individual members of ethno-cultural minority groups involved in the programs 

usually were leaders of various EMAs. The ISOs were the ones to engage leaders of ethno-

cultural minorities. The latter felt that their involvement was primarily due to past relationships 

they had with staff and leaders of the ISOs. Their recruitment into these programs was described 

as spontaneous, however, in alignment with the interests of their group. 

"I'm the president and all that. So people knew me by that name, so when this program came 
up uh, they had my name, so they asked me 10 gel involved." 

"... They said well we are, we are going 10 do this program. So they ask me if I want to 
participate, and uh, we, we said well this is the issue that the community facing And that's how 
I got involved" 

In discussing involvement of ethnic minority group leaders in a participatory process 

informants from ISOs outlined various strengths and limitations related to their involvement. On 
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one hand, these leaders were described as the most diligent voice of their group, committed 

individuals with much experience, and on the other hand, at times they were thought to be 

individuals with a limited understanding of the issue in question, unable to comprehend the 

importance of the problem for their own group and consequently responsible for depriving their 

group from involvement in a meaningful process. 

'Maybe the people who were the initial contacts, maybe these people weren't, were not 
there. And if they were there, they probably wished to keep that information for themselves. And 
didn't do, didn't take it forward ... we deal with people, people are very subjective. People look at 
the practicality of things. A/i, they say, well another program.... What would this program do for 
me, my community, and the people in my community? They didn't see that this kind of 
information could be usefulfor them. As soon as we get to the person looking after the 
community needs, and if he not there, he hasn't responded then I would prefer to take to the 
people in the community." 

When key informants were asked if strategies used to engage ethno-cultural minority groups 

in their program were the most appropriate strategies to receive this population's input into the 

decision making process, unique for that particular program, a consistent response was 

identified. Despite informants' affiliation to stakeholder groups, they felt these methods were 

effective. However they questioned the reach to marginalized ethno-cultural subpopulations by 

these methods. 

"The concern remains that are we really reaching the hard to reach communities. But u/i, I 
think always you know, we're a bit at risk of not attaining the perspective of some of the people 
who really need the services the most." 

Considering this a drawback of public participation methods used with ethno-cultural 

minorities by the programs studied, some informants suggested other strategies. They spoke of 

systematic and non-traditional approaches to reaching out to members of ethno-cultural 

minorities and receiving their input. 



"I don't maybe, maybe you know the answer to this, but I don't know if it is better to 
interview immigrants coming into cities... .1 mean it can't be advantageous. To ask them urn, what 
first of all they thought that needs to be changed ... It might be interesting to have immigrants to 
talk about where was the most impact for them .... So, I guess that's how I'd see their voice coming 
forward you know, as having that kind of ah, survey or discussion urn, with immigrants 
themselves." 

"So, I started with saying that we should end sitting around the table. We should be going 
out to the people, where they actually are. And a/i, if it was not possible to go to homes for the 
people, we could start with going down to the various cultural Gentress. Like we have them, 
there are plenty of them. We never went to the community." 

4.2.4 Issues of Participation and Representation of Members of Ethno-Cultural 
Minorities 

Interviews with key informants revealed various issues related to ethno-cultural minorities' 

participation and representation in participation processes employed by the programs studied. 

Informants' views on representation of ethno-cultural minorities differed, depending on the 

informants' affiliation to the programs' stakeholder groups. 

Informants affiliated with finders and public institutions commented that involving members 

of ethno-cultural minorities in the programs studied and achieving their complete representation 

was an important issue, and this had received their consideration. Most of them implied that 

participation of ethno-cultural minorities equals participation in the programs of ISOs. Further, 

they believed that ISOs are able to equally represent interests of ethno-cultural minority groups 

and perform on this task. A statement from one of the informants related to public institutions 

articulates this point well. 

"You know it was one, it was one of the concerns that was brought out, so, right from the 
beginning and that was a/i, do you have fifty people from the community, do you needfifiy 
people? Although it was only [one immigrant organization] sitting there, supposedly, 
[names of two other immigrant organizations] they would say the same things, they would run 
the business the same way like that. So, if it was [the two other immigrant organizations] they 
would've, they would be, have dealt with the process in a similar fashion." 
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However, other informants, also related to public institutions, commented that it is important 

to recognize the unique contribution that involvement and participation of each one of the ISOs 

could bring into a program and emphasized that efforts must be made to involve each one of 

these organizations. 

"Each of those urn, immigrant serving organizations have their own unique niches, and do 
(heir own unique work in very special ways, and that we can benefit by involving all of them." 

In addition, considering employee characteristics of ISOs, some of these informants spoke of 

a dual representation that involvement of employees from these organizations in public 

participation processes potentially offers, thus implicitly supporting the statement that 

participation of ISOs equals participation of ethno-cultural minorities. 

"I think that many of the people who were at the table representing agencies were, well, I 
know some of them were recent immigrants themselves and they all spoke from, they could speak 
from both the agency experience and the immigrant experience. There was never afeeling of 
lack of representation of the issues..." 

Informants affiliated with public institutions valued the success of these programs to involve 

and assure representation of major ethno-cultural minority groups in the city. Some of these 

informants believed strongly that issues concerning ethno-cultural minorities are the same, 

regardless of ethno-cultural origin of the group, implying no need for involvement and 

representation of every possible ethno-.cultural group. Further, they asserted that involvement of 

representatives from all minority groups is impractical and in reality difficult to manage. 

" ... ft was representative of the e.hno-culturalpopulation that were the largest in the city 
and, and the issue, the issues are all the same. Andl know that from experience from working 
with the community. Urn, the issue's the same, the language is different. So, you know what I 
mean. It is difficult to get everybody, for practicality purposes, and the size, the committee and 
how they input, you know, how many people's input do you need?" 

"She began to feel that she needed to invite community ah, members. And while, you know 
while I have no problem with inviting community members, I think ifyou make it too big then it 
doesn't work, it doesn 't work. And that what I've seen happening." 
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When informants affiliated with ISOs were asked about similar issues, they indicated that for 

the most part of their work they are the representatives of ethno-cultural minorities, capable to 

speak for these populations. Despite this stance, however, these informants also provided 

detailed description of their efforts to involve representatives of ethnic minority groups in the 

programs studied and expressed appreciation about the value of their involvement. 

"The agencies were us, and some of the ethnic community members that came. We invited 
them. And we got and also we wanted the ethnic communities,.... But the core group was us... we 
have some good people.... Very good people. Knowledgeable and committed.. .1 would have to 
say we were the leader on that, because we, have we saw the eh, problem. We had expertise in 
house and raised the issue on behalf of immigrant community." 

we thought that we don't want spokesperson for the immigrant. We want the immigrant 
themselves to participate. You know the one thing that, that was veiy powerful and there are 
documents about it in the literature, about the ethnic community is this; they are represented by 
spokespeople, never represented themselves." 

Members of ethno-cultural minority groups provided a different perspective around their own 

representation in participation processes in the programs studied. They spoke of the 

responsibility associated with the role of the group representative. While they regarded the honor 

of being in this role, they felt this was an overwhelming responsibility for one individual, mainly 

for reasons related to vast membership of one group and various subcultures within a group. 

"Uh, I, I don't think that I'm a sole representative of that community. Uh, because the 
community is fairly, very large, although I have access to the information on ah, as a whole, but 
I don't claim to be a representative of the whole community at all. Now, I did claim to be the 
president of the [name of the] Association, but that was only for people like me andfrom my 
country. 

Members of ethno-cultural minority groups critiqued the point of view held by public 

institutions that all immigrant and ethno-cultural groups have similar issues and consequently 

involvement of the largest ethno-cultural group is satisfactory to receiving the input of all ethno-

cultural groups. They advocated for the need to identify the uniqueness of each ethno-cultural 

group and believed that each group should be represented in participation processes. 
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"... When you talk to them they said well, yeh ah, you come from [a country] right? We have 
ah, a refugee from [another country], they have the same issue. And I would say: No, it/s not 
same issue, it's different." 

Informants from ethno-cultural minority groups expressed concerns that public institutions 

and ISOs are not interested in involving and allowing participation of disadvantaged members of 

their groups; indeed they questioned constant involvement of only one member of their group 

and the reasons behind it. 

"You know, and I think they should involve people who are really the ones who are u/i, 
warranting the service. You know, it's all very welifor me to go and say what I think about the 
barriers but I'm never had any barriers myself What barriers have I had, none. And I would 
have if my degree was not from [North American University]. If I came from an European 
University and I didn't speak good English, I would have had lots of barriers. And I know people 
who've had those barriers... .Ifeel we are not the real representatives. Sometimes I wonder why 
are we, why are we invited? Is this just because we have to be a token uh, you know? I always 
think why, why are they asking me? Is it because I can do something or is because I'm the token, 
you know. 

Interviews with informants from public institutions provided some insights about their 

reasons for involving "token" representatives from ethno-cultural minorities. This was 

remarkably articulated and explicit in the following statement from one informant. 

"U/i, it makes this much more difficult in, in, it makes it a very, challenging ah, issue to have 
to work in the community, because people at a community level ah, you know anytime people get 
upset or get angry about the, the progress of activities ah, they have to always weight how they 
express their anger publicly for fear of being marginalized. For, for fear that u/i, you know, well 
now, you know, they're, they're being sort of seen as a angry person I don 't, unreasonable 
etcetera, etcetera." 

