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Abstract

This feminist phenomenological study explored the gendered experiences of Arab
immigrant women when visiting Emergency Departments (EDs) in Halifax Regional
Municipality (HRM), Nova Scotia, Canada. Six Arab immigrant women who visited
EDs in HRM were recruited from the community. The purpose of the research was to
provide a deeper understanding of this population while engaging with health care
providers in EDs. Four themes emerged: Engagement in Cultural Care with Health
Care Providers, Disengagement and Cultural Care, Suffering in Pain While Waiting,
and I am lost! Help Me Please! Bringing these women's experiences to the attention
of health care providers may assist in providing safe, ethical, culturally congruent,
and equitable care. It also provides a basis for future studies which together may
contribute to institutional policy development, best practice guidelines, and
educational curricula. This may potentiate an improvement in this population of
women’s health outcomes and a better quality of life.

Keywords: Arab immigrant women, Arab culture, phenomenology, feminism,
embodiment
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Chapter One
Introduction
[Understanding women’s] life experiences are valuable because they allow one to
examine prior ways of being and present ways of becoming, as well as to reflect on
the social [and cultural] contexts that influence these processes of being and
becoming. (Qin, 2000, p. 75)
Understanding the Meaning of Arab Immigrant Women's Lived
Experiences in Hospital Settings

Globalization has dramatically increased over the last few decades (Guruge et
al., 2009; Leininger, 1996; Wall, 2007), resulting in multiculturalism and diversities
(Festini et al., 2009; Leininger, 1991; Leininger, 1996; Leininger, 1999;
Papadopoulos & Omeri, 2008; Wikberg & Eriksson, 2007). Despite the benefits
associated with diversity and immigration, immigrants' experiences can be complex
and stressful (Dastjerdi, Olson, & Ogilvie, 2012). This experience can be even more
challenging when immigrants are sick and need medical attention.

The Arab immigrant community of women in Halifax, Nova Scotia, of which
I am a member, is increasing rapidly (Statistics Canada, 2011). There are diverse
countries from which Arab women originate, and many women don't speak English,
leading to barriers in accessing health care. Understanding both overt and covert
meanings in languages is of great importance when dealing with clients from diverse
cultures (Papadopoulos & Omeri, 2008; Wikberg & Eriksson, 2007). In addition,

some Arab women come from cultures that privilege men over women (Y ount, 2005),



where issues of inequities and power differences are taken for granted within the
cultural fabric of that society (Canada and the World, 2012).

When Arab immigrant women access the Canadian health care system through
EDs, health care providers may not be aware of their culturally specific needs, and
Arab immigrant women may not be able to communicate their needs effectively or
make decisions regarding their health. This may be the result of language and cultural
barriers and/or due to disease processes. Further, this may also result from the fact
that they previously accessed a male dominated health care system in their home
countries where they did not have autonomy in relation to their decision-making.
When Arab immigrant women express their cultural needs, some health care
providers —as a result of cultural blindness ignore differences between patients and
treat them all the same way. This can further result in labeling this population of
immigrant women as “difficult” (Aboul-Enein & Aboul-Enein, 2010) entailing
discriminatory health care practices. As such, Arab immigrant women may become
more hesitant to access the Canadian health care system, which can lead to poor
health outcomes for this population of women. These factors suggest Arab immigrant
women may be more vulnerable to oppression and patriarchal hegemony, although
currently there is less academic attention about how this population perceives
Canadian culture, especially when they access Canadian hospitals.

Oppression and hegemony occur when a person uses her or his authority in
unjustly and unfairly on another, and it is usually the dominant socio-cultural group
who forces under-represented people to accept and follow the dominant way in these

societies (Brookfield, 2009; Dong & Temple, 2011). The Canadian health care system



presents a unique system that has gone through reforms and progress in order to
ensure that it addresses the needs of its population in order to help people maintain
and improve their health (Health Canada, 2014). This system is often looked upon
favourably by others worldwide for its quality. For example, a study by Sanmartin
and colleagues (2006) that compared the health care systems in Canada and the US,
found that US citizens who had a lower socio-economic status had poorer health
outcomes than Canadians. Yet, Canada has a high percentage of immigrants in its
population (Kobayashi, Prus, & Lin, 2008), with about 250,000 immigrants with
diverse cultural backgrounds from all over the world moving to Canada every year
(Immigration Watch Canada, 2010). There is an urgent need for the Canadian health
care system to address the uniqueness and diversity of its population(s) to ensure
equitable health care is available for all of its population.
The Purpose and Research Questions

The purpose of this study is to explore the gendered experiences of Arab
immigrant women in EDs in HRM, NS. This exploration is intended to contribute to a
deeper understanding of their beliefs, values, attitudes, and views as well as their
interactions with health care providers, specifically nurses who are the first line
providers dealing with them in EDs in HRM. Findings from the research may offer
potential for contributing to best practice guidelines, educational (nursing) curricula,
and continuing education for health care providers working with Arab immigrant

women in the context of emergency care.



Feminist phenomenology, discussed in the next chapter, was used to guide the
analysis and interpretation of women's stories in the study; the following questions
framed the research and were well aligned with this methodological approach:

1) How do Arab immigrant women describe their experiences in EDs in HRM, NS?
2) What kinds of support do Arab immigrant women receive when accessing the
Canadian health care system through EDs in HRM?
3) What kinds of challenges do Arab immigrant women encounter when accessing the
Canadian health care system through EDs in HRM?
4) What changes/modifications do Arab immigrant women believe are important to
be incorporated into the system of EDs in HRM?
(See: Appendix A- Interview Questions Guide for more details)
Reflexivity: Coming to the Research Questions

Reflexivity is the ability of researchers to critically examine and analyze data
and use it to understand their own underlying assumptions throughout the research
process. This means that researchers are involved in consecutive self-appraisal
throughout the research process, remaining aware of their influence own in the
process (Dowling, 2006; Dowling, 2007; King, 1994; Wuest, 1994). Dowling (2006)
claimed that reflexivity is the process of “self-inspection” and “self awareness” (p. 8),
which in turn enhances the “consciousness of the researchers of the effects of the
research process on the researcher's identity [and] the impact of the research on the
subjects” (Wuest, 1994, p. 95). Hamdan (2009b) defined reflexivity as “researching
[self] and reflecting on personal beliefs and values both as a researcher and as a

member of the researched group” (p. 378). This entails including researchers' stories



and backgrounds as a key part of the research (Hamdan, 2009b). Dowling (2006) and
King (1994) argued that reflexivity plays a significant role in feminist research
because it aims to have researchers' voices as a main part in the research through
involvement of their experiences as women, and it emphasizes the relationship
between participants and researchers.

As a nurse in Saudi Arabia, my home country, working in an emergency
department for several years, I dealt with diverse people from different countries and
different cultures who spoke languages other than Arabic. From this experience, I
realized how challenging it could be to provide care when health care providers and
patients could not communicate effectively with each other. Hence, I realized that an
understanding of different cultures along with analysis of the experiences of people
from different countries could help to alleviate the anxiety and the uncertainty
associated with these diversities. Moreover, as an immigrant to Canada, I understand
how uncomfortable the experience is when a person cannot interact effectively and
cannot express and do things the way she/he was used to do in her/his home country.

As a patient in an emergency department (ED) in HRM, I had a challenging
experience associated with my miscarriage four years ago. I had to wait for four hours
before seeing a physician, which felt exhausting, especially as I was in physical and
psychological pain. My experiences were different in my home country. In Saudi
Arabia, if | was in a hurry and did not want to wait, [ went to a private hospital and
was treated at once. What is more, at the ED in HRM, there was not a female
physician working during that shift, and a male physician wanted to do a physical

examination, including a per-vaginal (PV) examination. In my culture, having male



doctors examine women patients in these circumstances is not preferable, and a nurse
did the PV examination for me. After this experience, I was thinking about other Arab
immigrant women, especially those who cannot speak English or who are heavily
dependent on their husbands or fathers, as they used to be in their home countries. I
expect that their experiences would be even more challenging, and I became more
interested in an in-depth understanding of their lived experiences when accessing the
Canadian health care system through EDs in HRM.

As a nurse in the ED at the QEII during my clinical practicum in 2011, I
observed that most of the Arabic-speaking patients who visited the ED appeared lost
and did not know what to do or where to go. After a brief conversation with some of
them, I realized that this challenge was due to a lack of understanding of the
differences between the systems in their home countries and the Canadian health care
system.

As a researcher doing a feminist phenomenological study, I was a key
instrument in the research. My thoughts, experiences, beliefs, and values were
reflected in the study (King, 1994; Mackey, 2005; Walters, 1995). This can enrich the
research because I shared experiences that may also be shared by other Arab
immigrant women. That is to say, I anticipated that being a woman from an Arab
culture assisted me in gaining insight into their lived (gendered/cultural/historical)
experiences and their challenges. I therefore might feel the same way they felt and/or
have encountered similar challenges, which in turn could result in being more
creative in suggesting suitable solutions to the identified problems and in making

these solutions fit what would be preferable in Arab culture. In many ways I live what



they live, and am more aware of their situation. My views and/or suggestions are not
based on a perspective made by an outsider, a person with a different cultural
background, who may not fully understand their experiences in their home countries.
Moreover, my deep understanding of Arab culture helped me when analyzing the data
collected from Arab immigrant women; I speak the same language and share the
same culture, which facilitated the comprehension of hidden meanings within the
context of the culture.

For the purpose of the research, I found that interpretive phenomenology
resonated with me because of my interest in gaining a deeper understanding of the
meaning of lived experiences and how these experiences are affected by the world tin
which people live (Lopez & Wills, 2004; Mackey, 2005). Moreover, my curiosity has
driven me to investigate the conditions of women in my culture in order to understand
and assist them in overcoming the social oppression they might experience when
living in a diverse culture. For example, after interviewing the participants and
analyzing the data, the challenges that they encountered based on their lived
experiences could then be communicated to policy makers in EDs in order to see
what could be done to resolve these issues. A detailed explanation of feminist
phenomenology and how the philosophical underpinnings fit with my worldview will
follow in the forthcoming methodology chapter.

Literature Review: What is Currently Known and Gaps in Knowledge
About the Experiences of Arab Immigrant Women in EDs in HRM
The literature review was conducted using books, academic journals, work

done by agencies, and the following databases: Pubmed and Cochrane library,



CINHAL, Ovid, Google scholar, ProQuest, theses and dissertation databases, and
governmental websites. The following terms were used: Arab immigrant women,
Arab culture, Canadian health care system, Canadian hospitals, phenomenology,
feminism, feminists, Arab women, Western culture, North American Hospitals.
English-language articles were selected. In the literature, there were no available
studies found documenting the experiences of Arab immigrant women in any hospital
setting, including EDs in HRM or elsewhere in Canada. Some studies explored the
experiences of immigrant women in Canada generally, not specifically Arabs
(Amaratunga, 2002; Higginbottom, Bell, Arsenault, & Pillay, 2012; O’Mahony &
Donnelly, 2010). As a result, I extended the scope of my search to the experiences of
Arab immigrant women in North American hospitals. Again, the results of my search
were limited because a plethora of articles addressed the experiences of both Arab
immigrant women and men with the United States Health Care System (US HCS).

In most of these gender-mixed studies, the number of women was less than
half. On the Canadian governmental websites, there is no recent and accurate
information and/or statistics of Arab women in Halifax or Arab immigrant women
who visited emergency departments. However, the Nova Scotia Department of Health
(NSDH) (2005) stresses the significance of having up-to-date information about any
community in Nova Scotia in order to plan care in relation to the needs of that
population. According to Statistics Canada (2011), the number of Arab women in
Halifax was 2,480, and the Arab population is expected to grow; Arabic is the third
most commonly spoken language in Halifax, after English and French (Statistics

Canada, 2006).



Challenges that Arab Immigrant Women Face when Accessing and Utilizing the
Health Care System in North America

Language barrier. Language and communication barriers were the most
frequently reported challenges for Arab immigrant women when accessing the US
HCS (Kulwicki, Miller, & Schim, 2000; Hattar-Pollara & Meleis, 1995). A
qualitative study conducted by Kulwicki and colleagues (2000) explored the
experiences, attitudes, and perceptions of Yemeni Arab immigrant women living in
the United States (US) when accessing the US HCS; the 30 participants who did not
speak English described how it was difficult to communicate or understand their
health care providers, including their nurses and physicians, and how this challenge
negatively affected their experiences and made them reluctant to access the health
care system. In another study by Al-Shah, Ayash, Pharaon, and Gany (2008), 25 Arab
immigrant women also living in the US were interviewed. They unanimously stated
that even though they spoke English, they could not explain their symptoms and
feelings accurately. Moreover, some Arab immigrant women in the same study
mentioned that they brought their husbands, daughters, or sons to serve as
interpreters. Meanwhile, these women felt uncomfortable to discuss their problems in
front of their children or husbands (Al-Shah et al., 2008). Lack of interpreters and
health materials in Arabic were also challenges that Arab immigrant women have
faced (Al-Shah et al., 2008).

Recommendations were made by Aboul-Enein and Aboul-Enein (2010) for
recruitment of more Arabic-speaking health care providers and more interpreters who

fluently speak both Arabic and English in order to create a more welcoming,



respectful environment, leading to a trustful therapeutic relationship between Arab
immigrant women and health care providers. NSDH (2005) also emphasized the
importance of hiring people from different cultures in the health sectors and the
recruitment of more interpreters. However, the recruitment process of internationally
educated health care providers in North America is time consuming and complex.
Applicants need to go through numerous preparatory courses and exams to be eligible
for licensure. In addition, clinical hours need to be fulfilled under Canadian or
American supervision. This process needs to be modified or facilitated to achieve the
goal of recruiting Arab health care providers while maintaining professional
standards. Health education materials could also be translated into Arabic for patients
who will understand these more clearly and easily than materials in English (Aboul-
Enien & Aboul-Enein, 2010) and should be written in a simple, plain style (NSDH,
2005).

Cultural barrier. Cultural care is influenced by religion, politics, socio-
economic status, world-views, environment, values and beliefs, history, language,
gender, and other factors (Almutairi & Rondney, 2013; Leininger, 1996). Thus health
care providers require knowledge of how these factors can be used to ensure the
provision of culturally congruent care. When health care providers make decisions,
care for, and interact with people in a way that is congruent with people's beliefs,
values, health practices, and cultures, then the providers have the skills to provide
culturally congruent care (AlMutair, Plummer, O'Brien, & Clerehan, 2014; Lackner,
2009). Kulwicki and colleagues (2000) found that incongruent cultural care led to

frustration and disappointment for Arab immigrant women and health care providers,
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as well as limiting access to the US HCS. Incongruent cultural care results when
health care providers, due to lack of knowledge, provide care that is not sensitive to
the needs of patients who have different cultural backgrounds. That lack of
knowledge also can influence health care providers' desire to care for Arab immigrant
women (Marrone, 2008), which can lead to discriminatory behaviors (Kulwicki et al.,
2000; Marrone, 2008). Further, the inadequate preparation of health care providers
about the importance of cultural care can hinder members of the Arab community
(including Arab immigrant women) from seeking medical advice and can limit their
access to culturally congruent care (Kulwicki et al., 2000).

To enhance knowledge of other cultures, one of the Standards of Practice for
registered nurses in the College of Registered Nurses of Nova Scotia (CRNNS)
(2012) is knowledge-based practice and competence. This stresses the importance of
cultural care and knowledge about other cultures among health care providers.
Leininger (1997) and Yousef (2008) argued that a broader vision of nursing is
achieved when we go beyond unicultural knowledge into multicultural care. Only
with this thinking can health care providers move to a level where effective and
congruent care is achievable. This cultural knowledge can then be translated into
action through the skills and attitudes necessary to provide congruent care to clients
from different cultures (Aboriginal Nurses Association of Canada [ABNAC],
Canadian Association of Schools of Nursing [CASN], Canadian Nurses Association
[CNA], 2009; NSDH, 2005).

Many theories and models explain cultural care, such as Leininger's Cultural

Care Diversity and Universality theory; Campinha-Bacote's model, Giger and
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Davidhizar Transcultural Model; Purnell Model of Cultural Competence; and Boyle
and Andrews' Cultural Nursing Assessment Guide. Leininger’s Cultural Care
Diversity and Universality theory with the Sunrise model was one of the first theories
that emphasized the similarities and differences among cultures and the importance of
providing culturally unique care (Leininger & McFarland, 2006). This theory links
cultures with care provided, and emphasizes the significance of providing unique
individualized care that is congruent with a person's culture, along with standard
universal care (Leininger, 1991). Providing care using this theory as a guide, nurses
help patients to regain their health and well-being faster, to deal better with their
disabilities, or to face death peacefully (Leininger, 1999). The Sunrise Model consists
of three levels: the interaction between health care providers and individuals,
families, and communities; the comprehension of the cultural and social structure;
and peoples' world views.

Campinha-Bacote's is another model that stressed the significance of assessing
each client individually to know the culture (ABNAC, CASN, CNA, 2009). In other
words, it is a client-centered model of care. Campinha-Bacote (2002) developed this
model to address the issue of disparities and inequities against minority groups in a
society. The model provides a framework for health care providers that helps them to
effectively provide culturally competent and congruent care. Cultural competent care
refers to “the ability of the healthcare provider to bridge cultural gaps in caring, work
with cultural differences, and enable clients ... to achieve meaningful and supportive
care. [It] requires specific knowledge, skills, and attitudes in the delivery of culturally

congruent care” (Potter & Perry, 2006, p.120). Campinha-Bacote (2002) stressed in
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his model that cultural competence is a non-static process, in which health care
providers should practice the five main constructs to provide culturally competent
care: awareness, knowledge, skills, encounters, and a desire to satisfy the need of
diverse groups.

Cultural awareness, however, is an “in-depth self-examination of one’s own
background, recognizing biases, prejudices, and assumptions about other people”
(Potter & Perry, 2006, p. 121). The second construct, cultural knowledge, commences
when health care providers seek information and obtain a knowledge base about other
cultures, and when they collect the information that helps them to make a culturally
congruent physical assessment and act to provide culturally congruent care, they then
move to the next step, which is cultural skills. Cultural encounter is the step in which
health care providers interact directly and successfully with patients from other
cultures. Cultural desire is “the motivation of the health care providers to want to,
rather than Aave to, engage in the process of becoming culturally [competent]”
(Campinha-Bacote, 2002, p. 182). “[It is] the genuine passion to be open and flexible
with others, to accept differences and build on similarities, and to be willing to learn
from others as cultural informants” (Campinha-Bacote, 2002, p.183).

Giger and Davidhizar Transcultural Model provides a systematic approach to
help health care providers gain the skills required to provide culturally competent
care. This model consists of six constructs: communication, space, time, social
organization, environmental control, and biological variations (ABNAC, CASN,
CNA, 2009; Bechtel, Davishizar, Rouge, & Mishawaka, 1999; Davidhizar & Giger,

1998; Giger & Davidhizar, 2002). Understanding verbal and nonverbal
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communication is integral in providing culturally competent care, and is considered
one of the main ways to share a culture. Space refers to the distance preferred by
individuals when interacting, and it has four constructs: proximity, body posture,
attachment with the surrounding environment, and movement. Social organization is
the way people in a specific culture organize themselves and the understanding of this
organization is another means for providing culturally competent care. Further, health
care providers should be aware of the group cultural perception of time and if a
particular group are past, present, or future-oriented. Determining if persons believe
in their ability to control the environment is another aspect of this cultural model and
is important when caring for diverse patients. For example, those who believe in
internal control and self-responsibility on one's own health may consider seeking
medical advice as useless. Health care providers should also be aware of the
biological variations of patients, as some diseases are linked to people from specific
culture (Bechtel et al., 1999; Davidhizar & Giger, 1998; Giger & Davidhizar, 2002).
For example, the Hispanic population has a higher incidence of diabetes, whereas
African Americans have a higher incidence of cardiac diseases and cancer (Bechtel et
al., 1999).

Purnell Model of Cultural Competence (2002) concerns the importance of
knowledge and skills to understand people from other cultures and to provide
culturally competent care. Its basic assumptions include health care providers'
awareness that cultures are changing, that no one culture is superior to the other, that
similarities and differences exist between and within cultures, and that patients'

participation in their care improves their health outcomes. The model consists of
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primary and secondary characteristics and twelve domains that health care providers
should be aware of when dealing with patients, as they determine the differences
between individuals. Primary characteristics include nationality, age, gender, religion,
and color; while the secondary ones include educational, socioeconomic, and marital
status. The twelve domains are overview/heritage (e.g. country of origin, current
residence, occupation), communication, family role and organization, workforce
issues (e.g. gender role), high-risk behaviors (e.g. tobacco and alcohol use), bio-
cultural ecology (e.g. skin color, genetic and hereditary diseases), nutrition,
pregnancy and childbearing practices, death practices, spirituality, health care
practice, and health care practitioners (e.g. gender of providers).

Andrews and Boyle's (1989) Cultural Nursing Assessment Guide consists of
areas that should be addressed by nurses when assessing patients from other cultures,
in order for nurses to provide culturally congruent and competent care. Nurses should
assess patients' biological variation, communication styles, cultural restrictions,
economics, educational background, health-related beliefs and practices, social
networking, nutrition, value orientation, cultural affiliation, and religion and
spirituality.

The aforementioned theories illustrate the importance of culturally congruent
care provision for diverse populations and the complex ways in which culture is
embodied in the lives of diverse populations, far beyond a simplistic understanding of
beliefs and values (ABNAC, CASN, CNA, 2009; Campinha-Bacote, 2002). Thus an
understanding of cultural awareness and the provision of culturally congruent care are

the first steps in building a culturally safe environment by health care providers.
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Cultural safety concerns the elimination of inequities that exist within health care
systems, and is determined by clients receiving care (ABNAC, CASN, CNA, 2009).
Gibbs (2005) defined cultural safety as the application of health care practices
according to standard safety, while simultaneously meeting the specific cultural
(health) practices of a patient. Cultural safety also addresses issues related to power
imbalances and how such issues can jeopardize a patients' right to receiving culturally
congruent care (Almutairi & Rondney, 2013). Improving clients' access to health care
and understanding social and political contexts of health care are examples of
providing culturally safe care that respects diversity within a health care system
(ABNAC, CASN, CNA, 2009).

Continuous education through workshops and conferences that emphasize the
importance of cultural care implementation can play an integral role in developing
abilities and the cultural knowledge of health care providers (Campinha-Bacote,
2002; Yousef, 2008; NSDH, 2005). These educational sessions should include
discussions related to various challenges to providing culturally safe care. Such
challenges, include stereotyping, ignoring or fear from other cultures, and feeling
superior over others (Borkan & Neher, 1991). These activities can motivate health
care providers to gain more educational knowledge and training to improve their
ability to provide culturally safe care (Campinha-Bacote, 2002; Leininger, 1991).
Only through an educational awareness, knowledge and desire for change, will health
care providers acquire the skills to perform culturally safe care, including assessments

of culturally diverse patients (Campinha-Bacote, 2002).
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Al-Shahri (2002) stressed that increasing health care providers’ awareness and
knowledge with regard to cultural care not only enhances their competence in the
area, but also their confidence when dealing with Saudi patients who are Arabs,
making their experience enjoyable rather than challenging. Cultural awareness also
minimizes cultural shock and misinterpretation and/or discriminatory judgments that
could be based on outsiders with different cultural backgrounds.

Yousef (2008) contended that nurses should know the factors that shape Arab
culture which leads to an in-depth understanding of this culture. O'Mahony and
Donnelly (2010) underscored the perspectives that immigrant women are shaped by
their past lives in their home countries. It is therefore important for providers to
consider the importance of history and other contextual factors of immigrant
women—such as culture, social, economic, and political factors—when
understanding their current daily lives.

Discrimination and stereotype challenges. In addition to communication
and incongruent care challenges, stereotyping and discrimination were also problems
(Hattar-Pollara & Meleis, 1995) that led to Arab immigrant women's withdrawal from
accessing the US HCS (Marrone, 2008). Although there is difficulty distinguishing
stereotyping from discrimination, Stewart, Schiavo, Herzog, and Franko (2008)
defined stereotyping as the knowledge or belief that is held by a person about other
individuals, whereas discrimination is the negative action that results from the
stereotyping. Stereotyping is thus the generalized belief that is held and leads to
certain attitudes against a group and simplifies their diversity into a fixed

homogenous culture (Kanahara, 2006). Discrimination occurs when nurses and/or
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other health care providers treat patients differently and unfairly based on their “race,
religion, gender, social class, lifestyle behaviors, nationality, physical disability, and
political beliefs” (Steck, 2012, p. 101).

Public media has a significant influence on American and Canadian societies’
attitudes toward Arabs. Generally, what is presented on television, radio, and cinema
links Arabs with terrorism and criminals, which in turn leads to negative reactions
toward them, such as discrimination and stereotyping (Marrone, 2008). Hamdan
(2009a) underscored that “[i]n the Western hegemonic discourses, not only was
Muslim women'’s status used to target Islam, but these discourses also used other
images of Arabs and Muslims that commonly characterized them as anti-Western,
uncivilized, backward, uneducated, illiterate, violent, and rife with men who
subordinate women” (p. 2).

Islamic faith can also be a reason for some health care providers to stereotype
or discriminate against the entire group of Arabs. Some women stated that their
questions were not being answered by health care providers, and they interpreted this
behavior as discriminatory (Kulwicki et al., 2000). According to Al- Shah and
colleagues (2008), some Arab immigrant women reported that wearing head covers
could also be a source of discrimination; some health care providers ignored their
needs while others assumed (stereotyped) that they did not speak English or were
being abused by their husbands (Al-Shah et al., 2008).

These behaviors should not be acceptable in the health field, according to the
Canadian Nursing Association (CNA) code of ethics (2008) and the Canadian

Medical Association (CMA) code of ethics (2004), which emphasize the respect,
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dignity, and uniqueness of clients. The American Nursing Association (ANA) code of
ethics also stresses the importance of treating clients with respect regardless of their
race, culture, gender, or sexual orientation (Seifert, 2008). Moreover, the respect for
clients' diversity, which includes their cultural beliefs and values, is a cornerstone in
the registered nurses' standards of practice (CRNNS, 2012).

Health care accessibility challenges. While immigrant women encounter
many challenges when navigating the Canadian health care system, the complexity of
the health care system, along with the lack of a clear strategy of how to access it,
were all difficulties identified by women. Most Arab immigrants in the US in a study
by Kulwicki and colleagues (2000) found the process of accessing the health care
system in the U.S. nebulous and difficult. This uncomfortable feeling stemmed from
the differences between the US HCS and what Arabs were used to in their home
countries. Another reason was the lack of awareness about how, where, and when to
contact health care providers. In other words, no clear, simple system was available
on hand for people other than Americans. Other challenges that Arab immigrant
women encountered when accessing the US HCS were the long waiting time and the
difficulty of finding a place for their children during their hospital visits (Al-Shah et
al., 2008).

Challenges related to modesty. Modesty and chastity are highly valued
virtues in Arab cultures. Many Arab women cover their heads with what is called
hijab, and some choose to cover their entire face or to wear veils. Most wear long-
sleeved shirts and clothes that do not cling to their bodies’ shape. An example that

shows their modesty is that the exposure of women's bodies to a male health provider
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is not a preferable behavior (Gulam, 2003). However, the possibility of having
women health care providers can be difficult in ambulatory or walk-in clinics
(Kulwicki et al., 2000). On the other hand, some Arab women may allow male
providers to examine them, especially in emergencies, with the presence of a relative
(Al-Shahri, 2002). Most Arab immigrant women feel uncomfortable and extremely
stressed when discussing sensitive issues with a male provider (Aboul-Enein &
Aboul-Enein, 2010; Yousef, 2008); some Arab immigrant women consider questions
about sexual activities outside of marriage to be disrespectful and insulting, even if
they are not married. They can also do not prefer gender-mixed waiting areas or
wards. Given the Islamic faith of Muslim Arab immigrant women, finding a quiet and
clean place to perform their prayers in time can be a very real source of stress and
anxiety (Al-Shahri, 2002).

Challenges involving gender differences. As identified in the literature, the
backgrounds that Arab immigrant women have related to gender and power
differences are a major problem when accessing the US HCS. A culturally acceptable
trend in Arabic countries is the absolute power that men have over women, which
contributes to Arab women's dependency (Aboul-Enein & Aboul-Enein, 2010). Arab
women are expected to conform to the dominant culture in their countries and they
would potentially feel ashamed if they did not (Hattar-Pollara & Meleis, 1995).
Consequently, Arab women carry these behaviors with them when moving to North
America. When accessing health care, Arab immigrant women do not feel
independent in their ability to lead their own treatment decisions and lack confidence

in their independent decision-making (Al-Shahri, 2002, McKinnes, 1999). Thus Al-
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Shahri, (2002) indicated that Arab immigrant women often prefer to authorize a male
relative to sign medical consent forms, though the woman has the right to make her
own decision. For example, an Arab immigrant woman may allow her male relative
to sign the consent when she needs a surgery, although she has the physical and
mental capabilities to sign it herself.

Arab immigrant women encountered many challenges when accessing the US
HCS. These challenges could be faced by Arab immigrant women in similar ways
when accessing the Canadian health care system. To date, no published studies
conducted concern the experiences of Arab immigrant women in any health care
settings in Canada, including EDs. The experiences in EDs differ substantially from
those of clinic visits, such as walk-in-clinics or out-patient diagnostic tests; the
urgency of the patients' situations and the severity of the diseases may add more
challenges to the experience, especially when it is a first-time visit. Hence, a study
about the first experiences of Arab immigrant women when visiting EDs in HRM was

warranted.
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Chapter Two
Methodology and Methods
A feminist phenomenology is necessary to understand women's orientation(s) to the
world. How each woman understands herself in the world and how she is understood
by others depends upon a woman's embodied experiences within a variety of social
contexts and the value society places on her embodied existence. (Goldberg, Ryan, &
Sawchyn, 2009, p.541)
Methodology

The methodology used to guide the analysis and interpretation of this research
was feminist phenomenology. Insofar as this study examined gendered experiences of
Arab immigrant women in EDs in HRM, feminist phenomenology, an integration of
phenomenological and feminist methodologies, aligned well with the topic of interest.
Phenomenology

Phenomenology as a methodological tradition focuses on the deep
comprehension of meaning and the uniqueness of human beings as they interact with
their environment (Lopez & Willis, 2004). This approach to research also studies the
context of people's lives. That is to say, lives cannot be separated from their social,
cultural, and political contexts (Draucker, 1999). Phenomenology “allow([s], and
indeed encourage([s], the complexity and depth of human experience to be expressed”
(Mackey, 2005, p. 9). It includes both description and interpretation of the

phenomenon (Goldberg, 2004).
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Descriptive and interpretive phenomenology. Historically, phenomenology
originated as an alternative form of knowledge to the dualism posited by Descartes
after the First World War. Originating in the discipline of philosophy with the work
of Husserl (Groenewald, 2004), the initial paradigm argued for the separation of prior
knowledge when undertaking an inquiry. Moreover, continuous self-assessment was
necessary to determine researcher bias in this descriptive phenomenological tradition.
Husserl’s view further argued that .. .reality [was] considered objective and
independent of history and context” (Lopez & Willis, 2004, p. 728). In other words,
Husserl argued for a type of bracketing of experience, often referred to as
phenomenological reductionism (Laverty, 2003).

Unlike Husserl, his student, Heidegger, who further developed his ideas
(Lopez & Wills, 2004), articulated the importance of context, situatedness,
environment, and the concept of being-in-the-world (Dasein) (van Manen, 1997).
These became essential to the phenomenological project, according to Heidegger, and
further moved the tradition from the descriptive to the interpretive stream (Walters,
1995). It is within the interpretive stream, underpinned by existential phenomenology,
that this research is aligned, as this inquiry examined the storied and gendered
experiences of Arab immigrant women interpreted within an embodied framework in
the context of health care services through EDs in HRM.

Existential phenomenology. While Husserl (1964/2010) and Heidegger
(1962/2005) are best associated with the descriptive and interpretive traditions of
phenomenology, the existential movement further extends the historical tradition and

is often aligned with such philosophers as Sartre (1948/1973) and Merleau-Ponty
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(1958/2005). Sartre’s (1948/1973) existentialism articulated a concept of freedom that
was both situated and non-absolute (Jones, 1998; 2001). On such a view, human
beings are free to choose but they are responsible for their choices and the meanings
of their lives cannot be separated from the world surrounding them. While this notion
of freedom is an important underpinning of the existential tradition, it is the concept
of embodiment and intersubjectivity found in the writings of Merleau-Ponty
(1958/2005) that are relevant to this inquiry and form the framework to carry out this
research.

“The nurse researcher who works within the Merleau-Ponty tradition seeks to
discover [study] participants’/patients’ perception of their lived experience” (Thomas,
2005, p.69). Merleau-Ponty’s writings are relevant to the research because Arab
immigrant women who are living in Canada embody a place and space other than
their own; they access a health care system that is different from what they were used
to. This further disrupts and disturbs their taken-for-granted embodied experiences.
Hamdan (2009a), a feminist and Arabic scholar, argued that moving from one place
into another entails discontinuity and disruption in ones “thoughts, dreams, homes,
and careers” (p. 30). Therefore, understanding Arab immigrant women’s experiences
is crucial to optimizing their health and wellness, especially when accessing the
Canadian health care system.

