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Abstract: Family caregivers and care providers are increasingly becoming more distressed and
reaching a breaking point within current systems of care. First Nations family caregivers and
the health and community providers employed in First Nations communities have to cope with
colonial, discriminatory practices that have caused intergenerational trauma and a myriad of siloed,
disconnected, and difficult-to-navigate federal-, provincial/territorial-, and community-level policies
and programs. Indigenous participants in Alberta’s Health Advisory Councils described Indigenous
family caregivers as having more difficulty accessing support than other Alberta caregivers. In this
article, we report on family caregivers’, providers’, and leaders’ recommendations to support First
Nations family caregivers and the health and community providers employed in First Nations. We
used participatory action research methods in which we drew on Etuaptmumk (the understanding
that being in the world is the gift of multiple perspectives) and that Indigenous and non-Indigenous
views are complementary. Participants were from two First Nation communities in Alberta and
included family caregivers (n = 6), health and community providers (n = 14), and healthcare and
community leaders (n = 6). Participants advised that family caregivers needed four types of support:
(1) recognize the family caregivers’ role and work; (2) enhance navigation and timely access to
services, (3) improve home care support and respite, and (4) provide culturally safe care. Participants
had four recommendations to support providers: (1) support community providers’ health and
wellbeing; (2) recruit and retain health and community providers; (3) improve orientation for new
providers; and (4) offer providers a comprehensive grounding in cultural awareness. While creating
a program or department for family caregivers may be tempting to address caregivers’ immediate
needs, improving the health of First Nations family caregivers requires a population-based public
health approach that focuses on meaningful holistic system change to support family caregivers.

Keywords: Indigenous; family caregivers; qualitative; participatory action; First Nations

1. Introduction

Family caregivers and care providers make up the major part of Canada’s healthcare
and social support systems [1]. We define family caregivers (carers, care-partners) as any
person (family member, chosen family, friend, or neighbour) who takes on the generally
unpaid caring role providing emotional, physical, or practical support in response to
mental or physical illness, disability, or frailty. We define care providers as health and
social professionals and individuals trained and paid to provide direct personal care in
community homes, home care, or congregate care.
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Based on the 2018 Statistics Canada General Social Survey, Economist Janet Fast
calculates Canada’s 7.8 million family caregivers provide 5.7 billion hours of care yearly,
which equates to approximately three hours of care for every hour provided through the
rest of our care systems [2]. It would take 2.8 million full-time employees to replace that care.
Yet, family caregivers’ work is invisible and unrecognized [3]. Family caregiver distress
has risen steadily from 16% in 2010 [4] to 33% in 2016 [5,6] to 66% in 2022 [7]. Due to the
impact of caregiving on family caregivers’ wellbeing, Public Health England recommends
that family caregiving should be considered as a social determinant of health [8]. More
recently, the American Family Caregiving Through a Public Health Lens [9] advocates for
family caregiving to be recognized as a public health issue, “Their ability to provide care
and their effectiveness in doing so will, however, depend on fundamental changes in the
extent to which we formally recognize them as key contributors to the health of those for
whom they care, integrate them into formal provider systems, and provide support that
recognizes their risk factors” (p. 3).

Professional and personal care providers’ working conditions are also stressful [10–12].
Heavy workloads, a shortage of time to complete the care needed, client demands, and
behavioural and health challenges are prevalent stressors in most health and social care
settings [13–16]. Limited job autonomy is an added stressor in the personal care providers’
work lives [13,17–19].

Family caregivers and care providers are at a breaking point [1]. The existing patch-
work of federal and provincial/territorial caregiving policies is failing family caregivers,
care providers, and the people needing care [1]. Following our presentations on family
caregivers to Alberta’s Health Advisory Councils, Indigenous family caregivers advised us
that they face greater difficulty caring and accessing support and that health care providers
working in their communities were also stressed. We sought to understand more about
these experiences, challenges, and stressors and what is needed to address them. We
published our report on family caregivers’, health and community providers’, and lead-
ers’ views of First Nations family caregivers’ experiences earlier [20]. Their experiences
highlight how First Nations family caregivers experience numerous challenges due to the
impact of ongoing colonialism, racism, and complicated silos of care. In this article, we
focus on their recommendations to support First Nations family caregivers and the health
and community providers employed in First Nations.

1.1. Working with First Nation Communities

We began this participatory research by meeting representatives from two Alberta First
Nation communities to understand what they might want to know about family caregivers.
Both representatives spoke about the disparity between home care and disability-support
services on and off First Nation Reserves. They also reported that health providers were
trying to meet family caregivers’ needs but were hindered by siloed systems. One repre-
sentative talked about a study they were doing about supporting people with disabilities.
She noted that understanding family caregivers’ situations would augment this research.
Representatives both stressed it was critical to respect the space First Nations People would
share with us.

1.2. Context

People from two Treaty Six Cree First Nations took part in this research. The Samson Cree
Nation (Cree: Nîpisîhkopâhk) is the largest of four band governments in Maskwacis. By the
2021 census, 3252 people live in the First Nation. The Enoch Cree Nation (Cree: Maskêkosihk)
controls two reserves. The Enoch Cree Nation 135 is west of the City of Edmonton, and 135A is
south of the Town of Barrhead. The 2021 census population was 1825. Most of the people in these
two First Nations communities speak the Plains Cree dialect, and some community members
are related. Regardless of familial relationships, in Cree culture everyone is interconnected.
Individual, family, and regional histories overlap; all are extensions of the past, grounded in
kinship relations from the past and infused in daily life.
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Both Nations are located in central Alberta, with year-round road access close to health
care services. In Canada, the federal government’s responsibility for health care is outlined
in the Canadian Constitution [21]. The federal government is responsible for Indigenous
populations who live on reserves and sets national standards for all Canadians through the
Canada Health Act [21,22]. Provinces and territories have jurisdiction to administer and de-
liver health care services. Thus, the federal, provincial, and territorial levels of government
share some degree of jurisdiction with Indigenous peoples (First Nations, Inuit, and Métis),
which makes the health system a complex patchwork of policies, legislation, and relation-
ships for Indigenous people to navigate [20,22,23]. To make significant improvements in
overall health outcomes for First Nations, the federal role in health must change [20,22,23].
In recent documents, Indigenous Services Canada, the government department responsible
for the delivery of health services to Indigenous populations, proposes that instead of
designing and delivering health programs and services for First Nations, the Government
of Canada should be a funding and governance partner with First Nations [23].

2. Materials and Methods

We chose to use participatory action research methods [24] in which we drew on
Etuaptmumk, the Mi’kmaw understanding that being in the world is the gift of multiple
perspectives [25,26]. Indigenous and non-Indigenous views are complementary [27–29].
Researchers coming from Indigenous and non-Indigenous viewpoints regard themselves
as allies. This approach centres Indigenous knowledge and concerns. We adopted the
Etuaptmumk view that Western knowledge is partial and the colonists’ record needs to
be situated within Indigenous histories and worldviews [30]. We reflected on the unequal
power relations that have historically dominated research and worked with the First
Nations Peoples to address the unequal power relationships in ways that empowered and
benefited the First Nations People and communities taking part. We recognized that the
Mi’kmaw culture differs from the Cree culture in these communities, so our community
advisors guided us to follow each community’s cultural protocols. The project began with
a pipe ceremony to seek community involvement after we received ethics approval from
the University of Alberta Health Research Ethics Board.

2.1. Participatory Action Research

This research is the beginning of the Participatory Action Research (PAR) project. PAR
involves researchers and participants working together to understand the situation and
change it for the better [24]. PAR is an iterative cycle of research, action, and reflection
that seeks to raise participants’ awareness of their situation and then works with them
to act [24]. The First Nations People in these communities guided the design, guided the
data collection, reviewed the findings, and developed recommendations. The goal of this
research is to build trusting relationships.

2.2. Participant Recruitment

We recruited through a convenience snowball sample. Community representatives
advised community members about the research study, posting information about the
study in the health centres and in community newsletters. Community members interested
in participating could choose from posted dates when the research assistant would be
in the community, or they could email the research coordinator or research assistant to
arrange a time and place for an interview. We asked participants to tell others in their
networks about research. In these small communities where everyone knows everyone,
some participants were concerned about privacy. We assured them we would make sure
that we would remove all identifying information.

2.3. Data Collection

The community advisors and the research team designed a semi-structured interview
guide. The community advisors recommended a format to encourage people to tell their
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stories of being a family caregiver or share their experiences with family caregivers as
a health or community care provider or leader. It began with a general question about
caregiving in their First Nation community, then about their role, their experiences, and
what they thought might make caregiving or supporting caregivers easier (See Supple-
mentary Materials Interview Guide). A First Nations registered nurse with training in
Olson’s [31] qualitative interview methods and many years of experience conducting quali-
tative interviews conducted the interviews. The nurse conducted the interviews on ZOOM,
by telephone, or in person, based on each participant’s preference. She followed each
community’s COVID-19 and World Health Organization protocols to protect participants
during in-person interviews. Aligned with participatory and qualitative research methods,
the research coordinator and research assistant reviewed the interviews and discussed what
we might explore in the next interviews. Participants received $30 honoraria. Interviews
lasted 35 min to 75 min.

