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Abstract
Drawing on the data collected through anonymous semi-structured surveys with four clinical nurse managers and 70
female hospital service users of various minority backgrounds, this study examined how the reproductive health needs of
minority women were addressed by healthcare services in the Ottawa Hospital. Participating minority women included
non-white Canadian-born women, Aboriginal women, immigrant women, single mothers-by-choice, women with
disabilities as well as lesbian and bisexual women in reproductive age. The results indicated that there is great room for
improving inclusivity and equity in all aspects of hospital operations: institutional policies and practices, service planning,
staff recruitment and training, as well as physical environment and health education materials. A considerable number of
surveyed women reported that their cultural, social, linguistic, physical and mental needs were not satisfactory addressed,
or understood and respected by hospital staff. The majority of women also indicated that the hospital ambiance and health
education materials did not reflect their minority status or their ideas and experiences of health and maternity. The study
findings provide an important ground-work for an organizational self-assessment of diversity-inclusiveness of hospital
policies and practices of individual healthcare professionals. The assessment of these policies and practices is the first step
toward the improvement of quality of service for minority women and building a healthier and more equitable working
environment for hospital employees.
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1 Introduction
1.1 Diversity, inclusion and reproductive healthcare in Canada
In Canada, a number of studies have suggested that women from minority populations experience many inequities and
unmet needs in the area of reproductive health. For instance, some groups of non-white immigrant women and Aboriginal
women are disadvantaged by the lack of services responsive to their cultural health beliefs, values, and practices, linguistic
needs and also to their experiences of poverty and racism [1-4]. The provision of services for mothers with disabilities is also
a challenging issue for many healthcare providers who have difficulty dealing with pregnant women with disabilities [5].
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According to Ontario’s Disabled Women’s Network (DAWN), support and services for these women either do not exist or
are almost inaccessible. Very little is known about the challenges and specific healthcare or reproductive care needs of
lesbian, bisexual and transgender people who, according to Rainbow Health Ontario, underutilize healthcare services due
to their experiences of prejudice and discrimination compounded by the lack of culturally competent care [6].
Providing diversity-inclusive reproductive healthcare is essential for ensuring optimal health outcomes for mothers (and
their children) from minority populations. There is ample support in the literature for the benefits of developing such
inclusiveness in healthcare institutions [7-9]. Several studies showed that the lack of competent services which would
address effectively women’s needs can add to stress-induced hormonal and immune responses making women more
vulnerable to pre-term labour, low birth weight, and perinatal mortality and morbidity including gestational diabetes and
post-partum depression [10-12]. The negative experiences with the provision of appropriate healthcare services may be also
destructive to women’s decisions to utilize services in the future [13]. In addition to the listed benefits of providing
diversity-inclusive services, it must be noted that the provision of such services is in compliance with the right to equal
treatment entrenched in both the Canadian Charter of Rights and Freedoms, and provincial Human Rights Codes.
Some Canadian healthcare institutions have already put in place a set of policies and practices that can enable health
professionals to be effective in delivering care in cross-cultural situations [14, 15]. However, the understanding of diversity
in the healthcare institutions which enacted these policies and practices is often limited to differences in women’s ethnic
background, skin colour, culture, religion and language. Our understanding of diversity is much broader and expands
beyond these five categories of difference to include the factors such as gender identity, sexual orientation, age, mental or
physical ability, literacy level, and family status, to name just a few [16]. These factors determine the reproductive health
needs of minority women in multiple similar and different ways. However, the information about how are these
diversity-derived needs accommodated within reproductive healthcare institutions is very limited. For this reason, in this
study we examined the current status of diversity-inclusiveness of policies and practices implemented in the provision
of reproductive health services in the largest hospital in the nation’s capital, Ottawa. Our objective was to identify
reproductive health needs of minority women and inform the development of diversity-inclusive policies and practices
which would cater to these health needs. Not only can the inclusive hospital environment impact positively on well-being
of patients through the improved quality of care but workplace inclusivity enhances relationship building with the larger
community and within the organization itself. An inclusive environment improves morale among all employees, builds
organizational capacity and expertise, decreases conflict and makes the roots of conflict better understood [16]. It also
complies with relevant legislation, supports risk management, and protects the organization from liability.