All informants interviewed across the programs studied stated that involvement and 

contribution of members of ethno-cultural groups in the participation processes employed by 

these programs was voluntary. Informants affiliated with ISOs also affirmed that such 

involvement sometimes required time commitment that surpassed their capacities. While 

discussing these time commitments, informants affiliated with public institutions and members 

of ethno-cultural minorities themselves acknowledged that there are multiple barriers to ethno-
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cultural minority members' participation, which makes difficult their prolonged involvement in a 

participatory process. Members of ethnic minorities discussed the need to share the responsibility 

of being a representative of their group but stated that it is often difficult for their peers to find 

time to volunteer in these processes. 

"... in some cases the commitment and attendance wasn't very ah, consistent. And you know, 
lots of times we see that with consumers from the ethno-cultural communities due to numbers of 
jobs, volunteer positions, you know, family commitments, transportation. All of those things can 
be a barrier to participation. Urn, I guess, always I would like to see their voice even stronger. 
Like for example more representatives from the communities. Urn, more you know, consistent 
involvement and a louder voice, but is hard." 

"It's good to have some other people you know ... I tried to invite other people from my 
community, but unfortunately I couldn't find someone else who could volunteer." 

From the perspective of some informants, issues related to the complexity of the health care 

system added to barriers faced by ethno-cultural minorities; this in itself acted as an impeding 

factor to participation of ethno-cultural minorities in health care policy. 

"And their, their self esteem is so, you know, it takes a pretty strong participant to engage in 
health care dialogue.., the system is like that big elephant, you know...." 

Informants affiliated with ISOs asserted that they are fully aware of the barriers faced by 

members of ethnic minorities. Due to such understanding they felt themselves to be in a better 

position than other program stakeholders to suggest whom should be engaged from members of 

ethno-cultural minorities and what particular services should be offered to facilitate participation. 

Indeed, data suggested that efforts were made by ethnic and immigrant serving organizations to 

facilitate participation of ethno-cultural minorities in the programs studied; and these included 

things such as translation services for non English speaking participants from ethno-cultural 

groups, day care services for mothers with children, etc. 

"We decided conclusively that even if we have to bring interpreters and even if we have to do 
this extra work, we must do it, so that we get the first generation of immigrants themselves 
speaking." 
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4.2.5 Power Dynamics Among Stakeholders Involved 

Many barriers to public participation in health care policy are related to imbalances of power, 

which characterize systems in a society (Chesney, 1984). Data collected during this study shed 

light on existing power dynamics among various program stakeholders and the influence of these 

dynamics on public participation processes. Similar to the description in Figure 13, three power 

dynamics emerged during analysis of common themes on power issues: 1) between funders and 

public health institutions on the one hand and ISOs on the other; 2) among ISOs themselves; and 

3) dynamics between ISOs and EMAs. 

Funders and public health institutions viewed involvement of ISOs as very important to the 

progress of health care policy for ethno-cultural minorities; often because of their unique 

characteristics, they perceived these organizations as venues to move this agenda forward. 

However, as previously noted, data suggested that funders' and public institutions' agendas 

drove the overall development of these programs through restrictions they placed on what ISOs 

could do and not do and by introducing limitations around program budget operations. 

ISOs were willingly involved in these programs. During interviews, informants affiliated 

with these organizations articulated that fundamental to their position and involvement in 

programs addressing issues of health care policy for ethno-cultural minorities was their mission 

and mandates, as well as their commitment to making a difference in the life of populations they 

serve. 

Informants interviewed and associated with these organizations spoke with pride about their 

organizations, as first to identify and address health care policy issues of ethno-cultural 

minorities and actively involved in working with public institutions. Two major themes emerged 

during data analysis to explain their pride. One theme related to credibility that these 
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cultural minority groups when identifying issues and implementing programs; the other theme 

related to status and authority they perceived to secure when associated with public institutions. 

"And we have copyrighted and used it copyrighted like that. And we made a lot of copies and 
we tried to get everybody know about it. This whole program was profiled across Alberta. 
People were hearing about it. This material is unique in Canada, f'n veiy proud of it... And it is, 
is something that I tell you, you should get an awardfor it. Somebody should get an award. We 
did it." 

"Actually urn, I think, I think one of the reasons is the collaboration with the University ... it 
meant, well of course it meant power. I mean you know... .It meant credibility and power." 

Although collaboration with public institutions was portrayed by ISOs as much desired, the 

informants affiliated with the latter organizations spoke of power imbalances that came into play, 

as a reminder of their limited power and influence on the issues to be addressed. 

"Well because then, because who are we, an immigrant serving organization calling to task 
organizations like that. Who are we? What God sent right do we have? Too small immigrant, 
immigrants. I mean, the premise is the political context, power differences, big and small. So, eh, 
so, this was it. 

"So, is pecking order that becomes or, or is unconsciously established. And the community's 
intimidated by the health authority and by having a authority actually sitting at the table.... Urn, 
so the dynamic of intimidation... maybe intimidation is a strong word Yeh, it takes awhile for 
that to, to dissipate. Yeh, to put it down to equal. Yeh, the authority, was the authority." 

Another interesting finding of this study was around relationships among local ISOs. 

Informants affiliated with public institutions were the ones to primarily articulate dynamics of 

these relationships; however, other informants affiliated with ISOs or ethno-cultural minority 

groups acknowledged the reality of these dynamics. Competition and a drive for control of 

territory and influence upon ethno-cultural minority groups were primarily described. Informants 

from public institutions spoke of the negative influence of these issues in the implementation of 

programs studied and inclusive participation processes for like organizations and local ethno-

cultural minority groups. 
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"And that's been a bit of an issue to try and work through in, when we talk about service 
development. Because there's been a lot of infighting that has gone on with immigrant serving 
organizations, and an under current of sometimes hostility." 

Mandates of these organizations are constructed upon identity characteristics of the ethno-

cultural groups they serve. These characteristics: Chinese versus other immigrants; refugees 

versus immigrants; and immigrant women versus immigrants were mentioned by informants as 

reasons for the division of ISOs. 

"The Chinese... are different from other immigrants. Why would they be separated... because 
of territories? You are Latin American worker, Spanish Association is involved in the 
projects... primarily  immigrant women pretty much have immigrant women organization 
responsible." 

Reasons mentioned for competitions between ISOs related to these organizations' struggle 

for funds, Rinders' criteria and regulations and the decrease of finding sources. ISOs viewed the 

ability to secure finding for their programs as strongly influencing their status, profile and/or 

survival, which in itself supported competition. In addition, individual characteristics of the 

leadership of ISOs were mentioned to play, to some degree, a part on those dynamics. 

"Because they're all competingforfundingfrom similar fundingforces. Well, part of it is, is 
that urn, when they goforfunding, it's who they partner with, that is seen as a buff. ... therefore 
they should be getting the dollars." 

"That there is apolitical component in that, um, it you, profiles and puts the agency in a 
certain light." 

"But you know, there is definitely a history of that [competition]... .1 think it can be a little bit 
of the individual players. ...And also maybe too, urn, maybe it is an issue of you know, who really 
saw themselves in the lead. Like I would throw out the question, should there really have been a 
lead at all? Instead of everybody being the lead, you know. So that's always one of those issues, 
but maybe, maybe ah, the project shouldn't have been attached to any one particular immigrant 
organization. But, you know then there's all those administration issues that make it better when 
it is. 

A unique perspective emerged from interviews with key informants from ethno-cultural 

minority groups, attesting to power relationships between these groups and local ISOs. One 

identified common theme related to ethno-cultural minority groups' dissatisfaction about order 
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of the relationships between them, ISOs and funders and public health institutions. They viewed 

the position of ISOs as mediators in this relationship to serve more the self interests of the ISOs 

than those of local ethno-cultural groups. Due to the order of these relationships, informants from 

ethno-cultural minority groups felt that their voice was not heard, their needs not well attended 

and above all their groups deprived of opportunities for further development. 

"... because ah, we were confined to deal with the ah, ah, certainly with the service 
providers... .Because they wanted to be the middle man obviously.. ..No, no it's not okay, because 
like a eh, if I have a problem and you are my boss, I would like to come and discuss with you my 
problem, instead of going to the ah, the middle man, supervisor or the middle manager or 
whatever. And  think and ah, I think that they feel that to their, to their perfection, because they 
are the frontline they, they were saying that well, we are the ones who are helping the people, so 
f anything comesfrom the higher authority, that has to come through them. Then they can run 
away and do whatever they want.., like a little bit of gatekeepers. This is our property. And of 
course this is not helping communities.... Well, there are some politics you know, and whatever 
you discuss things ... people at the top, they always come in saying we don't have fundingfor you. 
We don't have you know this, we don't have that.... What we were asking was.. .few things; say for 
example we need someone who knows the culture of this community to work with the people. 
Like even as a volunteer, we were willingly among. But we have people who ah, used to be 
nurses back home. And they are willing to a regardless to make as a volunteer. And we would 
like to get a position through the health care system, we would, we even couldn't get that." 

4.3 EXISTING INTER-CONNECTIONS BETWEEN AND AMONG THESE PROGRAMS 

The charts in Chapter 3, pg. 59; pg. 83 and 84; and pg. 102 illustrate existing inter-

connections between and among organizations involved in each one of the programs studied. In 

section 4.2.1 of this chapter, a summary description of the existing inter-connections between 

and among organizations and across programs was also provided. This section presents limited 

findings from this investigation, reflective of inter-connections between and among programs 

studied. It highlights two common themes from these findings: 1) as they pertain to inter-

connections identified between and among individuals involved in these programs; 2) and inter-

connections identified between and among resources utilized by these programs. 
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In reference to the inter-connections between and among individuals involved in these 

programs, a common finding was the involvement in programs studied of the same individual 

players, regardless of their affiliation to the identified stakeholder groups. This suggests that a 

local community of individuals with interest and practice on cultural diversity and affiliated to 

various stakeholder groups exists. Interviews with key informants highlighted the importance of 

personal trust in the process of engaging other stakeholders in the program. Experience gained 

from previous interactions and reputation of individual players was mentioned as factors to 

inform personal trust; the latter Was described as crucial to the collaborative processes of these 

programs. When in place, trust among individuals involved served as foundation for a good 

relationship between program stakeholders. To the contrary, in programs where personal trust 

among individuals involved was in not place, efforts took place to establish it prior to any 

program undertaking. 