2.4. Analysis

The research assistant and coordinator checked transcripts for accuracy after the
transcription service transcribed the interviews verbatim. They removed any identifying
information. We used Braun and Clarke’s [32,33] thematic data analysis methods because
they provide a flexible way to explore the different perspectives held by research partic-
ipants. They highlight the similarities and divergences in participants’ viewpoints and
generates thematic insights. Following Braun and Clarke’s six stages, first we listened to
the recordings and read through the transcripts to generate preliminary impressions of
meaning. We imported the transcribed word documents into NVivo for data management.
In stage two, the research coordinator and research assistant independently generated
preliminary codes. They used NVivo memos to record their impressions. In the third
stage, three team members worked together to generate categories. We identified patterns
within the open codes and then grouped the codes with similar meanings. There were few
disagreements about themes; however, any disagreements were resolved in discussion.
Then, in the fourth stage, we refined the categories into preliminary themes using critical
questions such as, “What is happening here?” “What is being said here?”, and “Why?”.
Next, our community advisors and the research coordinator discussed how the knowledge
might influence practices and policies. Finally, we reread the transcripts to confirm the final
themes and generated a report. We shared the report with the community.

3. Results

Participants in this research included family caregivers (n = 6), health and community
providers (n = 14), and healthcare and community leaders (n = 6). All family caregivers
identified as First Nations and providers and leaders as First Nations, Cree, Canadian,
Caucasian, Filipino, and Black. All were over 21, and two were over 65 years of age. See
Table 1 Demographics. Just over half of the providers identified as current or former family
caregivers. Roles named included family caregiver, dental therapist, community health
worker, director of health, medical transportation coordinator, manager, registered nurse,
licenced practical nurse, program officer, chief, manager, health policy, health services
advisor, health manager, lawyer, advanced care paramedic, home care nurse, outreach
coordinator, and doctor. In what follows, first we report on participants’ recommendations
specific to family caregivers and then to health and community providers.

Table 1. Demographics.

Ages
20 years and under
21–25 1
26–34 5
35–44 5
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Table 1. Cont.

Ages
45–54 7
55–64 5
Over 65 2
Gender
Woman 21
Man 5
Ethnicity
First Nations 15
Cree 2
Caucasian 5
Black 1

Filipino 1

Prefer not to answer· 2

3.1. Recommendations to Care for Family Caregivers: Policy and Programs “Specific to
Family Caregivers”

The overarching recommendation was that policies and programs must specifically
include family caregivers as well as consider family caregivers’ needs to support their
caregiving and family caregivers’ own wellbeing. Participants pointed out that while care
and caregivers are valued in the Cree culture, the caregiver’s role and work is taken for
granted. One family caregiver emphasized that family caregivers must be regarded as
people with support needs of their own,

I would have to say that. First Nation caregivers are people, too, and they have to
understand that we’re human. Because I think that’s what, that’s where the barrier is.
They don’t see us as human and that we’re just supposed to expect what’s given to us.
And that’s not good enough. It’s not.

Another family caregiver underscored that caregivers were treated like a subsidiary,

And you’re another, kind of like a subsidiary. And you’re on the side and I can’t even imagine
what services that are supposed to be available, that are not available because of the just location
and the fact that you’re swamped within the Nation and you’re sharing the resources.

Participants advised that family caregivers needed four types of support: (1) recognize
family caregivers’ role and work; (2) enhance navigation and timely access to services,
(3) improve home care support and respite, and (4) provide culturally safe care.

Recommendation 1: Recognize Family Caregivers’ Role and Work

Participants recommended policy to recognize the family caregiver role. They acknowl-
edged that despite the Cree culture valuing care, practically family caregivers are not recognized,
nor are their needs considered. One caregiver proposed a family caregiver support network
to share experience and connect with other caregivers. She ended by reinforcing the need to
validate Indigenous family caregivers’ importance. A health provider noted that to provide
family caregiver respite would require recognition. Then, the physician noted that in the provin-
cial health system and in the First Nation, physicians’ responsibility was to the patient, and
the family caregivers were peripheral—“they come with the patient”. Another health provider
observed that federal transfers do not specify support for family caregivers. Thus, without
specific policy mandating family caregiver assessments and supports, health providers likely
do not assess family caregivers’ needs in 95% of First Nations. Similarly, a healthcare leader
also commented that there was no department or policy for family caregivers, noting that it is
typical within healthcare to focus on the patient rather than on the family caregiver. The First
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Nation leader considered that family caregivers, providers, and leaders should understand that
the family caregivers’ needs are part of the Treaty Right to Health. See quotes in Table 2.

Table 2. Theme 1: Participants’ Recommendations for First Nations Family Caregivers Support.

Recommendation 1: Recognize Family Caregivers’ Role and Work: “The First Step to Providing Respite Would Be Recognition of
that Family Caregiver Role”.

Family Caregivers Health and Community Providers Leaders

It [help and support] was never offered,
but I sorted out my life for myself. I went

after it, but it was never “Oh, here we have
this for caregivers. Are you interested?”

And we have to create a space where
caregivers can come together and connect

with other caregivers. That connection is so
important. You know, we’ve been

disconnected for so long that we don’t know
how to reconnect. We have to work on that
and to share the experiences that we’ve had

with family, with kinship, and make sure
that everybody’s taken care of. And then, to

learn from each other and share practical
strategies, they don’t have to be loaded with
academic language. Let’s keep it simple, you

know, validate the value and the need for
Indigenous caregivers.

Yeah. It would have to be organized. There
would have to be some kind of recognition.
The first step to providing respite would be
recognition of that family caregiver role. I

know what happens in Alberta Health
Services, the primary care physicians say

that our responsibility is to the patient, not
to the family caregiver. It is the same here.

Our family caregivers come with the
patient. [Health professional]

I think of caregivers and I was thinking
about the bedside, the families who are
taking on that responsibility. And just

thinking about the top-down approach that
caregivers are at the bottom and not

recognized and where I’m going with this, is
that caregivers are probably the same boat in

every clinic, in the 600 plus First Nations
across Canada. Probably more likely 95%

are in the same boat because we fall under
federal jurisdiction and there is no place in
policy for family caregivers, especially with

nothing in the health transfer for family
caregivers. [Health Provider]

There’s no specific department just for
caregivers. My understanding is we do our
best to support the caregivers as they come
in with their family members or children.
But really, we’re sort of focused in on the

client themselves rather than the caregiver.
Yes, certainly we’re starting to understand
now that caregivers are a significant piece

of the care for the clients and that they
have their needs as well. But right now,

there’s no department or any program that
specific to family caregivers. Yeah well, I

think that that’s typical within health care,
not just within Indigenous health.

[Healthcare Leader]
We have an increasing awareness of
medicine of the holistic Indigenous
perspective of health being physical,
mental, cultural, and spiritual. Those

elements are not completely understood by
the other side. So that presents a barrier for

us as Indigenous peoples who need that
help. And unless we know from it from the
sides of the people, the providers, and the

caregivers, if there is no meeting of the
minds in a sense of shared information, it’s

going to continue. We’ll continue to not
have the access to the health care that we

should have as a right. [Leader]

Recommendation 2: Enhance Navigation and Access to Services: “Safe access, that means you get full disclosure”

We need to remove barriers for early
support. Like for my brother, for example,

he you know, we had applied for a
machine that was supposed to help him
communicate because he’s non-verbal.

And that funding didn’t come in until eight
years later. The window for him to actually
learn how to use that machine had passed.

And then it took him 20 years to see an
occupational therapist like that’s ridiculous
for me. I think we need to get in early for

these kids who are facing these huge
disabilities and their family is not knowing
what to do, but we need to do it in a timely

manner, not two decades later.
They spoke about respite, but they never,

ever said how it would work and who
would come. They would say “It’s

available”. But they did not set it out like,
“Okay, this is the person you call and this is
what he’s going to go and this is how long
the person is going to stay. And then you
guys get to take some time off, and then
you guys come back or pick them up”.

Like they didn’t have it. There was nothing.
There’s not even any Meals on Wheels.

I think just being told what’s going on
sometimes the family, they take their families
to the hospital, and they don’t know what’s
going on. Or maybe the doctors or nurses
explained, but maybe they may need to

involve somebody like a physician’s support
in the hospital to explain things well. Because

I know a lot of patients come to me like, I
don’t even know the plan for my child. I’m

like, I thought you were in the hospital. “Did
they explain?” “No, they didn’t explain to me

anything”. [Nurse]
It’s not having enough time and sometimes
not enough resources to support caregivers.
There’s only so much that you can do with

the stuff that you’re given. And because
often my experience is that they’re not that
well connected. And then they come to me
and they have like a lot of different issues
that I am not equipped to handle. I can tell

them, “Like for this, you have to go here” or
“For this let me call this person and we need
to bring them into it”. So I can kind of be a
little bit of a navigator and an advocate, but

at the same time, like, I don’t have the
expertise to deal with all the issues myself.

