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Abstract

services for nonurgent care, and fewer

Background: Access to primary care
protects the reproductive and non-
reproductive health of females. We
aimed to quantify health care disparities
among “off-reserve” First Nations, Métis
and Inuit females, compared with non-
Indigenous females of reproductive age.

Methods: We used population-based
data from cross-sectional cycles of the
Canadian Community Health Survey
(2015-2020), including 4 months during
the COVID-19 pandemic. We included all
females aged 15-55 years. We measured
health care access, use and unmet
needs, and quantified disparities through
weighted and age-standardized absolute

prevalence differences compared with
non-Indigenous females.

Results: We included 2902 First
Nations, 2345 Métis, 742 Inuit and
74760 non-Indigenous females of
reproductive age, weighted to repre-
sent 9.7 million people. Compared with
non-Indigenous females, Indigenous
females reported poorer health and
higher morbidity, yet 4.2% (95% confi-
dence interval [CI] 1.8% to 6.6%) fewer
First Nations females and 40.7% (95%
Cl 34.3% to 47.1%) fewer Inuit females
had access to a regular health care pro-
vider. Indigenous females waited longer
for primary care, more used hospital

had consultations with dental profes-
sionals. Accordingly, 3.2% (95% CI 0.3%
t0 6.1%) more First Nations females and
4.0% (95% Cl 0.7% to 7.3%) more Métis
females reported unmet needs, espe-
cially for mental health (data for Inuit
females not reported owing to high
variability).

Interpretation: During reproductive
age, Indigenous females in Canada face
many disparities in health care access,
use and unmet needs. Solutions aimed
atincreasing access to primary care are
urgently needed to advance health
care reconciliation.

Primary care is a fundamental human right.? For females of
reproductive age, primary care protects against prevalent
health issues, such as heart disease, depression and cancer,
and supports reproductive decision-making.?2 As most preg-
nancies in Canada are unintended,® primary care during repro-
ductive age also serves as preconception care, helping more
females enter pregnancy in good health and improving neo-
natal outcomes.*® Equitable health care at this life phase may
therefore interrupt intergenerational cycles of disease and nar-
row gaps in health outcomes.”® Yet Indigenous females con-
tinue to experience inequitable health care.®¥ This is largely a
result of colonial policies,>!! including targeted violence and
racism, residential schools, forced or coerced sterilization, and
destruction of traditional lands.t?*> Although Indigenous females

are highly resilient,’>!* these health care disparities are exacer-
bated by unique health needs imposed by social and material
deprivation® and concurrent challenges to access care in a dis-
jointed jurisdictional system,® resulting in medical relocations
for birthing and general health care.'’"'° Indigenous females are
keenly aware of this reality. Nevertheless, current data among
females are lacking and often group Indigenous Peoples
together, which overlooks their distinct needs and diverse histo-
ries and cultures. Following calls to action by the Truth and Rec-
onciliation Commission of Canada,'? and in partnership with
national Indigenous women’s and Two-Spirit groups,?>? we
aimed to quantify current disparities related to general health
care needs among “off-reserve” First Nations, Métis and Inuit
females of reproductive age.
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Methods

Study design

We conducted a repeated cross-sectional study using data from
the annual Canadian Community Health Survey (CCHS),?? which
covers about 98% of Canada’s population aged 12 years and
older, excluding those living in institutions and certain remote
regions, among others. The survey notably excludes First
Nations Peoples living on “reserve,” defined as government land
allocated for community use by ongoing colonial policy.” Those
living on “reserve” have unique challenges to health care access
that cannot be examined with the CCHS, including remoteness
and limited health care providers, medical facilities and
resources. As the term is defined by the survey rather than being
culturally safe, we have placed it in quotation marks. To pro-
duce reliable and representative estimates, the CCHS employs a
complex multistage sampling strategy and releases data in
1-year files for the provinces and 2-year combined files to
include the territories.??

As the survey was redesigned in 2015,22 we used cycles span-
ning 2015 to 2020, including 2-year files in descriptive and 1-year
files in trend analyses. In 2020, data collection was halted
between April and August by the COVID-19 pandemic, resulting in
only 4 months of pandemic-era data collection (September-
December). Response rates for 2-year cycles were 59.5%, 60.8%
and 41.0%, respectively.

We recruited collaborators for an Indigenous Advisory Com-
mittee, which included representatives from Pauktuutit Inuit
Women of Canada, 2 Spirits in Motion Society, Les Femmes
Michif Otipemisiwak (Women of the Métis Nation) and Native
Women’s Association of Canada, as well as 1 of the authors (J.L.).
This committee assisted at all stages of the study. We met with
these advisors twice, once before study design and once after
data analysis, both times incorporating their feedback and lived
experiences into the work. In between, we communicated over
email to send draft study proposals, results and manuscripts for
feedback, and held meetings with individual organizations when
requested. We are currently planning another meeting with the
committee to disseminate the findings to their communities. Fur-
ther details are provided in Appendix 1, available at www.cmaj.
ca/lookup/doi/10.1503/cmaj.221407/tab-related-content.

We complied with Strengthening the Reporting of Observa-
tional Studies in Epidemiology (STROBE)* and Guidance for
Reporting Involvement of Patients and the Public (GRIPP2)%
reporting guidelines (checklists in Appendix 1), as well as Statis-
tics Canada release guidelines.??

Population

We included all people assigned female at birth and of reproduc-
tive age, using the CCHS definition (15-55 yr?) for consistency
with other studies. The CCHS refers to this group as “females,”
given no data were collected on gender identity until 2019. The
survey asked only participants born in Canada, the United
States, Germany or Greenland (as explained in Appendix 1) to
self-identify as Indigenous to Canada. Indigenous participants
were further asked if they belonged to 1 or more of 3 Indigenous

groups recognized by the Canadian Constitution. These groups
include First Nations, a group of more than 630 culturally diverse
communities that were the earliest inhabitants of present-day
Canada; Métis, a group with mixed Indigenous and European
ancestry that developed a distinct identity; and Inuit, a group
that primarily lives in the Arctic region of Canada (known as Inuit
Nunangat) and whose culture and way of life are adapted to it.
The survey subsequently asked non-Indigenous participants to
self-identify as belonging to 1 or more of 12 racial or cultural
groups (White, South Asian, Chinese, Black, Filipino, Latin Ameri-
can, Arab, Southeast Asian, West Asian, Korean, Japanese or
other [unspecified]).