The notion of embodiment as central to the writings of Merleau-Ponty
(1958/2005) provided an understanding of the relation of the body as lived. This
notion of the lived body resulted in a conceptualization of the body that engages with

the world—its smells, sounds, movements, and senses with others being situated in
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the world and with the surrounding environment. This further accounted for a socio-
cultural-political relationality of the body to the environment. Merleau-Ponty
indicated that persons interact with their surrounding world through an
interconnectedness of the mind-body relationship—one cannot be separated,
compartmentalized, and therefore jettisoned from the other. (Goldberg, 2002; 2004;
2005; Merleau-Ponty, 1958/2005). This inherent mind-body relationship is further
extended through the notion intersubjectivity. “Intersubjectivity, although not a
theory or set of theories, refers to the ways in which subjects are ensconced in the
world together, how one is both effected by and effects the self and others in
relations” (Goldberg, 2008, p. 81). It encapsulates a type of interactive relationship
that offers co-existence with others and the life-world (Merleau-Ponty, 1958/2005;
Ryan, Goldberg, & Evans, 2010; Sartre, 1948/1973).

In this research, the interaction between Arab immigrant women and health
care providers, and/or staff in the ED, was examined to illuminate a deeper
understanding of Arab immigrant women's gendered experiences. A relationality was
mutually created through interactions between me (the researcher) and the
participants to interpret and unravel hidden meanings of the narration (Koch, 1995)
based on their diverse realities and embodied experiences. The use of Merleau-
Ponty’s (1958/2005) existential phenomenology was used to align the research in
understandings of embodiment and intersubjectivity and therefore provided a
substantive, methodological and pragmatic framework to both ground the research
and mutually engage in embodied work with study participants on this interpretive

journey.
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Although the notion of embodiment was originally developed in application to
the Western World, it aligns well with Arab immigrant women’s cultural experiences.
For example, often within Arab culture, women prefer not to interact with health care
providers who are men. Arab women’s embodied experiences—how they inhabit
their situatedness within their bodily experience is not well aligned with western
men—including health care providers. Thus there was often a disruption, disturbance,
and bodily dislocatedness of experience when encountering health care providers who
were men in EDs. Therefore, understanding how Arab immigrant women live their
bodies (embodiment) in health care contexts has significant relevance and aligns well
within the context of the research study.

While the work of Merleau-Ponty (1958/2005) was well aligned with this
research inquiry, his scholarship has nevertheless been critiqued for providing a
perspective grounded in male bias (Grosz, 1994). Therefore, integrating a feminist
perspective to further understand gendered experiences of Arab immigrant women as
they accessed EDs was warranted.

Feminist Theory

Feminist theory in tandem with phenomenology guided the interpretation and
analysis of this research study. Feminist theory emerged in response to the situation
of the subjugation and oppression of women (Kincheloe & McLaren, 2005). Feminist
theory takes seriously issues of power as related to gender (Mackey, 2005) and how a
marginalized population of women can be empowered to act in order to remove
hegemonic and/or oppressive constraints placed on them (Creswell, 2007; Kincheloe

& McLaren, 2005). According to Routledge (2007), feminism values women's
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experiences in their daily living and explores possible actions to help women achieve
equal rights in societies. One of the inherited hegemonies is the privileging of men,
specifically in research (Routledge, 2007), and the marginalization of women in
research generally (Perry, 1994). As a result, feminists argue that there is a need to
change the trends of male prevalence and to focus more on women in research
(Aranda, 2005; Routledge, 2007; Seibold, 2000). This gender domination and the fact
that some Arab immigrant women came from countries where they were following
the decisions of men without question, has fostered my interest in a feminist
phenomenological perspective and particularly in understanding the oppressions and
the hegemonies that marginalize Arab immigrant women when accessing the
Canadian health care system, as well as how we can work collaboratively to remove
such oppression. In so doing, the integration of a feminist methodology with an
existential phenomenology extends the knowledge of a gendered perspective to the
experiences of Arabic immigrant women.

In feminist studies, researchers critique the experiences of women as well as
any kinds of oppression they face (Routledge, 2007) and emphasize that they have the
right to have their voices heard and their needs met (Creswell, 2007; Kincheloe &
McLaren, 2005). This critique tends to identify the sources of hegemony and to work
in collaboration with the oppressed population to find creative ways that could
improve their situation (Forbe et al., 1999). Hall and Stevens (1991), and Seibold
(2000) argued that feminist theories have three main principles: the placement of high
value on women's needs, the unraveling of the causes of women's oppression, and the

obligation to take actions that lead to social change. In addition, Seibold (2000)
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emphasized that the knowledge produced from feminist research must help both the
participants and the researchers, and that there should be interactions between them in
order to explicitly express their feelings. Further, studies that focus on women
provide a unique perspective and could be an alternative to patriarchal social beliefs
(Routledge, 2007). Wuest (1994) emphasized that feminism is about the “elimination
of limitations and the attainment of equal rights... [, along with valuing] the unique
qualities and abilities that women had to offer society” (p. 86). Knowledge garnered
from the study elucidates how health care may unintentionally disadvantage some
individuals and groups of women, particularly those who are Arab speaking in
accessing emergency health care in HRM.

Although the aspects of embodiment intersubjectivity and taken-for-granted
experiences in Merleau-Ponty's concept of existential phenomenology are also at the
center of a feminist perspective, Merleau-Ponty provided a framework that focused
on men’s perspectives (Goldberg, 2004; Ryan et al., 2010), not on women and/or
disenfranchised groups. Thus the combination of feminism and existential
phenomenology provided a framework that extends the scope of the research to
involve issues of power and equity. This furthers a critique of women's experiences
within patriarchal societies, thus moving it beyond the level of the individual within
the health care system and accounting for experiences that are socially, culturally,
economically, historically, and politically situated (Goldberg, 2005; Goldberg, Ryan,

& Sawchyn, 2009; Goldberg, Harbin, & Campbell, 2011; Ryan et al., 2010).
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Feminist Theory, Islamic Feminism, and Arab Culture

For over a century, Muslim women have argued for their rights and for gender
equity and power (Hamdan, 2009a); pure Islam supports women's rights and protects
women from various forms of oppression (Amjad, 2011; Haideh, 2011). It also
affirms the complementary roles between men and women (Amjad, 2011). Amjad
(2011) and Haideh (2011) used the term Islamic feminism to refer to the use of
feminism in Islamic societies, and indicated that women's freedom is constructed
within the pure Islamic framework and guidelines. Haideh (2011) also emphasized
that this is the freedom to which most Muslim women align themselves and
ultimately wish to practice. This differs from the cultural practices that are often
imposed on Muslim women—those that have little to do with faith, as they have been
historically and culturally constructed. Given this understanding, Islam appears
congruent with many Western notions of feminism.

Muslim women, however, live in patriarchal societies, where men want to
have power and authority over women, often forcing women to follow culturally
imposed norms with little to no opportunity to critique the status quo. As such, there
is a rigid interpretation of the Holy Qur’an and Prophet's Sunnah that has further
contributed to the absolute authority of men over women (Haideh, 2011; Hamdan,
2009a).

Various western scholars have argued that there is a tension between Western
feminism and Islamic views of feminism, insofar as feminism broadly calls for
liberation and women's freedom, which clashes with Islam (Hamdan, 2009a;

Vidyasagar & Rea, 2004). In other words, some Islamic rules may be interpreted as
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privileging men over women. However, Western feminist scholars who adopt this
tension confuse cultural practices within Islamic regulations. Therefore, Arab women
are viewed as victims as a result of their Islam religion (Crabtree, 2011; Hamdan,
2009a). Such scholars overlook the diversity and complexity within any given
culture.

When Arab women consider themselves an oppressed and/or disenfranchised
group and advocate freedom from patriarchy as the dominant discourse, their
perspective aligns well with the Western notion of feminism. This entails a re-
examination of the current Islamic practices to understand their cultural basis is not
found in Islamic faith, thus justifying an Islamic reform (Haideh, 2011; Ramadan,
2004). Hamdan (2009a) claimed that this reform is important when cultural practices
do not have an Islamic root.

However, some Arab women are accustomed to following the norm of men's
power in their societies and don’t consider themselves an oppressed group. As a
researcher, in this situation, I am working collaboratively with the women to make
changes as they deem necessary—improving only what they see useful in the context
of their health care decisions and circumstances. Feminism in this situation is defined
as the freedom of choice from the perspective of the women. However, women's
choices are not absolute and are influenced by social, political, historical and cultural
contexts. Thus, understanding the context of women’s decision-making and influence

on their choice is imperative.
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Method

Collecting the Data

Interviews. Interviewing is often considered the main method for data
collection in phenomenological research because it gives an opportunity to the
participants to describe their experiences and for their voices to be heard (Salmon,
1999). In the context of the research, the interviews conducted were conversational,
dialogical, and engaging with open-ended questions (Goldberg, 2005; Patton, 2002b;
Ryan et al., 2010). After getting approval from Dalhousie Research Ethics Board, six
Arab immigrant women participants were recruited from the community (justification
is given for the sample size in the next section). One semi-structured interview was
conducted with each participant, in keeping with the tenets of phenomenological
research, as it is the most suitable method for data collection in phenomenological
research (Balls, 2009). Interviews lasted for 60 to 90 minutes. The interviews were
often held in places of familiarity, allowing participants to feel comfortable (Balls,
2009). Participants selected a date, time, and a place for the interview to take place.
Mackey (2005) emphasized that researchers who adopt a phenomenological
methodology examine participants in their natural settings, which assists in getting a
deeper understanding of the phenomena under study. One interview was held at a
participant's home, two in their apartments’ lobby, one at a participant's work offices,
and two in Dalhousie classrooms. I started the interviews with personal conversation
and by asking them about their feelings as they live away from home. Further, selt-
disclosure was a technique used before starting the interviews in order for them to

feel trust and share their personal experiences. Five interviews were audio-taped after
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an informed consent was signed by the participants, whereas one interview was
handwritten, as requested by the participant. The hand written manuscript was then
handed in to this participant to ensure the accuracy of the written material. The
language of these interviews along with the consent forms were in both Arabic and
English. However, participants preferred to have the interviews done in Arabic, as
they felt their stories and experiences were conveyed more accurately in their native
language. The interviews were then translated into English and transcribed verbatim
by a certified translator, including non-verbal cues, such as silence and/or laughter.
The translations, along with the audio-tapes, were then double checked for the
accuracy of the meaning by me, the researcher.

During the interviews, the participants were asked to describe their
experiences when they previously visited any ED in HRM for the first time, including
what they found supportive and/or challenging (see: Appendix A- interview questions
guide for more details). Demographic data was also collected (see: Appendix B-
Screening Questionnaires and Appendix C- Participants Demographic Data). After
the interviews, a copy of the translated text was offered to each participant (if they
wanted a copy), and they were given the opportunity to ask questions and/or clarify
what was written. This gave them an opportunity to review the texts before the focus
group (group interview: discussed below), in order to make sure that what was written
was what they wanted to share and to give them a chance to elaborate further on what
they had said; they checked the texts for both accuracy and preparation for the focus
group (a group interview) interviews (Byrne, 2001; Patton, 2002b). After each

interview, the participant was asked if she would be interested in participating in a
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focus group. Only three of participants were interested in reading the texts and in
participating in the focus group. The translated texts were given to participants
immediately after I received it from the translator at the places selected by them: two
at Dalhousie classrooms and one at the participant's office.

Focus group (group interview). Focus groups (group interviews) are “group
interviews on a specific topic that seek to generate qualitative data by capitalizing on
group interaction” (Bench, Day, & Griffiths, 2011, p. 444). Jones, Sambrook, and
Irevine (2009) suggest that a focus group (group interview) is a compatible method
for data collection in a phenomenological approach. Moreover, a focus group is
beneficial because it allows an open discussion that may raise new and shared issues,
which in turn may help to deepen the knowledge about a specific phenomenon. As a
result, a focus group was held with three participants who were previously
interviewed individually and who expressed an interest in participating in the focus
group, with the researcher’s intent of gaining a deeper understanding of experiences
of Arab immigrant women in EDs in HRM.

The group interview was held in a group meeting room at Dalhousie University,
which is a central location convenient for participants at a mutually convenient date
and time. Focus group questions were based on participants' narratives derived from
preliminary analysis from their initial interview data. The session was audio-taped,
and notes were taken about participants' non-verbal communication and interactions
in order to analyze the experience. Data obtained from the focus group further

informed the analysis process.
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Having these women gathered in a focus group after the individual interviews
helped them to co-create ideas for some of their problems; co-creation in this context
refers to the sharing of ideas that involves patients as an integral part in the
improvement process (Kaminski, 2009). The focus group experience also enabled
them to support each other emotionally and to educate each other regarding available
resources; each woman was relieved as they felt that someone else had shared a
similar experience, and they benefited from hearing what others did and/or which
services others used to solve similar problems. They also built on some of what they
had shared in the individual interviews. The individual interviews enabled them to tell
stories that they considered confidential and did not want to share with other women
in the focus group.

Reflective journaling. Following each interview and the focus group, I kept a
reflective journal, in which I included my thoughts, challenges in the interview,
environment observations, feelings, and views of the contexts. This free writing
technique improved subsequent interviews and made me, as the researcher, more
oriented to what went well and/or what needed more effort or change. The reflective
journal also assisted in maintaining me, the researcher, as a key instrument in the
study. My perspective and my experience thus was immersed in and reflected upon as

part of the research process.
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Sample
The study population. The study population consisted of Arab immigrant

women who visited EDs in HRM for the first time. Purposeful sampling selecting
participants with different backgrounds was used by selecting heterogeneous cases
that could address and describe the issues in the study: participants were Arab
immigrant women of different ages, of any religious orientation, who were Arabic
monolingual or who spoke another language besides Arabic, in order to explore the
issues extensively and to learn if and how these differences affected their experiences.

The sampling strategies. Purposeful sampling selecting participants with
different backgrounds was used in this research. According to Patton (2002a), “the
logic and power of purposeful sampling lie in selecting information-rich cases for
study in depth” (p. 230) that enhance understanding of the issue being studied.
However, finding a sufficiently diverse population pool was not fully feasible. As
such, a combination of snowball and criterion sampling were used (Patton, 2002a):
approximately six weeks after the recruitment process commenced, snowball and
criterion sampling were initiated to assist with the sampling process. With the
aforementioned sampling techniques, each participant was asked if she knew another
Arab immigrant woman meeting inclusion criteria not found in the other participants,
in order to provide the desired diversity for the anticipated sample. This process
assisted in finding information-rich cases.

The sample size. In qualitative research, there is no standard rule for sample
size. Sample size depends on the information researchers seek to know, the purpose

of the study, what contributes to research credibility, and the availability of resources
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and time. However, a small sample size is useful for getting in-depth information
(Patton, 2002a). As a result, I started with a reasonable sample size required to enrich
my study and address all the dimensions under study, which entailed six
participants—also meeting feasibility requirements related to availability of the Arab
immigrant women population for recruitment in HRM.

Inclusion criteria.

1) Arab immigrant women were included if their ages were between 19 and
50, because I wanted to explore experiences of Arab immigrant women who were
adults. The elderly and children may have different needs, which could be addressed
in a different study. Selecting this age variation, I was able to address challenges
faced by women of variable ages who had visited EDs in HRM. Other inclusion
criteria were as follows:

2) Arab immigrant women who visited EDs in HRM within the past two
years, thus allowing for the feasibility of obtaining the anticipated sample size. (The
possibility of forgetting some of their experiences was likely not significant since
visiting a hospital for the first time in another country would be a memorable
experience, particularly if one were ill and English was not one’s first language);

3) Arab immigrant women who spoke Arabic as their first language;

4) Arab immigrant women who had any religious orientation because, despite
different religions, Arabic countries share almost the same cultural backgrounds and
have the same language. For example, many Arab women wear a head cover and take
the lead inside the house in raising and teaching their children regardless of their

religions;
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5) Arab immigrant women who visited EDs in HRM for the first time because
the first visit is the most challenging: women may not have any idea about the
registration process and the directions, in addition to other potential challenges they
may encounter from not speaking English as their first language;

6) Arab immigrant women who had the mental and physical capacity to sign
informed consent.

Although Arab immigrant women share the same culture, there are diversities
in some practices that cannot be overlooked. For example, some Arab immigrant
women are Muslim while others are Christian; some wear head covers whereas others
cover their faces or wear veils. Another example is that some Arab immigrant women
prefer health care providers who are men to attend a physical examination of Arab
immigrant women, while others do not prefer this practice, and at times may forbid it,
even in emergency situations.

Exclusion criteria.

1) Arab immigrant women were excluded from the study if they were born
and/or raised in a country other than Arabic, or spoke a language other than Arabic as
their first language. The purpose of the research was to explore experiences of Arab
immigrant women in Canada; being from a non-Arabic country may affect a person’s
culture, needs, and experiences. For this reason, immigrant women from any Arabic
country could potentially participate in the study. Those from non-Arabic countries
were excluded. Arabic countries included in the study are Saudi Arabia, Lebanon,
Qatar, Bahrain, Kuwait, Syria, Iraq, United Arab Emirates, Jordan, Yemen, Egypt,

Sudan, Morocco, Algeria, Palestine, and Tunisia;
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1)

2)

3)

2) Language plays an important role in communication. Having difficulties
understanding or communicating with others affects experiences. For these reasons,
only those participants who spoke the Arabic language, which is the native language
in the Arabic countries listed above, were included in the study.

Participant recruitment strategies. Participants were recruited in the
following ways:

A brief presentation of the purpose of the study and the need for participants was
arranged with the leader of the Islamic Association of Nova Scotia, in order to give
Arabic immigrant women the chance to ask questions about the study (see: Appendix
D- Letter From The Leader of Islamic Association of Nova Scotia).

Posters (see: Appendix E- Recruitment Advertisement [Text-Based]) were
disseminated in mosques, community centers, and interpreter centers.

Social networking was another means of recruitment, through a brief description of
the study on Facebook and Arabic forums.

The poster and the social networking communication had the researcher's
contact information. When a potential participant was interested and called the
researcher regarding recruitment, demographic questions were asked to determine
eligibility (see: Appendix B- Screening Questionnaires). If eligible, a time, date, and
location were scheduled to explain the consent. Otherwise, an explanation was made
that the demographic data would be destroyed immediately following the phone call
or the email (see: Appendices E and F- Telephone Script and Email Script for more
details). If a time, date, and location were confirmed with an eligible participant, the

study was explained, including risks and possible benefits, before the interview took
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place. If still interested, the consent was signed by the participant while emphasizing
that her participation was voluntary.

As the strategy was purposeful sampling, it was important to be selective in
determining who could enrich the results. The screening questions helped in
recruiting participants who were eligible and assisted the principal researcher to be
selective so that participants reflected the diversity of Arab immigrant women.
Detailed justification of the use of demographic questions is given in Appendix B.

Six participants were recruited: four from Saudi Arabia, one from Yemen, and
one from United Arab Emirates. All were highly educated and middle to upper class
in their native societies and in Canada. Meriam was a registered nurse in Canada and
in her home country. In her home country, she was a lecturer at a university, teaching
nursing to undergraduate students. Rogaiah had a strong personality and was a known
voice in her community and she was an active person involved in various activities in
the community; she held a class in her house where she taught Arab children the Holy
Qur’an and the Prophet's Sunnah. She also communicated with people who hold
political positions in her home country. The other four were students: Safa, Nada, and
Iman were Masters students at Dalhousie University studying mathematics and
physics, while Doaa was studying English as a second language at the Dalhousie
University language center at the time of the study.

Setting. Participants for the study were recruited from HRM. There are 2480
Arabic immigrant women living in Halifax (Statistics Canada, 2011), which supports
both the need for the research and potential success of the study being carried out in

HRM. EDs consist of nurses, physicians, paramedics, and other health care providers
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who collaborate to provide efficient care. Clients go through triaging and, before
seeing their physicians, wait in a gender-mixed area in the ED’s main lobby.
Timeline

The duration for the study was 15 months. Data collection, interviews and the
focus group, took seven months. After data collection, data analysis and writing took
eight months. In phenomenological research, data analysis commences with the onset
of the data collection process. Thus I started to analyze the data after the first
interview and the analysis continued until I satisfied that no more themes could be
found.
Thematic Data Analysis

Thematic analysis in phenomenology means examining and interpreting
participants' experiences and stories, capturing similar ideas, and clustering them into
themes (DeSantis & Ugarriza, 2000). “A theme is an abstract entity that brings
meaning and identity to a recurrent experience and its variant manifestations. As
such, a theme captures and unifies the nature or basis of the experience into a
meaningful whole” (DeSantis & Ugarriza, 2000, p. 362). The resulting themes were
based on the perspective of the researchers (Keddy, Gregor, Foster & Denney, 1999)
and the focus of the study. Interpretation started as the interviews were conducted
(van Manen, 1997).

As recommended by Braun and Clarke (2006) and van Manen (1997), I kept

revisiting and reviewing the themes until I was confident that no more themes could
be found. Goldberg (2005) also emphasized that reading, writing, and rewriting help

in developing the phenomenological text through their reflection of the embodied
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meaning of the data. A unique, articulated definition was then given to each theme,
and a phenomenological text was written. A phenomenological text should stimulate
a reader's thinking and touch their senses in the broadest and deepest aspect of their
experiences (van Manen, 1997).

Recommendations from committee members and study participants in
combination with interpretations of my reflective journals were helpful in completing
the analysis process. Taking into consideration the existentials of time, body, space,
and relationship (van Manen, 1997), thematizing informed the analysis process by
looking at meanings within the participants' experiences in EDs, along with the
impact of oppression and power differences in their embodied and intersubjective
experiences, as well as language, and non-verbal communication.

Ethical Consideration

The proposal was submitted to the Dalhousie Research Ethics Board. After I
obtained the ethics approval, recruitment started, using the strategies mentioned
above. When an Arab immigrant woman agreed to participate in the study, oral
consent (see Appendices F and G Telephone and Email Script) was asked for the
purpose of collecting demographic data (see: Appendix B- Screening Questionnaires)
from women who called or sent an email to participate after the ads were posted or
distributed. I explained that these demographic questions would be used to determine
their eligibility and that the data would be destroyed after the call when a woman was
not eligible. No compensation was given to participants, and they were asked to select

a time, date, and location convenient for them in order to prevent them from paying
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any charge for parking or transportation when meeting for the interviews and the
focus group (the group interview).

Before the interview started, I explained the purpose of the study again, the
possible benefits, the risks, and the time of commitment. [ went through the written
informed consent with participants, and asked them to sign if still interested. (see:
Appendix H- Interview Consent Form). There was no physical harm associated with
this study. However, participants may have felt uncomfortable when discussing
sensitive topics and/or personal experiences, such as the stereotyping or
discrimination that they may have encountered when accessing EDs in HRM. They
were not required to answer any questions, particularly ones that could potentially
cause distress. Also, there was no direct benefit associated with participating in this
study. Participants may have felt comfortable when sharing their experiences with
other participants in the focus group (the group interview) who have shared similar
experiences; these possible benefits, however, were not discussed with participants
because this was not the main aim of this study.

I also stressed that participation was voluntary and that participants could
leave the study at any point or refuse to answer any question. The information that
was collected before the withdrawal time would be used in the study, unless a
participant indicated that none of the data was to be used in the study. After the
explanation was completed, I asked each participant if she understood and/or needed
further explanation. If a participant lacked the capacity to provide informed consent,
she would not be eligible to participate. For example, if a women was interested in

participating but did not have the mental capacity to sign the consent, such as having
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significant learning disabilities (Dimond, 2005). The participants' general mental and
physical capacities were determined after the initial conversation and while
explaining the consent.

Participants were asked to sign a written consent form before the interview.
After the interview, they were asked if they would be interested in participating in a
focus group (a group interview). If interested, the aforementioned points about the
benefits and risks were reviewed again in appropriate detail prior to the initiation of
the focus group. Participants were then asked to sign another written consent form
related to the focus group (see: Appendix I- Group Interview Consent Form). Both
the individual and the group interview consent were co-signed by me as a principal
researcher. A copy of the consent, which was either in English or Arabic, was given
to each participant.

All the data was and will be kept confidential. The audiotapes were kept in a
locked cabinet, when not in use, in my home office and destroyed after they were
transcribed. The signed consent forms were kept in separate locked storage. The
laptop that was used for analysis was also kept in a locked cabinet and was password
protected. The laptop, the transcripts, and the audiotapes were kept in my home office
and the door was locked when data were not in use. I am the person who is
responsible for keeping the data confidential. Members of the research team could
have access to the data for the purposes of analysis. The data will be destroyed five
years after the completion of the study. The Arabic audiotapes were given to a
translator in order to translate them into English. All the audiotapes were given to a

transcriptionist. The transcriptionist and the translator were asked to sign
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confidentiality forms before the tapes were given to them, and a clear statement was
written in the consent forms to ensure confidentiality and to ensure that participants
are aware of the risk of breaching confidentiality (see: Appendix J— Confidentiality
Agreement Form).

Breach of confidentiality was a risk associated with participating in the study.
A clear explanation was given to participants in the focus group (the group interview)
that all the information should be kept confidential and not be shared with any other
person, and they were asked to sign that they understood this information. However,
the risk for the breach was clearly stated in the focus group consent form, particularly
as the Arab community is small, and there was the risk that participants knew each
other outside of the research experience. Thus confidentiality could not be
guaranteed.

Some of the data was sensitive because the participants were asked about their
experiences when visiting EDs in HRM. This included, for example, personally
sensitive stories. This was not the purpose of the study, and pseudonyms were used to
protect a participant’s identity and to minimize the risk for breach of confidentiality. I
made clear to the women who participated in the study the following: If disclosure of
any form of abuse or neglect occurred in the context of the interview, I would have a
duty to report this to the relevant protective services. For example, if a woman
indicated that she was hit physically by a nurse or asked to leave the ED with no
treatment provided, I would report this staff person to the regulatory body. However,

if a woman disclosed the need for protection, my role was not to provide counseling
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but to provide the relevant contact information for follow-up services (i.e. social
worker).

Pseudonyms were used whenever a direct quotation and/or experience was
included in the study, and the transcriptionist was asked to hide the identity of all
participants. No individual health care provider was identified; the person's job title,
such as a nurse or a doctor, was used instead. This ensured confidentiality and
prevented any participant from being directly identified. Pseudonyms were used
throughout the research process starting from transcription and ending with data
analysis and the final written text. Participants were not given a chance to see their
directly quoted material until the final text was written.

This directly quoted material was used in the final report to support emerging
themes. However, no names or any information that could identify a participant were
used. Before signing the interview and the group interview consents, I explained to
participants that quotations would be used. I also confirmed this after the interviews
and emphasized that no names or information that could identify them would be used.
The quoted material did not have any information that revealed the identity of any
participant or any health care provider.

At the end of the study, the data was placed in storage at Dalhousie University
in the School of Nursing, in a secured place used for the purpose of keeping research
data for five years; the data will be shredded after that and placed in confidential
shredding bins. Team members may use this information in another research study
after getting the required approval. The overall results were discussed with

participants who requested this in the consent. A copy of any related published
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articles will also be given to interested participants. However, individual results were
not and will not be provided to study participants.
The Significance of the Study

The proposed study examined gendered experiences of Arab immigrant
women when accessing the Canadian health care system through EDs in HRM. By
way of a feminist phenomenological framework, the research offers a deeper
understanding of this population of often marginalized women— including their
health care beliefs, values, and attitudes—while engaging with health care providers.
Bringing Arab immigrant women’s experiences to the attention of health care
providers may assist health care providers in providing safe, ethical, competent, and
equitable care. The research also provides a basis for future studies concerning Arab
immigrant women, which in tandem with the broader body of evidence related to
immigrant women and emergency services, may contribute to institutional policy
development, best practice guidelines, educational curricula, and continuing
education for health care providers caring for Arab immigrant women. A further
benefit of the study is the potential empowerment of this population of women by
having their voices recognized and included in research. Gocek, Balaghi, and
Doumato (1996) indicated that women in the Middle East have used writing as a
method to be engaged in their society and have this knowledge available to Western
researchers and to the world. Consequently, this may potentiate an improvement in

Arab immigrant women's health outcomes and a better quality of life.
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Chapter Three
Engagement in Cultural Care with Health Care Providers

Engagement is defined as a response to the Other, a possibility of attaining
full personhood by discovering one's full capacity in relationship. Within this
relationship, the self is not challenged to hold altruism in opposition to egoism.
Rather, the self attends to the Other while simultaneously attending to the self.
(Goldberg, 2004, p.56)

Engagement in care is at the core of relationships between patients and their
health care providers and is an entry point to the provision of effective and high
quality care (American Health Information Management Association Journal
(AHIMA), 2012; Carman et al., 2013). Engagement, where health care providers
work with patients to address their needs, shows that patients are the focus of care
(Carman et al., 2013). Coulter (2012) has emphasized that engagement is about
building an efficient relationship with patients, one that enables those patients to play
an active role in their health care decisions, not only at an individual level but also at
the larger social level. Prinz and Miller (1991) have defined engagement as patient
participation in treatment decisions that include attending sessions, actively
collaborating during sessions, and active participation after the sessions in the
treatment plan.

Engagement in care provision should encourage a higher level of active
participation in organizational policies and decision-making (Carman, et al., 2013).

This is illuminated by study participant Iman, who indicated that engagement and
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collaboration are needed between patients, departments, policy makers, and

government to support each other with money and ideas. She stated:
I know it would take a lot of time and collaboration between many
departments; patients should have active roles and should be consulted. But I
think it should start from the head department or, I do not know, the person
who can make changes, give orders, and plan new strategies. There must be
support from the government because this will need lots of money and extra
budgeting.

Although building an engaged relationship with Arab immigrant women is
important, it is equally important to understand how the concept of engagement in the
Western World is seen by Arab immigrant women from different cultural
backgrounds, as well as how health care providers who engaged with Arab immigrant
women influenced the experiences of these women. In other words, the very concept
of engagement—what this consists of, what it entails—may differ according to
people's cultures. Thus, understanding the meaning of engagement from Arab
immigrant women's perspectives is crucial for health care providers in the Western
World in order for them to promote such engagement in health care environments.

This chapter, drawn from the storied experiences of Arab immigrant women
in the context of emergency care, attends to the theme of culturally engaged care with
health care providers. By understanding the ways in which culturally engaged care
played a fundamental role for these participants in enhancing their experiences in
emergency departments, health care providers may further recognize the importance

of this embodied characteristic in provider-consumer relationships. In other words,
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when health care providers provided holistic care to Arab immigrant women, which
included physical, emotional, spiritual, and cultural care, Arab immigrant women felt
that this kind of care was embodied, as it fit with what they needed. They, in turn, felt
that health care providers cared about them, and this enhanced the engagement
process.
Engagement in the First Moment of Interaction

Goldberg (2005) and Tryon and Winograd (2002) and Walsh (2009) indicated
that engagement has to be ongoing for a relationship to last for a long period of time.
However, the 'initial moment' when health care providers approach their patients has
an effect that is not easily forgotten. The way that nurses and other health care
providers initially approach their patients may foster or hinder the engagement
process especially when dealing with patients from different cultures, who may have
different languages, different communication styles, and/or different ways of
greeting. Various strategies have been offered to assist health care providers when
first meeting patients from different cultures. These include approaching slowly, self-
introductions, offering a chair in a quiet place, allowing sufficient time for patients to
relax and ask questions, and self-disclosure, all while paying attention to the patients'
nonverbal communication (Munoz & Luckmann, 2005). Sharing personal information
or experience with others is called self-disclosure (McDaniel et al., 2007).

In Arab culture, Aboul-Enein and Aboul-Enein (2010) indicated that some
Arabs prefer to talk about their general personal lives, such as where they live and
what they do for living, when first meeting their health care providers, before

discussing what brought them to the hospital. Arabs may feel more open when health
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care providers voluntarily discuss some aspects of their personal lives; some Arabs
may withhold information and not share important issues with the provider if they ask
a question and the health care provider is not open to self-disclosure in the first
encounter. In emergency departments, patients feel more comfortable and their
anxiety levels drop when they encounter nurses who, meeting them for the first time,
open up to share personal information in busy moments. Such nurses were described
as “brilliant” in Walsh's study (2009). Considering the nature of the work in
emergency departments, health care providers need sophisticated skills to be able to
initiate such conversations with patients (Arab immigrant women), while keeping
their work going in a fast-paced environment (Bennett, 2013; Walsh, 2009).

