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1  See PHAC (2018) for more information about the joint commitment. 
2  The term ‘Indigenous’ is used in this report to refer collectively to the original inhabitants of Canada and their descendants,   

including First Nations peoples, Inuit, and Métis peoples, as defined under Section 35 of the Constitution Act, 1982. Wherever  
possible, clear distinctions are made between these three distinct, constitutionally recognized groups.

2021). Overall, the reduction in 
operating hours, staffing, and 
overall capacity posed challenges 
for STBBI health service 
providers, clients, and Canada 
as a whole. 

Indigenous 2 Peoples have long 
been disproportionately affected 
by STBBIs compared to the non-
Indigenous population in Canada 
(PHAC, 2018). In 2020, 10.3% 
(approximately 6,467 persons) 
of those living with HIV in 
Canada were Indigenous, despite 
Indigenous Peoples accounting 
for just 5% of the total population 
(PHAC, 2022b). The continued 
legacy of colonialism and its 
underlying influence on the 
structure and operations of 
healthcare systems and policies 
across Canada largely contribute 
to this imbalance and create 
additional barriers for Indigenous 
Peoples to access equitable 
health services that are both 
culturally safe (free of racism and 
discrimination) and appropriate. 
The effects of the COVID-19 
pandemic magnified the systemic 
barriers that Indigenous Peoples 
often face to access health services 
generally (Mashford-Pringle 
et al. 2021).

services. Provinces and territories 
classified certain services and 
functions as essential or non-
essential to protect communities 
during the COVID-19 pandemic 
and to maintain operations of 
critical health care infrastructure 
(Public Safety Canada, 2021). 
As a result, staff and resource 
priorities shifted towards 
COVID-19-related measures 
and the bolstering of emergency 
care centres during the height 
of the pandemic. This shift in 
resources disrupted the delivery 
of preventative, ongoing, and 
primary health care, such as 
STBBI-related services. For 
example, in a recent PHAC survey 
of STBBI health care service 
providers, 66% of respondents 
reported a decrease in demand for 
STBBI-related services during the 
pandemic and 44% experienced 
a decrease in the ability to deliver 
these services (PHAC, 2021). 
Approximately one quarter of 
respondents also indicated there 
was a general reduction in staffing 
during the pandemic and many 
reported an increased demand for 
support services such as health 
care and mental health services, 
food security supports, housing 
and/or emergency shelters, and 
harm reduction services (PHAC, 

Sexually transmitted and blood-
borne infections (STBBIs) 
are infections passed through 
sexual activity or contact with 
contaminated blood. Common 
STBBIs include human 
immunodeficiency virus (HIV), 
hepatitis B (HBV) and C (HCV), 
Chlamydia, gonorrhea, syphilis, 
and human papilloma virus 
(HPV). Research on STBBI 
treatment has progressed in recent 
decades. Many conditions are 
now preventable and manageable, 
and some curable with proper 
treatment (Public Health Agency 
of Canada [PHAC], 2018). Harm 
reduction services, such as the 
provision of safe sex supplies or 
safe injection sites, are common 
strategies used for controlling and 
preventing the transmission of 
STBBIs (PHAC, 2022a). Despite 
the use of STBBI treatments 
and strategies, rates of STBBIs 
continue to be a significant public 
health issue in Canada and have 
led to joint international efforts 
to eradicate STBBIs as a health 
concern by 2030.1 

The COVID-19 pandemic 
put unprecedented strain on 
healthcare systems across Canada, 
impairing the availability and 
accessibility of a variety of health 

BACKGROUND

4



© Credit: iStockPhoto.com, ID 1361955135

Much of the research to date 
has explored the influence of 
the COVID-19 pandemic on 
access to STBBI services for 
the general public in Canada, 
with little intended focus on 
the experiences of Indigenous 
populations specifically (Gilbert 
et al., 2021; Ryu et al., 2023). As 
such, the purpose of this study 
is to understand the effects of 
the COVID-19 pandemic on 
Indigenous people’s access to 
and engagement with STBBIs 
services. The following sections 
provide a summary of the study, 
the study’s methods, and results. 
The findings are then discussed, 
highlighting areas for future 
research. We then describe 
the study’s limitations and 
conclusions. A separate appendix 
with materials related to the 
methods, such as consent form 
and interview guide templates 
may be available upon request. 



3  This study is NCCID project No. 785. 

and personal lived experiences of 
three groups: 

1.	 Indigenous individuals 
who use STBBI and related 
health services; 

2.	 STBBI and related health 
service providers; and 

3.	 policy- and decision-
makers overseeing STBBI 
programming and services.

To guide the research process, the 
NCCID and NCCIH established 
a National Indigenous Advisory 
Committee (NAC), with 
representation from First Nations, 
Inuit, and Métis organizations. 
Members were from National 
Indigenous Organizations 
(NIOs), Indigenous community-
based organizations, Indigenous 
health service organizations 
with expertise and experience in 
STBBI-related health services, 
and academics with expertise in 
Indigenous health in Canada. The 
NAC guided the development of 
the study, as well as reviewed and 
approved all aspects of the project. 

This qualitative study augments 
a literature review completed by 
the NCCIH and a national online 
survey conducted by PHAC, in 
partnership with the NCCIH 
and NCCID (NCCIH, 2024; 
NCCIH & NCCID, 2024). The 
survey examined the impact of 
the COVID-19 pandemic on First 
Nations people’s, Inuit, and Métis 
people’s access to STBBI-related 
services, including access to harm 
reduction services (NCCIH & 
NCCID, 2024). The NCCIH’s 
literature review provided a 
comprehensive overview of the 
broader factors that influence 
STBBI transmission, prevention, 
and treatment among Indigenous 
Peoples; the experiences of First 
Nations peoples, Inuit, and 
Métis peoples with STBBIs; 
and strategies for addressing the 
disproportionate rates of STBBIs 
in Indigenous communities 
(NCCIH, 2024). In building on 
these two pieces – the national 
online survey and literature 
review – this current study 
provides depth and voice to 
the topic by incorporating 
the perspectives, insights, 

Project summary

This project is part of a suite 
of documents prepared by the 
National Collaborating Centres 
for Indigenous Health (NCCIH) 
and Infectious Diseases (NCCID) 
over the period 2021-2022 to 
understand the effects of the 
COVID-19 pandemic on the 
availability and delivery of health 
services related to STBBIs among 
Indigenous people in Canada.3 
Through interviews and focus 
groups, this qualitative study 
explored how the COVID-19 
pandemic impacted STBBI 
testing, follow-up, and the 
general continuum of care. 
The continuum of care, in this 
context, included the delivery, 
availability, and accessibility of 
STBBI information, counselling, 
and/or STBBI-related community 
and harm reduction services. The 
study also examined how changes 
in the delivery, availability, 
and accessibility of STBBI 
care affected mental wellness, 
substance use, and access to 
cultural supports for Indigenous 
people in Canada who accessed 
or tried to access STBBI services 
during the pandemic.
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4  Phenomenological research is a qualitative approach that produces an account of 
personal lived experiences rather than using pre-existing preconceptions. 

Study design

This study used a phenomenological approach 4 to explore the impact 
of COVID-19 on STBBI-related health services among Indigenous 
people in Canada (Padgett, 2012). Ethics approval was granted 
by the University of Manitoba Health Research Ethics Board 
(HS25246 (H2021:393)).

In-depth interviews were conducted with 50 individuals who self-
identified as Indigenous and who used or attempted to use STBBI-
related health services during the pandemic. Compensation was 
provided to partner organizations for staff time and resources to 
arrange the interviews. Two focus groups were held to capture 
perspectives and insights from service providers who delivered STBBI-
related health services, and policy- and decision-makers who oversaw 
STBBI-related programs and services during the pandemic.