Outcomes

We ascertained all available health care indicators in the CCHS,
as well as sociodemographic and health information. Measures
of general health care access, collected from participants in all
the cycles, included whether participants had a regular health
care provider; whether they had a usual place for immediate,
nonurgent care of a minor health problem; and how long they
usually waited for an appointment with their provider for such
a problem. Measures of general health care use, collected from
participants in 2015 and 2016, included frequency of consulta-
tions with a primary care physician, specialist or other health
professional and whether an emergency department visit or
overnight hospital admission had occurred in the past
12 months. Measures of unmet health care needs, collected
from 8 provinces and 2 territories interested in these data,
included whether participants did not receive needed health
care in the past 12 months, reasons for unmet needs, and
types of care needs that were unmet. Further details are pro-
vided in Appendix 1.

Statistical analyses

We focused on “off-reserve” First Nations, Métis and Inuit par-
ticipants and present results separately. We produced descrip-
tive statistics to characterize the sample and calculated the
prevalence of health care access, use and unmet health care
needs using an available-case analysis to maximize sample
size. All analyses were weighted using bootstrap methods and
sampling weights provided by Statistics Canada to account for
complex, multistage sampling and to produce estimates repre-
sentative of the Canadian population, respectively.?2? We
additionally age-standardized these measures to the 2016 Cen-
sus population using the direct method and 5-year age groups
to account for confounding by age.?” To quantify disparities,
we computed absolute prevalence differences (in percentage
points) and 95% confidence intervals (Cls) compared with non-
Indigenous females.

In a post-hoc analysis, we sought to determine the extent to
which disparities could be related to sociodemographic differ-
ences. To do so, we computed adjusted prevalence ratios and
95% Cls using log-binomial regression, weighted using sam-
pling weights only (owing to software limitations), and con-
trolled for characteristics (age, education, household income,
region and region type) that are likely to influence care. As a
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sensitivity analysis, we calculated prevalence results without
standardization. In secondary analyses, we assessed health
care disparities among participants with multiple or unspeci-
fied Indigenous identities and those recently or currently preg-
nant, and examined the characteristics of those with missing
data.

We conducted all analyses using SAS Enterprise Guide 7.1
(SAS Institute Inc.).

Ethics approval

Statistics Canada obtained informed consent from all study par-
ticipants. As per Articles 2.2 and 9.21 of the Tri-Council Policy
Statement: Ethical Conduct for Research Involving Humans, this
research is exempt from research ethics board review as it relies
on publicly available data that are legally protected by Statistics
Canada.?® With guidance from our Indigenous Advisory Commit-
tee, we respected the principles of OCAP (ownership, control,
access and possession),? Inuit Qaujimajatugangit,®® a guideline
from the Canadian Institutes of Health Research, and the United
Nations Declaration on the Rights of Indigenous Peoples, as
described in Appendix 1.

Results

Our study population included 2902 First Nations, 2345 Métis,
742 Inuit and 74 760 non-Indigenous females of reproductive age.
Among non-Indigenous females, 70.7% self-identified as White
(Table 1). Compared with non-Indigenous females, First Nations,
Métis and Inuit females reported worse physical and mental
health and a higher prevalence of diagnosed chronic diseases,
especially mood or anxiety disorders (Table 1).

First Nations females living “off reserve”

First Nations females reported lower prevalence of access to a
regular health care provider than non-Indigenous females (dif-
ference -4.2%, 95% Cl -6.6% to -1.8%), although wait times
and reasons for not having access were similar (Figure 1 and
Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.221407/tab-related-content). Gaps in access to a regular
health care provider grew slightly in 2020 (difference 8.7%,
95% Cl 1.3% to 16.1%), and were localized to the territories,
Prairies and remote areas (Figure 2 and Appendix 2). First
Nations females and non-Indigenous females had similar
access to a usual place for immediate, nonurgent care (differ-
ence 0.2%, 95% Cl -1.7% to 2.1%), even after stratification;
however, 3.6% (95% CI 1.8% to 5.4%) more First Nations
females accessed this care in an emergency department. In the
past year, 13.9% (95% Cl 8.9% to 18.9%) more First Nations
females than non-Indigenous females visited an emergency
department for any care, although we found no differences in
overnight hospital admissions. Despite similar numbers of
health care consultations, more First Nations females were
seen by nurses and fewer by dental professionals. Slightly
more First Nations females reported unmet needs (difference
3.2%, 95% CI 0.3% to 6.1%), especially for mental health (dif-
ference 21.5%, 95% Cl 6.5% to 36.5%).

Métis

Métis females had similar access to a regular health care pro-
vider compared with non-Indigenous females (difference 0.5%,
95% Cl -1.7% to 2.7%), but more reported waiting longer than
2 weeks for an appointment (Figure 3 and Appendix 2). Not hav-
ing access was more often because of low availability and
because their previous provider had left or retired. Slightly more
Métis females had access to a usual place for immediate, non-
urgent care (difference 1.9%, 95% Cl 0.3% to 3.5%). After stratifi-
cation by year, region and region type (Figure 4 and Appendix 2),
we found no differences in access to a regular health care pro-
vider or a usual place for immediate, nonurgent care between
Métis and non-Indigenous females. In the past year, 9.6% (95%
Cl 4.6% to 14.6%) more Métis females visited an emergency
department for any care, although we found no differences in
overnight hospital admissions. The number of health care con-
sultations was similar, but 4.7% (95% CI 0.2% to 9.2%) more
Métis females were seen by nurses and 5.7% fewer (95% ClI
-10.5% to -0.9%) were seen by dental professionals. Slightly
more Métis females reported unmet needs (difference 4.0%,
95% Cl 0.7% to 7.3%), especially for mental health (difference
13.9%, 95% Cl -1.1% to 28.9%).