Data collected in this study suggested that often expertise and knowledge in the programs 

studied was informed by work done in other projects within a program; or by other local 

programs previously carried out. Thus, it was interesting to find that some of the work done by 

"Training the Resource People Project" informed the work done in the Chinese Community 

Small Workplace Project, carried out as a partnership between the SOHRS and the CCCSA. 

Similarly, data suggested that the work done in the ITS program and CMIEICI was built on the 

work done on the research project: "The Case for Culturally Sensitive Health Care: a 

Comparative Study of Health Beliefs Related to Culture in Six North East Calgary 

Communities". Furthermore, data suggested that some of the work done in the CMBCI was 

based on the findings of the project undertaken in the early 1990s by the local United Way. The 

project was called "Futureways: Community building and finding priorities", and focused on 
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organizational change and systemic implementation of diversity initiatives. Activities within 

programs were also interconnected. An example was the ITS objective for implementation of a 

demonstration project using volunteer community interpreters, which was implemented within 

the CMHCI, as the 8th and 8th Centre Interpretative Service Project. 

Thus, findings of this study suggest that inter-connections between and among programs in 

this investigation occurred at three levels: individual, organizational and resource level. 

4.4 CONCLUSION 

This chapter presented findings related to objectives 2 to 4 of this study. It provided a 

description of the social context in which Calgary Health Region's Diversity Initiative emerged, 

highlighting federal, provincial and local aspects of this context. The description indicated that 

Calgary Health Region's Diversity Initiative emerged in a rich social context and after years of 

efforts made by various levels of governments to implement policies on human rights and 

multiculturalism and struggles of the past to overcome economic restraints and societal 

pressures. This chapter also presented study findings pertinent to trends in the participation of 

ethno-cultural minorities in health care policy over the last decade. Three stakeholder groups 

were identified as involved in the programs studied: 1) funders and public institutions; 2) 

immigrant serving organizations; and 3) ethno-cultural minority associations. Issues around 

participation and representation of ethno-cultural minorities as informed by participatory 

processes carried by public institutions or immigrant serving organizations in the programs 

studied were presented. Perspectives on participation and representation of all stakeholder groups 

were outlined, distinguishing perspectives held by public institutions from those of immigrant 

serving organizations and members of ethno-cultural groups. The chapter concluded with a 
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summary description of findings from this investigation demonstrating aspects of inter-

connections between and among programs studied. 
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CHAPTER 5- DISCUSSION 

5.0 INTRODUCTION 

This study was designed to identify, through key local programs and initiatives undertaken 

over the last decade, trends in ethno-cultural minorities' participation in health care policy, and 

to understand the social context in which the Diversity Initiative of the Calgary Health Region 

emerged. Thus, a key purpose for undertaking this investigation was to contribute information to 

the process of the CHR's Diversity Initiative in establishing and maintaining links with local 

ethno-cultural minorities. Given the goal and the purpose of the study, the discussion of study 

findings in this chapter is organized around three major points: 1) articulating aspects of local 

health care policy for ethno-cultural minorities as identified in the programs studied; 2) 

summarizing and discussing study findings related to participation of ethno-cultural minorities in 

health care policy, noting implications of these findings to the future involvement of ethno-

cultural minorities in the Diversity Initiative of the CHR; and 3) summarizing and discussing 

study findings related to the social context in which the Diversity Initiative of the CFIR emerged, 

identifying implications that the understanding of this context might have for the overall 

development of the CHR's Diversity Initiative and consultation processes. This chapter is 

completed with a discussion about significance, as well as strengths and limitations of the study. 

5.1 HEALTH CARE POLICY FOR ETHNO-CULTURAL MINORITIES 

The main themes in the development of the local health care policy for ethno-cultural 

minorities relate to cultural identity, social cohesion and equality. These themes emphasize 

linguistic and ethnic factors to be the primary mode for understanding ethno-cultural identity in 

the health sector and stress the need for an enhanced ability of the local health care system to 

cope with and address ethnic minority needs (Garret & Lin, 1990). Rooted in the these themes, 
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issues of concern for local health care policy for ethno-cultural minorities have emerged, such as: 

1) meeting the primary health care needs of refugees and immigrants; 2) improving the health 

status of ethnic minorities; and 3) providing equitable versus culturally relevant services. 

The need for medical screening of immigrants and refugees, and the identification and 

assessment of their health issues and management of their problems represent attempts towards 

development of primary health care service for ethno-cultural minorities. Such attempts have, 

however, been reactions to emerging issues of immigration and have had little to do with a 

systematic effort of the health sector to establish ethno-cultural primary health care services 

(Garret & Lin, 1990). The influx of refugees experienced locally during the early 1980s and the 

response put together by local health organizations is an example of these reactions. The services 

developed at that time, and those that followed over the decade did not institute primary health 

care services for ethno-cultural minorities in the local health sector, but they provided 

preconditions for an advancement of health care policy for ethno-cultural minorities. Language 

barriers faced by health care providers were perceived as technical issues to be resolved by 

introducing interpreter and translator services, as well as ethnic health care workers into the local 

health sector. Furthermore, at that time concentrated efforts by local health care organizations 

took place to promote the use of public health services by immigrants and ethno.-cultural 

minorities. These initiatives helped over time to increase the knowledge of many local health 

care providers around complexities of primary health care for ethno-cultural minorities. By the 

end of the decade, the issue of primary health care for ethno-cultural minorities remained a 

concern, primarily for those most disadvantaged for reasons of language, income, gender and age 

among ethno-cultural populations (Health Canada, 1999). 
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Canada has been a country in a leading position to articulate the ideology of promoting 

health rather than curing illness (Lalonde, 1974). Over the years, this ideology has been 

supplemented by identification of numerous health determinants, which include culture, 

language, income, gender and age, and strategies that can be used to improve the health status of 

individuals and groups (Epp, 1986). These philosophical developments have without a doubt 

been reflected in health care policies and programs for ethno-cultural minorities undertaken in 

the last decade by local health organizations. Health promotion programs aiming to improve 

individual skills through culturally appropriate education, changing workplace environments, 

and reorienting health services are examples found in this study. However, for the most part, 

health care policies for ethno-cultural minorities have not incorporated broadly the structural 

determinants of health or effective strategies to affect them (Garret & Lin, 1990). From a 

population based prospective, a comprehensive assessment of major health problems confronting 

ethno-cultural minorities (Isajiw, 1999); an analysis of these problems in the context of culture 

and society (Agger-Gupta, 2000); and development of health programs and services not for, but 

with members of ethno-cultural groups, using various population health promotion strategies, 

remains a long term goal of health care policy for ethno-cultural minorities (Health Canada, 

1999). 

In an attempt to overcome the issues of discrimination, health care policy for ethno-cultural 

minorities has been to a large extent concerned with issues of health service use and access, as an 

issue underlying the notion of equity versus equality. (Garret & Lin, 1990; Krieger, 2000). Garret 

and Lin (1990) assert "the goal of attaining equal use of services by ethno-cultural minorities 

rests on two problematic assumptions. The first of these assumptions is that all ethno-cultural 

groups have equal rates and incidence of health problems and hence equal need for various 
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health care services, despite evidence that morbidity patterns differ between ethnic groups; and 

second, such a goal assumes that use of health services promotes health" (Garret & Lin, 1990, 

p.373). To various degrees, programs investigated in this study reflect the concern of health 

service use and access of these services by ethno-cultural groups, and by and large they have 

advocated for culturally specific services in the health care system. 

Developing health care services for ethno-cultural minorities has proven to be a challenge 

that cannot be tackled by the health services alone. Health care organizations, individual health 

professionals, ISOs and ethnic groups must indeed participate in a general effort to induce the 

needed change in the health care system that would represent ethno-cultural minorities' interests 

(Ledwith & Husband, 1999). Community based programming, community development and 

partnership strategies are some of the practices that have dominated health care policy for ethno-

cultural minorities (Ledwith & Husband, 1999). Participation inherent in these practices could be 

dominated by professionals, by ethno-cultural minorities and their organizations, or could 

represent a negotiated equity between professionals and minorities (Labonte, 1993). 