Data collection occurred between February and July 2022 and included 
participants from British Columbia, Yukon, Alberta, Saskatchewan, 
Manitoba, Ontario, and New Brunswick, in both urban and rural/
remote settings. All data were collected virtually due to COVID-19 
public health measures restricting in-person activities. 

METHODS
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5  Purposive sampling refers to a non-random sampling technique in which researchers select participants “on purpose” based on 
having specific characteristics or attributes necessary for the study.

the research purpose, roles of 
the partner organizations, and 
confirm the organization’s interest 
in participating. 

Focus group participants were 
identified and recruited by the 
NCCID, NCCIH, NAC, and 
eligible partner organizations. 
Existing contacts from each of the 
partner organizations were asked 
to circulate focus group invitations 
to eligible colleagues. All focus 
group participants were recruited 
via email and telephone.

were contacted and invited to 
assist in recruiting individuals for 
the study. 

In addition to the organizations 
that were identified by the 
NCCID, NCCIH, and NAC, 
an internet search was conducted 
to identify other potential 
organizations across Canada 
that work with Indigenous 
STBBI service users. These 
organizations were contacted 
via email and telephone and 
invited to partner on the project. 
Occasionally, video meetings 
were held to further explain 

Sampling and 
recruitment 

Purposive sampling 5 was used 
to identify participants who had 
precise and in-depth knowledge 
and experience in accessing 
STBBI-related services during 
the pandemic. Sampling began 
with requests to the NCCID, 
NCCIH, and NAC to identify 
front-line organizations or groups 
that deliver or assist Indigenous 
individuals in accessing STBBI-
related services. A total of 73 
organizations across Canada 

Note: Inclusion criteria was created with an emphasis on collecting perspectives from all provinces and territories and from rural and urban 
communities for all categories.

Participant groups  Inclusion criteria 

STBBI-related service users

•	 Individuals who self-identify as Indigenous, including First Nations, 
Inuit, or Métis

•	 Individuals who have accessed or attempted to access STBBI-related 
services during the COVID-19 pandemic

•	 Adults over 18 years of age  

Service providers

•	 Health professionals who provide STBBI-related services or support 
predominantly to Indigenous people

•	 Health professionals who have provided STBBI-related services 
before and during the COVID-19 pandemic

•	 Adults over 18 years of age 
 

Policy-/ decision-makers

•	 Individuals who play a role in the development, implementation, 
and/or oversight of STBBI programs, policies, and services

•	 Individuals who have been in this role both prior and during 
the pandemic 

TABLE 1. INCLUSION CRITERIA FOR PARTICIPATION IN INTERVIEWS AND FOCUS GROUPS
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Data analysis 

The data were analyzed using 
standard qualitative processes 
(Charmaz, 2006; Glasser & 
Strauss, 1967; Miles & Huberman, 
1994; Padgett, 2012). The first 
level of analysis for interviews 
included an initial read and open 
coding of the IFFs and interview 
transcripts. This level of analysis 
was conducted for the first 20 of 
50 interviews. The co-investigators 
then analyzed the coded data 
for possible content overlap and 
frequency. A coding scheme was 
later developed for further analysis 
of the interview data. 

The second level of analysis 
included reading and coding the 
remaining interviews using the 
coding scheme, in addition to 
using new codes that did not fit 
the scheme. After all interview data 
were analyzed, the co-investigators 
reviewed all new codes for possible 
content overlap and frequency and 
edited as necessary to create a final 
coding scheme. All interview data 
were then re-coded using the final 
coding scheme. 

After the data coding phase was 
complete, the co-investigators 
analyzed all interview transcripts 
for common categories as they 
related to the research questions. 
These categories were shared 
with research assistants for 
validation and feedback. Focus 
group data were analyzed by 
the co-investigators for content 
that related to the focus group 
questions and to the common 
categories identified in interviews. 

Informed consent was obtained 
from all participants prior to 
beginning the interviews, and 
participants were provided copies 
of their signed consent form. 
Interview participants received 
$50 in compensation, as well as 
reimbursement for transportation 
to the partner organization and 
the costs of childcare, as required. 

Interview feedback forms (IFF) 
were completed immediately 
following each interview. The 
form summarized the main 
findings of the interview and 
captured additional information, 
such as non-verbal cues, to help 
the co-investigators understand 
the data collected. 

Two focus groups were held 
virtually in May 2022. Each 
focus group session was facilitated 
by one of the co-investigators 
of the study and observed by a 
research assistant taking notes. 
Focus groups lasted approximately 
90 minutes and were audio 
recorded. Discussions were 
summarized using the audio 
recordings and the notes taken 
by both the research assistant 
and co-investigator. Focus group 
participants received consent 
forms by email in advance of each 
focus group, which were required 
to be signed and returned to the 
researchers prior to participation. 
Only individuals who completed 
the signed consent process were 
provided the link to participate 
in the focus group. Focus group 
participants were offered $50 
in compensation.

First Nations, Inuit, and Métis 
participants were approached from 
both rural and urban communities 
across all provinces and territories. 
Urban locations were defined as 
having a population of 50,000 
people or more, while rural 
communities were defined as 
having a population under 
50,000. One exception to this 
definition pertained to the City of 
Whitehorse which, despite having 
a population of roughly 28,000 
people, was classified as an urban 
location due to its designation 
as the capital city of the Yukon 
(Statistics Canada, 2023). Table 1 
outlines the full extent of the 
inclusion criteria for the study. 

Data collection

Qualitative data were gathered 
between February and July 
2022. In-depth interviews were 
conducted by two NCCIH 
research associates, while 
the two focus groups were 
led by one of the study’s co-
investigators. All interviews and 
focus groups were conducted 
virtually, in English, using Zoom 
Video Communications. 

Most interviews occurred at the 
location of a partner organization 
in a private setting to ensure 
participant confidentiality and 
comfort. Some interviews occurred 
in the private homes of participants 
who had internet access. Interviews 
lasted between 20 and 60 minutes 
and were audio recorded. Audio 
recordings of the interviews were 
then transcribed. Written notes of 
the interviews were completed as a 
backup to the audio recordings. 

9COVID-19 and Indigenous peoples’ access to STBBI and related health services:  
A qualitative study



Characteristic Frequency  
(n = 50)

Indigenous identity

First Nations 43
Métis 6
Inuk (Inuit) 1
Region

Manitoba 28
Yukon 8
Alberta 6
New Brunswick 3
Saskatchewan 3
British Columbia 2
Age

20-29 10
30-39 16
40-49 10
50-59 11
60+ 3
Gender

Female 28
Male 18
Two-spirit non-binary 2
Two-spirit female 1
Trans female 1
Urban or rural

Urban 28
Rural 22

TABLE 2. DEMOGRAPHICS OF INTERVIEW PARTICIPANTSSeventy-two people participated 
in this study, including 50 
interview participants and 22 
focus group participants. Table 2 
summarizes the demographic 
characteristics of interview 
participants. Table 3 presents 
the geographical representation 
of focus group participants. 
Demographic information 
was not asked from focus 
group participants.

Interview participants were 
from Alberta, British Columbia, 
Manitoba, New Brunswick, 
Saskatchewan, and the Yukon. 
The age range was relatively 
balanced across strata, with the 
exception of the 60+ age group, 
which had only three participants. 
Interview participants were 
also relatively balanced with 
representation from both urban 
(n=28) and rural areas (n=22). 
Most interview participants, 
however, self-identified as First 
Nations (86%), female (56%),  
and were from Manitoba (56%).

Focus group participants were 
from Alberta, British Columbia, 
Manitoba, Ontario, and 
Saskatchewan. Representation 
was unbalanced across rural and 
urban areas with 11 out of 13 
service providers and eight out of 
nine policy-/decision-makers from 
urban areas, respectively.