1.2 Reproductive healthcare policy and practice in the Ottawa Hospital
The statistical data on the diversity of Ottawa’s female population provide a sound rationale for carrying out this project in
the national capital. According to Census 2006, out of 419,130 Ottawa’s female residents, 43% (n = 178,735) were women
of reproductive age between the ages of 15 and 45 [17]. About 20% of women (n = 83,200) identified themselves as visible
minorities. Foreign-born immigrant women represented about 22% (n = 93,425) of all women. Aboriginal women
constituted 2% (n = 6,625) of the total female population. Approximately the same percentage of women was categorized
as belonging to linguistic minorities with no knowledge of any of the two Canada’s official languages: English and French.
Regrettably, current data regarding religious affiliation are not yet available. Although Statistics Canada does not provide
the information on the definitive number of people from sexual and transgender minorities, there is an active community
of these minorities in Ottawa. Women with disabilities constitute also an important membership in the community.
According to Ottawa’s Social Planning Council, almost 16% (n = 65,290) of the city’s female population lived with
activity limitations due to disability [18].
Many Ottawa women seek reproductive healthcare offered at three different campuses of the Ottawa Hospital, one of the
largest healthcare provider in the Eastern Ontario. The hospital provides a variety of reproductive health services such as,
for instance, antenatal and postnatal consultation clinics and home care programs, contraception clinic, maternal-fetal
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medicine clinic for high-risk pregnancies, birthing services, mother baby care, breastfeeding consultation, pre-menstrual
syndrome clinic, menopause clinic, and women’s breast health centre. Women can also benefit from other services offered
to patients seeking reproductive healthcare such as perinatal mental health, sexual assault and partner abuse care program,
and spiritual care services. Healthcare providers in women’s health clinics and obstetrics clinics annually see about 68,000
female patients. In the 2011-12 annual report there were about 6,631 births recorded in the hospital [19].
According to the hospital website, the institution positions itself as a compassionate provider of patient-centred health
services with an emphasis on tertiary-level and specialty care. Its mission is to function in English and French while
striving to meet the needs of the culturally diverse community. There are three important external drivers behind the
hospital policies and services. The first driver is the patient declaration of values the hospital developed upon the
consultation with community stakeholders. Some of these declarations speak to the issue of diversity-inclusiveness;
although, the term diversity is not explicitly mentioned [20]:


We will greet you warmly and introduce ourselves by name and role.



We will listen with care and we will communicate clearly.



We will ensure that you are cared for in the official language of your choice (English or French).



We will be polite and respectful of your cultural values, personal beliefs and abilities.



We will treat you as the most important member of our patient-care team and will include you and your family in
decisions about your care.



We will go out of our way to meet your needs and keep you informed by explaining what we are doing and letting
you know what to expect.



We will maintain the highest level of professional standards, skills and competence.



We will practice safe care in everything we do, from cleaning our hands to ensuring the safety of our environment,
technologies and processes. Your safety is our top priority.



We will protect your privacy and maintain your personal dignity.



We will acknowledge and apologize when a problem occurs. We will actively listen and correct the problem.

The second driver is The Ontario’s Excellent Care for All Act, according to which, the hospital was expected to develop
Quality Improvement Plan in 2012. The plan focuses on enhancing its performance along five dimensions: safety,
effectiveness, access, patient-centeredness, and integration [21]. The plan aims, for instance, to increase patients’
satisfaction through clearer communication about and with patients. Unfortunately, the issue of diversity and inclusion is
not mentioned in this document.
The third driver is The Integrated Accessibility Standards Regulation which requires hospitals to address the barriers
experienced by persons with disabilities in its by-laws, policies, programs, and services. As of 2013, the hospital plans to
develop a Multi-year Accessibility Plan to outline strategies on the removal and prevention of physical, communication
and attitudinal barriers that persons with disabilities frequently encounter. This new plan should advance the Accessibility
Plan already in place which sets out policies, practices and procedures on providing goods or services to people with
disabilities [22]. According to these policies, the consideration of a person’s disability should be reflected in communication
process, permission to use assistive devices or support persons receive on the hospital premises. The hospital should
actively document a feedback on how its goods or services are provided to people with disabilities. Importantly, according
to the plan, the hospital should train all its employees, volunteers and contractors in providing goods or services to people
with disabilities.
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The review of these and other documents available on the hospital website suggests that only persons with disabilities and
francophone persons are considered a special category of patients whose needs should be addressed by the policies
entrenched in the hospital plans. While the hospital declares its respect of patients’ cultural values, personal beliefs and
abilities, there are no official policies on the removal and prevention of physical, communication and attitudinal barriers
for persons from minority cultural communities such as, for instance, Aboriginals, immigrants, non-English and
non-French speakers, or lesbian, bisexual and transgender persons. As we will show in the study results, this problem of an
insufficient inclusion of diversity within the hospital policies and practices was manifested in the answers to the surveys
we administered to our research participants.