5.2 TRENDS OF ETHNO-CULTURAL MINORITIES' PARTICIPATION IN HEALTH CARE 
POLICY 

The public participation strategies identified in this study correspond with a variety of levels 

of Arnstein's ladder of public participation (Arnstein, 1969). Program activities, which evolved 

as collaborations or partnerships between public institutions and ISOs, would be at the top of the 

ladder. Public institutions and ISOs shared the decision making power on health care polices 

addressed by these programs but negotiations took place among them prior to achieving the 

shared decision making authority. Patterns of these negotiations varied from program to program 

and consequently so did the degree of shared authority on decision making. A few sustainable 

community development strategies, which emerged in the programs studied, would also be at the 
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top of Arnstein's ladder. The rest of these strategies, used by both public institutions and ISOs 

with local ethno-cultural groups are associated primarily with level three, two and one of the 

ladder. These strategies were consistent in all programs and no change of strategies was 

identified over time. Most of these strategies were used as means of consultation and 

communication with ethno-cultural minorities, with the majority of strategies focusing on 

consultation (Calgary Health Region [CHR], 2002). Knowing that consultation provides for two 

way communication but for little genuine power (Arnstein, 1969), the results of this investigation 

have suggested that public institutions and ISOs sought the opinion of ethno-cultural minorities 

about health care policy issues articulated by the programs studied, but decision making 

authority was left solely with public institutions and ISOs. EMAs were involved in planning and 

implementation of these programs, but their involvement amounted only to consultation. These 

findings imply that in planning involvement of ethno-cultural minorities, the CHR's Diversity 

Initiative needs to acknowledge this past. The CHR must make clear the purpose of ethnic 

minority groups' participation and make sure that the expectations raised through a participatory 

process are satisfied by the outcome of the participation process. If the CHR looks to diversify 

the way it structures participation of ethno-cultural minority groups in health care policy, 

outreach strategies with the potential to connect with a broad base of members of ethno-cultural 

groups could be used. 

One of the most significant debates concerning ethnic participation in the health arena is 

about how representative any one group or individual can be and how to move beyond tokenism 

(Garret & Lin, 1990). Some groups and their organizations have been recognized by health 

organizations as the voice, official or not, of ethno-cultural minorities (Bretton, 1989). 

Lewinberg (1999) asserts that health organizations are most comfortable negotiating with leaders 
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of these organizations with a bounded identity, who claim to represent the group, because they 

want to be sure who is/are spokespersons of ethno-cultural minorities. In this study, ISOs were 

identified as organizations that play the negotiator or mediator role with health institutions and 

speak on behalf of ethnic minorities. Having to play this role, leaders and employees of ISOs are 

thought to possess public participation skills, such as negotiation, decision making and 

knowledge of the health system (Lewinberg, 1999), that can maximize the effectiveness of their 

participation in a public participation process. 

This study found that public institutions, including health care organizations, relegated to 

ISOs the task of involving members of ethno-cultural minority groups in the programs. ISOs did 

engage members of ethno-.cultural minorities whenever appropriate, involving primarily leaders 

of these groups. Health organizations need to acknowledge that involvement of leaders of ethno-

cultural minorities as sole representatives of their groups is not enough to guarantee ethnic group 

representation. When only leaders of EMAs are involved, their experiences could be wrongly 

regarded as applicable to all ethno-cultural groups. One person representation could also lead to 

an artificial and stereotypical view of the group based on the characteristics of the representing 

leader. In addition, having a group leader available for consultation on health care policy issues 

implies cohesiveness of that particular ethnic group, whereas in reality the group might be 

divided by political, class and gender differences (Isajiw, 1999). Findings of this study alluded to 

these divisions as factors that exerted influence on the programs studied and consequently on 

issues of health care policy with which the programs were concerned. 

Thus, ignoring social structures of ethno-cultural groups could further divide the groups, 

undermine effectiveness of participation and jeopardize attainment of outcomes of health care 

policy for ethno-cultural minorities. In the context of participation of ethno-cultural minorities as 
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a future activity of the CFIR's Diversity Initiative, it is important that the CHR not simply 

delegate to the ISOs the task of recruiting members of ethno-cultural minorities. When devising 

participation processes for ethno-cultural minorities, the CHR might involve and work together 

with local ISOs to ensure engagement of members of ethno-cultural minorities but be aware and 

take into account the social structure of ethno-cultural groups and their intra-group dynamics. 

Only if the CHR acknowledges and makes deliberate efforts to overcome the influence of intra 

ethnic group differences, will representation in full of ethno-cultural minorities be achieved. 

Findings of this study suggested that fhnders and local health care organizations, 

contradictory to the opinion of members of ethno-cultural minorities, believed in the 

involvement of larger ethno-cultural groups versus all ethno-cultural groups, and involvement of 

the most established groups versus new ones. This view can be challenged by asking the 

following questions: How far can one ethnic group be regarded as representative of all ethnic 

groups? Knowing that new immigrants of low social economic status and new ethnic groups with 

a small membership (Baum et al.; 2000; Garret & Lin, 1990) are disadvantaged and might not be 

able to participate, does not this stance ensure them a position subordinate to other groups? In 

turn, would not this ranking prevent achievement of equal rights for all groups? Any public 

participation planning with ethno-cultural minorities undertaken by the Diversity Initiative of the 

CHR, should consider these questions. The answers might vary according to the purpose of 

public participation, but difficulties placed on the process of participation by the vast numbers of 

ethnic groups existing in Canadian society must not be used to justify marginalizing some ethno-

cultural groups and possibly harming intra-ethnic relations (Isajiw 1999). 

Health care organizations were also indecisive around the issue of involvement of one or all 

ISOs in participation processes concerned with health care policy for ethnic minorities. This 
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study showed that in the course of their service, local ISOs have developed their unique identities 

regarding service areas and populations they serve. When only some ISOs can be involved and 

the others cannot, representation of the unique identities each organization may bring into the 

participation process is likely to be overlooked. Ignoring some ISOs in participation processes to 

be employed by the Diversity Initiative of the CHIP. may mean that health care policy does not 

benefit from their unique experiences. In addition, the voice of various constituencies they work 

with and claim to represent may be missed. 

Equity to access is one of the most important principals of meaningful participation (Bracht 

& Tsouros, 1990). It has been recognized in the literature that participation in the health care 

system is unappealing and intimidating to many people (Padalini, Dallari & Barber-Maden, 

1993). People, including ethic minorities, may not participate because of the many individual and 

societal barriers they face (Higgins, 1999a). This study identified some of these barriers, most 

significantly social and economic difficulties endured by members of ethno-cultural minorities. It 

is the responsibility of organizations (CHR, 2002) and it will be the task of the Diversity 

Initiative of the CHR seeking participation of ethno-cultural minorities to find ways and provide 

conditions that allow people to overcome factors impeding participation. While not excessive, 

this study showed that some attempts were made by the ISOs to create conditions for 

participation of ethno-cultural minorities, such as, use of first language in participation forums 

and provision of childcare for ethnic women attending these events. In planning ethno-cultural 

minorities' participation, the CHR's Diversity Initiative should consider learning from these 

practices and expending efforts that could reduce ethno-cultural minorities' barriers to 

participation. 
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Higgins (1999b) found that one's sense of membership and involvement in a group affects 

one's ability to engage in a participation process. Observers of social movements have also 

concluded that sustained participation depends on the effectiveness of the organizations in 

mobilizing people and attaining substantial benefits (Bracht & Tsouros, 1990). Garret and Lin 

(1990) assert that more ethnic people of the same social economic status than the mainstream 

population prefer to participate, but they would rather participate in ethnic than mainstream 

organizations. The results of this study pointed to the inability of EMAs to involve and mobilize 

their members. Members of ethno-cultural minorities who participated in this study portrayed 

EMAs as weak, unable to rally their members and barred from expressing their needs to 

government authorities. Reasons related to economic hardships endured by their members were 

mentioned as explaining the EMAs' positions. Discontinued provision of government funds in 

supporting EMAs, due to changes introduced in 1996 to the multiculturalism policy, could have 

further influenced their situation. Health organizations recognize ISOs, and for the most part 

ISOs recognize themselves, as the representative voice of ethno-cultural minorities, but leaders 

of EMAs asserted the need to strengthen EMAs position so that these organizations could speak 

and work on behalf of their members. The literature has suggested that strengthening of EMAs 

could lead to increased participation of ethno-cultural minorities (Garret & Lin, 1990; Higgins, 

1999b). Thus, perhaps the issue of participation and role of EMAs need to be revisited within the 

context of recent multiculturalism policy. In today's reality, however, the question remains 

whether it is better to recognize the ISOs as the voice of ethno-cultural minorities or to consider 

no voice for ethno-cultural groups when EMAs do not exist, are weak or disorganized. Perhaps 

the road to strengthening EMAs begins with improvement of their members' economic and 

social well being, in which case more needs to be done by the society as a whole on issues of 
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resettlement and integration. Participation is thought to be a mechanism to integration (Canadian 

Heritage 1996), but participation without socio—economic integration has been found to be 

difficult (Higgins, 1999b). Only a societal change that allows ethnic groups' integration would in 

turn permit the increase of their participation. 

5.2.1 Participation of Ethno-Cultural Minorities: Power Issues 

Public participation is an important strategy with a potential to improve the health of 

populations (WHO, 1986). Yet, many systemic barriers interfere and minimize its impact. Aside 

from political, economical and cultural factors of a society, participation is greatly influenced by 

imbalances of power (Woelk, 1992). Power relations in the society develop at all levels, between 

individuals and groups (micro-level analysis) and within the large structures of dominations 

(macro-level analysis) (Farrar, 2002). 

Findings of this study suggested that the mediator's role played by the ISOs provided them 

with power, which impacted their identity, credibility and status and perhaps contributed to the 

weak positioning of EMAs. The gate-keeping attitude of ISOs described by members of ethno-

cultural minorities speaks to this effect. The relationship between ISOs and EMAs, identified in 

this study, resembles findings from various studies in the field of community organizing which 

have attested that even within groups with shared experiences and identities, there are power 

dynamics which may well reproduce larger forms of discrimination and inequity within the 

group (Cleaver, 2001; Lee, 1995; Rice & Prince, 2000; Rifkin, 1986). 

