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Poor access to primary care for Aboriginal 
patients in Canada: What are the barriers?

April Clyburne-Sherin 
(University of Guelph)
News Reporter (HSI 2013-2014)

Gaps in health outcomes of Aboriginal people are recognized 
across Canada.1,2,3,4,5 In British Columbia, the Aboriginal 
population has 2 to 5 times the age-standardized mortality 
rate for medically treatable diseases compared to the non-
Aboriginal population.1,2 On a national level, Aboriginal 
people are 1.1 to 2.5 times as likely as non-Aboriginal people 
- with similar geographic or socioeconomic backgrounds - to 
be admitted to hospital for conditions that are preventable 
through primary care.6,7 These findings have prompted Dr. 
Marcia Anderson-DeCouteau, a Canadian physician and 
former president of the Indigenous Physicians Association 
of Canada, to assert that Canada needs “to examine the 
care of First Nations people in the health care system”.8

Measuring access to primary care directly is difficult; thus, other 
healthcare indicators that may be correlated with primary 
care access are often used. Considering that primary care is 
correlated with lower admissions to hospital for preventable 
conditions and emergency department visits9, the increased 
mortality and admission rates in Aboriginal groups may reflect 
gaps in access to primary care.1,2 Although both on-reserve 
and off-reserve Aboriginal patients have higher admission 
rates than non-Aboriginal patients, the odds of hospitalization 
are twice as high for Aboriginal patients living on-reserve 
compared to off-reserve.10 Comparing specialist referrals 
from primary care physicians is another way of measuring 
access to primary care. Aboriginal populations are 0.6 to 1.0 
times less likely to receive appropriate referrals than non-
Aboriginal people with similar geographic or socioeconomic 
backgrounds.7 For example, Aboriginal populations are 43% 
less likely than non-Aboriginal populations with chronic kidney 
disease to visit a nephrologist.6

Barriers to primary care access for Aboriginal populations 
are complex, but can be categorized as patient-provider 
barriers, health clinic access barriers, and systemic 

barriers.3,11 Patient-provider barriers to primary care 
access include issues such as the communication and 
relationships between patients and physicians.4 Aboriginal 
patient interviews have outlined concerns that doctors 
may be prejudging and dismissing their health concerns 
during visits based on their Aboriginal status, economic 
standing, housing situation, or assumed substance use.1,2 
Dr. Anderson-DeCouteau believes that physician prejudice 
is commonly experienced by Aboriginal patients: “There 
are certain types of patients that it’s okay to care less 
about… and certainly Aboriginal people are at the top of 
the list”.8 Some patients have identified this concern of 
prejudice as a factor that has delayed or inhibited their 
seeking of health care.1,2 Doctor interviews on patient-
provider factors are split between those who believe the 
communication and understanding between Aboriginal 
patients and their doctors needs to improve, and those 
who believe that Aboriginal patients need to take more 
personal responsibility for their health.11

To improve relationships between physicians and patients, 
educational interventions in medical school could allow 
future doctors to improve cultural competence, cultural 
sensitivity, doctor-patient partnerships, advocacy, and 
communication.4,11,12 Specifically, physicians can build 
culturally sensitive communication with patients by allowing 
patients to speak more, increasing the time for a consultation, 
and becoming more comfortable with silence.13

Clinic level barriers to primary care include understaffing 
and staff turnover.11 Doctor interviews have highlighted 
clinic barriers to primary care for Aboriginal patients such 
as deficient emergency and social service resources.1,2 
Although these factors also impact non-Aboriginal 
patients, doctors specifically identified these factors as 
preventing the proper treatment of Aboriginal patients 
who may require additional referrals to primary care and 
social services.1,2 Solutions at a clinical level for improving 
access involve building the capacity, resources and time 
to appropriately refer Aboriginal patients entering the 
emergency department or walk-in clinics to the appropriate 
primary care service. Consistent referral to social workers, 
specialists, or addiction services would not only improve �  
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emergency department efficiency but ultimately help 
improve patient outcomes.1,2

The most complex barriers to primary care access are 
systemic factors, and most importantly the continuing 
impact of colonization.3 As Dr. Anderson-DeCouteau 
recalled, “In medical school… there is no historical context, 
no understanding of the impacts of colonization or 
residential schools, and how that might have impacted our 
current day health status or current day socio-economic 
circumstances”.8 A postcolonial framework in healthcare 
research provides context to barriers related to race, class, 
and gender, and how personal and collective health care 
experiences shape current health care decisions.1,2,14 One 
example of a systemic access barrier stems from the trauma 
of the residential school system from 1876 -1996, where 
Aboriginal survivors were subjected to emotional, physical, or 
sexual abuse by people in positions of authority.1,2 Within this 
context, it is not surprising that Aboriginal patients who have 
experienced or were affected by this trauma are especially 
aware of power imbalances within the health care system,3 
often resulting in feelings of anxiety during interactions with 
people in positions of authority such as doctors.1,2,3 

System-level barriers to care require a critical understanding 
of the power dynamics entrenched in the health care 
system.3 Of the systemic changes that may equalize 
these dynamics, easing the navigation and permeability 
of health services may be of significant benefit to the 
health care experience of Aboriginal patients.3 Examples 
of these changes include community-entrenched health 
clinics, Aboriginal managerial and reception staff, as well 
as the incorporation of indigenous knowledge, accessible 
transportation, low cost services, flexible hours, and open-
door policies.3 As discussed, addressing these barriers 
will be the first step in improving primary care access 
for Aboriginal patients: “So often, these patients or their 
families get dismissed. Their voices aren’t really listened 
to,” Dr. Anderson-DeCouteau says. “There needs to be a 
voice for people who are too often rendered voiceless.”8 ¾
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