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Assessing Health Care Access and Use among 
Indigenous Peoples in Alberta: a Systematic Review

Forouz Nader, MD
Fariba Kolahdooz, PhD
Sangita Sharma, PhD

Abstract: Alberta’s Indigenous population is growing, yet health care access may be limited. 
This paper presents a comprehensive review on health care access among Indigenous popu-
lations in Alberta with a focus on the health care services use and barriers to health care 
access. Scientific databases (PubMed, EMBASE, CINAHL, and PsycINFO) and online search 
engines were systematically searched for studies and grey literature published in English 
between 2000 and 2013 examining health care services access, use and barriers to access 
among Indigenous populations in Alberta. Information on health care services use and bar-
riers to use or access was synthesized based on the MOOSE guidelines. Overall, compared 
to non- Indigenous populations, health care use rates for hospital/emergency room services 
were higher and health care services use of outpatient specialists was lower among Indigenous 
peoples. Inadequate numbers of Indigenous health care professionals; a lack of  cross- cultural 
training; fear of foreign environments; and distance from family and friends were barriers 
to health care use and access. Inequity in social determinants of health among Indigenous 
peoples and inadequate “health services with prevention approaches,” may contribute to pres-
ent health disparities between Indigenous and non- Indigenous populations in the province.

Key words: Alberta, Canada, health services accessibility, health services, Indigenous peoples.

Generally public health services aim to provide accessible, high quality health 
care services that are free of charge or affordable, and responsive to the needs 

of individuals and communities.1,2 Health care access and use are linked and may be 
defined across five components: (1) availability of health care resources; (2) accessibility, 
including physical and informational accessibility; (3) accommodation characteristics 
(e.g., working hours, waiting time); (4) affordability, which corresponds to economical 
ease of use; and (5) acceptability, which describes how cognizant the health facilities 
are of ethical, cultural, and individual beliefs.3

Most health care systems endorse equity, efficiency, and acceptability goals for services.4 
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In 1984, the Canada Health Act (CHA)5 stated that “the primary objective of the Canadian 
health care policy is to protect, promote and restore the physical and mental well- being of 
residents of Canada and to facilitate reasonable access to health services without financial 
or other barriers.”[p.5] According to the CHA, principles for equality in health care access 
were listed as: “public administration, comprehensiveness, universality, portability, and 
accessibility.”5 [p.5] Although equity in health care is the motto for the Canadian health 
system, access to certain preventive or therapeutic health services may be affected by 
place of residence, ethnicity, income, and education levels.6–10 Evidence across Canada 
shows that health care access may be limited among individuals who are Indigenous.11–16

Out of 3,567,975 people living in Alberta in 2011, 220,695 self- identified as Indig-
enous.17 This accounts for 7% of the province’s total population, representing an increase 
in population size by 56% since 1996.18 In Canada, three groups of Indigenous peoples 
are recognized: First Nations, Métis, and Inuit, who have distinct languages, culture, 
heritage, and beliefs.19 First Nations peoples and Inuit inhabited the territory that is 
now Canada before contact with Europeans, with Inuit inhabiting Northern Canada. 
Métis are a people with mixed ancestry, usually European and First Nations peoples.19 
Indigenous peoples in Alberta are a fast- growing population (up to 24% increase between 
2006 and 2011) and young, with nearly half under 25 years old compared with 32% 
of non- Indigenous Albertans.20 The Provincial Government covers health services for 
all Albertans through the Alberta Health Care Insurance Plan. In addition, external 
coverage through the Non- Insured Health Benefits (NIHB) program is supported by the 
Federal government.19–23 Indigenous peoples in Alberta have substantially lower health 
care utilization rates compared with non- Indigenous people, or even to economically 
disadvantaged populations,24 and face disproportionately distributed determinants of 
health and health outcomes25–28 in Alberta. To improve health care on reserves, the cur-
rent federal government has proposed to invest $270 million over the next five years.29 
Understanding access and barriers to health care services in Indigenous peoples in 
Alberta is necessary to ensure such an investment is effective and meaningful.