Inuit

Considerably fewer Inuit females had access to a regular health
care provider than non-Indigenous females (difference -40.7%,
95% Cl -47.1% to -34.3%) and more reported waiting longer
than 2 weeks for an appointment (Figure 5 and Appendix 2). Not
having access was more often a result of low availability than
making no attempt. More Inuit females had access to a usual
place for immediate, nonurgent care (difference 3.9%, 95% ClI
1.5% to 6.3%), with more accessing this care at a community
health centre or an emergency department. After stratification
(Figure 6 and Appendix 2), gaps in access to a regular health
care provider fluctuated over time (data up to 2019) and were
found in the territories and Prairies, as well as in urban and
remote areas. Gaps in access to a usual place for immediate,
nonurgent care were also found in the Prairies. In the past year,
6.6% (95% CI -3.3% to 16.5%) more Inuit females than non-
Indigenous females visited an emergency department for any
care, although this difference was not statistically significant,
and we found no differences in overnight hospital admissions.
Additionally, 5.6% (95% Cl 1.0% to 10.2%) more Inuit females
had no health care consultations and, among those who did,
considerably more (24.6%, 95% Cl 15.4% to 33.8%) were seen
by a nurse. Given Statistics Canada release guidelines, data
about unmet needs and from 2020 were too unreliable to be
published, based on coefficients of variation greater than 35%.

Post-hoc, secondary and sensitivity analyses

In a post-hoc analysis, many disparities remained when we com-
puted prevalence ratios adjusted for sociodemographic vari-
ables. Having a regular health care provider was still less likely
for Inuit females (adjusted prevalence ratio 0.86, 95% Cl 0.85 to
0.87) and First Nations females (adjusted prevalence ratio 0.98,
95% Cl 0.98 to 0.99) than for non-Indigenous females (Table 2).
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Table 1 (part 1 of 2): Self-reported characteristics of First Nations, Métis Inuit and non-Indigenous females of reproductive

age who participated in the Canadian Community Health Survey, 2015 to 2020

No. (weighted %)* of  No. (weighted %)* of = No. (weighted %)* No. (weighted %)* of
First Nations females Métis females of Inuit females non-Indigenous females
Characteristic n=2902 n=2345 n=742 n=74760
Weighted, n 209200 191 000 16 100 9344 600
Sociodemographics
Age, yr, mean + SD 33.6+0.4 34304 33.7+0.7 35.9+0.0
Age group, yr
15-19 376 (13.8) 298 (12.7) 103 (14.1) 7296 (9.8)
20-24 332(12.5) 237(13.4) 95 (12.5)** 5974 (10.4)
25-29 437 (15.1) 314 (12.9) 113(13.2) 8372 (12.2)
30-34 448 (15.4) 318 (15.2) 132 (16.0)** 11038 (14.6)
35-39 313(10.4) 291 (10.2) 104 (10.3) 10291 (12.3)
40-44 297 (9.2) 271 (11.0) 72 (10.4)** 9626 (12.1)
45-49 273 (10.9) 237 (10.6) 58 (12.5)** 9095 (12.8)
50-55 426 (12.8) 379 (14.1) 65 (11.0)** 13068 (15.7)
Region
Territories 344 (2.7) 88 (0.7) 614 (56.5) 1205 (0.2)
British Columbia 421 (17.8) 322 (15.5) it 9591 (13.0)
Prairies 860 (27.3) 1053 (43.5) 15 (6.2)** 16214 (17.9)
Ontario 693 (32.8) 475 (25.7) 15 (6.6)** 23288 (40.3)
Quebec 169 (8.4) 204 (8.5) -1t 16 268 (22.5)
Atlantic 415 (10.9) 203 (6.1) 75 (19.5)** 8194 (6.1)
Region typet
Urban 2050 (79.6) 1581 (75.4) 367 (60.0) 57 052 (85.3)
Rural 177 (6.8) 173 (7.3) it 6092 (6.3)
Remote 675 (13.5) 591 (17.3) -1t 11616 (8.5)
Education
Less than high school 751 (23.0) 446 (16.2) 357 (37.7) 8783 (9.9)
High school 778 (27.7) 630 (30.2) 126 (21.2) 15095 (20.7)
Some postsecondary 1340 (49.3) 1246 (53.5) 248 (41.1) 50300 (69.4)
Total household income, $
<20000 463 (12.7) 270 (7.9) 102 (10.2) 4723 (5.0)
20 000 to <40 000 665 (21.0) 400 (14.9) 152 (16.3) 9207 (10.6)
40 000 to < 60 000 464 (14.6) 324 (13.0) 143 (21.4) 10550 (13.2)
60 000 to <80 000 338(12.2) 285 (12.2) 89 (10.4)** 10440 (13.5)
>80 000 963 (39.5) 1057 (52.1) 253 (41.7) 39655 (57.8)
Racial or cultural background
White only = = = 60 789 (70.7)
South Asian only - - - 2353 (6.3)
Chinese only - - - 2392 (5.1)
Black only - - - 1825 (3.8)
Filipino only - - - 1416 (3.0)
Latin American only - - - 940 (1.9)
Arab only - - - 789 (1.9)
Southeast Asian only - - - 601 (1.5)
West Asian only - - - 354 (0.9)
Korean only - - - 262 (0.5)
Japanese only - - - 150 (0.3)
Other (unspecified) - - - 709 (1.4)
Multiple - - - 1473 (2.8)