This initial care is critical: Arab immigrant women may feel that their culture
is being respected and the care provided is embodied, insofar as it is congruent with
what they expect when approached in their preferred style. To “embody” means to
provide a tangible and concrete form of an abstract idea or an act that includes body,
soul, and spirit (Dictionary.com, n.d.; Oxford Dictionary Language Matters, 2014;
Thomas, 2005). In other words, Arab immigrant women feel more relaxed when
dealing with health care providers who self-disclose information about their families
and jobs, and they feel that the care provided is holistic and embodied as it includes
what is an essential part of their culture. When health care providers provide
embodied care, they act in a way that is recognizable to Arab immigrant women, who
feel the care received is congruent with their individual needs. This practice also
helps health care providers to build a culturally safe environment. The first step to

provide culturally safe care is to be aware that differences in beliefs, values, and
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world-views exist among people. Being sensitive to such differences and the attempts
to address people’s individual needs are gates to cultural safety (Main, McCallin, &
Smith, 2006).

Safa, a participant in the study, mentioned that her relationship with her doctor
in the emergency department started before she met him, as he knew who she was and
what her problem was before approaching her; he had read her file, and she
emphasized that his knowledge about her was essential to plan the care necessary for
her and to establish a relationship that made her feel more satisfied. She stated:

Then a doctor came, introduced himself, asking me how are you? and said “I
am sorry, you had a miscarriage.” [Silence]. But the doctor was so kind. I
mean he apologized many times. He said that he knew that this was their fault
because he saw my file before seeing me, and he knew that I had come earlier
the same day, which is really great that he cared to know about me before
coming to see me, so he had an idea about what to do.

Safa also mentioned that the doctor asked her, “How are you?”” Cameron
(2004) indicated that this question opens a gate to “a relational or a breathing” space,
in a given moment, for patients and health care providers to share their stories and
express their feelings. This question reveals the concrete knowledge of patients'
bodies, lives, and realities needed to engage and provide appropriate embodied care.
By asking this question, health care providers show their commitment to listening to
and helping their patients by evoking “an immediate temporalization of bodily
memories” (p. 57). This means that by asking “how are you?”” Safa's memories were

stimulated and she started to instantly and temporarily remember what happened with
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the other staff. The “How are you?” question makes patients state situations or
express feelings that they have not spoken before. Safa, in her story, revealed that
after the doctor asked her how she was, she became more open and discussed her
sorrow and frustration. (This “how are you” differs from the “how are you” in social
settings, as people do not intend to know any personal details, and the phrase is just a
way of greeting, such as “hello.”) Safa stated:
I told him that I knew the reason [of my miscarriage], and it was because of
that nurse who did a vaginal ultrasound. She was really bad, and I told her: “It
hurts. It hurts.” But she refused to stop. I said I think it was because of that
nurse, so he apologized many times.

Safa blamed the nurse; however, she did not make this explicit until the doctor
asked her how she was. In this story, the knowledge that Safa's doctor obtained prior
to meeting her was concrete knowledge; it was thus embodied knowledge about
Safa's body that enabled him to engage with Safa to provide the care she needed as an
Arab woman having experienced a miscarriage. For Safa, engagement occurred with
the doctor because of his kindness, his apologies, his questions about her feelings, and
his knowledge of her conditions before seeing her.

Embodiment as Concrete Knowledge

In the concept of embodied care, the role of the body in healthcare delivery is
emphasized in generating and maintaining the bodily knowledge needed for care
(Merleau-Ponty, 1958/2005). Despite the importance of this knowledge to health care
relationships, it is not always valued in the current delivery model, which often

objectifies the person, reducing her/him to an object (Goldberg, 2002; Gadow, 1994).
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This bodily concrete knowledge is the cornerstone of any medical relationship, as
patients feel a caring attitude by health care providers when they treat their concrete
bodily symptoms. This concrete bodily care is an integral part in providing holistic
care that is felt by Arab immigrant women as embodied.

Rogaiah, a participant in the study, indicated that staff in the emergency
department asked her certain concrete questions, did a physical examination, listened
to her needs, treated her physical symptoms well, and left her feeling relaxed and
cared for. To be relaxed means to lessen one’s anxieties, worries, and tension; the
physical body then feels less rigid and may appear less formal (Dictionary.com, n.d.;
Oxford Dictionary Language Matters, 2014). Rogaiah goes on to say the following
regarding her care:

First, they took my blood pressure and asked me specific questions like “Do

you have diabetes, hypertension, and allergy to medication?” . . . They took me

to the doctor, and he examined me and did percussion on different places until
he knew where the pain was. Right away, they listened to my needs and gave
me an injection with an IV bag, and I gradually started to calm down. I was
relaxed.

Another participant in the study, Meriam, gave detailed information about
what was asked about, while she was in triage in the emergency department.
Meriam's doctor also performed procedures that helped her to obtain the concrete
information needed to provide the appropriate care that recognized Meriam's feeling

and made her feel relaxed. Again, asking concrete questions and performing physical
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exams and laboratory investigations led to listening to Meriams' needs and making
her feel relaxed. She stated:
She was asking about my address, who was with you, and a list of questions . .

. [that are] related to my existence in Canada, and my ID, study permit, and

health insurance . . . she asked me about my family file, and to be specific, she
asked me about the family doctor. [The doctor] took the history, then she . . .
asked me some private questions... She took all the information, did x rays
and tests . . . The best thing was when she asked me so I told her that I could
not bear the pain, she then gave me a painkiller, and at least she listened to me,
and listened to my needs. Really the painkiller made feel better, then I became
more relaxed, I could not feel my body and no pain. So I had not a problem to
stay on the bed.

Although the above examples illustrate the ways in which providers gathered
information, both participants felt they were listened to and valued. Rogaiah and
Meriam, in both their narratives, emphasized that knowledge obtained skillfully by
their doctors to provide them with care met their needs as an embodied or complete
person. This made them feel comfortable, cared for, and relaxed, which fostered their
engagement with health care providers. Only through relational and concrete
knowledge, built through communication, are health care providers able to “abolish
the polarity of the two” (Goldberg, 2008, p. 81) and feel what their patients feel; to be
able to care for Arab immigrant women; to be able to interact with these women's
bodies, smells, sounds, and movements in order to build a caring environment where

embodied care is possible, even with their different backgrounds (Hamington, 2004).
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“When my body confronts another, even if it is a foreign body attired and socially
constructed differently from my own, there is still a fundamental connection and
understanding” (Hamington, 2004, p. 54). To obtain this kind of knowledge, verbal
and nonverbal communication must take place between Arab immigrant women and
their health care providers.

Engagement through Nonverbal Communication

Although knowledge is essential in the provision of embodied care, it must be
accompanied with sympathetic feelings, passions, and affective bodily perception
(Hamington, 2004). Affective “feeling” perceptions can be established through
communication and interaction between Arab immigrant women and their health care
providers. Communication plays an important role in any relationship and may
enhance or delay the engagement process. Its importance is crucial in hospital settings
because clear and unambiguous communication is necessary in order for the
messages conveyed to be accurate, which in turn assists health care providers in
providing treatment that is effective, safe, and culturally congruent (McGilton et al.,
2009; Tsai, Tsai, Weng & Chou, 2013).

Health care providers should be aware of the communication style of the
patient they interact with, as their awareness helps in building a therapeutic healthy
relationship and in creating a positive engaging atmosphere. Arabs tend to be highly
contextual in their communication (Aboul-Enein & Aboul-Enein, 2010), in which
they rely more on nonverbal communication. They usually do not explicitly say what
they want, and they leave it for the listener to interpret and understand what they need

(Srivastava, 2007). This may make the experience harder for them when health care
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providers are not aware of this cultural difference (Aboul-Enein & Aboul-Enein,
2010), especially in emergency departments where there is little time for staff to deal
with patients (Walsh, 2009). Nada, a participant in the study, described this highly
contextual communication when she narrated how her experience would be different
if a family member was with her, a person who understood her care requirements
without the need for her to talk. For Nada, the prior knowledge that her family
members had helped them to provide the care needed to enhance engagement, along
with their support and empathy. She reported:

[When people are sick], they need someone from their family to support them.

A family member can empathize more than any other person, and they always
seem to know what to do without me saying it. For example, if my mom or dad
were with me, they would know that when I am sick, I feel drowsy and so they
know exactly what to do. But my friends, they don’t know what they should do
if I did not verbally tell them.

Indeed, Hamington (2004) explains that care goes beyond verbal and direct
communication and can be provided even with nonverbal communication when the
interactions take place between two familiar embodied beings. This type of
interaction is defined by Weiss as “embodied exchange” (1999) and by Merleau-
Ponty as “intercorporeal” comprehension (1968). This relation is typically found
between family members, who have corporeal (bodily) prior knowledge that enables
them to attach meaning to certain movements and helps them to provide information
to support health care providers in the best care for women based on the family

members' background understanding of what needs to be done (Hamington, 2004;
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Merleau-Ponty, 1958/2005). This indirect communication may cause tension between
people from different cultures. For example, Western health care providers may not
have understood what Nada's nonverbal communication meant, which may have
decreased engagement opportunities.

Nonverbal communication gives stronger hints when dealing with patients
who are culturally diverse and speak different languages, even though effective verbal
and nonverbal communication both play an important role in the enhancement of the
engagement process (Davis, 2000; Srivastava, 2007). Touch, facial expression, and
gesture are three common nonverbal communication cues that nurses should pay
attention to. Goldberg (2004) emphasized that touch and eye contact at the beginning
of a relation between nurses and women could facilitate a respectful, engaging
atmosphere, and that the way nurses and health care providers ask women about their
histories show these women that the provider is focused on their needs. Rogaiah
contended that smiling is an effective way to treat patients' suffering and enhance
engagement. However, health care providers should be careful and genuine when
smiling with patients, as it could be inappropriate to smile while patients are
suffering. She stated:

I wrote a message to the Ministry of Health, the presidents of every hospital,

and the doctors to tell them that a simple and a first thing that you could do is

to smile, which is a virtue in Islam. It should be the beginning of the treatment.
Rogaiah's words emphasized that smiling and kindness have an Islamic root.
The prophet Mohammed “peace be upon him” said “If you cannot help other people

by your money, your help can be attained by your smiling and kind attitudes.”
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Not unlike Rogaiah’s experience, my own practice as a nurse in an emergency
department in Saudi Arabia often showed how the power of a smile could inspire the
patients' willingness to communicate and have a dialogue with me. I remember a
woman who told me that she would never allow any nurse to examine her in front of
students. Because of my smile, however, she not only allowed me to examine her but
also allowed my students to practice with her. The smile opened up a space for a
trusting relation where this woman in a moment of sickness and vulnerability was
willing to share her lived experience not only through verbal communication but also
with her body, allowing us to perform a physical examination.

Touch is a body language that reveals respect and power in some cultures.
Culture usually determines what kind and amount of touch is appropriate in different
situations and between different people. Gender and age may also influence the
amount of permissible touch within certain cultures (Srivastava, 2007). In Arab
culture, touch is preferred when dealing with some family members, such as husbands
or mothers. Similarly, a female health care provider touching an Arab immigrant
woman may be interpreted as showing empathy and thus may decrease stress. Even in
the chaotic emergency environment, nurses' presence can make a positive difference
in the nurse-patient relation in a way that fosters a patient’s engagement (Walsh,
2009). To be present means to be attentive to the needs of somebody else and to be an
important and a special part of their experience (Walsh, 2009; Dictionary.com, n.d.).

Doaa, another participant in the study, described the care, the touch, and the
relaxing tone that her husband offered her and how his presence in her space during

her emergency stay made her experience much better. For Doaa, the nonverbal
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communication that made her relaxed and decreased her pain and discomfort was the
warm presence of her family member and his talk, touch, voice, and physical help.
Doaa stated:
My husband was with me, and he played a great role in easing my pain and my
discomfort. He was with me, talking to me, which made me feel relaxed. His
touch, his warmth, [and] his voice tone ... [made me relaxed]. He brought me
a blanket, stayed with me all the night. I could not have a better care.

Safa also described the physical and emotional care that was provided by her
family. This included everything from helping her while walking to the washroom to
making jokes to lessen her stress and fear. Safa's example gives a small window into
family support as enacted within Arab culture, where most of the family members
stay together to support the family member during their hospital stay—often in the
waiting area. Aboul-Enien and Aboul-Enien (2010) and Kilwicki and his colleagues
(2000) described the importance of family support in Arab culture, including family
support during hospitalization. This support by extended family members in Arab
culture resembles what is found in some other cultures, such as Indians, Mexicans,
and Asians' families (Cong & Silverstein, 2012; Nath & Craig, 1999; Sarkisian,
Gerena, & Gerstel, 2006). Safa's story shows that collectivism is a characteristic of
Arab culture. Individuals who value a collectivist manner in communication usually
see their families as an integral part of their care (Dastjerdi et al., 2012; Davis, 2000;
Srivastava, 2007; Wang, 2011). Although it may be challenging to have numerous
family members in busy emergency departments, nurses and health care providers

should be sensitive to patients' needs for extended family support, particularly when it
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does not interfere with their work (AlMutair et al., 2014). Similar to what Doaa
considered to enhance her engagement and made her experience better, Safa
explained that the presence of her family members, along with their emotional and
physical support, helped with the long waiting time and made her psychologically
feel better. Safa said:

[There were] my husband, my two brothers, the wife of one of my brothers,

and her daughter. Their presence was also important. At the beginning, I went
with my husband. Then they came [afterwards]. I really benefited from them
because I was not even able to go to the washroom, only with the wheelchair.
So my brother's wife accompanied me, as [ was not able to sit, she helped me
to change my clothes. This was the first thing. Then I had to wait a very long
time (six or seven hours). They waited with me, and then they left. It is similar
[to what the other lady said]: their presence was really important. If I was only
with my husband, he would be tired, as he is always fighting with the [staff]
and I would be in more psychological pain. My brother was trying to make
jokes and lighten the mood.

This kind of care is reflective of Merleau-Ponty’s understanding related to
feeling and perception as necessary to the provision of embodied care. The
importance of bodily perception, sympathetic feelings, and interconnectedness
(Merleau-Ponty, 1964) were all emphasized in meaningful ways by Arab immigrant
women in their stories. Support came not only from their family members but also
from health care providers who were described as being attentive listeners, with

caring voices, and relaxing influences in their provision of care. These emotionally
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intelligence skills in emergency departments are described to be amongst the most
vital, as they lessen patients' tension while attending to their urgent physical situations
(Bennett, 2013). Emotional intelligence means having excellence on caring and
personal relationships that leads to success in social life (McQueen, 2004). The afore-
mentioned attitudes and skills enacted by nurses and providers are gates to embodied
care. They foster patients’ relationships with health care providers and in turn
influence patients' integral engagement with family members.

Meriam, another participant, described the way her nurse dealt with her as a
sedative and indicated that engagement for her entails someone being nice, asking
about her condition and pain, listening to her, and showing a caring attitude: “The
second nurse came and she was so nice . . . she asked about the problem, and cared so
much to listen attentively to my complaints, and asked me if I still had a pain in my
neck. After that, I was relaxed, it was like a sedation.” She also relaxed because of the
way the ambulance men treated her that enhanced her engagement: their kindness and
caring attitude, along with being alert to her condition and to the safety, calming her
down, and respecting her. Meriam said:

The two men noticed that [ was drowsy because of the medication, and said to
me, ‘Don’t worry; just relax and we will move you by the same bed.” There
was my things under the bed, so they told me, “Don’t worry, we will take it,
we will go to that place. Do you want anybody with you?” They were asking
me. [ felt the care from the both men . . . They really cared to do their job in a

right way. They cared a lot about safety . . . [The man] was not rough with me,
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and was with me step by step. He was really respectful . . . they were really
kind . . . I was really relaxed to the extent that I fell asleep.

Iman was also impressed by the smile, kindness, friendliness, laughter, and
manner of talking of the nurse that greeted her in the emergency room. Iman
emphasized that these attitudes helped a great deal in lessening her anger and
disappointment. Iman stated: “She [Iman’s nurse] was nice, laughing with us, talking
about herself. She was really friendly. I could say the smile of the nurse inside the
room helped me a lot in decreasing my frustration and anger.” Doaa echoed what
other participants said and emphasized the positive effects that good treatment by
being nice and smiles from the staff had on her experience: “They were kind and
smiling. [A positive thing was] the way they dealt with me with a smile on their
faces.”

Paying attention to the face shows respect and enhances engagement.
Cameron (2004) contended that by paying attention to the face, health care providers
can better interact with patients and respond to their needs. It signifies a relational
communication between patients and health care providers. Rogaiah indicated that the
staff in the triage area were able to address her needs and approached her quickly
because they paid attention to her face and recognized that she needed urgent
treatment. She stated:

When I first entered the door, they immediately came with the wheelchair and
took me directly inside. Oh my Holy God, even though I did not complain at
all, I kept my pain inside. However, they maybe saw my face really pale and

weak and looking like I was about to scream.
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Doaa was also paying attention to the health care provider's faces and facial
expressions: “The way they dealt with me with a smile on their faces [made my
experience really good].” Doaa's words also indicate that facial interaction is
relational, which Cameron (2004) and Vouzavali and colleagues (2011) have also
emphasized: “Nurse and patient reveal themselves to each other through a mutual
gaze that encompasses each other’s world care and intimacy are conveyed ...
Through the mutual gaze, a deeper communication and mutual understanding are
achieved and a bond is developed” (p. 146). Cameron (2004) further explained that
paying attention to the face is an ongoing process throughout the course of treatment.
Patients and health care providers thus “interface as they work through the complex
knowledge required to make decisions” (p. 58). This interface shows respect and
promotes engagement within “a conversational space” (p. 59).

Looking into someone's face while in conversation, in Arabic culture, reflects
respect, and, consequently, helps in building a trustful and engaging environment.
However, some women may avoid eye contact when dealing with male health care
providers (Hammoud, White, & Fetters, 2005). Therefore, health care providers
should be aware of these cultural differences in order to enhance engagement.

Through communication, health care providers can enhance their awareness to
provide safe and congruent care (Zavertnik, Huff, & Munro, 2010) that is both
culturally congruent and ensconced with a caring attitude (Brown, 2009; Poortinga &
Pedgeon, 2003). Rogaiah emphasized what she wanted in care provision. She was
looking for somebody who examined and felts her pain, attended to her needs, and

rechecked on her from time to time. She wanted:
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Somebody who cares, someone who examines my pain and transfers me to a
specialist when it is needed, somebody who feels my pain. My doctor did. My
doctor was excellent. He examined me and kept coming to ask me if
everything was good. Even though it was an emergency, he was moving
around from patient to patient to check on their conditions.

In this story, the doctor attended to this woman's needs by checking on her
condition frequently. His attitude reflects his patience and commitment to help
patients and to be engaged with them. In the next section, I discuss how patience is an
important aspect of providing engaged care by continuing Rogaiah's story with her
doctor. For example, Rogaiah’s story shows us that stories shared by these Arab
immigrant women about their lives and culture allow health care providers to
understand hidden cultural practices in ways that providers may not have previously
been aware of. Such cultural practices require explicit communication between a
particular population and their health care providers. Thus nonverbal communication
does not negate the integral role of verbal communication in providing engaged care
to Arab immigrant women. “The nurse’s use of competent language and expressions
1s more likely to engage the patient in a dialogical discussion that brings forth an
open, honest display of feelings and emotions” (Finch, 2005, p. 251). Hence, it is only
through conversation that nurses are able to understand and interpret the cultures,
beliefs, and values that construct patients' realities and lived experiences (Finch,

2005).
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Engagement through Patience in Provision of Cultural Care
Patience is an additional attribute needed to help health care providers see
their patients as themselves, which consequently helps them to provide engaged care
(Walsh, 2009). According to Goldberg (2008), “Patience demands tolerance,
empathy, and care. It forces us to see the Other as ourselves” (p. 81). Rogaiah,
explaining this point, stressed the importance of patience and tolerance when treating
a patient, emphasizing that patience seemed to help health care providers to
understand her culture and to help her when they met with language or
communication barriers. She said:
They understand. The more they see us and learn how to act and reflect our
culture, the more they understand. They are free, but they learn. They
understand. When I went there, I just asked for a female doctor to examine me.
Then I went back to my male doctor. [Laugh.] Then they brought a female
nurse . . . Even though I speak English, I was not familiar with the medical
terminologies. But when I did not understand something, I asked them to
repeat it slowly and they did. They repeated three or four times in a different
way until I got their message. I let my daughter interpret, but the doctor told
me that I speak very good English. I was more cautious, though, and wanted
my daughter to be with me. So he laughed. [Laugh.] You know, it is not my
first language, especially with medical terminologies... It was good that they
repeated the information so many times and tried to make it simpler until you
got it if I did not understand. They have patience, tolerance . . . This was the

thing I liked most about them.
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Rogaiah's words reflect how satisfied she was with the care provided when her
caregivers had the patience to work with her, to respect her cultural differences and be
willing to learn her culture in order to understand the differences between the two
cultures, and to listen to her needs by repeating the information in different and
simpler ways. Practicing patience and tolerance enhances a trustful relationship
between Arab immigrant women and their health care providers, which helps in
taking the relationship to a more advanced level of engagement. Rogaiah's narration
further indicated that her fluency and confidence when speaking English in her
routine daily activities were compromised when it came to medical language and
terminology in times of stress and anxiety while she was in the emergency
department.

In emergency departments, health care providers often do not have sufficient
time to spend with patients who have limited English skills, which can frustrate both
the care provider and patient (Srivastava, 2007). However, Rogaiah's doctors were
committed to help her with her limited language in order to improve their relation and
to foster engagement. Even though patience is more than a technique or a strategy as
it also includes learning from others, using simple words, repeating information,
speaking slowly, and using pictures and gestures to help patients understand are
effective strategies that health care providers used with Rogaiah, strategies that
showed their patience and helped build an engaged relationship. Trust is the ultimate
result when health care providers establish a relationship like the one Rogaiah built

with her provider.
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Trusting Relations and Engaged Care

The honesty and integrity of nurses and other health care providers leads to
building a space filled with trust (Goldberg, 2008), which enhances trust in the
Canadian health care system as a whole. Brown (2009) has emphasized that trust is
built through interactions between patients and health care providers and that this
interaction involves an encounter of “vulnerability and uncertainty” (p. 391). Davis
(2000) and Munoz and Luckmann (2005) indicated that culture influences the amount
of information that patients want to share with others. When they build trust,
however, they are open to disclosing information to their providers and to engage
with them. In order for patients to trust their providers, health care providers should
not only listen to the patients' voices but also encourage them to express their needs
and have their voices heard. Further, both patients and health care providers should
have the ability to interpret what has been said in ways that build “a communicative
trust” (Yatchmenoft, 2005). For example, Nada, in the context of the study, indicated
that her interaction with her health care providers made her lived experience in the
emergency department positive. This occurred because of the freedom and the ability
to choose that nurses gave her, which in turn built trust in the system as a whole. The
nurses were not strict with her with regard to time and what she had to do. For
example, they did not give her a strict time to change her dress and did not tell her to
sit in a certain area or to wear a certain number of gowns. They rather gave her the
ability to choose the number of gowns she wanted to wear. Respecting her privacy by
offering extra gowns was another experience that contributed to Nada's trust in the

system. She stated:
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They interacted with me in an excellent way. I felt relaxed when I entered to
take the x-rays. They didn’t tell me to do this or do that. They just let me do
whatever [ wanted . . . [The system] respects [women's] privacy, especially
with regards to the way they dress. I mean, I cannot go out like this, how I can
go like this? So he knew it by himself, and gave me another cover in order to
cover myself. This is why I really trust this system.

Based on her positive experience with nurses in the emergency department,
Rogaiah echoed what Nada said and built a trusting relation with nurses. Rogaiah
emphasized that her experience was better and that she trusted the system because of
the fast service and quick treatment by nurses and doctors, their ability to listen to her
needs and questions, their patience by giving her enough time to get the needed
treatment, and the caring attitudes they had when approaching her. She concluded that
nurses played a strong and important role in a system devoted to attending to the
needs of patients. She said:

I felt really comfortable psychologically. At the beginning, though, I was
afraid. My friends had made me afraid by telling me about the long wait. So
the first thing that made me comfortable was the fast service. My pain was also
treated quickly. They gave me enough time; they were not in a hurry. They did
not say: “That is it, now you have to go! Go!” They did not hurry in anything.
Instead, I was the one who was asking them if could go. [Laugh.] . .. Here,
they would not feel good unless the patient left not as sick as he arrived. This
gave me confidence in the system. I could ask them whatever I wanted and

they answered me. I came with pain and the ones in the triage were in a hurry
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and took me in a wheel chair. I sent them flowers, to all the staff. They were
really good. I told my daughter that they were really angels of mercy . . . [ was
really drowsy, so I entered immediately and the doctor with the nurses came
right away. All of the staff came in a hurry. They were all standing over me.
So I was thanking my God. They were really the angels of mercy . . . nurses
here have a role much more important and a stronger role than doctors,
because they are the ones who are taking care of the patients.

What Rogaiah explained regarding her engagement with the health care
providers was emphasized by Staudt, Lodato, and Hickman (2012). Staudt and
colleagues (2012) asserted that engagement starts with the first contact with the
receptionists or even with the referring staff. However, such engagement may
continue after patients' discharge—as indicated when patients send flowers or cards to
health care providers. The way that health care providers approached Rogaiah with
confidence that they had the competency to help her and address her cultural needs
fostered her trust and consequently the engagement process. Further, Rogaiah stated
that her providers were not in a hurry, which is central to providing engaged care and
thus contributes to the building of her trust, as emphasized by Cameron (2004): “If
we rush too fast to an answer, we lose the momentum in the language; we are cut off”
(p. 54). Therefore, a basic strategy when dealing with a patient from a different
culture is to give her/him enough time to respond, especially when the person speaks
a different language. This is particularly important as the person (patient) requires
sufficient time to interpret what is said and find a response in English (Srivastava,

2007). This also emphasizes the need for patience when dealing with patients from
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different culture. Emergency nurses, for that reason, need to balance their time in
order to give patients the time needed without compromising their workload (Bennett,
2013; Walsh, 2009).

Brown (2008) and Williams (2008) have contended that for a trustful
relationship to exist, health care providers must put patients' benefits ahead of their
own. Nada and Rogaiah in the above stories, in their interactions with nurses,
described how nurses appeared to place patient needs and benefits as the priority,
despite their different cultural backgrounds.

Consultation, which is considered a first level of engagement in a study by
Carman and colleagues (2013), takes place when patients receive information about
their diagnosis or procedures. Rogaiah contended that the information she received
about her treatment enhanced her comfort and trust in her health care providers and in
the system as a whole, as the given information enabled her to make informed
decisions and consent. She revealed:

They told me their names and why they were with me. Then they asked me

about what brought me to the emergency department. They told me why they

were with me and what they were doing. You should have an idea what was
being done. It was essential, so they would know if you agreed or not. After
the registration and after taking the information, the nurses were with me. They
explained everything in detail. This really made me comfortable, and I really

trusted them.
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Telling a patient what she/he can expect to happen and whether the procedures
might make her/him uncomfortable further facilitates a trusting relationship and
ultimately the engagement process (Carman et al., 2013). Safa, for example, indicated
how the doctors anticipated and empathized with her pain and told her how the
procedure could make her feel, and how they were apologizing as they were causing
her more pain. Surprisingly, for this reason, Safa preferred male to female doctors:

I feel that here in Canada in general, when I deal with men in the medical field,
they are much better than women. I had more than one experience. I felt that
men are more caring [and] their way was better than women . . . I felt that they
did their work, but at the same time they cared very much about their patients'
psychology and feelings. Like before, when I did the ultrasound, the men were
really caring. There were two of them. Even when they would press or push on
my abdomen, they told me: We will do that and you will feel some pain, and
we are really sorry. So they were apologizing all the time, although it was their
work, and the pain was coming anyway.

In summary, when health care providers interact with Arab immigrant women
in emergency departments with honesty and a willingness to listen to these women's
needs in order to improve their experiential lives, a trustful relationship is fostered,
which facilitates the engagement process.

Respect and Engaged Care

Three main characteristics viewed by participants as indicative of a respectful

attitude were self-introduction when first meeting Arab immigrant women, attending

to their cultural preferences and fulfilling their individualized needs, and being non-
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critical when Arab culture interferes with Western health care practices. “Respect”
means the acknowledgement of a basic human right that a person has, by which the
person feels honored (Dictionary.com, n.d.; Oxford Dictionary Language Matters,
2014). Although respect can be defined in diverse ways, Feri and Shaver (2002)
defined the characteristics of a person who is considered respectful, which includes
being loving, caring, non-judgmental, honest, and listening attentively. Iman
suggested that health care providers showed her their respect by telling her their
names: “the doctors and the nurses who were inside (not in the triage) introduced
themselves in a nice way. They told me their names with a smile. I know who they
are and I felt that they respected me and are willing to treat me also with respect.”
The exchanging of names is an entry gate to engaging with women patients, as
indicated by Iman in the above example. “To call the Other by name reveals an
intimacy, and conjoins the two as one in the experience”; calling a woman by her first
name shows respect and is also a standard practice (Goldberg, 2004, p. 64). This is
also connected to engagement in the first moment of interactions, which emphasized
that a caring attitude and good treatment in a first encounter enhanced not only
engagement with health care providers but trust in the whole system.

Although Benner (1994) did not explicitly explain that culture plays an
important role in providing respectful engaged care, her theory suggests that culture is
an essential component of care. Benner determined that care can best be provided
only when narrations about patients' contextual lives and their individualized
practices are discussed with their health care providers, who can then provide

embodied care based upon individualized patients' culture. Likewise, Goldberg
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(2005) and Staudt and colleagues (2012) explained that individualized care provided
by nurses who ask women specific questions about their lives shows respect to these
women.

Health care providers must be able to understand the diversity and the social
contexts that form Arab culture to serve Arab populations in general and Arab women
in particular. Understanding specific cultural differences and the resulting personal
preferences of women from other cultures points to the need for effective
communication (Hammoud et al., 2005); such understanding also shows respect for
the aim of providing culturally congruent care.

Nada, one of the participants in the study, indicated in her story that she
shared her cultural preference with her doctor, who was engaged in her care,
respected her unique needs, and provided what she required. She narrated: “I told him
[the doctor] that I could not let him see that part of my body and he said: ‘That’s
okay. Just put a cover over it and I will be behind her to direct her [the trainee].” He
respected our culture.” Health care providers taking the lead when asking patients
what they prefer is a sign of respect to the unique needs and humanity of patients, as
well as a respect for diversity even among individuals within the same culture. This
approach reflects the ability of health care providers to provide individualized
congruent care and is also an advanced level of engagement with patients (Carman et
al., 2013). When patients' preferences and decisions are implemented, higher levels of
partnership and shared leadership occurs.

For Nada, doctors and nurses taking the lead by asking questions about her

preferences by the showed their respect for her culture. She stated: “They respected

73



them [my culture and my religion], as I told you, he was the one who asked [about the
need for extra cover] and brought me the two covers.” Meriam also considered the
question about her food preference a sign of respect for her culture. She reported:
“They did ask about food restrictions. They asked me if I eat meat if I drink
buttermilk, milk. This is also showing respect for our culture.”

Being nonjudgmental and sensitive to patients' needs are additional
characteristics of health care providers in emergency departments (Walsh, 2009) who
are considered respectful (Drew & Dalhberg, 1995; Staudt et al., 2012). Meriam
described how her health care providers were respectful when they did not judge the
way she dressed and when they did not invade her privacy. She said:

They respected my culture. They did not judge by the way I dress. No.

nothing like that . . . As I was wearing head cover, I had not been assaulted on

my privacy, or asked to take off the head cover or open the curtains when I

closed them. I did not see this stuff.

In Arab culture, to consider another example, some Arab women prefer that
their health issues and concerns, and even their consent to some procedures, be
discussed in front of their relatives (Hammoud et al., 2005). This Western aspect of
treatment by her doctor in the emergency department, however, really impressed
Meriam and she thought that this strict rule regarding privacy and ethics showed her
respect and dignity to her humanity. She reported:

They really care about ethics. For example, when the doctor came to make the

assessment, there were some confidential questions about my marital status,

and my daughter was with me, so she asked her to leave. I told her that I had
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no problem with her being with me. However, she told me even if my husband
was here, she would ask him to go out. They cannot ask such questions in front
of others, even if I agree that they stay. This is a regulation they have in the
emergency department. It was not about culture, but ethics. Nobody should be
with you when these questions are being asked, just you and your doctor. I
really still think about it. You feel that there is respect, dignity, and value for
your humanity.

