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ABSTRACT
Objectives  Chronic conditions represent an important 
source of major health issues among Indigenous People. 
The same applies to those, who live off-reserve and in 
urban areas. However, very few healthcare services are 
considered culturally safe, resulting in some avoidance of 
the public healthcare system. Our goal was to review the 
literature on culturally safe practices available to urban 
Indigenous People who suffer from chronic diseases.
Design  We conducted a scoping review to determine 
what culturally safe healthcare services are currently 
offered for the management of chronic conditions in urban 
Indigenous populations, to contribute to a tailored, holistic 
and safe space in mainstream healthcare systems.
Eligibility criteria  Peer-reviewed original research 
articles had to be published by 27 October 2020, in English 
or French.
Information source: In October 2020, we searched five 
academic databases (EBSCO, PsycArticles, SocINDEX, 
MEDLINE and PsycINFO) and also reviewed grey literature 
and the websites of organisations or governments. 
The data were extracted and collected in an EXCEL 
spreadsheet. Two reviewers independently screened 326 
titles and abstracts, followed by an independent evaluation 
of 48 full text articles. A total of 19 studies were included 
in this scoping review, as well as 5 websites/documents 
from the grey literature.
Results  In total, 19 studies were included in our analysis. 
We found that Elders, family and the assistance of an 
interpreter are crucial elements to include to make urban 
Indigenous feel safe when they seek healthcare services. 
With this scoping review, we report interventions that 
are successful in terms of healthcare delivery for this 
population. Our findings provide insight on what services 
should be in place in mainstream healthcare settings to 
create a culturally safe experience for urban Indigenous 
People.
Conclusions  In recent years, there appears to be a 
growing awareness of the need to provide culturally safe 
health services. This scoping review identified multiple 
strategies to promote cultural safety in this context, as well 
as barriers and facilitators to their implementation. These 
elements, which have been extensively documented in 
the literature, should be included in the chronic diseases 
management interventions to be developed by urban and 
primary care settings.

INTRODUCTION
Indigenous people are more likely to live 
with chronic diseases, such as cardiovascular 
diseases and diabetes, than non-Indigenous 
people.1–5 Lack of adequate self-management 
programmes, support for chronic health 
conditions and difficulty in accessing care, 
often result in poor health and ultimately, 
death.1 5 6 These factors lead to higher 
proportion of overweight and obesity, higher 
smoking and less physical activity.2 7

Historically, colonialism has had an impact 
on health disparities and inequities that 
Indigenous People still experience to this 
day.8 As for racial discrimination, the link 

Key points

What is already known on this topic
	⇒ The number of Indigenous People living in urban ar-
eas is increasing.

	⇒ Number of chronic diseases for Indigenous People is 
higher than in non-Indigenous people.

	⇒ Urban Indigenous people suffer from the lack of 
culturally appropriate services for management 
of chronic diseases and this leads to poor health 
outcomes.

What this study adds
	⇒ Interventions need to be culturally safe and are 
essential to prevent and manage chronic diseases 
among urban Indigenous People.

	⇒ Patient-reported outcomes and experience mea-
sures increase when using culturally safe interven-
tion in primary care.

How this study might affect research, practice 
and/or policy

	⇒ Primary care clinicians should be adequately 
trained to provide culturally safe services to urban 
Indigenous People.

	⇒ Decision-makers should provide human and finan-
cial resources to primary care clinics to enable them 
to use culturally safe interventions
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with one’s health status is documented and established 
as an important determinant of health.9 The concept of 
historical trauma refers to an intergenerational transmis-
sion of behaviours, unresolved grief and wounds, among 
other issues, that directly impact physical, emotional, 
mental and spiritual aspects of indigenous health.10 
Morbidity, multimorbidity (co-occurrence of two or 
more unrelated chronic diseases) and mortality rates are 
significantly higher in Indigenous populations than in 
non-Indigenous ones.5 11