So I kind of sometimes feel like I’m a bit of a
quarterback, but I can’t be the whole team.

And if I’m the whole team, we’ve got a
problem. We need a bigger team. [Physician]

And you know, when you have safe access,
that means you get full disclosure, you get
the full information of what you’re going
to be up against or what you need to be

doing. And it’s delivered in a way that you
can understand and comprehend as

opposed to, you know, this current system
that Alberta has where they’re turning

them out. You know, you’ve got seven and
a half minutes with this doctor and that’s

that. [Healthcare leader]
There’s a statistic that in 75% of our

ambulance calls they suspect a mental
health issue. And beneath the alcohol and
drugs, people are medicating with alcohol

and drugs for mental health issues. So
whether it’s anxiety or depression or
schizophrenia or whatever, we have a

massive, big deal of mental health issues in
our community. So we send them to the
[Name of Hospital] to get them assessed

and they just revolve them out the door in
one night, they’re released the next day

and they get no support, no services, and
they come back to our community with a
worsening mental health deterioration of

their condition. We need better mental
health care advocates. [Leader]
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Table 2. Cont.

Recommendation 3: Improve Home Care Support and Respite: “Actually come out and check on people”

But to actually come out and check on the
people, that’s not happening. People are

expected to go to the health center when it
should be the other way around. The

health practitioners and people that are in
that building should get to know the

people in a community. [Family caregiver]
I think that one of the biggest gaps is
actually getting people to come to our

house and see [name of sibling] and his
environment rather than in the

environment that he’s being put in to be
assessed or whatever the heck they were

doing in those situations where, you know,
they’re able to make observations in those
environments, but they’re not able to make
an accurate observation of his home like or

his life at home. [Health provider and
sibling caregiver]

You know, I do agree with that policy that
families should take care of a family

member that needs care by the way. But
then they will pay a complete stranger that
[Name] doesn’t know. That person doesn’t

know [Name]. So, like, if we wanted
respite care or we wanted a babysitter. We
had to have someone [Name] didn’t know.
Like, who in their right mind, what parent
in their right mind would do that? Leave

your child with a complete stranger,
somebody you might know a little bit, but

you’re going to leave your child in the
hands of this complete stranger. And

[Name’s], completely vulnerable. He could
be abused, and we wouldn’t know it. So

we’ve never left him with strangers alone.
You know, he’s comfortable with family.

[Family caregiver]

And yes, they [Family Caregivers] can use
home care services, but we don’t have the

funding or the staff. They’re home
assistants. They provide dressing changes
or wellness checking, but we need more

people, more trained staff to do home care
services, to provide the services. And

maybe they can also help with training the
families. [Health provider]

We need to reassure them it’s okay to say “I
am tired”. “It’s okay to take a break”. “It’s

okay if the doctors are arranging for
alternative care”. “It’s okay. It’s not that
you are failing [or] you are abandoning
them”. I think that education is lacking
because that’s why we see most families
want to keep their families even though

they’re struggling. [Nurse]
So it concerns me, knowing the abject

poverty that many of our people live with
and whether or not their access to the

service or the program that’s supposed to
be available is actually accessible. And I
say that because on reserve back to that

structure on reserve, many of our services
hold banker hours or administrative hours
and they only work, say 8 to 4 or 9 to 5 or

something like that and anything. And we
all know that life happens outside of those
hours. So, you know, we end up having a
window of, you know, greater than two

thirds of the day where many of our people
don’t have access to service or program as
a caregiver or somebody who’s living with

a disability. [Community provider]

Sometimes in my past, the client will bring
in their medications and or the caregiver

will bring in the medications. And you just
assume that, yeah, they’re taking them

every day and there’s no issues. But you go
into their homes and you see that there are

some issues. There’s multiple bottles of
medications there. They’re not stored
properly. They are unsure which ones

they’re taking.
The environment is key to understanding

the barriers of caregivers.
[Healthcare leader]

So the needs are there, but I think that
funding needs to be determined by the

Nations for what they need in accordance
with their plans, with their community

health plans, with their individual wellness
plans that they design for themselves, with

their people through traditional
approaches. I think if those can be funded

directly on a bilateral mechanism that
honors the traditional original spirit and

intent of treaty, we’d see a great big
difference in in how caregivers are

supported and how our loved ones who
live with a disability are supported. I think

we would see a change in the Nation
administration systems and how they’re

supported because they would be
adequately funded. Now we aren’t funded.

In [Name of First Nation], we have we
have one RN and a couple of LPNs or the
nursing care assistants or aides. And it’s

because our funding, we’re not
automatically funded. We everything is by
grants, everything’s by proposals. So it’s
all proposal based. When we have been

showing for years and years that we have a
definite need when you look at respite care
or elderly care or home care. We don’t have
24 h care here. We have a health authority

and we still don’t have 24 h health care
because we’re not funded adequately.

[Healthcare Leader]

Recommendation 4: Provide Culturally Safe Care: “Uplift people that have been silenced and pushed down”

And I think when it comes to being
culturally sound and culturally safe, we

need to really focus on kinship. You know,
back in the day, it didn’t matter what your
last name was. We were all related. And I

think we really do feel like we need to
revitalize that. We need to work on our

connection to one another and, you know,
just help each other out. It doesn’t matter
what happened in the past or what has
happened between, you know, different

families where grudges are still being held.
We need to support each other and we
definitely need to support, you know,

uplift people that have been silenced and
pushed down for so long.

[Family Caregiver]

I think this is a transformation moment.
More policies and practices to support

Indigenous informal caregivers and
address the specific social determinants

impacting caregivers’ roles and tasks. How
are we going to do it? By decolonizing

Western perspectives, for example, in the
impact of dementia. Right, to translate into

culturally safe approaches and aim to
integrate indigenous cultural perspectives
of holism, reciprocity, wisdom, respect for
all the people and relationally to the health

care systems. And you know what?
Stigmatization doesn’t have a place here.
Finally, humor is healing and laughter is

medicine. So thank you for your patience,
thoughtfulness and your respectful

wisdom. [Community Provider]

And that’s the thing that I think is really
unique about Indigenous health care.

Indigenous caregivers, Indigenous people
who live with disabilities is that we don’t
try to make it convenient. We just accept it
for what it is. And we’re like, “This is the
reality”. And the way those other systems

get funded, the way they do it outside
doesn’t work for us here. You know,

because for us, it’s not just centered around
safety. It has to be centered around cultural

appropriateness. It has to be centered
around a full, holistic approach to care.
You know, so it’s not just that physical
piece. It’s that emotional and mental

spiritual piece. And many of our caregivers
are serving all those roles [Leader]
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3.2. Care for Providers: “Our Supporters Need Support”

Participants recommended that health providers be healthy to be able to care for family
caregivers. They recognized that health providers were working hard in stressful situations
and the shortage of providers made care work even more stressful. A leader suggested that
support for providers was the foundation for caregiver support,

So I would say it’s kind of ladder. There’s the need to recognize healthcare support workers.
Essential. And they need to be adequately, sufficiently financed. And thirdly, a mechanism to
take care of them.

Participants had four recommendations: (1) support community providers’ health and well-
being; (2) recruit and retain health and community providers; (3) improve orientation for
new providers; and (4) offer providers a comprehensive grounding in cultural awareness.

3.2.1. Recommendation 1: Support Providers’ Wellbeing: “There’s Nobody Supporting Them”

Family caregivers who had been providers, and current health and community
providers, spoke about providers carrying trauma home and the need for support for
providers. One family caregiver thought that support for family caregivers and providers
was a critical piece of reconciliation. Three quarters of the providers reported that education
supported their wellbeing. Two suggested that debriefing after traumatic events would
help to maintain providers’ mental health. Providers also wanted the community to show
them their appreciation. A leader noted, using a play on words, that supporters need
support. Similarly, a senior leader began with the need for more Aboriginal healthcare
providers and then stated the need for equal treatment. Then, the senior leader listed three
essential types of support: recognition, sufficient finances, and a mechanism to take care of
them. He called on leadership to advocate for the healthcare workforce and for priority
health needs. See Table 3 Providers’ and Leaders’ Recommendations for Provider Support.

3.2.2. Recommendation 2: Retain and Recruit Providers: “We Have Some Wonderful
People, We Don’t Have Enough”

Providers and leaders thought retaining the health and community providers they
currently have and recruiting more health and community providers to work in First
Nations was critical. Providers wanted more trained First Nations providers to come back
to practice in First Nations communities. Over half of the providers mentioned that a well-
equipped interdisciplinary team is necessary to support family caregivers. A healthcare
manager mentioned that roles were strictly defined in policy and then talked about the costs
of hiring a range of experienced professionals needed to provide interdisciplinary team
care. A leader began by explaining that they had excellent ideas to address the community
challenges but that staffing shortages challenged success.

