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Population health improvement is a priority for British 
Columbia’s health care system, and integrated and sys-
tematic provision of clinical prevention services is identi-

fied as a key strategy to achieve this goal.1–3 In 2009, the prov-
ince’s Clinical Prevention Policy Review Committee released a 
Lifetime Prevention Schedule, which identified priority clinical 
prevention activities based on clinical effectiveness, impact on 
population health, clinically preventable burden and cost-effec-
tiveness.3 The following 10 activities were identified as priori-
ties for adults: smoking cessation; alcohol screening and brief 
counselling; hypertension and cholesterol screening and treat-
ment; colorectal, breast and cervical cancer screening; and 
influenza, pneumococcal and tetanus vaccinations. For several 
of these services, uptake rates in British Columbia lag behind 
international gold standards,3 and evidence from Canada and 
the United States suggests even lower uptake among ethnic 
minority groups, including people from South Asia.4–6 The 

South Asian population is also at higher risk than the white 
population for both diabetes and cardiovascular disease.7,8

Despite increasing research on clinical prevention for peo-
ple from South Asia,9–16 there are significant gaps in under-
standing barriers to service uptake in this population. Preven-
tion programs tailored specifically to the needs of South Asian 
people in Canada have been unsuccessful in engaging the 
population in a sustainable way.5,10,13 Moreover, most studies 
have focused on 1 or 2 clinical prevention activities rather than 
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Background: British Columbia falls short in uptake of recommended clinical prevention services, with even lower rates among immi-
grant populations. This study explored facilitators of and barriers to uptake of clinical prevention services among people from South 
Asia, who represent 31% of the population in Surrey, British Columbia.

Methods: We used a qualitative descriptive approach and employed vignettes in a focus group setting to elicit perspectives of South 
Asian people on accessing clinical prevention services. Participants aged 40 years or more were recruited between October 2014 
and February 2015 from health care and community settings such as older-adult housing, day programs and health education 
events. Letters of introduction to the study were provided in English or Punjabi or both to all potential participants. We conducted 
qualitative content analysis of the results.

Results: Sixty-two South Asian adults (36 women and 26 men) aged 40–87 years participated in 1 of 8 focus groups in health care 
or community settings. Facilitators of and barriers to accessing clinical prevention services were noted at the patient, primary care 
provider and health care system levels. Facilitators at the patient level included taking ownership over one’s health, health literacy 
and respecting the provider’s advice; barriers included fear of the diagnosis, death and/or procedures, perceived low risk of disease 
or utility of the intervention, and side effects of procedures. Provider factors centred on a trust-based patient–provider relationship, 
strong communication and adequate time during visits. Health care system factors included such facilitators as processes to routinely 
offer prevention services as part of other health care or social services, systems that encourage prevention-oriented family practice 
and services at low or no cost to the patient.

Interpretation: Our findings validate previously identified facilitators of and barriers to accessing preventive care for immigrant popu-
lations. However, the results suggest that system-level factors influencing the duration of primary care visits may have a more salient 
impact on uptake of clinical prevention services in this population.
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the full range of priority manoeuvres for adults.6,10,11,16 We 
sought to develop a more in-depth understanding of the facil-
itators of and barriers to uptake of clinical prevention services 
for the South Asian population.

Methods

Design
We engaged a Fraser Health librarian to validate and ensure 
the comprehensiveness of our literature review before we 
developed the protocol for the study (available on request). 
We selected a qualitative design17 for the study to gain an in-
depth understanding that could inform future work. We 
involved health care system (e.g., Fraser Health’s Diversity 
Services) and community (e.g., various nonprofit organiza-
tions that serve South Asian immigrant populations) partners 
at several stages of project design and implementation. The 
partners contributed to the design of data collection tools by 
reviewing the study protocol and all tools, assisting with 
recruitment and communication strategies, and facilitating 
logistics to integrate study sessions into their programming. 
This led to a more feasible and culturally appropriate design.

Data were collected through semistructured focus groups. 
We organized participants into groups based on sex, as rec-
ommended by our community partners. We originally 
designed the study to host separate focus groups for older 
(≥ 65 yr) and younger (40–64 yr) participants in order to focus 
on topics that were recommended for the group based on age 
and sex. However, many focus groups were integrated into 
ongoing community programs where it would have been 
inappropriate to deny participation by those outside of the 
designated age range, so we decided to group the participants 
by sex only.