RESULTS

10
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Geography Service providers  
Frequency (n = 13)

Policy-/decision-makers 
Frequency (n = 9)

Region

Manitoba 4 2
Alberta 3 3
Ontario 3 2
Saskatchewan 3 1
British Columbia 0 1
Urban or rural

Urban 11 8
Rural 2 1

TABLE 3. GEOGRAPHICAL REPRESENTATION OF FOCUS GROUP PARTICIPANTS

11COVID-19 and Indigenous peoples’ access to STBBI and related health services:  
A qualitative study
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Housing
Some participants were 
experiencing homelessness at the 
time of the interviews. 

“Me and my partner are 
homeless. Yeah, we’re couch 
surfing. That’s the only one thing 
that’s stressful… It’s hard, hard to 
find a place up here…. The rent 
is so high and it’s hard to get in 
with reasonable rent.” 
(Interview participant)

“My mom pretty much left me on 
the street when I was 15 ... and 
I’ve kind of been homeless ever 
since. Everything just seems to get 
harder for housing and 
everything.” 
(Interview participant)

or other food programs due to 
COVID-19-related closures. 
Income was supplemented by 
many participants through 
attending groups or volunteering 
initiatives, in which they received 
an honorarium. However, most of 
these initiatives were halted at the 
start of the COVID-19 pandemic. 

“Just seeing my girlfriend and my 
cousin’s people suffering; [they] 
really needed that mental support 
or physical or just like the gift 
cards from them, stuff like that.” 
(Interview participant)

“[2 years ago] it shut down one of 
our jobs when it first arrived 
here, the pandemic, our jobs got 
shut down. But now it’s starting 
to pick up, I’ve been working 
pretty steady.” 
(Interview participant)

In-depth interviews

Life situations

The general life situations of 
interview participants were asked 
through questions such as “How 
is life going for you now?”; “How 
are things going with your health?”; 
and “Can you tell me about your 
living situation?”. Participants 
responded by sharing experiences 
of stress, dissatisfaction with 
or unstable housing, and poor 
mental health. 

Stress
Most participants expressed 
feeling some sort of stress, 
especially financial stress relating 
to food affordability. This was 
attributed to rising costs of 
living, unemployment, and the 
inability to draw on food banks 

12



expressed struggling with mental 
health in general, with most 
participants having struggled 
since before the pandemic. Some 
participants shared specific 
diagnoses, such as bipolar 
disorder, depression, and anxiety, 
while others shared experiences 
of trauma and subsequent 
substance use contributing to poor 
mental health. 

“My mental health needs a bit of 
work. That’s why I wish these 
[community services] could get 
some funding for their counselling 
projects they want to get going and 
it takes money to do that. Right 
now, I’m talking to them out of 
the goodness of their hearts, pretty 
much... they make you feel like 
you’re meant to be alive and there’s 
a reason to live and don’t give up 
and try to be safer at whatever you 
do.” (Interview participant)

prior to receiving treatment 
services and intended to find 
housing arrangements once the 
treatment was finished.

“I have a crystal meth addiction 
and they all, all the landlords 
know that. So, they won’t, they 
won’t rent to me.” 
(Interview participant)

Self-reported mental health
Almost all participants expressed 
currently or recently experiencing 
harms from substance use, 
particularly from drug use. It 
is important to note, however, 
that this may be attributed to 
the fact that many of the partner 
organizations that participated in 
the study assisted those living in 
marginalized and disadvantaged 
conditions. Nevertheless, when 
asked about their mental health 
status, many participants 

Of the participants who had 
housing, many were dissatisfied 
with their current living situation 
or were newly housed after either 
experiencing homelessness or 
living in unstable housing. Some 
participants commented that 
they had help from a community 
agency in finding temporary 
housing until permanent housing 
in apartments was available. 
Other participants commented 
that they would have liked to 
live alone but were forced to 
live with family due to limited 
income, while those who lived 
alone shared how lonely they were 
during the pandemic. 

Substance use was also identified 
as a barrier in attaining housing 
for a few participants. Of those 
who were using treatment services 
for substance use or addiction, 
some experienced homelessness 

13COVID-19 and Indigenous peoples’ access to STBBI and related health services:  
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In instances where social 
distancing resulted in loneliness, 
social isolation, and/or boredom, 
some participants reported 
an increase in alcohol use as a 
coping measure.

“My drug use has actually gone 
down, but my drinking has gone 
way up. And then like, physically, 
like, I’m just, I’m not doing well 
… I don’t exercise at all ... it’s not 
the active lifestyle I was living.” 
(Interview participant)

“I’m drinking more. Nothing else 
to do.” (Interview participant)

“I’ve been drinking more since I 
had to stay home ... I was only 
doing that on the weekends, but 
now it just seems like it’s every 
other day.” 
(Interview participant)

“Everything was shut down, so 
people they reverted to more 
drinking, more drug use, more 
sexual things that way.” 
(Interview participant)

Other participants reported 
an increase in drug use as a 
coping measure.

“My community members ... that 
had good jobs, paying jobs are 
now like drug addicts and there 
was nothing else to do, but stay 
home, get drunk, and be 
addicts.” (Interview participant)

Changes in mental health 
and substance use

Participants were affected by 
the pandemic in various ways, 
including mentally and socially. 
Social distancing interventions, 
the closure of community events, 
and the fear of contracting 
COVID-19 were noted as 
contributors to feelings of social 
isolation, loneliness, and boredom, 
each affecting participants’ 
mental health and patterns with 
substance use. When asked to 
describe their usual activities for 
a typical week, many participants 
shared of not engaging in any 
activities or leaving their homes. 
Some participants discussed the 
additional stresses of isolating 
with other people in a small 
space, as well as the limited social 
interactions that occurred outside 
of the home. 

“I don’t see anybody and I don’t 
do anything and that’s my whole 
life ...” (Interview participant)

“I feel so isolated ... I guess the 
depression, I don’t go nowhere. 
Sometimes I won’t go out for a 
couple weeks, or step outside or 
nothing ... I just don’t have the 
energy to do anything ... it’s just 
this COVID is dragging on so 
long.” (Interview participant) 

“I feel very isolated, you know... 
Alone and no real contact, so you 
know. Everything just closed 
down, right? I’m slowly opening 
up but it’s quite depressing. I’m 
very depressed.” 
(Interview participant)

“I get really manic. Like really 
depressed. But I don’t go to the 
level I used to be. I was really, 
really, really, really, bad. I was 
kamikaze bad.” 
(Interview participant)

“It’s not going too good. Well, it’s 
not that easy to get to talk to a 
counsellor... They’re available but 
they won’t talk to you.” 
(Interview participant)

Several participants shared that 
they were dealing with grief and 
loss, some of which was related to 
the pandemic. This was especially 
experienced by those in northern 
communities. Participants also 
expressed losing loved ones during 
the pandemic and not being able 
to attend ceremonies, funerals, or 
have proper goodbyes. This made 
dealing with loss more difficult. 
 

“[I]t was a struggle through the 
pandemic, and uh adjusting to 
life and dealing with so much 
death, like constantly and 
constantly.” 
(Interview participant) 

“Up here, up north, we didn’t 
just, you know, the pandemic of 
COVID, we also went through 
this flipping pandemic of opioids 
cause in [town name] we have 
the highest counts in Canada of 
losing people to this opioid 
fentanyl death. So, it’s really hit a 
lot of my family, friend’s family, 
like everybody, and it’s not 
stopping yet, we’re still losing 
people.” (Interview participant) 
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“I try to play by the [health] rules 
the best I can. Cause the staff 
here [community clinic], I don’t 
want to pollute them. Like, these 
people are pretty special to me, 
and I don’t want to bring them 
any death. I was walking 
through, you know, trail of hell. 
And like, they held my hand. If it 
wasn’t for them, I’d be a ghost.” 
(Interview participant) 

Social isolation was self-imposed 
by some individuals because 
of the fear of contracting the 
coronavirus, SARS-CoV-2, that 
causes COVID-19. Although 
a few participants were fearful 
of contracting SARS-CoV-2, 
most expressed a fear of carrying 
the coronavirus into homes 
where it could infect children 
or elderly family members. The 
fear of spreading SARS-CoV-2 
to family members and health 
care providers also influenced the 
decisions of some participants 
to leave their home and/or seek 
healthcare services.