This paper aims to present a comprehensive review on health care access among 
Indigenous populations in Alberta with a focus on the health care services use and 
barriers to health care access, and to synthesize information from scientific databases 
and grey literature pertaining to Indigenous populations in Alberta and health care 
services, including comparison group, outcome, and any study design type. Such a 
review is essential for highlighting areas for improvement and use of these important  
services.

Methods

This systematic review follows the guidelines of the Meta- analysis of Observational 
Studies in Epidemiology (MOOSE)22 to collect published evidence on the health ser-
vices among the Indigenous population of Alberta.

Search strategy. All relevant scientific databases and online search engines were 
systematically searched according to a standardized protocol for studies and grey lit-
erature published between January 2000 and January 2013. The following electronic 
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databases were searched: PubMed; EMBASE; CINAHL; PsycINFO, as well as Pima-
tiswin (a Journal of Aboriginal and Indigenous Community Health), which was absent 
from the databases. Grey literature search included (1) websites, and governmental 
and technical reports: Public Health Agency of Canada (www .phac -  aspc .gc .ca/ index 
-  eng .php); Statistics Canada (www .statcan .gc .ca/ start -  debut -  eng .html); Health Canada 
(www .hc -  sc .gc .ca/ index -  eng .php) ; National Aboriginal Health Organization (www .naho 
.ca/); The First Nations Information Governance Centre (http:// www .rhs -  ers .ca/); and 
Alberta Health (http:// www .health .alberta .ca/ default .html), (2) online search engines: 
Google; Google Scholar, and (3) correspondence with the related agencies and institutes 
or independent individuals and manual review of reference lists of identified studies. 
In instances throughout the grey literature review where there were many ‘hits’ for a 
particular search, focus was on the most relevant topics. For this purpose, the first 100 
‘hits’ were scanned for inclusion in the review. After the first 100 ‘hits’ were scanned, 
the following 100 ‘hits’ were then assessed for relevance until 25 consecutive irrelevant 
‘hits’ were found. At this point, the following 25 ‘hits’ were brought up and five articles 
were randomly selected to be scanned for inclusion. Ramdon review of five randomly 
selected articles per 25 ‘hits’ continued until 200 total ‘hits’ were reached. A similar 
method was applied in a study in Canada.30,31

Subject descriptors were the following MeSH terms/or text words: Indigenous popu-
lations and MeSH synonyms for that term (Inuit, First Nations, and Métis) combined 
with the terms Canada and Alberta and with the term health services accessibility [MeSH 
Terms] OR (health [All Fields] AND services [All Fields] AND accessibility [All Fields]) 
OR health services accessibility [All Fields].

Study selection and quality assessment. Two reviewers (FK, FN) independently 
assessed the titles and abstracts of all the sources from multiple databases for relevance. 
Only sources that met the specific criteria were considered relevant. A study was included 
in full text review when two researchers agreed that all the inclusion criteria were met. 
The criteria for inclusion were that the published, or unpublished piece of literature 
being considered, examined health care access. Additionally, the texts were to be written 
in English and included exclusively individuals of Indigenous identity, or a subgroup of 
individuals of Indigenous identity that could be analyzed separately. Furthermore, the 
data were to be collected in Alberta and both observational and intervention studies 
were analyzed. Conversely, a study was excluded if both reviewers felt at least one cri-
terion was not acceptable. Criteria for exclusion included opinion pieces, letters to the 
editor and case reports. Two reviewers (FK, FN) read the full text of all the identified 
papers and judged the compatibility with the inclusion criteria and any discrepancies 
were resolved by consensus. A quality appraisal form was used to minimize bias (Box 
1).22 Each section was given a 1 (standard met) or a 0 (standard not met). The ratings 
were then totaled for each resource. Studies that scored seven out of 10 or higher were 
accepted, except in cases where there was a clear violation of protocol. A set of protocols 
for data extraction was used to ensure  inter- reviewer reliability and the following infor-
mation was extracted: first author’s name; publication year; participants’ characteristics 
(age, gender); study design; sample size; methods of participant recruitment; potential 
sources of bias; outcome data (health services use, health services access barriers). The 
extracted data were examined to determine the concordance.
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Ethics approval. Formal ethics approval was not required for this systematic review. 
This systematic review followed the MOOSE guidelines22 to collect published evidence 
on the health services among the Indigenous population of Alberta.