We obtained background data from most participants on 
their enrolment into the study, using a brief demographic 
questionnaire adapted from the Canadian Community Health 
Survey.18 Background questions elicited information on age, 
sex, language(s) spoken, length of time in Canada, native 
country/region, religious beliefs, education level and level of 
identification with South Asian culture (using an adaptation of 
the South Asian Identity Scale9) (Appendix 1, available at 
www.cmajopen.ca/content/4/3/E390/suppl/DC1).

Participant recruitment
Our recruitment target was 110 South Asian (defined as people 
whose ethnic roots originate from the Indian subcontinent 
[India, Pakistan, Sri Lanka, Nepal, Bangladesh, Maldives and 
Bhutan]) participants based on a matrix developed to ensure 
that each age and sex group discussed all topics that were rele-
vant for them. We limited study participation to people aged 
40 years or more because half of the interventions discussed 
apply only to this age group. We used purposive sampling to 
include the perspectives of both younger and older women and 
men. We used multiple recruitment sites and mechanisms to 
reach a broad spectrum of the population between October 
2014 and February 2015. We drew the study sample from 
patients and visitors to the Jim Pattison Outpatient Care and 

Surgery Centre, in Surrey, British Columbia, and community 
settings. At the Jim Pattison Outpatient Care and Surgery Cen-
tre, we used multilingual volunteers to recruit face to face in 
waiting areas and a database of recently seen patients who had 
consented to be contacted for research opportunities. In the 
community, we recruited people who approached our booth at 
health care events and introduced the study to groups at pro-
grams and housing for older adults. We also worked with our 
community partners to spread the word, had volunteers in pri-
mary care waiting areas and placed posters in recreational set-
tings. Volunteers conducting recruitment attended a training 
session and received a manual detailing the process and word-
ing to be used. Letters of introduction to the study were pro-
vided in English or Punjabi or both to all potential participants. 
Recruitment at group events was supervised by R.D.

Data collection
We conducted focus groups in person in community settings 
and at the Jim Pattison Outpatient Care and Surgery Centre 
between December 2014 and March 2015 using the focus 
group moderator’s guide (Appendix 1). Groups were led by a 
sex-matched community-based bilingual (Punjabi and Eng-
lish) facilitator. Both facilitators had substantial experience in 
conducting focus groups in community settings. Volunteers 
cofacilitated the groups and took field notes. R.D., who has 
training in group facilitation, has conducted patient interviews 
and has cofacilitated group therapy for health research, was an 
observer for all focus groups. Focus group facilitators partici-
pated in an orientation session, and a focus group was role-
played with R.D. so that the facilitators had a chance to prac-
tise and identify any areas where they had questions.

We held the focus groups in Punjabi and provided simulta-
neous whisper translation of the questions and discussion into 
English for those who did not speak Punjabi. The team also 
had the capacity to offer interpretation into other South Asian 
languages, but this service was not needed. We recorded both 
the English and the Punjabi dialogue. The English-language 
recordings were transcribed for data analysis, and a bilingual 
member of the research team (S.M.) compared the transcripts 
to the Punjabi recordings and added notes to the transcripts 
regarding any dialogue that was missed or misinterpreted. 
Most of these notes were errors of omission and did not sub-
stantially change the meaning of the dialogue but, rather, 
enriched it.

We used fictitious vignettes19 to encourage in-depth dis-
cussion without the participants’ having to share personally 
sensitive information. In each vignette, the character learns 
about a clinical prevention activity that he or she is eligible 
and insured for under British Columbia’s universal health 
plan but does not follow through with the activity. Focus 
group participants were asked what the character might be 
thinking or feeling about the prevention activity, what might 
prevent him or her from accessing the service, where they 
might seek information about the topic and how services 
could change to improve accessibility.

Each focus group was assigned 3 of the 10 priority clini-
cal prevention topics. Groups ran for a total of 90 minutes, 
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with about 20 minutes allocated for each topic; the remain-
ing time was devoted to introductions, a quick ice-breaker and 
breaks. 

