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Abstract

Background: In Saskatchewan, Canada, Indigenous cancer care services at the municipal, provincial, and federal
levels are intended to improve quality care but can result in a complex, fragmented, and multi-jurisdictional health
care system. A multi-phase needs assessment project was initiated to document Indigenous cancer care needs.
Guided by Indigenous patient partners, clinicians, academics, and policy makers, the present study reflects a needs
assessment of Indigenous cancer supports from the perspectives of cancer care service providers.

Methods: Qualitative data were collected through three focus groups with 20 service providers for cancer patients
and their families at three Saskatchewan cities. Participants included chemotherapy and radiation nurses, social
workers, a patient navigator, dieticians, and practicum students. A semi-structured interview guide was used to
conduct the sessions to allow for freedom of responses. Data were recorded, transcribed verbatim, and analyzed
using thematic analysis.

Results: Service providers’ perspectives were categorized into five themes: 1) addressing travel-related issues, 2)
logistical challenges, 3) improvements to Indigenous-specific health care supports, 4) cultural sensitivity in health
care, and 5) consistency in care. Supports provided differed for the two Indigenous groups, First Nations and Métis.
Service providers made recommendations regarding how needs could be met. They saw language translation
providers and Elder supports as important. Recommendations for improving travel were for medical taxis to include
breaks so that passengers may alleviate any uncomfortable side effects of their cancer treatment. Further,
Indigenous-specific accommodations were recommended for those requiring medical travel. These
recommendations aligned with supports that are available in four other Canadian provinces.

Conclusions: These results identified gaps in supports and outlined recommendations to address barriers to cancer
care from the perspectives of service providers. These recommendations may inform evidence-based health system
interventions for Indigenous cancer patients and ultimately aim to improve cancer care services, quality of life, and
health outcomes of Indigenous patients throughout their cancer journey.
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Background
First Nations, Inuit, and Métis are ethnic groups that
comprise Indigenous peoples in Canada. Within these
groups, the rates of cancer diagnoses are dispropor-
tionately rising [1, 2] and their survival rates are com-
paratively lower than Canada’s non-Indigenous
population [3]. In the province of Ontario, the rate of
new cancer cases from 1968 to 2001 for First Nations
people has nearly doubled [4]. From Ontario’s health
status data from 2001 to 2010, new cancer diagnoses
and mortality rates continue to be significantly higher
for First Nations in comparison to non-First Nations
Ontarians [5]. These outcomes extend beyond On-
tario, as data from 2004 to 2011 in the province of
Manitoba reveal that First Nations (vs non-Indigenous
Manitobans) were diagnosed with cancer significantly
younger, had higher late-stage cancer diagnoses, and
had higher mortality rates [6]. Further, First Nations
in Manitoba living on reserve had higher proportions
of late-stage diagnoses than First Nations living off
reserve [7]. These findings suggest that cancer is an
increasingly relevant health issue for Indigenous
people in Canada, making optimal care for Indigenous
cancer patients a significant concern to address.
Cancer diagnosis, treatment, and aftercare may be es-

pecially challenging for Indigenous patients and their
families. Regarding health coverage, First Nations people
registered under the Indian Act and Inuit recognized by
an Inuit land claim organization are covered through the
Non-Insured Health Benefits (NIHB) program that is
provided by the federal government’s Department of In-
digenous Services Canada [8]. Specific to cancer care,
coverage includes medical supplies and equipment, med-
ical transportation, and reimbursement for accommoda-
tions in circumstances when health services are not
locally available. However, Métis are not eligible for this
coverage because they are not under the federal jurisdic-
tion of the Indian Act. Instead, Métis registered through
one of the five provincial Métis organizations can apply
for coverage for relevant initiatives if their organization
offers such supports, and otherwise receive the same
coverage as non-Indigenous Canadians. Aside from
medical coverage, municipal health care centres and pro-
vincial health organizations may offer additional
Indigenous-specific programs to provide services such as
cultural and spiritual support (e.g., Elder support, trans-
lation services). The presence of Indigenous health pro-
grams and services at the municipal, provincial, and
federal levels are intended to ensure improved quality
care but can result in a health care system that is com-
plex, fragmented, and multi-jurisdictional [9]. Conse-
quently, cancer diagnosis, treatment, and aftercare may
be especially challenging for Indigenous patients and
their families.