Over the last few years, an increasing number of Indig-
enous People have chosen to live in cities, as high as 55% 
in some urban areas, whether it is to study or for work.12 13 
In addition, numbers are underestimated due to the diffi-
culty in reaching Indigenous populations to complete 
censuses.14 Indigenous People in urban areas are more 
likely to experience food insecurity and poverty than 
Indigenous People living in rural areas or on-reserve, as 
well as compared with non-Indigenous people.15

This migration to urban centres leads to increased 
primary healthcare needs since it increases the number 
of persons attended to in healthcare services. However, 
services offered in urban areas are not consistently appro-
priate for Indigenous People who often feel forgotten 
by the healthcare system.16 Moreover, cases where Indig-
enous People are verbally abused by staff in hospitals 
are reported regularly.17 In a study led by Poitras et al,16 
urban Indigenous participants admitted having reserva-
tions about consulting in the publicly funded healthcare 
services,18 fearing being bullied by hospital staff based 
on past experiences. Limited access to healthcare is an 
important social determinant of health.19 Moreover, gaps 
exist between quality of care provided to Indigenous 
People, as opposed to that of non-Indigenous.20 While 
some indigenous organisations, such as Native Friend-
ship Centres in Canada, provide culturally safe health 
and community services, this is still not common in 
mainstream healthcare systems. In a recent study, Trem-
blay et al21 described the concept of cultural safety in 
healthcare as a transformative approach. Through cultur-
ally safe healthcare services, Indigenous patients can 
expect their core values to be recognised and respected 
through an equitable partnership between both parties. 
Cultural safety means that health professionals consider 
and acknowledge the needs, rights and culture of their 
Indigenous patients. Because the indigenous view of 
health refers to holistic wellness, including the spiritual, 
physical, mental and emotional spheres,22 it sometimes 
conflicts with western primary care.18 23 Therefore, health-
care providers must include both indigenous and western 
perspectives in their approach to providing culturally safe 
care for Indigenous People.23

Thus, with a growing proportion of Indigenous People 
living in urban areas, the implementation of cultur-
ally safe healthcare is essential. Recent calls for action, 
launched by different indigenous organisations,24 outline 
the necessity of delivering culturally safe services, as well 
as the need for a shift in the approach to healthcare. 

Moreover, it has been demonstrated that the first steps 
toward reducing inequities in healthcare services are to 
implement and test interventions.25 In this sense, the 
objective of this scoping review was to report on culturally 
safe interventions for the management of chronic diseases 
among urban Indigenous People. This scoping review 
sought to examine types of interventions, proposed key 
elements to deliver culturally safe care, as well as reported 
facilitators and barriers.

METHODS
Patient and public involvement
Community members (Canapé and Bacon) were involved 
in the development of the research question, as imple-
menting culturally safe interventions in chronic disease 
prevention is one of their priorities. They were also 
involved in identifying sources of information by targeting 
relevant websites and in the knowledge transfer plan by 
proposing efficient strategies to disseminate results to 
their communities.

Protocol
We developed a search protocol based on the Preferred 
Reporting Items for Systematic Reviews and Meta-analyses 
extension for scoping reviews (PRISMA-ScR). We used the 
Population (P), Concept (C) and Context (C) approach, 
to define the search strategy and eligibility criteria 
(online supplemental table 1). The research question 
was ‘What are the culturally safe interventions (Concept) 
for the management of chronic diseases in primary care 
(Context), for Indigenous People living in an urban area 
(Population)?’ The PCC research question was discussed 
and validated by the authors. Specifically, we searched for 
culturally safe interventions in prevention and manage-
ment of chronic diseases (mental or physical) of urban 
Indigenous people provided by primary healthcare 
professionals.

Eligibility criteria
To be included in this study, articles had to present cultur-
ally safe interventions such as models of care, programmes, 
training for professionals, conceptual frameworks or any 
other actions leading to positive outcomes for Indige-
nous patients in the management of chronic diseases in 
primary care settings. Peer-reviewed original research 
articles had to be published by 27 October 2020, in 
English or French. All study designs were included except 
scoping and systematic reviews. We excluded articles for 
which we could not retrieve the full text through the 
Université de Sherbrooke library. From the perspective of 
a broader inclusion of sources, we searched for any grey 
literature related to our research question. Thus, two 
strategies were used to find additional data: (1) a custom-
ised Google search engine and (2) targeted websites. The 
inclusion criteria for the grey literature search were:

	► Most current version of the document (final or 
approved version).

https://dx.doi.org/10.1136/fmch-2022-001606
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	► Available in French or English.
	► Published by a government, professional association 

or an organisation representing Indigenous People.
	► Describing culturally appropriate methods to provide 

primary care in chronic diseases management.
	► Methods intended for urban Indigenous People.