Analysis
Initial analysis focused on identifying facilitators of and barri-
ers to accessing clinical prevention services from the patient’s 
perspective. We conducted a qualitative content analysis and 
used the study objectives and research questions to develop 
the initial codebook. The initial coding structure was also 
informed by the literature on barriers to and facilitators of 
screening among newcomer populations16 and in the overall 
population of British Columbia.3

Two coders (S.M. and R.D.) worked independently using 
NVivo version 10 software to attach labels to parts of the text 
relating to the themes identified. They created additional 
codes and subcodes throughout this process and kept a 
shared log of new codes and their descriptions. The coders 
met after coding the first focus group transcript to review 
their understanding of each code and explore any discrepan-
cies in how they had been applied. The results of the initial 
analysis were shared with the research team, and the ensuing 
discussion helped to guide subsequent coding. Coding con-
tinued with a second level of analysis to map relations between 
the codes and identify any emerging themes until data satura-
tion was achieved.

It was not feasible to return the transcripts of the focus 
groups to participants because many of them were not literate 
in either English or Punjabi. However, the preliminary find-
ings were discussed with a group of study participants and 
other community members at a debriefing session.

The Fraser Health Research Ethics Board approved the 
study, including all revisions to the protocol.

Results

A total of 81 participants were recruited for the study, of whom 
76 completed a demographic interview and 62 attended 1 of the 
8 focus groups (5 for women and 3 for men). The 62 partici-
pants represented 56% of our recruitment target of 110 partici-
pants. However, given that the age groups were collapsed, each 
relevant topic was discussed in all focus groups at least once. 
There were 6 to 10 participants per focus group. No repeat 
interviews or focus groups were conducted. There were no 
study dropouts, but some people could not be scheduled to par-
ticipate in a focus group owing to logistical considerations. 
Four of the 5 participants without demographic interviews were 
from 1 of the male groups, for which the site leader requested 
that the focus group be done in advance of the interviews for 
logistical reasons; the fifth participant was a friend of a regis-
tered participant who provided consent at the focus group ses-
sion. Attempts to follow up with these 5 participants by tele-
phone were unsuccessful. The participants’ demographic 
characteristics are summarized in Table 1. In comparison to 
population-based estimates for the South Asian population in 
Surrey,20 our sample had a higher proportion of people who 
spoke unofficial languages at home, including Punjabi (90% v. 

81%), Hindi (41% v. 22%) and Urdu (16% v. 5%). This was 
also true for comparisons with those born outside of Canada 
(100% v. 56%); we calculated this value using the ratio of Sur-
rey immigrants reporting South Asian countries of origin (only 
India, Pakistan and Sri Lanka were available) to the number of 
people reporting South Asian ancestry.

Facilitators of and barriers to accessing clinical 
prevention services
The main findings of the study are summarized in Box 1. Facili-
tators of and barriers to accessing clinical prevention services 
appeared in 3 contexts: at the patient level, based on personal 
characteristics or experiences; at the provider level, based on fac-
tors related to the patient–provider interaction; and at the health 
care system level, based on how services are structured or deliv-
ered. Some facilitators and barriers involved more than 1 con-
text and were coded as such. The key themes identified are 
given in Table 2. Table 3 provides illustrative quotes for selected 
themes. The final coding tree is given in Appendix 2 (available at 
www.cmajopen.ca/content/4/3/E390/suppl/DC1).

Patient factors
Participants stressed the importance of taking responsibility 
for one’s own health by asking for services, advocating for 
health needs and keeping notes or records. Participants also 
identified knowledge as a key facilitator, including informa-
tion about disease risks and the risks and benefits of preven-
tion services. They recommended outreach education and 
collaboration with the South Asian media to increase aware-
ness. Finally, participants mentioned culturally based respect 
for the advice of the health care provider as a facilitator of 
accessing services.

Participants identified fear as the primary barrier to uptake 
of services at the patient level. This included fear of diagnosis, 
death and procedures along with fear of the provider’s recom-
mendations and subsequent impacts on life (e.g., needing to 
take time off work or change dietary habits). Moreover, some 
participants believed that the stress of learning about a diag-
nosis could actually exacerbate symptoms and make one’s 
health worse. A second barrier was perceived low risk of dis-
ease or utility of the intervention (e.g., not experiencing 
symptoms, living a healthy lifestyle, not seeing the need for 
the service). Side effects of clinical prevention activities, real 
or perceived, emerged as a third barrier.

