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Abstract

Language barriers can reduce access to medical and virtual care. Although the topic of health-
care professionals and linguistic minorities has been studied in Canada, it has mainly been
done for official languages (i.e., English and French). Non-official languages (NOLs) have

not been explored previously in the healthcare system at the pan-Canadian level. The objec-
tive of this study is to determine to what extent NOLs spoken by physicians relate to those of
Canadian ethnic groups and are an enabler of access to care. Using data from the Canadian
Institute for Health Information (CIHI) and Statistics Canada, we found an imbalance in the

physician-to-population NOL ratios in Montreal and, to a lesser extent, Vancouver.

Résumé

Les barriéres linguistiques peuvent réduire l'accés aux soins médicaux en personne ou virtuels.
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Bien que la question des professionnels de la santé et des minorités linguistiques ait été
étudiée au Canada, cela concernaient principalement les langues officielles (anglais et fran-
¢ais). La question des langues non officielles (LNO) n'a pas été explorée dans le systéme de
santé au niveau pancanadien. Lobjectif de cette étude est de déterminer dans quelle mesure les
LNO parlées par les médecins concordent avec celles des groupes ethniques au Canada et per-
mettent de faciliter l'accés aux soins. A laide des données de I'Institut canadien d'information
sur la santé et de Statistique Canada, nous observons un déséquilibre dans le rapport des LNO

entre les médecins et la population 3 Montréal et, dans une moindre mesure, 3 Vancouver.

Introduction and Background
Poor language proficiency and inadequate communication are potential barriers to access to
medical care. International studies note that miscommunications in the healthcare sector can
sometimes lead to life-threatening results (Meuter et al. 2015). The COVID-19 pandemic
has made access to medical care more problematic and may compound the existing language
and communication issues, given the disproportionate toll of COVID-19 on immigrant
populations. Although immigrants, refugees and other newcomers make up just over 25%
of the Ontario population, they accounted for 43.5% of all COVID-19 cases (Guttmann
et al. 2020).

Physician service imbalances based on language ability have long been considered in
the context of official language minorities, mostly francophones, in Canada (Bowen 2000;
Federal, Provincial and Territorial ACPH 1999; Lepage and Lavoie 2017; Ngwakongnwi
et al. 2012; Timony et al. 2016). Research on language barriers and Indigenous access
to healthcare is also growing (Office of the Languages Commissioner of Nunavut 2015;
Webster 2018).

Poor language facility and thus poor physician—patient communication can represent
a non-trivial barrier to access to high-quality care (Bowen 2001). Recent immigrants lack
information about health systems, have different cultural expectations or experience discrimi-
nation as visible minorities. This analysis focuses on proficiency in either official language for
doctors and patients, particularly the one dominant provincially. According to the 2016 cen-
sus, about 23% of the population has a mother tongue that is a non-official language (NOL),
slightly higher than the 21.4% of the population with French as their official mother tongue.

Preliminary data from Santé Montreal (2020) and Toronto’s (DeClerq 2020) public health
offices, among others, have shown COVID-19 incidence and mortality rates to be higher in
ethnic communities where a large number of residents speak an NOL. Guttmann et al. (2020)
noted lower rates of COVID-19 testing for recent immigrants and refugees in Ontario, with a
lack of English or French language ability associated with lower testing. Moreover, those who
ended up being tested had higher positivity rates. Data from 10 US cities show that the impact
of COVID-19 is about three to nine times higher in poor and non-White counties (Adhikari
et al. 2020). Assuming that being non-White is a proxy for NOL proficiency, the impact of
COVID-19 is therefore associated with poverty and poor official language ability.

HEALTHCARE POLICY Vol.16 No4, 2021 [ 85]



Ruolz Ariste and Livio Di Matteo

As a result of the COVID-19 pandemic, all jurisdictions have promoted and expanded
virtual care (VC) measures to enhance the safety and efficacy of the medical workforce. They
have created new/temporary fee codes and/or repurposed existing fee codes for telephone
or video consultation services. Details are provided by CIHI (2020a), which monitored and
compiled the changes made to jurisdictional fee schedules and billing codes. While VC has
many benefits, it can be challenging for ethnic minorities, who are more likely to be NOL
speakers and might barely speak/understand English or French.