Information sources and search
Five databases were searched: EBSCO, PsycArticles, 
SocINDEX, MEDLINE and PsycINFO. We used four main 
research concepts: ‘indigenous population’, ‘chronic 
disease’, ‘primary care’ and ‘cultural safety’. The exhaus-
tive list of terms used for each database is available in 
online supplemental file 1. A manual search of the bibliog-
raphy of relevant reviews identified by the initial searches 
was also performed. The results were imported into 
EndNote V.X7 (Clarivate Analytics, USA) for screening. 
For each internet search hit (5), we reviewed the first five 
pages by reading the titles and abstracts. The rationale 
behind the decision to screen the first five pages was to 
ensure that articles that were the most relevant would be 
captured. Moreover, by limiting to this number of pages, 
the articles to screen represented a reasonable number.26 
The coauthors then created an Excel spreadsheet where 
all potentially relevant records were imported for further 
examination.

Selection of sources of evidence
To ensure a common understanding of the exclusion 
criteria, the two principal reviewers (T Vaillancourt 
and Boudreault) screened the first 10 articles inde-
pendently and then discussed the results. Where there 
was insufficient or unclear information regarding the 
criteria, they discussed with a third reviewer (Poitras) to 
ensure common understanding. The exclusion criteria 
were then updated. Then, the two reviewers screened 
the titles and abstracts of the remaining articles in 
increments of 30 or 50, according to their schedule. 
The agreement rate of the reviewers was between 92% 
and 100%. There were no disagreements remaining 
after discussion.

Data charting process
The three reviewers (T Vaillancourt, Boudreault and 
Poitras) jointly developed an Excel data-charting form 
to select the variables to extract, and the Indigenous 
authors (Canapé and Bacon) of this paper participated 
in the discussion about the variables to be extracted from 
the texts. Two reviewers (T Vaillancourt and Boudreault) 
independently tested the chart by extracting data from 
two articles and having a discussion. Variables were 
added or removed according to this process. Each of 
the two reviewers performed the main extraction of half 
of the articles. Then, the second reviewer validated and 
improved the extraction of the other reviewer’s articles 
if necessary. A third reviewer (Poitras) validated the final 
extraction.

Data items
The final chart allowed the extraction of article charac-
teristics (eg, country in which the study was done, year 
of publication, language, study design, goals) and popu-
lation characteristics (eg, number of participants, age, 
sex ratio, type of chronic disease). Two reviewers (T Vail-
lancourt and Boudreault) also extracted data related 
to settings (context of primary care, number of clinics 
involved), interventions (type, tools used, name, cultural 
appropriateness, outcome measured), barriers and facil-
itators to implementation, and any other information 
deemed relevant. Moreover, they also performed a search 
of websites to inquire about any organisation, govern-
ment, or other, that offers healthcare services for chronic 
diseases using a culturally safe approach.

Synthesis of results
The research team completed a narrative synthesis of the 
interventions described in the articles included. Based on 
the expertise and needs of urban indigenous community 
members, represented by the two Indigenous coauthors 
(Canapé and Bacon), we classified these interventions 
according to the following categories: relationships, 
cultural landmarks, spirituality/holistic health and access. 
When reported in the papers, the barriers and facilitators 
in the implementation of these interventions to inform 
future work were listed. Based on our research team’s 
expertise, we also explored the data from the perspective 
of Indigenous People and healthcare professionals to 
identify differences or similarities.