Although this practice could be considered as offensive and non-respectful, as
some Arabs considers decision-making to be collaborative and questions to be asked
and answered with certain family members around, Meriam indicated that this
situation fostered her engagement with the doctor and made her experience better
overall. She felt that her doctor respected her as a human being when she maintained
confidentiality. The doctor in this narration did not judge Meriam for asking her to let
her daughter stay. Instead, she was neutral and advocated for Meriam's rights by
explaining the role of health care providers in maintaining patients' confidentiality.
Meriam's words force me to think of my own practice as a nurse: even though it is a
social norm in Arab culture to share stories or ask questions in front of relatives, Arab
women may feel more power and more respect if I, as a nurse, protect their privacy
by asking the relatives to wait outside while assessing and asking questions. I might
also reflect on the policy as both a nurse and Arab woman and consider if it fully
reflects the cultural complexities and diversities found in Arab culture that may find
support in family participation during questioning by health care providers, even

when such questions are of a confidential nature.
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Throughout this chapter, I illuminated, through the analysis of the Arab
immigrant women's stories, how some practices by health care providers promoted
their engagement with Arab immigrant women, which improved these women's lived
experiences in emergency departments. Kindness, smiling where culturally
appropriate, showing concern, empathy, and support by providing efficient treatment
and health care information were articulated as health care qualities for supporting
engaging practices with the women in the study. Further, the use of appropriate touch,
being non- nonjudgmental, respecting privacy and culture, listening to the physical
and emotional needs of the women, and and having prior knowledge by reading
patients' files before approaching them were also described as important factors that
contributed to Arab immigrant women's feeling of comfort and relaxed as their
tension, pain, and anger decreased. The aforementioned practices are aligned with the
provision of holistic and embodied care, and according to participants, led to the
provision of engagement in emergency care. However, cultural difference played an
integral role in how this engagement process was shaped. In the next chapter, I
discuss how the lack of such practices led to disengagement and the resulting
implications when disengagement occurred in the emergency department in the

context of the study.
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Chapter Four

Disengagement and Cultural Care
I don’t remember them telling me anything about themselves. I don’t know if they
were nurses or something else, like aides. I don’t know. She jumped right away to the
questions about me and what brought me there . . . [Their interaction] was formal, so
I can’t really say if they were nice or not. They weren’t friendly, but they weren’t
rude, either. They were just doing their job. They did not treat me in a way that made
me feel that I was the center of their care, as we always hear about care delivery, and
I was not an important decision maker in my treatment. 1 felt that there was a
distance between me and them, and they had the authority over me. The place was
uncomfortable. They did not smile, did not tell me their names, did not look at me, did
not care about my culture and what I needed; I did not even know who they are. As |
told you, I felt that it was like I was invading their private space where [ was
extremely not welcomed. (Iman, study participant)

Iman's words reflected her disappointment while sadly sharing her first
moment of interaction with paramedics in the triage in an ED. Although her later
experience in emergency care was positive with providers, as indicated in the
previous chapter, this particular interaction was not so positive. The health care
providers did not introduce themselves by name and job title, did not smile where
appropriate, did not care about her culture, and did not disclose any personal
information with her, which produced a space of power imbalance and authority over
her. Further, their interaction was focused on her personal information rather than on

her emotions. This type of interaction prevents the evolvement of an engaged
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relationship that would assist providers in understanding the lived experience of this
Arab immigrant woman, which in turn would help them provide the embodied
cultural care needed. A physical and emotional interaction is needed to connect with
Arab immigrant women's lives and affect their emotions in order to make them feel
comfortable and welcomed, even if they feel horribly sick in an unfamiliar place.
Unfortunately, in the story mentioned above, the chance to understand the life of a
woman who came from a different culture and who may have had different needs was
lost.

In this chapter I present how cultural differences between health care
providers and Arab immigrant women played an integral role in miscommunication,
which resulted in disengagement. In doing so, I draw on stories shared by Arab
immigrant women to reveal their experiences when they visited EDs for the first time
in HRM. Some suggestions for EDs in Nova Scotia are also included in order to
improve the experiences of Arab immigrant women and to better facilitate their
access to the provincial health care system.

Disengagement and the First Moment Interaction

Granger (2013) has demonstrated the crucial importance of having health care
providers properly introduce themselves when initially approaching their patients, to
facilitate the engagement process. This has special importance when dealing with
Arab immigrant women, who come from a culture where some women do not have
the power to initiate a conversation and feel less powerful when dealing with health
care providers. Further, Arab immigrant women speak a first language different than

that of most Canadian health care providers, which makes speaking slowly while
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introducing a name and a job title very important. Granger (2013) further argued that
health care providers know a great deal of information about their patients; if patients
do not at least know their providers' names and positions, a power imbalance is
created, potentially producing an environment with distrust. Therefore, when health
care providers do not introduce themselves, it not only prevents positive engagement
with patients, but further confuses patients regarding the role of those providers.

Safa, a participant in the study, who was not familiar with the roles and
settings of EDs in Canada, thought that the one who treated her in a rude way in the
triage area was a nurse, and she wondered how a nurse could deal with her patients in
this manner. In this case, the staff member was not a nurse, but as she did not
introduce herself by name and by her job title (Miller, 2002), Safa was not able to
differentiate between nurses and other health care providers. Safa was waiting in a
wheelchair with severe pain and bleeding, and she was crying. The health care
provider was very rude when dealing with her and did not care about her emotions;
the provider solely focused on her physical symptoms. Safa stated:

Then they told me to wait in the waiting area. I waited really long, to the extent
that [ had a really severe bleeding and some tissues started to come out from
my vagina, and I was crying all the time. And they saw me in a wheelchair and
in severe pain. So I told them: “I am in really severe pain, please let me in, in a
hurry.” But the nurse there was very rude. She told me: “If you want a pad, |
will give you a pad. Wait in the waiting area.” And whenever I came to them,
they told me the same: “If you want a pad, we will give you a pad. Wait in the

waiting area. There are people who are more critical than you.” So I waited in
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the waiting area. [Silence.] I do not know how a nurse could not care for
patients and be rude with them.

Similar to Safa's story, Meriam, another participant, indicated that she was in
severe pain, angry, and did not feel she received the care she needed. She was also
uncertain about the role of the health care provider as the staff member in the triage
area did not introduce herself, focused on the screen, did not look at her, and was
paying attention to her physical and personal information, not her emotions; Meriam
interpreted this as a non-caring attitude, which hampered her engagement with this
staff member. Meriam shared this story:

There was a nurse there or that person who took the data. I do not know if she
was a nurse or not, but she was wearing a lab coat. But she did not introduce
herself if she was a nurse or not. So I do not know . . . They didn’t concentrate,
when asking, on my pain, or my complaints . . . They did not introduce
themselves in a way that showed you that they cared about you...Their
problem was focusing on my information and if I am here legally, and if my
documents were complete . . . I did not feel they cared about me at all. They
only focused on formal procedures, not my personal health. So it was not a
good experience at all . . . Can you imagine a pain, a pain in my kidney. . . not
a mild pain, all this time the pain was increasing and made me upset while the
nurse (the paramedics) there was asking me. I wish she would say “Would you
like to have a seat and relax” in a friendly way, but she was just concentrating

only on the screen and filling the application. She did not even look at me or
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make eye contact. [ wish they could change this thing and care about people
who have severe pain and to ease it.

The staff member in this situation focused on technology and the system's
requirements for information to enhance patient care, ignoring the most important
aspect of care, which is patient-centered care. McConnell (1997) asserted that
technology could decrease the quality of care provided as nurses overlook their
patients and do not spend the time needed to talk and listen to patients, which hinders
the engagement process. Thus, technology can override human interactions that
establish engagement. The current system's process can make health care providers
feel a lack of control and under pressure to speed the flow of patients in the EDs. As a
result, health care providers may not have the needed time to care for patients'
emotions. Nurses and other health care providers working in EDs should, however,
have the skills to concentrate on multiple tasks. This entails the ability to listen to
patients, calm them down and empathize with their pain, work with machines and
technology, and be as quick as they can without overlooking the quality of their work
(Bennett, 2013; Greenwood, 2013).

Even though participants felt the integral importance of “introductory
engagement‘ with their health care providers in EDs, they tried to find answers and
explain possible reasons behind the uncaring attitude and the demeaning behavior of
some health care providers. A busy work environment in EDs combined with a heavy
workload and understaffing could be reasons for such an attitude (Granger, 2013;
Staudt et al., 2012). Safa said “It depends on the workload. If they are overloaded and

lots of patients come in, they might feel overwhelmed and want to finish with each
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person quickly. Sometimes, they do not even answer all of my questions. They just
want to do their work. It was maybe the pressure”; Nada also agreed with what Safa
said: “Yes, exactly. Maybe the number of staff at night cannot deal with the number
of patients.” Staudt et al. (2012) illustrated that the amount of work and the time limit
that health care providers have with their patients affect the psychological status of
the providers in a way that prevents them from fully concentrating on their patients.
This, in turn, influences the engagement process and the ability to provide embodied
and culturally safe care.

The limited time that health care providers have in EDs may threaten the
practice of cultural safety, as health care providers do not spend sufficient time to
communicate and address the specific cultural needs for these individuals. The
workload and staff shortage were not, however, in the hands of the caregivers.
Agencies and organizational structures, policies, and resource allocation play a
crucial role in forcing caregivers to be under pressure (Carman et al., 2013). Thus one
must then ask, how it is possible for a provider who is not taken care of, to care for
patients efficiently? Nevertheless, Rogaiah, believed that doctors and other health
care providers should not have an excuse for their rude behaviors. She argued that if
smiling is not the way health care providers deal with patients, then these hospitals
should be closed. With her words, she reflected her frustration and anger at the
situation:

I argued several times with . . . doctors. I told them: “I am a patient and I am

very sick—why you are shouting at us?” This is a patient who needs care, a

relaxed environment. He is sick, he is not feeling good. You are doctors. You
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do not have to make any excuses. You must be smiling, be patient. Otherwise,
you close this hospital and go back home. This is a shame. Why do you look
angrily at him? He is a patient. There must be a revolutionary movement for
these human issues, not for governments and useless things. Religious virtues
are not there anymore. What happened may be a kind of God's wrath.
Rogaiah, in her story, emphasized that patients need a caring environment,
with health care providers' smiling and patient, to help them feel relaxed and to
enhance the engagement process. Shouting, along with a lack of smiling and patience,
were seen by Rogaiah as a shame and contributed to patients' disengagement with
their health care providers. In the next section, I illustrate, based on stories shared by
Arab immigrant women, how the disengaged attitude of health care providers affected
their abilities to provide holistic care to Arab immigrant women.
Disengagement and Individualized, Holistic Care
Mayeroff (2011) emphasized that to care for another is to respond to the
individualized unique needs of the other in order to connect with another and to feel
their presence: “The sense of identity in caring involves awareness of difference, and
the awareness of difference between the other and ourselves involves a feeling of
oneness between us” ( p. 47). In other words, for health care providers to care for
their patients, they should be aware of patients' unique needs that differ from their
own need. By knowing these differences, health care providers would have the
awareness to feel other peoples' suffering as if it is their own. If we care, then we are
ready and willing to learn more about the uniqueness of the person cared for. Nurses

who are not prepared to recognize the importance of the uniqueness of individuals
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and their cultures, as well as the importance of providing culturally appropriate care,
cannot be effective caregivers in a multicultural society such as Canada (Davidhizar
& Giger, 1998; Hammoud et al., 2005; Kridli, 2002). For example, Meriam described
how her culture and specific individualized needs were not taken into consideration
when health care providers dealt with her, which prevented her from engaging with
them, and consequently the care given was not at the level that Meriam expected.
Meriam stated:
[Their way] was not so bad, but it was so formal. Like you are dealing with
someone who doesn’t know anything about pain, or about health-related
issues, as they did not understand what the needs of a person who came from
another place that has everything different . . . it was not at the level of a
patient and a nurse, or a patient and someone who is working in a health field,
or working in a place where he should know what pain means, what are the
specific needs of a patient...there was no care at all. [ felt that they were doing
things because they had to do it. They had a list, a list of things to do, but it
was not because [ was a patient and I came here, no . . . I think there was
nobody [who] cared about me, the whole issue was that I was just a number
between so many numbers that entered this place.

Meriam described how staff in the triage area dealt with her as a ‘“number’
who entered the ED and had to follow a certain procedure. The caregivers treated
Meriam as an object, as a body that did not have unique needs that should be
addressed (Merleau-Ponty, 1958/2005). Health care providers did not deal with her as

a whole and as a body that consisted of all of its parts, which reflects the foundation
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of nursing practice as well as a phenomenological view of the self (Goldberg, 2002).
They instead dealt with her as a machine or as a number, as she indicated in the
narrative above. For Meriam, disengagement occurred because of her health care
providers' lack of a caring attitude, lack of knowledge about her culture, lack of
concern about her unique needs and of her pain, and lastly a formal manner that
appeared to reflect their lack of understanding and/or concern about what a patient-
health care provider relationship entails.

When health care providers deal with their patient as “the Other” who is not
more important than the bed they are lying on as indicated by Hamington (2004), then
their ability to engage and to provide embodied care to those patients is diminished.
When health care providers do not allow for the “I and you” relationship to form into
a relation where “I can feel your pain as mine,” engagement is impeded (Hamington,
2004) and patient satisfaction is decreased. When health care providers feel the pain
of their patient as their own and at the same time are able to provide the needed care
as they are able to distinguish themselves from patients, they are empathizing with
their patients (Campbell-Yeo, Latimer, & Johnston, 2008; Goubert et al., 2005;
Vouzavali et al., 2011). This empathy or “emotional detachment” is what needed to
enhance patients' care and engagement, which is opposite to sympathy where health
care providers lose the control over their emotions by over-reacting to the patients'
pain and suffering (Wath, Wyk, & Rensburg, 2013).

What Meriam said is echoed in Safa's words when she described the
treatment that she had received from her nurse, and how she continued the procedure

in a way that caused her more pain and dehumanized her needs. Safa stated:
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The nurses were too rough and rude. The cause of the problem was when they
took me to another place and the nurse there was doing a vaginal ultrasound. It
really hurt, and I told her: “It really, really hurts. Do it in a gentle way.”
(Crying sounds.) But she said: “You are not used to having this pain; it is
normal.” It really hurt, to the extent that I told her to stop once but she
completed it anyway. She did not care about my needs as human. At least, she
should say something nice.

Safa, in her story, indicated that disengagement took place when the nurse did
not empathize with her pain, did not listen to her unique needs when she asked the
nurse to stop the procedure, did not care about her emotions, and did not interact and
communicate nicely with her. Safa described these attitudes to be rude and uncaring,
which caused her pain, and she thought that this was the cause of her bleeding and
miscarriage. Saying something in a nice and kind way was interpreted by Safa as a
caring attitude that could have made her experience better, which emphasizes what
was discussed in the first theme about how verbal communication plays an important
role in the engagement process.

These two health care providers, as seen by Arab immigrant women, failed to
provide the holistic care that takes patients' psycho-social aspects as a main domain in
providing patient-centered care, which promotes the engagement process. They did
not incorporate the “effective treatment of patients [that] calls for a holistic approach
that frames disease within the context of the patients' lives and experiences and does
not view patients as purely biomedical entities” (Dawood, 2005, p. 22). In these two

stories, the special needs and experiences of these two women were diminished to
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generalities, “rather than being understood as distinct and unique individuals”
(Goldberg, 2004, p. 67). Meriam thought that this was maybe “her way of treating all
of her patients.” She also indicated that “from my experience, it is not because you
are Muslim or Arabic or are covering your head or not. Even Canadians complain
about it. As a nurse, [ was discussing these things with others and found that the same
treatment that happens to us is similar to what is happening to Canadians. At the level
of emotions and empathy, it is more difficult for us, as we come from an environment
that loves care and empathy.” Meriam in her statement differentiated between the
experiences of Arabs and Canadians with such nurses at the emotional level, and she
emphasized the need for more empathy and emotional involvement when dealing
with Arabs and Muslims. Hence, when a nurse deals with Arabs in a rude way, their
experiences would be harder than those of Canadians. Meriam related this need to
their culture that places a high value on emotional connection with others. In
Meriam's case, health care providers developed non-caring habits (Hamington, 2004)
that may have resulted from their busy and overloaded work environment, where they
dealt with their patients with an uncaring and unprofessional attitude. Meriam also
mentioned an integral point about the unique expectations of care and empathy for
Arabs, insofar as these qualities are significant in their culture and regrettably not
taken into consideration by staff.

In reflecting on Meriam’s comments within the context of my own nursing
practice, I began to consider her concerns, and if providers were treating everyone
according to their unique needs, or if being Muslim or Arab would result in the

difference specifically related in the above example. I reflected on my own ability to
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provide culturally safe care to patients—care that is based on their unique health
needs and that respects their race, religion, color, and cultural beliefs and values.
Manchester (2013) emphasized that for nurses to be able to provide culturally safe
care, they should be aware of issues related to gender, age, religious and cultural
values and beliefs, world views, and health needs of people from different culture.
Further, nurses need to avoid generalizing their view of a culture and should be
attending to an individual’s unique needs. This, however, could be more challenging
when patients speak a different language. In the next section, I illuminate how
language and culture played integral roles in the miscommunication between health
care providers and Arab immigrant women who visited EDs in HRM.
Disengagement and Cultural Verbal Miscommunication

Verbal communication is an integral component of the nurse-patient
relationship. With it, nurses and patients are able to express ideas, feelings,
information, and challenges (Kirk, 2007; Munoz & Luckmann, 2005; Nordby, 2007).
Arab immigrant women speak languages other than English; their worldviews,
lifestyles, cultures, and beliefs may affect the way they understand or interpret the
meaning of a spoken word. Although all participants in the study spoke English, they
may say things in a way that was interpreted by health care providers differently. For
example, Meriam clearly described how a nurse shouted at her when she complained
of a pain in her neck while the nurse was injecting a medication. The nurse did not
stop administering the medication or try to ask Meriam in more detail about her pain
and her feelings. If this nurse put herself in the patient’s position, she would not have

dealt with her in such a manner. Meriam said:
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The second one was a registered nurse who was old. She understood well what
she was doing, but she was not nice. She was tough with me . . . When she
gave me the painkiller (I do not remember what its type) it was so strong,
because I felt pain in my neck, there was stiffening in it. So I tried to explain to
her that I felt pain, because I was scared from it. Instead of asking “where?
How was it?”” She just replied me “What you mean?”, “What you mean?”” with
a loud voice and anger. I did not fully understand why she was shouting. I had
to tell her my feelings, she didn’t accept me to make any complain, I just
wanted to tell her that I had a problem from the painkiller, because it was
really strong . . . I just stopped talking as I did not understand why she was
shouting. She should asked how? Where? At least, she should stop giving the
medication . . . She should stop the drug and ask me exactly what [ was
feeling, then make an assessment. She did not care about this, she took the
words as [ was telling her “do not do it,” and she completed the procedure in a
way that [ saw wrong.

In this situation, talking with a loud voice, shouting, anger, and being tough

with an uncaring attitude, in the way that the nurse dealt with Meriam, created a

misunderstanding that led to a disengaged space, where Meriam distanced herself

from the nurse by avoiding further communication. This subsequently did not lead to

providing the care needed. Meriam explained that she thought the nurse interpreted

her words in a way that was different from what Meriam actually meant. Thus, health

care providers need a clear understanding of what a patient means, and nurses should

have the patience to aim for this even in a hectic environment, such as an ED.
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The engagement process could also be influenced by the patients' own lack of
willingness or desire to communicate with health care providers; this emphasizes the
reciprocal relationship between caregivers and patients (Carman et al., 2013; Staudt et
al., 2012). Patient-staff interactions are two-way communication processes. Meriam
underscored that even though she did not get the name of her nurse and the name of
the drug prescribed to her, she was not willing to ask for clarification or more
information. Further, Meriam stressed the need to realize that even though she spoke
English, it was not her first language, and she may not have understood every word:

[The nurse] was not nice at all, even in her way of introducing herself, it was

so fast, I did not grasp her name, she was expecting that I speak English and

could listen and grasp what her name was from the first time. It was hard. Even
her name, I could not recall. I did not want to ask, as I did not want to show her
that I could not speak English really well . . . I wish also that the nurse realized
that [ was a foreign, and I speak another language, and was sick so she has to
be patient with me. I was not in a situation that I was able to recall all the
terms, terminology . . . When the doctor decided to transfer me to another
hospital, I was worried about its address and I felt that I did not want to ask, so

I decided to go there and I would ask them about the address. But no one asked

me “who do you want us to contact for that?” or “do you have numbers of

people to contact them”, nobody asked. I had a cell phone and my daughter

had a cell phone and it was a dame, I did not want to tell her and planned on a

time, but no one asked me about what [ was going to do, I did not feel care

90



from them. The second point is that I did not know the name of the other

hospital, so they gave me an abbreviation for the name.

In these two stories, no explicit, clear, and unambiguous communication
existed between the health care providers and Meriam. For Meriam, disengagement
resulted from the nurse’s fast introduction, which reflected her lack of understanding
of the needs of patients who had a different cultural background and who spoke a first
language other than English. Meriam interpreted this attitude as uncaring; providers
neither asked about her needs nor were they patient with her in addressing her unique
language and cultural needs. Davidhizar and Giger (1998) emphasized that culture
and communication are connected and that culture cannot be “transmitted and
preserved” without clear communication (p. 21). Communication needs also to be a
two-way mutual exchange in order to be effective and to lead to the desired
outcomes, which includes patients' trust and satisfaction (Munoz & Luckmann, 2005;
Srivastava, 2007). Looking at one side of Meriam's story, the nurse did not make an
assessment of what Meriam needed. The nurse was not sensitive to Meriam's unique
cultural needs; this could have been obtained through open communication. Because
Meriam spoke another language, it was simply more challenging: medical
terminology can cause difficulties in communication even if health care providers and
patients speak the same language. Thus communication is even harder when patients
speak different languages (Dawood, 2005) and have different cultural backgrounds,
as patients may have different understandings and communication styles that make
the engagement more complicated (Korac-Kakabadse, Kouzmin, Korac-Kakabadse,

& Savery, 2001). In other words, patients and health care providers are not motivated
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to be engaged with each other when they speak different languages and have different
cultural backgrounds.

Looking at the situation from another perspective, Meriam did not
communicate her needs to the nurse. It may be that Meriam did not feel that the nurse
was open to creating a positive space for engagement where Meriam could feel the
degree of trust and openness required to converse and express her feelings. Further, it
may be that Arab culture played a significant role in this scenario, as some Arabs see
their health care providers as the sole decision makers, and when the nurse did not ask
her or assess her needs, Meriam may not have been able to ask for what she needed.
Instead, she waited for the nurse to ask, but regrettably, the nurse never did. This
points to the patient’s beliefs in her role in the nurse-patient relationship (Al-Shahri,
2002; Dawood, 2005; Jones, 2008; Srivastava, 2007). Srivastava (2007) indicated that
patients sometimes find it difficult to express their needs, as they are afraid of being
judged in a powerful and hierarchical health care system. In some cultures, asking for
help is not a preferred practice, as patients think health care providers may look at
them as incapable people. They, instead, wait for someone to offer help (Dastjerdi et
al., 2012).

Meriam further illustrated the point of the “asking-education.” In other words,
Arabs should learn how to ask for their rights in the context of being informed,
educated, and aware of their choices. Meriam gave examples of the need to ask for
interpreters when English is a problem when communicating, especially when a
signature is needed. She also urged Arab immigrant women whose English is not

good to ask their neighbors or friends to accompany them when visiting the ED. By
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asking, patients would know, with certainty, what resources are available for them

and how to access these. Meriam articulated this point:
One important thing that we have to learn is how to ask for an interpreter and
how to refuse to sign any paper or take anything, unless somebody explains it
to us clearly, especially when it involves surgery or admission. I think it is
really important, if you are new here and your English language skills are not
good enough and you are on your way to the ED, to have somebody who
speaks the language fluently, [like] a friend or a neighbor... Indeed, we did not
ask. We cannot say whether that they have or don’t have [a thing if we do not
ask] . .. If I, the patient, ask, there is maybe an accurate response available to
my questions. But we did not really ask.

Another integral point that Meriam raised and noted in the literature
(Srivastava, 2007) concerned the inability of the woman to concentrate at the moment
of sickness and in a place of unfamiliarity. Meriam said “The problem is the
limitation in language proficiency . . . even if someone speaks English fluently, she
might have difficulty with the medical terms because of her tiredness and sickness.
She won't be able to concentrate on what is happening.” Nurses should be aware that
when patients visit EDs, they are weak, sick and emotionally unstable. When this is a
place they are visiting for the first time in their life in a new country, their embodied
experience is further disrupted and their anxiety level increased. Meriam’s story is not
different then what has been found in the literature related to other immigrants,
insofar as they too have had challenges with providers in care because of language

barriers. Dastjerdi and colleagues (2012) in their study examined the experiences of
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Iranian immigrants when accessing the Canadian health care system. Their study
included 11 Iranian immigrant women who were struggling because of their limited
English skills and were not able to express their needs or communicate effectively.
Participants in this study unanimously asserted the need for interpreter
services and for Arabic brochures and other health educational materials to be in
Arabic in EDs and in any other hospital settings. Interpreter services are very
important when patients cannot speak English, and the lack of these services is a form
of the system’s discrimination against immigrant women (O'Mahony & Donnelly,
2007). Interpreters should not only interpret the concrete meaning of words spoken
but also the nonverbal messages and any gesture or movement that may influence
meaning. Health care providers, at the same time, should look and interact with
patients. Where this occurs, nurses and other health care providers are able to make
an accurate assessment of patients' specific cultural and individualized needs (Brach
& Fraser, 2000; Davidhizar & Giger, 1998; Hammoud et al., 2005; Srivastava, 2007)
and to provide congruent embodied care. Participants in Dastjerdi and colleagues
(2012) indicated they preferred not to ask for interpreters, as their doctors ignored the
participants’ presence and interacted mostly with their interpreters. These participants
described this behavior as discriminatory and as a source of marginalization, which
dehumanized their experiences. Hitchcock, Schubert, and Thomas (2010) further
contended that interpreters should have “cultural sensitivity, understand how to
impart knowledge, and understand how to be a client advocate to represent the client's
needs to the nurse” (p. 242), which is called “cultural interpretation” (Srivastava,

2007, p. 38). Female interpreters are preferred by many Arab immigrant women,
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especially when discussing sensitive issues (Hammoud et al., 2005). Participants in
this study indicated that they did not know if interpreter services were available in
EDs. However, they did not ask about it. Doaa mentioned that she had been offered
an interpreter who was an Arabic doctor working in the ED, but he was a man, and
she did not feel comfortable expressing her feelings in front of him as a result of Arab
culture. “If I did not understand something, I asked them to repeat it because there
were no interpreters. There was actually one doctor who was Arabic, but he was
male. So I just did not want him to know anything about me. You know our culture.”
Patient language comprehension and the need for an interpreter should be
assessed by health care providers (Munoz & Luckmann, 2005; Srivastava, 2007).
Meriam understood the importance of assessing the need for interpreters: “I think that
if any person asked for a health insurance, they should from the beginning assess their
language skills abilities, and the extent of her understanding to the Western culture,
and the waiting [time].” Iman recalled that her health care providers did not assess her
language skills and did not care if she understood what had been said. Assessment
should be done for health literacy reasons in every encounter with patients to
determine patients with low health literacy in order to help them throughout their
illness period (Lambert & Keogh, 2014b). Health literacy “is the extent to which
people can access, process, understand, use and communicate health-related
information (oral, print and numerical) skills and services” (Lambert & Keogh,
2014a, p. 31), which enables them to make health-related decisions (Eadie, 2014).
Authors argued that health literacy is very important for effective communication.

Iman said: “They spoke at their normal pace, as if they were talking to a native
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speaker. [Silence.] I did not really feel that they cared if I could not understand or, I
mean, they did not ask me if [ understood what they were saying.” Doaa echoed what
Iman shared by saying “I had a problem with the language when they talked, they
were really fast. They assumed you speak English, without even asking.”

Besides verbal communication, nonverbal communication is crucial when
dealing with patients, especially those who have different cultural backgrounds. I
unravel the importance of nonverbal communication in the next section, by sharing
Arab immigrant women's stories that revealed how disengagement resulted when
health care providers did not understand or pay attention to their nonverbal
communication.

Disengagement and Cultural Nonverbal Miscommunication

Nonverbal as well as verbal communication plays an integral role in the
relationship between patients (Arab immigrant women) and their health care
providers (Davidhizar & Giger, 1998; Kacperek, 1997; Munoz & Luckmann, 2005;
Srivastava, 2007). Touch, smile, and gaze are needed from the initial moments of care
to promote the engagement process. Goldberg (2004) indicated that when health care
providers avoid eye contact with their patients, the chance for disengagement to take
place is increased. Merleau-Ponty (1964) emphasized the importance of looking as a
part of body movement to interact and engage with a thing or a body. When health
care providers do not look at Arab immigrant women, some of whom value eye
contact, then the “power of looking” that enhances their relationship and comfort

within a space of unfamiliarity is blocked. Merleau-Ponty stated:
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I have only to see something to know how to reach it and deal with it, even if [

do not know how this happens in the nervous machine. My mobile body makes

a difference in the visible world ... We see only what we look at. What would

vision be without eye movement? (p.162).

Diversity within Arab culture is a crucial point for health care providers in
EDs to consider when assessing Arab immigrant women. Even though eye contact for
some Arab women is avoided, especially when they deal with men (Fields, 2007,
Hammoud et al., 2005; McKinnes, 1999), for other Arab women, eye contact is
important and produces a feeling of being welcomed when dealing with health care
providers. Thus, health care providers who work in EDs should build the skills that
enable them to quickly and accurately assess their patient's needs, even in a busy and
overloaded work environment (Wolf & Delao, 2013). A quick and accurate
assessment could be done not only by paying attention to the patients' nonverbal
communication but also by directly asking them about their cultural preferences while
taking their vital signs, making the physical assessment one that includes cultural
information. For example, the nurse, while taking blood pressure, could observe the
patient's reactions when the nurse looks directly to her eye. If the woman avoids eye
contact, the nurse should know that this woman may not prefer direct eye contact. To
confirm this observation, the nurse could ask the woman in a respectful way whether
or not she is comfortable with direct eye contact. By asking patients' directly about
their needs and preferences, the assessment could go beyond the woman's body to

include her culture, showing respect for this woman's culture and promoting a shame-
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free health environment. Further, the nurse is saving time as she assesses
simultaneously the physical and cultural aspects of care.

Facial expression can enhance or block the engagement process from the first
moment that health care providers meet with Arab immigrant women. For example,
Iman, with profound sadness and anger, revealed how she was insulted and felt
withdrawn because her doctor made facial expressions that are interpreted in Arab
culture in a way that suggests Iman might not be telling the truth:

Then a doctor came. She was not Canadian; she looked Asian. At first, she
was nice. She took some information and told me that she would wait for the
results. After she left, I went to the washroom and vomited. When she came
back, I told her, so she was “Oh, I want to see it” and she walked to the
garbage can. I told her that I had gone to the washroom, so she started to make
some facial expressions. I did not know what she meant. Maybe she thought
that I was lying to her or something, but she started to interact with me
differently, like I was a liar. [ was about to tell her “do not think that I would
come here and wait for 12 hours or so if I was not really sick, I do not need a
sick leave note, all what I need are respect and treatment,” but I did not say
anything because I did not want to get angry while pregnant.

The doctor, with her facial expression, likely did not mean what Iman thought.

This nonverbal expression may have had a different meaning in Asian culture than in
Arab culture. If this provider had more knowledge about Arab culture and the skills to
provide competent cultural care, she may not have behaved in this way. She would be

cautious when making any gesture or nonverbal communication, as it might be
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understood differently by Arab immigrant woman, as in the above situation.
Misunderstanding may have taken place on both sides; the physician may not have
meant to insult Iman and may have wanted to communicate something else to Iman
with this specific facial expression. Meanwhile, Iman did not understand what the
physician wanted to communicate and did not ask. Davis (2000) developed an
effective module that can be used by registered nurses in EDs to avoid such
misunderstanding and to help these health care providers nonverbally communicate
more efficiently with their non-English speaking patients. The module consists of
signs, symbols, diagrams, and drawing designs for symptoms that are seen commonly
in the EDs. Patients are asked to point to signs or symbols that reflect their feelings;
their pain intensity, duration, and characteristics; and/or any other symptoms they
have. Nurses evaluated the module as effective and indicated that it would help them
when dealing with non-English speaking patients.