Geographical differences are an additional challenge
for many Indigenous cancer patients. According to the
2016 Canadian census, 38.9% of Indigenous people live
in rural areas, 20% in small population centres (1000–
29,999 people), 10.8% in medium centres (30,000–99,999
people), and 30.3% in large population centres (over
100,000 people) [10]. Therefore, the majority of Indigen-
ous peoples must travel to receive treatment, as cancer
treatment centres are predominantly in cities with large
population centres. To address geographical barriers, the
NIHB program and some Métis Nation organizations
offer coverage and support for Indigenous patients re-
quired to travel [8, 11]. However, despite general sup-
ports and some Indigenous-specific cancer services,
there is evidence of unmet needs for cancer support ser-
vices for the Indigenous population [9, 12–14].
Prior to our research, there had been no systematic as-

sessment of the cancer care support services for Indigen-
ous people in the province of Saskatchewan. To address
this gap, a multi-phase needs assessment project was ini-
tiated titled Sâkipakâwin, the Cree1 word for budding or
sprouting. This research project was guided by an advis-
ory team of Indigenous patient partners, clinicians, aca-
demics, and policy makers, whereby the phases were to
conduct a scan of the current Indigenous-specific cancer
supports in Canada, a sharing circle study with Indigen-
ous people affected by cancer, and a study with service
providers to examine perspectives on barriers and sup-
ports for Indigenous cancer patients. Separate studies
were selected for Indigenous cancer patients and service
provider participants to address potential power imbal-
ances between patients and providers and because of the
importance of using a culturally-relevant data collection
method with Indigenous participants (e.g., sharing cir-
cles) [12, 15].
The present study represents the latter aim of Sâkipa-

kâwin by using a needs assessment methodology [16] to
identify the support needs of Indigenous cancer patients
and their families from the perspectives of cancer service
providers. Identifying and prioritizing these needs are
the first steps to implementing evidence-based health
system interventions in supporting Indigenous patients
and their families during cancer diagnosis, treatment,
and follow-up.

Methods
Setting
Data were collected from the three sites with the most
extensive cancer supports and numerous cancer service
providers in the province: the Saskatoon Cancer Centre,

1The language of Cree people, a First Nations people in Canada. In
Saskatchewan, they inhabit territories from the northern boreal forest
to the southern plains.
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the Allan Blair Cancer Centre in Regina, and the Com-
munity Oncology Program of Saskatchewan (COPS) in
Prince Albert. These centres are operated by the Sas-
katchewan Cancer Agency (SCA) and are separate from
the hospitals that are run by the provincial health
organization, the Saskatchewan Health Authority (SHA).
Services that they provide include facilitating prevention
and early detection programs, providing cancer screen-
ing, and delivering non-surgical cancer treatments (e.g.,
chemotherapy, radiation therapy) [17].
With regards to the Canadian province selected as the

setting of the study, Saskatchewan is an exemplary
choice because it is the province with the second highest
proportion of Indigenous peoples (16.3%) and the major-
ity of this population live in remote, rural, or small
population centres (62%) [10]. Of the Indigenous popu-
lation, 65.5% are First Nations (65.5% Registered Indian;
34.5% non-Registered Indian) and 33.1% are Métis
(remaining proportion represent those with multiple In-
digenous identities). Representation of these specific
groups are important, as each group receives different
medical coverage and consequently, may experience dis-
tinct barriers to accessing care.

Participants
For the current study, qualitative data were collected
from 20 cancer service providers using a focus group ap-
proach. Providers included chemotherapy and radiation
nurses, social workers, a cancer navigator, a dietician,
and practicum students, and providers’ length of time
working in cancer care ranged from 6 months to 20
years (see Table 1 for participant characteristics).

Criterion sampling was used whereby the target partici-
pants, health care professionals from cancer care facil-
ities (e.g., cancer centres, COPS centres), were invited to
participate by email through the research coordinator
and managers from cancer units employed by the SCA.
To note, both Indigenous and non-Indigenous providers
were invited to participate. Service providers could
choose whether they wanted to participate by attending
the scheduled study session. All sessions took place over
the lunch hour to maximize the number of service pro-
viders that would simultaneously be available to
participate.
Aside from a meal that was provided during the focus

groups, no compensation was offered for participating in
the study. All participants eligible to participate attended
the study session except for two in Regina, three in Sas-
katoon, and one in Prince Albert. Research ethics ap-
proval was provided by the Behavioral Research Ethics
Board (REB) at the University of Saskatchewan (#18–
105).

Procedure
Focus groups were facilitated by two researchers in the
aforementioned cancer care settings. After participants
provided informed consent, data collection began by
asking general questions about Indigenous people within
the health care system (e.g., “How do you identify that a
patient is Indigenous?”). A semi-structured interview
guide was used to conduct the remainder of the session
to allow for freedom of responses. Questions were spe-
cific to participants’ perspectives on the support needs
of Indigenous cancer patients and their ability to provide
the needs relevant to their profession (see Additional file
1: Appendix for full list of interview questions).
Consistent with the focus group method [18, 19],

questions were either posed by the researchers or partic-
ipants organically responded to the questions through
ongoing group discussion. Probing questions were asked
when necessary to ensure that each question was an-
swered and that responses were complete. Data were
collected using an audio recorder and interviews were
transcribed verbatim by the University of Saskatchewan’s
Social Sciences Research Lab. Each focus group was ap-
proximately one hour.
After data from the first two focus groups were col-

lected, transcribed, and coded, we identified consistent
themes across the study sites and recognized that we
had reached data saturation [20]. However, the third
focus group at an additional site was included to obtain
an adequate sample size. The final themes were distrib-
uted via a technical report to the advisory team and
other stakeholders including senior leaders in Indigen-
ous governments in Saskatchewan, the SCA, and the
SHA [21].