COVID-19 can compound the existing structural and societal inequalities in health
status among immigrant or ethnic minority populations (van Dorn et al. 2020). With
more VC, communication problems due to lack of language facility can be compounded by
absence of body language (in the case of telephone consultation) or pootly interpreted facial
signals and body language, as has been noted in the case of video conferencing (Jiang 2020).

Because VC can be delivered across a wide region, it can quantitatively increase access to
care during a pandemic, but quality and equity aspects should also be considered. VC is less
effective if the people most impacted by the pandemic have limited proficiency in English or
French and lack access to physicians with NOL facility. A better understanding of the situa-
tion can inform whether additional measures are required to reduce health disparities due to

linguistic/cultural barriers.

Objective, Research Question and Contribution to the Literature

This research can inform medical and health system management response, decision making
and planning within and across Canadian jurisdictions. The question addressed is as follows:
To what extent do foreign languages spoken by physicians in Canadian urban areas relate to those
of ethnic minorities? Given the current Canadian physician distribution, we expect some NOL
discordance across jurisdictions. If a mismatch is indeed found, this analysis could prompt
decision makers to provide incentives for improving physician access via adjustments in lan-
guage and communication services. This can improve the uptake and efficiency of virtual
consultations, which is becoming more crucial for the Canadian healthcare system in the
context of the pandemic.

Ethnicity and utilization of healthcare providers have been studied in the context of
single and multiple ethnic groups. Wang et al. (2008) found preference among mainland
Chinese survey respondents for Chinese-speaking family physicians in the Toronto Census
Metropolitan Area (CMA). De Mossaic and Bowen (2019) explored the experience of
minority francophones living in four Canadian provinces; they found that language barri-
ers contribute to poorer patient assessment, misdiagnosis, delayed treatment and incomplete
understanding of patient condition. McKeary and Newbold (2010) found that refugees or
recent immigrants speaking neither English nor French faced problems accessing primary
care and were more likely to report problems in accessing specialists. Waibel et al. (2018)
studied multiple ethnic groups (adults who spoke English, French, Mandarin, Cantonese or
Punjabi) and multiple geographic areas (British Columbia, Manitoba and Quebec), focusing
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on the impact of language barriers on healthcare experiences. While the research examin-

ing the effects of language on healthcare patterns and use is abundant (Lepage and Lavoie

2017; Ngwakongnwi et al. 2012; Rawal et al. 2019; Timony et al. 2016), only one study, to
our knowledge, has examined the capacity of medical care providers to offer services in the
most common NOLs in Canada. Sears et al. (2013) looked at patient—physician language

discordance for the top five NOLs (Chinese, Italian, Punjabi, Portuguese and Spanish) in

each census division (CD) of Ontario. They found that there were at least five CDs with a
non-English/non-French population speaking a NOL without any primary care physician

proficient in that NOL.

We pair self-reported physician proficiency in NOL with that of the population to illu-
minate physician supply and demand matches for most Canadian provinces. We contribute
by examining the indicators of both the capacity of medical staff to provide services in a for-
eign language and the demand of the population for these services in the major CMAs, using

more NOLs and updated data.

Method
Scott’s Medical Database (SMDB) 2018 data from CIHI (2020b) are used to track the top
10 NOLSs spoken by family and specialist physicians in the seven largest CMAs. Physicians
are defined as anyone with an MD degree and a valid postal code, which includes family phy-
sicians as well as specialists. Self-reported professional proficiency in other languages (other
than the one used for correspondence) is one of the variables collected, and these data are
publicly accessible by making a custom data request to CIHI. Each physician with proficien-
cy in one or more NOL:s is assigned to a CMA (with a population of 100,000 inhabitants or
more) based on their mailing address in SMDB. The mailing address typically reflects the
geographic region where physicians practise, providing a reasonable indication of the access
to medical care available to the region’s population. Data for any given region with a count
of less than five physicians are suppressed. Each physician with NOL proficiency was also
assigned to an urban non-metropolitan area (with a minimum of 10,000 inhabitants) and a
rural/remote area (with less than 10,000 inhabitants). However, the issue of low occurrence
in these areas prevented doing the analysis at these levels.