RESULTS
Selection of sources of evidence
The research team conducted the search in October 2020 
and assessed 422 articles for eligibility. One hundred and 
five duplicates were removed from the list and the two 
independent reviewers forwarded 317 articles to titles 
and abstracts screening. After an independent screening 
of titles and abstracts by the reviewers, 46 articles were 
selected for full-text reading. Of these, 31 did not meet 
our inclusion criteria and were excluded. The reviewers 
excluded scoping and systematic reviews but screened 
their references to identify potentially relevant articles. 
Thus, four additional articles were added making a final 
total of 19 articles that were included for data extraction. 
For the grey literature internet search, 77 potentially rele-
vant websites/documents were found among the first five 
pages of results. After screening, five were kept for data 
extraction. Figure 1 presents the flow chart for the selec-
tion of sources of evidence.

Characteristics of the sources of evidence
All articles that were included in this scoping review 
had received ethic approval. All the included articles 
were published after 2008 and the number of articles 
increased with the year of publication (2008–2010 n=3; 
2011–2013 n=1; 2014–2016 n=6; 2017–2019 n=9). From 
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these studies, five (26%) used a qualitative design, seven 
(37%) a mixed-methods design, two (11%) were cohort 
studies, two (11%) were randomised control trials and 
one (5%) was a pilot study. Most studies (n=14; 74%) 
were conducted in Australia and New Zealand (online 
supplemental figure 1a), and interventions were mainly 
targeted to Torres Islanders and Aboriginal Australians 
(5/16; 31%) or Maori and Pacific Peoples (5/16; 38%). 
Most studies explored diabetes issues (n=9/15; 60%) and 
were single disease oriented (68%) (online supplemental 
figure 1b). Characteristics of included studies such as 
place of origin, study design, population and setting are 
presented in table 1. As for websites, we aimed to retrieve 
data from different organisations that provide culturally 
safe healthcare to urban Indigenous People. We identi-
fied five websites describing culturally safe interventions 
for chronic diseases of urban Indigenous Populations. 
More than half were government sites (3/5) and two were 
private or community organisation sites. Four referred to 
Canadian entities and one to Australian ones.

Results of individual sources of evidence
The studies and websites reported interventions, for the 
most part, in the form of programmes (n=8, 1 website), 
models of care (n=3, 2 websites),27–29 programmes of care 
(n=5, 1 website),30–34 training for clinicians (n=3)19 35 36 or 
patients (n=3),36–38 and frameworks guiding the delivery 
of culturally safe care (n=1, 1 website). They were all 
implemented in clinical settings to provide culturally 
safe care for Indigenous populations. The interventions 

reported involved mostly nurses (n=14),19 27–29 32–41 social 
workers or community workers (n=11),19 27 28 30 31 35 37–40 42 
physicians (n=9),19 28 29 32–35 41 43 coordinators (n=3),27 35 42 
administrative staff (n=4),32 34 35 40 dietitians (n=4),27 36 38 39 
managers (n=4),30 35 38 42 pharmacists (n=2),19 30 Elders 
(n=4),19 29 32 34 psychologists/psychiatrists (n=5).27 29 32 34 39 
All the interventions presented on the websites mentioned 
the involvement of interprofessional teams. Table 2 pres-
ents culturally safe interventions.

Synthesis of results
To enhance cultural safety of practices in chronic disease 
management in primary care, several types of inter-
ventions were used. First, educational interventions 
aimed at patients were reported such as the ‘DEFEND’ 
programme focusing on diabetes and its complications 
as described by Hotu et al37 or the Te Hauora O Ngati 
Rarua programme, a 6-week course about wellness and 
self-management education implemented by Janssen and 
Nelson.38 Other educational interventions were aimed at 
clinicians, such as ‘My Health Story’, which is a training 
programme composed of a toolkit and a booklet reported 
by Battersby et al.35 Some were intended for both patients 
and clinicians, such as the ‘Curriculum’ detailed in the 
Sinclair Ka’imi et al’s study.44 Some implemented models 
of care, such as He Pikinga Waiora28 that aims to increase 
access to podiatrists, provide frequent follow-ups with a 
nurse and give financial support to Indigenous patients. 
Several studies reported enhanced practices for clinicians 
following the intervention. For example, recognising 
culture as an interactive process, focusing on patient’s 
context and priorities, securing more time for interaction 
with patients43 and promoting collaborative work as solu-
tions to enhance practice.42