“It’s been the social restrictions, 
but it’s also my own paranoia 
and sort of self-imposed 
restrictions.” 
(Interview participant)

“Well yeah, it impacted my drug 
use cause like, I’m at home all the 
time, so like, you know, do 
something, I get bored. So, we’ll 
smoke.” (Interview participant)

“It made me fall off and start 
using more at the time, especially 
alcohol and crack. Basically, you 
couldn’t go anywhere, you just 
had to stay at home inside. So, it 
just made me and my partner to 
start drinking and [using] crack 
more.” (Interview participant)

“I was sober for almost 3 years 
[but began using substances since 
the COVID-19 pandemic]. 
[Now] mainly fentanyl.” 
(Interview participant)

“When COVID came I wasn’t 
doing things I would normally 
do, like going to [location 
removed to maintain 
confidentiality] and talking and 
sharing. And then ... can’t get out 
as much... I applied for COVID 
relief money and I was getting 
those cheques and I started 
smoking [crack] more and more.” 
(Interview participant)
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Impacts to health care and other services

Health care service capacities
Several participants reported not having a family 
doctor before the pandemic and experiencing 
difficulties with accessing health care, particularly 
counselling services. The challenges with accessing 
health care continued to be a problem during the 
COVID-19 pandemic. 

“Oh gosh, there was really barely anything at the 
time when it was really bad. Like, nothing was open. 
I mean, we did have [health organization] but we 
had to call them... It was pretty rough. They wouldn’t 
let you in there [women’s shelter/safe space] and there 
was nowhere to go. The services were shut down and 
everything. It was really, really, really hard.” 
(Interview participant)

Interview participants observed a decrease in 
operating hours of STBBI services during the 
COVID-19 pandemic. The reduction in service 
hours hindered service accessibility for clients in 
addition to leading to frustrations with having to 
wait for health-related services or resorting to using 
emergency departments for non-urgent issues. 

“[It] felt a lot easier to access things, now it seems so 
difficult.” (Interview participant)

“Services are limited. That affects me a lot. I get 
angry because I can’t get my supplies or I can’t get safe 
supplies or anything ... if I had an infection or 
something, I wouldn’t be able to get it taken care of 
right away. I would have to wait ...” 
(Interview participant) 

“There are services like you have to go there on certain 
days. Or you have to go to be there on a Wednesday 
for opioid treatment, or you have to be there on 
Thursday for something different. And I don’t always 
remember which days are which.” 
(Interview participant)
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“Sometimes we would have to fall off, like with the 
fentanyl, because we weren’t able to get in right away. 
You’d wait for their callback or whatever, right? Yeah, 
it was bad, I didn’t like that, and it was scary because 
you know it’s killing a lot of people. It would take at 
least 2 or 3 or 4 days [for a callback] so I’d have to 
relapse, then I’d start right over.” 
(Interview participant)

“It was like more of a deterrent because I would show 
up to a place and they would say can you come back 
in half an hour to when the space becomes free. And 
like, by that time I’m already like deterred, like I’m 
already gone doing something else.” 
(Interview participant)

“The only negative experience I’m having is I’m trying 
to get on the treatment for the last [expletive] month 
and it seems like it’s been delay after delay after delay. 
We had a bunch of these other people that just got on 
it [treatment for Hepatitis C] and it’s really pissing 
me off.” (Interview participant)

Participants also noted that STBBI staff and service 
locations were frequently changed during the 
COVID-19 pandemic. As a result, one participant 
discussed having to build new relationships with 
care providers and service staff. Other participants 
spoke about the loss of rapport and trust between 
clients and staff.

“Services definitely used to be better. It’s not that [the 
services] changed, you got new people coming in 
thinking that they know how to run the show but they 
don’t.” (Interview participant)

“We’re opening a window and giving them coffee and 
giving them their harm reduction supplies and 
sending them on their way … We don’t know if they’re 
having a bad day or ... if they need to talk to 
somebody. Like you don’t even get that with a mask 
on your face and say 60 seconds of interaction through 
a window... Maybe that person wanted to go, come in 
and get tested that day, but they felt so rushed that 
they didn’t even bring it up.” (Interview participant)



“It’s changed the way the resources 
are given... cause it’s, it’s different 
now... Like at [location removed 
to maintain confidentiality] 
where you were able to go in and 
eat and like converse with people, 
but now you can, you just go and 
wait in the line and then I get a 
bag lunch and leave.” 
(Interview participant)

“They’ve still been serving food to 
people, but it’s been through a 
door service. So, people, people 
get their food, they get to go eat it 
on the sidewalk, on a cold 
sidewalk, while their food is 
getting cold. Instead of needing to 
come in and sit at a table and 
just have a ... clean space to eat.” 
(Interview participant)

“I am more reluctant to go get 
services and stuff like that ... so 
sometimes I just don’t really go 
access as much as I should.” 
(Interview participant)

Several participants spoke of 
multi-functional STBBI services 
that were available prior to 
the pandemic. In addition to 
providing health care, these 
services previously provided food, 
assisted with meeting basic needs, 
and created spaces for community, 
connection, and socialization. 
During the pandemic, however, 
the multi-functionality of 
services was reduced, which often 
translated to fewer opportunities 
for socialization and community 
connections within these services.

Furthermore, some participants 
began to assume that all services 
were closed or shut down, 
while others no longer wanted 
to deal with all the associated 
changes in service provisions. 
As a result, a few participants 
eventually stopped trying to use 
services altogether during the 
pandemic or only used services for 
health emergencies. 

“There’s these protocols they got to 
go through in the entry and then 
to be rapid tested and all that. I 
don’t know. It’s just too much of a 
hassle to even bother …” 
(Interview participant)
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“I understand how it could be 
different for people outside of such 
a small town ... because we do 
have a personal connection with 
the health care providers ... That 
probably has an effect on the 
reason that our access has not been 
altered.” (Interview participant)

“… hygiene issues. Like going to 
the bathroom, getting washed up 
and stuff. That’s like a big thing, 
and having a safe space to, like, 
sit down and just relax for a 
couple of minutes.” 
(Interview participant)

There were a small number of 
rural participants who indicated 
that services did not change at all 
during the pandemic. This was 
attributed to the strong social 
connection and closeness that 
rural and small-town community 
members experienced with 
each other. 

“There’s a lot fewer places to hang 
out … They’re restricted by 
COVID. You have to have a 
vaccination card ... fewer people 
to interact within those social 
settings.” (Interview participant)

“They’re pretty strict on 
population. Like, I’m the only 
one in here now. Like, without 
that COVID stuff, they’d have a 
lot more than just one person in 
here... They’re probably a little 
more one on one with the people. 
Instead of one person having six 
different conversations coming at 
them, they’re more able to go one 
on one-ish better... Pissed a lot of 
people off, but they had to do it 
because they had to do it.” 
(Interview participant)

19COVID-19 and Indigenous peoples’ access to STBBI and related health services:  
A qualitative study



Racism and discrimination
Many participants recounted 
experiences of anti-Indigenous 
racism and discrimination 
at health care organizations 
or centres, however, some 
experiences seemed to depend on 
whether clientele felt accustomed 
to their healthcare facility. 
For example, many interview 
participants did not experience 
racism or discrimination in 
health care environments that 
they characterised as “usual” or 
familiar and that they frequently 
visited. In these instances, 
participants shared about the 
significance of the organizations 
or centres they frequently visited, 
acknowledging the judgement-
free and accepting treatment they 
received from staff. 