Table 1 Participant Characteristics

Informants: n = 20

Cancer Centre Site

Allan Blair Cancer Centre 8

Saskatoon Cancer Centre 6

Prince Albert COPS centre 6

Service Provider Type

Chemotherapy and radiation nurses 9

Social workers 4

Practicum students 5

Cancer navigator 1

Dieticians 1

Gender

Women 18

Men 2

Indigenous Status of Participants

Non-Indigenous 19

Indigenous 1
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Analysis
Transcripts were reviewed by the researchers and ana-
lyzed in ATLAS.ti 8 using a thematic analysis approach.
The transcript from each focus group was independently
coded by two researchers (authors JS and AA) and final
themes were reviewed by the coders and author TC.
Coding was conducted and validated using Braun and
Clarke’s (2006) approach [22]: initial codes were identi-
fied and collated into potential themes, themes were
reviewed and potential coding conflicts were addressed,
and analysis was finalized by generating descriptive
names for themes and subthemes. Braun and Clarke’s
15-point checklist of criteria for good thematic analysis
was also used [22]. Criteria includes ensuring that re-
searchers were active in the research process, that bal-
ance between analytical narratives and illustrative
extracts are provided, and that data were interpreted ra-
ther than simply described.

Results
Service providers shared their perceptions of barriers to
cancer care for Indigenous people in Saskatchewan and
discussed support needs that correspond to the barriers.
Needs were identified and categorized into five themes:
1) addressing travel-related issues, 2) addressing logis-
tical challenges with Indigenous-specific medical cover-
age, 3) improvements to Indigenous-specific health care
supports, 4) cultural sensitivity in health care, and 5)

consistency in care. To note, participant quotes in the
following section will reference the focus group (FG)
and participant (P) numbers. For a synthesized overview
of the connection between the barriers and recommen-
dations of Indigenous cancer support needs, see Fig. 1.

Theme one: addressing travel-related issues
Challenges regarding transportation and accommoda-
tions were identified for Indigenous patients living in
rural and remote communities. Support needs in light of
these challenges are summarized in the following sub-
themes: properly resourced medical taxis, Indigenous-
specific accommodations, and expansion of formal and
informal supports to northern communities.

Properly resourced medical taxis
Participants noted from previous discussions with First
Nations cancer patients that there were concerns with
the medical transportation service provided by the
NIHB. Concerns ranged from issues relevant to all pa-
tients, such as passengers smoking inside the medical
taxi, to issues specific to passengers with cancer, such as
a lack of properly resourced vehicles or travel itineraries
that did not meet the unique needs of cancer patients.
For example, patients undergoing chemotherapy may re-
quire more rest stops in order to alleviate the side effects
of their treatment, and patients with cancers that may be
particularly uncomfortable during travel (e.g., anal

Fig. 1 Overview of barriers and recommendations from service provider participants of Indigenous cancer support needs
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cancer) should also be accommodated (e.g., more rest
stops, appropriate seating). The following excerpt relays
the experience of using medical taxis as recounted by
one participant:

I’ve had people tell me that they’re crammed into a
vehicle of some kind, and if you’ve got some side ef-
fects like diarrhea and that kind of thing along the
way there’s no place to stop and go to the bathroom.
They’re not feeling well and they’re on some crappy
road that is [a] very long distance… (FG 1, P 4).

Participants suggested that NIHB medical transporta-
tion ought to provide support beyond its utility of trans-
port by inquiring about and accommodating the specific
travel needs of cancer patients.

Indigenous-specific accommodations
Accommodations for cancer patients known as “cancer
lodges” were recognized to be underutilized supports by
Indigenous patients despite being the only accommoda-
tions that cater to the needs of cancer patients undergo-
ing treatment. Several participants relayed that First
Nations and Métis patients felt uncomfortable and spec-
ulated that this could be from experiencing racism
within these lodges (“… I mean, we don’t have control
over the other people who stay there, and maybe they’re
racist. I’ve heard that from several patients, Indigenous
ones, that that was an uncomfortable place for them to
stay…”; FG 1, P 5). Rather than staying at the cancer
lodges, patients were instead finding refuge elsewhere
(e.g., hotels). Participants from the COPS centre in
Prince Albert noted that their city was unique in that it
has an Indigenous-specific boarding home, Spruce
Lodge, that offers medically-approved lodging and trans-
portation to registered First Nations patients. Whether
patients chose to stay at hotels or in the boarding home,
however, participants indicated that these alternative
accomodations also have their limitations:

The problem with Spruce Lodge for our cancer pa-
tients is that it is a shared bathroom, so you’re ex-
posing everybody in Spruce Lodge to chemo, and
you’re also exposing those patients to everybody else’s
bacteria and stuff like that… Now it has shifted that
a lot of the chemo patients will stay in hotels as
opposed to staying at Spruce Lodge, which has
worked out a lot better. However, depending on
which hotel they stay at is dependent on how
much sleep they get the night before kind of thing.
Cause lots of our people will come in the day be-
fore, and we’ve had people say, “I just didn’t sleep
last night, we stayed at whatever hotel and it was
loud in the hotel”. (FG 2, P 4).