All the interventions had high acceptability among 
Indigenous participants and, although some did not have 
significant results on biological target values (eg, weight, 
high-density lipoprotein level), they all had positive results 
on patient-reported outcomes (PROMs) or patient-
reported experience measures (PREMs), which align 
with the indigenous vision of health. Feeling respected 
and supported was the most common PREM reported 
in the studies included.27 28 32 35 36 39 In the Battersby et 
al’s study, a training and booklet for self-management of 
chronic conditions was used by healthcare professionals 
and patients reported feeling supported, respected and 
understood, and able to discuss their concerns for the 
first time.35 Culturally safe interventions in care also influ-
enced PROMs, as reported by Askew et al, who used a 
home-based case management model that led to improve-
ments in the mental and emotional health of Indigenous 
patients.27 Battersby et al reported decreased stress and 
anxiety levels, improved social support and ability to 
manage prescription payments, and the ability to main-
tain a healthy diet and level of exercise.35 The inclu-
sion of Elders in the direct care of Indigenous patients 
reported in both of the studies by Hadjipavlou et al, led to 

Figure 1  Flow chart for the selection of sources of 
evidence.
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Table 1  Characteristics of the studies included

Author/year Objective Study design Coutrny/population

Askew
201627

To determine the feasibility, acceptability and appropriateness of 
the Home-based, outreach case management of chronic disease 
exploratory model of care.

Mixed-methods 
exploratory study, 
developmental 
evaluation approach

Australia
Aboriginal and Torres Strait 
Islander People

Bailie
201530

To examine how a national multicomponent programme aimed at 
improving prevention and management of chronic disease among 
Australian indigenous people addressed various dimensions of access.

Mixed-methods Australia
Aboriginal Australians

Battersby
201835

To increase capacity of Australia’s health workforce to support 
Australian Aboriginal people to self-manage their chronic conditions.

Mixed-methods Australia
Aboriginal Australians

Browne
201862

To enhance the capacity of healthcare organisations to provide care 
that is explicitly equity oriented.

Mixed-methods Canada
N/A

Conway
201731

To explore indigenous health workers’ perceptions of the effectiveness 
and appropriateness of the Flinders Closing the Gap Programme.

Case study Australia
Indigenous Health Workers

Coppell
201736

To examine the implementation and feasibility of a multilevel primary 
care nurse-led pre-diabetes life-style intervention compared with 
current practice on weight and glycated haemoglobin.

Mixed-methods New Zeland
Maori, Pacific

Crowshoe
201843

To describe Canadian physicians’ perspectives on diabetes care of 
Indigenous patients.

Qualitative study Canada
Physicians caring for Indigenous 
patients with diabetes

Freeman
201939

To investigate the implementation of comprehensive primary 
healthcare in Australia. This paper focuses on the role of group work in 
achieving the goals of comprehensive primary healthcare.

Mixed-methods Australia
Staff of primary 
healthcareservices, clients, 
clients with diabetes, clients with 
depression and practitioners

Gifford
201742

To examine how the primary and secondary prevention of chronic 
conditions is being modelled, practiced and measured in three case 
study sites; to define what short-term outcomes are being achieved; 
and to ensure findings from case studies inform wider health service 
development.

Case study New Zeland
N/A

Hadjpavilou
201832

To explore how encounters with elders affected patients’ overall 
mental health and well-being to identify the therapeutic mechanisms 
underlying improvement.

Qualitative study, 
prospective cohort

Canada
Adult indigenous with mental 
issues

Hayman
200940

To guide a series of changes to the service. Following further 
community participation and feedback, five key strategies were 
developed and implemented.

Mixed-methods Australia
Indigenous patients attending the 
Inala Indigenous Health Service 
(IIHS)

Hotu
201037

To determine whether an integrated, community-based model of 
care using culturally appropriate healthcare assistants to manage 
hypertension in Māori and Pacific patients with diabetes and chronic 
kidney disease is more effective than conventional care.