Results

Scientific databases, agencies, and institutes’ websites and correspondence and online 
search engines yielded 942 records. After removal of duplicates and irrelevant texts, 
873 records went through title and abstract screening. From that, 770 were excluded 
based on the lack of information on health care access among the Indigenous popu-
lation. The remaining 103 studies were reviewed in full- text to further determine their 
eligibility. After the full- text review, 11 studies met the inclusion criteria of this review 
(Table 1). Quality appraisal scores ranged from seven to 10 out of a total possible 
score of 10. All included resources clearly described their objectives, participants, and 
results; most clearly described their limitations (Table 2). Included studies were either 
cohort or  cross- sectional in design. One report was included23 (without specific data 
on Indigenous peoples) to allow for comparison of the immunization rates among 
Indigenous peoples in Alberta with other non- Indigenous peoples.

Health care service use. A few studies showed differences in health care use between 
Indigenous and non- Indigenous people in Alberta.11,13,24 Indigenous individuals diag-
nosed with chronic diseases were more likely to visit the emergency room or make a 
physician office visit than non- Indigenous individuals.11,13,24 However, compared with 
non- Indigenous people, Indigenous people with chronic conditions were less likely to 
have visits to specialists, such as general internists, nephrologists, allergists, respirologists 
and pediatricians.11,13 Hospital admission rates and/or health care use for chronic kidney 
disease, anxiety, affective disorders (depression), substance abuse disorders, schizophrenia,  
diabetes, acute respiratory infections, bronchitis, pneumonia, influenza, chronic obstruc-
tive pulmonary disease and other respiratory diseases were also significantly higher among  

Box 1.
QUALITY APPRAISAL CRITERIA

Questions

Are the objectives of the study clearly asserted?
Is the design of the study clearly described?
Is the setting of the study clearly described?
Are the characteristics of participants clearly described?
Are the characteristics of non- participants clearly described?
Is the sampling method for recruitment of participants clearly described?
Are the data sources/measurements clearly described?
Are the main results of study clearly asserted?
Are the key results of study clearly described?
Are the limitations of the study clearly described?
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Indigenous individuals compared to non- Indigenous individuals (all p values < .05).11;13;24;25  
Compared with non- First Nations peoples, First Nations peoples had higher hospital 
admission rates for injuries due to falls (OR = 1.57), injuries associated with assaults 
(OR = 6.75), motor vehicle accidents (OR = 6.74), and poisoning (OR = 3.45).24 Health 
care services use for certain diseases such as diabetes mellitus and mental health condi-
tions were minimal among Indigenous patients.26,27 A previous study noted that nearly 
half of diabetic patients reported not receiving health services from a diabetes team. 
Approximately 62%, 46% and 21% of Indigenous participants received dietitian counsel-
ing, recommended hemoglobin A1c testing and foot examinations, respectively. A total 
of 72% of participants had undiagnosed complications of diabetes.27

In 2009–2010, the proportion of First Nations children in Alberta with complete 
immunization was lower than the recommended target of 97% immunization coverage.28 
Among one- year- old First Nations children, 61% had complete immunization for DTap 