For nurses to be able to provide culturally congruent care to patients from
different cultural backgrounds, they need to understand the meaning of cultural
communication and what it entails (Munoz & Luckmann, 2005). Nurses thus require
education to bring awareness to patients' cultural values, beliefs, and practices, as
well as their own values, prejudices, and biases in order to be able to control them
when dealing with patients. Failure to provide culturally congruent care to patients in
EDs may lead to repeated visits, unnecessary treatment and/or diagnostic procedures,
decreased levels of patients’ understandings, and low satisfaction levels (Jones,
2008). Knowledge about Arab culture is key to communication and to providing

culturally congruent care that enriches the nurse-Arab immigrant woman relationship.
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However, this general knowledge should not be the basis to deal with all women from
Arab culture. Assessments need to be done with each woman to reveal her individual
values, beliefs, and world view. Nurses should also have the skills to use cultural
assessment tools to gather data about Arabic culture. Cultural assessment is “a
systematic appraisal of individuals, groups, and communities relating to cultural
beliefs, values, and practices.” With this assessment, health care providers are able to
know the unique needs of each individual within a culture and to provide culturally
congruent care (Erickson-Owens, Good, & Zdenek, 1998, p. 22). Stulik (1985)
developed a cultural assessment tool especially for Arab-American patients. Even
though culture evolves, and it has been a very long time since this cultural assessment
tool was established, its component is still relevant to the Arab population, and it is
the only assessment tool I found that is designed specifically for Arabs. This tool
includes cultural lifestyles and patterns; values, norms, and expressions of an
individual or group; cultural taboos and myths; worldview and ethnocentric
tendencies; cultural diversities, similarities, and variations; life caring rituals; folk and
professional health-illness cultural system; caring behaviors and nursing care values,
beliefs, and practice; and the aspect of cultural change. A desire and willingness to
work effectively, to be sensitive, and to provide congruent cultural care to this
minority of women helps nurses to communicate effectively and to build a positive
space for engaging immigrant Arab women and increasing their positive health

outcomes.
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Disengagement and Cultural Gender Differences
Some women in Arab culture prefer not to be exposed to male health care
providers (Gulam, 2003; Hammoud et al., 2005; Kulwicki et al., 2000; McKennis,
1999). Iman recalled that paramedics were not sensitive to her cultural needs even
though they heard her talking with her husband about how she could not expose her
arm in front of the male paramedic. Iman was frustrated when the female staff person
did not offer to take her blood pressure and when the male staff member remained
while Iman was trying to remove her jacket. Both providers were staring at Iman and
her husband, waiting for her to let them continue with their procedure, and Iman
interpreted this attitude as disrespectful to her culture. Iman's disengagement resulted
when the health care providers did not have any reactions toward what Iman and her
husband were saying and did not give Iman the needed space to remove her jacket
comfortably. The health care providers, nevertheless, may not have wanted to
interfere as Iman was not talking to them directly, and they may have considered their
own attitude as respectful to the privacy of this couple. Iman told her story:
In step one, there were two nurses, a woman and a man. The man was just
standing there. The woman [who] was on the computer . . . asked the man to
take my temperature and blood pressure. Here was the problem: I was wearing
a sleeveless t-shirt under my coat. My husband was really upset. He asked me
why I wore that shirt when I knew that the nurse or doctor could be a man.
However, he just agreed to let me expose my arms to the male nurse because I
was sick and there was no way to go back home and change my shirt . . . To be

honest, [the staff] had no reaction at all. I was talking with my husband, and
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they heard us, but they did not say anything. The woman was staring at her
screen and then looked at the man, who was standing waiting for me to remove
my coat. They did not even ask if they could do anything. I was shocked that
the man did not even move so I can remove my coat comfortably before he
could take my blood pressure. It was really not good... The nurses in the triage

did not respect my culture. They did not ask me what I wanted them to do, or

at least, the woman nurse did not offer to take my blood pressure instead of the

man.

Another story was shared, sadly, by Safa, who described how a staff member
in the waiting area treated her differently and was rude when offering her a pad for
her bleeding in front of men. In Arab culture, such a practice is often thought of as a
woman'’s issue that should not be discussed in front of men (Kridli, 2002). The staff
may not have known about this cultural difference. However, privacy is very
important when dealing with patients, and patients' conditions should not be discussed
in front of any other person (Olsen, Dixon, Grey, Deshefy-Longhi, & Demarest,
2005; Woogara, 2001). Safa described her experience with this particular staff
member in the ED. She said:

There was one who always came. I don’t know who she was, a nurse or a

security guard. She looked, followed up. If they were sleeping, she gave them

a blanket and asked them if they needed a pillow. And when she passed by me,

I told her that I was really tired and asked her to let me in, but she refused. She

was not good when dealing with me. I told her that I was really tired, but she
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said "I will give you pads,” in front of all the men in the waiting area. I was

really ashamed that everybody there knew that I had bleeding.

In this scenario, the health care provider was not only insensitive to Safa’s
cultural needs by talking in front of others about a condition considered private in
Arab culture, but she also breached one important aspect of all patient care (Back &
Wikblad, 1998). For a health care provider to build a therapeutic relation with a
patient from a different culture, the patient should clearly understand that her
condition should not be discussed or disclosed to anyone other than those involved in
the treatment (Munoz & Luckmann, 2005). When patients' privacy is breached, trust
is lost and patients' autonomy and dignity are not respected (Oslen et al., 2005; Scott
et al., 2003). However, Safa described that this hospital staff provider nevertheless
dealt with patients in a caring way, offering them blankets and asking about their
needs. Yet, the same provider did not seem kind when she passed by her. Lack of
knowledge about Arab culture may contribute to this kind of treatment, as health care
providers may not be willing to address the needs of Arabs and may regard them as a
difficult group to deal with (Aboul-Enein & Aboul-Enein, 2010; Kirdli & Fakhouri,
2003). Difficult patients are defined as patients who do not follow nurses'
instructions, ask too many questions, and are too demanding (Khalil, 2009;
Michaelsen, 2012). This paramedic's attitude could be interpreted as discrimination,
which is defined as the practice in which a person treats another person or a group
differently (Merriam-Webster, 2014). This finding is similar to what participants in a
study by Dastjerdi and colleagues (2012) shared: that some health care providers did

not understand their cultural needs, did not show care to learn their needs, and
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discriminate against them. This practice leads to health care inequity and limits the
care provider ability to provide culturally safe care. Thus, health care providers'
awareness and knowledge should not be limited to Arab culture but should include
cultural safety and its importance in health care settings. Cultural safety goes beyond
cultural awareness, sensitivity, and competence. It concerns the understanding of
issues on power differences and inequities within the Canadian health care system
and how to address and eliminate such issues. The concept of cultural safety includes
advocacy to disenfranchised groups by taking actions and steps to remove any
constraints or oppression placed on them by others (ABNAC, CASN, & CNA, 2009).
Disengagement and Distrust

Trust between nurses and patients is vital in building a therapeutic relationship
and should be established from the very first moment that a nurse and a patient meet
(Dinc & Gastmans, 2012). Trust is “an attitude bound to time and space in which one
relies with confidence on someone or something, and is a willingness to engage
oneself in a relationship with an acceptance that vulnerability may arise” (Dinc &
Gastmans, 2013, p. 501). When distrust takes place in a relationship, engagement is
impossible and the ability to embody cultural care is restricted. A patient’s attitude
and desire to be engaged with health care providers is also influenced by that person’s
trust in the system as whole (Staudt et al., 2012). Meriam, in telling her story, shared
her belief that if the system were not able to help those more critical than her, then it
would not be able to help her. This negative attitude affected her experience in the ED
and in her desire not only to be engaged with her caregivers but also to live in

Canada. She stated:
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I felt that this place was not the right one; it would not help me, if those people
were in a more severe pain, and no one could help them, how they could help
me. The situation as a whole was so negative, so negative indeed . . . if I had to
live here, believe me, it would be scary if I need to go to this hospital again.
Now, when I started to feel a pain again, I pray to God not to go to this
hospital again, maybe there is someone else is very sensitive to the extent that
she would leave the study...but if I had a chronic disease, and from time to
time I had to go to the hospital, so I don’t think that I would continue my study
here. I would not even think about immigration because I really suffered to be
honest with you.

Trust is an important aspect of providing culturally competent and patient-
centered care (Jones, 2012; Kim-Godwin, Alexander, Felton, Mackey, & Kasakoff,
2006; Warda, 2000). From the moment trust is violated, Arab immigrant women felt
that their cultural needs were not met or respected. Iman in her experience felt that the
staff were unprofessional, not honest, thus creating a space where engagement was
diminished and trust destroyed. Iman's condition deteriorated as she spent three hours
waiting while pregnant with nausea and vomiting. She told hospital staff that she was
not feeling okay; one staff provider promised to tell the doctors and asked her to go
and wait, without even asking her name. As this didn’t occur for some time, Iman
interpreted this as dishonesty because the paramedic couldn’t tell the doctor about her
without knowing her name. With anger and frustration, she described this moment as
“shocking”; she could not believe that a health care worker could lie to a patient, and

in telling her story she stressed that her culture was not respected:
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After about three hours waiting, I started to feel really bad from the nausea and
vomiting. So, because there was a sign in the triage that said: “If you feel
worse, please tell us”, I told a nurse, and she said “Okay, I will let the doctor
know,” without even asking my name. I was shocked that she lied to me. She
didn’t know me, so how could she tell the doctor? I could not believe that a
nurse would lie to a patient. It was a terrible feeling that I felt that time, and I
was really angry. My husband tried to calm me down because he was afraid
that the baby could be affected when I became angry. Do you know what does
lying mean to me? They did not care about my needs and they did not respect
my culture.

This chapter illuminated practices that nurses and other health care providers
engaged in, perhaps unintentionally, with Arab immigrant women in EDs. The
practices that constituted the experience of disengagement, as seen by Arab
immigrant women, were shouting; lying; being tough, rude, not smiley, and
impatient; not listening to, refusal to attending to, and not respecting their unique and
cultural needs and/or their privacy; lack of self-introduction and/or disclosure; and
not empathizing or paying attention to their emotional needs. These practices led to
anger, frustration, pain, scariness, crying, uncertainty, shock, and terrible feeling to
the extent that some did not want to continue to live in Canada. These feelings may
be similar to what Canadians feel when interacting with such health care providers.
However, Arab immigrant women's suffering was complicated by a different cultural
background and a different language. In the following chapter, I attend to the theme

“Suffering While Waiting” and the ways in which the women’s narratives address the
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issue of the ED as a space and physical place that greatly influenced their ED

experiences and implications for care.
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Chapter Five
Suffering in Pain While Waiting
“The whole atmosphere was not comfortable, and you can smell the sickness with no
fresh air... [ was frustrated and felt more pain.” (Meriam, study participant)

These words were shared by Meriam, a participant in the study, when she
described the waiting area in the ED she visited in HRM. The crowded area—a space
described as cold, unclean, smelly, with uncomfortable chairs—and the other waiting
patients collectively had negative effects on Meriam's experience in the ED. Overall,
she felt as if she was in a shelter not in a hospital, and she was frustrated because it
was not what she imagined about the Canadian health care system. She continued her
story:

The waiting [area] was so miserable. The chairs were bad, and the place was so
crowded, and I was not sure if that place was clean or not. Besides, the smell
was not pleasant at all. There were also people who came from the street, [ was
not looking down at them, but [silence] I came into a place and it was
supposed to be a “healthy” place, so it has to be clean. Maybe the cleaning was
not bad but it was the misusage of it. Furthermore, the [comfortable] chairs
were limited . . . the uncomfortable chairs were too many [silence]. The room
was so cold, really really cold and people there were asking about sheets and
covers, and others came with their blankets. You feel like you are in a shelter,
in a bad place, not a hospital [laughter]. It was not at all what I expected about

hospitals here, at all.
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In this chapter, I illustrate how lived time and lived space as indicated by the
lengthy waiting times and the ED’s physical setting negatively influenced the
experiences of the Arab immigrant women in the context of the study. The chapter
concludes with suggestions generously shared by the women, as they offered
alternatives to their current experiences, potential changes to better reflect their
diverse cultural needs within the current provincial health care system.

The Endless Wait Time

Waiting in EDs is inevitable, as crises may come at any moment and patients
who are severely ill are served first (Baraff, Bernstein, & Bradley, 1992; Gordon,
Sheppard, & Anaf, 2010). The way a person feels can influence that individual’s
experience of time and of the world during a specific time. Conversely, restrictions
placed by time can also affect the feelings of a person (Van Manen, 1997). In this
study, being sick in an ED influenced how Arab immigrant women experienced and
perceived time. Further, the long waiting period affected Arab immigrant women's
physical, mental, and spiritual experiences. Derlet and Richards (2000) indicated that
the delay of care provided, which may result from crowded EDs, leads to poor health
outcomes and to patient dissatisfaction, as patients suffer when waiting for a long
period of time. Bradley (2005) and Burely (2011) further stressed that patient safety is
jeopardized as a result of the crowds and the lengthy waiting time. In such situations,
health care providers are under pressure to make decisions quickly in order to speed
the flow of the patients, and some patients may receive their treatments in hallways
and in the waiting areas. Safa, a participant in the study, described how the waiting

exacerbated her pain and bleeding, as she had to walk and use the washroom several
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times, which added to her dissatisfaction with the care provided. This dissatisfaction
was reflected in her crying from her resulting pain while waiting. The waiting, in
Safa's case, put her safety at risk as bleeding may lead to complications, such as iron
deficiency anemia, which is a condition associated with shortness of breath, rapid
heart rate, headache, and other symptoms. If anemia is severe, it may cause heart and
lung problems (Schub, 2012). Without a follow-up, nobody would know if Safa had
developed such complications or not. She reported:
To be honest, I did not like the experience because of the very long waiting
time. I had to wait a very long time to see the doctors. I did not like it at all. I
waited really long . . . I had gone to emergency the same day in the morning, at
seven in the morning. I waited really long, to the extent that I had a really

severe bleeding and some tissues started to come out from my vagina, and I

was crying all the time . . . I had to wait while in severe pain the whole time.
Every then and now, I had to go to the washroom, and I had to change my
clothes. The waiting experience was harder than the pain itself as it was a long
period.

Similarly, Iman, another participant, emphasized that the waiting was the
reason for her exhaustion, as her nausea and vomiting got really bad after three hours
of waiting. Severe nausea and vomiting could also have threatened her life and the
life of her fetus because of the dehydration and electrolyte imbalance that may result
(Festin, 2014). She said:

It was a tiring experience. I went to the emergency at 7 p.m. and left at 7 a.m.

As I was pregnant with morning sickness, this increased my tiredness even

110



more. It was the hardest part. Oh my God—I waited from seven in the evening

till 4 in the morning. I really did not anticipate it to be awful like that. It was

my first time pregnant and I had nausea and vomiting. After about three hours
waiting, I started to feel really bad from the nausea and vomiting.

Because the EDs understaffing could be a cause of the crowds and the lengthy
waiting time (Kai Tiaki Nursing New Zealand, 2010), Safa suggested increasing the
number of volunteers and trainees who help with diagnosis and treatment in order to
decrease the crowds and to speed the flow of patients. She reported:

I asked a doctor a second time when I came with my husband. I asked him why

there was such a long waiting time, and he told me there were not enough

doctors in emergency. So patients had to wait because of the shortage. If there
were enough doctors, rooms, and space, we would be able to finish really
quickly. But now we waited until a doctor finished a case to be able to examine
another . . . It would be better if they had more rooms and enough doctors.

They could bring in trainees, PhD students, students who are applying for a

PhD, or nurses (the ones who are at the universities). They could bring them to

work in EDs as trainees, so there would be more workers in the ED and

patients wouldn’t have to wait as long.

While an observant suggestion by Safa, it nevertheless requires the
cooperation of policy makers to approve the restructuring and delegation of workload.
Bradley (2005) urged nursing and other health care provider organizations to have
emergency overcrowding as a main problem on their political agenda and to find

strategies at the provincial level to decrease crowds and to maintain patient safety. A
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recent event in HRM showed that understaffing was part of a potential labour strike
related to nursing, with a union request for mandated numbers of nursing staff for
patient safety on all units. During this strike, many surgeries and care services would
be postponed, in turn imposing more emotional and physical stress on the affected
people (CBC News, 2014). While this particular strike was not only for emergency
nurses, it shed light on the ongoing issue of an insufficient ratio of health care
providers to patients across the health care system—although emergency poses
particular challenges given its high acuity, large numbers, and demand for quick turn-
around. Thus, collaboration and agreement should be settled between unions, health
authorities, and the government to ensure patients' safety.

Frustration, impatience, and anxiety are common problems associated with the
long wait in EDs (Cohen, Wilkin, Tannebaum, Plew, & Haley, 2012; Gordon et al.,
2010; Wanzer, Booth-Butterfield & Gurber, 2004). Such problems should be handled
by health care providers. Meriam made an important point about how the
unfamiliarity with the typical waiting period could cause problems because long
waiting aggravates pain and tension, especially for non-English speaking patients, as
they do not know how to ask about their turn or about the system. Hence needs
assessment and education for Arab immigrant women (and Arabs in general) about
the waiting period in the EDs are imperative, as this education could decrease their
tension or cause them to rethink their decision to visit EDs. Verbal education or the
use of handouts are associated with patient satisfaction and supported by participants

(Baraff et al., 2003; Stuart, Parker, & Rogers, 2003). Meriam suggested that a formal
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website or a place where information about ED waiting can be sought would be
helpful, as it is lacking in the current system. Meriam stated:

I think that if any person asked for a health insurance, they should from the

beginning assess . . . the extent of her understanding to the Western culture,

and the waiting. They should let her know that you have to wait for a long

time, so you do not need to go back and forth and ask before they call you . . .

There is no formal place says that: ‘this is our system, our emergency here is

not like a real emergency, we have an emergency that you could wait for 8

hours or 12 hours.’ If we are not aware about this, I think, especially the ones

who cannot speak English, they could cause a lot of problems because of the
pain. They don’t know the system, they do not know that because of the staff
shortage, the emergency means inevitable waiting . . . When you know, the
way would be easy to get other services. In other words, she may think to go to

a family doctor better than waiting for a long time. In my understanding,

emergency is a lifesaving but here it is not emergency indeed, unless it is a

case that threaten the life.

The evidence suggests that the more that health care providers empathize with
patients and give them the care needed, the more patients' anxieties are alleviated
(Baraff et al., 1992; Cohen et al., 2012;, Gordon et al., 2009; Kihlgren et al., 2004;
Nyden, Petersson, & Nystrom, 2003). Being empathic as a health care provider means
having the ability to understand the feelings and thoughts of others and being
sensitive to their needs (Kelley & Frinzi, 2011; Merriam-Webster, 2014). In the case

of long waiting times, being empathic as a health care provider could be achieved by
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explaining the reason for the wait (Baraff et al., 1992; Young & Flower, 2001) or by
rechecking vital signs (Cohen et al., 2012). Allowing family members to stay with
patients also shows empathy and helps to decrease the anxiety associated with wait
times (Baraff et al., 2003). Arab immigrant women may need more empathy and
affection as they are not familiar with the Canadian health care system, which causes
uncertainty. Uncertainty, especially in moments of sickness and weakness, leads to
more anxiety and fear (Baraff et al., 1992; Nyden et al., 2003). However, such
empathy could be challenging to provide given the busy environment in EDs, which
in turn can lead to more anxiety and impatience with those who are ill (Lin, Hsu, &
Chong, 2008). Meriam, in her story, emphasized the idea of care and empathy and
revealed that her waiting could have been made more bearable with the presence of
care and follow-up. She described how the long wait combined with the careless
attitude of some health care providers contributed to more pain. She stated:
Nobody asked about us and no nurse came to ask you about the pain and
follow-up the pain each hour after doing the first assessment. This is what [
know, there should be a follow-up. It should not be you assess and forgot
about it for 8 hours . . . Maybe because it was crowded, but really I felt that it
was not the thing I had imagined. According to what I know, and based on my
background, the nurse has to do a lot for patients . . . The care would really
help me bear the waiting and be patient. I did not feel the care I needed as a
patient who had needs, so the pain was severe and the time was endless.
Patients' perception about time can have a worse effect on their psychology

than the actual waiting time (Davis & Heineke, 1998). Informing patients about the
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reasons for their wait is a way to decrease their perception of the long wait time and
make it bearable (Kihlgren et al., 2004; Stuart et al., 2003; Tran, Schutte, Muelleman,
& Wadman, 2002). Distracting patients from thinking about the long wait by
occupying their time is another solution that is found in the literature to change
patients' perception of the wait time (Cohen et al., 2012; Tran et al., 2002). Nada
indicated that having booklets or magazines in the waiting area could help patients
with their long waiting: “in the waiting area, there were no brochures or booklets, so
we could not entertain ourselves while waiting. I am not talking about education, but
entertaining things, like magazines.” These magazines or any other posters should
reflect the cultural diversity in the EDs (Stuart et al., 2003). For example, they could
be offered in languages other than English, such as Arabic. Iman also suggested
having the television turned on a comedy channel as a way to distract patients from
pain: “There was also a thing . . . the TV was on a news channel that made me felt
sicker. A simple thing that could be done with no cost is to put the TV on a candid
camera or a comedy channel that distracts patients' from thinking about their pain.”
It is noteworthy to mention that the long waiting is not a problem for Arabs or
Arab immigrant women only, as it is also a challenge for Canadians and other
nationalities. However, the waiting may be harder for these participants as most used
to visit hospitals where the maximum wait time was about 15 minutes. Hence, they
may not have the patience to wait, and some of them may go several times to triage
staff to ask for their turns. Most participants in the study mentioned in their stories
that they went to ask for their turn many times. Meriam stated: “I did not feel that

there was a follow-up or evaluation of pain. After almost three hours passed, my
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daughter and I went to ask about our turn, and for the second time they asked us to
wait because there were so many cases.” Safa also indicated that her husband asked
about her turn many times: “[M]y husband asked them several times when my turn
would be. They told him that they didn’t know, you just have to wait. So they did not
even know when exactly I would go.” According to Aboul-Enein and Aboul-Enein
(2010) and Kirdli and Fakhouri (2003), health care providers, because of how Arabs
seem to be impatient, may regard them as difficult patients to deal with. Further, the
way Arabs may act could influence the desire of health care providers to work with
them (Marrone, 2008).

Another dimension of patient suffering in the ED was that, during their long
wait in the lobby before entering the treatment rooms, participants in the study were
forced to see other patients who also suffered while waiting. The next section reveals
how the images of other patients' suffering stayed with the participants, who shared
with sadness how seeing others in pain affected negatively their lived experiences in
the EDs.

Suffering with Others While Waiting

Neither the effects of others’ suffering on patient experiences in EDs nor the
role of the physical environment influencing this were sufficiently documented in the
current literature. To date, a few studies were found related to patients' attitudes
toward other patients, in addition to patients’ attitudes toward the physical
environment and their impact on their experiences (Baraff et al., 1992; Britten and
Shaw, 1994; Kihlgren et al., 2004; Lee et al., 2014; Nyden et al., 2003; Stuart et al.,

2003; Watson, Marshall, and Fosbinder, 1999). In what follows, I discuss the effects
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of the space of the ED and how it was inhabited and lived experientially for the
participants, in relation to themselves and to others during their hospital admission.
The evidence suggests that a hospital admission is more challenging for those patients
who have no earlier access to the health care system (Kihlgren et al., 2004). As a
result, Arab immigrant women may have a harder time adapting to the setting and the
environment, especially when the visit is their first to an ED in HRM.

Merleau-Ponty (1964) emphasized in his concept of interconnectedness that a
person's body is connected and related to its surrounding environment and that
humans are not passive but actively engaged with other events and/or humans. Thus,
an in-depth understanding of an experience of a human being entails an understanding
of how she/he relates to a space through interactions rather than passive perception
(Thomas, 2005). In this study, how Arab immigrant women connected with other
patients and how their feelings silently interacted with those patients affected these
women's own experiences. For example, seeing patients receiving their treatments in
hallways had negative impacts on the experiences of other patients and jeopardized
the privacy of the patients (Kihlgren et al., 2004; Stuart et al., 2003). Privacy
concerns the ability to keep patients' information from being heard or known by
others, to maintain patients' bodies from being seen by others who are not a member
in the treatment, and to provide a private space for patients during their physical exam
and treatment period (Lin & Lin, 2010). Safa, a participant in the study, tearfully and
tragically illuminated how she felt terrible, anxious, and began crying when she saw
an old man receive his treatment in the corridor in the ED because of insufficient

treatment rooms and, in her view, nobody caring about him. Her psychological pain
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when seeing other patients suffering had negative effects on her own physical pain,
and she felt more pain, and her bleeding got worse. She stated:

In the evening, I was really in severe pain and I was crying, crying all the
time. I saw all the people there, and I really felt anxious. I felt more pain
because of that. It increased my psychological pain, which in turn increased
my physical pain. I also remember [that] on the same day I was there, there
were many patients on beds in the corridors because there were not enough
rooms. Inside, there were not enough rooms. Some of the patients were really
old and all were in the corridor on their beds, getting intravenous fluids. The
reason was because there were no rooms . . . When I saw them, [ was really
touched. I mean, this was a hospital, they came to rest. Why were they in the
corridor? It would be better to sit at home instead of a corridor. They were in
the corridor and nobody cared about them. There was a person I looked at all
the time in the corridor, and nobody came to see him. There was no nurse,
nothing.

Safa's words showed that she silently connected with the surrounding patients,
who negatively influenced her bodily experience. Seeing other patients' suffering
and/or noise from other patients could be sources of distress for some patients. Noise
could result from patients who are in pain, who are drunk or are drug users, or from
their relatives (Baraff et al., 1992; Britten and Shaw, 1994). What Safa said was
echoed in other participants' stories. Meriam, with deep sorrow and pain, narrated
how seeing other patients in pain increased her own pain, fear, anxiety, and

frustration, which made her experience “horrible.” She thought that if the system
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could not help those sicker than her, then it would not be able to help her. Even
though she was emotionally connected with them, she needed something to distract
her attention in order to feel better. What Meriam shared about the effect of seeing
other patients suffering is emphasized in a study by Kihlgren and colleagues (2004).
They examined the experiences of older patients in the EDs in Sweden, where
patients described how unpleasant their waiting was when seeing other patients
suffering while waiting or moving in and out of their beds, surrounded by their
anxious family members. Meriam stated:
I remember there was an old woman, who was vomiting, and crying in that
day, and she was old and her accompany was treating her in a bad way despite
of her old age . . . Imagine I had to bear that scene for 8 hours, can you
imagine? I had to see all this in front of me. It was not a waiting room, it was a
tiring room. I get so tired from all I had seen there [silence], besides my pain, [
was waiting for my turn, there were cases which were more tired than me just
like [that] old woman. I think her pain was more than mine. I had a pain, but
she had more pain. Seeing someone who has pain is so painful, and makes you
feel tired, and increases your pain, frustration, and fear. I felt that this place
was not the right one; it would not help me. If those people were in a more
severe pain, and no one could help them, how could they help me? ... To wait
in front of people who are suffering. It was really painful and horrible. The
situation as a whole was so negative, so negative indeed . . . I felt that all

people around me were all sick in severe pain and that increased my own pain.
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Even though I felt sympathize with them, I felt more pain; because I did not
see a thing that distract me from the feelings of fear and sickness.

These silent connections with patients started in the waiting area and
continued with Arab immigrant women inside their treatment rooms when they had to
share these rooms with other patients. Nada, with profound sadness, remembered how
the man beside her in the room, because of his smell, influenced negatively her
experience in the ED and influenced how she could not tolerate the space and left the
room. She said: “There was, in the same room on the opposite side, a. .. man. He
was not clean and had a very strong odor. They put him near to me and they put a
curtain between us, but his odor was very strong to the extent that I had to get out [of
the room].”

The aforementioned stories are all examples of how sounds, smells, and
images invaded the private space of the women in the study. These participants' silent
connections that influenced their lived experiences in EDs were not only with the
people surrounding them but also with the emergency environment as a whole. In the
next section, participants shared stories about how the surrounding physical
environment negatively affected their experiences.

Space of Pain and Suffering: The ED

The surrounding space in the EDs' waiting areas contributed to participants'
suffering and pain, which negatively affected their experiences. Meriam, a participant
in the study, waited for eight hours in the lobby with no food or drink, which made
her experience in the ED more painful. She was afraid that she could lose her turn if

she left to get food: “I was hungry and thirsty, but I was afraid to leave to get
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something to eat or drink. I waited for eight hours; it was not logical that we would
not want to eat or go out.” Bright lights and white walls can also negatively affect
patients' experiences in the waiting area (Kihlgren et al., 2004). Meriam suggested
that: “The waiting room has to be a quiet place and has a dim comfortable lights,” and
she further expressed how the lack of fresh air increased her pain, as her emotions
affected her physical bodily experience: “The whole atmosphere was not comfortable,
and you can smell the sickness with no fresh air [laughter], I was frustrated and felt
more pain.” The smelly place and poor ventilation in EDs were also issues discussed
by Britten and Shaw (1994) as having negative impacts on their participants.
However, no suggestions were given in this study to address the issue.

Another physiological need that participants unanimously emphasized was the
need for comfortable chairs to sit or lie on. They all indicated that the number of
comfortable chairs was limited and that their suffering increased with the long wait
while sitting on uncomfortable chairs. Meriam said: “limited [chairs] were
comfortable; the uncomfortable chairs were too many.” Likewise, Safa in her story
underscored the uncomfortable chairs as a source for her suffering and suggested that
more comfortable chairs be brought to the waiting area: “In the waiting area, they
could bring in more chairs and good chairs for patients to rest. The chairs were really
uncomfortable. There were a few comfortable chairs, but the rest were really
uncomfortable.” Nyden and colleagues (2003) warned that patient safety is also
placed at risk when health care providers in the EDs are having trouble attending to
patients' basic needs, such as eating and/or comfort. The research further indicates

that the physical environment in EDs has a significant impact on the experiences of
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participants and their health outcomes (Baraff, et al., 1992; Britten & Shaw, 1994;
Kihlgren et al., 2004; Lee et al., 2014; Watson, Marshall, and Fosbinder, 1999) and
that these space issues should be addressed to maintain patient safety and comfort
while waiting. The ED seems to be a toxic environment when compared to the words
of Jean Watson on her beautiful piece on “the Zen of bed making,” particularly in
how she thinks about re-imagining our practice and envisioning the bed as something
sacred. Thus Watson (1987) stated: “The bed, . . . or nursing art stands alone in this
example as a single statement, symbolizing beauty, simplicity, elegance, wholeness; it
is an invitation to comfort, safety, privacy, rest, recovery and a place for healing to
occur” (p. 238).
Suffering in a Mixed-Gender Space

The suffering of Arab immigrant women in the waiting areas in EDs was
complicated by having women and men waiting in the same area, which was not the
usual setting in most of the participants' home countries. Iman, one of the study
participants, brought an important cultural point of view to the discussion of the
physical environment when she told her story of the comfortable chairs in the waiting
area, in which she mentioned that even though the comfortable chair was empty while
she was waiting, she was not able to lie on it as she was ashamed to lie in front of
men as a result of her cultural background. She said:

I was sitting in a chair that was not comfortable. There was a sofa, one big

sofa. So my husband asked me later on to go to have a nap there, after all the

people left and it was empty. But I could not, I was really shy to lie down in

front of men, to be honest. You know, we never do that in our culture. I was
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ashamed and my husband told me that my health was the most important, but I
refused. I was really shy. So [ waited in the uncomfortable chair, for long time.

Iman's words reflect a mixture of Islamic and cultural issues when Arab
immigrant women access health care systems in Western World. Most Arab women
cannot be exposed in front of men or have parts of their body outlined with tight
clothes (Gulam, 2003; McKinnes, 1999). When Arab immigrant women lie down,
there is a high chance that their bodies will be shaped and/or exposed. This way of
thinking forced Iman to sit while suffering in the uncomfortable chair. In the Holy
Qura'an, God, however, stresses that people should not do things that could cause
harm to themselves (Suraat AlBaqgarah; part 2, verse 195). Although Islam excuses
patients from following such rules to prevent further harm, Iman was shy as she used
to live in a country that considered lying in front of men as a strange act, even during
moments of sickness.

The mixed-gender waiting area was also a problem for most other
participants. In most Arab countries, waiting areas and wards in hospitals are separate
for different genders (Al-Shahri, 2002). The literature proposed no suggestions or
ideas to solve the mixed-gender waiting area problem in Western hospitals.
Participants in the study, however, had a few suggestions with regard to separating
men and women in the waiting areas of EDs, and they stressed that this could make
their experiences better by giving them the feeling that their culture is respected and
their individual needs met. Doaa, a study participant, suggested that a curtain to
separate men and women would be beneficial and respectful: “In the waiting area, I

prefer a place for women, for example, a curtain that separates men and women so
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that I could at least lie down and relax.” A sign that indicated that ‘this place is just
for women’ could be placed in order to prevent men from unintentionally pulling the
curtains. Meriam had a similar suggestion with a partition or a hidden place with
some chairs as an alternative, if having a separate room was a problem. Having a
separate space could have made Meriam's time in the ED more relaxed—as she
would have been able to lie down and remove her head cover. She also described how
the chairs were arranged uncomfortably where she was, placing her back to others,
which is culturally uncomfortable. Stuart and colleagues (2003) suggested that chairs
could be arranged in a way where family members can talk comfortably. Meriam
said:

For example, in our culture, we cannot sit in a place with our back to other
people or lay on the sofa there. For me, it was not comfortable at all. It was not
the right thing to do. For me, I was not used to do it. I came from a culture
where women have their own place, where they can relax, remove their head
covers, lay down. But not in front of others [men]. So, you know that this
culture prefers a private place, you could put some chairs in a place that is
hidden, where they can relax. The scene was not comfortable at all ... Not
necessarily a room. Just a partition, even a small one that covers you when you
sit. Something that makes you relax while waiting.