Power dynamics were found to also shape the relationship between health organizations and 

local ISOs. This relationship has been characterized as highly complex, cooperative and 

conflictual, stable and fluid, restrictive and supportive (Bretton, 1989; Isajiw, 1999; Rice & 

Prince, 2000). Rice and Prince (2000) assert that government support for local organizations can 
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be a mechanism of social control and social change. Indeed, state policies, programs and 

procedures can be oppressive and coercive to local organizations. Government finding and 

regulations, its administrative and managerial procedures can create divisions among local 

organizations (Rice & Prince, 2000) and negatively impact their functions (Cooper, 2000). It has 

been documented that policies of government agencies to contract ISOs's services have produced 

counterproductive circumstances for these organizations (Cooper 2000; Lee, 1995; Rice & 

Prince, 2000). These circumstances provide incentives for competition among local agencies, 

resulting in what Rice and Prince (2000) call "agency turfism" (p. 219). Regrettably, this study 

has found that competition and antagonism sometimes characterizes the relationship between 

local ISOs. One can only assume the effects of this competition upon programs of these 

organizations and the adverse effects on the clients they serve. 

It is therefore imperative for the CHR to find ways of involving or collaborating with local 

ISOs, which diminishes rather than deepens this competition. Any action in the contrary holds 

the potential ofjeopardizing the ISO's mission and purpose. Disregarding the role and presence 

of power between these organizations when dealing with them could conceal the reality in which 

they operate (Kothari, 2001), and as such, be counterproductive to any public participation 

process. 

As a result of imbalances of power among individuals, organizations and groups, 

empowerment anticipated due to participation might not occur (Henkel & Stirrat, 2001). 

Individual, organizational and group empowerment is central to capacity building and ultimately 

to health status of individuals and populations (CHR, 2000). Not attending to power dynamics at 

micro- and macro-levels could indeed produce opportunities for the more powerful (Hyldyard, 
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Hegde, Wolvekamp, & Reddy, 200 1) and consequently serve to increase rather than reduce 

disparities in health. 

Overall, it can be said that if attempting to involve ethno-cultural minorities in the Diversity 

Initiative, the CHR must consider power dynamics affecting involvement and roles of ethno-

cultural minority organizations and their representatives. In addition, if committed to a 

meaningful public participation process, the CHR must also be aware of its own power and make 

attempts to reduce its effect. Making explicit and finding ways to overcome these dynamics, as 

well as articulating rules of engagement between and among players in a participation process, 

could serve this purpose (CHR, 2002). 

5.3 SOCIAL CONTEXT IN WHICH THE DIVERSITY INITIATIVE OF THE CALGARY HEALTH 
REGION EMERGED 

Referring to the work of Giddens, Scott (2001) conceptualizes the social system as embedded 

in four institutions: symbolic orders and modes of discourse, political, economical and regulatory 

institutions'. "Symbolic orders and modes of discourse constitute the institutional locus of the 

ideology and as such embody rules for social action that are reflected in other institutions" 

(Scott, 2001, p. 35). Symbolic orders are legitimized through regulatory institutions. In the 

course of allocation of resources, economic institutions help constitute social systems, whereas 

political institutions order and negotiate status and authority relations of these systems. These 

institutions come into existence through actions of people but are also involved in producing and 

reproducing people's actions. Structural properties of the social systems take the form of 

structural principals embedded in organizations, which can be thought of as clusters of rules and 

resources sustained across time and space (Scott, 2001). 

The description in this study of the social context preceding the Diversity Initiative of the 

CHR speaks to the intersection and coordination among institutions making up the social 
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context. Understanding social context is important, for the very reason that social context 

influences the health care system, delivery of health services and the process of public 

participation (Scott, 2001). 

Economic globalization is the latest expansion of market liberalism and the latest stage in the 

development of capitalist economies. For over 30 years globalization has introduced major 

impacts on the labor force all over the world (Rice & Prince, 2000). While in highly 

industrialized countries globalization forces have created a shortage of workers (Rice & Prince, 

2000), similar forces have stimulated and maintained high levels of international migration in 

these countries (Isajiw, 1999). Due to globalization, not only have source countries of 

immigration changed, but the nature and the economy of immigration has been altered (Isajiw, 

1999). The globalized economy requires that the immigrants of today's world have more 

education and skills than ever before (Isajiw, 1999) and adjust and integrate into the new 

economy as fast as possible (Rowney, 1997). Creation of a diverse, heterogeneous work force, 

and the need to address its diversity are, therefore, inevitable outcomes of the globalization 

process (Isajiw, 1999; Rowney, 1997). Findings of this study provided a direct link between 

Canada's immigration trends and the needs of its globalizing economy. 

Aside from changes in the labor markets, economic globalization has also been thought to be 

the force behind societal pluralization (Rice & Prince, 2000). "Pluralization relates primarily to 

affairs and circumstances within the nation state and the society" (Rice & Prince, 2000, p. 24). 

Globalization concentrates power in the hands of corporations causing limitation of 

government's control over the economy. As a result, globalization reduces government's ability 
11 

to solve social problems while intensifying societal needs for state protection (Rice & Prince, 

2000). It is within the context of globalization that Canadian governments have supported 
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pluralization (Rice & Prince, 2000; Rowney, 1997). Policies on immigration, multiculturalism, 

employment equity, as well as the entrenchment in the Canadian constitution of the Charter of 

Rights and Freedoms are some examples of pluralization of the Canadian society. 

In the context of Canadian realities, this pluralization reflects as well as reinforces diversities 

of the Canadian society. Governments incorporate pluralistic policies to deal with needs, 

interests and demands of various groups (Rice & Prince, 2000) and, often in this process, must 

have to weigh potential consequences of meeting the interests of one group in relation to others 

(Isajiw 1999). In a society where major institutions are shaped and controlled largely by 

members of the ethnic majority, accommodation by governments of ethnic minority interests 

within these institutions may potentially compete or conflict with the interests of the ethnic 

majority (Isajiw, 1999; Rice & Prince, 2000). Isajiw (1999) argues: 

"The predicament the majority group faces is that, on one hand, while accommodation of 
ethnically diverse interests within mainstream institutions may bring about a greater integration, 
it may also alienate sectors of the ethnic majority or may be even perceived as threatening to the 
identity of the majority group. On the other hand, while giving no recognition or not altering the 
mainstream institutions to accommodate the interests of ethnically diverse groups may be more 
reassuring to the majority group; it may also, by the fact alone generate and promote 
divisiveness in the larger society. "(p. 241) 

The rise of social actions by minority groups has been argued to result from the reality of the 

Canadian society, which although pluralized is still stratified into groups with unequal power and 

status (Isajiw, 1999; Rice & Prince, 2000). To address this reality, ethnic minority groups come 

together to confront the government about problems they face and then force them to take steps 

to solve these problem (Farrant, 1991; Isajiw, 1999; Rice & Prince, 2000). Various activities 

within programs investigated in this study are examples of social action strategies undertaken by 

local ISOs, with a highlight being the Calgary Multicultural Health Care Initiative. The 

relationship of public institutions and ethnic minorities is an asymmetrical but interdependent 
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relationship (Bretton 1989). Bretton (1989) asserts "both government and ethnic organizations 

deploy strategies designed to tap each other's resources or to limit and orient each other's 

demands and expectations in a manner that corresponds to patterns of interdependence" (p. 40). 

In this study we have seen that, for over a decade, local ISOs have made claims upon local health 

care organizations on issues related to health care policy for ethno-cultural minorities to the 

extent that have forced health care organizations to undertake activities, provide resources or 

make decisions of importance to ethno-cultural minorities. Similarly, government officials and 

local health care organizations have relied on ISOs to access resource capacities of local ethnic 

groups, negotiate with these groups and, as necessary, deliver services to ethnic groups. 

One important event of the social context in which the Diversity Initiative of the CHR 

emerged was the implementation of the Regional Health Authorities Act and correspondingly the 

establishment in Alberta of the Calgary Regional Health Authority (today CHR). This study 

found that movement towards regionalization created the opportunity for centralization of efforts 

of various local health organizations around diversity. Centralization of efforts, however, did not 

immediately translate into better or different planning, nor did it help to speed the 

implementation of any CHR plan around ethno-cultural diversity. Initial efforts of the CHR did 

not deal with all aspects of diversity but maintained a focus in the area of language translation 

and interpretation. Challenges associated with organizational change may account for this inertia 

(Arredondo, 1996). Planning for diversity in large organizations is a complex phenomenon, 

which might have been furthered by financial hardships (Agger-Gupta, 2000) endured during the 

implementation of regionalization, leading the CHR to postpone or avoid articulating its position 

on diversity. 
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It was interesting to find in this study that planning and activities of the CHR around a region 

wide translation and interpretation service corresponded to the time of initiation of the CIAS's 

Multicultural Health Care Initiative (CMHCI). During this initiative the CHR moved from 

formulation of a region wide plan for interpretation and translation services, to planning for a 

region wide Diversity Initiative. Analysis of inter-connections between and among programs 

investigated, demonstrated an overlap of projects between the CHR's translation and 

interpretation programs and the CMHCI. The CHR collaborated in this initiative, initially 

without much understanding of its role, but eventually became an equal partner of the CIAS. 

Sullivan and Scattolon (1995) assert that movement toward regionalization has redirected health 

care planning and decision making within the Canadian health care system, allowing for 

democratization of these processes. The CHR-CIAS collaboration in the Calgary Multicultural 

Health Care Initiative could be seen as an example of the democratization of the health care 

system. Alternatively, the CMHCI, despite its timing, could simply be seen as one more attempt 

over the last decade by local ISOs to pressure health care organizations for a health care policy 

change. It is most likely that the regionalization and the CMHCI are connected. Given that 

regionalization predisposed the system to permit involvement of ethno-cultural minorities in the 

process of health care policy planning, local ethno-cultural minorities were able to provide their 

input through the CMHCI and to influence the development of the CHR's Diversity Initiative. 