Figure 1. The search results and the number of excluded and included studies.
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(diphtheria, tetanus, acellular pertussis), IPV (polio) and Hib (Haemophilus Influenza 
type b). Proportions of one- year- olds with complete coverage for #2 MenC (Meningococ-
cal conjugate) and #3 PCV7 (Pneumococcal conjugate) were 61% and 56%, respectively. 
For two- year- olds, the complete immunization rates varied between different vaccines 
(coverage rates ranged from 57%- 80%). Measles, mumps, and rubella (MMR) and VZV 
(Varicella/Chickenpox) vaccines had the highest complete coverage rates among First 
Nations children in Alberta.28 Among one- year- old general population children in Alberta 
complete DTaP- IPV- Hib coverage was 90%. The proportion of MMR coverage among 
two- year- old general population children in Alberta was 91%. The complete immuniza-
tion rate for DTaP- IPV- Hib among two- year- old general population children in Alberta 
was 82%.23

Barriers to health care access. Location and accessibility. For Indigenous peoples, espe-
cially populations living on reserves, the locations of treatment facilities were considered a 
barrier.24–26,28,29 For example, the location barrier affected mental health care use.24 Due to 
the isolation of some Indigenous communities from urban communities, health facilities 
can be more costly and difficult to access.24 Geographical barriers were also identified as 
potential barriers by a report on health care use among Indigenous people with diabetes 
mellitus.25 Accessibility of specialized health services was also an issue due to environ-
mental and health facility related barriers.11,13 In many cases, the use of emergency care 
has been higher among Indigenous people than non- Indigenous people,11,13 which may 
be explained by the lower availability of outpatient care services and primary care.13,24

Lack of cultural competence. A recent report indicated that out of the 110,865 health 
care workers in Alberta, 3,230 were self- identified Indigenous individuals.30 With a 
greater proportion of Indigenous people working in the field of health care, the accept-
ability of health care services for Indigenous peoples will be greater.30 A study looked 
at family medicine residents in Alberta to examine their perception about providing 
health services in Indigenous communities. Though more than half of the residents 
were eager to work in Indigenous communities, large percentages were aware of their 
limited experiences in practice using a culturally sensitive approach in Indigenous 
communities. The participants also indicated the need for more in depth  cross- cultural 
education about Indigenous culture and long- established traditional medicines.31 
Miscommunication and misunderstanding are common barriers to Indigenous health 
care. One major barrier to accessing mental health services was cultural competence, 
although there are steps being made to address this concern.24,25,29

Community and coverage barriers. Community characteristics were also identified as 
a barrier to health service use. These included difficulties in physically accessing health 
care services, long waiting lists, the lack of coverage provided by the NIHB for some 
health services, unaffordable direct cost of some services, inadequacy of some services 
and cultural and environmental barriers.32 In addition, some Indigenous communities 
are unfamiliar with accessing funds for health care services.29 Together, these factors 
create challenges for health care access within Indigenous communities.29

Discussion

This review presents some of the main obstacles encountered by Indigenous people in 
accessing health services in Alberta. While Canadians have generally enjoyed one of the 
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highest standards of living worldwide, Canadian Indigenous peoples have been subjected 
to social, physical, and psychological injustices that have had significant and long- term 
impacts on their health and wellness.33–35 An initially positive and mutually beneficial 
relationship with European settlers in the mid- 1700s deteriorated over time into systematic 
political and social exclusion that manifested in a number of highly detrimental policies 
and programs.36 Colonization and residential schools left many survivors and their offspring 
plagued by health disadvantages37 and limited access to health service practitioners such as 
Elders, traditional healers, and spiritual leaders.38 Indigenous Albertans have recently expe-
rienced noticeable improvement in health care services and use of these services.19–21,25,39–46 
However, this improvement has not been evident in all regions in Alberta. Health care 
access inequities are still seen between Indigenous and non- Indigenous populations as 
well as Indigenous on- reserve and off- reserve residents.11,13,24,26 The rates of treatment 
service use among Indigenous people are higher than among non- Indigenous people. 
This may indicate inequity in distal determinants of health (e.g., education, employment, 
income, and housing) among Alberta populations as well as inadequate health services 
with prevention approaches for Indigenous people. Policy actions must incorporate 
interventions with a focus on opportunities to improve distal determinants of health in 
Alberta’s Indigenous population. In addition, culturally accepted and supportive health 
promotion programs and health services with disease prevention approaches are crucial 
for Indigenous people in Alberta to attain improved health status.