2 Methods
The approval for this study was obtained from two research ethics boards. In the first phase, during May and July 2012, we
invited in person seven clinical nurse managers responsible for providing operational oversight, quality assurance, patient
safety, risk management, and strategic planning for reproductive health services in the Ottawa Hospital to participate in
this study. In addition to their involvement with budget management, administration, and bed flow co-ordination, these
managers were in charge of overseeing nursing staff’s compliance with established policies, procedures and protocols.
Their responsibilities also included ensuring that their units have appropriate staffing, and staff members have appropriate
equipment and resources they need to perform their duties. Four managers mailed back an anonymous semi-structured
self-assessment survey designed to measure the hospital inclusiveness across five main domains: organizational policies
and practices; service planning; staff recruitment and retention; staff and volunteer training; and physical environment,
materials and resources. The survey was a modified version of an organizational self-assessment tool developed by the
Ontario Healthy Communities Coalition [16] and a self-assessment tool for healthcare managers developed by Nova Scotia
Department of Health [15].
In the second phase, during January and March 2013, women of various minority backgrounds were invited by an
advertisement flyer to complete the anonymous surveys and place them in dropboxes in the waiting areas of the hospital
reproductive health clinics. Some survey participants were also recruited in the university health clinic. Furthermore, the
study was widely advertised in a variety of mailing lists and websites with the assistance of numerous providers of
healthcare and community services who work with minority women. For instance, some Aboriginal women were recruited
at the Odawa Native Friendship Centre with the help of a local family support worker. The survey was also posted online
at www.surveymonkey.com and advertised through Facebook postings. A call for participants was published in a local
non-mainstream media outlet targeting Muslim immigrants in the Ottawa region because Muslim women were identified
by clinical nurse managers in the first phase of the project as one of the major groups seeking reproductive healthcare in
the Ottawa Hospital.
The survey was comprised of 15 questions. Beside age, minority status, and also the type and length of service use, study
participants were asked to identify their access barriers (if any), and provide examples how could hospital services address
their cultural, social, linguistic, mental and physical needs to their satisfaction. A Likert Scale was used to seek women’s
opinion whether hospital staff understood and respected their needs; whether pictures, posters, and artwork displayed in
the hospital reflected their minority status; and whether health education materials reflected their ideas and experiences of
health, reproduction and baby care. Participants were also asked to suggest various mechanisms by which the hospital
could consult service users about their needs. The completed surveys were collected on a weekly basis by the principal
investigator and added to the data entry manager provided by the www.surveymonkey.com which already contained the
surveys submitted online. The online surveys were all assigned different computer IP addresses. In total, eight surveys
were excluded from the collected pool of 78 because they missed the information on the minority status. The data were
analyzed quantitatively as total or cross-tabulated frequencies. The qualitative content analysis was also performed.
Participants’ responses and short comments were used in determining the examples of good practices and making
recommendations for policy and practice change.
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3 Results
3.1 Survey for managers: Measures of diversity-inclusiveness in
hospital policy and practice
3.1.1 Organizational policies and practices
All participating managers were aware that the Ottawa Hospital has in place anti-discrimination and workplace harassment
policies as well as written procedures for handling complaints of discrimination. However, managers indicated that they
did not know if the hospital examined these policies to identify employees’ and patients’ barriers to inclusion. They were
also unaware whether the hospital developed a strategic action plan to address the issues of diversity, inclusion and
discrimination and if this plan is monitored, reviewed and evaluated. Three managers were unaware if staff is involved in
providing input in the strategic plan and if resources are available to support the plan. One manager expressed the need to
work on involving staff and gathering resources to address the issue of diversity and inclusiveness in the hospital.
3.1.2 Service planning
Only one manager was aware of the hospital access to an updated demographic profile and healthcare needs of the
community served. Three managers thought the hospital needs to improve communication and outreach strategies to
provide necessary information to the served communities and consult community representatives on service planning. One
manager indicated that the hospital does not monitor the accessibility, appropriateness and effectiveness of programs and
services for minority communities and it also does not have resources needed to provide services responsive to the
identified needs of minority communities. Other managers either did not have knowledge about these issues or thought the
services need an improvement.
3.1.3 Staff recruitment and retention
While two managers indicated that the hospital explored barriers to recruitment, hiring, promotion and retention of
members of diverse minority groups as staff, volunteers and partners, two other managers were unaware of such an
exploration taking place. In addition, three managers had no knowledge if the hospital advertises employment
opportunities in non-mainstream media. Managers also did not know if job opportunities are advertised in a variety of
languages including, for instance, Braille.
3.1.4 Staff and volunteer training
Managers either indicated that the hospital does not have any training and assessment programs to measure the knowledge
and skills of staff and volunteers in the areas of diversity, equity and inclusion or they were unaware of such programs.
They expressed that the hospital should work on developing these training and assessment programs; however, they were
not aware if the hospital has resources to develop such programs. They were also unaware if minority communities are
involved in the planning, delivery and evaluation of any existing diversity, equity and inclusion education/training
programs. Only one manager noted that the hospital developed clear guidelines for staff to provide inclusive services.
However, the provision of inclusive services was likely not included in the performance appraisal of staff. Managers were
unaware if volunteers who promote diversity and inclusion in the hospital are given special consideration for their
contributions.
3.1.5 Physical environment, materials, and resources
One manager indicated that her unit does not display pictures, posters, artwork and other décor that reflect the clientele’s
diverse background. Other managers also noted this area needs an improvement. The similar improvement is also needed
in the provision of health education materials displayed in reception areas and used by healthcare providers so they can
reflect more accurately the diversity and the needs of the served community. Three managers indicated that the hospital
employs a variety of communication styles with their clients. However, one manager indicated this includes the French
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language only. Another manager noted that hiring translators is expensive and inconvenient. She thought that some
teachable moments with patients get lost while waiting for translators to come to the hospital. In addition, a lot of teaching
must occur in one session whenever the translator is available to decrease the frequency of calling translators in.