E1100 CMAJ | August 28,2023 | Volume 195 | Issue 33



Table 1 (part 2 of 2): Self-reported characteristics of First Nations, Métis Inuit and non-Indigenous females of reproductive

age who participated in the Canadian Community Health Survey, 2015 to 2020

No. (weighted %)* of
First Nations females

Characteristic n=2902
Pregnancy
Currently pregnant 96 (4.2)
Recently pregnant (< 12 month) 110 (3.1)
Currently breastfeeding 73 (1.8)
Health and well-being
Self-reported health
Poor 109 (3.5)
Fair 392 (13.2)
Good 977 (33.3)
Very good 956 (33.9)
Excellent 464 (16.1)
Self-reported mental health
Poor 125 (4.7)
Fair 369 (14.5)
Good 894 (32.0)
Very good 890 (30.6)
Excellent 583 (18.3)
Cigarette smoking statust
Daily 839 (25.1)
Occasionally 330(10.4)
Not at all 1733 (64.5)
Alcohol use in past 12 months
At least once a month 1538 (53.4)
Less than once a month 745 (25.9)
Not at all 607 (20.6)
Diagnosed chronic disease(s)§
Diabetes 186 (5.1)
Hypertension 281 (8.7)
Asthma 401 (15.7)
Mood or anxiety disorders 911 (34.4)
Multimorbidity| 262 (8.3)

Note: SD = standard deviation.
*Unless otherwise specified.

No. (weighted %)* of
Métis females

No. (weighted %)*
of Inuit females

No. (weighted %)* of
non-Indigenous females

n=2345 n=742 n=74760
75 (3.6) 34 (2.5)** 2083 (2.9)
92 (3.2)** 66 (7.0)** 2375 (2.9)
58 (2.6)** 71(5.8)** 2069 (2.7)
120 (4.6)** 26 (3.4)** 1693 (1.8)
292 (12.0) 81 (9.0)** 5072 (6.1)
693 (29.6) 318(34.9) 19281 (26.1)
844 (34.6) 201 (34.4) 29779 (39.8)
394 (19.2) 113(18.3) 18881 (26.2)
97 (4.0)** 16 (1.1)** 1510 (1.9)
307 (14.0) 77 (12.2)** 5733 (7.6)
677 (30.1) 305 (38.8) 18 833 (25.9)
766 (31.3) 196 (30.3) 27 947 (37.3)
480 (20.6) 137 (17.5) 19 957 (27.3)
645 (23.8) 466 (51.8) 9254 (9.1)
178 (7.9) 64 (11.4)** 3519 (4.6)
1522 (68.3) 211 (36.7) 61966 (86.3)
1373 (61.6) 312 (45.9) 44729 (57.8)
610 (23.7) 204 (28.2) 15721 (19.6)
354 (14.7) 222 (25.9) 14111 (22.5)
115(3.9) 14 (1.4)** 2277 (2.8)
223 (8.7) 60 (8.2)** 5166 (6.2)
375 (18.7) 54 (9.6)** 7637 (9.4)
798 (34.4) 150 (24.3) 15081 (18.1)
222 (8.5) 29 (5.3)** 3370 (3.6)

TAn area with a population of = 1000 and a population density of = 400 residents per km? is defined as urban; otherwise, the area is defined as rural. A rural area outside of
a Census metropolitan area or Census agglomeration, and therefore not linked to an urban centre based on commuting flows, is defined as remote.
1This question does not include natural tobacco, which is sacred in many Indigenous cultures and is used in rituals, ceremonies and prayer, for its spiritual significance.

§Chosen based on risk for adverse maternal, pregnancy and neonatal outcomes.

YBased on the Public Health Agency of Canada definition of 3 or more from the following chronic diseases: diabetes, hypertension, asthma, mood or anxiety disorders,
chronic obstructive pulmonary disease (available only for those aged > 35 yr), arthritis, heart disease, stroke, cancer, Alzheimer disease and related dementias.

**This estimate has a coefficient of variation > 15% and < 35% which, according to Statistics Canada release guidelines, represents high sampling variability; use with caution.
T1This estimate has a coefficient of variation > 35%, which, according to Statistics Canada release guidelines, is too unreliable to be published.

Visiting an emergency department in the past year remained more
likely for First Nations females (adjusted prevalence ratio 1.37,
95% Cl 1.36 to 1.37) and Métis females (adjusted prevalence ratio
1.31, 95% CI 1.30 to 1.32). Unmet health care needs remained
more likely among First Nations females (adjusted prevalence
ratio 1.45, 95% Cl 1.42 to 1.48) and Métis females (adjusted preva-
lence ratio 1.72, 95% CI 1.68 to 1.75). In a sensitivity analysis,
prevalence results calculated without age standardization were

similar to results of the primary analysis (Appendix 2). In second-
ary analyses, numerically more females with multiple or
unspecified Indigenous identities reported unmet needs (differ-
ence 9.5%, 95% CI -1.6% to 20.6%) and, in contrast to all other
groups, fewer had access to a usual place for immediate, non-
urgent care in urban and rural areas (difference -14.2%, 95% ClI
-27.5% to -0.9%) (Appendix 3, available at www.cmaj.ca/
lookup/doi/10.1503/cmaj.221407/tab-related-content). Among
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Health care characteristic

Age-standardized,* weighted % (95% Cl)