Randomised Control 
Trial

Australia
Patients of Māori, Tongan, 
Samoan, Cook Island Māori, 
Niuean and Tuvaluan ethnicity

Janssen
201438

To develop an understanding of how the Te Hauora O Ngāti Rārua 
programme provided a culturally appropriate service; to identify the 
salient features for Māori clients of having diabetes and attending 
this programme; and to identify the extent to which the programme 
contributed to an improvement in knowledge, diabetes monitoring, 
lifestyle behaviours and physiological outcome measures.

Mixed-methods case 
study

New Zeland
Maori

Levack
201633

To understand the experiences of Maori with chronic obstructive 
pulmonary disease (COPD), accessing pulmonary rehabilitation in New 
Zealand.

Qualitative study, 
grounded theory 
method, kaupapa 
Maori methodology

New Zeland
Maori

Masters-
Awatere
201928

To understand experiences of being diagnosed with pre-diabetes and 
diabetes for Maori.

Qualitative, 
participatory based 
research

New Zeland
Maori

Mehl-
Madrona
201029

To explore three models for providing care to patients with diabetes 
mellitus.

Pilot study USA
Native Americans

Sinclair 
Ka'imi
201344

To evaluate a culturally adapted community-based diabetes self-
management intervention.

Two-arm randomised 
controlled trial

USA
Native Hawaiian, Filipino, 
other Pacific islander ethnic 
backgrounds

Continued
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Author/year Objective Study design Coutrny/population

Tan
201441

To evaluate the effectiveness of a community-based intervention 
delivered through a community-based team, on the remission of 
albuminuria and on diabetes kidney disease progression.

2-year prospective 
uncontrolled cohort 
study

New Zeland
Pasifika (45 were Tongan, one 
Niuean and one Cook Islander)

Tu
201934

To determine whether including Indigenous Elders as part of routine 
primary care improves depressive symptoms and suicidal ideation in 
Indigenous patients

Prospective 
cohort study with 
quantitative measure

Canada
Adult indigenous with mental 
issues

N/A, not available.

Table 1  Continued

Table 2  Culturally safe interventions for the prevention and management of chronic diseases

Author Name of intervention Type of intervention

Askew27 Home-based: Outreach case 
Management of chronic disease 
Exploratory Study

Model of care

Bailie30 The Indigenous Chronic Disease 
Package

National multicomponent programme and 
framework

Battersby35 My health story Educational programme for clinicians 
(training and booklet)

Browne19 Equipping Primary Healthcare for Equity Educational programme for clinicians 
(training)

Conway31 The Flinders Closing the Gap 
Programme

Educational programme with booklet

Coppell36 The Pre-diabetes Intervention Package Educational programme for clinicians and 
patients

Crowshoe43 None Practice

Freeman39 None Support groups

Gifford42 National Public Health Partnership Practice

Hayman40 None Strategies for implementation

Hotu37 DElay Future End-stage Nephropathy 
due to Diabetes

Programme of care with an educational 
package for patients

Janssen38 Te Hauora O Ngati Rarua programme Educational programme for patients 
(training and coaching)

Levack33 Marae-based programme Programme of care

Masters-Awatere28 He Pikinga Waiora Model of care

Mehl-Madrona29 Shared care Model of care

Sinclair44 Partners in care Community-based programme of care 
with educational intervention for patients

Tan41 None Community-based programme of care

Tu and Hadjipavlou32 34 Elders programme Programme of care

www.mushkiki.com63 Anishnawbe Mushkiki Health Centre 
Programmes

Model of care

https://www.interiorhealth.ca64 Aboriginal self identification Practice

www.saskatoonhealthregion.ca65 First Nations and Métis health strategy Model of care

www.aihw.gov.au66 The Cultural Respect Framework 2016–
2026

Framework

www.vch.ca/your-care/aboriginal-health67 Primary care ‘hub’ for Aboriginal 
services