Provider factors
At the primary care provider level, participants mentioned the 
following facilitators: active listening, whereby the participant 
feels the doctor is listening to him or her and acknowledging 
concerns; a trusting relationship, with strong provider–patient 
rapport; and an unhurried pace, with time for the patient to 
voice concerns and ask questions, and for the provider to 
explain procedures or changes.

Barriers at this level included not sharing information (e.g., 
not providing advice on relevant prevention activities, provid-
ing medication without counselling), broken trust as a result 
of inaction or a missed diagnosis, and rushing/not listening.
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Health care system factors
The most frequently mentioned facilitators at the health 
care system level included processes whereby reminders or 
requirements for prevention services are integrated into 
other services and systems (e.g., reminders for mammogra-
phy, medical examination requirements for a job); avail-
ability of services, including mobile mammography, the 
nurse telephone hotline and influenza vaccination at phar-
macies; and clinical prevention services at low or no cost 
to the patient.

Barriers at this level were policies that limit physicians’ 
time with patients or limit the number of issues discussed per 

visit or both, conflicting or changing guidelines about a pro-
cedure and a lack of reminders for prevention services.

Most important barrier
The most strongly voiced barrier was the lack of effective 
communication and trust with primary care providers owing 
to curtailed consultations. The relative importance of this 
finding was confirmed at the community debriefing session, 
where participants endorsed community outreach education 
but reiterated their pressing concern about limited opportu-
nities for discussion with primary care providers and short 
visit duration.

Table 1: Demographic characteristics of the focus group participants

Characteristic
No. (%) of 

participants Range Median Mean

Sex, n = 62

    Female 36 (58)

    Male 26 (42)

Age, yr, n = 58 40–87 68 66

Language(s) spoken,* n = 58

    Punjabi 52 (90)

    English 32 (55)

    Hindi 24 (41)

    Urdu 9 (16)

    Other 3 (5)

Country of birth, n = 58

    India 49 (84)

    Pakistan 6 (10)

    Other 3 (5)

Years in Canada, n = 58 1–6 18† 19

Religious affiliation, n = 57

    Sikhism 43 (75)

    Other 8 (14)

    None 6 (10)

Highest level of education, n = 57

    No formal education 8 (14)

    Elementary school 22 (39)

    High school/other diploma 9 (16)

    University degree or higher 18 (32)

Annual household income, $, n = 26

    < 40 000 21 (81)

    ≥ 40 000 5 (19)

No. of items endorsed on South 
Asian Identity Scale,‡ n = 58

7–10 9 9

*Some participants spoke more than 1 language; all spoke either English or Punjabi.
†The median varied substantially from focus group to focus group (from 5 years in groups 1 and 9 [female] to 21 
years in group 4 [male]).
‡Out of 10.
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Interpretation

The literature on access to primary care services, including 
prevention services, by South Asian people in North America 
highlights the impact of culturally related9 and pragmatic10 
barriers to uptake such as transportation and hours of service. 
It also describes the central role of culture and health literacy 
in preventive service uptake and chronic disease management 
for people from South Asia21–23 and other immigrant and 

older populations.24–26 All of these themes also emerged in 
our study.

However, although culturally specific and patient level barri-
ers were present in our study, their relative importance was less 
than that described in the literature. The most salient barriers to 
accessing clinical prevention services were related to short dura-
tion of consultations and poor-quality patient–provider interac-
tions. Moreover, this persisted when the participant’s language 
and cultural background matched that of his or her care pro-

Box 1: Summary of main findings

Primary care transformation is an equity issue: The current 
model of primary care that favours short visits and 1 issue per visit 
disadvantages some populations more than others

Providing culturally appropriate services is necessary but 
not sufficient to support better health outcomes for the South 
Asian population: Study participants recommended culturally 
specific changes to service design and health education but 
stressed the characteristics of interactions with providers as the 
primary barriers to uptake of clinical prevention services

Addressing clinical prevention requires interventions in 
multiple contexts: Participants recommended increased 
community outreach and education, policies to improve provider 
interactions and health care system changes to fully address 
their concerns

Table 2: Summary of key themes identified in the focus groups regarding facilitators of 
and barriers to accessing clinical prevention services*

Level Facilitator Barrier

Patient Taking responsibility for health 
(8, 47)