Providers suggested that accommodation issues could
be improved through Indigenous-specific lodging that
accommodated patients undergoing cancer treatments
(“If we can’t provide [cancer care] in the community, then
the least we can do is accommodate here some place”;
FG 1, P 2).

Expansion of formal and informal supports to northern
communities
Service providers across all focus groups highlighted det-
rimental consequences often experienced by patients
who must travel long distances for extensive periods of
time to receive cancer treatment. For instance, being
away from the community holds psychosocial implica-
tions for Indigenous patients that can compromise their
willingness to receive treatment. This circumstance is il-
lustrated with the following quote:

…I did work for a northern health organization…
where we would have people who would just choose
not to get treatment because of the time that it
would take them away from their community. Just
the difficulties with family and the community, you
know, being away from home. (FG 3, P 5).

Considering the lack of community support and the
other barriers with medical travel previously discussed,
providers determined that formal supports, such as some
cancer treatments, and informal supports, such as home
care and nutrition services, requires northern expansion
(e.g., “So all of our treatment facilities are basically south
of halfway of our province. So yeah, additional COPS
centres [community oncology programs] or health facil-
ities, in more locations” [FG 1, P 2]). Other proposed so-
lutions to reducing medical travel included ensuring that
the province’s medical appointment platform, Tele-
Health, was functional (“It’s not working consistently, it’s
not a reliable tool to be used”; FG 2, P 4) so that it could
be effectively utilized, and to train health care providers
in northern communities to deliver similar services. One
patient notes:

Some of the communities aren’t comfortable, I guess,
with removing those lines and flushing those lines
appropriately. As a result, those patients have to re-
main with us for a couple days so that homecare
here in the city can remove the line… So education
to the communities of how to care for these lines
would be valuable I think. (FG 3, P 3).

Together, participants determined that further training
for northern health care providers on out-patient cancer
care, reliable medical appointment technology, and ex-
pansion of cancer treatment programs in the north
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would reduce the need for patients to travel from their
communities for cancer care.
Theme two: Addressing logistical challenges with

Indigenous-specific medical coverage.
A significant focus of each focus group concerned the

complexities of Indigenous patients accessing existing
supports, and that these complexities often compro-
mised the benefits that the supports were intended to
deliver. Two sub-themes emerged regarding needs that
addressed logistical issues: coordinating care with NIHB
(travel, prescriptions) for First Nations patients and re-
imbursing First Nations patients for medications and/or
travel up-front.

Coordinating care with NIHB (travel, prescriptions) for First
Nations patients
Although medical coverage through the federal govern-
ment’s NIHB program is intended to provide support
(e.g., travel coverage) for registered First Nations and
Inuit, participants expressed their frustrations when hav-
ing to contact employees of the program to advocate for
unmet patient supports. For instance, necessary supports
were often denied or were restricted by the program’s
rigid regulations. One provider explained that they re-
ceived different responses for identical inquiries from
NIHB program employees when advocating for patients
that were denied medical travel from their
accommodations:

Well on one phone call I may have to advocate for
taxis in town, whereas the next one I’m getting told
“no, because they’re close enough to the hospital that
you shouldn’t need a taxi.” So then I’m fighting
about that… So if we don’t know the system, then
our patients aren’t getting the services needed. (FG 1,
P 1).

Further complicating providers’ advocacy efforts is the
extensive time often required to communicate with
those who run the program when coordinating coverage:

…my longest [time on hold on the phone] was an
hour and 21 min waiting to get through to them. So
that’s formal resources being used inappropriately.
When you finally get through to them, sometimes
they can’t help – because you’re phoning a call cen-
ter, these aren’t people that dedicated their lives to
Indigenous issues. (FG 1, P 1).

A second provider note that an additional weakness of
the NIHB program’s communication model is that there
is no consistent contact with employees. They state
that this leads to time loss because providers are “re-
peatedly calling [the NIHB Program] back” regarding

the same patient and that they would often be “get-
ting a different person” and therefore “taking a lot of
time to re-explain the situation and re-advocating for
the same things”. (FG 1, P 2).
An additional travel-related issue regards the relatively

limited timeframe in which travel coverage can be coor-
dinated, as medical travel provided through the NIHB
must be arranged at least 2 weeks prior to the appoint-
ment. Participants mention that the timeframe required
to schedule medical travel was particularly burdensome
if care was urgent or if a last-minute appointment time
became available to First Nations patients. The limited
timeframe to submit requests for NIHB-covered patients
also extended to receiving medications, indicating that
this logistical issue is impeding participants from acces-
sing their medical needs.