Programme of care

www.mushkiki.com
https://www.interiorhealth.ca
www.saskatoonhealthregion.ca
www.aihw.gov.au
www.vch.ca/your-care/aboriginal-health
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a decrease in suicidal thoughts and depressive symptoms 
among the Indigenous participants.32 34

Multiple strategies for cultural safety were employed to 
promote the success of the interventions presented by the 
authors of the articles selected for this scoping review. They 
are classified in five categories and presented in table 3. 
Briefly, the first category, relationships, refers to strategies 
that promote the development of trusting relationships 
between healthcare providers and Indigenous People 
such as the inclusion of the family in care.28 29 33 36 38 42 The 
second category, cultural landmarks, refers to concrete 
elements of indigenous culture that should be included 
in environments where Indigenous patients receive care, 
such as the inclusion of indigenous artwork in clinics.30 
Spirituality and holistic health, the third category, 
proposes strategies to provide more holistic care, and to 
consider the four dimensions of indigenous well-being 
(physical, emotional, mental and spiritual), including 

the use of prayers and songs.38 Access to healthcare, the 
last category, lists strategies to increase access to care of 
Indigenous patients such as offering transportation to 
clinics.33 37

While some practices tend to be facilitating in building 
good relationships and allowing cultural safety in the 
delivery of care, others can hamper it. Table 4 presents 
barriers and facilitators for Indigenous patients living 
in urban areas, for clinicians and for both, in the imple-
mentation of culturally safe interventions. According to 
Indigenous patients, components such as the absence of 
a holistic approach42 43 as well as discrimination31, jeop-
ardised effective healthcare. For clinicians, one of the 
reported barriers was the lack of support from govern-
ment42, managers and peers.35 From both the perspec-
tives of clinicians and patients, language37 42 and medical 
jargon hindered care.43 The only facilitator reported 
by both clinicians and patients were the recognition of 

Table 3  Strategies identified to promote cultural safety in chronic disease prevention and promotion

Relationships 	► Include the family for medical visits and for self-management (family’s responsibility rather than 
solely the individual’s)28 29 33 36 38 42 67

	► Include kinship and build strong and respectful relationships (crowshow)38 40 43 44

	► Ensure nonverbal responses are respectful40

	► Share meals with patients29

	► Accept Indigenous child behaviour40

	► Show interest in them and their lives27

	► Include grandchildren in care activities38

	► Spend adequate time with patients29 43

	► Avoid staff turn-over43

	► Hire Indigenous health providers and staff27 40

	► Invite other Indigenous people in group sessions33 38 39

	► Provide care with a staff trained for cultural safety19 41 43 66 67

Cultural landmarks 	► Have Indigenous cultural landmarks in clinics (eg, music, art pieces)30 33 40 66 and create a culturally 
familiar environment33

	► Use relevant and accessible wording31 33 35 38 44 and visuals31 44

	► Use pictorial layouts31 35 44

	► Offer health promotion bush trips39

	► Use storytelling and yarning approach29 31 44

Spirituality
and holistic health

	► Use indigenous traditional therapeutic approaches (eg, lomilomi (Hawaiian therapeutic massage) 
and medicine herbs)39 63–65 67

	► Focus on well-being rather than medical targets31 37 62

	► Focus on patient’s own goals27 43 and use a holistic approach27 37 38 43 63

	► Use Indigenous protocols and cultural processes, such as starting and ending meetings with prayer 
and songs29 38

	► Use smudging39 67

	► Not be constrained by Western models of disease33

	► Have an Elder involved (in medical visits or as a caregiver)29 32 34 35

	► Provide care at home37 41

Access to healthcare 	► Use technology (eg, audio-visual and social media) and electronic health tools to deliver health 
information at the time, in the place and in multiple formats and languages to meet consumers’ 
needs66

	► Make home visits (minimising the inconvenience and cost of having to travel to the clinic)27 37 41

	► Offer transportation to clinic, pharmacy, local laboratory for tests, etc33 37 65

	► Use relevant and accessible wording31 33 35 38 44 and translate health material65 66

	► Offer financial support for medication28 30 or drop it off to patients28

	► Cooperate with local pharmacy to ensure medication adherence41

	► Have an interpreter66 or indigenous liaison client representative65

	► Have an indigenous patient navigator64 67
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culture.38 42 43 In addition, patients are favourable to the 
use of community-based activities,40 44 while clinicians 
identified the reduction of caseloads36 42 and a demedi-
calised approach31 as facilitators. We observed no differ-
ences in intervention characteristics when we compared 
studies by country or population.

