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9w w w . o d h a . o n . c a F o c u s  •  S e p t e m b e r  2 0 0 9

an eye to future events. Some members
were unable to rate events because of
their lack of experience (ranging from 
33 per cent for the spring conference, to
57 per cent for on-line learning through
dentalprolearn). However, more than
three-quarters of those who did rate
ODHA offerings were satisfied or very
satisfied, with fall workshops and on-line
learning receiving the highest ratings. 

Members who rated services and bene-
fits were satisfied or highly satisfied with
what they received, however, many mem-
bers were not able to rate these questions
as they were not aware of, or did not have
sufficient experience with, all the benefits
of ODHA membership. In particular, with
respect to personal savings, almost 25 per

cent were not aware of special pricing on
movie tickets, discounts for eyewear and
the BMO Nesbitt Burns no-admin fee for
investment services.

Similarly, most respondents had not
investigated or pursued ODHA’s insur-
ance offerings, however among those
who had, satisfaction ratings were rela-
tively high, with approximately 50 per
cent being satisfied or very satisfied with
auto insurance and commercial liability.
Across all other insurance offerings
(home, disability, life, critical illness,
income replacement, extended health
with and without dental), the bulk of rat-
ings fell into the mid-point of neither
satisfied nor dissatisfied, while only
about eight per cent said that they were
dissatisfied or very dissatisfied. 

There was high satisfaction across the
board among those who had used ODHA’s
employment and career opportunity serv-
ices. The most widely known and used
services in this area were the
Employment and Salary Survey and the
Employment Resource Handbook, which
received an 80 per cent satisfied or very
satisfied rating. All of the services in this
area received satisfied or very satisfied rat-
ings of more than 60 per cent, while less
than five per cent of members gave rat-
ings of dissatisfied or very dissatisfied.

In addition to the high response rate,
the representation by region and mem-
ber type was almost identical to ODHA’s
membership composition overall, pro-
viding additional insight for decision-
making. •

Continued from page 1

PART 1 – CULTURAL DIFFERENCES IN THE WORKPLACE

Diversity in healthcare: Challenges and benefits
This article, the first in a three-part
series, addresses how cultural differences
impact healthcare providers, while future
issues will look at treating culturally dif-
ferent clients and communicating effec-
tively across cultures. 

By Melissa Magder

Cultural differences impact health-
care providers in many of their
interactions. When healthcare

providers come from countries that are
significantly more hierarchical than
Canada, there is a greater chance for mis-
understandings to occur. One area where
cultural differences have a major impact is
initiative – a behaviour that is highly val-
ued in the Canadian workplace. 

In a hierarchical workplace, the con-
cept of initiative does not exist – at least
not how Canadians define it. The
employer is the boss and gives directives
to his or her employees. Questioning deci-
sions, expressing opinions and introduc-
ing new ideas are behaviours that are not
encouraged or valued. 

When dental hygienists from different
cultural backgrounds work for an
employer who has a lower sense of hierar-
chy than they do, misunderstandings sur-
rounding initiative often occur. Consider
the following three scenarios: 
1. While treating a client, the dental

hygienist (she for simplicity) notices a

broken filling. If she has a higher sense
of hierarchy than the employer, she is
unlikely to bring this matter to the
employer’s attention. The expectation
is that the employer is the expert and
will notice the broken filling. In the
event the employer does not notice, it
is not the dental hygienist’s place to
point it out. That would cause consid-
erable embarrassment to the employer,
who would lose credibility.

2. A dental hygienist has heard about a
new material for mouthguards that
would be great to try. If she has a
higher sense of hierarchy than the
employer, she is unlikely to tell her
employer about the material. Doing so
in a hierarchical workplace would
question the employer’s intelligence
and ability to make smart decisions. If
the material is worth using, the
employer will know and recommend it.

3. During a dental hygiene appointment,
the client expresses a symptom to the
dental hygienist that is unrelated to
the purpose of the visit. For example,
the client is booked for a cleaning, but
complains of a sore jaw. If the dental
hygienist has a higher sense of 
hierarchy than the employer, she is
unlikely to mention the new symptom
to her employer. In a hierarchical
workplace, employees do as they are
told – nothing more, nothing less –

and only provide information when
asked. 
These are just a few examples of how

culture influences behaviour in the work-
place and how easy it is to mistake a cul-
tural difference for a performance issue.
The challenges working with culturally dif-
ferent people go beyond the scope of this
article, however, hierarchy is definitely one
of the largest contributing factors.

Cultural diversity in the healthcare
field also has its benefits. Many clients in
their senior years have expressed how spe-
cial and important they feel when being
treated by culturally different healthcare
providers. 