“I went to the, our treatment 
centre ... located here on the 
[location removed to maintain 
confidentiality] reserve. And it 
was, for me, it was healing 
because I’m healing with my 
people, I’m healing at home.” 
(Interview participant)

Transportation services
Transportation was frequently 
mentioned as an impediment to 
accessing STBBI services. During 
the pandemic, participants 
noticed a decrease in public 
transportation options and 
availabilities. Transportation 
services that were previously 
available before the pandemic, 
such as ridesharing with others, 
hiring community members for 
rides, or using taxi vouchers, 
were limited due to COVID-19 
public health restrictions. Some 
participants shared that the 
limited access to services likely 
worsened their health. Others 
attributed this inaccessibility 
to STBBI-related services to 
relapsing during the pandemic. 
 

“I used to go see the doctor, but 
after the COVID came in, I 
never got to see the doctor.” 
(Interview participant) 

“I went to [a mental wellness/
substance use service] and used 
all of their services because they’re 
really good, but I haven’t gone 
there since I stopped going to 
counselling last year 
[during COVID].” 
(Interview participant)

Remote services
The transition from in-person 
and walk-in STBBI services 
to remote appointments (e.g., 
telephone and/or virtual) was 
challenging for many participants 
during the pandemic. Challenges 
shared by participants included 
unstable internet connections, a 
lack of appropriate technologies, 
the impersonal nature of remote 
services, and the inability to 
address health concerns perceived 
to require in-person care. 

“... no, because we have to do it 
by phone or whatever. I didn’t 
even bother.” 
(Interview participant)

“It’s [remote services] made 
everything more difficult. Like it 
is harder to just go out and do the 
stuff you need to do.” 
(Interview participant)

Among participants who could 
schedule or take part in remote 
appointments, some commented 
that appointments were frequently 
scheduled too far in advance 
to remember or to remain 
applicable for health concerns. 
This was particularly difficult for 
participants struggling with other 
competing priorities, such as 
meeting basic needs. 

“[C]ause a lot of things come up 
at different times and if money 
comes up and I’m at this point of 
unemployment, I’m going to have 
to take that option as opposed to 
go get my appointment.” 
(Interview participant)
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“A lot of people are judgemental 
about us, addiction, people that 
have addiction.” 
(Interview participant)

“It’s a lot of judgement. It’s pretty 
much like a stereotype. They think 
oh, you’re Indigenous, oh wow, 
you’re an alcoholic, go figure. They 
don’t treat you like an individual 
person, they just really kind of 
categorize you.” 
(Interview participant)

A few participants also felt that the 
pandemic exacerbated the issue of 
racism and discrimination. 

“Yeah. I think that like one thing 
that the pandemic has really 
shown, and put like kind of a 
microscope on things, that were 
already not working. [A]nd like 
specifically [that] stigma [and] the 
way Indigenous people are treated 
in health care settings, that was 
really amplified… I think that 
that’s, the system change that, you 
know, it was being worked on, but 
it needs to be worked on a lot 
more.” (Interview participant)

It is important to note, however, 
that the experiences of racism, 
discrimination, and stigmatization 
are not a direct causal effect 
of the COVID-19 pandemic. 
Rather, these experiences may 
reflect the historic and ongoing 
issue of racism, discrimination, 
and stigmatization faced by 
Indigenous Peoples, that is rooted 
in colonialism and embedded in 
colonial healthcare systems.

“They assume that anyone’s like 
addicted to drugs or like 
something, anyone of color is like, 
addicted to drugs ... that’s how 
they treat us … just refuse us 
service, so they make us wait 
extra long … Like people just 
tend to be rude and like assume 
that like, Aboriginals are 
homeless or on drugs here …” 
(Interview participant)

“It’s hard being Native, a 
woman, and a drug user here.  
It’s very hard.” 
(Interview participant). 

“I mean, yeah, like another big 
thing is like the gender, like 
pronouns and … people not 
respecting any of that or… I’ve 
said a million times over to all 
these different places that like, my 
name is not the one that I was 
given at birth. [A]nd every single 
time I had to access a pharmacy 
or like a medical clinic that I’m 
not familiar with, like that 
always comes up. [A]nd you 
know, it’s really hard to hear that 
over and over again. So 
sometimes you choose your mental 
health over your physical health 
in that way. So people not using 
my chosen name or my pronouns. 
I dunno. Yeah, just sometimes 
you just don’t want to deal with 
[it].” (Interview participant) 

In contrast, adverse experiences 
of racism, discrimination, and 
stigmatization by healthcare 
professionals, front-desk staff, 
support staff, and security 
occurred at healthcare facilities 
that participants did not 
frequently visit. Participants spoke 
of harmful attacks to Indigenous 
and gender identity and 
expressed the need for systems-
level change. Additionally, 
interview participants noted 
that racism, discrimination, and 
stigmatization extended beyond 
healthcare facilities, such as with 
law enforcement, landlords, and/
or security at retail locations. 

“I think like there’s a stigma, like 
there’s lots of stigmas. I mean if I 
say that I used drugs in any way 
and then like, I get put into a 
certain category. I’m like, you 
know, bigger bodied and like, I 
look pale right here, but I, you 
know, I’m brown skin … all 
those things impact it. And like, 
as soon as you walk into a 
hospital space, like as ... a 
non-white person, ... 
immediately, like you feel the-, 
you feel those things. And so, I 
dunno, I just didn’t want to deal 
with it.” (Interview participant)
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Impacts to cultural 
connections

Interview participants were 
asked how, if at all, changes to 
STBBI-related services during 
the pandemic impacted their 
access to cultural supports, such 
as traditional medicines, Elders, 
ceremonies, or on-the-land 
activities. Responses varied based 
on the use and availability of 
cultural services. One participant 
noted the significance of having 
Elders available at a particular 
community organization during 
the COVID-19 pandemic. Several 
other participants previously 
participated in spiritual and 
cultural events, such as sweats, 
powwows, and an annual Sun 
Dance, before these activities 
were stopped due to pandemic 
restrictions. Participants shared 
that the interruption to spiritual 
practices and healing ceremonies 
during the pandemic intensified 
feelings of loss and grief.

Participants also shared about 
the positive aspects of remote 
services. For example, health 
needs were self-reportedly better 
met or discussed over the phone 
compared to in-person for some 
participants. Others enjoyed the 
convenience, safety, and comfort 
of telephone appointments, 
including not having to commute 
long distances and/or wait 
outside in cold weather for in-
person appointments. 

“When I gotta see my doctor, it’s 
by video conference... I don’t have 
to walk over there all the time 
and I don’t really like walking 
over there.” 
(Interview participant)

“Yeah, with virtual becoming an 
option [it’s] made it pretty faster? 
Pretty like- more efficient, to kind 
of get like, answers, information 
that I was looking for, from a 
professional.” 
(Interview participant)

Positive aspects of  
health care changes
Although most participants 
discussed the disadvantages of 
STBBI service changes during 
the COVID-19 pandemic, some 
participants spoke of innovative 
and helpful service changes. This 
included an increase in outreach 
services providing health visits, as 
well as home drop-offs/pick-ups 
of food hampers and safe-supply 
materials, such as harm reduction 
and safe injection supplies. 

“Supplies get dropped off at my 
place, which I prefer because 
going to the hospitals, we felt like 
we were being judged because we 
had to walk with stuff in bags. 
Now they just come straight to 
my place and drop them off.” 
(Interview participant)

“I didn’t have to go to town and 
face the drugs. I didn’t have to sit 
in a clinic for an hour waiting 
for a doctor.” 
(Interview participant)
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“[M]ore testing where it is not so 
clinical, and it’s not, so it’s not so 
terrifying for somebody.” 
(Interview participant)

“I think there could be more 
outreach, you know, with respect 
to First Nations, offering 
additional food, clothing, 
supports, say a van. You know 
people could arrange for a care 
package dropped off maybe once 
a week, a “hi, how are you 
doing” kind of thing. Some 
outreach would have been nice… 
I think there could be additional 
more food supports because the 
cost of food has just gone way up 
because of all of it and it’s hard to 
eat healthy. It really is. It’s gone 
up like, huge.” 
(Interview participant)

Other suggestions made by 
participants were to ensure 
that STBBI testing was not 
overshadowed by harm reduction 
education and services, and that 
racism and discrimination are 
addressed as barriers to care.