First Nations

Non-Indigenous

Less likely for
First Nations females

More likely for
First Nations females

|
SN B
Health care access :
Has regular health care provider 81.4 (78.9-83.6) 85.6 (85.1-86.0) - :
Wait time for minor health problem |
0to3d 56.6 (53.2-60.0) 60.1 (59.5-60.8) -o-
4dto2wk 29.6 (26.6-32.8) 27.4(26.8-28.1) o
>2wk 13.8 (11.6-16.3) 12.4(12.1-12.8) .
Reason(s) for not having health care provider |
No need 23.9(18.9-29.7) 22.7 (21.4-24.1) —Ib—
None available in area 26.1(20.7-32.4) 21.8(20.6-23.1) —0—
None taking new patients 20.7 (15.3-27.4) 21.5(20.3-22.7) _‘|_
No attempt made 19.4 (14.9-24.8) 22.4(21.0-23.8) -or
Previous provider left or retired 20.4 (15.6-26.1) 23.5(22.3-24.7) —QIL
Other 20.4 (16.0-25.5) 19.5 (18.1-21.0) -
Has usual place forimmediate, nonurgent care 90.8 (88.7-92.5) 90.6 (90.3-91.0) |.
Type of place |
Doctor’s office 52.2 (49.0-55.4) 55.7 (55.1-56.3) le
Hospital outpatient clinic 3.8 (2.7-5.4)§ 2.7 (2.5-2.9) [ ]
Community health centre 6.1(4.9-7.5) 4.0 (3.8-4.3) :O
Walk-in clinic 27.0 (24.3-29.8) 29.9 (29.3-30.5) °
Hospital emergency room 9.4 (7.7-11.4) 5.8 (5.5-6.0) e
Other 1.5(1.0-2.4)§ 1.9(1.8-2.1) ®
I
Health care use in past 12 mot :
Has visited the hospital emergency room 40.0 (35.2-45.0) 26.1(25.3-26.9) | e
Has stayed overnight at hospital 6.9 (5.1-9.4)§ 7.4 (6.9-7.8) ¢
Medical consultations |
Number of consultations :
0 7(5.7-10.2) 6.0 (5.6-6.5) *
1to5 48 0(43.0-53.1) 52.6 (51.6-53.6) —.—:
6t0 10 24.0 (19.9-28.6) 23.5(22.6-24.3) o
>10 20.3 (16.7-24.4) 17.9 (17.1-18.7) lo-
Type(s) of consultation(s) |
Family doctor or general practitioner 70.0 (65.3-74.3) 71.7(70.8-72.6) —dl—
Eye specialist 42.6 (38.0-47.4) 42.8 (41.8-43.7) -
Other medical doctor or specialist 32.7(28.3-37.3) 34.0 (33.1-34.9) o
Nurse 20.5 (16.7-25.0) 12.7 (12.1-13.4) | o~
Dental professional 66.9 (62.4-71.2) 74.0 (73.1-74.9) - :
I
Unmet health care needs in past 12 mof !
Did not receive needed health care 9.7 (7.2-12.9) 6.5 (6.1-6.9) :0—
Reason(s) for unmet needs !
Availability 44.8 (29.7-61.0)§ 37.1(34.1-40.2) —:Q—
Accessibility 22.9(11.0-41.6)8 17.9(15.6-20.4) —t—
Acceptability 42.5(28.7-57.6)§ 33.0(30.0-36.3) :—0—
Personal 51.7 (37.1-66.1)§ 38.6 (35.5-41.8) 4
Type(s) of care needed that went unmet :
Treatment for physical condition 45.6 (31.9-59.9)§ 54.4 (51.2-57.6) ———
Treatment for mental health condition 48.2 (33.7-63.0)8 26.7 (23.9-29.8) : ——
Regular checkup (including prenatal care) -9 6.9 (5.4-8.8) @)
Other 25.2 (14.8-39.4)§ 23.3(20.7-26.1) ——
-50 -25 0 25 50

Prevalence difference (95% ClI)

Figure 1: Age-standardized, weighted prevalence of health care access, use and unmet health care needs among First Nations and non-Indigenous
females of reproductive age in Canada, 2015-2020. Note: Cl = confidence interval. Data were not collected between April and August 2020. Depending
on the measure, higher prevalence may be a positive or negative indicator of health care equity; please interpret carefully. Empty circles represent data
that are not assessable. *Standardized to the 2016 Canadian Census population using 5-year age groups. TMeasures of health care use were collected
only in the 2015-16 cycle of the Canadian Community Health Survey. tMeasures of unmet health care needs were optionally collected by a subset of
provinces and territories (listed in Appendix 1, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content; tabular and
unstandardized data are presented in Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content. Percentages of
missing data for each health care variable are presented in Appendix 3, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/
tab-related-content). §This estimate has a coefficient of variation > 15% and < 35% which, according to Statistics Canada release guidelines, represents
high sampling variability; use with caution. 4This estimate has a coefficient of variation > 35% which, according to Statistics Canada release guidelines,
is too unreliable to be published.
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Figure 2: Age-standardized, weighted prevalence of health care access among First Nations and non-Indigenous females of reproductive age in Canada,
2015 to 2020. A) Prevalence by year, excluding territories. B) Prevalence by Canadian region. C) Prevalence by region type. Note: BC = British Columbia,
ON = Ontario, QC = Quebec, Terr. = territories. Data were not collected between April and August 2020. Tabular and unstandardized data are presented
in Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content.
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Age-standardized,* weighted % (95% Cl)

Less likely for
Métis females

More likely for
Métis females

1
|
Health care characteristic Métis Non-Indigenous «— : S
Health care access :
Has regular health care provider 86.1(83.8-88.1) 85.6 (85.1-86.0) #

Wait time for minor health problem |
0to3d 53.6 (49.9-57.1) 60.1 (59.5-60.8) o'
4dto 2wk 30.0 (26.8-33.6) 27.4 (26.8-28.1) ‘.
> 2wk 16.4 (14.0-19.1) 12.4 (12.1-12.8) ‘e

Reason(s) for not having health care provider :

No need 17.7 (12.0-25.1)§ 22.7(21.4-24.1) _e!
None available in area 30.6 (24.2-37.8) 21.8(20.6-23.1) :_._
None taking new patients 24.3 (18.4-31.3)8 21.5(20.3-22.7) _lg—
No attempt made 20.3 (14.3-28.1)8 22.4(21.0-23.8) _.:_
Previous provider left or retired 36.2 (28.7-44.3) 23.5(22.3-24.7) I e—
Other 17.6 (12.3-24.5)§ 19.5(18.1-21.0) —o—

Has usual place forimmediate, nonurgent care 92.5(90.8-93.9) 90.6 (90.3-91.0) ®

Type of place :
Doctor’s office 52.6 (49.1-56.0) 55.7 (55.1-56.3) _e!
Hospital outpatient clinic 2.8 (2.0-3.8)§ 2.7 (2.5-2.9) 6
Community health centre 4.7 (3.7-6.1) 4.0 (3.8-4.3) ®
Walk-in clinic 31.0 (27.8-34.4) 29.9 (29.3-30.5) »
Hospital emergency room 7.3(6.0-8.8) 5.8 (5.5-6.0) °
Other 1.6 (1.0-2.6)§ 1.9 (1.8-2.1) ¢

|
Health care use in past 12 mot :
Has visited the hospital emergency room 35.7(30.8-41.0) 26.1(25.3-26.9) | —e—
Has stayed overnight at hospital 8.7 (6.4-11.7)§ 7.4 (6.9-7.8) h
Medical consultations I