Hierarchical countries tend to empha-
size respect and admiration for elders,
placing attention on the aging population.
In contrast, Canada is a country that tends
to focus on its youth – the group that is
building the country’s future – and often
leaves the aging population behind. •

Melissa Magder, MA, a
cross-cultural training
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grate into a Canadian
professional work environment. She also
lectures across Canada on the impact of
cultural differences in the workplace.
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By Melissa Magder

Cultural differences impact health-
care providers in many of their
interactions. When providing serv-

ice to clients from countries that are cul-
turally different from Canada, the oppor-
tunity for misunderstandings tends to
increase – often leaving both the health-
care provider and the culturally different
client frustrated. 

One area where cultural differences
have a major impact on health-care
providers is pain management. Specifically,
how do clients express pain and are their
verbal and non-verbal behaviours repre-
sentative (by Canadian standards) of the
physical condition? 

Emotions vary from person to person,
but they also vary from culture to culture.
There are systematic differences in the
amount of emotion that different cultures
display across a variety of situations. For
instance, people who come from Latin
America, the Middle East and much of
Western Europe generally show more emo-
tion than Canadians in the same situations. 

For the average Canadian health-care
provider, there can be a disconnect
between the physical condition of clients
and the amount of pain they are express-
ing. For example, a client with a toothache
or cavity might behave as if it were a root
canal. At the other end of the spectrum,
people from the Far East (China, Japan,

Philippines, Korea and Malaysia) as well as
Aboriginal Canadians tend to show less
emotion in the same situation. As such, it
is difficult to read the emotions of the aver-
age Chinese or Japanese person. 

Consider trying to assess whether a
client needs more freezing: someone from
the Far East may be in pain and want
more freezing, but their behaviours will
not convey that message to the average
Canadian health-care provider. 

Another way cultural differences
impact health-care providers is the
respect for one’s sense of personal space.
What is considered an invasion of per-
sonal space varies in different parts of the
world, and let’s not forget that cultural
misunderstandings can also arise when
Canadian clients are being serviced by for-
eign health-care providers. For example, a
male Canadian client was being treated by
an Iranian dental hygienist in Toronto. He
described the interaction as very uncom-
fortable because the dental hygienist
came so close to him. 

Other misunderstandings can be
attributed to language barriers when
interacting with clients who speak
English as a second language. There are

also concerns about how to service cul-
turally different clients in a non-offensive
manner when health-care providers
require a piece of jewelery or clothing be
removed in order to do their job. For
instance, a head scarf or Burqa needs to be
removed in order to take an x-ray. 

These are just a few examples of how
culture influences interactions between
health-care providers and clients. For
dental hygiene, one of the best things to
do is match the client population to the
dental hygienists who will be providing
the treatment and care. A workplace that
reflects the diversity of its clients is the
recommended way to minimize some of
these misunderstandings and afford effec-
tive communication and ease of dental
hygienist/client activities. 

Trust is an important factor in any
health-care provider/client relationship. No
matter what country we are from, there is
an implied trust when we deal with people
we can identify with. The aim is not to seg-
regate but to accommodate where possible
without compromising the health-care
provider’s ability to do his or her job. •

PART 2 – CULTURAL DIVERSITY

The influence of culture on client care

Melissa Magder, MA, who
wrote this article when
consulting for MCB Solu-
tions, is now prinicpal 
consultant for Cultures in
Motion, a company offer-
ing cross cultural training
and coaching services.

Trust is an important factor 
in any health-care 

provider/client relationship.

Villagers benefit from team mission to Haiti
A gruelling trip that took a dental team

six hours on foot, motorcycle and mule to
reach their destination was well worth the
effort, says Marisa Fortino, RRDH, who
was part of dental mission in the remote
village of Beau Sejour, Haiti, last June.

“We arrived very exhausted and sore,
but our spirits were high, and we went
straight to work,” says Marisa, an instruc-
tor at the Ontario Dental Education
Institute (ODEI) in Ancaster, who went on
the mission with Dr. Rolando Estrabillo,
dean of the institute, and ODEI instructor
Ada Naguit, RRDH.

The team worked 12- to 14-hour days,
treated 233 villagers in five days and

extracted 1,100 teeth. The majority of
people needed almost full-mouth extrac-
tions because of severe infection and
tooth decay. One person had 24 teeth
extracted.  Hundreds of villagers lined up
as early as 4 a.m. every day to receive
treatment. “We tried to treat as many as
we could, but there were just too many
for us to see in the short time we were
there,” says Marisa.

She adds: “The people of Beau Sejour
were very grateful for the work we did, while
for the dental team, it was a rewarding 
experience to have made a big difference in
their lives.” Marisa is planning to join a den-
tal mission to Africa next spring. •

Marisa Fortino with one of the many happy
villagers who received treatment during a
dental mission to Haiti.