Data from the 2016 Census of Statistics Canada (2017) were used to track the number
of persons reporting various NOLs (persons with a NOL as mother tongue, which
might also be the language spoken most often at home) by CMA.! The top 10 NOLs
spoken in the population and reported by Statistics Canada are as follows: Chinese (includ-
ing Mandarin and Cantonese), Punjabi, Tagalog (Filipino), Spanish, Arabic, Italian, German,
Urdu, Portuguese and Persian (Farsi). These represent 62% of the NOLs spoken in Canada,
and 14% of the total population of Canada speaks one or more of these NOLs. About 67
Aboriginal languages were reported in the 2016 census, but people reporting an Aboriginal
language as their mother tongue represent 0.6% of the Canadian population. Even the

most common ones in this category — Cree, Inuktitut and Ojibway — suffer from the low
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occurrence issue for physicians with NOL proficiency. Only four physicians reported speak-
ing one of the three most common Aboriginal languages at the national level. Therefore,
physicians with Aboriginal language proficiency could not be included in this analysis.

We assume that patients wishing to receive medical services in their mother tongue are
willing to travel or receive VC within their CMA — known as a “container-based” approach
(Langford et al. 2016). This approach computes a supply-to-demand ratio within the bound-
aries of a fixed geographic space with no interaction across boundaries. Other approaches
to understanding primary care utilization patterns include the “distance-based” or “float-
ing catchment area” (FCA) approach (Guterman et al. 2011; Langford et al. 2016; Luo
and Wang 2003; Stukel et al. 2013). For other patient attribution methods, see the studies
by McCoy et al. (2018) and Peckham et al. (2018). The nature of the studied characteris-
tic (accessibility based on NOL) does not lend itself to the FCA method in all the CMAs
because low occurrence hampers the analysis in many cases. Hence, we use the “container-
based” method, as the boundaries coincide with the CMA and are large and geographically
inclusive enough that cross-CMA interaction is unlikely to happen, thus supporting the
choice of this method. It is commonly believed that virtual or distance care could potentially
expand access to services because patients are not limited to the physicians in their imme-
diate vicinity. However, adults seeking routine care have a preference for services within a
30-minute drive, making the CMA a good geographic study choice (Yen 2013).

These CMAs must have a critical mass of physicians speaking one of the top 10 NOLs.
Critical mass was defined as more than 200 physicians for each CMA to ensure adequate
sample size. Seven CMAs fit this criterion: Montreal, Ottawa, Toronto, Winnipeg, Calgary,
Edmonton and Vancouver. The percentage of physicians speaking a NOL are compared to
the percentage of the population speaking that language. Physician—population ratios by
NOL and CMA are also provided, with imbalances based on the observed gaps.

The physician-to-population NOL ratio is an important indicator and can be defined as
the number of physicians who speak a NOL in a given area divided by the number of people
who speak the same NOL in that area and multiplied by 1,000. A very large gap (defined as

+50% of the total physician—population ratio) can indicate a perceived surplus or deficit.
Results

Counts of NOL speakers among physicians

The top 10 NOLs reported by physicians in SMDB are Chinese, Arabic, Spanish, Punjabi,
Urdu, Afrikaans, German, Hindi, Italian and Farsi/Persian. They also correspond to the
top 10 NOLs spoken by the population, except for Afrikaans and Farsi/Persian, which are
replaced by Tagalog (Filipino) and Portuguese. Table 1 provides the number of physicians
speaking one of these languages in the seven largest CMAs in Canada. Percentages are

reported in brackets.
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The top 10 NOLs spoken by physicians largely vary among CMAs. For example,
Spanish was the most common NOL spoken by physicians in Montreal and Ottawa (at
about 2.3%), while it was Chinese in Toronto and Vancouver (at about 5.0%), Arabic in

Edmonton (4.0%) and Urdu in Calgary (3.3%).