Number of consultations :

0 3 (4.5-8.7)§ 6.0 (5.6-6.5) P
1to5 52 0 (46.8-57.1) 52.6 (51.6-53.6) ¢
6to 10 20.4 (16.8-24.7) 23.5(22.6-24.3) P

> 10 21.3(17.1-26.2) 17.9 (17.1-18.7) le-

Type(s) of consultation(s) |
Family doctor or general practitioner 74.5 (69.6-78.9) 71.7(70.8-72.6) —:.—

Eye specialist 39.4 (34.6-44.4) 42.8 (41.8-43.7) —or
Other medical doctor or specialist 36.6 (31.7-41.9) 34.0(33.1-34.9) lo—
Nurse 17.4(13.1-22.8) 12.7 (12.1-13.4) ro-
Dental professional 68.3 (63.4-72.8) 74.0 (73.1-74.9) —0—:
|
Unmet health care needs in past 12 mot !
Did not receive needed health care 10.5 (7.6-14.3)§ 6.5 (6.1-6.9) :—0—

Reason(s) for unmet needs !
Availability 53.4 (36.7-69.3)§ 37.1(34.1-40.2) ———
Accessibility 27.9 (13.4-49.3)§ 17.9 (15.6-20.4) — e
Acceptability 39.7 (24.6-57.0)§ 33.0 (30.0-36.3) —
Personal 27.4 (14.7-45.4)§ 38.6 (35.5-41.8) —e——

Type(s) of care needed that went unmet :
Treatment for physical condition 48.6 (33.6-63.8)§ 54.4 (51.2-57.6) —+—
Treatment for mental health condition 40.6 (24.8-58.5)8 26.7 (23.9-29.8) :—0—
Regular checkup (including prenatal care) -9 6.9 (5.4-8.8) (@)

Other 9.1 (4.8-16.5)§ 23.3(20.7-26.1) —eo— |
-50 -25 0 25 50

Prevalence difference (95% Cl)

Figure 3: Age-standardized, weighted prevalence of health care access, use and unmet health care needs among Métis and non-Indigenous females of
reproductive age in Canada, 2015-2020. Note: Cl = confidence interval. Data were not collected between April and August 2020. Depending on the mea-
sure, higher prevalence may be a positive or negative indicator of health care equity; please interpret carefully. Empty circles represent data that are
not assessable. *Standardized to the 2016 Canadian Census population using 5-year age groups. tMeasures of health care use were collected only in
the 2015-16 cycle of the Canadian Community Health Survey. IMeasures of unmet health care needs were optionally collected by a subset of provinces
and territories (listed in Appendix 1, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content; tabular and unstandardized data
are presented in Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content. Percentages of missing data for each
health care variable are presented in Appendix 3, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content). §This estimate has
a coefficient of variation > 15% and < 35% which, according to Statistics Canada release guidelines, represents high sampling variability; use with cau-
tion. 4This estimate has a coefficient of variation > 35% which, according to Statistics Canada release guidelines, is too unreliable to be published.
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Figure 4: Age-standardized, weighted prevalence of health care access among Métis and non-Indigenous females of reproductive age in Canada, 2015-
2020. A) Prevalence by year, excluding territories. B) Prevalence by Canadian region. C) Prevalence by region type. Note: BC = British Columbia, ON =
Ontario, QC = Quebec, Terr. = territories. Data were not collected between April and August 2020. Tabular and unstandardized data are presented in
Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content.
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Age-standardized,* weighted % (95% Cl)

Less likely for

More likely for

Inuit females : Inuit females
Health care characteristic Inuit Non-Indigenous «— : E—
Health care access :
Has regular health care provider 44.9 (38.7-51.4) 85.6 (85.1-86.0) —o— !

Wait time for minor health problem :
0to3d 49.6 (37.3-61.9) 60.1 (59.5-60.8) _ e
4dto2wk 28.5 (18.1-41.7)§ 27.4 (26.8-28.1) e
>2 wk 22.0 (14.5-31.7)§ 12.4(12.1-12.8) :_._

Reason(s) for not having health care provider \

No need 32.7 (24.7-41.9) 22.7(21.4-24.1) e
None available in area 51.9 (44.3-59.3) 21.8(20.6-23.1) : —e—
None taking new patients -9 21.5(20.3-22.7) Q
No attempt made 5.6 (3.0-10.2)§ 22.4(21.0-23.8) P X
Previous provider left or retired -9 23.5(22.3-24.7) o
Other 18.9 (14.2-24.7) 19.5 (18.1-21.0) —o—
Has usual place forimmediate, nonurgent care 94.5 (91.5-96.4) 90.6 (90.3-91.0) P

Type of place :
Doctor’s office 22.2 (15.8-30.1)§ 55.7 (55.1-56.3) |
Hospital outpatient clinic 7.4 (4.8-11.3)§ 2.7(2.5-2.9) :-.—
Community health centre 42.8 (36.7-49.2) 4.0 (3.8-4.3) | —e—
Walk-in clinic 12.7 (8.6-18.5)§ 29.9 (29.3-30.5) - |
Hospital emergency room 13.5(9.2-19.3)§ 5.8 (5.5-6.0) | —@—
Other -9 1.9(1.8-2.1) ¢

I
Health care use in past 12 mot :
Has visited the hospital emergency room 32.7(23.7-43.2)8 26.1 (25.3-26.9) [ —
Has stayed overnight at hospital 8.8 (5.5-13.7)§ 7.4 (6.9-7.8) -b—
Medical consultations |

Number of consultations :