3.2.3. Recommendation 3: Improve Orientation for New Providers: “Orientation Is
Insufficient in Almost Every Sphere”

Participants tied insufficient orientation for new providers to increased stress and
less retention. Nurses noted that fewer experienced people were coming to work in First
Nations. They recommended a longer, more robust orientation to support new health and
community providers. Other providers noted that new staff need to experience the culture
and then be mentored by experienced providers. They suggested that online orientation
or asynchronous computer-based education was not adequate preparation for new staff.
Leaders also advocated for orientation to ensure new providers were “comfortable and
confident”. They noted that retraining trained providers was less expensive than recruiting
and training new staff, so they suggested upgrading interested providers. See Table 3 for
recommendation quotes.
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Table 3. Theme 2: Providers’ and Leaders’ Recommendations for Provider Support.

Theme 2 Care for Providers: “Our Supporters Need Support”.

Provider Recommendation 1: Support Providers’ Wellbeing: “There’s Nobody Supporting Them”.

Providers Leaders

That [support for family caregivers and providers] would be real
reconciliation and making sure that all the problems are treated. I
know we, families and providers, and leaders can do it. I speak
as a mother as well, it’s just a matter of the investment in people

being made on a continuous basis. [Family caregiver and
provider]

There’s so many missing links. And then the nurse carries it and
you feel it. You hear it when you go home. It becomes almost
kind of like a trauma, like, I think then they start to carry their

own trauma and that’s where their mental health is not very well
supported. So I think we need to really define what is primary
care, what is public health, what is supportive care? What does

that look like? So better care, and also that would reduce our
trauma. [Nurse]

I think we need to keep up our education ourselves just to make
sure. Like even learning extra skills would be nice just to keep up

our education and make sure that we’re competent at all times.
Then just the support from the community itself just to show just

to show some appreciation for our mental health.
[Health provider]

They [Leaders] need to be advocating for our own healthcare
support workers. They need to be advocating in the areas of

need that are a priority, whether it’s young people or suicide or
drug use or whether it’s adults because of different kinds of
challenges with health. They need to be advocating for that.

[Family caregiver & provider]

When I was working as a [healthcare provider] we used to come
to a crisis and at the end of each crisis, I had a really good team

leader who would debrief. He’d gather us and we’d debrief
about the whole situation and where we’re at, how we felt about
the call. And I don’t see any of that. No, circles where we can talk
about it, but we also have to have it in a safe manner where none

of the stuff is being spoken about into the community. [Family
caregiver and Leader]

We have a whole future ahead of us. That really presents an
opportunity. In one way for us to help our own people as

professionals. But we need to knock these barriers down one at a
time as we meet them so that we can adequately do our work.
You know, in terms of proper health care, proper health care

support, proper health care supporters that are supported. It’s
kind of a double play on words in the sense that our supporters

need support. [Leader]
We don’t talk about business at home, but we share challenges
that come up and try to find solutions through those issues. So

that’s why I say we need more of our own people trained as
health care providers, but they need to be treated equally and
respected equally. Also supported equally otherwise I can’t

blame them for leaving because they’re so discouraged that they
want to help, but they can’t help. They feel helpless because they

got no support. There’s nobody supporting them.
[Senior Leader]

In my experience, I have been concerned about health care
workers putting themselves out completely to the, I don’t want
to say client, but maybe a patient to the exclusion of their own
self-care. And that puts them in jeopardy in situations where

they could be harmed, that could be harmful to themselves. So
it’s kind of a ladder. There’s the need to recognize healthcare
support workers. Essential. And they need to be adequately,
sufficiently financed. And thirdly, a mechanism to take care

of them.

Provider Recommendation 2: Retain and Recruit Providers: “We have some wonderful people. We don’t have enough”.

We need more bodies who are actually from the community who
will stay and who actually care about the communities. Because
right now, we have low staff and low retention, it’s very hard to
find even nurses who are willing to stay a long period of time in
the community. We need multiple bodies, but also those bodies

do need to be well equipped. If I’m going to war, I can’t just have
armour. I need my sword and a shield. But if I don’t have those

tools, how do I actually provide education to our family
caregivers? Our family caregivers need education and support in

various ways, like for the particular disease they are dealing
with, they need to know about transportation, and how do you

manage the medication. They need lots of things. So it’s
multi-level support and we need that interdisciplinary team,

where we can work actually as a team. [Health provider]

Yeah. its costly. We spend thousands of dollars just to get the
nurses training, just for the basics of up and running. If the

nurses have those competencies and confidence, they’re going to
stay because we still have that issue with retention in most

departments. We need nurses. It’s not a very independent role
working with First Nations communities. And once we’ve

trained these nurses and got them confident that they’re able to
do the role and understand the role we want them to stay. It is
much better to keep nurses than it is to keep hiring new nurses

and having to retrain them and so on. [Healthcare Leader]
Care? Person centered care? There’s challenges, I’ll say

challenging. So let’s say, yes, it is difficult along many lines. Like
I have meetings with staff who have these great plans for how
we’re going to address some of the mental health issues in our
community or our people being released from jail or the elder

abuse or domestic violence that’s going on. And I ask, “Do you
have enough local professionals to fill these positions?” And he
gave an honest answer. He said, “No, NO”. So it’s difficult. We

have great ideas. We know what we want to do. But do we have
that support? Do we have the people who are actually healthy
enough to take lead on doing some of these tasks for us, and
that’s where difficulty comes in. We have some wonderful

people. We don’t have enough. [Leader]
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Table 3. Cont.

Theme 2 Care for Providers: “Our Supporters Need Support”.

Recommendation 3: Improve Orientation for New Providers: “Orientation is insufficient in almost every sphere”.

I’ve heard they used to hire a lot of experienced nurses in specific
areas, like primary care, public health. But we don’t get as many
experienced persons actually applying for the job. That puts a bit
of a barrier because I’ve been in public health for a long time that
I know that to educate moms about breastfeeding, and nutrition
and solid food introduction, or anything else it takes time and

experience to gain that knowledge and articulate it well to help
these moms. But when we hire nurses who may not have the

background, we have to support them with a more robust
orientation and a longer orientation to actually support them.

That’s something that we’re currently working on. I think we’re
moving in the right direction, but we do need massive support in

actually connecting to people. [Nurse]
Orientation is insufficient in almost every sphere. Like maybe

some of that is adequate. I think we could do a lot better. I mean,
wouldn’t it be great if everybody could do like a blanket exercise

and, like, have a day where they go to reserve, they go to a
cultural event? I just feel like those experiences are so profound.

It would just be amazing if you could actually immerse people to
some degree, of like an experience that isn’t like clicking through
an online course or, you know, reading a module and answering
questions. Yeah, I wish everybody should go somewhere on the

reserve for a week. [Health provider]

If the nurses have those competencies and confidence, they’re
going to stay because we still have that issue with retention in

most departments. We need nurses. It’s not a very independent
role working with First Nations communities. And once we’ve
trained these nurses and got them confident that they’re able to
do the role and understand the role we want them to stay. It is
much better to keep nurses than it is to keep hiring new nurses

and having to retrain them and so on. [Healthcare Leader]
I think healthcare providers coming into this community need to
open themselves up to discussions with the community members
themselves. You cannot really see an individual’s body language

and how they perceive that individual. [Community Leader]
Right. I think with nursing or even the newer health care

professionals, when they if they want to work with FNIHB or
First Nations, I think they need mentoring. But we don’t have a
lot of mentorship in our communities. I was very fortunate to

have a mentorship for close to two months with my preceptor. So
if they have passion to work for FNIHB, in Aboriginal
communities get them to have a preceptorship in the

communities and have a mentor. These nurses are lacking
mentorship. These nurses are lacking SIM labs. That’s where we

are struggling. [Healthcare leader]

Recommendation 4: Offer Providers a Comprehensive Grounding in Cultural Awareness: “grounded in those teachings of how to
treat other people”.