Exploration of the social context in which the Diversity Initiative of the CHR emerged has 

illustrated that various events, influences and changes occurring in the national, provincial and 

local scene preceded the establishment of this initiative. The Diversity Initiative of the CHR did 

not emerge in an empty space. Efforts over the years of local health care organizations, 

immigrant agencies and ethno-cultural groups were part of the social context that combined with 
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other events in the local arena and within the health system to predispose the CHR to address 

ethno-cultural diversity as a systemic strategy within the local health sector. It is important that 

when planning for the Diversity Initiative, the CHR acknowledges and draws conclusions from 

the past. The nature of diversity issues addressed by local programs prior to the Diversity 

Initiative emerging, outcomes achieved from these programs, and the history of relationships 

established between the CHR and local ethno-cultural groups and organizations are some aspects 

of the past that CHR could acknowledge and reflect upon for the purpose of planning the 

Diversity Initiative. In addition, the CHR needs to be aware that as events and changes pertaining 

to economic, political, regulatory and symbolic orders of the social context continue to evolve, 

they will in their natural course of development affect the Diversity Initiative. Monitoring 

aspects of this context at the national and local level will contribute to better planning of the 

Diversity Initiative and of strategies for participation of ethno-cultural minorities and provide an 

increased likelihood of achieving the intended outcomes of the Initiative (Israel et. al., 1995). 

5.4 STRENGTHS AND LIMITATIONS OF TILE STUDY 

5.4.1 Scope 

This study was not an exhaustive review of all public participation strategies used with local 

ethno-cultural minorities. Despite a choice for investigation of key programs that could allow 

identification of trends of ethno-cultural minorities' participation in health care policy over time, 

this study reviewed public participation strategies used with ethno-cultural minorities only within 

three of the identified programs. The retrospective review of these strategies over a decade might 

have been influenced by the change over time of stakeholders' perspectives around participation. 

Furthermore, the description of the social context in which the CI-tR's Diversity Initiative 

emerged was focused on institutional analysis, but personal narratives of the key informants 
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informed description of social context. Individually or in their totality, these issues might have 

affected the scope of this study. 

5.4.2 Sample 

For this study sampling was done at two levels: 1) sampling of programs and initiatives for 

further investigation by the study; and 2) sampling of key informants within each selected 

program and initiative. 

Initial identification of the programs was based on contacts with department heads of 

government agencies whose mandate is to work with ethno-cultural minorities and executive 

directors of various immigrant serving organizations and leaders of some ethnic associations. 

Choice of these contacts was based on the knowledge of the researcher and this study's 

supervisor around local organizations working in the area of health care policy for ethno-cultural 

minorities and was consistent to the listing of organizations working with ethno-cultural 

minorities in Calgary's Directory of Community Services. Some of the individuals initially 

contacted were unable to identify programs of interest to the researcher, due to the fact that they 

had been with the organizations and in their positions for a short period of time. As a result, they 

were unaware of the previous programs with which their organizations had been involved. The 

researcher was lead to other contacts within these organizations and a total of iS key programs 

were identified. However, it can be argued that the turn over among leadership and staff of 

government agencies and local organizations working with ethno-cultural minorities might have 

influenced the sample of programs identified by the study. The leadership and staff turn over 

might also have implications for participation, an issue that can be explored through future 

research. 
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The number of programs identified in this study was relatively large and this allowed for 

selection among them of programs which permitted exploration of the issues under investigation. 

For feasibility reasons, only three programs, which met the selection criteria developed by the 

researcher, were selected for further exploration. Initial contacts that helped identify the three 

selected programs helped to also name the initial informants for each program. A snowballing 

technique was initially used to identify other informants for each program studied. Among 

informants identified, only the ones affiliated with major stakeholders involved in that program 

were selected. Implementing this sampling method upon the snowballing technique might have 

prevented the influence of personal relationships among informants from a program in a sample. 

The number of informants changed from program to program and overall, the further in the past 

the program had existed, the more difficult it was to contact informants that represented each 

stakeholder group involved in that program. An informant affiliated with an immigrant serving 

organization or an ethnic minority group was more likely to be missed. However, whenever 

informants affiliated with immigrant serving organizations who themselves were immigrants 

were interviewed, they referred to their own experiences as members of ethnic minority groups. 

It can be said that the overall sample of informants interviewed in this study included individuals 

affiliated with all major stakeholder groups involved in the programs, but for each individual 

program it was difficult to comprise such a sample. This coupled with the inability in two out of 

the three programs to involve informants considered as protagonists of these programs might 

have influenced to some degree the information and understanding gained about that program 

and consequently the analysis conducted on the data across the programs. 
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5.4.3 Methods 

a. Interviews 

The qualitative nature of this investigation is one of its strengths, because it has allowed for a 

thorough description and exploration of context, background and aspects of the programs 

studied, as well as wide representation of the views and values of stakeholders involved in these 

programs. The flexibility of the qualitative work allowed responses to the study objectives and 

questions with a variation of emphasis that would have been impossible if methods had been 

restricted by quantitative restraints. For example, if a close ended questionnaire had been the sole 

method of data collection, aspects to do with program structure, activities and resources as well 

as strategies of ethno-cultural minorities' participation in these programs would have emerged, 

but the issues and themes around stakeholder relationship and corresponding power dynamics 

may not have been discovered. An underlying assumption of this work is that those whose 

opinions reflected the programs studied agreed to participate, and as such this research is limited 

by the characteristics of those who participated. 

To explore ethno-cultural minorities' participation in health care policy, only informants 

affiliated with stakeholders involved in the programs investigated were interviewed. As a result, 

it is possible that the full perspectives of individuals affiliated with other stakeholders, 

particularly other ISOs and EMAs not involved in these programs, is missing. Knowing as we do 

from this study that not all members of ethno-cultural minorities rally behind ISOs or their 

EMAs, one can argue that this study might have also missed perspectives around participation of 

other members of ethno-cultural minorities who are not involved within stakeholder groups 

identified and engaged in these programs. 
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b. Documents 

The use of multiple data sources is a strength of this study. With the interviews as one data 

source, review of documents was the other data source used in the study, which allowed for 

corroboration of facts, opinions and insights on findings that emerged. However, documents 

collected and reviewed for each program in this study differed, and overall documentation about 

some programs seemed limited. For the most part, the documentation obtained for the three 

programs studied related to archives of only one of the stakeholders in each of these programs, 

thus missing the opportunity to review through documents the perspectives of other stakeholders 

involved in those programs. Two major reasons account for the difficulty in obtaining 

comprehensive documentation of the programs: 1) this study was searching for documents of 

programs that took place a long time ago, whereas one ISO disposed program documents after a 

period of time (the Occupation Health and Safety Program - Training the Resource People 

Project); 2) one ISO did not agree to provide an informant interview or documents of the 

program with which it was involved (the CHR Translation and Interpretation Services). 

Although these reasons provided important data with respect to the local ISOs organizational 

culture, lack of documents from these program stakeholders might have narrowed the data in this 

study and might have impacted study findings during analysis across the programs. 

The second reason mentioned above might have been due to the fact that prior to being 

involved in this study the researcher had worked with a local ISO. Thus, the barrier to accessing 

the documents and the refusal by a key informant affiliated with another ISO adds an insight to 

study findings about relationships and power dynamics between local ISOs, but it might also 

mean that the researcher's previous affiliation to an ISO introduced a limitation to the study. 

Previous involvement with one of the local ISOs might have impeded access by the researcher to 
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documents held by that other ISO. On the other hand, this affiliation can be viewed as strength of 

the study, because it increased the researcher's ability to gain trust among other key informants 

involved in the programs studied. In addition, the author's experiences working within an ISO 

and with local ethno-cultural minorities allowed a ready understanding of the issues that emerged 

from the data of this study. Researcher bias due to her affiliation prior to the study with one of 

the local ISOs is unlikely, considering that bracketing was used throughout the study and 

analysis results and interpretation of study findings were discussed with this study's supervisor. 

5.5 FUTURE RESEARCH 

This study provided substantive information on various topics. However, it also generated a 

number of questions for further consideration and research. The study explored strategies of 

participation with ethno-cultural minorities limited by those used in the programs studied. 

Perhaps other studies could explore participation strategies with ethno-cultural minorities for an 

effective administration of health services, in order to understand how health organizations 

enable ethno-cultural minorities to participate for that purpose. 

Evaluation research about participation strategies employed with ethno-cultural minorities in 

health care policy could be another area for research. It could be focused on outcomes and 

impact of public participation within ethno-cultural minority groups. In addition, through 

evaluation of participation processes, such a study might provide insights on the most suited 

strategies to be used with ethno-cultural minorities. 

A large body of the literature notes that ethnicity affects participation (Garret & Lin, 1990; 

Isajiw, 1999). Thus, exploration of questions such as what motivates people from various ethnic 

groups to participate, how they make decisions to participate, or how might these decisions be 

constrained by their social and economic circumstances may inform planning of ethno-cultural 
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minorities' participation by health care organizations. An approach to exploring these issues 

could be the comparison of groups who participate with those who do not. 

This study explored programs that evolved as collaborative partnerships between public 

institutions, including health care organizations, immigrant serving agencies and ethnic minority 

groups. Power issues between players in these collaborative partnerships emerged as a finding of 

this study, but future research might explore how these dynamics play out in relation to outcomes 

of these collaborations and consequently how they affect health care policy for ethno-cultural 

minorities. 