Reimbursing First Nations patients for medications and/or
travel up-front
Participants noted an economic barrier experienced
by some registered First Nations patients was the de-
layed medical coverage for their cancer-related ex-
penses. A discussion between participants illustrates
this issue (FG 2):

P1: …there was lots of First Nations who travelled
from reserves that were 800 km from Saskatoon so
then they need to fly in, they need to have a hotel
and stay overnight – it’s a major expense for an in-
dividual. It seemed to be a somewhat complicated
funding structure because they’d go through the
band office and that would have to be approved. It
never seemed easy for those people to get to the
clinic.

P2: Sometimes it’s a fight to have that money come
up front and then have to submit all that paper or
receipts or whatever and then get that payback. But
that’s subjective to each nation, right?

P3: And if they don’t have the actual money to put
up front-.

P1: Yeah, some don’t even have it.

P3: They can’t go, ‘cause getting money after they
come back isn’t doing them any good, ‘cause they
haven’t any to get here.

As stated in the dialogue, travel or medical coverage
through NIHB may still not be accessible to First Na-
tions patients from low-income households because of
the up-front costs. Participants agreed that the current
model of medical coverage is not adequate to
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accommodate the patients who require this support the
most. Instead, expenses should be covered directly
through the funding body (e.g., the NIHB Program).

Theme three: improvements to Indigenous-specific health
care supports
Participants identified limitations within existing services
available to Indigenous patients within hospitals and
other health care facilities in the province. The following
sub-themes outline proposed improvements to: Indigen-
ous language interpreters, Elder support, and standardiz-
ing identification of Indigenous identity to ensure that
Indigenous-specific health care supports can be offered.

Indigenous language interpreters
Adequate interpretation was repeatedly discussed, with
one participant asserting that “language is one of our big-
gest barriers, and trying to rectify that would be a huge
step in the right direction”. (FG 1, P1) Providers ac-
knowledged that interpretation was offered for some
First Nations languages but noted limitations with trans-
lation services. Despite having access, there were not
enough translators to meet the demand of patients. Rec-
ommendations were to increase the number of inter-
preters and include more Indigenous languages for
language translation. One participant said: “Yeah, we do
have regular struggles with Dene2 because it’s – We don’t
have as many. Like we have a few, even staff that can
speak Cree in the building at any given time. But Dene
seems to be the more common struggle”. (FG 3, P 5).
An additional concern was that translators were not

immediately offered to Indigenous patients with medical
companions. Participants expressed that translators were
necessary because of their training in providing medical
translation, which is a skill that medical companions do
not necessarily have. The following participant states
their recommendation:

I almost wonder too, yeah, if just – especially maybe
their first appointment with an oncologist in Saska-
toon, if there’s a translator that’s not family present
at that, and it’s just not questioned. This is just how
we do things, this is how it is, they’re a medically
trained translator, they’re here no matter what, kind
of thing. (FG 3, P 4).

A final proposed solution to address issues with access
to language translation supports models a current ser-
vice offered to patients who speak non-Indigenous lan-
guages. The provincial health agency uses MCIS
Language Services, an external organization that

provides professional interpretation services 24 h a day,
7 days a week for patients. This organization does not
offer translation in any Indigenous languages, but a com-
parable system was proposed. The following details this
service by one participant:

It has to be pre-arranged. There’s a 1–800 number. I
mean you could contact them and you may get same
day service, it’s just not immediately... Because even
with Cree and Dene, a lot of things are difficult, it’s
not just the language it’s the medical aspect… then
not only are they [the telephone interpreter] fluent in
the language, but also fluent in medical language
too. (FG 3, P 5).

Elder support
Elder support offered to Indigenous patients through the
province’s First Nations and Métis Health Services was
praised by participants for providing patients with advo-
cacy, representation in health care, and culturally rele-
vant supports. One participant notes:

He’s amazing and he’s got lots of knowledge, he
helps guide - he’s one of those people who’s a key
- there’s the traditional pathways for Indigenous
pathways and then we have the mainstream way
of doing things, he serves as a “Let’s find a way
for both”. (FG 2, P 5).

However, Elder support is exclusively offered in hospi-
tals because the cancer centres are separate institutions,
and those using medical travel through the NIHB pro-
gram are only provided transportation to and from the
location where the patient received cancer care. Conse-
quently, First Nations patients using medical travel may
not have access to Elder support.
Providers also discussed needs for stronger relations

between the provincial health agency and influential
members within Indigenous communities, such as El-
ders. The advantage is that Elders can assist with advo-
cating for health and wellness through education such as
cancer prevention. To facilitate this, health officials need
to “try to bridge the gap of getting some buy-in from the
community level” in order to have community members
advocate “to try and help get people out and motivate
them to take action for their health…”. (FG 2, P 4).