Well, I think we definitely need to have more grounding in, you
know, our traditional teachings and our ceremonies, like even

though we are not I guess, the most traditional reserve. From my
observations, I truly believe that those teachings are still very much

prevalent in our reserve, even if we aren’t always practicing
ceremony as often, you know, or a culture as often as we should. I
feel that when we’re grounded in those teachings of how to treat

other people, it goes far beyond the scope of how to treat a patient. It
includes the caregiver and care providers too. [Health provider]

One of the things that has come up when it comes to needs is that I
think when other people are looking at support roles for people who
are caregivers or people who are living with disabilities and trying
to support the caregiver who’s doing that, they don’t look at how
their own bias is impacting the support that they’re supposedly
giving and how maybe that bias is actually introducing a new

barrier or it’s reinforcing a barrier. [Health/Community provider]
Well, exactly. I think treating each First Nation the same is being

culturally very insensitive. Even within our Indigenous culture, we
have multiple different tribes, languages or even ways of living. You

can’t try to tell an apple is same as banana. You can’t.
[Community Provider]

The sociopolitical history and the complexity of their relationships is
unique. For example, the Western and Northwestern Ontario

peoples are very different, from, a reserve system in the Northwest
Territories and would experience distinct challenges, different

histories, and very different cultures. Yes unified in that they’re
Indigenous but culturally very different and certainly like you can’t

assume that like something you learn in one place will apply in
another place. So I think the practice, like the actual practice, is quite

humbling. And I think there needs to be real racism training and
awareness. It needs to be ongoing as a part of reflective

practice. [Physician]
More needs to be implemented in terms of racism and

discrimination and what it looks like, what is taught and the fact
that it actually has an effect on people’s health and well-being. That
racism for example, First Nations are covered with treaty status for
dental, yet some offices refuse to take clients with that insurance. It

kind of restricts where they can go. [Nurse]

I’m going to come back to the trauma, the historical factors that
really play a big part in these communities. You have to have

that knowledge before coming in. You have to know what
happened to these communities prior to us coming in and trying

to work with them. You have to have that knowledge because
you have to work where they’re at. Sometimes people come in
and go, “Well, I don’t understand why they just can’t call their
doctor and get that prescription renewed”. A lot of times they

need that support, either a family member to call the health
center or talk to the nurse that they need that additional level of

care because maybe they don’t trust the system, or they can’t
communicate with that system. So it’s having that knowledge of

the history and the environment before you start. [Leader]
Cultural competency is big right now. It is not just one culture

there is a culture in every community. We want to make sure that
the health care providers are aware of the trauma, the past

generations of trauma that First Nations communities may have
experienced, especially when it comes to children or any kind of
authority. It’s important to know that the that trauma informed
care is there. That’s a big one. And the history, the colonization,

what the past generations of Indigenous people have experienced
when it comes to health care and being in institutions and

working through tuberculosis and all those significant historical
facts are really key for health care providers. [Healthcare Leader]

I think absolutely there should be an expectation of their
education. And I think also in light of reconciliation and the

94 calls to action in the declaration’s cultural competency to me
is huge. But what does that even mean? You know, and we’ve

been throwing that word around for how long? So now I feel like
maybe that’s not even the right word. I think the curriculum

needs to be reviewed and revised all the way from your reception
and all the way to the doctors and everybody in between, that

they have an understanding if they’re going to practice medicine
or public health in Canada, that they have an understanding

about the intergenerational traumas of the First Nations people,
alongside with the systemic racism that is prominent and

evident, unfortunately, because that racial profiling happens as
soon as you walk through the door. [Senior Leader]
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3.2.4. Recommendation 4: Offer Providers a Comprehensive Grounding in Cultural
Awareness: “Grounded in Those Teachings of How to Treat Other People”

Participants recommended providers receive comprehensive, on-reserve education
in Indigenous culture. One family caregiver explained that Canadians often assume that
Aboriginal culture is the same for all Aboriginal people when in fact there are many nations,
pointing out that First Nations communities are multicultural. Health providers also spoke
to the multiple Indigenous Cultures and learned how it is critical to understand each
community’s unique Indigenous culture. One provider advised that the Cree cultural
grounding in how to treat people is holistic—it includes family caregivers, providers,
and patients. Several providers stressed the importance of through cultural competency
education to help providers understand their own bias. Leaders emphasized the time
needed to provide a more complete understanding of Indigenous history, generational
trauma, and the specific culture of each community.

4. Discussion

Family caregivers and care providers are the backbone of Canada’s health and commu-
nity social care systems [1,34] and essential to health-system sustainability [2,34]. Support
for both family caregivers and care providers is critical. Canada is facing a care crisis [14–16].
For over 30 years, researchers have warned that the devaluing of care work; decreasing
fertility rates; increasing longevity; and changing patterns of work, family life, and mi-
gration would increase the number of people needing care and reduce the number of
family caregivers and care providers [34–37]. The stress of COVID-19 has exacerbated the
shortage of care providers [14–16] and substantially increased family caregiver work and
anxiety [38–40]. This worker shortage and care crisis is even greater in First Nations Com-
munities [41]. It is essential that policy and decision makers recognize and support them.

In this study, we reported on family caregivers’, providers’, and leaders’ recommen-
dations to support First Nations family caregivers and care providers to sustain care.
Participants advised that family caregivers needed four types of support: (1) recognize
family caregivers’ role and work, (2) enhance navigation and timely access to services,
(3) improve home care support and respite, and (4) provide culturally safe care (Table 2).
Participants had four recommendations to support providers: (1) support community
providers’ health and wellbeing, (2) recruit and retain health and community providers,
(3) improve orientation for new providers, and (4) offer providers a comprehensive ground-
ing in cultural awareness (Table 3).

Participants recommended recognizing the family caregiver role and the importance of
their work. Similarly, they wanted providers’ wellbeing supported, which in part depends
on the recognition of their work and the stress of working with the layers of trauma in First
Nations. Worldwide, care work is under-recognized and undervalued [42–44]. Care work
is typically women’s work. Feminist economist Nancy Folbre [43,44] states that “cultural
sexism”, that is, the promotion of beliefs and practices in a society that reinforce rigid
gender roles for men and women, necessitates the recognition of the value of care work.
The COVID-19 pandemic has exposed how undervalued care work is, and the extent to
which care work falls on women and girls [45]. Before the pandemic, globally almost half
(42%) of women were not employed because they handled all of the household caregiving.
At the same time, only 6% of men were unable to work because of care responsibilities.
Societal beliefs that care work is women’s and girl’s work limit their opportunities and
perpetuate inequalities.

There is an opportunity to learn from and integrate traditional Indigenous knowledge
and worldviews into Western culture [46]. Traditionally in Cree culture, the business of a
caregiver taking care of (Onakahtohkewi) and being a caregiver/healer (Onatahwihwew)
are valued by individuals, families, and the community as a whole. We can all benefit from
the Indigenous holistic understanding of obtaining culturally safe, family, and community-
oriented health care. However, we suspect that colonialism and racism interact with and
complicate traditional Cree views of caregiving. Chatzidakis and colleges [47] also suggest
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that “Racism combines with gender and global inequality to devalue the labour of care,
ensuring the low pay and frequent exploitation of so many care workers . . . ” Caregiving
may be an opportunity to employ Etuaptmumk [30], the gift of multiple perspectives and
working as allies to find equitable solutions to undervalued care work.

We need to make system navigation easier. These First Nations family caregivers and
care providers were coping with at least six levels of policies, operating rules, and records
systems that outsourced coordination to providers and family caregivers—Indigenous
Services Canada, First Nations and Inuit Health Branch, The Health Centre in the commu-
nity, Alberta Health Services acute care hospital and laboratory health systems, Primary
Care Networks and family physicians who operate independently from AHS, and then
First Nations Community Programs. Certainly, a better orientation for new care providers
should include navigating systems as well as culture. In the Canadian health and social care
system, Funk [48,49] charged that family caregivers’ burdens and navigation challenges
are compounded by health and social care systems that are difficult to access because of
overly restrictive eligibility criteria, convoluted application processes, and other gatekeep-
ing mechanisms [48,49]. The lack of transparency from limited or conflicting information
on how to access public services is particularly problematic according to Funk. In these
First Nations, the legacy of a hierarchical system of existing programs and policies makes
navigation even more difficult for both family caregivers and health providers. It is time
to co-design programs and policies with family caregivers, health and community care
providers, and First Nations communities that protect and promote their wellbeing.

First Nations family caregivers need the same home care and respite support on the
reserve that are available to all Albertans. Home care and respite preserve the family
caregiver’s health. They give caregivers time to pursue activities important to them and
recover from the stresses of caregiving [50]. Home care and respite align with the Treaty
Right to Health. In a 2016 United Nations submission, the Maskwacis Cree pointed out
that Article 12(1) of the Covenant outlines a holistic guarantee of well-being, to ensure the
“preconditions for health” rather than just the prevention and treatment of disease [51].
Essentially, the treaty right to health should enable support to family caregivers to maintain
their health. The family caregivers need to ensure that the care-receivers are well taken
care of for respite to be effective [52]. Indigenous family caregivers want home care and
respite practices to be culturally safe [53]. In Cree culture, caregiving and needing care are
valued roles given by the creator, that is, they are the caregiver’s and the care receiver’s
purposes at this time in their life [20,53]. Families are expected to care. Caregiving is
viewed as a privilege and inherent right [53]. Thus, home care and respite practices need to
be community-specific. There are 630 First Nation communities in Canada, which represent
over 50 Nations and 50 Indigenous languages [54]. Culturally safe care needs to be specific
to multi-cultural Indigenous people.