Counts of NOL speakers among the general population and concordance
with physicians

In the general population, the variation in NOL speakers among the CMAs is low. Chinese
is the most common NOL spoken in all the seven largest CMAs (5.4%), except in Montreal
and Winnipeg, where the most common are Spanish and Punjabi, respectively. They were
spoken by 2% of the population in these CMAs (Table 2).

Comparing the percentages in Tables 1 and 2 can inform us on the level of concordance
of NOL speakers among physicians and the general population. It varies with the CMAs.
The proportion of NOL-speaking physicians outweighed that of the NOL-speaking popu-
lation for most CMAs, which means the NOL capacity is generally adequate. However,
Montreal had the lowest proportion of Arabic-speaking physicians (0.2%), but it ranks the
second-highest in the proportion of its Arabic-speaking population (1.9%). Similarly, the pro-
portion of Chinese- and Punjabi-speaking physicians in Vancouver is much lower than that

of the population itself.

TABLE 1. Number and percentage (in brackets) of physicians speaking one of the top 10 NOLs in
the seven largest Canadian CMAs (both sexes) in 2018

Top 10 Total seven
NOLs Montreal Ottawa Toronto Winnipeg Calgary Edmonton  Vancouver CMAs?

N (%) 11,032 (12.3) | 4,336 (4.8) | 15,596 (17.4) | 2,335(2.6) |4,539(5.0) | 4,116 (4.6) 6,920 (7.7) | 48,874 (54.4)
Afrikaans 0(0.0) 8(0.2) 35(0.2) 12(0.5) 92 (2.0) 60 (1.5) 65(0.9) 272 (0.6)
Arabic 26 (0.2) 57 (1.3) 393 (2.5) 42 (1.8) 80 (1.8) 166 (4.0) 36 (0.5) 800 (1.6)
Chinese' 13 (0.7) 46 (1.1) 730 (4.7) 25 (1.1) 126 (2.8) 141 (3.4) 349 (5.0) 1,430 (2.9)
German 48 (0.4) 44 (1.0) 118 (0.8) 29 (1.2) 53(1.2) 55(1.3) 74 (1.7) 421(0.9)
Hindi 9(0.1) 27 (0.6) 301 (1.9) 22(0.9) 100 (2.2) 76 (1.8) 68 (1.0) 603 (1.2)
Italian 103 (0.9) 36 (0.8) 222 (1.4) 5(0.2) 19 (0.4) 23 (0.6) 22(03) 430 (0.9)
Persian/Farsi | 7 (0.1) 15(0.3) 213 (1.4) 13(0.6) 40 (0.9) 27(0.7) 69 (1.0) 384 (0.8)
Punjabi 4(0.0) 26 (0.6) 315 (2.0) 29(12) 116 (2.6) 86 (2.1) 142 (2.1) 718 (1.5)
Spanish 259 (2.3) 105 (2.4) 330 (2.1) 40 (1.7) 87 (1.9) 64 (1.6) 88 (1.3) 973 (2.0)
Urdu 7(0.) 31(0.7) 453 (2.9) 30(1.3) 149 (3.3) N7 (2.8) 74(1.7) 861(1.8)
Total 10 476 (4.3) 395(9.1) 3,110 (19.9) | 247 (10.5) 862 (19.0) 815 (19.8) 987 (14.3) 6,892 (14.1)
NOLs?