The mixed-gender place and the physical setting of the ED were not the only
problems that Arab immigrant women faced while waiting; finding a clean and a
quiet place to pray was another issue for them, which is discussed in what follows, as

seen by these women.
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Cleanliness, Praying, and Physical Environment in EDs

Cleanliness and the misuse of the environment were also issues discussed by
Arab immigrant women, issues that influenced their lived experiences in EDs. The
level of cleanliness of washrooms in EDs was reported by Britten and Shaw (1994).
Iman, a participant in our study also complained of unclean washrooms: “I also used
the washroom many times, you know, when a woman becomes pregnant. It was not
good at all.” Rogaiah similarly mentioned how bad the cleaning was in the
washrooms and pointed out the need for their voices to be heard by making
complaints. She stated: “There was a problem with the washroom, though. I had to
clean it before and after. I was not comfortable. It was not clean. We have to make
complaints about the washroom.”

By talking about cleanliness in the emergency environment, an integral issue

about a prayer space and washrooms could be discussed. Finding a quiet and a
guaranteed clean place to pray can be a challenge for Muslim Arab immigrant
women. Further, finding a washroom with a jug or faucets next to the toilet is another
challenge, as Muslims prefer to wash with running water after toileting (Gulam, 2003;
Ott, Al-Khadhuri, & Al-Junaibi, 2003). Although all participants either went in non-
praying times or were excused from prayers because of bleeding, the place was not
prepared for praying, as illustrated by Meriam, who indicated that the rooms and
washrooms were not specially designed to help Muslims wash before praying and that
the space was not wide enough to pray with the existing crowds, in addition to the
cleanliness issue. She further explained that even though there was a prayer or a quiet

room for meditation, there was no guidance unless a patient asked. She said:
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Even though there was a place, [ was unable to pray, as [ had bleeding . . . If ]
was able to pray physically, the place is not prepared for praying . .. There
was no space to put my prayer carpet. Even though I could know the praying
direction, it was difficult for me to pray in front of them, because they would
ask you why and what. Nobody directed me to a prayer place . . . We cannot
say whether that they have or don’t have a prayer place. For example, at the
university, we did not know that there was a prayer place, but they have a quiet
room at the Killam Library and another room at the Research Center. They are
not mosques but for anybody. They were divided for meditation . .. The
washrooms were not prepared for the special washing for prayer; they were
really small. Also, all of the patients were having . . . problems so it was really
difficult for me to pray and to be sure that I was clean to pray.

This chapter revealed how connectedness in EDs between Arab immigrant
women and the surrounding environment and/or other patients and providers
significantly influenced their overall health care experiences. Their ED experience
combined in this single event some of the most difficult issues for Arab immigrant
women: waiting for a long period of time as a result of understaffing and room
unavailability in a mixed-gender place that was unclean, smelly, cold, uncomfortable,
with nothing to eat or drink, and with nothing to distract them other than a crowded
space with very ill patients being treated in the corridor. The lack of follow-up and
empathy from health care providers, along with participants’ own lack of knowledge
about the wait time increased their challenge. They described their emergency visits

as painful, exhausting, horrible, terrifying, and frustrating, which is similar to how
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other nationalities were influenced by wait times and by the physical space of EDs.
The chapter also reflected how Arab culture with regard to the physical environment
and space played an important role in their dissatisfaction as patients. In other words,
their lived experiences in the ED in HRM were more challenging as they had a
different cultural background in addition to being new to the system. The chapter
therefore proposed suggestions to give health care providers and potential
institutional policy makers the opportunity to rethink their policy and practice and to
advocate for diversity within their institutions. In the following chapter, I discuss the
theme “Unfamiliarity with the Canadian health care system” based on Arab
immigrant women’s narratives and how their particular ED experience contributed to
their anxiety and fear, as it differed significantly from what they typically accessed in

their home countries.
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Chapter Six
I Am Lost! Help Me Please!
The scary thing was I did not know anything about the EDs here. It was about one in
the morning, and I was really scared. It was my first experience in a place that I was
not familiar with—the environment, their way. I did not know where to go and what
to do. (Doaa, study participant)

Unfamiliarity with the Canadian health care system and with the physical
settings of EDs was a challenge reported by all the participants, regardless of their
length of stay in Canada, their work backgrounds, or their nationalities. Language and
communication barriers, along with cultural differences, added more challenges to the
system’s unfamiliarity. This chapter attends to the theme of unfamiliarity, the sense of
being lost within the space of the ED, and the effect of this on participants in the
study. This aspect of unfamiliarity in turn influenced the entirety of experiences for
the Arab immigrant women who participated in the study and visited EDs in HRM for
the first time.

Unfamiliarity with the Canadian Health Care System

Adapting to the unfamiliar. Adaptation to a new health care system was a
necessity for the participants in the study, and the ways in which they previously
accessed health care systems in their home countries needed to be re-structured and
re-imagined to align with differences within the two systems. The current evidence
supports the participants' experiences, suggesting that adaptation between immigrants
is often variable and dependent on several factors, including the extent to which their

home and host countries differed in cultural and social contexts, personal
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characteristics and communication styles of immigrants, availability of supports and
resources, as well as life and work balance (Choi, 2009; Guruge, Hunter, Barker,
McNally, & Magalhaes, 2009). Such factors may negatively affect people's ability to
adapt to their new and unfamiliar life. When confronted with a new environment,
people search for culturally familiar activities and places to feel safe and comfortable,
to reduce their anxieties, and to better adapt to the unfamiliar life. When they cannot
find the familiar space and cannot adapt to the new life, homesickness may result
(Fallon, 2005; Son & Kim, 2006). In a study by Son and Kim (2006), one of the
feelings that Korean immigrants underwent while away from home was homesickness
when they saw a thing that evoked their memories and reminded them of their past.
Some have mixed feelings of pleasure as they saw a familiar thing and sadness as
they were away from their home. They further described how they were attached to
culturally familiar things, such as Korean songs and food. Being unfamiliar with the
health care system may have an amplifying effect, leading to more anxiety, sadness,
hopelessness, fear, confusion, and tension. Guruge and colleagues (2009) indicated
that being unfamiliar with the health care system prevented the female participants in
their study from accessing the Canadian health care system and from using preventive
care and health promotion services (Guruge et al., 2009). Thus, enhancing a sense of
familiarity within the health care system may improve their access and consequently
their quality of life (Son & Kim, 2006).

Not dissimilar from the aforementioned evidence, participant Iman in one of
her narratives described how her lack of knowledge and unfamiliarity with the

Canadian health care system, along with a lack of educational resources, challenged
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her and affected her experience in the ED, where she ultimately got lost. Being lost
can be a frightening experience, even within a confined space, as it suggests an
inability to find one’s way; there is a sense of unknowing and the possibility of not
being found. Iman further acknowledged her concerns when she stated:
Another challenge was the system itself, you know it was a new system, and
we did not know anything about it. We needed time to figure it out, to know
where to go and what to do. But at first, we were lost, especially that there was
no orientation or education to understand the differences [between our health
care system and the Canadian system].

As indicated by the powerful words of Iman, adapting to or feeling alienated
from a new environment can be profoundly challenging. When adaptation does not
occur, often due to lack of knowledge and/or unfamiliarity with an environment,
hesitant or avoidant behavior in accessing the health care system may result, leading
to poor health outcomes. In a feminist study by O'Mahony and Donnelly (2010)
describing unfamiliarity with mental health services in Canada, immigrant women
felt distrust and fear in accessing the system. As a result, O'Mahony and Donnelly
(2010) emphasized that current practices within the Canadian health care system must
be challenged to meet the needs of marginalized immigrant women.

Not unlike the findings from O'Mahony and Donnelly’s study (2010),
Meriam’s powerful narrative described how her unfamiliarity with the family doctor’s
role and her lack of familiarity with the Canadian health care system forced her to
suffer from pain for two days before deciding to go to the ED. In her storied account

of her experience, she emphasized that if she knew about the family doctor’s role, she
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would have visited a family doctor, likely in a clinic setting or office, instead of
initially treating herself before going to the ED and waiting for hours to get treatment.
In Saudi Arabia, the ‘family doctor’ concept—in itself and as a main entry to
the health system—does not exist. The health care system in Saudi Arabia consists of
public and private sectors. In the public system, primary health care centers and
emergency departments are the entry for non-urgent and urgent cases respectively.
Referrals can be made with a waiting period that varies depending on patients'
conditions and the waiting lists. In the private system, however, patients have the
power to self-refer to specialists and the waiting periods are shorter than those of the
public system. Meriam described her experience and the many painful days she
endured in not knowing the health care culture within Canada:
We are not familiar with the culture of dealing with the family doctor in the
Middle East, which has a really great impact. I was in severe pain. I tried to
undergo the pain and took painkiller in my home . . . . If  knew about the
family doctor, I would go in these two days I spent at home suffering from
pain and waiting for the pain to decrease, instead of going to the emergency.
So the family doctor would direct me where to go.

What Meriam described in her experience above is similar to the findings of a
study by Choi (2013) concerning the experiences of new Korean immigrants in the
US with the US HCS. Choi (2013) explained how new Korean immigrants preferred
to wait and bear the pain, using self-diagnosis and self-treatment as methods for
coping. Some, however, went to EDs after suffering at home. In this study, the

differences between the Korean and US health care systems were reported to be the
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biggest problem they encountered after immigration, a problem that prevented some
of them from seeking medical advice. Another study by Ngwakongnwi, Hemmelgarn,
Musto, Quan, and King-Shier (2012) examined the experiences of French-speaking
immigrants in Calgary hospitals and found that lack of knowledge about the health
care system forced immigrants to limit their access or visit EDs for non-urgent
conditions.

Public versus private health care systems. One of the major differences
reported by participants, and one that confused them significantly, was the
unavailability of private hospitals in Canada. Iman had different expectations and
explained how shocking and frustrated she was when she first knew that there was no
private health care system in Canada. She further compared what she used to access
in her home country with the system in Canada. She also gave her point of view,
based on her past lived experience, regarding the private health care system. This
point of view, along with the waiting period she used to wait in EDs in her home
country, resulted in her decision to visit the ED in HRM, where she experienced a
long wait. Further, because of her unfamiliarity with the system, she did not know the
role of the family doctor, and she emphasized the importance of educational sessions
about this role. From what she described, Iman misconstrued the role of the “walk-in”
clinics where she could go without an appointment with the role of the family doctor,
where an appointment was required. She stated:

I think I could have gone to my family doctor instead of wasting my time at the
emergency. I did not know that I could go anytime, even if I did not have an

appointment. In my country, if I do not have an appointment, I do not have to
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go the emergency but I can go to a specialist. In my case, [I can go to] an
obstetrician, or [to] the emergency, so there should be an educational session
about this. We had no idea about the roles of family doctors and when to visit
them when we first came to Canada. I was shocked when I knew that there is
no private hospitals here. There [my home country], I can go wherever I want,
pay, and be treated at once. No waiting, nothing like that . . . [ was frustrated. |
mean, public system to me means waiting up to one hour before seeing my
doctor in clinics, not the emergency. [Laughter]. It [public system] means that
I would not be able to go to any specialist without referrals and sometimes
appointments and referrals could take up to five or six months. So, if there is
no private hospitals in my home country, I would definitely go to the
emergency. That is why I went to the emergency here. I thought the wait
would be like 15 minutes.

In two phenomenological studies (Guruge et al., 2010; Lee et al., 2014),

similar findings about the unfamiliarity with different health care systems were

reported by seven Portuguese immigrant women and fifteen Chinese immigrant

women respectively, who indicated that a major problem for them when accessing the

Canadian health care system in Toronto was the difference between the Canadian

system and what they used to access in their home countries. They gave an example

about the need for referrals from family doctors to specialists, which was not the case

in China or Brazil. In their home countries, private health care systems were available

at any time, and they could refer themselves to get any treatment they wanted.

Dastjerdi and colleagues (2012) made a similar point about referrals, describing the
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power that Iranians have in their home countries to self-refer and how this difference
negatively affected their patient experiences. In Saudi Arabian hospitals, for example,
the situation was similar to what these authors explained, which in turn may
contribute to these Arab immigrant women's confusion and hesitancy to access the
Canadian health care system, including the ED.

Similar to the findings above, the differences between health care systems in
Canada and in participants' countries of origin were also discussed in the context of
the research during a focus group setting. The participants unanimously concurred
that differences between health care systems could confuse them and ultimately make
their experiences more challenging. For example, Meriam, in the context of the focus
group, discussed differences in the two systems' priorities and how such differences
made one of the other participants (Safa’s) experience frustrating, and upsetting. She
said:

If a patient’s background is about a different health care system, she would be
confused when access this new system. The system in my country has, for
example, bleeding as an urgent case. [Patients with bleeding] would be looked
after immediately, whereas leg pain is not as urgent and such cases can wait or
go to the clinic. Safa, here, with bleeding, waited for eight hours or so. That is
why she was upset and not satisfied with the care here.

The experiences of Arab immigrant women worsened without information
readily available to help them familiarize themselves with the system. In the next
section, Arab immigrant women shared their feelings of frustration, anxiety, stress,

fear, and anger when they could not get the information needed.
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Unfamiliarity, uncertainty, and vulnerability. Because of their lack of knowledge
about the system and the limited information available, participants described the US
HCS as complicated and difficult to comprehend (Choi, 2013). Another study by
Dastjerdi and colleagues (2012) about the experiences of new Iranian immigrants
with the Canadian health care system illustrated that Iranians “felt disconnected from
their familiar world, things did not make sense to them at first”, and they felt isolated
(p. 5). Participants in the study felt fear, hopelessness, and helplessness because of
their lack of knowledge. Not dissimilar from the findings of Dastjerdi and colleagues
(2012), Meriam described the Canadian health care system as “vague” and as a
system that did not make sense to her compared to the Saudi health care system
because she did not know how to access the Canadian System, did not know whom to
ask nor where to go. She reported:

I did not know what would happen, such as when I would meet the doctor,
what he or she would give. I did not know the system here. For me, the system
was vague. In other words, in Saudi Arabia, [ know the system, and know
whom I talk to, If I need to talk [to somebody], but here I did not know
anything.

Lack of knowledge about the new health care system contributes to feelings of
insecurity and vulnerability among immigrant women in Canada due to their inability
to seek appropriate care (O'Mahony & Donnelly, 2010). Jiwani (2001) contended that
unfamiliarity is one of the major obstacles to accessing the health care system, which
leaves these women at a vulnerable place, as their health and quality of life are placed

at risk. Jiwani further explained that immigrant women may be aware of the available
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services. However, they do not have the necessary knowledge about how the system
works or how to access the available sources, which leads to their vulnerability and
inequality within the system. Meriam continued her story: After spending two days
suffering at home, she decided to go to the ED. When she first interacted with triage
staff, who asked her about her family doctor, she felt anxious and afraid that she
would not be allowed to get treatment because she did not have a family doctor.
Meriam did not know the role of the family doctor, and she assumed that she had to
have a family doctor to be seen in the ED. Thus, her limited information about the
system placed her at risk by being afraid and anxious. She stated:

She [the triage paramedic] took the vital signs and asked me about the family

doctor. I did not open a file before, so it was something strange for me. If I did
not have a family doctor, what would be the consequences? She didn’t make
me understand that it was just a routine there in the hospital, so I was afraid
that I was supposed to have a family doctor to come to the emergency. What
was the relation? Of course I did not know. I had no idea about it as it was my
first time to go.

In the above scenario, Meriam did not ask for clarification nor did the
paramedic explain the process to her. The paramedic may have assumed that Meriam
knew about the system, whereas Meriam assumed that health care providers should
know her needs without her verbally communicating those. This reaffirms what had
been discussed in Chapter Four concerning the effect of culture on communication
style. In other words, people in some cultures, such as Arabic culture, rely on

nonverbal communication and assume that others understand their needs without
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clear verbal communication (Aboul-Enein & Aboul-Enein, 2010; Hamington, 2004;
Srivastava, 2007).

Availability of information about the health care system and the ED is crucial.
Participants in a study by Dastjerdi and colleagues (2012) described their
overwhelming and frustrating experiences when they tried to look for educational
resources about the Canadian health care system, and they pointed out that this was a
process that needed a great deal of time, energy, and effort. Meriam indicated how
knowledge about the system might contribute to finding better alternatives and
decreasing the pressure and overcrowding in EDs. She stated: “When you know about
the system, the way would be easy to get any services, in other words she would think
to go to the family doctor better than waiting for a long time.” Participant Safa
similarly illustrated that education about the Canadian health care system is very
important and mentioned that the hospital website had all the needed information in
most of the common languages. She further urged that all that needed to be done was
to advertise that these resources were available, and she emphasized that resources are
indicative of cultural respect. She stated:

When you access the hospital's websites, you can read your rights in whatever

language you want. All languages are there. You will see that there are

instructions about everything — who you will see first, where to go, what to do,
about the prescriptions, about referrals. This is also a kind of cultural respect in
the hospital's system. But nobody told me about it.

In the above example, Safa emphasized that language and culture, as well as

the need for advertisement, cannot be overlooked when information is provided about
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the health care system. Paying attention to these aspects would help new immigrants
to navigate the system easily and smoothly.
Culture and Knowledge about the Health Care System

Dastjerdi and colleagues (2012) stressed that limitations in language played an
integral role in preventing some Iranian participants from accessing the Canadian
health care system, insofar as some missed their appointments because they could not
communicate with their doctors. Further, they could not find resources to educate
themselves about the system in their language of origin, which contributed to their
lack of understanding about the health care system. Other participants who could
speak English were able to navigate resources to find valuable information about how
the Canadian health care system worked and to offer help by educating newcomers
who could not speak English. Similarly, Doaa, in her story, underscored that the
language barrier was one of the major challenges that prevented her from
understanding the differences between the systems in her home country and in
Canada, which left her feeling lost and afraid in the ED. After she received the
needed explanation about the system, her experiences became relaxed and positive.
She said:

I had just arrived [in Halifax], and did not know anything about how hospital

system works here, and my English language skills were not that good. I did

not know what to ask and how to ask it. [ was afraid to say something that

could be understood in a wrong way. I felt lost and was afraid. After a while,

though, with the nurses’ help, I relaxed, and we went through the whole

procedure smoothly.
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Participants in Lee and colleagues’ (2014) study emphasized that even though
some information was available and readily accessible in pamphlets in the waiting
room in a Toronto clinic, these Canadian health resources for pregnant women in
Chinese were not helpful in addressing all participant needs and questions. Thus,
incorporating some suggestions about what is important and helpful in a certain
culture in the educational materials is an idea that could be discussed at the
institutional level, in order to determine the cultures of people who mostly use the
health care system at this institution as well as the needs of these particular cultures.
Doaa suggested that a box be placed in the EDs, where Arabs and other patients can
write suggestions to be discussed and negotiated by policy makers. This suggestion
would help to have the voices of these women heard, which in turn could facilitate
and maintain equity within the Canadian health care system and prevent the
marginalization of this group of users. She stated:

There should be a suggestion box for us to write our suggestions. These

suggestions should be discussed by the managers and decision-makers in

hospitals in order to see what is applicable and doable.
Unfamiliarity with the Physical Settings in EDs
Unfamiliarity with the physical setting in EDs was reported by all participants in
the study, in addition to general unfamiliarity with the system. Iman indicated that she
was very hungry and that she did not know where to find food. Because of her
unfamiliarity with the system, she did not anticipate waiting as long as she did and so
didn’t bring any food with her. Although they were directed by the security to Tim

Hortons, Iman did not feel that this was a good food choice for a pregnant woman.
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Hence, she suggested good restaurants with healthy food as a very important need not
only for Arab immigrant women but for all patients in the ED. Iman did not mention
specific kinds of food in the suggested restaurant. However, such a restaurant could
include a variety of food selections in order to satisfy the need of people from
different cultural backgrounds. That is to say, the menu should include vegetarian as
well as non-vegetarian choices. Iman reported:
Because it was our first visit, we did not expect it to be that long so we did not
bring any food. I thought it would be an hour or two, maximum, but it was not.
In addition, we did not know any place where we could buy food, and we were
afraid that if we left to buy food, maybe they would call us and we would lose
our turn. I was really starving, so my husband asked a security officer if there
was a restaurant nearby. The security directed him to Tim Hortons. [Laughter.]
It was not good for a pregnant woman, but it was the only place we knew ...
there should be a restaurant, a good one, nearby that sells healthy food so
patients could buy healthy food while waiting.

The participants also unanimously agreed about the need for a prayer or a
meditation room and guidance with regard to its availability. Safa indicated that no
direction or guidance existed, even though valuable resources that meet Arab or
Muslims' needs, such as prayer rooms, are available. She said: “Nobody told us that
there is a quiet room if we want to use it. Everything is available, but there is no
guidance at all.”

In the above stories, participants did not know if a prayer room was available

or not, and Iman did not know if there was a restaurant in the ED or not. This
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demonstrated an urgent need for guidance and direction, which is also suggested by
Nada and by Meriam. Displays such as signposting and posters on the walls or doors
of EDs are necessary in order for people to find places easily and to avoid getting lost
(Britten & Shaw, 1994; Stuart et al., 2003). Stuart and colleagues (2003) as well as
Nada, a participant in the study, suggested brochures with a directory map of the ED.
Nada stated: “In the waiting area, there [is] no a brochure that helps with the setting . .
. If somebody is with you, they have to show where the cafeteria is, where they can
go, because it would be difficult for a patient to go and ask about everything”;
Meriam agreed with Nada's opinion and suggested an electronic directory map to help
with the directions: “They can also have an electronic map that shows directions to
where you can [get something to] eat or drink.”

Arab immigrant women struggled to navigate the Canadian health care system.
This system has a structure, wait time, and priorities that are culturally, politically,
and socially situated differently from Arab immigrant women's countries of origin.
These differences made the system vague and complex to them, which consequently
affected their lived experiences. They suffered pain, shock, frustration, and fear as
they felt lost and unsupported by guidance or direction. The unfamiliar space of the
ED invokes the opposite sense of feeling “at home.” It thus negates our notion of
“being at home” and seems to instill fear, anxiety, stress, loss, and even pain.
Whereas the notion of home, as Bachelard (1958) so eloquently reminds us, “is our
corner of the world. As has often been said, it is our first universe, a real cosmos in
every sense of the word. If we look at it intimately, the humblest dwelling has

beauty” (p.4). Even though unfamiliarity with the emergency setting and/or the
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system could be a problem for a Canadian woman who visits the ED for the first time,
language and culture would most likely not be problematic, and such a person could
handle the situation more easily. This chapter illuminated how unfamiliarity, along
with language barriers and cultural differences, played significant roles in making the
lived experiences of Arab immigrant women more difficult and unsatisfactory. These
women shared suggestions that could help them to access and pass through the

system with more knowledge and therefore less fear, stress, and uncertainty.
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Chapter Seven
Final Reflections
To look inside one's self and honestly determine one's shortcoming is the first
cornerstone in constructing a better self. I argue that critiquing current practices for
the purpose of restructuring, constructing, and advancing one's culture requires a
meaningful look within. (Hamdan, 2009a, p. 185)

The main purpose of this research was to provide an in-depth understanding,
through a feminist phenomenological approach, of the experiences of Arab immigrant
women, their cultural values and beliefs, their attitudes, and their interactions with
health care providers when accessing the Canadian health care system in the context
of EDs in HRM. Through the retelling of participants' stories, administrators,
educators, policy makers, and health care providers, will better understand the
women’s experiences, both positive and negative, thus potentiating improved care
provision for this often under-represented population of women in health care,
education and research. Four themes emerged from these women’s stories and
researcher interpretation: Engagement in Cultural Care with Health Care Providers,
Disengagement and Cultural Care, Suffering in Pain While Waiting, and I am lost!
Help Me Please!

The first theme, Engagement in Cultural Care with Health Care Providers,
defined and illuminated engagement as experienced by Arab immigrant women.
Their stories showed how the first moment of an interaction between the women and
health care providers was crucial in enhancing their engagement throughout their stay

in EDs. Smiling when culturally appropriate, self-introduction, and sharing relevant
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personal information helped to alleviate the anxiety associated with being in a place
from a different cultural background, all of which promoted their engagement.
Providing personalized holistic care was another aspect of care that facilitated Arab
immigrant women's engagement as culturally sensitive. Holistic care included paying
attention to concrete, physical symptoms as well as to the emotional, spiritual,
cultural, and social aspects considered important by Arab immigrant women in health
care decisions and care. Arab immigrant women who received this kind of embodied
care were satisfied and engaged positively with their care providers.

Verbal and nonverbal communication were other important aspects when
providing care to Arab immigrant women, as effective communication with their
health care providers facilitated the engagement process. Communication was an
important indicator for the degree of cultural respect needed to build trustful
relationships that were, in turn, needed for engagement. The women suggested that
health care providers would benefit from an awareness of these aspects of care that
promote the engagement process. Paying attention to these small behaviors they
argued would make a significant difference to their future experiences in EDs.

When health care providers did not approach Arab immigrant women with
introductions, and avoided eye contact or self-disclosure, a power imbalance was
created and the chance for disengagement increased. These issues were discussed in
the second theme, Disengagement and Cultural Care. In the above-mentioned
attitudes, Arab immigrant women felt that nurses and other health care providers were
not able to provide the individualized and the holistic care needed, as providers were

not paying attention to their emotional and/or cultural values. Further, cultural verbal
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and nonverbal miscommunication played significant roles in reducing the opportunity
for Arab immigrant women to engage with their health care providers. Language
difficulties with no explicit and clear communication contributed to misinterpretation
and disengagement, which emphasized the current need for interpreters who are
professional in interpreting verbal and nonverbal communication. Lack of awareness,
knowledge, and/or desire to work with Arab immigrant women made such health care
providers insensitive to the needs of this group of women and eventually led to some
patient distrust not only of health care providers but of the system as a whole.

The effects of lived time and lived space on the experiences of Arab
immigrant women in the EDs in HRM were discussed in the third theme, Suffering in
Pain While Waiting. The overarching stories discussed by these women were
indicated by lengthy wait time and uncomfortable physical settings. The long waiting
because of the crowds and understaffing contributed to these women's dissatisfaction
and jeopardized their safety. Health care providers, from one perspective, were rushed
to make decisions to speed the flow of the patients and patients, from another
perspective, were suffering from pain and other symptoms that were exacerbated as a
result of the wait. Anxiety, frustration, and impatience were reported by Arab
immigrant women as psychological symptoms were caused by the wait and further
affected their physical symptoms. Bio-psycho-social symptoms of waiting were
aggravated by seeing other patients suffering while sitting in uncomfortable chairs in
a cold, unclean, and gendered-mixed area.

The fourth and final theme, I am lost! Help Me Please!, discussed Arab

immigrant women's unfamiliarity with the Canadian health care system as a whole
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and with the settings in EDs; it also discussed how language and communication
barriers, along with cultural differences, complicated their experiences. The
differences between health care systems in their home countries and in Canada was
their major stressor. The role of family doctors, for example, was one major concern
for these women as they were not familiar with this role in their home countries, and
this lack of knowledge forced them to visit EDs instead. The lack of a private health
care system in Canada was another major source of their confusion, frustration, and
uncertainty that put them in a vulnerable place. In the EDs, they were lost as they did
not know where to go, what to do, whom to ask, where to get food, and where to pray
and/or meditate. This problem was further complicated by a language barrier, as they
did not know how to ask for things they needed, and by a lack of knowledge and
educational resources about the system. Adaptation to the new Canadian system is
necessary to prevent Arab immigrant women from being isolated and hesitant to
access the health care system when needed.

Although the findings from the research are specific to Arab immigrant
women in EDs, they have transferability to other immigrant populations and/or other
health care settings. Immigrant women, for example, often share similar values and/or
encounter similar challenges, including the value of collectivism amongst many
Asian, Indian, and Mexican women as a cultural belief in which family members are
important decision- makers in their lives (Cong & Silverstein, 2012; Nath & Craig,
1999; Sarkisian, Gerena, & Gerstel, 2006). Thus, study findings could potentially be
useful when collaborating with these women in health care settings. Likewise,

smiling when culturally relevant, engaging a caring attitude, and appropriate touch
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provide further examples of study findings relevant beyond ED settings. This
suggests a need for future studies to explore the applicability of the findings to other
clinical areas and with other immigrant populations.

Implications for Practice, Research, and Education

Given the findings, transferring knowledge into practice is imperative.
Understanding the experiences of Arab immigrant women enabled health care
providers to realize how such experiences could be improved with attitude-related
behavioral changes, such as genuine smiling, touch, and eye contact—as culturally
relevant. Participants in the study, however, discerned that some health care
providers' attitudes were the result of understaffing and a heavy workload, which
were in the hands of hospital management. Thus participants shared many
suggestions to help health care providers do their job effectively while meeting
patient needs, including patients with different backgrounds. Because long wait times
were a problem for most participants, many suggestions were given to reduce the wait
or make it bearable.

Time estimation was a solution suggested by Arab immigrant women in cases
where a long wait cannot be avoided. This solution could decrease patients' anxiety
and uncertainty and enhance their satisfaction (Kihlgren et al., 2004; Thompson &
Yarnold, 1995). Iman suggested:

They should give patients an approximate time they’ll have to wait, in order to
prevent unnecessary waiting. If I had known I would have to wait that long, |
could have gone to buy food or do something else and then come back an hour

before my estimated time.
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Iman indicated that she would have left to buy food if she knew when
approximately her turn would be; without that information, she was afraid to leave to
buy food as she might miss her name being called and lose her turn. Her turn was a
priority for her even though she may get sicker by not eating; with pregnancy, eating
healthy food is of crucial importance to nourish the mother and the fetus. Meriam
echoed what Iman suggested and explained that she would have gone to see her
children, eat, drink, and do other activities instead of waiting in the emergency lobby
if she knew approximately how long she would wait. She stated:

Another idea . . . is to estimate the time if there is a possibility. For example, I
was afraid to use the washroom because I thought they might call me at that
time. [ was hungry and thirsty, but I was afraid to leave to get something to eat
or drink. I waited for eight hours; it was not logical that we would not want to
eat or go out. I could have gone to get my kids and come back, if the time
allowed.

Meriam's idea is similar to what Asplin and colleagues (2003) created for
emergency room crowds' estimation. They developed an input-throughout-output
conceptual model. In this model, input included the number of patients entering the
emergency department, throughout reflected the time in which a patient is taken care
of, and output referred to the times that delayed the discharge of patients. Meriam
shared a similar suggestion when she stated: “time is an important issue, so they
should take notes when patients come and when they leave.” Meriam, further, pointed
out that the emergency department has a screen with information about the number of

patients, in which time could be estimated. In a study by Corbett, While and Wittlake
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(2000), a screened video message with a wait time enhanced patient satisfaction. For
Meriam, however, the screen was difficult to understand; she described how language
made understanding difficult, and she suggested that the screen have a language
selection choice:
I think [it would be good] if the screen had the option to select a language. |
mean, the screen that has all of the information [about] how many patients
there are, who’s entered, who’s left, and the time. Sometimes, there are cases
brought by ambulance, so you have to wait for them, and this can delay your
turn by an hour or so [and all information is there]. Actually, I took 15 minutes
to figure out the screen. But for somebody who does not speak English and
does not have a nursing background, I don’t think she would understand. If
somebody would explain it to her, this would make the situation better . . . But
it was not easy to understand the screen, and it was not translated into other
languages.

In addition to these language and communication issues, participants
discussed other cultural issues, including those related to gender. The gender-mixed
waiting area was brought to my attention in every single interview as well as in the
group interview. Many suggestions were shared to address this issue. A suggestion by
most of the participants was to have more than one waiting area, in order for the place
to be quiet and less crowded. Meriam suggested: “It has to accommodate a limited
number of people, with more than one waiting area.” Safa echoed what Meriam said
by suggesting specialized waiting areas for each disease category: “There must be

sections in the waiting area, a section for miscarriage, a section for orthopedics. It
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should be separated so it would not be crowded.” Iman emphasized that having more
than one waiting area would not only promote comfort but also would reflect cultural
understanding:

The waiting area was mixed-gendered, so they maybe did not understand our

culture. Otherwise, they may have offered at least a room, even a small one,

for women who do not feel comfortable in a mixed-gendered room . . . The
waiting area should be larger, with more than one section. One section could
be only for women. There could be an area for both men and women, if a
woman wants to stay with her husband.

Nada indicated that having a specific place for women not only in the waiting
areas but also inside the examining rooms would show that health care providers and
the Canadian health care system as a whole care about privacy, which in turn affects
patients' psychological states. Evidence suggested that participants reported privacy
as an issue in EDs, especially with doors being opened and curtains being easily
pulled up by staff or by other people looking for their relatives (Baraff et al., 1992;
Britten and Shaw, 1994; Kihlgren et al., 2004). Nada said:

I mean, there [should be] privacy, women alone and men alone . . . So in

hospitals, there is a thing called privacy for covered and non-covered women.

A covered woman cannot be exposed, and there was a man with me in the

same room. There was also a watcher with him who was a man, and there was

only a curtain between us . . . [ suggest that there be specified rooms. A place

like an emergency should have rooms for physical examinations for only
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women . . . [It affects] patient psychology. She would be relaxed. If she is
exposed or something like that, there would be no men beside her.