This study also explored the social context in which the CUR's Diversity Initiative emerged 

and articulated the role of this context on the initiative and ethno-cultural minorities' 

participation in the health system. Future research in this area can be focused on the aspects of 

the social context, which can be modified to support the design and implementation of health 

care policy for ethno-cultural minorities and create opportunities for ethno-cultural minorities' 

participation. Given the similarities of the federal context, a study that may. explore the influence 

of differences on the provincial and the local context between two or more locations in Canada 

might further inform the understanding of the impact that social context has on the health system, 

services for ethno-cultural minorities and their participation in health care policy. 

5.6 SIGNIFICANCE OF THE STUDY 

This study is important for several reasons. First, this study documents the local experience 

of programs and initiatives concerned with health care policy for ethno-cultural minorities. In so 

doing the study provides a generic summary of some of the issues that have concerned the local 

arena in regard to health care policy for ethno-cultural minorities. Through investigation of these 

programs and initiatives this study adds to the literature that describes ethno-cultural minorities' 
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engagement and participation in community action for change in health care policy. By 

articulating strategies of public participation used locally and over a decade with ethno-cultural 

minorities, the study provides a unique contribution to the literature on ethno-cultural minorities' 

participation in health care policy. 

Second, the investigation highlights representation issues and power dynamics in the context 

of participation of ethno-cultural minorities, thus supporting the most recent developments on the 

literature on public participation (Cooke & Kothari, 2001). 

Third, the exploration of programs undertaken locally over the course of the last decade, 

helped to reveal the local history and the social context in which the Diversity Initiative of the 

Calgary Health Region emerged. This exploration in itself acknowledged the way in which status 

and authority relations among institutions in a social context are ordered, and in addition 

highlighted the potential impact the social context has had upon the health system and 

participation of ethno-cultural minorities in the health care sector. 

Fourth, the contribution of this study consists in the identification of issues and questions 

around ethno-cultural minorities' participation and social context warranting future research. 

Fifth, and most importantly, through exploration of the issues mentioned above, this study 

has identified a number of implications with relevance to the development of the CHR's 

Diversity Initiative, in reference to the process of ethno-cultural minorities' participation that this 

initiative plans to undertake. 

5.7 CONCLUSION 

Using qualitative methods this study has provided an overall description of key local 

programs undertaken during the last decade and concerned with health care policy for ethno-

cultural minorities. Three out of fifteen programs were chosen for further investigation by this 
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study. An exploration of the issues these programs addressed and the perspectives of 

stakeholders involved around why these programs were key provided an understanding of local 

health care policy for ethno-cultural minorities and its evolution over the last decade. Through 

investigation of common themes across these programs in relation to activities they organized, 

stakeholders involved, roles that stakeholders played and program resources, this study has 

identified trends of ethno-cultural minorities' participation in health care policy. Strategies used 

by these programs to involve ethno-cultural minorities, minorities' representation in these 

strategies, as well as power issues among and between organizations working with ethno-cultural 

minorities and in the context of participation have been discussed in this study. Synthesis of the 

social context in which each one of the three programs investigated developed, as well analysis 

by the study of inter-connections between and among these programs allowed for description and 

discussion of the social context in which the Diversity Initiative of the Calgary Health Region 

emerged. The social context was discussed in relation to its impact on health services and 

participation of ethno-cultural minorities in health care policy. Implications of study findings 

around ethno-cultural minorities' participation in the CHR's Diversity Initiative were outlined, in 

hopes that they may contribute to this Initiative's attempt to involve ethno-cultural minorities. 
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Appendix A 

Sample of the Introductory Letter to Institutions and Organizations 

(to be addressed to the department heads of Government agencies, whose mandate is to work with ethno-
cultural minorities and the Executive Directors of several community organizations). 

Mr . ...............  , ED 

Date: 

Dear. 

This letter is to introduce to you a research study that explores key local programs and initiatives that 
have been concerned with health care policy for ethno-cultural minorities, in order to identify trends of 
ethno-cultural minorities' participation in health care policy. This study is my thesis project as a Master's 
student in the Department of Community Health Sciences, in the Faculty of Medicine at the University of 
Calgary. 

I am writing to request your assistance in identifying key local programs and initiatives in which your 
organization has been involved in the time period from 1990 to 2000 and that you think have directly or 
indirectly influenced the health sector's approach to service delivery for ethno-cultural minorities. The 
programs and initiatives you help to identify will be considered for inclusion in this study. 

To find out about different aspects of these programs, I am interested in interviewing people who have 
been involved in these programs and initiatives. Therefore, at a later time, I might ask for your assistance 
to identify at least one or two individuals that you consider to be knowledgeable about these programs 
and initiatives. 

The objective of this study is to describe and analyze a variety of variables related to these programs 
and initiatives. In so doing, I intend to describe trends in the participation of ethno-cultural minorities in 
health care policy and in addition, to document and examine existing inter-connections between and 
among these programs and initiatives, rules and resources associated with them, in order to understand the 
social context that affects the health sector, health institutions, the delivery of health services for ethno-
cultural minorities and the process of ethno-cultural minorities' participation in health care policy. We 
hope to contribute back to the institutions, organizations and participating individuals in this study 
through the dissemination of the findings of this research work. 

To follow up on this request, I will be contacting you by phone within the next two weeks in order to 
discuss your assistance. I look forward to speaking with you. 

Thank you. 

Sincerely, 

Anila Ramaliu, MD 
Master's Student 
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Appendix B 

Sample of the Introductory Letter to Key Informants 
Date: 

This letter is to introduce to you a research study that explores key local programs and initiatives 
concerned with health care policy for ethno-cultural minorities, in order to identify trends of ethno-
cultural minorities' participation in health care policy. This study is my thesis project as Master's student 
in the Department of Community Health Sciences, in the Faculty of Medicine at the University of 
Calgary. 

Through communications I have had with the Executive Director (or the Department Head) of the 
(name of the organization, institution) MrfMs.(name of the executive, or manager) the program (name of 
the program or initiative) has been identified as a key program that directly or indirectly has had an 
influence on the health sector's approach to service delivery for ethno-cultural minorities. My 
understanding is that this program has been undertaken during the last decade (1990-2000) and your 
organization has been involved in. 

The objective of this study is to describe and analyze a variety of variables related to these programs 
and initiatives, based on the information and the knowledge of those who have been involved in these 
programs and initiatives. Using this information, I intend to describe trends in the participation of ethno-
cultural minorities in health care policy and in addition, to document and examine existing inter-
connections between and among these programs and initiatives, rules and resources associated with them, 
in order to understand the social context that affects the health sector, health institutions, the delivery of 
health services for ethno-cultural minorities and the process of ethno-cultural minorities' participation in 
health care policy. 

We ask you to participate in this research because of your involvement in the (name of the program or 
initiative) Program and your knowledge about different aspects of the program (or initiative),Your 
involvement in this research will consist of an interview that would last approximately one hour. We will 
ask your consent to tape record and transcribe your interview. At the time of the interview we will be 
asking you to recommend other people that you are aware of having knowledge that can contribute to this 
work. In addition, we seek your assistance to provide any program related document you consider to be 
helpful to this work. At the end of the data collection process, you will be offered the opportunity to read 
and comment on the preliminary findings of this research project. If it is of interest to you, we will 
provide a copy of this study's report. 

We hope that you will agree to participate in this study. This letter will be followed by a telephone 
call to invite you to an interview, at a time and place that is suitable to you. 

Thank you. 

Sincerely, 

Anila Ramaliu, MD 
Master's Student 
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Appendix C 

Sample Interview Guide 
Introduction. 
Thank you. 
Did you receive information about the study? The consent form? Any questions? 
Briefly review the purpose of study: what programs or initiatives have been undertaken during the last 
decade in our community that have been concerned with health care policy for ethno-cultural minorities 
(have influenced the health sectors approach to service delivery for ethno-cultural minorities), in order to 
identify trends in the participation of ethno-cultural minorities in health care policy. To identify and 
explore inter-connections that exist between and among these programs and initiatives, the rules and 
resources associated with them, to understand thus, the social context that influences the health system, 
health institutions, services provided to ethno-cultural minorities and the participatory processes of ethno-
cultural minorities in health. 
Confidentiality: don't have to answer questions they don't want to - but if that arises, a few words about 
why you don't want to would be helpful to me. 
Perspective: invite interviewees to give both personal and the program's perspectives on questions and to 
identify which perspective they are speaking from. 
Taping: Remind of tape recording; I'll be also taking notes for myself time to time. 
Test tape: Test tape recorder - is it recording? my voice and their voice. 

Before we start, I'd like to give you a brief introduction to the questions I will ask, so that you will have a 
sense of where I'm going...  

Start taping 

I'd like to ask you about your position at [program name] before I ask you some questions about the 
program's work. Knowing what role you have had in the program will help me understand better your 
perspective on some questions and better know which questions to ask. 

Your title in the program was? Please tell me about the work that you have done at the [program name]. 
Probe: specific position responsibilities. 

and how long have you worked with the program (or initiative)? 
Probe: in this position, in the program, volunteer or paid. 

Could you tell me anything about how the program (or initiative) got started? 
Probe: why (needs assessment, political momentum, funding available) 
Probe: from whom (individual role, position of the organization, mandate of the 
institution or the organization) 

In your opinion what factors led to the inception of this program! initiative? 

What would you say was the program's purpose? Can you tell me about the mission of the program (or 
initiative)? What were the goals and objectives of the program? 
I'm interested in knowing more about the program. Please tell me a bit more about it. 