APRIL IS VOLUNTEER MONTH
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these verbal and non-verbal behaviours.
Silence should not be taken as a sign of
understanding. Rather, it should be a sig-
nal that the message is not getting through
and the health-care provider should try an
alternate means of explanation. 

For some, saying “yes” and nodding
one’s head simply means “I hear you” or “I
respect your decision.” It does not neces-
sarily imply understanding. The gesture
of a head nod can be confusing in itself. 

Clients of Indian origin will often nod
their head side to side (ear moving toward
the shoulder). The interpretation of most
Canadians is that they are saying “no,”
when in fact this side to side nod means “I
am listening, keep talking.” 

The meaning behind a smile is also dif-
ferent in various parts of the world. For
example, it is common for Filipino people
to smile when they are embarrassed. 

Then there are gestures that are poten-
tially offensive such as the “thumbs up”
and “ok” gestures. Health-care providers
might use these gestures to accompany
verbal statements like “everything looks
good” or “you’re doing great.” The
“thumbs up” gesture as we know it in
North America is considered offensive to
individuals from parts of the Middle East;
similarly, the “ok” gesture is considered
offensive to people from Brazil.

Confusion can also occur when health-
care providers communicate treatment
options or provide some form of choice to
culturally different clients. For example,
dental hygienists may ask for a client’s
preference of fluoride flavour, material 
for impressions, or choice for freezing or 
no freezing. 

As Canadian users of the health-care
system, most of us appreciate choice and
options. Many culturally diverse clients
take the perspective that as an expert in
the field, the health-care provider should
decide what is best for the client. 

When it comes to treatment options,
statements that begin with “I suggest” or
“What I have seen work before” do not
communicate the same message to cul-
turally different clients as they do to most
Canadian clients. To most Canadian
clients, this kind of statement implies the
best option for the client. To culturally
diverse clients, this statement is not spe-
cific to them and their needs. Very often
their expectation is to be told in a direct
manner “You need” or “You must.”

Health-care practices across the coun-
try are taking measures to become more
culturally competent. Ways to improve
cross-cultural communication in a health-
care setting include:
• Employing multilingual health-care

providers
• When possible, providing administra-

tive and educational material in the
client’s first language 

• Collaborating with an interpreter to
assess client needs

• Recruiting staff that reflect the diver-
sity of the clientele 

• Training current staff on cross-cultural
differences and sensitivities 
All of these measures build trust in the

client-provider relationship and increase
the success of care for the long term. •

PART 3 – CULTURAL DIVERSITY

Cross-cultural communication
in a health-care setting

Melissa Magder is the princi-
pal consultant for Cultures in
Motion, a Toronto based com-
pany offering cross-cultural
training and coaching services.
Contact: melissa@culturesin
motion.ca
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Develop strategies to become
more culturally competent.

Melissa Magder will speak about
cultural diversity and client care 

at the 2010 ODHA Provincial
Conference in September.

During a 90-minute session, she will
provide scenarios and offer

suggestions that dental hygienists
can use in their workplace and

personal lives to improve
relationships within a growing
culturally diverse population.

Effective communication is not easy
to achieve even when everyone is
from the same country and speaks

the same first language. Considering that
Canada is home to people from more than
200 countries and over 150 languages are
spoken, the frequency of cultural miscom-
munication is quite high. 

Most will agree that communication is
the basis of the client-provider relation-
ship. From the first exchange between
dental hygienist and client, there is poten-
tial for confusion. For example, it is com-
mon practice to engage in some form of
“chit chat” or “small talk” before getting
down to business. 

For some culturally diverse clients, this
preliminary dialogue is strange. In China
for instance, it is the goal of health-care
providers to see as many clients as possi-
ble in a day. They strive to keep their
interactions to a few minutes per client,
affording no time for small talk. 

In other countries, the small talk itself
is not unusual, but rather it is the topic of
conversation that differs. In Europe small
talk centres on politics; in Hong Kong it’s
around the stock market; in Canada it’s
about weather or sports. Newcomers are
often confused as to why Canadians always
talk about the weather! 

With a growing multicultural client
base, there is an onus on health-care
providers to develop their cultural compe-
tence. When communicating with cultur-
ally diverse clients, feedback is often the
number one challenge. Specifically, is the
message intended the same as the mes-
sage received? 

When a dental hygienist explains to a
culturally diverse client what he/she is
going to do, what their condition is and
what treatment options are available, or
something as simple as choosing a flavour
of fluoride, the message is not always
received the way it was intended. Spoken
language and body language are contribut-
ing factors to this barrier. People who speak
English as a second language may respond
with silence because they don’t under-
stand. Others may say “yes” or express body
language such as a head nod or a smile. 

There are several interpretations of