Standardizing identification of Indigenous identity to ensure
that Indigenous-specific health care supports can be offered
Although service providers can inform Indigenous pa-
tients of Indigenous-specific supports from First Nations
and Métis Health Services, participants from all focus
groups stated that no systematic approach existed for
identifying Indigenous patients who would otherwise

2Dene are a First Nations people who inhabit territory in the boreal
forest (such as northern Saskatchewan) and Arctic regions of Canada.
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benefit from these supports. The lack of formal ap-
proach was evident from the varied answers that
providers gave when asked how they determine if a
patient is Indigenous. Answers included patient’s self-
identification, asking the patient, judgements about the
patient (e.g., racial identity, last name, home address),
and from observing registration numbers of Indian sta-
tus cards from First Nations patients’ electronic charts.
The lack of reliable approach is problematic because
individuals can be Indigenous without physical charac-
teristics and last names provide no guarantee of Indi-
geneity. Further, a significant proportion live in large
population centres (27.5% in Saskatchewan) [8], and
other Indigenous groups such as Métis do not have In-
dian Status and thus do not have registration numbers.
Participants concluded that the presence of Indigenous-
specific services was a positive support, but that an em-
phasis on a methodical approach to identifying Indigen-
ous patients was needed.

Theme four: cultural sensitivity in health care
Participants acknowledged that most health care pro-
viders are non-Indigenous, and that non-Indigenous
providers are less likely to be informed on how to pro-
vide culturally relevant care to Indigenous cancer pa-
tients. Participants discussed how culturally relevant
care could be better facilitated by the following themes:
cross-cultural understanding for non-Indigenous service
providers and Indigenous service providers in all stages
of cancer care continuum.

Cross-cultural understanding for non-Indigenous service
providers
Health care professionals in Saskatchewan are often obli-
gated to complete Indigenous sensitivity training during
post-secondary education or workplace in-services to fa-
cilitate cross-cultural understanding. However, as par-
ticipant 5 (FG 2) states, “It needs to be more than just an
Indigenous sensitivity training that usually is typical of
checked box… They facilitate a conversation about it but
don’t continue… doing more initiatives”. One initiative
discussed was education on traditional healing methods
to inform providers what it is, how it may be integrated
with Western medicine, and how to discuss its integra-
tion with patients (“…having a better understanding and
respect for the holistic side of things too, to integrate them
better, present all the options, make informed decisions”;
FG 2, P 4). Further, it could address stigma that pro-
viders may have about non-Western treatment options
(“if you know a disease is curable but they’re going to go
traditional medicine, as medical professionals I think we
have difficulty with that”; FG 2, P 3).

Indigenous service providers in all stages of cancer care
continuum
To promote cultural sensitivity in health care, discus-
sions from all focus groups highlighted the need for
Indigenous representation from cancer care providers.
One participant emphasized the need for representa-
tion from both dominant Indigenous groups in
Saskatchewan: “[First Nations and Métis] have very
different realities in terms of practically everything.
Very different experiences, very different supports that
they have access to” (FG 2, P 7). The quote illustrates
that the experiences of navigating the health care sys-
tem will differ between First Nations and Métis due
to the supports available to each group, but also, that
their experiences differ because they are distinct cul-
tural groups. This highlights the importance of avoid-
ing a pan-Indigenous approach by ensuring that
needs (e.g., representation) are met for the predomin-
ant Indigenous groups in the province.

Theme five: consistency in care
Participants issued concerns relating to inconsistencies
in both formal and informal care providers. The conse-
quences of inconsistencies are among the following two
themes: consistency from service providers (i.e., formal
supports) and consistency from travel companions (i.e.,
informal supports).

Consistency from service providers (i.e., formal supports)
Participants acknowledged that there are higher incon-
sistencies in care for Indigenous patients living in the
rural and remote areas of the province because of unreli-
able virtual appointments through Telehealth. Oncolo-
gist care was noted to be particularly unpredictable for
Telehealth appointments:

They’re doctors, they’re oncologists, but they’re not
their primary oncologist. And so they might go to
Telehealth in January and see their primary oncolo-
gist who’ve they’ve always seen, and then they go in
February, March, April, May, and they see somebody
different. And it may be a different person each time,
let alone just one person. (FG 3, P 4).

Participants highlighted two virtues of consistent can-
cer care providers. One provider captured both strengths
of consistency in the following quote:

… I think that transition [of primary care providers]
for a lot of people, especially people from the north
when you talk about trust issues, that is not good to
have fill-in doctors come in. They don’t have the
same rapport. The stuff they talked about at one
Telehealth may not ever come up again. (FG 3, P 4).
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When patients must consistently retell their experi-
ences, they may fail to share all details and consequently,
as discussed among participants, the provider would be
unaware of key details that could assist the patient.