Recommendations to 
improve STBBI services

Several interview participants 
shared recommendations 
to improve STBBI service 
accessibility, availability, and 
delivery for Indigenous people 
across Canada. Recommendations 
included: increasing education 
and awareness surrounding 
the availability of services, 
particularly harm reduction 
services; increasing service 
operating hours and availabilities 
(e.g., extending operating hours 
into evenings); expanding testing 
services to non-clinical settings; 
and increasing outreach efforts 
to deliver care packages for 
essential needs.

“[W]e have a whole new 
population here in [location 
removed to maintain 
confidentiality]. They’re younger, 
they’re coming from all different 
communities and uh, HIV … 
and STDs and STIs [aren’t] 
talked about anymore. It’s not 
brought up and it should be … 
this stuff needs to be known.” 
(Interview participant)

“They need a place up here for 
people that need those kinds of 
access. Like, a little apartment 
building or a unit place so they 
can have these kinds of access to 
for emergencies. All we have is 
[location removed to maintain 
confidentiality] but we need 
somewhere where people can go 
in late at night, where we can go 
“hey, I want myself checked out 
now.” (Interview participant)

The interruption to cultural 
supports was navigated with 
resiliency by participants who 
practiced personal cultural 
activities during the pandemic, 
such as smudging and using 
traditional medicines. Some 
participants noted they did not 
experience any difficulties in 
retrieving what they needed for 
their personal ceremony. Others 
described the benefits that cultural 
activities had on their well-being.
 

“I don’t go party on the street, I’ll 
go in the bush and I’ll pick plants 
and mushrooms and go fishing. 
Do stuff like that to fill up my 
day.” (Interview participant)

“It’s been really good. Like without 
it, I feel like it would be harder to, 
like, maintain my sobriety.” 
(Interview participant) 

“That’s what kept me sober for the 
two and a half years. Helped me 
maintain my sobriety.” 
(Interview participant) 

A small portion of participants 
could not comment on the 
availability of cultural services due 
to not using these services before 
or during the pandemic. Some 
participants did not regularly 
use cultural supports because of 
attendance restrictions against 
individuals who actively use 
substances. Others participated in 
cultural activities offered through 
community services; however, 
felt that they could not comment 
on changes to cultural service 
availability because they did not 
seek out these services themselves. 
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Reduced capacities
Nearly every focus group 
participant expressed struggling 
with reduced capacity for 
service provision and shifted 
organizational priorities because 
of redeployment of resources to 
COVID-19 efforts. According to 
the focus group participants, the 
COVID-19 pandemic significantly 
affected the ability to deliver 
STBBI services. When asked 
about the greatest challenges 
to service provision during the 
pandemic, many focus group 
participants spoke about the loss 
of relationships with clients in 
the community, some of which 
took years to develop, as well 
as the frustrations of trying to 
support clients in booking online 
appointments. For example, focus 
group participants spoke of having 
to discontinue walk-in services 
and transition to online or virtual 
appointments, which did not work 
well for many of their clientele. A 
few participants also feared that 
clients would be deterred from 
trying to use STBBI services after 
the pandemic due to the cascading 
effects of increased substance use 
and frustration towards the health 
care system.

Focus group participants noted the 
closure of certain STBBI services 
because of reduced capacities. 
This led to an increased demand 
for services that remained open 
during the pandemic, such 
as low barrier services, and 
accompanying challenges of 
matching capacities with increased 
demands. Meanwhile, services 
that were deemed “essential”, such 

Focus groups 

Focus group participants were 
asked to evaluate the delivery of 
STBBI and related services during 
the pandemic. This involved 
discussing challenges in service 
delivery, the practices that worked 
well, and recommendations to 
improve services for future public 
health emergencies. 

Challenges in  
service delivery

Paper-based systems
Focus group participants 
discussed the challenges and 
frustrations of working in a paper-
based system. This was reflected 
in the difficulty of working 
remotely for staff (i.e., off-site), 
as well as in the lack of ability 
to collect appropriate data that 
might support efforts in future 
pandemics. Participants who still 
worked in paper-based systems 
commented that the collection 
of demographic information 
was essentially discontinued 
during the pandemic, as services 
had to prioritize fundamentals 
(e.g., testing) in base programs. 
Consequently, a few focus 
group participants shared they 
did not have sufficient data to 
answer questions about service 
accessibility during the pandemic 
for specific populations, including 
Indigenous people.



6  Reportable STBBIs refer to STBBIs that have been identified by the Canadian Notifiable Disease Surveillance System as 
priorities for monitoring and control. These STBBIs are voluntarily reported to the federal government by provinces and 
territories (PHAC, 2023).

7  Positivity rate is the percentage of people who test positive out of the total number of people who have been tested.

limiting STBBI testing activities 
to urine tests. Additionally, 
some services no longer had 
the capacity to provide testing 
supports to other agencies, such as 
correctional facilities, shelters, and 
detoxification centres. Despite a 
decrease in testing, however, many 
focus group participants indicated 
there was an overall increase in 
test positivity rates,7 which they 
attributed to a rise in cases. During 
the pandemic, service providers 
also noticed a lengthened time 
between testing and acting on test 
results (i.e., follow-up, treatment, 
and case contacting) due to staff 
shortages. In some cases, follow-
up lasted between 48 hours and 
two weeks, depending on staff 
availability. Contact tracing, which 
would typically be done following 
a positive STBBI test result, also 
became increasingly difficult to 
perform. For instance, participants 
shared instances of agencies 
adjusting risk tolerances in which 
only high-risk STBBI cases led to 
follow-up and contact tracing. 

Overall, nearly all focus group 
participants concluded that there 
was a high likelihood of missed 
cases due to reduced capacity 
for service provision and shifted 
organizational priorities. Focus 
group participants also expressed 
sadness in observing rising rates 
of select STBBIs during the 
pandemic, such as HIV and 
congenital syphilis. 

A few focus group participants 
provided other outreach and 
supports, such as taking clients 
to clinics for appointments, prior 
to the pandemic. However, much 
of these outreach efforts stopped 
because of COVID-19 public 
health restrictions. Participants 
expressed that the reduction in 
outreach and supports, in turn, 
severely compromised clinical 
care accessibility, particularly for 
patients living with HIV. Other 
participants pivoted outreach 
efforts towards testing supports 
but found follow-up and contact 
tracing for test results to be 
difficult during the pandemic. 
Meanwhile, some participants 
commented that the current 
outreach efforts would likely stop 
in the future due to worsening 
pandemic conditions that would 
further restrict capacities.

Although most services continued 
in some fashion during the 
pandemic, organizational 
priorities were required to change 
in relation to testing, follow-up, 
and contact tracing. Most service 
providers shared that testing was 
generally reduced and offered 
only to symptomatic people, close 
contacts of symptomatic people, 
or specific priority populations, 
including Indigenous clients. 
Focus group participants also 
shared instances of COVID-19 
testing taking priority over 
blood tests at laboratories and 

as those dealing with reportable 
STBBIs,6 remained open with 
just a skeletal portion of staff 
(meaning up to 25% of regular 
staff levels). However, providers of 
these services acknowledged that 
offering only essential services 
did not equate to providing good 
quality services. In contrast to 
these experiences, some rural 
service providers observed a drop 
in demand by clientele due to 
the fear of contracting the virus 
causing COVID-19.