1. Chinese includes Mandarin and Cantonese.
2. Numbers or percentages may not exactly add up to total 10 NOLs and total seven CMAs due to rounding.
Source: CIHI 2020b
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TABLE 2. Number (1,000) and percentage (in brackets) of people speaking one of the top 10 NOLs
in the seven largest Canadian CMAs (both sexes) in 2016

Total seven

Montreal Ottawa Toronto Winnipeg Calgary Edmonton  Vancouver CMAs?
N (%) 37842(108) | 921.6 (2.6) | 53219 (15.1) | 647.1(1.8) 1,294.3 (3.7) [1,235.3(3.5) | 2,252.5(6.4) | 15456.9 (44.0)
Afrikaans 0.0 (0.0) 0.0 (0.0 0.3 (0.0 0.0 (0.0 0.5 (0.0 0.3 (0.0 0.5(0.0) 1.6 (0.0)
Arabic 73.0(1.9) 19.1(2.0) 45.0 (0.8) 2.8 (0.4) 11.0(0.9) 10.6 (0.9) 8.7 (0.4) 170.2 (1.7)
Chinese' 56.5 (1.5) 20.5(2.2) 380.6 (7.2) | 11.7(1.8) 46.0 (3.6) 31.8 (2.6) 283.9 (12.6) | 830.9 (5.4)
German 1.6 (0.0) 0.6 (0.1) 3.6 (0.1) 1.5(0.2) 1.5 (0.1) 23(0.2) 2.9(0.) 14.0 (0.1)
Hindi 1.5(0.0) 1.3(0.7) 24.0(0.5) 12(0.2) 4.1(0.3) 5.1(0.4) 11.2(0.5) 48.4(0.3)
Italian 324 (0.9) 2.5(0.3) 51.9 (1.0) 1.0(0.7) 1.3(0.1) 1.4 (0.7) 4.0(0.2) 94.3 (0.6)
Persian/Farsi | 18.3 (0.5) 4.1(0.4) 67.3(1.3) 13(0.2) 6.5(0.5) 3.2(03) 27.4(12) 128.0 (0.8)
Punjabi 8.8(0.2) 2.2(0.2) 6.0 (2.2) 13.2 (2.0 291(2.2) 20.7 (1.7) 104.9 (4.7)  294.9 (1.9)
Spanish 76.7 (2.0) 6.1(0.7) 70.4(1.3) 3.3(0.5) 17.5(1.4) 10.9 (0.9) 18.3 (0.8) 203.2(1.3)
Urdu 7.1(0.2) 22(0.2) 78.1(1.5) 1.7(0.3) 11.1(0.9) 5.1(0.4) 52(0.2) 110.4 (0.7)
Total 10 275.8(7.3) | 58.7 (6.4) 837.1(15.7) | 37.7(5.8) 1286 (9.9) |91.3(54) 466.9 (20.7) |1,896.0 (12.3)
NOLs?

1. Chinese includes Mandarin and Cantonese.
2. Numbers or percentages may not exactly add up to total 10 NOLs and total seven CMAs due to rounding.
Source: Statistics Canada 2017

Physician-to-population NOL ratio
The more concise indicator physician-to-population NOL ratio is presented in Table 3.
Note that Afrikaans is omitted from now on due to the virtually insignificant number of

people speaking this NOL in the population.

TABLE 3. Physician-to-population NOL ratio (per |,000) for the top nine NOLs in the seven largest
CMAs

Top nine Total seven
NOLs Montreal Ottawa Toronto Winnipeg Calgary Edmonton  Vancouver CMAs
Arabic 0.4 3.0 8.7 14.8 7.3 15.7 4.1 4.7
Chinese' 0.2 2.2 1.9 2.1 2.7 4.4 12 17
German 30.3 70.4 329 19.7 34.4 23.8 25.6 30.0
Hindi 6.1 20.9 12.5 18.3 242 14.9 6.1 125
[talian 3.2 14.3 4.3 52 15.0 16.4 5.6 4.6
Persian/Farsi 0.4 3.7 3.2 10.4 6.2 8.4 2.5 3.0
Punjabi 0.5 1.8 2.7 2.2 4.0 4.2 1.4 2.4
Spanish 3.4 17.2 4.7 121 5.0 5.9 4.8 4.8
Urdu 1.0 14.0 5.8 7.7 13.5 229 143 7.8
Total 1.7 6.7 3.7 6.6 6.7 8.9 2.1 3.6
(Top NOL)

Total 2.7 3.8 2.6 3.0 33 3.1 2.8 2.8
(Population)

1. Chinese includes Mandarin and Cantonese.
Source: Authors’ calculations using data from CIHI (2020b) and Statistics Canada (2017).