0 11.6 (7.9-16.6)§ 6.0 (5.6-6.5) -o—
1to5 59.7 (50.0-68.6) 52.6 (51.6-53.6) e
6t0 10 16.6 (11.7-23.1)§ 23.5(22.6-24.3) —o—i

>10 12.1(7.5-19.0)§ 17.9 (17.1-18.7) e

Type(s) of consultation(s) |

Family doctor or general practitioner 48.9 (40.3-57.6) 71.7(70.8-72.6) —— :
Eye specialist 30.5(22.2-40.3) 42.8 (41.8-43.7) —— |
Other medical doctor or specialist 21.2 (14.8-29.4)§ 34.0 (33.1-34.9) —e— :
Nurse 37.3 (29.2-46.3) 12.7 (12.1-13.4) | ——
Dental professional 60.4 (50.6-69.4) 74.0 (73.1-74.9) —— :
I
Unmet health care needs in past 12 mo} !
Did not receive needed health care -9 6.5(6.1-6.9) (')

Reason(s) for unmet needs !
Availability - 37.1(34.1-40.2) o)
Accessibility = 17.9 (15.6-20.4) @)
Acceptability - 33.0 (30.0-36.3) o)

Personal -9 38.6 (35.5-41.8) @)

Type(s) of care needed that went unmet :
Treatment for physical condition = 54.4 (51.2-57.6) o
Treatment for mental health condition -9 26.7(23.9-29.8) d)

Regular checkup (including prenatal care) =9 6.9 (5.4-8.8) e}
Other -9 23.3(20.7-26.1) ¢> .
-50 -25 0 25

Prevalence difference (95% CI)

Figure 5: Age-standardized, weighted prevalence of health care access, use and unmet health care needs among Inuit and non-Indigenous females of
reproductive age in Canada, 2015-2020. Note: CI = confidence interval. Data were not collected between April and August 2020. Depending on the mea-
sure, higher prevalence may be a positive or negative indicator of health care equity; please interpret carefully. Empty circles represent data that are
not assessable. *Standardized to the 2016 Canadian Census population using 5-year age groups. TMeasures of health care use were collected only in
the 2015-16 cycle of the Canadian Community Health Survey. tMeasures of unmet health care needs were optionally collected by a subset of provinces
and territories (listed in Appendix 1, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content; tabular and unstandardized data
are presented in Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content. Percentages of missing data for each
health care variable are presented in Appendix 3, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content). §This estimate has
a coefficient of variation > 15% and = 35% which, according to Statistics Canada release guidelines, represents high sampling variability; use with cau-
tion. qThis estimate has a coefficient of variation > 35% which, according to Statistics Canada release guidelines, is too unreliable to be published.

E1106

CMAJ | August 28,2023 | Volume 195 | Issue 33




Has regular health care Has usual place forimmediate,
provider nonurgent care

100 " o @
AL S - T
|

75

50

25 A

Age-standardized,
weighted prevalence, %

Test of interaction: p =0.99 Test of interaction: p=0.15
0 T T T T T T T T T T T T
2015 2016 2017 2018 2019 2020 2015 2016 2017 2018 2019 2020

Year Year

100
t J X ® T

- =
75 1 i

50 1

25 A

¢

Age-standardized,
weighted prevalence, %

Terr. BC Prairies ON QC Atlantic Terr. BC Prairies ON QC Atlantic
Region Region

100 T Y T

757

+

Urban Rural Remote Urban Rural Remote
Region type Region type

Age-standardized,
weighted prevalence, %
3

_.._

| —o— Inuit Non-Indigenous |

Figure 6: Age-standardized, weighted prevalence of health care access among Inuit and non-Indigenous females of reproductive age in Canada, 2015-
2020. A) Prevalence by year, excluding territories. B) Prevalence by Canadian region. C) Prevalence by region type. Note: BC = British Columbia, ON =
Ontario, QC = Quebec, Terr. = territories. Data were not collected between April and August 2020. Tabular and unstandardized data are presented in
Appendix 2, available at www.cmaj.ca/lookup/doi/10.1503/cmaj.221407/tab-related-content. *This estimate has a coefficient of variation > 15% and
< 35% which, according to Statistics Canada release guidelines, represents high sampling variability; use with caution. TThis estimate has a coefficient
of variation > 35% which, according to Statistics Canada release guidelines, is too unreliable to be published.
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Table 2: Results from weighted unadjusted and adjusted log-binomial multivariable regression*

Health care outcome First Nations

Has a regular health care provider
Unadjusted
Adjustedt

0.94 (0.94-0.94)
0.98 (0.98-0.99)
Has visited the hospital emergency department in the past 12 monthst
1.55 (1.54-1.55)
1.37 (1.36-1.37)

Unadjusted
Adjustedt
Unmet needs in past 12 months§
Unadjusted
Adjustedt

1.49 (1.46-1.52)
1.45 (1.42-1.48)

Note: Cl = confidence interval.

Prevalence ratio (95% Cl)

Métis Inuit

1.00 (1.00-1.00)
1.01 (1.00-1.01)

0.52 (0.51-0.53)
0.86 (0.85-0.87)

1.4 (1.43-1.45)
1.31(1.30-1.32)

1.26 (1.23-1.29)
1.09 (1.06-1.12)

1.62 (1.59-1.65) -q
1.72 (1.68-1.75) -4

*Ratio compares prevalence to non-Indigenous females (reference group). Weighted using sampling weights to be representative of the Canadian population. Bootstrap
weights could not be used owing to software limitations, meaning Cl may overestimate certainty.
tAdjusted for sociodemographic factors that likely affect health care access and use, including age (continuous), education level, total household income group,

Canadian region and region type.

IMeasures of health care use were collected only in the 2015-16 cycle of the Canadian Community Health Survey.
§Measures of unmet health care needs were optionally collected by a subset of provinces and territories (listed in Appendix 1, available at www.cmaj.ca/lookup/

doi/10.1503/cmaj.221407/tab-related-content).