A small portion of focus group 
participants commented on the 
collaborative efforts between 
service providers and Indigenous 
leaders or communities to ensure 
that Indigenous people were 
supported during the pandemic. 
These participants reported 
having good collaboration 
with Indigenous communities 
prior to the pandemic, while 
others reported having good 
collaboration across all sectors, 
including with Indigenous 
partners, due to a shared goal 
of strengthening resilience 
throughout the pandemic. 
Some focus group participants 
provided cultural supports in the 
form of offering sage bundles 
and traditional medicines when 
requested; however, they did not 
have the capacity to undertake 
further engagement with 
Indigenous people at the height of 
the pandemic.
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Focus group participants made 
recommendations to mitigate the 
risks and losses associated with 
the quick turnover of staff to 
other commitments, including 
pandemic measures. This 
included updating data collection 
systems (e.g., transitioning away 
from paper-based data systems), 
ensuring policies and procedures 
were up-to-date, and cross-
training staff. Participants also 
shared how systemic change was 
required to improve the social 
determinants of health and 
living conditions of vulnerable 
populations. Without addressing 
these inequities, participants 
noted it was unlikely that services 
would see greater success for the 
next public health emergency.

Recommendations to 
improve STBBI services

To improve STBBI services, many 
focus group participants spoke 
about diversifying the range of 
tools and methods for accessing 
care on an ongoing basis such that 
the structures and mechanisms 
in place would be flexible to 
change, as required. For example, 
participants suggested services 
should regularly include virtual 
appointments for clients who 
prefer virtual over in-person 
appointments. This expansion 
would ensure that space is made 
available for clients who prefer or 
require in-person appointments. 
Additionally, the continued 
provision of at-home self-testing 
kits was mentioned as working 
well in many cases. 

Successes in service delivery

While many services were 
stopped or reduced during the 
pandemic, a few focus group 
participants spoke about instances 
of innovation and positive uptake 
of certain services. For example, 
participants noted an uptake 
in self-testing kits (e.g., blood 
tests and self-swabs). This was 
described as a positive outcome 
because these testing services were 
generally met with hesitation prior 
to the pandemic. Drive-through 
testing and outreach services were 
also mentioned as positive and 
innovative strategies, particularly 
for vulnerable populations not yet 
engaged with testing. Outreach 
services included home visits, 
supply delivery, and mobile 
medical vans. 
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The COVID-19 pandemic magnified the systemic barriers that 
Indigenous people often face while accessing health services. Many 
Indigenous communities and organizations that provide health services 
were overworked and under-resourced at the start of the pandemic, 
thus affecting their ability to respond to COVID-19 (Mashford-Pringle 
et al. 2021). Indigenous communities historically and continuously 
are met with challenges and inequities regarding clean and usable 
water, food security, affordable and safe homes, and medical materials 
and supplies (such as personal protective equipment during the 
pandemic). As such, existing social and economic inequities have 
disproportionately burdened Indigenous Peoples’ access to healthcare 
services during the pandemic (Mashford-Pringle et al. 2021). 

These inequities were reflected in the in-depth interviews with First 
Nations, Inuit, and Métis STBBI service users, as well as in the 
focus group discussions with STBBI service providers and policy- 
and decision-makers. Across all participants, those with fewer 
resources or who faced social challenges prior to the pandemic were 
disproportionately affected by barriers to accessing STBBI services. For 
example, the transition from in-person and walk-in STBBI services 
to remote (telephone and/or virtual) appointments was challenging 
for some participants due to a lack of appropriate technologies and 
unstable internet connections. STBBI service users also noted limited 
public transportation options and disrupted outreach and community-
service operations as barriers to accessing care. Additional barriers were 
reflected in service users experiencing difficulties meeting basic needs, 
such as food security and stable housing, while trying to access health 
services. Focus group participants supported these findings, expressing 
that changes in STBBI service delivery affected the most vulnerable 
and at-risk populations they served, many of whom were Indigenous. 

DISCUSSION
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pandemic to mitigate accessibility 
challenges (PHAC & Centre for 
Communicable Diseases and 
Infection Control [CDC], 2021). 
This included mobile outreach 
in vehicles and self-service drop-
offs/pick-ups of harm reduction 
supplies at curbside depots or 
through windows at service 
facilities (PHAC & CDC, 2021).

Moreover, many Indigenous 
communities demonstrated 
their community leadership, 
preparedness, and resiliency 
during the pandemic (Mashford-
Pringle et al., 2021). According 
to the report, “What we 
heard: Indigenous Peoples and 
COVID-19: Public health Agency 
of Canada’s companion report,” 
by Mashford-Pringle et al. (2021), 
many community members 
took pride in their pandemic 
preparedness, identifying “lessons 
learned” from past pandemics 
as a source of resiliency leading 
to strong leadership in their 
community. Some participants 
in the report mentioned cross-
community collaborations 

loneliness, and/or social isolation, 
thus adversely affecting their 
health. This is consistent with 
what is already widely known 
regarding how social and 
relational interactions play an 
important role in Indigenous 
determinants of health and well-
being (Greenwood et al. 2022). 

In addition to highlighting 
barriers to STBBI care, the 
findings of this study draw 
attention to the resiliency of 
public health planners and service 
providers during the COVID-19 
pandemic. Innovative outreach 
strategies operated during the 
pandemic, including health 
visits to provide care outside 
of health facilities, deliveries of 
food hampers, remote services, 
and home drop-offs/pick-ups of 
safe-supply materials, such as 
harm reduction and safe injection 
supplies. A number of interview 
participants shared that they 
found these outreach services 
helpful. Similar STBBI services 
were delivered across Canada 
by service providers during the 

Other findings from this study 
shed light on the adverse effects 
that public health restrictions 
have had on social interactions 
and activities for Indigenous 
people. For example, the 
interruption of spiritual practices, 
healing ceremonies, and social 
events intensified feelings 
of loss, grief, isolation, and 
loneliness for some participants. 
In the national online survey 
examining STBBI access for 
Indigenous peoples, over 60% 
of the participants (n=672) who 
were unable to access cultural 
supports during the COVID-19 
pandemic identified COVID-19 
public health restrictions as an 
accessibility barrier to these 
supports (NCCIH & NCCID, 
2024). When social interactions, 
such as through cultural supports, 
are disrupted, this can lead to 
social isolation and loneliness for 
community members, which can 
perpetuate feelings of boredom. 
For instance, in this study, 
interview participants reported 
an increase in using substances 
as coping measures to boredom, 
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racism and discrimination in 
care, these findings may provide 
further impetus for health 
care practitioners and policy/
decision-makers to uphold 
commitments to health-specific 
recommendations made by 
the Truth and Reconciliation 
Commission (TRC) of Canada 
which may be applied to 
STBBI services. These include 
requiring skills-based training 
in intercultural competency, 
conflict resolution, human rights, 
and anti-racism in Canadian 
medical and nursing schools, 
as well as recognizing the value 
of Indigenous healing practices 
and incorporating them into 
treatment plans for Indigenous 
people, as requested (TRC, 2015). 

distancing and isolation helped 
maintain sobriety and well-being 
for many interview participants.

The current study extends 
knowledge collected from the 
PHAC national online survey 
and NCCIH literature review 
on Indigenous peoples’ access 
and experiences with STBBI 
services (NCCIH & NCCID, 
2024; NCCIH, 2024). By 
examining first-hand experiences 
of STBBI service providers and 
Indigenous service users using a 
phenomenological approach, this 
study provides rich information 
on lived experiences that goes 
beyond numbers acquired 
through quantitative methods 
and will be valuable in informing 
STBBI policies and services 
in Canada.