–

Knowledge (8, 83) –

Respect for advice of health 
care professional (6, 31)

–

– Fear (8, 116)

– Perceived low utility/risk (6, 38)

– Side effects (5, 31)

Primary care provider Active listening/unhurried 
pace (1, 2)

Rushing/not listening (7, 73)

Trusting relationship (1, 1) Broken trust (5, 41)

– Not sharing information (6, 48)

Health care system Embedded processes (4, 23) No reminders (4, 11)

Availability of services (5, 30) –

Low/no cost (3, 9) –

– Limited time/1 issue per visit (7, 
59)

– Conflicting or changing 
guidelines (6, 12)

*The first number in parentheses is the number of focus groups in which the theme was identified, and the second 
number is the number of coding references.
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vider. In British Columbia, primary care physicians are remu-
nerated predominantly under a fee-for-service model, which has 
been associated with short appointment times and office policies 

limiting the number of issues addressed per visit.27 Although this 
can be characterized as a well-known universal barrier28–32 and 
applies to the entire population, there is potential for a greater 

Table 3: Illustrative quotes

Facilitator Barrier

Taking responsibility for health
“But if you know that this is the test you need, then you can go 
and pressure the doctor. ‘This is the test I need. This is my 
right’ .” (Woman, group 2)

Fear
“So many of my friends won’t get tests done because they think they’ll be 
taken to the hospital. Some people live so many years without knowing 
about their illness and they are fine. As soon as they find out about it 
they begin to panic.” (Woman, group 2)
“Some people think that if we go for the test … we may get cancer.” 
(Woman, group 7)
“He comes from Asia. … We eat a lot of clarified butter, sweets; that’s all 
fat. If he has knowledge — these are the benefits, these are the risks of 
taking, then he thinks he’ll have to stop it, and then I don’t know, he’s 
scared that doctor would say — like, if it’s there — then my sweets and 
everything will be stopped.” (Man, group 8)

Knowledge
“Unless he doesn’t know about his benefits or non-benefits, he 
won’t accept it. Our people who come from India are new 
immigrants, they never used to bother. They would think ‘I’m 
fine, I don’t need this’ .” (Man, group 8)
“And examples. When somebody does it he was fine, and 
somebody didn’t do it, what are the losses he had. If you give 
an example then it’s more beneficial.” (Man, group 8)

Low utility/risk
“Like, maybe I don’t need one [the pneumococcal vaccine]. In India 
nobody is bothered about pneumonia. Older people, they don’t give 
much importance to this.” (Man, group 8)
“There are so many injections like flu and for other things and so if you 
are healthy, then you don’t care. ‘I don’t need those injections.’ And 
sometimes there is information like those companies who make the 
medicine, they are ruining the economy.” (Man, group 5)

Trusting relationship
“If the doctor establishes a good relationship with the patient 
and encourages him, then it’s better for the patient.” (Man, 
group 4)

Broken trust
“If you will tell the doctor to check, only then they will check, otherwise 
they don’t. The family doctor should check in routine the blood pressure, 
blood sugar. But they don’t actually check the patient. They just prescribe 
the medicine, and they just ask verbally and write down the medicine 
and send the patient home.” (Woman, group 7)

Unhurried pace
“But now my doctor, he is really good. I’ve had the same doctor 
for the last seven, eight years and he’s really good. He’s a 
good doctor. I’m happy with the doctor now. So if I have any 
other problems, they should listen to each and every problem. 
Whatever problem you have, the doctor should listen to you.” 
(Woman, group 2)

Rushing/not listening
“The doctor always will not talk to me, and then she will just write down 
the medicine for me. They don’t have time to discuss with the patient. I 
show the list of my questions to the doctor and the doctor just gives me 
the medicine … she didn’t have time to discuss or ask about that.” 
(Woman, group 6)
“In India when we go to the doctor, they attend them properly. They listen 
to the patient in detail, but here they don’t. They just write down the 
medicine. Send the patients home. Whenever I went to the clinic, doctor 
has never checked my diabetes sugar level. I just test myself. They don’t. 
The family doctor does not do that. He should do, it’s his duty, but he 
does not listen. So what is the use of the family doctor?” (Woman, group 
7)

Integrated processes
“Every driver will go do the medical test … he will have to go to 
this one [to maintain his class 4 driver’s license].” (Man, group 
4)