The general physician-to-population ratio varies between 2.6 and 3.8 among the seven
CMAss (last row), suggesting that for most languages and CMAs, the physician-to-popula-
tion NOL ratio compares favourably to that of the general population. However, this has
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not been the case for Montreal and Vancouver. In Montreal, the physician-to-population
NOL ratio is much lower than that of the general population for Arabic, Chinese, Persian,
Punjabi and Urdu. In the case of Vancouver, this indicator is lower only for Chinese and
Punjabi. Otherwise, these ratios are not perceived as a constraint or are even generally higher
than that of the population. Because primary care is a critical and voluminous component of
the medical services provided by family physicians, the case for this specialty should be con-
sidered specifically. We have chosen to do so in Figure 1 for the top five physician NOLs.

FIGURE 1. Family physician-to-population NOL ratio for the top five physician NOLs in the seven
largest CMAs

Vancouver

Edmonton

Calgary

é Winnipeg
(8]

Toronto

Ottawa

Montreal

1 1 1 1 1 1 1 1 1 1 1 1 |
0 2 3 4 5 6 7 8 9 10 I 12 I3
Family physician to population NOL ratio

- Urdu Spanish - Punjabi - Chinese - Arabic

Chinese includes Mandarin and Cantonese.
Source: Authors' calculations using data from CIHI (2020b) and Statistics Canada (2017).

Based on the general family physician-to-population ratio among the seven CMAs, which
ranges from 1.2 to 2.1, we can also imply that for most languages and CMAs, the family
physician-to-population NOL ratio compares favourably to that of the general population. For
specific languages and CMAs, the pattern is about the same as that for physicians in general.

General Discussion, Policy Implications and Limitations

General discussion
For CMAs such as Montreal and Vancouver, the physician-to-population NOL ratio is lower
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than that of the general population for Chinese and Punjabi. On the other hand, this indica-
tor is higher for Edmonton. Where the physician-to-population NOL ratio is much lower
than that of the general population, there may be a larger impact on access to health services
and health status, with a greater reliance on VC in the wake of COVID-19. While access
concerns could be mitigated with increased physician workloads in affected areas, such an
approach can come with lifestyle and equity issues with respect to workload.

The impact of this imbalance could be all the more important, given that among these
communities, some people speak neither English nor French (the two official languages in
Canada), which is more likely so for women. The percentage of people not speaking either
Canadian official language is higher in Vancouver and Toronto (5.6% and 4.4%, respectively)
and lower in Montreal, Ottawa, Winnipeg and Edmonton (Statistics Canada 2017). This
makes the need to address the issue somewhat less critical in the latter cities. Also, there is a
consistently higher proportion of women than men who do not speak any of the two official
languages (for example, 6.4% vs 4.7% in Vancouver). Based on the principles of equity, diver-
sity and inclusion, addressing this issue specifically in the case of Vancouver and Toronto

would also reduce gender and ethnic imbalance.?

Policy implications

Traditionally, physicians are self-regulated, with a high level of professional autonomy.
Solutions for access issues due to poor language proficiency and poor communication need to
reflect this reality. In addition, ascertaining an ideal physician-to-population NOL ratio and
using it as a policy target is a challenging exercise for improving access for NOL populations.
For example, in Canada, the urban and rural physician—to‘population ratios were 2.6 and 1.1,
respectively (Ariste 2018), which means the rural ratio represents about 40% of the urban.?
A physician-to-population NOL ratio that represents the same as that of the rural popula-
tion seems “‘reasonable” as an initial measurement benchmark. This target could be used to
provide incentives to attract physicians in CMAs or regions with a deficiency. While rural
areas are generally recognized as underserviced, we want to be conservative in the case of
NOL and still choose them as a policy benchmark target for accessible services. Approaches
used to remedy rural and remote service deficiencies may apply here.