Consistency from travel companions (i.e., informal supports)
Travel companions are a valuable informal support to
Indigenous patients and can also be helpful for conduct-
ing language translation. Despite their benefits, partici-
pants mentioned that communication issues can arise
when patients bring a different medical companion for
each appointment. For instance, one participant posits
that patients may selectively disclose information based
on which companion accompanied them:

… I think the other problem that we’ve had too, is
sometimes it is a daughter or son that comes down
with their parent, or even a husband and wife, and
the patient may not be comfortable talking about
certain things in front of who’ve they’ve brought…
Dad may be comfortable in front of one child and
not in front of the other child (FG 3, P 4).

Another provider speculates that the inconsistency of
health companions may be due to the limits of the NIHB
Program. They state: “…one of the biggest things that we
always say to people coming to the Cancer Clinic is, “you
can bring several family members with you. Whoever’s
gonna make you feel comfortable.” Often many of the
First Nations people are limited to one person to be able
to come. To me that’s not quite right…”. (FG 1, P 4) To
elaborate, because First Nations patients are only funded
for one medical companion, the patient may be less
likely to articulate their experiences to the provider in
front of the sole companion. If multiple travel compan-
ions were funded to accompany the patient, family
members would be less likely to rotate as travel compan-
ions and thus, facilitate better companion consistency.

Discussion
The experience of accessing and receiving cancer care
for Indigenous peoples in Canada is often distinct from
the experience of non-Indigenous Canadians because of
geographic barriers, navigating different and often
complex systems of medical coverage, and cultural dif-
ferences with the Western medical system. To accom-
modate for these potential differences, some provinces
in Canada offer Indigenous-specific cancer supports
[23], though in Saskatchewan, there were limited sup-
ports for Indigenous patients in general and no supports
specific to cancer. In light of these limited supports, we
conducted a needs assessment of Indigenous cancer sup-
ports through focus groups with cancer service pro-
viders. In our study, participants were aware of many

unmet needs that Indigenous cancer patients experience
and outlined recommendations for addressing these
needs through five themes of support needs: 1) Address-
ing travel-related issues, 2) Addressing logistical chal-
lenges with Indigenous-specific medical coverage, 3)
Improvements to Indigenous-specific health care sup-
ports, 4) Cultural sensitivity in health care, and 5)
Consistency in care.
While previous studies conducted in Canada have ex-

amined First Nations’ barriers to cervical cancer screen-
ing in Ontario [24] and palliative care [25], service
providers in the current study discussed their percep-
tions of barriers and the support needs for First Nations
and Métis cancer patients. Further, this study revealed
perceptions of needs related to all phases of the cancer
care continuum. Parallel themes between these studies
include geographic and transportation barriers [24] and
culturally appropriate care [25]. Aside from these com-
mon barriers, the current study highlights additional
barriers (e.g., lack of Indigenous representation within
health care system) and ultimately, details the solutions
to address these barriers. The current study also builds
on previous research by including the cancer support
needs of Métis. Considering the needs of Métis is signifi-
cant because their medical coverage is akin to non-
Indigenous people (i.e., provincial government coverage
only) whereas First Nations’ coverage is through the fed-
eral government.

Recommendations for policy and practice
Recommendations included improvements to existing
supports for registered First Nations patients (e.g., co-
ordinating and utilizing medical travel) and First Nations
and Métis health programs. Specifically, communication
with the federal government’s NIHB Program often led
to lost time because of extensive wait times for service
providers advocating for patients’ unmet needs. An add-
itional recommendation for the NIHB Program was to
conduct direct billing when possible for covered ex-
penses, as paying for reimbursable cancer care needs
upfront are a barrier for First Nations people with low-
income. This is particularly relevant considering that
poverty rates are disproportionately higher amongst In-
digenous peoples in comparison to the non-Indigenous
population in Saskatchewan [26]. Another recommenda-
tion was having additional resources for Indigenous sup-
ports in hospitals and cancer centres such as language
translation and Elder supports. In summary, Indigenous
health care supports are recommended to be inclusive of
Indigenous groups and accessible to Indigenous patients
that receive care outside of the facilities where these
supports are located.
Considering that two-thirds of the Indigenous popula-

tion in the province of study reside away from the cities
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in which cancer care is primarily received [10], it is un-
surprising that many of the barriers discussed by partici-
pants related to geographical issues. Recommendations
for travel improvements included offering medical taxis
that accommodated the unique needs of cancer patients,
such as extending the duration of travel to allow for
more breaks to alleviate the uncomfortable side effects
of cancer treatment. Accommodations for Indigenous
patients were also discussed, with participants emphasiz-
ing that Indigenous patients conveyed discomfort when
staying at lodgings that catered specifically to cancer pa-
tients and were instead staying in places like hotels that
did not provide these specialized supports. Participants
recommended that Indigenous-specific accommodations
be provided. This is not an unrealistic recommendation,
as four other provinces in Canada have lodging
specifically for Indigenous people who must travel to re-
ceive health care (e.g., Lu’ma Native Housing Society in
British Columbia; Wequedong Lodge of Thunder Bay in
Ontario) [23].
Participants also recommended more Indigenous rep-