Probe: program values, theories. 

What activities were designed to address the program's purpose and achieve its goals and objectives? 
Probe: meetings, training, education, etc. (appropriate to the program) 
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Who was involved in developing the program or initiative? Who was involved in maintaining the 
program or the initiative? 

Probe: Individuals, organisations (appropriate to the program) 

How did they become involved? Why them in particular? 

What role did these individuals or organizations played in these programs and initiatives? 
Probe: What position did individuals involved hold within their organization? 

What do you know about the resources of the program or the initiatives? Can you explain the reasons for 
the resources in place? 

If organizations or individual from health sector were involved in the [program name], how did they 
become involved? Why? 

What was their role? Why? 

If they had to be involved in the [name of the program] what would their role be? 

(If appropriate) Did local health authorities participate in the [program name]. What was their role? How 
did they become involved? Why did they become involved? 

If (local health authorities) were not involved, why not? (question if appropriate to the program) 

What were the best features/strengths/ you liked about these programs and initiatives? 

What were the weaknesses of the program or initiative? What would the best possible program look like? 
Probe: participation in design and monitoring, who and how? 

Do you consider [the name of the program] key to the health care policy for ethno-cultural health/to 
service needs of ethno-cultural minorities/ key for its influence in the health sectors approach to service 
delivery for ethno-cultural minorities? 

In your opinion what characteristics make this program key? 

What do you think is the direct/indirect influence of the [program name] on the health sector's approach 
to delivering service to ethno-cultural minorities? 

I would be interested in any other feelings or thoughts you'd like to share with me. Is there anything you 
would like to add? 

Do you know of any documents that I might use to help me in this research? 
Probe: examples appropriate to the program and the interviewee 

Is there anyone else that you think it is important for me to talk to, in order to gain further understanding 
about the [name of the program]? 
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Final matters - stop taping 

Thank you. Remind them that the preliminary findings will be made available to them for review. Obtain 
address to send thank you note and the study report. Reassure them to contact me in case they need to do 
so. Ask in case there is need to clarify anything about the interview, I can call them later. Ask about the 
best time they could be available. 
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Appendix D 

PLEDGE OF CONFIDENTIALITY 

In order to ensure that the Researchers of the Faculty of Medicine at the University of Calgary fulfill their 
obligations to the Study Participants and under the Ethical Approval of the Conjoint Health Research 
Ethics Board, anyone with access to confidential information of third parties must make this Pledge of 
Confidentiality. 

1. 1, [Individual name], recognize and acknowledge that in the course of my work as [Interviewer 
/Transcriptionist /Clerical Assistant] in the [Project Name] (Research Study), I may gain access to 
certain "Confidential Information" (as defined below). I shall not use any Confidential 
Information at any time except for purposes of performing my duties with respect to the Research 
Study. I shall not disclose any Confidential Information in any manner at any time to any 
individual or entity wboisnot bound to confidentiality provisions with the University of Calgary 
and/or any Research Partners similar to the ones imposed by this Agreement. I shall continue to 
observe strict confidentiality on this information when I cease to be involved with the Research 
Study. 

2. "Confidential Information" means information you gain access to in the course of your 
participation in the Research Study, which information is private information of an individual or 
organization or which is of a confidential or secret nature and that may be related to the Research 
Study including, without limitation, the protocol, methods, processes, procedures, strategies 
developments, results, and outcomes. 

3. 1 acknowledge that .1.have bad sufficient time to review this Agreement and fully understand its 
contents and its effect on me. 

4. This Agreement is signed effective upon the earlier of the receipt of information relating to 
the study, participation in the study, or execution of this agreement. 

EMPLOYEE WETNESS 

Printed name of Employee Printed name of Witness 

Signature of Employee Signature of Witness 

Dale Date 
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Appendix E 

Office of Medical Bioethics 
Heritage Medical Research BuildingfRm 93 

Telephone: (403) 220-7990 
Fax: (403) 283-8524 

Dr. W.E. Thurston 
Department of Community Health Sciences 
University of Calgary 
Calgary, Alberta. 

Dear Dr. Thurston: 

Re: Identifying Trends in the Participation of Ethno-Cultural Minorities in Health Care Policy Over a Decade 
Student: Dr. Anila Ramaliu Degree: MSc 

GRANT ID: 16246 

The above-noted thesis proposal and the consent form have been submitted for Committee review and found to be ethically 
acceptable. Please note that this approval is subject to the following conditions: 

(1) a copy of the informed consent form must have been given to each research subject, if required for this study; 
(2) a Progress Report must be submitted by 2003-01-02, containing the following information: 

(i) the number of subjects recruited;-
(ii) a description of any protocol modification; 
(iii) any unusual and/or severe complications, adverse events or unanticipated problems involving risks to 

subjects or others, withdrawal of subjects from the research, or complaints about the research; 
(iv) a summary of any recent literature, finding, or other relevant information, especially information about 

risks associated with the research; 
(v) a copy of the current informed consent form; 
(vi) the expected date of termination of this project, 

(3) a Final Report must be submitted at the termination of the project. 

Please note that you have been named as a principal collaborator on this study because students are not permitted to serve as 
principal investigators. Please accept the Board's best wishes for success in your research. 

Yours 

Christopher J. big, MD, MSc, FRCPC 
Chair, Conjoint Health Research Ethics Board 

cc: Dr. L.R. Sutherland (information) 
Dr. Anila Ramaliu 

3330 Hospital Drive N.W., Calgary, Alberta, Canada T2N 4N1 www.ucalgary.ca 
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Appendix F 

Sample Consent Form 

Research Project Title: Identifying trends in the participation of ethno-cultural minorities 
in health care policy over a decade 

Investigators: Dr. Wilfreda E. Thurston, Anila Ramaliu 

This consent form, a copy of which has been given to you, is only part of the process of informed 
consent. It should give you the basic idea of what the research is about and what your participation will 
involve. If you would like some more detail of what is mentioned here, please feel free to ask. We ask 
you to take the time to read this carefully and understand any accompanying information. 

You are asked to participate in a research study about key programs and initiatives concerned with 
health care policy for ethno-cultural minorities and undertaken in Calgary during the last decade. These 
programs might directly or indirectly have influenced the health sector's approach to service delivery for 
ethno-cultural minorities. The objective of this study is to describe and analyze a variety of variables 
related to these programs and initiatives, based on the information and the knowledge of those who have 
been involved. Using this information, we intend to describe trends in the participation of ethno-cultural 
minorities in health care policy and in addition, to document and examine existing inter-connections 
between and among these programs and initiatives, rules and resources associated with them, in order to 
understand the social context that affects the health sector, health institutions, the delivery of health 
services for ethno-cultural minorities and the process of ethno-cultural minorities' participation in health 
care policy. 

The information for this study will be gathered by interviewing people who have knowledge about 
these programs and initiatives, and by reviewing program documents. You are asked to participate as a 
person who has been involved in the (name of the program or the initiative) and has knowledge of 
different aspects of this program (or initiative).Your participation in the study will entail an 
approximately one-hour interview, as well as you providing to this study's researcher any program 
related document you think would help this work. The questions to be asked during the interview will be 
open ended, but the general themes that will be addressed include a description of how the program 
started, issues it addressed, activities designed to address these issues, stakeholders involved, as well as 
why you would consider the (name of the program) program to be key. Because of the qualitative, open-
ended nature of the interview, specific questions may vary from one interview to another. With your 
permission the interview will be tape recorded and then transcribed at a later date. You are under no 
obligation to answer any question and may refuse the discussion of any topic. You may withdraw from 
the study at any time without penalty. 

To protect the confidentiality of the participants, an identification code will be assigned to the tapes 
and transcribed interviews. Stored tapes and interview documents will only have an identification code 
and no personal identifiers. The master list of names and codes will be kept in a secure area, separate 
from the interview material and program documents, and will be accessible only by this study's 
investigators. No personal identifiers will be used in the research reports and direct quotations will not 
contain identifying information unless written consent is obtained. However, in this study the name of the 
program, and institutions or organizations involved in the program or initiative may be identifiable. 
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Information gathered for this study will be stored for 12 years as per the University of Calgary 
regulations. 

There is not likely to be an immediate direct benefit to this study's participant. The indirect benefits 
for yourself and others participating in this study may result from understanding better the impact of 
community, public participation initiatives in the health sector's approach to services for ethno-culture 
minorities. There should be no physical or emotional risk to participants in this investigation. In the event 
you suffer injury as a result of participating in this study, no compensation will be provided to you by the 
University of Calgary or the principal investigators. You will still have all your legal rights. Nothing said 
here about compensation in any way alters your right to recover damages. 

Your signature in this form indicates that you have understood to your satisfaction the information 
regarding your participation in this research project and you agree to participate as an informant. 
In no way does this form wave your legal rights, nor release the investigators, sponsors or the involved 
institutions from their legal and professional responsibilities. Your continued participation should be as 
informed as this initial consent. Please feel free to ask for clarification or new information throughout 
your participation. If you have further questions concerning matters related to this research please contact: 

Dr. W.E. Thurston at 220-6940; e-mail: thurston@acs.ucalagry.ca 
Anila R.amaliu at 229 —3428; e-mail: ramaliu@cadvision.com 

If you have questions concerning your rights as a participant in this research, please contact the Office 
of Medical Bioethics, Faculty of Medicine, University of Calgary at 220-7990. 

Participant's signature Date 

Investigator's Signature Date 

Witness' Signature Date 

A copy of this consent form has been given to you to keep for your records and reference. 
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