Having provincial health ministries establish a special incentive payment to physicians
agreeing to provide services in a certain NOL via VC might be helpful, especially when it
comes to specialists. It might take the form of additional fee codes to be used when seeing
NOL patients within a given census division. The exact form would of course need to be
developed in consultation with the physician community. Provincial health ministries may
wish to work with the federal government to secure additional funding for such an initia-
tive. Furthermore, another way of adding to the stock of physicians with NOL proficiency
is encouraging NOL-speaking international medical graduates (IMGs) who independently
desire to immigrate to Canada to settle in areas where NOL services are needed. However,

there is no need to set a NOL module as part of the medical school training as it is not
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realistic to expect medical students to acquire enough proficiency in a new language to be
comfortable enough to deliver services in that language. Moreover, the current diversity of
available physicians already provides a suitable stock of NOL capacity. The issue is the distri-
bution and availability of that capacity to specific populations and that can be addressed with
the aforementioned incentive payments. It might also be possible to recruit medical students
with NOL proficiency in placement drives and assign them in regions where there is a need.
Evidence suggests that rural exposure during medical training can improve the recruitment
and retention of physician services in underserviced areas, such as remote rural areas, though
challenges remain (Bosco and Onandson 2016; Holst 2020).

Another option might be to extend and improve interpreter services for NOL popu-
lations. For example, the Winnipeg Regional Health Authority employs trained health
interpreters, who provide face-to-face and telephone interpreter services in 32 and 200 lan-
guages, respectively (WRHA n.d.). Additionally, there are commercial services that provide
telephone translation in multiple languages (https://www.alllanguages.com/; Provincial

Health Services Authority 2021).

Limiatations

Our inability to report on other communities is a limitation. Still, it is not a major one because
CMAs are the home for more than 90% of newcomers in Canada since the early 1990s
(Statistics Canada 2015), and some of these newcomers are likely to be NOL speakers. The
variable on professional proficiency in NOLs is self-reported by physicians. Yet, substantial data
quality checks have been implemented, and the data for the past few years have been deemed fit
for use. While the proportion of IMGs in Canada in 2018 was 26.4%, the percent of physicians
who reported having proficiency in one or more NOL was 17%, which is a majority (about two
thirds), as one would expect. Also, the number of physicians who reported having proficiency in
a NOL in SMDB is at least on par with that for provinces with administrative data on publicly
available NOL as reported by College of Physicians and Surgeons of Ontario (CPSO 2019)
and the College of Physicians and Surgeons of British Columbia (CPSBC 2021).

Besides, SMDB groups physicians neither by their place of residence nor location of
practice but based on the place they receive their mail (a valid mailing address). This does not
represent a serious limitation for physicians practising in urban areas, as they typically have
a mailing address that is close (or corresponds) to their workplace. Finally, data on languages
spoken at the population level cannot account for people who are multilingual or for the level

of proficiency in the official language spoken. That is beyond this study’s scope.

Conclusion

The data suggest higher diversity and frequency of NOLs spoken among physicians than the
general population, especially for European languages such as Spanish, German and Italian.
NOL discrepancy is most relevant when the percentage of NOL-speaking physicians is

much lower than that of the general population, as is the case in Vancouver and Montreal for
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languages such as Chinese (Mandarin and Cantonese), Punjabi and Arabic. Addressing these
discrepancies and their potential impact on access to healthcare and services is an important
issue. Potential solutions include targeted incentives to physicians and recent medical gradu-

ates as well as improvement in interpreter services.
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Notes

1. Statistics Canada intercensal estimate of the population does not report counts by ethnic
characteristics or NOLs spoken. Therefore, it was not possible to use 2018 population data.
2. It is likely that there is also a generational imbalance because seniors in ethnic minorities
tend to be overrepresented among those not speaking any of the official languages,
and they could be more at risk during a pandemic. However, that would be a topic for
a separate study.
3. This percentage varies considerably among jurisdictions. For example, it is only 17% in
Ontario but 44% in Quebec, suggesting that rural/remote areas in some jurisdictions

are more underserved than others.
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