All of the participants in this study emphasized the need for comprehensive provider
education in the First Nations culture in the community in which they would work. They
stressed that one or two days of education on generic cultural competency offered outside of
Indigenous communities does not prepare providers to provide culturally safe care. Some
participants tied improving cultural competency education to provider retention. They
recommended that provider orientation include immersion in the culture in the community
in which they would be working. Participants also recommended that more Indigenous
people be trained as health and social care professionals and care providers. They pointed
out that educational opportunities need to be equitable. First Nations students coming
from rural and remote communities to attend college or university need resources and
opportunities that meet their specific needs. In fact, providing people with equal resources
(equality) can actually increase inequities. To achieve equity, resources need to be allocated
such that all community members have the same opportunity to thrive. These recommen-
dations exist in the Truth and Reconciliation Commission [55], curricula [56], and consensus
statements [57] recommendations. Policy makers and medical education institutions must
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determine how to allocate resources and opportunities to ensure Indigenous students have
genuine opportunities for equal outcomes.

Strengths and Limitations

This study was exploratory. We used snowball sampling to recruit participants for
this study. We asked participants to contact the research assistant or to come to the health
centre in the community where the research assistant was available. The research assistant
asked participants to tell others about the study. Although we received a good cross section
of health and community providers and leaders, a larger sample of family caregivers
might have resulted in broader recommendations. Many of the providers and leaders were
also family caregivers or had been family caregivers. Even though it was a convenience
sample, the views of family caregivers, providers, and leaders offers a more comprehensive
perspective on First Nations family caregivers’ situation.

The research was conducted in two Alberta First Nations in central Alberta. We expect
that caregivers and providers in more remote First Nations may experience even more
difficulty navigating the complex patchwork of health and community policies, legislation,
and relationships [20,23,24]. While our research spotlights First Nations caregivers’ and
providers’ situation, in particular caregivers’ invisibility, Canadian caregivers are also
the invisible workforce. There is a general reluctance to account for the contributions
of the family care sector [58,59]. As Economist Janet Fast points out, the inequities are
also invisible [2,3]. We must advocate for the recognition of and fair support for all
family caregivers.

5. Conclusions

Health is a treaty right. In Cree culture and in the Treaty Right to Health, health is
holistic. The individual’s wellbeing is interdependent with physical, social, community,
and societal environments. First Nations family caregivers’ Treaty Right to health should
enable support to family caregivers that maintain their physical, emotional, spiritual, and
mental health. While creating a program or department for family caregivers may be
tempting to address caregivers’ immediate needs, improving the health of First Nations
family caregivers requires a population-based, public health approach that focuses on
meaningful holistic system change to support family caregivers. Family caregivers, health
and community providers, and leaders need to work together to co-design a better sys-
tem from the bottom up that works for family caregivers, the people needing care, and
care providers.

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/diseases11020065/s1, Supplementary Materials: semi-structured
interview guide.

Author Contributions: Conceptualization, J.P., S.A., L.C. and P.G.T.; methodology, J.P., C.P., S.A.,
L.C., A.W., L.B., C.M. and P.G.T.; software, S.A. and P.G.T.; validation, J.P., S.A., A.W., L.B., C.M., T.L.
and P.G.T.; formal analysis, J.P., S.A., A.W., L.B. and C.M.; investigation, J.P., S.A., A.W., L.B. and C.M.;
resources, J.P., S.A. and P.G.T.; data curation, J.P., S.A., A.W., L.B., C.M. and P.G.T.; writing—original
draft preparation, J.P., S.A., A.W., L.B., C.M. and T.L.; writing—review and editing, J.P., S.A., A.W.,
L.B., C.M. and T.L.; L.C., C.P. and P.G.T.; visualization, J.P., S.A. and P.G.T.; supervision, J.P.; project
administration, J.P., S.A. and P.G.T.; and funding acquisition, J.P., L.C. and C.P. All authors have read
and agreed to the published version of the manuscript.

Funding: This research was funded by The Azrieli Foundation RES0059634 and the Northern Alberta
Academic Family Medicine Fund #RICF07.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki and approved by the Research Ethics Office REB 3-Health Panel of the
University of Alberta (Pro00118837 28 March 2022).

https://www.mdpi.com/article/10.3390/diseases11020065/s1
https://www.mdpi.com/article/10.3390/diseases11020065/s1


Diseases 2023, 11, 65 14 of 16

Informed Consent Statement: All participants provided informed consent. Informed written consent
was obtained from people who participated in face-to-face interviews and those participating virtually
on ZOOM provided verbal consent.

Data Availability Statement: This intellectual property belongs to the Nations. The Nations have
the autonomy to decide how, with whom, and when this information is shared. Please email
sdanders@ualberta.ca to inquire about access.

Acknowledgments: Thank you to the people who gave generously of their time to participate in
this research.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Canadian Centre for Caregiving Excellence (CCCE). Giving Care: An Approach to a Better Caregiving Landscape in Canada; Canadian

Centre for Caregiving Excellence: Toronto, ON, Canada, 2022; p. 100.
2. Fast, J. Value of Family Caregiving in Canada; University of Alberta: Edmonton, AB, Canada, 2022; p. 2.
3. Fast, J. Valuing Care and Caregiving. Alberta Association on Gerontology Webinar. 18 January 2023. Available online: https:

//albertaaging.ca/futures-policy-forum-webinars/futures-policy-forum-webinar-6/ (accessed on 6 March 2023).
4. Canadian Institute for Health Information (CIHI). Supporting Informal Caregivers:The Heart of Home Care; Canadian Institutes

of Health Information: Ottawa, ON, Canada, 2010; p. 22. Available online: https://secure.cihi.ca/free_products/Caregiver_
Distress_AIB_2010_EN.pdf (accessed on 6 March 2023).

5. Mackenzie, I. Caregivers in Distress: A Growing Problem; Office of the Seniors Advocate: Vancouver, BC, Canada, 2017. Available
online: https://www.seniorsadvocatebc.ca/app/uploads/sites/4/2017/08/Caregivers-in-Distress-A-Growing-Problem-Final.
pdf (accessed on 6 March 2023).

6. Health Quality Ontario (HQO). The Reality of Caring: Distress among Caregivers of Homecare Patients; Queen’s Printer for Ontario:
Toronto, ON, Canada, 2016; p. 39. Available online: https://www.hqontario.ca/Portals/0/documents/system-performance/
reality-caring-report-en.pdf (accessed on 6 March 2023).

7. Coupal, A. Ontario Caregivers: Spotlight Report Caregiving in Year 3 of the Pandemic; Ontario Caregiver Organization: Toronto, ON,
Canada, 2022. Available online: https://ontariocaregiver.ca/wp-content/uploads/2022/12/OCO-Spotlight-Report-English-
Final.pdf (accessed on 6 March 2023).

8. Spiers, G.; Liddle, J.; Stow, D.; Welsh, C.; Whitehead, O.; Kunonga, P.; Beyer, F.; Craig, D.; Ramsay, S.; Hanratty, B. Caring as a Social
Determinant of Health; Public Health England: London, UK, 2021; p. 49. Available online: https://assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/971115/Caring_as_a_social_determinant_report.pdf (accessed on
6 March 2023).

9. The National Alliance for Caregiving (NAC). Chronic Disease Family Caregiving through a Public Health Lens; The National Alliance
for Caregiving: Washington, DC, USA, 2022; p. 22. Available online: https://www.caregiving.org/wp-content/uploads/2022/0
9/NAC_Chronic-Disease-Caregiving-Report_090722.pdf (accessed on 6 March 2023).

10. Lane, N.E.; Hoben, M.; Amuah, J.E.; Hogan, D.B.; Baumbusch, J.; Gruneir, A.; Chamberlain, S.A.; Griffith, L.E.; McGrail, K.M.;
Corbett, K.; et al. Prevalence and correlates of anxiety and depression in caregivers to assisted living residents during COVID-19:
A cross-sectional study. BMC Geriatr. 2022, 22, 662. [CrossRef] [PubMed]

11. Song, Y.; Hoben, M.; Norton, P.; Estabrooks, C.A. Association of Work Environment With Missed and Rushed Care Tasks Among
Care Aides in Nursing Homes. JAMA Netw. Open. 2020, 3, e1920092. [CrossRef] [PubMed]

12. Song, Y.; Thorne, T.E.; Norton, P.G.; Poss, J.; DeGraves, B.; Estabrooks, C.A. Rushing Care by Care Aides Associated With
Experiences of Responsive Behaviors From Residents in Nursing Homes. J. Am. Med. Dir. Assoc. 2022, 23, 954–961.e952.
[CrossRef]

13. Phoo, N.N.N.; Reid, A. Determinants of violence towards care workers working in the home setting: A systematic review. Am. J.
Ind. Med. 2022, 65, 447–467. [CrossRef] [PubMed]

14. Moreland, T.D. How Healthcare Can Find Its Way Through the Workforce Crisis. Front. Health Serv. Manag. 2022, 38, 21–25.
[CrossRef] [PubMed]

15. Boston-Fleischhauer, C. Reversing the Great Resignation in Nursing: More Things to Consider. J. Nurs. Adm. 2022, 52, 324–326.
[CrossRef]

