Addressing Racial and Ethnic Disparities in Kidney Disease
PERSPECTIVE

www.jasn.org

Addressing Inequities in Kidney Care for Indigenous People
in Canada
Oksana Harasemiw

,1,2 Paul Komenda,1,2,3 and Navdeep Tangri1,2,3

1

Chronic Disease Innovation Centre, Seven Oaks General Hospital, Winnipeg, Manitoba, Canada
Department of Internal Medicine, University of Manitoba, Winnipeg, Manitoba, Canada
3
Department of Community Health Sciences, University of Manitoba, Winnipeg, Manitoba, Canada
2

JASN 33: –, 2022. doi: https://doi.org/10.1681/ASN.2022020215

Indigenous Canadians experience worse
clinical and patient-oriented outcomes
compared with the general population,
including increased rates of diabetes,
hypertension, CKD, and kidney failure.
These inequities become more pronounced with increasing rurality. Compared with the general population, rates
of CKD are two- and three-fold higher
for rural and remote dwellers, respec-

communities for specialty care. Many
who reach dialysis must indeﬁnitely
relocate to urban centers for in-center
dialysis due to a shortage of dialysis spots
in their home communities, or because of
an absolute absence of dialysis units. A
novel restructuring of care provision
within rural and remote communities in
Canada is urgently needed, with the ultimate goal of prioritizing equal access to

Indigenous Canadians experience worse clinical and
patient-oriented outcomes compared with the
general population
tively, and rates of diabetes four- and
six-fold higher.1 Driving these poor outcomes are social inequities derived from
intergenerational effects of institutionalized racism that rural and remote
dwellers disproportionately face, such as
poverty, food insecurity, and poor living
conditions.2,3
These social determinants of health are
compounded by geographically reduced
access to primary and nephrology care
specialists, and by a wider growing nationwide shortage of physicians (family
medicine and specialty care providers),
leaving fewer physicians to practice in
already underserved communities. Rural
and remote dwellers more often present
to nephrology care late in their disease
course, resulting in less time for diseasemodifying treatments, more unplanned
dialysis starts, lower uptake of home dialysis modalities, higher rates of complications, and early mortality.4,5 Additionally,
individuals are often forced to leave their
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primary and preventive care for chronic
diseases by introducing new resources
and leveraging existing ones to support
the delivery of care within communities,
and improving cultural safety and competency in care. Here, we describe current
efforts targeted at achieving these goals,
and present a roadmap to achieving
equal access for chronic disease care for
Indigenous Canadians in the next 10 years
(Figure 1).

POINT-OF-CARE DIAGNOSTICS
FOR EARLY IDENTIFICATION OF
CHRONIC DISEASE

Given reduced access to resources and
systemic barriers that often hinder the
early detection of CKD in high-risk
Indigenous communities, active surveillance programs offering point-of-care
diagnostics are cost-effective approaches
for identifying undetected or untreated

CKD and its risk factors.6 In the Canadian Kidney Check program, clinical
teams hold free screening sessions using
mobile point-of-care testing equipment
for hypertension, diabetes, and CKD in
rural and remote Indigenous communities for individuals aged $10 years.7 The
program operates on a screen, triage,
and treat paradigm; individuals who
are screened receive their results and
education in real-time, and are triaged
according to their personalized kidney
failure risk. To close the loop of care,
participants receive risk-based treatment
plans and referrals to primary and specialty care. Treatment plans focus on
ensuring individuals receive early access
to disease-modifying treatments and
improved future access to home dialysis
modalities and kidney transplantation,
helping mitigate the economic and personal effects of in-center dialysis.
The Kidney Check program began
as a pilot project that operated in 13
communities in a single province and
screened 1700 adults and children. It
now includes communities across ﬁve
Canadian provinces, with plans to screen
thousands of individuals. However, a signiﬁcant challenge of scaling-up is that
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health care is federally funded in Indigenous communities, but health care programs are provincially run. Therefore,
the standardized screening protocol is
adapted through collaboration with provincial stakeholders, which also allows
partnerships to form that contribute to
program sustainability at a local level.
Nevertheless, national coverage is still
distant, and recognition of this public
health priority of screening for hypertension, diabetes, and CKD in rural and remote Indigenous communities is needed,
along with federal funding for sustained
active surveillance.