When speaking about the issue of education in improving their experiences
with the Canadian health care system, participants had useful suggestions for
administrators and policy makers. Meriam indicated that assessment and education
about the system should take place from the beginning of the immigration process.
She suggested health care websites for newcomers and/or educational sessions at
language institutions to enhance Arab immigrants' awareness of the Canadian health
care system in general and of emergency departments in particular. The long wait and
the prioritizing of emergency cases, as well as the role of walk-in and family doctors'
clinics, should be important topics for discussion with new immigrants and would
prevent their struggling with the system. She said:

They should let her [an Arab immigrant woman patient] knows that you have
to wait for a long time, so you do not need to go back and forth and ask before
they call you. Knowing these stuff has to be from the beginning when she gets
the health insurance ... So I think there should be assessment on how Arabic
people comprehends these things. Furthermore, each student has to know about
emergency cases. Each student has to know that there are priority cases, which
are the ones that come by the ambulance, and that the other cases that have
another name “walk-in" are not urgent, so if they could not bear the waiting,
they have to go to the family doctor ... For example, as we knew the
importance of health insurance, and went to make registration. From where we

got the information [about the health insurance]? We got the information from
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language institutions or from the web [page]. Therefore, we have to get same
explanation [about the system].

Ads and other educational materials could be placed in areas where most

Arabs visit, such as Mosques and Arab community centers. Cottrel (2005/2006)
suggested an establishment of organizations to widely spread the materials to
immigrant women. Iman echoed what Meriam and Safa said and pointed out the
importance of educational sessions and lectures in places with significant numbers of
Arab immigrants, such as mosques and language centers. She suggested topics for
discussion that included locations of hospitals, services provided, and general
information about the health care system. She reported:

I think it is important to educate the newly comers about the health system in
general. About the emergency, the clinics, the family doctors, appointments,
and hospitals' locations, services, everything they think are important for us to
know. We were new, we did not know. The education sessions or lectures or
whatever, should be in a commonly visited place. Mosques are really good
places with lots of Arabs. Also, English language schools, there are a lot of
immigrants.

Even though such suggestions are possible to do and essential for a positive
experience of Arab immigrant women accessing the Canadian health care system,
policy makers may not be aware of such suggestions. Thus communicating the results
of this study to health policy makers and to institutional administrators is integral to
have the voices of these women heard and their needs met. Communicating results

could occur through formal or informal means. Informal conversations with managers
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and policy makers could have an effect. For example, some of the results were shared
during a conversation with Kewoba Carter, an immigrant Muslim women
representative at Dalhousie University and a member of a committee that discusses
policy and procedures related to diversity in health care initiatives, as they are in the
process to build a new health care center on campus. She met with the committee
members on April, 2nd/2014; the purpose of the committee meeting was to identify
prospective priorities for changes in policy and practice when building the new on-
campus health care center. Their question was “what must be different this time to get
different results than we have seen before?” Policy makers wanted to examine what
immigrants need when visit the health care center and how their needs could be
addressed to avoid any previous fault when immigrants access this health care center.
Kewoba shared preliminary findings from this study and they were well received.
Publications and presentations at conferences, seminars, and in-services are
formal ways to translate findings from the study not only to policy makers and
management but also to health care providers, educators, and researchers. Health care
providers may become more vigilant and start to reflect on their own practice when
dealing with Arab immigrant women, based on the results of this study. Faculty
members and educators may also start to think differently in how to incorporate some
of the study findings into their curricula. For example, a study by Chircop and
colleagues (2013) examined current audiovisual tools used for physical assessment in
Canadian nursing schools and evaluated theses tools for the inclusion of cultural
assessment. They found that majority of participant schools did not address cultural

competency in their physical and health assessments. Hence, the results of this study
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could potentially be useful in extending the aforementioned findings, thus showing
the need for more cultural diversity in health care assessment, including that of Arab
immigrant women.

This study also offers an initial area of study for Arab immigrant women and
is thus a platform in which to further research with this often under-represented
population of women. Insofar as this study examined this population entering EDs in
HRM and were a specific demographic of educated women, future studies are
necessary to further understand Arab immigrant women experiencing health care in
other areas and demographics. For example, researchers could study the experience of
Arab immigrant women who are not highly educated or not educated when they
access the Canadian health care system. Researchers could also explore influence of
the nature of participants' diseases and their diseases' urgency on their experiences
for example, would the experience be different for an Arab immigrant women with
cardiac or respiratory problems requiring urgent care as compared to the experience
of an Arab immigrant woman with abdominal pain.

Self-Reflection

Van-Manen (1997) claimed that phenomenological inquiries create a
connection between “research and life* in which “phenomenological engagement is
always personal engagement: it is an appeal to each one of us, to how we understand
things, how we stand in life, how we understand ourselves” (p.156), and this
philosophy is intended, with our deep thinking, to change our thinking and actions, as
it creates a space of personal and contextual engagement with the stories (Ryan,

2007). With self-reflection and sharing of a personal experience, especially in
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countries with past-oriented group who strongly maintain their culture and traditions
and have no or little motivation for change (Giger & Davidhizar, 2002), the
researchers are empowered as sharing part of their lives “is an act of rebellion for
[women] who [were] brought up to believe that a “good behaving” woman should
neither disturb nor critique her cultural traditions” (Hamdan, 2009a, p. 184).

After listening to and reflecting on these women's stories, I deeply understand
how challenging the experiences of immigrants can be, and my way of thinking has
been reshaped; my nursing practice and approach to patients will never be the same. I
learned that I have to be cautious as a nurse when dealing with patients from other
cultures and to be vigilant not only in understanding their verbal communication but
also to my own: verbal and non-verbal signs and cues, as we all communicate an
important part of our culture with nonverbal signs--patients and providers. I realized
that culture goes far beyond the verbal and spoken words and started to think how I
can include culture as an important piece of patient assessment; I will now react
differently when interacting and communicating with patients from other cultures,
especially women, as they have unique needs different from those of men, even those
men with whom they share the same culture. I will spend more time with patients to
understand their cultures and will not be afraid or ashamed to ask about their cultures
and their unique preferences, as this would help me become a better nurse who
provides culturally congruent and safe care as seen by patients—and remember, there
is something rather magical in learning about other cultures. We cannot be afraid to
remain interested. This doesn’t mean we are not competent—although there will

always be things we don’t know, but as long as we have a baseline of knowledge, it is
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important that we are generous and loving in our asking and use the opportunity to
co-create something with those who we are privileged to care. I will become a better
advocate for patients' needs by providing holistic patient-centered care. I also learned
that care as a caring attitude is what patients in EDs need. The care that entails the
“loving” attitude; “honoring” patients' needs, hopes, cultures, and routines;
maintaining the “inner harmony” and the wholeness of the “body, mind, and spirit”,
along with the “authentic presence” that has the "intention of “doing” for another and
“being” with another who is in need” (Watson Caring Science Institute, 2010, p.1).
As aresult, I will start to check on patients, as time permits, to ask about their
feelings and symptoms, as this may positively affect their psychology by decreasing
their tension and anxiety and eventually their physical conditions. I became aware
that “one encounter ... negative or positive ... can change the course of [a] person's
life [, and] those encounters create the backdrop of the personal, professional, and
social contexts in which we live” (Ryan, 2007, p. 119).

As an educator, I realized that patient culture should be a basic element in
nursing curricula, and I will start to examine different cultural assessment tools to
determine what could be useful to include at the university where I will be working as
well as how to include culture as a fundamental part of assessment at nursing schools.
A useful cultural assessment tool includes criteria to examine the dominant culture
within a culture as well as the uniqueness of individuals, in order to reflect deep
respect of both their cultural and their unique needs, as there are elements that are
shared within a culture but nurses should be aware not to essentialize, remaining

vigilant to individual difference. Measuring cultural competence is another important
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issue when providing care to diverse populations and thus an issue for educators to
address. Kumas-Tan, Beagan, Loppie, Macleod, and Frank (2007) argued that it is
difficult to measure cultural competence and that current measures are questioned for
their reliability and utility. Issues and assumptions in current measures should be
examined and solved. Kumas-Tan and colleagues (2007) presented some of the
assumptions after examining available measures. One of these assumptions was that
interactions with diverse people in health care settings increase knowledge and skills
about other cultures. They argued that such interactions imply messages from the
providers (verbal and nonverbal) that may empower or marginalize some of cultural
practices of their patients. Cultural knowledge and skills should be obtained from
formal resources or settings other than hospitals. This, however, should not weaken
the importance of direct interactions as a main construct to become culturally
competent.

Phenomenological writing has been a deep learning experience for me in this
journey. Understanding the power and poetry of language is inherent to
phenomenological writing: What is inside and through spoken language is imperative
to phenomenological writing to express the storied experience required to stimulate
readers and to elicit their responses (Ryan, 2007).

Van Manen (1990) asserted that phenomenological writing requires skills to
convert the invisible content of the words into something visible, and this in turn
requires “a complex process of rewriting, re-thinking, re-flecting, [and] re-cognizing
... going back and forth between the parts and the whole in order to arrive at a finely

crafted piece that often reflects the personal “signature” of the author” (p. 132-133).
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Yet, within this research, the ability to write for readers who had different cultural
backgrounds became a priority: learning to write clearly and with in-depth knowledge
about cultural and/or religious beliefs shared by women participants. Hamdan (2009a)
claimed that “[w]estern audiences are [not] as intimately acquainted with Arab
Muslim cultural traditions as” she was, and she was cautious in her writing, as some
expressions and values could be interpreted negatively by outsiders (p. 183).

The stories shared by Arab immigrant women are pieces “of art that [are]
colorful and rich” (Hamdan, 2009a, p. 192). Each participant woman brought her own
belief, values, orientation, worldview, historical (Ryan, 2007), political, social, and
cultural backgrounds to this particular experience (Hamdan, 2009a). These women
have a power hidden within them, but because of cultural constraints, most of them
were unable to speak up and communicate their needs to policy makers and health
care providers.

An objective of the study is that the phenomenological stories, through their
gender-based analysis, will contribute a deeper understanding of Arab immigrant
women’s culturally embodied experiences in EDs in HRM. This potentiates a change
in care provision, specifically as it relates to policy development, educational
curricula, and provider-consumer relationships in EDs in HRM. This in turn
optimizes care for this often under-represented population of women, increases their
health outcomes and potentiates equity for all persons living in Nova Scotia. As
Jiwani (2001) so aptly reminds us “structural change remains the only viable solution
if we are to meet the needs of immigrant women of colour and truly achieve the

expectations of a health care system that is universal, humanitarian, and
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compassionate. Until then, we will continue to have a system that perpetuates
inequalities” (p. 61).

Despite the Canadian health care system being seen as “equitable and non-
discriminating,” evidence suggests that current Canadian immigration policies that
are based on gender, race, and social relations further contribute to the
marginalization and oppression of immigrant women (O'Mahony & Donnelly, 2007;
2010; Jiwani, 2001). Being an immigrant woman within the health care system in
Canada places one at double the risk of oppression. Thus Arab immigrant women are
at risk of “double jeopardy” and, hence, reduce their opportunity of receiving
equitable health care. Beale (1969), who examined the condition of black women in
the US, discussed why black women were being oppressed in relation to both race
and gender, thus giving rise to the notion of “double jeopardy.” While the situation of
women in patriarchy was often simplified, according to Beale, reducing women’s
roles to biological functioning and raising children diminished the contributions of
black women to the liberation movement.

My realization has been built throughout this journey that each methodology and
approach has its knowledge to enrich this research, and that they all have interwoven
to produce this piece of writing. Existential phenomenology with an interpretive lens
helped to provide an in-depth understanding of the participants' experiences and of
how participants were affected by their interactions with others and with the
surrounding environment. These experiences could not be interpreted from women
perspectives without feminist theory that further helped in looking into solutions from

women's perspective to empower them within their society. The interpretation and the
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suggested solutions were, however, based on the knowledge of Arab culture and how
culture and Islam guided the lives of these women. Thus the work could not be
accomplished without the connections between them as well as the understanding of

what each constitutes.
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Appendix A

Interviews Questions Guide

DALHOUSIE
UNIVERSITY

n -
Inspiring Minas
Interviews Questions Guide

[ am interested in the experiences of Arab immigrant women in EDs in HRM.

1) Please describe your first experience in EDs in HRM?

(Probes: When did you go? Who accompanied you? How did you feel
emotionally?)

2) Describe your interactions with health care providers and staff during your first

ED experience?
(Probes: Nurses, Physicians, Paramedics, Support Staff).

3) What have you found to be supportive during your first visit to EDs in HRM?
(Probes: Were you greeted? Atmosphere? Guidance? where to go?
Interpreters? Health care providers? Education? Materials: English/Arabic?
Cultural needs? Gender of providers?)

4) What are the challenges you encountered when visiting EDs in HRM for the
first time?

(Probes: Were you greeted? Atmosphere? Guidance? Providers?

Education? Language? Cultural needs/sensitivity? Interpreters?)
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5)

6)

7)

8)

What modifications or changes would you like to be incorporated in EDs in HRM?
(Probes: Physical setup/workshops on cultural education for providers/ health
education materials in Arabic/ more translators?).

How do you think these modifications could be implemented?

(Probes: Support from policy makers, involvement of Arabic health care providers
and/or interpreters, etc...).

How do you think these modifications could further enhance/empower your
experiences as an Arab immigrant woman in EDs?

(Probes: cultural awareness/ implications/ education/ discrimination/ stereotyping)

Is there anything else you would like to share today?
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2)
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4)

5)

Appendix B

Screening Questionnaires

DALHOUSIE
UNIVERSITY

Inspiring Minds

Screening Questionnaires
As you know I am seeking participants who are within the age range 19 to 50 years
old. What is your age range?  19-25,  26-35,  36-50
(This question will be asked to determine participants' eligibility and to select women
from different age groups in order for the sample to address experiences of diverse
Arab immigrant women who have visited EDs).
I am looking for diverse population that can enrich the study. What is your
nationality?
(Participants will be selected from as many different countries as possible in an
attempt to make the sample reflective of the diversity of the Arab community).
What is your country of origin? The country where you were raised?
(This question will ensure that participants meet the eligibility criteria of being raised
in an Arabic country).
What is your religion/world view?
(This question will be asked to include Arab immigrant women with different
religious orientation).
What is your first language?

(This question will be asked to ensure eligibility criteria: being Arabic speaking).
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6) Was your first visit to any ED in HRM more than two years? Were you a patient
during the visit?
(This question will be asked for eligibility purpose: to exclude patients whose first
visit more than 2 years or to exclude those whose first visit was to accompany a
patient).

7) What is you partnership status?

(This question will be asked to include women who have spouses and ones who do
not in order to examine the effect of the partner in their experiences).

8) Do you have any children? How many?

(This question will be asked to include women who have children and ones who do
not in order to examine the effect of having children in their experiences and to see if

the number of children influences their experiences).
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Appendix C

Participants' Demographic Data

Name

Age Range

Nationality

Religion

Marital

Status

Number of

Children

Profession

Level of

Education

Doaa

19-25

Saudi

Islam

Married

Student at
Dalhousie

(ESL¥)

Bachelor

Nada

26-35

Saudi

Islam

Single

Student at
Dalhousie

(Physics)

Masters

Iman

26-35

United Arab

Emirates

Islam

Married

Student at
Dalhousie

(Physics)

Masters

Safa

26-35

Saudi

Islam

Married

Student at
Dalhousie

(Math)

Masters

Rogaiah

36-50

Yemen

Islam

Married

Journalist

and Kids'

Teacher

Bachelor

Meriam

36-50

Saudi

Islam

Married

Registered

Nurse

PhD**

* Ages in Range to Protect Anonymity

*ESL: English as a Second Language

*PhD: Doctorate of Philosophy




Appendix D

Letter from The Imam of Islamic Association of Nova Scotia

be tl‘s“‘g air gc Assocmfo 1 of

Islamlc As5001at10n of Nova Scotia (IANS) Dartmouth MaSJld

May 11, 2013
Research Ethics
6299 South Street, Suite 231
Halifax, NS
B3H 4H6

TO WHOM IT MAY CONCERN,
This is a letter of support for Amel AlGallaf, who is a student doing her master's

thesis in “experiences of Arab immigrant women in emergency departments in
Halifax Regional Municipality.” Arrangement will be made with her to present the
purpose of her study and to give an overview of the nature of the study in the TANS
Dartmouth Masjid with some Arab immigrant women.

Sincerely,

Immam. Hamzah Mangera

Shaikh of IANS Dartmouth Masjid

TANS Dartmouth Masjid. 42 Leaman Drive, Dartmouth -Nova Scotia
B3A 2K9 | Tel: (902) 469-9490
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Appendix E

Recruitment Advertisement (Text-Based)

DALHOUSIE
UNIVERSITY

Inspiring Minds

Invitation to Participate

What was your experience as an Arab immigrant woman of your first visit to an
emergency department in HRM?

If you are an Arabic-speaking woman between 19 and 50 years old, you may be
eligible to participate in a research study that explores the stories of Arab immigrant
women accessing the Canadian health care system through Emergency Departments
in Halifax Regional Municipality. I am, the principal investigator, a master's student
at Dalhousie University, School of Nursing, and this study is part of my Master's
thesis.

I am currently seeking Arab immigrant women to participate in a one-on-one
interview lasting 60-90 minutes long and one group interview. If you may be
interested in talking with me and sharing your story, please contact me for more
information:

Amel AlGallaf at 902-412-6544
or via e-mail at am496038@dal.ca

Thesis Supervisor:
Dr. Lisa Goldberg, Dalhousie University, School of Nursing,
Lisa.Goldberg@dal.ca, Telephone # (902) 494-2988
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Appendix F

Telephone Script

DALHOUSIE
UNIVERSITY

Inspiring Minds

Hello. This is Amel AlGallaf, the principal investigator for a study titled
“Experiences of Arab Immigrant Women in Emergency Departments in HRM.”

I would like to provide you with more information about the study. This study is
aiming at better understanding experiences of Arab immigrant women who visited
any ED in HRM for the first time within the last two years. Right now, [ am
recruiting participants for interviews and a group interview. One interview will be
conducted in a date, time and location that is convenient for you and will last for 60 to
90 minutes. I will be the interviewer. A group interview will follow at a time and date
that is mutually selected by interested participants and will last also for an hour and a
half. Your age must be in the range between 19 and 50, and your first language must
be Arabic. Do you have any question? [If yes, respond to the questions; if no, would
you still be interested in participating? [If no, thank her for her time and end call; if
yes, continue]

I am looking for a diverse population that could enrich the study. As a result, I would
like to ask you some demographic questions to see if you can be included in the
study. If you cannot be included in the study, your information will be destroyed right
away after the call. Are you willing to continue? [If yes, continue with the screening
questionnaires (Appendix B); if no, thank her for her time and end call].
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Appendix G

Email Script

DALHOUSIE
UNIVERSITY

Inspiring Minds

Hello. I received your email expressing your interest in participating in the study
“Experiences of Arab Immigrant Women in Emergency Departments in HRM.*.

I would like to provide you with more information about the study. This study is
aiming at better understanding experiences of Arab immigrant women who visited
any ED in HRM for the first time within the last two years. Right now, [ am
recruiting participants for interviews and a group interview. One interview will be
conducted in a date, time and location that is convenient for you and will last for 60 to
90 minutes. I will be the interviewer. A group interview will follow at a time and date
that is mutually selected by interested participants and will last also for an hour and a
half. Your age must be in the range between 19 and 50, and your first language must
be Arabic.

I am looking for a diverse population that could enrich the study. As a result, I would
like to ask you some demographic questions to see if you can be included in the
study. If you cannot be included in the study, your information will be destroyed right
away after receiving your email.

The demographic questions:

As you know I am seeking participants who are within the age range 19 to 50 years
old. What is your age range?  19-25,  26-35,  36-50
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2)

3)
4)
5)

6)

7)

8)

I am looking for diverse population that can enrich the study. What is your
nationality?

What is your country of origin? The country where you raised?

What is your religion/world view?

What is your first language?

Was your first visit to any ED in HRM more than two years? Were you a patient
during the visit?

What is you partnership status?

Do you have any children? How many?

If you have any question, feel free to contact me or email me at any time.

If you are interested in participating in the study, please answer the above questions
and send them back to me.

Thank you very much for your time.

Amel AlGallaf, School of Nursing, Dalhousie University address: 616-3330
Barnstead Lane Halifax NS, Canada, B3L 0B1, am496038(@dal.ca, telephone # (902)
412-6544
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Appendix H

Interview Consent Form

DALHOUSIE
!ij UNIVE(I){[SJISTY

Inspiring Minds

Interview Consent Form

STUDY TITLE: Experiences of Arab Immigrant Women in

Emergency Departments in Halifax Regional Municipality

PRINCIPAL INVESTIGATOR (PI):

Amel AlGallaf, School of Nursing, Dalhousie University address: 616-3330

Barnstead Lane Halifax NS, Canada, B3L 0B1, am496038@dal.ca, telephone # (902)

412-6544

SUPERVISOR: Dr. Lisa Goldberg. School of Nursing, Dalhousie University,
5869 University Avenue, PO Box 15000 Halifax, NS B3H 4R2
Lisa.Goldberg@dal.ca, telephone # (902) 494-2988

1. Introduction
You have been invited to participate in a research study being conducted by
Amel AlGallaf who is a graduate student at Dalhousie University, as part of her
masters in nursing program. Your participation in this study is voluntary and you may
withdraw from the study at any time. The quality of your health care will not be
affected by whether or not you withdraw from the study. The study is described
below. This description tells you about the risks, and benefits, as well as any potential

discomfort that you might experience. Participating in the study might not benefit
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you, but we might learn things that will benefit others. You should discuss any
questions you have about this study with Amel AlGallaf.
2. The Purpose of the Study

The purpose of this research is to learn more about experiences of Arab
immigrant women during their first visit to Emergency Departments (EDs) in Halifax
Regional Municipality (HRM). Your experiences may include your needs, challenges,
and interactions with health care providers.

3. Study Design

Six to eight Arab immigrant women will participate in one interview with the

principal investigator.

4. Who can Participate in the Study

Any Arab immigrant woman who is between 19 and 50 years old, speaks
Arabic as her primary language, has any religious orientation, has the mental and
physical capacity to sign the informed consent, and visited any ED in HRM for the
first time within the last two years is a possible candidate to be included in this study.
If you speak a language other than Arabic as your first language or were raised in a
country other than an Arabic-speaking country, you are not eligible to take part in this
study.
5. Who will be Conducting the Research

Amel AlGallaf is the principal investigator (PI) in this research who will lead the
research. Dr. Lisa Goldberg is a professor in the School of Nursing at Dalhousie
University and the supervisor of this study. Dr. Anrea Chircop, is a professor at

Dalhousie University and Dr. Amani Hamdan, a professor at Dammam University,
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Saudi Arabia, are also part of the research committee team. If you agree to participate,
you will be interviewed by Amel AlGallaf, the PI.
6. What You will be Asked to Do

If you take part in this study, you will be interviewed once on a date, time and
location convenient for you. You will be asked about your experiences when visiting
any emergency department for the first time in HRM. The interview will take 60 to 90
minutes.

The interview will be audio taped, if you consent, and typed later. If you agree
to participate in the study, anonymous quotes will be used in the publication of this
research study.

7. Possible Risks and Discomforts

There are no physical risks associated with participating in this study.
However, you may feel uncomfortable disclosing some of your sensitive issues. You
can choose not to answer any question that makes you feel uncomfortable.

8. Possible Benefits

This study will not benefit you directly, but it will help in better understanding
of Arab immigrant women’s experiences when visiting emergency departments in
HRM. Bringing Arab immigrant women’s experiences and needs to the attention of
health care providers may further assist them in providing safe, ethical, competent,
and equitable care. The research also provides a basis for future studies concerning
Arab immigrant women, which in tandem with additional research, may contribute to

institutional policy development, to best practice guidelines, educational curricula,
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and continuing education for health care providers caring for Arab immigrant women,
which in turn may result in a better quality of life for Arab immigrant women.

9. Compensation/Reimbursement

No compensation will be given.
10. Confidentiality and Anonymity
Anonymity
The collected data will be given to a transcriptionist. The transcriptionist
will be asked to hide your identity, and pseudonyms will be used whenever a quote
and/or experience will be included in the study. Your name and contact information
will be kept in a secure locked cabinet in the PI's home office, and it will not be
shared with others. Your name will not appear in any report or article published as a
result of this study.

Confidentiality

The principal investigator will collect and use only the information needed to
complete the study. This information will only be used for the purposes of this study.
This information will include your:

age

nationality

first language

country of origin

religion/world view

partnership status

parenting (how many children you have)
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information from the study interviews

The audio-tapes will be kept in a locked cabinet if not in use and destroyed after
they are transcribed. The signed consent forms will be kept in separate locked
storage. The laptop that will be used for analysis will also be kept in a locked cabinet
and will be password protected, as well as the transcript data. All the audio-tapes, the
signed consent forms, the data, the laptop, and the transcript data will be kept in my
home office and the door will be locked when the data is not in use. The principal
investigator, Amel AlGallaf, is the person responsible for keeping it secure.

The audiotapes that are in Arabic will be given to a translator in order to
translate them into English. All the audiotapes will be given to a transcriptionist. Both
the translator and the transcriptionist will be asked to sign a confidentiality form to
reduce the risk for breach of confidentiality.

11. Questions

For further information about the study call Amel AlGallaf. Amel AlGallaf is
the principal investigator. Her telephone number is (902) 412-6544. You can also
contact the thesis supervisor, Dr. Goldberg. Her telephone number is (902) 494-2988.

12. New Information

It is possible (but unlikely) that new information may become available while
you are in the study that might affect your health, welfare, or willingness to stay in
the study. If this happens, you will be informed in a timely manner and will be asked

whether you wish to continue taking part in the study or not.
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13. Your Rights

You can stop the interview at any time, take breaks, or choose to not answer
any question. If you change your mind during the interview and decide not to
complete it, you can withdraw at anytime. If you want to withdraw, please inform the
PI. All data collected up to the date you withdraw your consent, will remain in the
study records, to be included in study related analyses unless you indicated no data to
be included. After you have signed this consent form, you will be given a copy. At
the end of this study, the result will be discussed with participants, if interested. A
copy of any related published article will also be given to any participant interested.

14. Concerns or Problems?

If you have any difficulties with, or wish to voice concern about, any aspect of your
participation in this study, you may contact Catherine Connors, Director of Dalhousie

University’s Office of Human Research Ethics Administration, for assistance at (902) 494-
1462.

In the next part you will be asked if you agree (consent) to join this study. If the

answer is “yes“, you will need to sign the form.
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15. Consent Form Signature Page

I have reviewed all of the information in this consent form related to the study called:

Experiences of Arab Immigrant Women in Emergency Departments in
Halifax Regional Municipality

I have been given the opportunity to discuss this study. All of my questions have been
answered to my satisfaction.

This signature on this consent form means that I agree to take part in this study and to
include anonymous quotes from my interview in any publications and presentations

from this study.

I understand that I am free to withdraw at any time.

/ /
Signature of Participant Name (Printed) Year Month Day*
/ /
Signature of Investigator Name (Printed) Year Month Day*
I consent to having the interview recorded.
/ /
Participant's Signature Name (Printed) Year Month Day*

I would like to receive a summary of the final results and a copy of any
publication related to this study.
Contact Information

*Note: Please fill in the dates personally

I Will Be Given A Signed Copy Of This Consent Form
Thank you for your time and patience!
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Appendix I

Group Interview Consent Form

DALHOUSIE
!ij UNIVE(I){[SJISTY

Inspiring Minds

Group Interview Consent Form

STUDY TITLE: Experiences of Arab Immigrant Women in

Emergency Departments in Halifax Regional Municipality

PRINCIPAL INVESTIGATOR (PI):

Amel AlGallaf, School of Nursing, Dalhousie University address: 616-3330

Barnstead Lane Halifax NS, Canada, B3L 0B1, am496038@dal.ca, telephone # (902)

412-6544

SUPERVISOR: Dr. Lisa Goldberg. School of Nursing, Dalhousie University,
5869 University Avenue, PO Box 15000 Halifax, NS B3H 4R2
Lisa.Goldberg@dal.ca, telephone # (902) 494-2988

1. Introduction
You have been invited to participate in a research study being conducted by
Amel AlGallaf who is a graduate student at Dalhousie University, as part of her
masters in nursing program. Your participation in this study is voluntary and you may
withdraw from the study at any time. The quality of your health care will not be
affected by whether or not you withdraw from the study. The study is described
below. This description tells you about the risks, and benefits, as well as any potential

discomfort that you might experience. Participating in the study might not benefit

208


mailto:am496038@dal.ca
mailto:Lisa.Goldberg@dal.ca

you, but we might learn things that will benefit others. You should discuss any
questions you have about this study with Amel AlGallaf.
2. The Purpose of the Study

The purpose of this research is to learn more about the experiences of Arab
immigrant women during their first visit to Emergency Departments (EDs) in Halifax
Regional Municipality (HRM). Your experiences may include your needs, challenges,
and interactions with health care providers.

3. Study Design

You will participate in one group interview facilitated by the principal

investigator.

4. Who can Participate in the Study

Any Arab immigrant woman who is between 19 and 50 years old, speaks
Arabic as her primary language, has any religious orientation, has the mental and
physical capacity to sign the informed consent, and visited any ED in HRM for the
first time within the last two years is a possible candidate to be included in this study.
If you speak a language other than Arabic as your first language or were raised in a
country other than an Arabic-speaking country, you are not eligible to take part in this
study.
5. Who will be Conducting the Research

Amel AlGallaf is the principal investigator (PI) in this research who will lead the
research. Dr. Lisa Goldberg is a professor in the School of Nursing at Dalhousie
University and the supervisor of this study. Dr. Anrea Chircop, is a professor at

Dalhousie University and Dr. Amani Hamdan, a professor at Dammam University,
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Saudi Arabia, are also part of the research committee team. If you agree to participate,
you will join a group interview facilitated by Amel AlGallaf, the PIL.

6. What You will be Asked to Do

If you take part in this study, you will be asked to attend a group interview for
60 to 90 minutes. You will be discussing your experiences when visiting any
emergency department for the first time in HRM. Keep all the shared information in
the group interview confidential. However, participants may still disclose some of the
information discussed in the group interview to someone else. Thus, confidentiality
cannot be guaranteed.

The group interview will be audio taped and typed later. Anonymous quotes
will be used in the publication of this research study.

7. Possible Risks and Discomforts

There are no physical risks associated with participating in this study.
However, you may feel uncomfortable disclosing some of your sensitive issues. You
can choose not to answer any question that makes you feel uncomfortable.

8. Possible Benefits

This study will not benefit you directly, but it will help in better understanding
of Arab immigrant women’s experiences when visiting emergency departments in
HRM. Bringing Arab immigrant women’s experiences and needs to the attention of
health care providers may further assist them in providing safe, ethical, competent,
and equitable care. The research also provides a basis for future studies concerning
Arab immigrant women, which in tandem with additional research, may contribute to

institutional policy development, to best practice guidelines, educational curricula,
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and continuing education for health care providers caring for Arab immigrant women,
which in turn may result in a better quality of life for Arab immigrant women.

9. Compensation/Reimbursement

No compensation will be given.
10. Confidentiality and Anonymity

Anonymity

The collected data will be given to a transcriptionist. The transcriptionist
will be asked to hide your identity, and pseudonyms will be used whenever a quote
and/or experience will be included in the study. Your name and contact information
will be kept in a secure locked cabinet in the PI home office. It will not be shared
with others. Your name will not appear in any report or article published as a result of
this study.

Confidentiality

The principal investigator will collect and use only the information needed to
complete the study. This information will only be used for the purposes of this study.
This information will include your:

age

nationality

first language

country of origin

religion/world view

partnership status

parenting (how many children you have)

211



information from the study group interview.

The audio-tape will be kept in a locked cabinet if not in use and destroyed after
it is transcribed. The signed consent forms will be kept in separate locked storage.
The laptop that will be used for analysis will also be kept in a locked cabinet and will
be password protected, as well as the transcript data. The audio-tape, the signed
consent forms, the data, the laptop, and the transcript data will be kept in my home
office and the door will be locked when the data is not in use. The principal
investigator, Amel AlGallaf, is the person responsible for keeping it secure.

The audiotape will be given to a translator in order to translate it into English.
Then the audiotape will be given to a transcriptionist. Both the translator and the
transcriptionist will be asked to sign a confidentiality form to reduce the risk for
breach of confidentiality.

11. Questions

For further information about the study call Amel AlGallaf. Amel AlGallaf is
the principal investigator. Her telephone number is (902) 412-6544. You can also
contact the thesis supervisor, Dr. Goldberg. Her telephone number is (902) 494-2988.

12. New Information

It is possible (but unlikely) that new information may become available while
you are in the study that might affect your health, welfare, or willingness to stay in
the study. If this happens, you will be informed in a timely manner and will be asked

whether you wish to continue taking part in the study or not.
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13. Your Rights

You can take breaks, or choose to not answer any question. If you change
your mind during the group interview and decide to leave the group interview, you
can withdraw at anytime. If you want to withdraw, please inform the PI. All data
collected up to the date you withdraw your consent, will remain in the study records,
to be included in study related analyses unless you indicated no data to be included.
After you have signed this consent form, you will be given a copy. At the end of this
study, the result will be discussed with participants, if interested. A copy of any
related published article will also be given to interested.