16. Chirico, F.; Leiter, M. Tackling stress, burnout, suicide and preventing the “Great resignation” phenomenon among healthcare
workers (during and after the COVID-19 pandemic) for maintaining the sustainability of healthcare systems and reaching the
2030 Sustainable Development Goals. J. Health Soc. Sci. 2022, 7, 9–13. [CrossRef]

17. Gray-Stanley, J.A.; Muramatsu, N. Work stress, burnout, and social and personal resources among direct care workers. Res. Dev.
Disabil. 2011, 32, 1065–1074. [CrossRef]

18. Hickey, R. Prosocial motivation, stress and burnout among direct support workers. J. Appl. Res. Intellect. Disabil. 2014, 27, 134–144.
[CrossRef]

https://albertaaging.ca/futures-policy-forum-webinars/futures-policy-forum-webinar-6/
https://albertaaging.ca/futures-policy-forum-webinars/futures-policy-forum-webinar-6/
https://secure.cihi.ca/free_products/Caregiver_Distress_AIB_2010_EN.pdf
https://secure.cihi.ca/free_products/Caregiver_Distress_AIB_2010_EN.pdf
https://www.seniorsadvocatebc.ca/app/uploads/sites/4/2017/08/Caregivers-in-Distress-A-Growing-Problem-Final.pdf
https://www.seniorsadvocatebc.ca/app/uploads/sites/4/2017/08/Caregivers-in-Distress-A-Growing-Problem-Final.pdf
https://www.hqontario.ca/Portals/0/documents/system-performance/reality-caring-report-en.pdf
https://www.hqontario.ca/Portals/0/documents/system-performance/reality-caring-report-en.pdf
https://ontariocaregiver.ca/wp-content/uploads/2022/12/OCO-Spotlight-Report-English-Final.pdf
https://ontariocaregiver.ca/wp-content/uploads/2022/12/OCO-Spotlight-Report-English-Final.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/971115/Caring_as_a_social_determinant_report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/971115/Caring_as_a_social_determinant_report.pdf
https://www.caregiving.org/wp-content/uploads/2022/09/NAC_Chronic-Disease-Caregiving-Report_090722.pdf
https://www.caregiving.org/wp-content/uploads/2022/09/NAC_Chronic-Disease-Caregiving-Report_090722.pdf
https://doi.org/10.1186/s12877-022-03294-y
https://www.ncbi.nlm.nih.gov/pubmed/35962356
https://doi.org/10.1001/jamanetworkopen.2019.20092
https://www.ncbi.nlm.nih.gov/pubmed/31995218
https://doi.org/10.1016/j.jamda.2021.10.017
https://doi.org/10.1002/ajim.23351
https://www.ncbi.nlm.nih.gov/pubmed/35352369
https://doi.org/10.1097/HAP.0000000000000139
https://www.ncbi.nlm.nih.gov/pubmed/35670615
https://doi.org/10.1097/NNA.0000000000001155
https://doi.org/10.19204/2022/TCKL1
https://doi.org/10.1016/j.ridd.2011.01.025
https://doi.org/10.1111/jar.12058


Diseases 2023, 11, 65 15 of 16

19. Ryan, C.; Bergin, M.; Wells, J.S.G. Work-related stress and well-being of direct care workers in intellectual disability services: A
scoping review of the literature. Int. J. Dev. Disabil. 2019, 67, 1–22. [CrossRef]

20. Ward, A.; Buffalo, L.; McDonald, C.; L’Heureux, T.; Charles, L.; Pollard, C.; Tian, P.G.; Anderson, S.; Parmar, J. Three Perspectives
on the Experience of Support for Family Caregivers in First Nations Communities. Diseases 2023, 11, 47. [CrossRef] [PubMed]

21. Marchildon, G.; Allin, S.; Merkur, S. Canada Health System Review 2020; Marchildon, G.P., Allin, S., Mekur, S., Eds.; World Health
Organization: Copenhagen, Denmark, 2020; p. 200.

22. Indigenous Services Canada (ISC). Indigenous Health Care in Canada: Roles, Responsibilities and Legislation for Federal,
Provincial, Territorial and Indigenous Governments. Available online: https://www.sac-isc.gc.ca/eng/1626810177053/16268102
19482 (accessed on 16 April 2023).

23. Miller, M. Annual Report to Parliament 2020; Government of Canada: Ottawa, ON, Canada, 2020. Available online: https://www.
sac-isc.gc.ca/ForcePDFDownload?url=https%3a%2f%2fwww.sac-isc.gc.ca%2fDAM%2fDAM-ISC-SAC%2fDAM-TRNSPRCY%
2fSTAGING%2ftexte-text%2fannual-report-parliament-arp-report2020_1648059621383_eng.pdf (accessed on 6 March 2023).

24. Lenette, C. Participatory Action Research: Ethics and Decolonization; Oxford University Press: New York, NY, USA, 2022.
25. Racine, L.; Ford, H.; Johnson, L.; Fowler-Kerry, S. An integrative review of Indigenous informal caregiving in the context of

dementia care. J. Adv. Nurs. 2022, 78, 895–917. [CrossRef] [PubMed]
26. Iwama, M.; Marshall, M.; Marshall, A.; Bartlett, C. Two-eyed seeing and the language of healing in community-based research.

Can. J. Nativ. Educ. 2009, 32, 3–23.
27. Stewart, M.; Anderson, S. Indigenous children coping with environmental health risks. In Supporting Children and Their Families

Facing Health Inequities in Canada; Stewart, M.J., Ed.; University of Toronto Press: Toronto, ON, Canada, 2021; pp. 17–28.
28. Asselin, H.; Basile, S. Concrete ways to decolonize research. ACME 2018, 17, 643–650.
29. Evans, M.; Miller, A.; Hutchinson, P.; Dingwall, C. Decolonizing research practice: Indigenous methodologies, aboriginal methods,

and knowledge/knowing. In The Oxford Handbook of Qualitative Research; Leavy, P., Ed.; Oxford University Press: New York, NY,
USA, 2020; pp. 263–282. [CrossRef]

30. Cullen, D.; Castleden, H. Two-eyed-seeing/Etuaptmumk in the colonial archive: Reflections on participatory archival research.
Area 2022. [CrossRef]

31. Olson, K. Essentials of Qualitative Interviewing; Routledge: New York, NY, USA, 2011.
32. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
33. Braun, V.; Clarke, V. Can I use TA? Should I use TA? Should I not use TA? Comparing reflexive thematic analysis and other

pattern-based qualitative analytic approaches. Couns. Psychother. Res. 2021, 21, 37–47. [CrossRef]
34. Romanow, R. Building on Values: The Future of Healthcare in Canada. Final Report; National Library of Canada: Ottawa, ON, Canada,

2002; Available online: https://publications.gc.ca/collections/Collection/CP32-85-2002E.pdf (accessed on 6 March 2023).
35. Brazil, K.; Kassalainen, S.; Ploeg, J.; Marshall, D. Moral distress experienced by health care professionals who provide home-based

palliative care. Soc. Sci. Med. 2010, 71, 1687–1691. [CrossRef]
36. Williams, A.P.; Peckham, A.; Kuluski, K.; Lum, J.; Warrick, N.; Spalding, K.; Tam, T.; Bruce-Barrett, C.; Grasic, M.; Im, J. Caring for

caregivers: Challenging the assumptions. Healthc. Pap. 2015, 15, 8–21. [CrossRef]
37. Kemp, C.L. Caregiving as a public health issue: Framing policy discussions. Healthc. Pap. 2015, 15, 28–33. [CrossRef]
38. Bergmann, M.; Wagner, M. The Impact of COVID-19 on Informal Caregiving and Care Receiving Across Europe During the First

Phase of the Pandemic. Front. Public Health 2021, 9, 673874. [CrossRef] [PubMed]
39. Parmar, J.; Anderson, S.; Dobbs, B.; Tian, P.G.J.; Charles, L.; Triscott, J.; Stickney-Lee, J.; Brémault-Phillips, S.; Sereda, S.; Poole, L.

Neglected Needs of Family Caregivers during the COVID-19 Pandemic and What They Need Now: A Qualitative Study. Diseases
2021, 9, 70. [CrossRef]

40. Beach, S.R.; Schulz, R.; Donovan, H.; Rosland, A.M. Family Caregiving during the COVID-19 Pandemic. Gerontologist 2021,
61, 650–660. [CrossRef] [PubMed]

41. Gouldhawke, M. The Failure of Federal Indigenous Healthcare Policy in Canada; Yellowhead Institute: Edmonton, AB, Canada, 2021;
Available online: https://yellowheadinstitute.org/wp-content/uploads/2021/02/m-goldhawke-health-policy-yi-brief-2.2021
.pdf (accessed on 6 March 2023).

42. Benoit, C.; Hallgimsdottir, H. Valuing Care Work: Comparative Perspectives; University of Toronto Press: Toronto, ON, Canada, 2011.
[CrossRef]

43. England, P.; Folbre, N. The Cost of Caring. ANNALS Am. Acad. Political Soc. Sci. 1999, 561, 39–51. [CrossRef]
44. Ravenswood, K.; Harris, C. Doing Gender, Paying Low: Gender, Class and Work–Life Balance in Aged Care. Gend. Work. Organ.