The findings from this study 
may also help to facilitate 
policy changes to improve 
STBBI service accessibility. 
For example, in learning from 
the interview participants’ 
experiences of anti-Indigenous 

which strengthened emergency 
response efforts, while others 
took pride in their community’s 
communication strategies to 
translate health information 
into Indigenous languages while 
consistently disseminating up-
to-date public health messaging 
to community members through 
flyers, videos, or booklets 
(Mashford-Pringle et al., 2021). 
Some participants also shared of 
the perseverance of communities 
by utilizing hands-on resources to 
keep their community members 
safe despite receiving limited 
support from federal, provincial, 
territorial, or municipal 
governments (Mashford-Pringle et 
al., 2021). This power of resiliency 
was reflected in some of the 
experiences shared by interview 
participants in the current study, 
such as practicing traditional 
healing methods, including 
smudging and using traditional 
medicines, and personal 
ceremonies when community 
cultural events were closed. This 
continuation of personal, cultural 
activities in a time of social 
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8  Social desirability bias is a type of response bias where participants respond to interview questions in a way that is viewed as 
favourable or socially acceptable by others, rather than responding with their true thoughts or experiences.

participants, making the study 
population not representative of 
the target population. Response 
bias, such as social desirability 
bias,8 could also have occurred 
while interviewing participants 
on self-reported experiences, 
particularly on subjects that 
may be sensitive or stigmatizing 
such as mental health, substance 
use, use of healthcare services, 
racism/discrimination, etc. This 
limitation may have led to an 
over-reporting of responses viewed 
as socially desirable or favorable 
to others and an under-reporting 
of socially undesirable responses. 
Lastly, it is important to note that 
a direct causal effect cannot be 
made regarding the attribution 
of the COVID-19 pandemic on 
participants’ experiences with 
STBBI-related services. 

disaggregated by Indigenous 
identity were not possible due 
to the small sample sizes and 
imbalance across Indigenous 
identity strata. Additionally, to 
ensure participant confidentiality, 
the qualitative research methods 
did not allow for sub-group 
disaggregation. As such, caution 
must be exercised in interpreting 
and generalizing the findings of 
this study due to these limitations.

Limitations of this study may also 
include selection and response 
biases. Because the interviews 
and focus group discussions were 
conducted virtually, participants 
without access to a computer or 
stable internet may have been 
less likely to participate. For 
those who would have had to 
travel to partner organizations to 
take the interview virtually in a 
private setting, COVID-19 travel 
restrictions or travel barriers may 
have also made them less likely 
to travel to participate. As such, 
selection bias could have occurred 
during the recruitment of study 

The findings of this study cannot 
be generalized to all Indigenous 
people in Canada who use or 
have used STBBI-related services 
due to the nature of purposive 
sampling and the small sample 
size collected. Although the 
intent of this study was to collect 
perspectives from across Canada, 
interview participants were not 
balanced across the provinces and 
territories. For example, 28 of the 
50 interview participants were 
from Manitoba. The study was 
also only able to recruit 13 service 
users from British Columbia, 
Alberta, Saskatchewan, and 
Manitoba, the majority of whom 
(11/13) were from urban areas. 
This limitation is partly attributed 
to the timing of the study, which 
occurred simultaneously to the 
onset of the Omicron wave of 
the COVID-19 pandemic. It was 
also hoped that the study would 
be able to recruit a greater sample 
of Indigenous people to allow for 
disaggregation of the data among 
First Nations peoples, Inuit, and 
Métis peoples. However, results 

LIMITATIONS
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The main barriers to accessing 
STBBI services included:

•	 reduced availability and 
operational hours of services;

•	 frequent turnovers of service 
staff and location changes;

•	unstable internet or a lack of 
appropriate technologies to 
access remote services;

•	online appointments 
scheduled too far in advance;

•	 reduced transportation 
options; and

•	 racism, discrimination, and 
stigmatization at healthcare 
facilities.

Remote services were also 
frustrating for some service users 
due to the impersonal nature 
of not being in-person and the 
inability to address health concerns 
believed to require in-person care. 

Focus group discussions with 
STBBI service providers and 
policy- and decision-makers 
augmented the interview findings 
with alternative perspectives 
and insights into the delivery, 
availability, and accessibility of 
STBBI-related services during the 
COVID-19 pandemic. Nearly 
every focus group participant 
expressed struggling with reduced 
capacity for services and shifted 

During the COVID-19 
pandemic, most interview 
participants noted a decrease 
in the number of available 
and accessible STBBI-related 
health services. This negatively 
affected the well-being of many 
participants. When asked about 
life situations, most participants 
described experiencing varying 
degrees of stress, houselessness 
or dissatisfaction with living 
situations, current or recent 
harms from substance use, and 
challenges with mental health. 
Mental health and substance use 
was thought to have worsened 
for many participants during the 
pandemic due to social isolation, 
lost jobs, boredom, loneliness, 
and isolation, as well as the 
closure of social opportunities 
and events (e.g., community safe 
spaces within STBBI services, 
Indigenous cultural events, 
etc.) Additionally, both service 
users and providers noted a loss 
of rapport between clients and 
service staff because of staff 
turnover and redeployment to 
COVID-19 efforts. In contrast, 
interview participants from rural 
areas reported no changes in 
healthcare services as a result of 
strong social connections between 
service users and providers.

A significant number of interview 
participants struggled with 
accessing STBBI and related 
services during the pandemic.  

CONCLUSIONS



•	 ensuring policies and 
procedures are up-to-date;

•	 cross-training STBBI staff;

•	 addressing systemic racism 
and discrimination as barriers 
to health care; and

•	 addressing social 
determinants of health 
and living conditions of 
vulnerable populations.

Overall, this study provides a 
rich source of information on 
the experiences of Indigenous 
STBBI service users, providers, 
and policy- and decision-makers 
regarding the availability, 
accessibility, and delivery of 
STBBI-related health services 
during the COVID-19 pandemic. 
Further research is required 
to understand the broader 
experiences of Indigenous Peoples, 
particularly of Métis people 
and Inuit, and those living in 
the eastern provinces, Nunavut, 
and the Northwest Territories. 
Nevertheless, the findings 
and recommendations from 
this study may offer direction 
for public health policy- and 
decision-makers to improve the 
availability, accessibility, and 
delivery of STBBI-related services 
in preparation for future public 
health emergencies, in addition 
to furthering Canada’s agenda to 
remove STBBIs as a public health 
concern by 2030.

demonstrated their resiliency 
through taking part in their 
own cultural activities, such 
as smudging, using traditional 
medicines, and practising personal 
ceremonies, when community 
cultural events were closed.

Several interview and focus 
group participants provided 
recommendations to improve 
the accessibility, availability, 
and delivery of STBBI services. 
Recommendations included:

•	 increasing awareness and 
education on the availability 
of STBBI services, 
particularly harm reduction 
services;

•	 expanding testing accessibility 
to non-clinical settings;

•	 ensuring that STBBI testing 
is not overshadowed by 
harm reduction educational 
activities;

•	diversifying the range of tools 
and methods for accessing 
care on an ongoing basis; 

•	 expanding service provision 
options to include both in-
person and remote services;

•	 continuing the provision of 
self-testing services;

•	updating data-collection 
systems from paper-based to 
online systems;

organizational priorities because 
of redeployment to COVID-19 
efforts. Collaborative efforts 
between service providers 
and Indigenous communities 
during the pandemic were also 
affected. Some focus group 
participants reported having good 
collaboration with Indigenous 
organizations, while others felt 
it was out of their capacity to 
further engage with Indigenous 
organizations at the height of 
the pandemic.

While the COVID-19 pandemic 
negatively affected the provision 
of many STBBI services, the 
experiences of service users 
and providers also highlight 
the resiliency and innovative 
measures that were taken to 
ensure the continued delivery of 
care to STBBI service users. For 
example, drive-through testing, 
health visits, and home drop-offs 
and pick-ups of food hampers and 
safe-supply materials continued 
to operate during the pandemic. 
Participants from the interviews 
and focus groups shared positive 
aspects of these outreach services, 
such as reducing clients’ commute 
to services as well as witnessing 
an uptake in the use of self-testing 
kits. Interview participants also 
shared benefits of transitioning 
from in-person to remote services, 
including the convenience and 
safety of at-home appointments. 
Other interview participants 
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