14. Concerns or Problems?

If you have any difficulties with, or wish to voice concern about, any aspect of your
participation in this study, you may contact Catherine Connors, Director of Dalhousie

University’s Office of Human Research Ethics Administration, for assistance at (902) 494-
1462.

In the next part you will be asked if you agree (consent) to join this study. If the

answer is “yes“, you will need to sign the form.
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15. Consent Form Signature Page

I have reviewed all of the information in this consent form related to the study
called:

Experiences of Arab Immigrant Women in Emergency Departments in
Halifax Regional Municipality

I have been given the opportunity to discuss this study. All of my questions have been
answered to my satisfaction.

This signature on this consent form means that I agree to take part in this study group
interview, to have the session audio taped, and to include anonymous quotations from
my group interview in publications and presentations from this study. I understand
that I am free to withdraw at any time.

/ /
Signature of Participant Name (Printed) Year Month Day*
/ /
Signature of Investigator Name (Printed) Year Month Day*

I would like to receive a summary of the final results and a copy of any
publication related to this study.

Contact Information

*Note: Please fill in the dates personally

I Will Be Given A Signed Copy Of This Consent Form
Thank you for your time and patience!
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Appendix J

Confidentiality Agreement Form

DALHOUSIE
UNIVERSITY
[nspiring Minds

Confidentiality Agreement Form
Study Title: Experiences of Arab Immigrant Women in Emergency

Departments in Halifax Regional Municipality

Principal Investigator: Amel AlGallaf, School of Nursing, Dalhousie University

Thesis Supervisor: Dr. Lisa Goldberg, School of Nursing, Dalhousie University

I, (print name), working as (transcriptionist/

translator) for the above named study. I agree as part of this work to provide complete
confidentiality concerning what has been said in the interviews and the focus group
(the group interview) and all the information that I will translate and/or transcribe will
remain confidential and will not be shared with any person. I will not talk about any
personal identities of any individual who participate in the study. In addition, I will
maintain all study data in a secure, locked cabinet or on a secure, password-protected

desktop computer.

/ /
Signature of translator or transcriptionist Year Month Day

/ /
Signature of Witness Name of Witness (Printed) =~ Year Month Day

215



i galal)

Ll Alid Jala
DALHOUSIE
UNIVERSITY
Inspiring Minds
Ol Aid Jula
A1 Slia Al i 5 sl sl 2 il T pad 8ol ol 0 il shan o b

.(HRM)

SHRM b (5l shll aludl aaf 8 V) @iy a5 Caia g olia s 3

(1

(R s IS Lo Sl (IS (e $5 ) shall and canmd e sl i)

9ts ) shall and 8 Y1 el jad A Calalall s danall e 1 (505 e ae Dl il dia
(pe ) o ¢ smball () sinnsall (oL (il yaall 1l Hludin))

SHRM (58 (5l shall ansdl 531 @l j 5 IO Lgitalia ) dac 1) ol 52l 8 Le
S il by (2 yidy ol () 0o pad i€ LG Y Salall sadl Sl i 5 Ja s jladin))
S5 e i FAAEN Cilaliia ¥ € g 5K \ o e 13 gal) S @il fhmall e HlI 535 30 ) gan il
($maall dle ) claxs

SHRM (4 () shall aludl aal 3531 @l )l 5 OMA eligal 5 ) ciaadl) a L
faalll S a @il Small e I 505 3o Talid Y1 Salal) sall el Cua i) 5 Ja 1l i)
(FO e il $A8E] cilpubuall/clalisy)

SHRM 8 (5 shall aludl e Ldlaa) 8 e 55 Al Ol sl 5 cdasil) o L
el Vg el Gl oaall Ca@iil) o) go \(pa 5 3all 4885 Jae (555 55\ 81l a5 ) jludina))
(O iall (e

Sl 028 (Gauai (Saall (e 43 aiad (oS
doaall dle HI 5 g e aladiul clubid) caibia (e ae 1) jludinYl)
(llln Lo W an e 5l \ 5 A pall A1l shany

216

@

3

(4

(5

(6



ol 3 4 Jiae A je 5l 5alS el jlad e\ 3y e (8 palusius 3t oda () (ppaiiad S (7
48 ol Ao alSal o aldl) Jlaadl) 5uSal) | jppail) \ @l \AS il JEY)\ SED e )l jludinY))
(3..'\.\=u

-

Tosl) AT e o WSl of (8 o 5 o (8

217



< Galdd)

il pall JLEAY i

DALHOUSIE
UNIVERSITY

Inspiring Minds

Ciladi gall JLERY Glnticd)

Cnpais Al A penll A o Lo Ais 50 15 19 0 e O laef 5l S i e dandl oy salai S (1
_50-36¢_ 3526+ 25-19 %

felipin oo Lo Jinl )2 o) il 8 sl O Sy QISll (e e siia de same e dadl (2

¥l ale (3

Fallall ol Hlai \eliibs 8 L (4

fdsY el ale (5

ol <ilS Ja €0t 85 e J5Y HRM AsailfY) (Sl daly 3 (gl shall andl o jly 5 cilS Ja - (6
iy jaS

¢ el oy 2 e (7

faraxe oS €a¥ sl ebal Ja (8

218



g gl
(AU JSit) Cili ) (e}

DALHOUSIE
UNIVERSITY

Inspiring Minds

4s jLiall 5 g2

TSl (B 5 e Y () ghall aud i 5 e A ke L e B14alS oY) ey 23 cuils Cig

Al 50 (8 A8 LAl Al e (040 585 08 i 505 19 G Le Slins = gl 55 Ayl Zalll oaai 3l el i€ 13)

0 ) shall aludl ye Sl Al dle Sl Al Geadiinl Gl yie Gl ye slad (anal i jriad diag
Ll ) G a1 isalall ds g plal e e Ja Al jall o2a JS5 HRM dseliY) Slaslla 40l
el aud 5 sleds daala B

llie e Sind 3283 90 5 60 O Le Lene 51 5% Allia 3 AS Jliall il jiae il s el oo Ulla Can
&JMEJMY\&APJ\ cM‘;\SJL&AjG’.AQM\&U:\.\cJS@S\J\ _a.cwﬂ'f:h\_g
1 slaall (ga 2y 3l

am496038@dal.ca 55 SV 300 e sl 902-412-6544 a8, e «adal
-aadl h)‘f.m

Lisa.Goldberg@dal.ca s 5¥) 2 0l (902) 494-2988 <aila & juale | 3l 2

219


mailto:am496038@dal.ca
mailto:Lisa.Goldberg@dal.ca

3 galall

DALHOUSIE
UNIVERSITY
}”r‘,f}h'fug Minds

ddilg) Al al
sl 8 2, jiaall Ay yall 5 jall o slad € () gie Jaad A 53 & A ) Biall oDl Jof Ul L e
Clad agd I cangd Al Al jall s2gy ST lihe o 25l HRM dpaliy) aSlila 4aly 3 (5 ) skl
gl b deel bl (i) JUA HRM 8 5 ) shall abudl aaf <yl 3 Gl & yieall 43 2 31 all
sl luass gl Ao penall Allae 5 DU 8 A8 il cladlall S HLiall sl e sl
A ganall Allia o2 atipns 5 ) ) Gl OISl 8438 90 ) 60 e Leine ) i A AL
505 19 0 Lo i = 5) i o iy 315l S Ll Lasla 5 5 LeilSa a5 L i i g el i
s LGN e ol b Al e g dla 3] A el Ja Y0 eliad 3 el Aalll () 65 o 5 i
s duaiV) el 5 g el Sl ol Jla 8] 948 Laal) 8 oe 55 b b Le capal (i) Jla
[desl s el Jla
ars 7k 30 ella) dam Al ol o2 o) ) 8 aalas () (S Sl (e de siie e gana (e Cand
Lo gyl Ca gt ol Jla 8 Al pall o3 3 A LEN o g i (0 g S 1) Le (38a5Y Apad i) ALY
JUY) GiSay calagY) Jla 3] $alial sall 8 e 55 Ja AlSA) olgmil ) b lila slaa Cali pius o slladll
[AallSall gl 5 g5 e a ST ¢ il dla iy ¢( Galall) o jall JLial palal) glud) J)

220



s galall

I AN ) e
% DALHOUSIE
UNIVERSITY
}”s‘,fm'f;rg Minds
9 AN ) e

A el 81l e <€ Al 5l 8 AS Ll B elie ) e e B ySIVT @il il By
“ HRM 48y uSlidla ualy A (5 ) shall aludl 8 2 yisal)

aladl aaf @)y ) A yinall Ayl 8l jall (o lad agh () Cangd S Al jall o3y yiSTlited o o
LSl S il il e Jall e gl b Jeel cpinald) i) DS HRM 8 (5 ) shall

90 N 60 (e Leie 55 A AL 53] Toads sl s Ao sanall Allia 5 cOUlial) 8 AS LAl
LS i 5 Ly i Comi g deld i e gamall ALl o3 attees s L) a1 e 305 IS A b
oo iad Ay pall ARl (0 5S5 (y Ainn 505 19 O e lins 515 o oy 38150 S Ll Lgila ) 5
ars 7k 3g) clla dam Al Hall oda o) i) b aalis ) (S ISl (e e siie de gana (e Can
Lo g il o g ol Jla 8 Al all o3 3 A L) o g i (0 g i€ 1) Le (38a5Y dpad i) ALY
A5 I il ) w3l ) 8 @il slaa il agus Ay slladll

Apaddl) Ay

Gt ) 2y panl) ) 2 Lo A 50 15 19 I e Lo G el 5 55 IS e e anl ¢ palat LS
50-36¢ 3526« 25-19 %)

felinuin A Lo il ja o) i) 8 aalud of (S ISl (e de siie de gane e

faY) ol s L

Fallall el Hlas \eliilsy & L

sy clial a L

el <ilS Ja €0 85 e J5Y HRM dsailf¥) (Sl daly 3 5l shall andl ol )l 5 S Ja
Ty oS

g llall ey oo Lo

fandac oS £2Y 5f elal Ja

221

(1

2
@3
(4
(5
(6

(7
(8



s I a5l Al ) Sl ) ) o SV eliay Ali) elial aa 3 S 13
o el Bale ] 5 ARl ALY e LlaY) sa )l AS i) a5 K1)
(8 61 O 3a ) S

L,ﬁ,}}l‘éjﬁ dadla (Ui padl) IS (D) Jal

«am496038@dal.ca B3LOB1 ¢S ¢lad oS W g3 ¢Sl ¢ i 3l 3330-616 :0) sinll
# s

(902) 412- 6544

222


mailto:am496038@dal.ca

9 galdl
LA ) ol I8 5 jlaiu

DALHOUSIE
UNIVERSITY

Inspiring Minds

LB o)l Jgd B laiul
LY GuSladla dpaly 8 (s ) shall aludl 8 ey yiaall iy jall eloall o sl all o) gie

s ) Aalal)

Lﬁ_}jLGJJ Gl (U padl) A0S (D) Jal

«am496038(@dal.ca B3LOBI ¢/ ¢ladi sSu U g3 ¢ uSladla <Y 2w )l 3330-616 1)) 53l
(902) 412-6544 # il

148 ydial)

s sl Andla (i il A0S (g jualge ) a8 siSal

«Lisa.Goldberg@dal.ca «B3H4R2 L oSl 55 ¢ uSlailla 15000 . ¢ (st it 83l 5869
(902) 494-2988 ila

dasial) 1
(6 skedd Arala i Lle il o AU (DN Jal gyt Afiny Al 3 84S jLiall 5 ge e il
Lo sk A Hall o2a (& GBS jliia () iy yall) gl ) 8 s Gl jisalall da gkl (e ¢ 3aS
ol e (B nand Al gl dmall e Nl 3a5a o 10 i o (30 iy s (8 Lee HlandV) Sy
S e D8 4 a8 rle 3 ol e St 1 il SRSl 4 (i e Byl (o Sl lim g
AN o 3l 3 e 38 oLyl alacts o8 Ll W) cdal Hall 38 Gl HLia (e i Y (Sl (e
A Jal ae Al yall 038 J g g sl 8 ot 5 ) ALY e A8l s
A Al cpa dla) 2
A Al yirall Sl jall sl Glad e Slaslaall (e 2 3al) aan sa Al jall oda (e Zoladl )
eelilaliial Joadi of i jladl (Sa HRM Ael8y) (Sl dals & (550 shall sl 591 Gl
Jgsaall dgle (505 3e g el g clglgal 5 Al cilaadll

Al Al asanai 3
Ayl Lall) Ly i Allie (8 Sl jire Sl e el (Sl s Cas G )y Lo & L

223


mailto:am496038@dal.ca
mailto:Lisa.Goldberg@dal.ca

Lol ol oda B A jliial) adaiiny (1 4

LealS A yall iy din 50 5 19 ) o Lo a oo 5l oo siaa A e 310 (5 (S
Oo sl oyl 3 38 il (A gall 5 jlaind o a ill Al g Aglial) AdaYL aiaiiy il gl e ¢ 5V
O Al all s3a 8 A< Uil Jals o) einalall iind) A3 50 J5Y GSlalla dae A (5 ) shall oLl
S Y A pal) Al Akl Jal) je AT Al 8 e e 5 sl g gl e (ol dad Gaaai il 3yl
Al pall 238 84S HLiall Ala e

Al yal ) ) (A gians (a5
|3l By 538l ()5S y 453l 5 Candl 138 o) ja) e Al g pusall 5 Apuat Jl ialll 4 3 Jal )
G o Ll o jli s Ayl ol e 48 i) og 5 slela Aaala 3 (i el 0S8 53LEY) of ymal e
(el )5S0l 5 o sleda Analan (3 B30T o8 5 e oS i Lyl 5 Al e S Caally diaall il
Al Gy AS Ll o il s Jla (8 450 sl G el ASLaall 8 plaall daala 8 530GY) ¢jlaes
) Jal gt ) Aialil) ae
Aled dia b La L6

b5 ) st g ) g gl 8 3an) 5 Al 0 jaias el yall s3a 8 GBS JLie Jla b
HRM ZaaBy) (uSlidla 4l b 5 ) shall aludl aal 53 @l )l 5 IS el jlas Jsa dland elile
438390 ) 60 Ox b Aadl) 5 ) il

e BaY Sy 8 Ledins T LS (i) 5o vie At em Aa il o ALGA () parme Jinadd i
i die ol ga aaa 5 9 lililia (e 53 sale LBl aladi) at dl Hall A8 Lkl o) ) o ol o
Al Al jal s3a

Aldiaal) haldall 7

e & s s ni O (Saall (o adl W) A 5l 02 (8 AS Jliially Aai e pausn Hlalie gl an 55y
s sl oo WY e g lieY) eliSey dubuall Luaddll Jludl (e oo Flad)l die zle 1Y)
SV aamy & ey

Alaiaal) ail i) 8

3l L e S o) agd o ae b Ll W) celile 5 il aails oy A jall o2a ol )
S Amaal) Ao 511 (535 30 olisl il JS (yad HRM (3 (5 ) shall bl aaf Ll 5 sie 4y yiall y ya])
LAY ulad) el i Al s Aidd Ao ) g e anaeluin dgilala 5 & yiaall 4 jall 1 el ol
b A Hall o3a Lgal) (alavin Al il ax o (Saall (e s 3l (e Jle (5 sivnas aiadi y 4818 5
Dl sale) e gAY ciladaiall 5 cl )l ailia Jead 38 Lgrsan Al Al il al Ll 55
LS daall ddle Sl Jlae 8 48N ) Hlie ) claulual sle ) ezl Loy b yuad s Allall agilulas 8

i (e Sl Laadlerl) aliall pppmans eundl s jlaal Lgon i) kol a5 8 ol o (%

224



Spaa o Lo ccly yirall Gy jadl eluil) Ao s Cpinall daall Ale 1 (525 3a) Jucal siall alecil
laill 3Ll Ao 3 a8 by (O (S La (L oS U g3 8 el iy yirall Gl jall olusill
iy sirall iy sall

@l gy gaill \ Jad 9

ke Ju gl add

dpa guadl) g 45 ) 10

Lo sadll

Jszmall Gasll el damasl (4 sanian (53 gl anis genins Al e slaall e
L it 5 pe JS 35 jlatusall elansl] Qo 5 eciliy s olid) 45 guall i aasil] () saniae (1535 G0
o slaa s Slansd Jais e st 1 Caslll G ya g sl all 8 s oY iy jad ol clina e Lias,y
A e LS L aie g i Canlid) e b i b el Ji (3 sk 8 Sl Aalall JLas)
il all sda 3 i Al YAl gl N (e ol 8 Slan) jeday ol clda ) ddlaYl
4yl

22 aaiid (1 o L) 5l ey e DU e shaal) Jlanio 5 gans ot Sl Caalll o i

o Lo Ja o g sl all o2a Cilaa ) e ladl)

Shilal) laia

Y Y

Al ol ) (& ol Gl ooliEal DA Lgaas &3 3l Sl gleall

L 930 e elgm¥) amy Caliios g Aldte 01 38 & Aadiione () 53 Y (pon A gual) i i) Ladiaf
ismesSU Slen aaian saus LaS Alia (5580 D) 3A 8 Liay) Jadais Ayl 84S 5L J 5 il e
s Al 3 g g AldEe 0038 8 Leds ey <l i) ) &SV Al Sl a3 IS axdisl
Gl 5 aadinal 5 sneSl Arasall clilad) Al jall A8 Uil J s <l il A8 saall dda iy
syl Al ULl aladind aae die Jie Ol & Sa 5 I jie 8 Jead) (S Jadain 43 guaidll
Leitban 5 la slaall Cpal e A g anall () oK el

A SV Al ) Ltan 3 aa ie (g g yall 2300 Asanall 4 saall da 30 Gl L

225



il gl s aa el (g allabos 5 A guall B mail) el ) LelS At gl A 8 sl LS
LA Jlain) e aall 5 il sheall 2 pas (lana e Loa ja By puall 5 jleiad o i 5il) & gaal
AW § |
e o I Aall) (Ml Jely Juai¥) oa o dd Hall e il slaall (e 3l e J geaall
Sl gl 8, e ¢ malee 1505, sSally JLadl) Liay) b€y (902) 412-6544 Al i) o8
(902) 494-2988
By claglea 12
38l all 8 Gl e IO saa Gl glae 355 o (Juia¥) am ) o a2 ) Sedll (1
Ain 8 ey At (@lld Eigan Jla 8 Au) ol o alad) b elie 5 o clial) ol dlina e i
N Al A jliadl ) peiaV 5 i€ 1) Lo el
i gia 13
ALY e sl e BlaY) ge gliaY) 5l da) il da) Al i gy U of < 5 gl 8 el
Ot € Jla A iy ol 8 clansV) el ISl ane 5 8 5 Alalle ) el < g el ) < e 13
(o8 i) g Cans ey )5 Aa] L o3 ) ) dadin A 1) &l €30 @lia sa 5 claniVL
@i jase ) da) ja @l dla 8 V) Al ol dleaiall Jdlail) 8 L 5] g el all o
oty L Ay g 3 e Al o) jal o A8 gall 3 jlaind o a5 aay Ll o2 7))k
e gl e Aasy a5 3 e WS @l b e ) )1 S jLiall aa peilinl) ddBlie i ol )al) dles
REICIE WU PRLTRVREPR TP LSRR
Usliiall o i glaall 14

) pal) o3 (b i€ jldia il g (e il (gf Joa lhglia (o il (B G 5 g Ay s (gl g5 S 1)
Bl Ao oo algda drala (A A pdad) & gand) BYIAT B 1) iia () ¢ g s (A Baally Jualy) eliSay
Asagill g Baelual) o J saall (902) 494-1462 (AL

cilbies clagY) Jn g Ausd yall 038 6 AS jLiall (e Syl 55) (i S 15 Lo M sl i
A8 pall 5 jlaina] e w5 e

226



488) gal) 3 jlain o adgil) dadia 15
: Sl ) siadl Jas 3l Al jall 03gy Aalaiall g A8 gall 5 jlaind 53 ) sl il sleall A81S Canal ) 28]

Lty Gaslida 4paly (8 (s ) ghal) ol (B 4y jaall 4 jal) 31 sal) o jlas

;.‘MJ:\LA.\LS_“\;)LG:\S\ PRETAN] Al e Ay caai di g Al Hall s2a 3\..»51_;43\..4)5‘5.4\.4\ Caagif a8
Z1oa) e A3l el 5yl o2 b AS jLiall slawind e il 2y oda 4381 el 5 jlaind e a5 )
Al o Ral il Apansil in g pall g il il 6 llig iasa waad a0 ille G 33 5ake il

oLl 5 ol A Lgie eV A ja bl il &yl il

/ /
fagdl  edll dud) (g s2hae) Y] AS il w53
/ /
fasll gl dud) (g s2has) pusY! Gl g 5
ALY Jad o 3B
/ /
fagll Ledl A (g sihae) ansY) A8 i) pd i

Al ) olgy Alatial) ) ) gudidal) ABIS oo A g Ailgdl) milill) Co Saga Ao Jgaand) 3l
Juaiy) cila glaa

Gatd ) g8 pda sl ;laadLex
o3 A83) gall B jlaieal (o A2d e ddid o Juaalu
[Sislas oS5 o [ 54

227



J@alall
de ganall ALlGa ¢ o) J g8 B jlalind

DALHOUSIE
UNIVERSITY

Inspiring Minds

de ganal) Al o ja) J g8 5 jlatiadl
LY uSladla dpaly 8 (s ) shall aludl 8 ey yiaall il pall oLl Gl Al all o)) gie

s ) Aalal)

Lﬁ_}jLGJJ Gl (U padl) A0S (D) Jal

«am496038@dal.ca B3LOB ¢ el S 1 i ¢ uSlila ¢ 3o 3 3330-616 20l 5l
(902) 412-6544 # i

148 pdial)

(5 3 sleda daalan ¢y palll A4S (g a2 1305 ) S

«Lisa.Goldberg@dal.ca <B3H4R2 L Sus 53 ¢ uSladla 15000 .o ¢ (s s 52 33l 5869
(902) 494-2988 ila

dasial) 1
(6 skedn Arala 8 Lle bl o Al cCaDEl Jal gy ot Aing Al ja 84S jLiall 5 ge e il
Lo sk A Hall o2a (& GBS jliia () iy yall) gl ) 8 s Gl jisalall da gkl (e ¢ 3aS
ol e (B nand Al gl dmall e Nl 3a5a o 10 i o (30 iy s (8 Lee HlandV) Sy
JEC ST POV FEP P U WX R JE PR RFOU U JUGRIE W P O WA HON
AN o 3l 3 e 38 oLyl alacts o8 Ll W) cdal Hall 38 Gl HLia (e i Y (Sl (e
A Jal ae Al yall 038 J s L sl 8 cae 55 ) ALY s A8l s
A Al cpa dla) 2
A Al yirall Sl jall sl Glad e Sl slaall (e 2 3all aas ga Al jall 238 (e a1 )
eelilaliial Joadi of i jladl (Sa HRM Ael8y) (Sl dals & (550 shall sl 591 Gl
Apmaall Gle 5l 535 e e Bl 5 dlgigal 5 ) claatll

Al Al asanai 3
A1) 3l 35 5 Ae sanall aal 5 Allaa 8 @ L

228


mailto:am496038@dal.ca
mailto:Lisa.Goldberg@dal.ca

A Al o A AS L) audiions (e 4

LealS A yall iy din 50 5 19 ) o Lo a oo 5l oo siaa A e 310 (5 (S
Oo sl oyl 3 38 il (A gall 5 jlaind o a ill Al g Alial) AdaYL aiam s il gl Bias ¢ Y
O Al all s3a 8 A< Uil Jals o) einalall iind) A3 50 J5Y GSlalla dae A (5 ) shall oLl
S Y g ) Al Akl Joal) ye AT ol 8 e ge i ol gl e (Al dad Gaaai ) 3yl
Al pall 238 84S HLiall Ala e

Al yal ) ) (A gians (a5
1 3al 58Sl () oS 5 453l 5 Canall 138 oyl e Al g sl 5 puss N aldl o DN Sl )
G o Ll o jli s Ayl ol e 48 i) og 5 slela Amala 8 (g el A0S 8 535LY) of yual e
(el )5S0l 5 o sleda Analan (3 B30T o8 5 e oS i Lyl 5 Al e S Caally diaall il
o OsS Jlis AS il e il g Jla A 4 gl A el ASLaal) 8 aleal) drala 8 53LEY ((laea
Ll e 1) Al 3 ga g due Laa Alla
Aled ia b La L6

60 o saini Ao sanall Allia i S LS G @lie Callags Al all 238 8 GBS jLie Jla b
LYY saat s HRM (8 (5l shal ol aa§ 1501 i ) 5 YA oy jat (il Cua A2 90
S liall GalasVI (OS] 4 o Ak de senall Allae jU) 8 Lo AS Uil S Al il glaall A1S ]
Ao ganall Allie 44y pull AL 0 A ae dpelaad) ALlaall A Lea jha 5 il gl ()5S Ly agd) (Saall (4
Asaae b

Pl LS BaY G5 8 4 i LS ¢ g Jay pd e Ao sanall Al () ganian o s
Adfind) A jall oda s die el g s () 90 lililia (e 33 sale Ll £) )0

Adgiaal) haldall 7

e g s g mds O CSaall (g 4l W) Al pall o2 A AS Lially ddasi je paus lalia g an 53 Y
s sl oo Aal) e g liieY) eliSey dubuall dpad i) Jiludl (axy o Flai)l die zle Y
SV aamy & ey

Alaiaal) ail i) 8
g padl 31 5all Ly e ) o) agd ool Ll W) celile 5 il 3aild ol Al ol o2a ol )
Colad G dsall e Sl (535 30 obii) il YA (a8 HRM (o () shall ol aal Ll ) vie 4 jiaal)
AN 5 AN el o) 5 Alale A Ale 5 58 e anaeluiu dgilala s 4 yirall 4y jall 51l
Ll () 585 il A jall o3 L) paliin ) alisl) wni G faall (g s 36U e Jle (5 sy aiaii
el 4 il sale) e gAY ciladaiall 5 el )l aibia Jead 38 Lgasen Aidiise 5 a0 il
Ol (S S Jaaall dle )1 Jlae 3 48 <) lie V) 5 lauboad) Ble ) ja ey Loy s yuad 5 4la))

229



alil) s (e Slzad Lpaglail e liall Gaund g e Jaail s jlaal Ao 3l aladlll a8 aalus
slaill ama e Lo el i) cily yall slutll Ale s Cpinall dpaall dle 5l 505 3al Jaal siall
il el eluill lad) Ao 53 (a8 atlsy O (S Lo Lo S Lo 53 & gl b Jiaall <y el
oy il
gl gl il \ Jad) 9
e Ja sl a8l ]
da guadll g 4y puad) 110
Lo padll
Jsmall Gadlll e llabes daantll (5 saime 93 (] aais gentivn (Al Cila glaall ppen
L it 5 pe JS 35 jlatusall elansl] Jamindis 5 eiliy s olid) 45 guall i ansill () sanaae (1535 G0
e shaa g land Jain e i 5l Gl G jaus s Al ) b s 5oy oliy ot dlipa e Loaay
e LS e pae 5 a1 Canlill J e 8 Jeal) (i 8 (gl Jiha (5 500 b oy ualald) JLan!
Al all sda 3 i Al YD g jlE (e ol B clan) ek ol aa ) ASLaYL o AV
Ayl
23 a2ATd Gl Caund Al all e A U1 e slaall Jlaniasl 5 gamy assi Hl) Canlill o i
b Lo Ja o g sl all o2a Cilaa ) e ladl)
Sl
SsY) elial
RYREE
Sl
Shilall Sl
Y Y
Ll ol ) A cuoad ) de ganall AllEe DA Lgaas a3 G Cile slaall
ALy (pe o LgiY) 2ay ol 5 Al 231 3 8 Laddiins (5550 Y (aa (S secal) oy ) Jadns
Jisme Sl lea i sans LS Al (g a0 A3 38 A Lyl Jadaias Al all 3 38 Ll e el
day 0l 5 pe Aaly 3 g jans s AldEe 01 A 3 LgAid dmy ) L] 1) ASLGaYL Al ) o3 (DA il
45 suiall UL 5 aodiusal) 55 gaeSl) Aanal) il Hasl jally 48 5Ll J g )yl | 5 guall
b At )1 A3l bl aladiind aae die Jite Gl 0 sSan 5 (e (8 Jand) (iSa 8 Laiaias
Leiles 5 e slaal) pal o Al g pusall 5 D)
Gl ) b &5 A SISV ARl ) dden 53 s e (s ¢ gaaall oy 5y (Blay e (A

230



e Tam Bl sl o a5l 45 guall Cmnl el s am i) (pe bl g 45 gual) sl
LA Jlaial e 2l Sl laall 4y o Glaa
s 11
Sle e ) Bal) el Jabs Juat¥) oa i Hall e e slaal) (e 3 3al) e J geasl
Sl el i e & jualge )35 siall Juaty) Layl @li€ay (902) 412-6544 AUl cailgll o8
(902) 494-2988
B Cilagha 12
38l all 8 Gl e IO saa Gl glae 355 o (Juia¥) am ) o a2 ) Sedll (1
Ain 8 e D) At @lld Eigan Jla (8 Au) ol oda alad) b clie ) o clial ) o cclina e i
N Al A jliadl ) peiaV 5 i€ 1) Lo el
i gia 13
SR 5 AR ¢l el g el e 135 A e ol e DY) e plieY) ol dal jiul 38 el
A )l Al &3 lie sa i elandVl Gt 5 i€ Jla 8 2y (51 B eV S L aae
Jallall d Ll ) g e pall bl b ol ga om0 A Lgran o5 1 L) Ladiah
3 jlainl o clad 5 ey Gllall 038 21 b el jase ) dal ja @l Jla 8 Y) Al dlaid)
S el pa el ABlie i sl Al 5 Lo Al Sy 35 o ALl ¢ jal e 4880 al)
Ay e L) W i a dlia il Alie ol e i a5 3 At LS @l 8 il

fUslial) of i gliall 14

) pal) o3 (B IS Jldia il g (e il (sf S dhglia 0ol (B Gl S gl Ay s (gl 55 S 1)
B e g islgda drala (B Ay ) & gad) SLEMAT B 1) iia (i) ¢ JU g sS (S Basaadly Jualy) dlisay
Ao gill g Baslual) o J saall (902) 494-1462 AL

ilbies clagY) Ja g Al yall 038 6 A jLall (e Syl 55) el S 13 Lo M a6 i
A8 pall 5 jlains] o w51 e

231



488) gal) 3 jlain o adgil) dadia 15

A ol gl Gt ) Ayl 02 Aibeiall g 281 gall 3 laiasl b 5351 51 il sheall A4S Canal il

AaalBY) uslitla dpaly B (o ) ghal) aludkl (B 4y siieal) 4y jad) BT sal) s
i L Lgtia ph Al ALY A8S e Gla ) s a8 g Al ol o3a A8l dua b alel cangl 3
Jonasil) e 480 gall o Al jall oda 84S HLaall dlawind o il by 038 480 gall 3 jlaiad e o253 ()
il 8 g e st (90 Ao sanall Allie (e 335k L) )50 e 488 ) 5 o seall

oLl 5 ol A Lgie eV A ja bl il oyl il 5, Al jall o3 Aalall d el (2 g 5all

/ /
/ /
*asll el L) (8 sshaa) oY) ORRP

A ) 0l Allaial) ) gdiial) A8S (e ddiid g Auilgll) @ililll e Jaga Ao Jgand) 39l
Juaty) cila glaa

Gadd ) g8 e sla ol s laadlex
o3 A83) gall B jlaieal (o A2d e ddid o Juaalu
Sislady oSy o LS5

232



g Galdl

4 ) 4818 3 jlati

DALHOUSIE
UNIVERSITY

Inspiring Minas

G ) ABIE B _latia)
S dipaa b g ) shall abuadl B 4y jiaall Ay sad) 31 el qujlad sdaal jal) o g3
o8 35 Amala ¢z pal) A0S (CiMAN Jaf 2eni ) Aalyl
g 38Ha Rl () S s 130 8550 i) A

\ 4 gl Ol () sanian Gl (g sk au¥)) ul
e slrall Ay Ao Lalaal) ey gl g2 Jaall HUa) 8 6380 5l code Lall HLiiall Al jall (aa s
Lgian i (o2 Uit ) e sleal) 488 4y o aliadly agadl 5 ¢ 3lE) de gana s CBUlEll i3 ) 4

saile duadl el ol e Cuaadl YU Ll sgatly | AT (et (ol e L3S jliia pae 5 L i\
e 431 A 8 Al ally Aalal) bl A el8y) o apal S dl jall 1S ls cpdll alasd

Adleall 5 e 4alSy 3530 JismesS Jlea e ol Al

/ /
asdl el audl 4 saall Catl) il gine Gl ) aan e w58
/
a sl el ) (& sehae) LAl LAl x5

233