LEVERAGING CURRENT
RESOURCES FOR BETTER CARE

Approximately 40% of registered Indigenous Canadians live on .3100 reserves,
mostly in rural or remote locations. The
federally funded First Nations and Inuit
Health Branch provides preventive services on the reserves. Registered Indigenous people who live off-reserve receive
health care services through their provincial health care system, although the First
Nations and Inuit Health Branch funds
non-insured health beneﬁts to registered
Indigenous people regardless of dwelling
location. Within Indigenous communities, primary care is delivered through

nursing stations run by nurses or community health workers, with primary
care physicians rotating through communities on a visiting schedule.
The established primary care nursing
infrastructure in Indigenous communities should be leveraged to allow individuals to present centrally for primary care
within their communities, and connect
through telehealth with specialists in
urban areas. In recent years, the Canadian federal government has started a
number of initiatives to improve internet
access in rural and remote communities,
integrating telehealth into Indigenous
communities to improve access to remote
specialty and primary care.
Telenephrology is an emerging platform for CKD care that includes
ofﬁce- and home-based telehealth, econsultations, and provider-to-provider
video conferencing. Examples of successful virtual telehealth services include
the Manitoba Renal Program, in which
in-person visits rotate with telehealth
services for rural and remote patients
for longitudinal CKD care. Although
telehealth can deliver many services
to remote Indigenous communities, it
cannot completely eliminate access barriers, and requires ongoing infrastructure
maintenance. Additionally, provincial and
federal government should continue to
strive to build better access to primary

care within communities. Offering incentives tied to multiyear contracts, such
as increased salaries, scholarships, and
loan repayment programs, have increased workforce recruitment and minimized staff turnover.
For patients transitioning to dialysis, the burden of relocating to urban
areas is high. A “Home Dialysis First”
policy8 is both cost effective and considerate of quality of life, and supports
people to receive CKD education, training, and assistance with home dialysis
treatments, allowing individuals to stay
within their own communities.9 Continued success of the program requires
signiﬁcant investments in homecare
options, along with paid support for
family and community caregivers.

CHANGING THE CULTURE
OF CARE

Indigenous people living in urban areas
have geographically better access to
care, but are also at signiﬁcantly increased risk of poor outcomes compared with the general population.10
Social, economic, and cultural barriers
deeply rooted in generations of systemic
racism hinder Indigenous people from
accessing preventive care. Ensuring cultural safety and competency in health

Federal vs provincial jurisdictions
• Improved harmonization of federal and provincial healthcare resources
Improved drug coverage
• Establishment of a single payer for prescription drugs with extensive coverage that includes new drugs
dr
such as Sodium-glucose
Cotransporter-2 (SGLT2) Inhibitors. Such a system has already been established for Indigenous Ca
Canadians through the First Nations
and Inuit Health Branch.
Supporting the medical workforce
• Initiatives focused on recruitment and retention of Indigenous healthcare workers
• Incentives for primary care staff to practice in rural and remote communities
• Additional supports, such as harmonized medical licenses to allow for healthcare workers to move b
between provinces
• Development of a curriculum framework by universities and healthcare organization to help ensure all healthcare workers can provide
culturally safe and competent care
A single electronic health record and telehealth connectivity
• Advanced telehealth/virtual medicine infrastructure that is connected via a single electronic health rrecord (EMR), is nurse-facilitated,
and can be delivered across multiple specialties
Ultimate goal: Better, equitable care delivery
• Creating a locally sustainable care system that provides equitable and culturally safe kidney and chronic disease care to individuals
without the need for travel and relocation should be prioritized by academia, industry, and government

Figure 1. Roadmap for achieving equal access for chronic disease care for Indigenous Canadians.
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care are crucial cornerstones in the
pathway toward reconciliation. Indeed,
recognition of this is ongoing.
In 2019, all 17 Canadian medical
schools committed to addressing antiIndigenous racism in health care, including adopting Indigenous health curricula.
Additionally, health care systems across
Canada have implemented mandatory
Indigenous cultural competency programs for health care workers, and commonly include Indigenous traditions and
practices in hospitals. However, of the
almost 94,000 specialist and general
practitioners in Canada, ,1% identify
as Indigenous, although .4.5% of the
Canadian population are Indigenous.
Over the past two decades, a growing
number of Canadian universities have
launched initiatives to recruit Indigenous
students to health care degree programs,
reserving admissions spots for Indigenous students and providing supports
before and throughout the duration of
the program. These efforts ensure health
care providers better represent the populations they serve, and mark an important step toward equity in Indigenous
health care (Figure 1).
We believe the individual components required to provide equitable
care to Indigenous people with chronic
disease are now proven, but not yet
scalable. We continue to call on academia, industry, and government to partner and deliver on the promise of equal
care for all Canadians, irrespective of
race, ethnicity, or location.
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