Sources of unmet health care needs can be categorized into three main groups: avail-
ability of services (e.g., waiting time, availability of service in an area), accessibility (e.g., 
cost and transportation), and acceptability (e.g., language barriers, cultural awareness, 
feeling the services are inappropriate).47 Previous studies among urban Indigenous popu-
lations examined interactions with health care services. Health care access challenges for 
urban Indigenous communities are summarized as inadequate number of Indigenous 
health care professionals; a lack of  cross- cultural training for health services staff; fear of 
the foreign environment and distance from family and friends; stereotypes of Indigenous 
peoples by health care professionals; distrust of the health care system; and communica-
tion issues.11,13,24–26,28,29,29–31 Using  community- based health programs can empower com-
munities and offer an alternative resource for effective health care treatment that is often 
far away from isolated communities. For example, the Noojmowin Teg Health Centre 
focuses on  community- based services, enhancing community capacity, and integrating 
Indigenous health practices.47 Development of the program was time- consuming and 
required extensive and ongoing collaboration between many stakeholders including the 
provincial health authority and the community members. The centre hired Indigenous 
health care staff and integrated a  culturally- based model of providing health services to 
allow clients to have a choice between Western or traditional services, or both, in various 
locations that were convenient for the clients. Reviewing the quality of the health care 
revealed that, despite the challenges, the Noojmowin Teg Health Centre has improved 
care and access for its clients and exists as a model for other communities to build upon. 
These programs are holistic approaches to addressing health care issues and would 
be effective in addressing prevalent health issues found within the community. More 
importantly, having treatment facilities in close proximity to communities may lessen 
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the frequency of relapse, which often occurs because of the difficulties associated with 
accessing aftercare facilities due to the community’s isolated location.48

Some studies recommended getting more Indigenous peoples into the health service 
workforce. Because of the prevalence of chronic diseases among Indigenous peoples, it is 
important to encourage Indigenous people to become educated and trained in the health 
care field. However, the barriers included little encouragement for Indigenous peoples 
to pursue a career in science, few spots targeting Indigenous people to receive health 
service training, and lack of cultural sensitivity in advanced education institutions.49

Our review has some limitations. Most of the sources are from the grey literature and 
were not subject to academic peer- review, thus bias could have been introduced. Of the 
included literature, multiple resources used administrative data to identify Indigenous 
participants; often this only identifies people who are registered as Status Indigenous 
people in Alberta. This results in the exclusion of non- status Indigenous people and Métis. 
Several of the included studies used small sample sizes, convenience samples, or excluded 
significant Indigenous populations such as isolated communities, which may have biased 
the results. Additionally, Indigenous peoples in Alberta represent a great diversity in cul-
ture and geographic location, limiting the generalizability of study results. Furthermore, 
the information was limited regarding health care access for specific populations such 
as seniors or individuals with mental or physical disabilities. Lastly, the measure of the 
quality and access to health care services may be inconsistent across the included studies; 
for instance, the study with Noojmowin Teg Health Centre did not provide any formal 
quantitative measurement.

Conclusions. Barriers and ease of access to health care services for Albertan Indig-
enous individuals are characterized in previous research.11;13;24;26;32 This systematic review 
demonstrated a limitation in the critical evaluation of interventions to ease health care 
access among Indigenous peoples. Precise research may be necessary for a deeper 
understanding of the causes of inequity in health care access and use. Development of 
 evidence- based policies for improved health care access to improve health care access 
among Indigenous people in Alberta are suggested.49
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