3.2 Survey for women: Diversity-derived health needs and experiences
Out of 70 women who responded to the anonymous semi-structured surveys, 38 (54.3%) belonged to the age range 25-34,
and 21 women (30%) were in the age category of 35-44. Seven women (10%) were older than 45 years of age while four
women (5.7%) indicated their age within the range of 15-24. The table illustrated that the women who took part in the
survey had various minority backgrounds both single and intersecting.
Table. Survey participants by minority status
Minority Status

Response Count

Response Percent

Canadian-born non-white (some Muslim)

10

14.3

Canadian-born white (all Muslim)

3

4.3

Canadian-born white (francophone)

1

1.4

Canadian-born mixed ethnicity
Immigrant or refugee non-white (some Muslim, African, Somali, Arab, and
Indian, one francophone, one disability)
Immigrant or refugee white (one francophone)

1

1.4

27

38.6

11

15.7

Aboriginal

7

10

Single mothers by choice (one non-white immigrant and one with a disability)

4

5.7

Lesbian

2

2.9

Bisexual (one Canadian-born non-white)

3

4.3

Disability (one non-white immigrant, one single mother by choice)

3

4.3

3.2.1 The use of and access to reproductive health hospital services
Twenty-one participating women (30% of the total) indicated that they used reproductive health services in the Ottawa
Hospital for less than one year while 27 women (38.6%) used them between one to five years and 22 women (31.4%) used
them for more than five years. Women used a variety of reproductive and additional services offered in the Ottawa
Hospital. More than 50 women used ultrasound and birthing services and more than 20 women sought breastfeeding
consultations. Mother-baby care, newborn intensive care, special pregnancy services and pre-birth clinic were used by less
than 20 but more than 10 women. Post-birth home care and consultation, services at contraception clinic and breast health
centre, mental health services were used by less than 10 women. Only one woman accessed language translation and
cultural consultation. In addition, one woman indicated she used spiritual care.
The survey showed that 57 women (81.4%) could easily access the above mentioned services. By contrast 13 women
(18.6%), mainly non-white immigrants or refugees, described several access barriers such as commuting difficulties, long
wait lists, the lack of available linguistic translation and cultural interpretation services, as well as the lack of choice of
obstetrician. One woman indicated that she “did not even know about most of these services” until she completed the
survey. Nine women who experienced access barriers used the services less than five years (including five women who
used them less than one year). It is possible that women who are relatively new service users experience more difficulties
in accessing healthcare services than women who have already long-term experiences.
3.2.2 Meeting women’s cultural, social, linguistic, physical and mental needs in the
hospital
Out of 70 surveyed women, 44 (62.9%) indicated that they were not asked about their cultural, social, linguistic, physical
and mental needs by the hospital staff when seeking reproductive services. Twelve women (17.1%) could not recall if they
were asked about their needs. Only nine women (12.9%) indicated that the hospital staff asked them about their needs.
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Since the majority of women were not asked about their needs, not so surprisingly, almost half of the respondents (n = 32,
45.7%) suggested that their needs were not addressed to their satisfaction.
As for women’s physical and mental needs abilities, 33 women (47.1%) believed their needs were addressed in the
hospital to their satisfaction. The survey showed that three women, for instance, took the advantage of utilizing mental
health services available to women who seek reproductive healthcare. While 24 women (34.3%) thought the question on