Lack of reminders
“You are advising us that after 50, we should go for the colon screening 
test. Why the doctors are not referring our cases to the specialist for all 
these tests? It’s the doctor’s duty. If you say that after 50 years of age 
every lady should go for colon test, so why the doctors are not … 
referring their cases?” (Woman, group 7)

Availability of services
“At the Indo-Canadian senior centre, the nurse used to come 
and then they came to know about blood pressure. They 
should be in that kind of facility and when seniors can go and 
check their blood pressure, they can get all the information.” 
(Woman, group 6)

Short visit duration
“But the doctor should also take care of the patients. There should be 
more clinics, and they should listen to the patients. The doctor should 
give sufficient time to each and every patient. The family doctor does not 
have this much of time to attend sufficient time.” (Woman, group 7)
“If I’m talking about stomach illnesses, flu, then he said, ‘No, you come 
tomorrow. Come tomorrow, the day after too.’ They don’t want to listen to 
the other things, and they’ll write down afterwards they just talked about 
one thing. One to 2 more topics, nothing more than. … [Over the course 
of multiple visits] my interest to get some knowledge will go away.” (Man, 
group 8)
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negative effect on populations who may already have difficulty 
accessing care (e.g., immigrants, older people), and our partici-
pants clearly identified this barrier as a priority for intervention. 
Moreover, the role of physicians in the South Asian population 
is culturally significant, and the population places high value on 
the “physician directive” (confirmed by A.G.). This means that 
when there is limited time during visits for prevention activities, 
it may have a greater impact for South Asian people, as they 
expect leadership from their physician.

Limitations
Our study had low representation from adults aged 40–65. 
Our recruitment strategy focused on health care and commu-
nity settings such as older-adult housing, day programs and 
health education events, all of which favour an older popula-
tion. In addition, the timing of the focus groups coincided 
with patterns of seasonal travel to India, which led to attrition 
of potential participants and may have biased the sample. As 
such, this study does not fully reflect all South Asian popula-
tions in Surrey. Moreover, the small sample may have pre-
cluded gaining the full range of community perspectives, and 
the change in study design prevented intended comparisons 
between age groups.

In addition, Surrey has a relatively high concentration of 
South Asian health care providers. Questions in the demo-
graphic interview about whether participants were attached to 
a primary care provider and the language of that provider 
would have helped to better understand the study sample and 
perhaps explain why factors like provider language and culture 
were not often raised in this study. Surrey physicians are also 
remunerated predominantly via a fee-for-service model, which 
may limit the applicability of our results to other health care 
system contexts.

This study also excluded the provider perspective. This 
perspective was not the focus of the study, but our findings 
highlight the importance of the patient–provider interaction, 
and gaining the provider perspective will be essential before 
action is taken on the results of the study.

Finally, both coders were female and neither had a medical 
background, which may have influenced their coding approach 
and the study results. However, having 1 coder with a South 
Asian background was an asset, and presenting early results to 
the broader team for discussion ensured the interpretation of 
the results was culturally appropriate and resonated with both 
health authority and community service provider perspectives.

Conclusion
Our results highlight barriers to uptake of clinical prevention 
services in the health care system, provider and patient/com-
munity contexts. Based on these barriers, recommendations 
for practice include:
•	 In the context of the health care system, policies and remu-

neration methods that facilitate the inclusion of prevention 
in primary care (e.g., population-based funding and inter-
disciplinary primary care models) should be considered as a 
mechanism to increase the duration, comprehensiveness 
and prevention orientation of primary care visits. Policies 

and programs that enable integration of prevention into 
the health care and other systems along with reminders are 
also recommended.

•	 In the provider context, initiatives that promote ongoing 
relationships between patients and providers should be 
explored. However, our findings suggest that having an 
ongoing provider may not be sufficient to support uptake 
of prevention services without explicit attention to pro-
moting communication and trust between patients and 
providers.

•	 In the patient/community context, outreach education and 
services are recommended and should be developed and 
tested in collaboration with the South Asian community.

Future research should test the impact of the suggested 
changes on uptake of clinical prevention services and popula-
tion health outcomes. Moreover, the research should be 
embedded in the health care system and should use a partici-
patory design to facilitate integrated knowledge translation, 
feasibility and sustainability.
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