9 This estimate has a coefficient of variation > 35% which, according to Statistics Canada release guidelines, is too unreliable to be published.
*This estimate has a coefficient of variation > 15% and < 35% which, according to Statistics Canada release guidelines, represents high sampling variability; use with caution.

those recently or currently pregnant, 18.6% (95% Cl -24.7% to
-12.5%) fewer Indigenous females had access to a regular health
care provider and 16.9% (95% CI 3.2% to 30.6%) more visited an
emergency department in the past year (Appendix 3). Moreover,
among this group, gaps in primary care access grew numerically
wider over time outside the territories, especially in 2020, and per-
sisted in largely all Canadian regions and region types (Appen-
dix 3). In our overall cohort, younger and socioeconomically dis-
advantaged people were more likely to be missing data, although
they reported similar health to complete cases (Appendix 3).

Interpretation

We found that “off-reserve” First Nations, Métis and Inuit females
reported higher morbidity and continue to face various disparities in
health care access, use and unmet needs. Specifically, fewer Indigen-
ous females reported having access to a regular health care provider,
especially in the territories and Prairies; more waited longer for an
appointment; and more used hospital services for nonurgent care.
Despite more Indigenous females visiting an emergency department
to access care, similar numbers were admitted overnight, possibly
because they sought nonurgent care or, in some instances, as a
result of racism in triage.®* As well, while more Indigenous females
had health care consultations with nurses, fewer had them with eye
and dental professionals, despite additional health care coverage for
these types of care among First Nations and Inuit females.** Consis-
tent with these disparities, more First Nations and Métis females
reported unmet needs, especially for mental health care. After
sociodemographic adjustment, health care disparities persisted, sug-
gesting that systemic barriers, such as racism leading to distrust of
health care systems, may be chiefly responsible.

These findings did not surprise our Indigenous advisors.
Although our health care system is centred on care providers
who know and guide their patients,* care for Indigenous
Peoples has never mirrored this ideal. In remote areas outside of
“reserves,” many Indigenous people rely on visiting health care
providers who rarely return to provide longitudinal care.? Even
when primary care is accessible, culturally safe and trauma-
informed care rarely is, as few are trained to deliver such care;
systemic racism and discrimination, however, continue to be
pervasive. %6379 |ndigenous people living “off reserve” also
experience higher levels of mobility in Canada, which limits
continuity of care.* Indigenous people are therefore left to make
an impossible choice: navigate the system alone and repeatedly
recount their medical history to new health care providers who
have not had the opportunity to build trust with them, or receive
no care at all.342% Although, to our knowledge, no previous
studies focused on females and few distinguished between
Indigenous identities, all consistently reported disparities in
primary care access, use and unmet needs among Indigenous
Peoples in Canada.?®3%3% They additionally saw similar regional
variations, which they attributed to decisions on health care
spending and allocation.®® Meanwhile, the COVID-19 pandemic
has magnified these issues, prompting national staff and supply
shortages® and widening gaps.3®* Despite limited pandemic-
era data, we also found widening gaps in primary care access
among recently or currently pregnant Indigenous females in
2020.

To strive toward health care reconciliation,**2 culturally safe
primary care for Indigenous females is urgently needed. As fewer
Canadian medical graduates specialize in family medicine every
year,% our Indigenous advisors and others® suggest leveraging
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more accessible health care providers to reduce the disparities
we found in primary care access. Indigenous communities are
already leading this charge, restoring the traditional practice of
midwifery®>% to deliver healthy babies in their own commun-
ities,”™® including in remote,” “on-reserve”® and urban® settings
across Canada. Besides perinatal care and education, midwives
could provide nearly all essential sexual and reproductive care
across the life course when fully trained and licensed, including
screening and treatment of sexually transmitted infections, con-
traceptive services and abortion care. Additional solutions to
reduce disparities include creating health care spaces that are
safe, supportive and tailored to Indigenous Peoples; mandating
cultural competency training for health care providers; and stan-
dardizing health care policies between levels of government.®*
Above all, solutions must acknowledge the effects of colonialism
on health care® and the distinctions-based Indigenous concepts
of health, which view individual health as inseparable from that
of the community and environment.

Limitations

Given CCHS exclusions, our findings are not generalizable to the
44% of First Nations people living on “reserve,”® nor to incarcer-
ated or institutionalized populations, all of whom experience
unique barriers to care. Moreover, our analysis is limited by the
reductive classification of Indigenous females into 3 heteroge-
nous groups and of non-Indigenous females together. As 29% of
the reference group self-identified as belonging to racialized
communities (which also experience discrimination in health
care), this may explain why some disparities were modest. Selec-
tion and self-report biases may have affected our findings, given
the low response rates to the CCHS survey, sensitive topics dis-
cussed and distrust felt by many Indigenous Peoples. No infor-
mation was collected on culturally safe care or quality of care.
Questions grouped all nurse types, including nurse practitioners,
together. In addition, the CCHS did not ask about gender identity
until 2019, limiting our analysis to those who were assigned
female at birth. In 2020, data were collected for only 4 months
during the pandemic, limiting our ability to assess its full impact
on disparities. Lastly, our findings are restricted to Western medi-
cal care, which Indigenous females may be wary to seek, thereby
limiting our knowledge of care sought elsewhere. Although these
limitations unequally affect their communities’ data, our
Indigenous advisors approved the CCHS as it was the only avail-
able data set to quantify national health care disparities; this
lack of adequate data is likely a legacy effect of colonization and
“othering,” and underscores calls from our Indigenous advisors
and others® for better Indigenous health data practices and
community engagement by survey developers.

Conclusion

“Off-reserve” Indigenous females of reproductive age in Canada
face increased health care needs, owing to higher morbidity, but
have less access to primary care, increased use of hospital ser-
vices for nonurgent issue, and more unmet needs, impeding
advances toward health equity. To alleviate these disparities, our

Indigenous advisors recommend that Canada leverage more
accessible and culturally competent health care providers and
that survey developers try to fill outsized gaps in Indigenous
health data. Future work should monitor these disparities over
time and fill large gaps in our findings, such as by ascertaining
data on “reserves.”®
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