2016, 23, 614–628. [CrossRef]
45. Bolis, M.; Parvez, A.; Holten, E.; Mugehera, L.; Abdo, N.; Moreno, M.J. Care in the time of Coronavirus: Why care work needs to

be at the centre of a post-COVID-19 feminist future. In Oxfam Briefing Paper; Oxfam International: Oxford, UK, 2020. [CrossRef]
46. Murdoch-Flowers, J.; Tremblay, M.C.; Hovey, R.; Delormier, T.; Gray-Donald, K.; Delaronde, E.; Macaulay, A.C. Understanding

how Indigenous culturally-based interventions can improve participants’ health in Canada. Health Promot. Int. 2019, 34, 154–165.
[CrossRef]

47. Chatzidakis, A.; Hakim, J.; Littler, J.; Rottenberg, C.; Segal, L. The Care Manifesto: The Politics of Interdependence; Verso Books:
London, UK, 2020.

https://doi.org/10.1080/20473869.2019.1582907
https://doi.org/10.3390/diseases11010047
https://www.ncbi.nlm.nih.gov/pubmed/36975596
https://www.sac-isc.gc.ca/eng/1626810177053/1626810219482
https://www.sac-isc.gc.ca/eng/1626810177053/1626810219482
https://www.sac-isc.gc.ca/ForcePDFDownload?url=https%3a%2f%2fwww.sac-isc.gc.ca%2fDAM%2fDAM-ISC-SAC%2fDAM-TRNSPRCY%2fSTAGING%2ftexte-text%2fannual-report-parliament-arp-report2020_1648059621383_eng.pdf
https://www.sac-isc.gc.ca/ForcePDFDownload?url=https%3a%2f%2fwww.sac-isc.gc.ca%2fDAM%2fDAM-ISC-SAC%2fDAM-TRNSPRCY%2fSTAGING%2ftexte-text%2fannual-report-parliament-arp-report2020_1648059621383_eng.pdf
https://www.sac-isc.gc.ca/ForcePDFDownload?url=https%3a%2f%2fwww.sac-isc.gc.ca%2fDAM%2fDAM-ISC-SAC%2fDAM-TRNSPRCY%2fSTAGING%2ftexte-text%2fannual-report-parliament-arp-report2020_1648059621383_eng.pdf
https://doi.org/10.1111/jan.15102
https://www.ncbi.nlm.nih.gov/pubmed/34806198
https://doi.org/10.1093/oxfordhb/9780190847388.013.18
https://doi.org/10.1111/area.12786
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1002/capr.12360
https://publications.gc.ca/collections/Collection/CP32-85-2002E.pdf
https://doi.org/10.1016/j.socscimed.2010.07.032
https://doi.org/10.12927/hcpap.2015.24401
https://doi.org/10.12927/hcpap.2015.24399
https://doi.org/10.3389/fpubh.2021.673874
https://www.ncbi.nlm.nih.gov/pubmed/34222177
https://doi.org/10.3390/diseases9040070
https://doi.org/10.1093/geront/gnab049
https://www.ncbi.nlm.nih.gov/pubmed/33847355
https://yellowheadinstitute.org/wp-content/uploads/2021/02/m-goldhawke-health-policy-yi-brief-2.2021.pdf
https://yellowheadinstitute.org/wp-content/uploads/2021/02/m-goldhawke-health-policy-yi-brief-2.2021.pdf
https://doi.org/10.3138/9781442689992
https://doi.org/10.1177/000271629956100103
https://doi.org/10.1111/gwao.12149
https://doi.org/10.21201/2020.6232
https://doi.org/10.1093/heapro/dax059


Diseases 2023, 11, 65 16 of 16

48. Funk, L.M.; Dansereau, L.; Novek, S. Carers as System Navigators: Exploring Sources, Processes and Outcomes of Structural
Burden. Gerontologist 2017, 59, 426–435. [CrossRef]

49. Funk, L.M. Relieving the Burden of Navigating Health and Social Services for Older Adults and Caregivers; IRPP Study 73; Institute for
Research on Public Policy: Montreal, QC, Canada, 2019. Available online: https://cnpea.ca/images/irpp_study_no_73_fr.pdf
(accessed on 6 March 2023).

50. Shi, J.; Chan, K.; Ferretti, L.; McCallion, P. Caregiving Load and Respite Service Use: A Comparison between Older Caregivers
and Younger Caregivers. J. Gerontol. Soc. Work. 2018, 61, 31–44. [CrossRef]

51. Littlechild, D. Submission of Maskwacis Cree to the Expert Mechanism on the Rights of Indigenous People Study on the Right to Health and
Indigenous Peoples with a Focus on Children and Youth; Maskwacis Cree Foundation: Maskwacis, AB, Canada, 2016. Available online:
https://www.ohchr.org/sites/default/files/Documents/Issues/IPeoples/EMRIP/Health/MaskwacisCree.pdf (accessed on
6 March 2023).

52. Phillipson, L.; Magee, C.; Jones, S.C. Why carers of people with dementia do not utilise out-of-home respite services. Health Soc.
Care Community 2013, 21, 411–422. [CrossRef]

53. Bourassa, C.; Hagel, M.; Legare, M.; Langan, J.; Keewatin, M.; Peigan, B.; McKay, R.; Hotomani, M.; Spencer, O. Community-based
respite care: Training caregivers and family to provide in-home care for Indigenous older adults living with dementia. Turt. Isl. J.
Indig. Health 2021, 1, 124–135. [CrossRef]

54. Government of Canada. Indigenous Peoples and Communities. Available online: https://www.rcaanc-cirnac.gc.ca/eng/110010
0013785/1529102490303 (accessed on 6 March 2023).

55. Sinclair, M. Truth and Reconciliation Commission of Canada: Calls to Action; Government of Canada: Ottawa, ON, Canada, 2015; p. 20.
Available online: https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf (accessed
on 6 March 2023).

56. Jacklin, K.; Strasser, R.; Peltier, I. From the community to the classroom: The Aboriginal health curriculum at the Northern
Ontario School of Medicine. Can. J. Rural. Med. 2014, 19, 143–150. [PubMed]

57. Jones, R.; Crowshoe, L.; Reid, P.; Calam, B.; Curtis, E.; Green, M.; Huria, T.; Jacklin, K.; Kamaka, M.; Lacey, C.; et al. Educating for
Indigenous Health Equity: An International Consensus Statement. Acad. Med. 2019, 94, 512–519. [CrossRef] [PubMed]

58. Engel, L.; Ajdukovic, M.; Bucholc, J.; McCaffrey, N. Valuation of Informal Care Provided to People Living With Dementia: A
Systematic Literature Review. Value Health 2021, 24, 1863–1870. [CrossRef] [PubMed]

59. Peña-Longobardo, L.M.; Oliva-Moreno, J. The Economic Value of Non-professional Care: A Europe-Wide Analysis. Int. J. Health
Policy Manag. 2022, 11, 2272–2286. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1093/geront/gnx175
https://cnpea.ca/images/irpp_study_no_73_fr.pdf
https://doi.org/10.1080/01634372.2017.1391364
https://www.ohchr.org/sites/default/files/Documents/Issues/IPeoples/EMRIP/Health/MaskwacisCree.pdf
https://doi.org/10.1111/hsc.12030
https://doi.org/10.33137/tijih.v1i2.36035
https://www.rcaanc-cirnac.gc.ca/eng/1100100013785/1529102490303
https://www.rcaanc-cirnac.gc.ca/eng/1100100013785/1529102490303
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf
https://www.ncbi.nlm.nih.gov/pubmed/25291039
https://doi.org/10.1097/ACM.0000000000002476
https://www.ncbi.nlm.nih.gov/pubmed/30277958
https://doi.org/10.1016/j.jval.2021.04.1283
https://www.ncbi.nlm.nih.gov/pubmed/34838285
https://doi.org/10.34172/ijhpm.2021.149

	Introduction 
	Working with First Nation Communities 
	Context 

	Materials and Methods 
	Participatory Action Research 
	Participant Recruitment 
	Data Collection 
	Analysis 

	Results 
	Recommendations to Care for Family Caregivers: Policy and Programs “Specific to Family Caregivers” 
	Care for Providers: “Our Supporters Need Support” 
	Recommendation 1: Support Providers’ Wellbeing: “There’s Nobody Supporting Them” 
	Recommendation 2: Retain and Recruit Providers: “We Have Some Wonderful People, We Don’t Have Enough” 
	Recommendation 3: Improve Orientation for New Providers: “Orientation Is Insufficient in Almost Every Sphere” 
	Recommendation 4: Offer Providers a Comprehensive Grounding in Cultural Awareness: “Grounded in Those Teachings of How to Treat Other People” 


	Discussion 
	Conclusions 
	References