resentation among service providers for offering cultur-
ally relevant support and for facilitating trust between
patients and providers. Improving trust between Indi-
genous patients and health care providers is significant,
as previous research demonstrates that Indigenous peo-
ples tend to have mistrust towards the Western medical
system [13] due to historical [27, 28] and ongoing racism
experienced within the system [29]. Research with ser-
vice providers in the province of Ontario demonstrates
that systemic discrimination towards Indigenous patients
is a barrier to health care, and also recommends the
need for cultural safety training [30]. Importantly, repre-
sentation should be increased for both First Nations and
Métis because they are distinct cultural groups. To note,
this recommendation requires initiatives from multiple
health authorities or organizations because cancer care
supports are often provided through different organiza-
tions (e.g., health authorities, cancer agencies).
An important context for our findings is that some is-

sues for Indigenous patients that service providers noted
would also be experienced by non-Indigenous patients;
for instance, discomfort from staying in hotels (vs. can-
cer lodges) that are unequipped for patients with side ef-
fects of chemotherapy. The key difference is that the
decisions of Indigenous patients accessing supports (e.g.,
accommodations) may be motivated by avoiding racism
from non-Indigenous providers of formal supports. That
is, using the accommodations example, the discomforts
of staying in a hotel may be the same for both Indigen-
ous and non-Indigenous cancer patients, but that Indi-
genous patients might choose the discomforts of a hotel
over the discomforts of racism by staff or residents of
the cancer lodges. Therefore, the lack of cultural safety

within the health care system could amplify challenges
beyond coordinating medical travel or discussing cultur-
ally relevant treatment options with service providers.
This reiterates the need for interventions that address
cultural safety such as Indigenous representation within
the health care system and Indigenous sensitivity train-
ing for service providers.

Limitations and future research
A limitation of our study is that the support needs were
identified by predominantly non-Indigenous service pro-
viders and therefore, these needs may not be consistent
with the needs proposed by those with lived experience
(i.e., Indigenous cancer patients and their families).
However, the barriers to care proposed in the current
study address are reiterated from previous qualitative re-
search examining the experiences of Indigenous cancer
patients in Saskatchewan; for instance, issues with co-
ordinating and up-front costs for medical travel [12], the
lack of culturally appropriate accommodations [31], and
the absence of information and access to Traditional
medicine [32]. The shared perceptions of barriers to
cancer care from both Indigenous peoples and service
providers highlight that these concerns are relevant to
the population utilizing the health care system and those
providing care within it. A strength of our study is that
it discusses barriers specific to cancer service provider
perceptions, such as logistical challenges for providers
coordinating coverage with the NIHB program.
Another limitation was that participants were asked to

discuss their perceptions of cancer care needs for Indi-
genous people more broadly rather than specific to each
dominant Indigenous group in the province; that is, First
Nations and Métis. Therefore, participants’ discussion
was predominantly focused on the barriers for First
Nations patients and consequently, the recommenda-
tions to improving cancer care exclude the unique bar-
riers that Métis experience in the health care system.
Rather than asking questions from a pan-Indigenous
perspective, future research should emphasize asking
questions that distinguish between Indigenous groups
because of the practical differences in experiences and
access to cancer care. Due to our time constraints aris-
ing from conducting interviews with service providers
during their workday, we were limited by our capacity to
probe for how issues (e.g., travel, Elder support) may dif-
fer for First Nations and Métis cancer patients.
Although the current study focused on the support

needs of Indigenous cancer patients, the results revealed
that service providers also experienced systemic barriers
to delivering medical care to First Nations patients (e.g.,
advocating for necessary supports for sometimes exten-
sive wait times through the NIHB program). This find-
ing is not surprising considering the reality of a
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fragmented and multi-jurisdictional health care system
for registered First Nations. Future research could in-
clude an assessment of barriers specific to service pro-
viders through interviews with providers, policy makers,
and health care administrators, or a program evaluation
of Indigenous-specific medical coverage organizations to
determine and address systemic issues that impede
health care professionals’ ability to provide care to Indi-
genous patients.

Conclusions
An advisory team of Indigenous patient partners, clini-
cians, academics, and policy makers identified that a re-
search priority was to conduct a needs assessment of
Indigenous cancer care in Saskatchewan from the per-
spective of cancer service providers. The results of the
needs assessment identified gaps in supports and out-
lined recommendations to address barriers to cancer
care for Indigenous patients and their families affected
by cancer. These recommendations may inform
evidence-based health system interventions for Indigen-
ous cancer patients and ultimately aim to improve can-
cer care services, quality of life, and health outcomes of
Indigenous patients throughout their cancer journey.
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