meeting their physical and mental abilities and needs did not apply to them, still 12 women (17.1%), mostly non-white
immigrant women and women with disabilities indicated that these needs were not addressed to their satisfaction.
3.2.3 The attitude of the hospital staff
Surveyed women were also asked to express how much they agree or disagree with the statement “Hospital staff
understands and respect my needs.” Specifically, 33 survey respondents (47.1%) indicated that they strongly agree (n = 8)
or agree (n = 25) with this statement while 21 women (30%) neither agreed nor disagreed with the statement. By contrast,
11 respondents (15.7%) either disagreed (n = 6) or strongly disagreed (n = 5) with the statement. The women who
disagreed with the statement included non-white Canadian-born and non-white immigrant women, Aboriginal women,
bisexual women and women who had disabilities.
3.2.4 Hospital ambiance and health education materials
Surveyed women were asked to indicate how much they agree or disagree with the statement “Pictures, posters, and
artwork displayed in the hospital reflect my minority status”. Only 10 women (14.3%) strongly agreed (n = 2) or agreed
(n = 8) with this statement. Almost three-times more women either strongly disagreed (n = 4) or disagreed (n = 24) with
this statement. This group included immigrant women (both white and non-white), Aboriginal women, women with
disabilities and also a lesbian and a bisexual woman. Twenty-nine women (38.6%) neither agreed nor disagreed with this
statement. Furthermore, 30 women (42.9%) strongly agreed (n = 7) or agreed (n = 23) that health education materials used
by nurses and doctors reflected their ideas and experiences of health and maternity. By contrast, 18 women (25.7%) either
disagreed (n = 13) or strongly disagreed (n = 5) with that statement. As in the previous question, this group of women
included immigrant women (both white and non-white), Aboriginal women, women with disabilities and also a lesbian
and a bisexual woman. Additional 17 women (24.3%) neither agreed nor disagreed with this statement.
3.2.5 Patients’ consultations
The final survey question asked participants about the ways by which the hospital staff could consult the users of
reproductive health services about their various needs. There were 31 answers recorded in the surveys. Many of these
answers suggested that the hospital staff should simply ask about the patients’ needs and preferences during the hospital
admission or during their first visit to a clinic. The information should be recorded in their file or in the chart. One woman
suggested including a section on hospital forms that addresses cultural and religious needs such as, for instance,
preferences for male or female practitioners, body parts that should remain covered, birth practices, or food requirements.
Other participants suggested that the hospital could collect the information about the needs of their clients by surveys in
waiting rooms or email the questionnaires to patients. Several respondents proposed the provision of training in cultural
safety for the staff, and recruiting more employees which minority background reflects more closely the background of the
patients. An Aboriginal participant suggested that hospital consultants could speak to mothers and families served at
various community organizations, such as, for instance, the Odawa Friendship Native Centre or Miinwashin Lodge.
Another immigrant woman had a similar approach by proposing the visits to community centres serving immigrant
women, such as Catholic Immigration Centre, or Ottawa Community Immigrant Services Organization.

4 Discussion
The survey directed at clinical nurse managers indicated that the reproductive healthcare services offered by the Ottawa
Hospital are used by a large volume of women of diverse ethnic, cultural, religious, and linguistic backgrounds in addition
Published by Sciedu Press

87

www.sciedu.ca/jha

Journal of Hospital Administration, 2014, Vol. 3, No. 3

to women with disabilities and women living in non-traditional family arrangements such as single mothers and same-sex
couples. However, the review of online hospital sources and the results of managers’ survey did not indicate how the
women’s needs are taken into account in hospital’s policies and practices. While the needs of women with disabilities were
considered in the Hospital Accessibility Plan, managers had little knowledge of this plan or other existing policies and
resources to reduce barriers to inclusion of all minority patients and employees including those with disabilities. It also
appears that very little is known about healthcare and information needs of women from various minority groups.
Managers were unaware if services offered at the hospital are accessible, appropriate and effective in addressing women’s
needs. In terms of staff recruitment and retention, there was discrepancy in managers’ answers whether the hospital has
inclusive hiring policies that eliminate various barriers to employment that some minority groups experience. According
to the examined hospital documents, the hospital provides a special training and assessment of employees only in the area
of inclusion of persons with disabilities. However, none of the participating managers mentioned this training and
assessment in the survey. Similar training and assessment programs in inclusion of other minority groups are apparently
unavailable. Diversity-inclusiveness is not an established criterion for appraising staff performance or recognizing
volunteers. While, according to the managers, the hospital environment and health education materials generally reflect
the needs of minority groups, it appears that there is room for improvement.
The survey with minority women who use reproductive healthcare services in the Ottawa Hospital indicated that the
hospital staff had limited knowledge and appreciation of women’s cultural health beliefs, values, and practices as well as
their linguistic needs. Several women, in particular those with disabilities, indicated that some of their physical and mental
needs were also not addressed to their satisfaction. This is of a particular concern since the Ottawa Hospital has in place the
above-mentioned Accessibility Plan for reducing the barriers to services experiences by persons who have disabilities.
Women from all minority groups expressed similar concerns that the hospital ambiance and health education materials
insufficiently reflect their minority status or their ideas about health and maternity.
These findings indicate that there is room for enhancement of diversity-inclusiveness through hospital organizational
polices and practices of healthcare professionals. A good point to start would be an organizational self-assessment survey
that can look at different aspects of hospital inclusivity. According to a tool kit “Inclusive Community Organization”
developed by the Ontario Health Communities Coalition [16] such a survey should include evaluation of several important
areas of organizational operations. It is crucial that input to such a survey is sought from both hospital staff and patients.
Regarding institutional policy and practice, the survey should examine the effectiveness of existing policies and identify
employees’ and patients’ barriers to inclusion. As for institutional planning of services, the survey needs to include the
data about healthcare needs of diverse minority communities within the hospital serviced area and assess whether
programs and services for minority communities are accessible, appropriate and effective. The survey should further
examine whether the demographic profile of hospital staff, volunteers and hospital partners reflects accurately the profile
of clients within the serviced area. Importantly, the survey should assess inclusivity of the hospital physical environment
which includes accessibility for patients with disabilities, diversification of displays and health education materials in
terms of culture, language, literacy level, or ability, and also the variety of communication styles that the staff members
use with patients.
Finally, in the area of professional development, the survey should assess if there are training workshops and programs to
increase and measure the knowledge and skills of staff and volunteers in inclusive practice as well as if the indicators of
such a practice are included in the performance appraisal. These indicators should encompass assessing five target areas:
knowledge of diversity, gender issues, and social determinants of health; knowledge of implications of health beliefs and
practices for one’s health choices and behaviours; personal self-reflection; social interaction and communication; and also,
participation in professional development activities.The findings of hospital self-assessment in these important areas can
inform the development of diversity safe, inclusive and universally accessible practices and result in the improvement of
the quality of care offered to minority women. However, the continuous evaluation of these practices in terms of their
impact on improving patients’ health outcomes and satisfaction as well as transforming the hospital environment toward a
more inclusive and anti-discriminatory working space will be needed.
88

ISSN 1927-6990 E-ISSN 1927-7008

www.sciedu.ca/jha

Journal of Hospital Administration, 2014, Vol. 3, No. 3

5 Conclusion
In this study, we examined the state of diversity-inclusiveness of reproductive health services provided in the Ottawa
Hospital because these services are used by a large volume of women from minority communities. This research project
supports the findings of other Canadian studies which found that women from minority populations experience
reproductive health inequities and have unmet healthcare needs [1-6]. The results showed that there is great room for
improving hospital inclusivity and equity in all aspects: organization policies, service planning, staff recruitment and
training as well as physical environment, and health education materials. Importantly, the improvement of healthcare
providers’ knowledge in the area of diversity, gender, health equity, various health beliefs and practices as well as their
skills in social interaction and communication with minority women would enhance mutual therapeutic relationships.
Personal self-reflection and training in anti-discriminatory practice would contribute toward the provision of culturally
safe reproductive care for minority women. Our recommendations for a hospital self-assessment of organizational policy
and practice can be of particular interest to all hospital decision-makers and service providers interested in increasing
inclusivity and accessibility of their institutions. Diversity-inclusive policies and practices can have a positive impact on
the health of minority women through the improved quality of service and also contribute toward a healthier and more
equitable working environment for hospital employees.
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