DISCUSSION
In this scoping review, the research team identified 19 
studies, published before 27 October 2020, and 5 websites 
describing culturally safe interventions for Indigenous 
populations. There were several culturally safe interven-
tions for chronic disease management in urban Indige-
nous populations that were implemented in primary care 
organisations. The interventions described took the form 
of educational programmes, models and programme 
of care, and frameworks, mostly targeted diabetes, were 
largely implemented in Australia or New Zealand, and 
involved nurses, physicians and social workers more than 
other professionals.

One of the findings of this scoping review is that even 
though chronic diseases in the form of multimorbidity are 
constantly increasing,45 the vast majority of the culturally 
safe interventions studied targeted a single disease, and 
few incorporated a global approach to care or multiple 
chronic conditions. However, the literature shows that 
a single disease approach to care provides fragmented, 
incomplete and even ineffective care46 47 and that inte-
grated care brings positive outcomes for patients.48 49 

Furthermore, as Indigenous patients are experiencing 
difficulties in navigating Western healthcare services, 
a single disease approach brings even more barriers. 
Indeed, with a global approach to care, the number of 
healthcare professionals involved in a patient’s trajectory 
is limited and allows Indigenous patients to build trusting 
relationships that are essential to cultural safety of care. 
Also, a single disease approach conflicts with indigenous 
cultural values related to holistic health.

In this scoping review, several interventions were in 
the form of educational interventions aimed not only 
at patients but also at healthcare professionals that 
lack training in cultural safety. This observation is in 
line with the literature.50 51 One of the key aspects of 
improving cultural safety in the delivery of care and 
services in primary care is the development of cultural 
competency of caregivers.52–54 Cultural awareness and 
training of healthcare professionals is the cornerstone 
of this process. By being more aware of Indigenous 
people’s history and culture, healthcare professionals 
will be able to include more easily elements of cultural 
safety in their practice, such as the inclusion of family, 
the use of appropriate visual aids, or the consideration 
of spirituality. This cultural competency increases the 
equity and quality of delivered care but also reduces 
broader healthcare inequities between Indigenous and 
non-Indigenous people.55 56 This is also consistent with 
the Etuaptmumk (two-eyed seeing) framework,57 which 
aims to use both Western and traditional strengths and 

Table 4  Barriers and facilitators in the implementation of culturally safe interventions

Patients Both Clinicians

Barriers 	► Negative past experiences of accessing 
care30

	► Staff turnover (loss of continuity of care 
and trust for patients)31 43

	► Inherent bombardment with referrals for 
patients newly diagnosed with diabetes31

	► Situations of power differentials43

	► Mistrust and fear of Western institutions43

	► Discrimination31

	► Lack of holistic approach42 43

	► Focus on following guidelines rather than 
on patient-centred approach32 43

	► Competing priorities27 31 44

	► Low food budget makes 
difficult to develop realistic 
and manageable goals36 43

	► Language barriers37 42 and 
excessive use of medical 
jargon43

	► Inconsistent levels of care 
after initial contact30 36 37

	► Lack of time35 37 38

	► Engaging clients or patients in the programme 
or in the use of the tool35

	► Lack of support from government42, managers 
and peers35

	► Resistance to change35

	► Misunderstanding role of interdisciplinary team 
members36

	► Family crises, lack of transportation and 
unemployment, drug and alcohol issues and 
mental illness of Indigenous patients31

	► Lack of basic understanding of sociocultural, 
historical and political contexts of Indigenous 
patients by colleagues43

	► Low education of Indigenous patients37

Facilitators 	► Support groups39

	► Community-based peer-led educational, 
cultural components44

	► Free medication41

	► Home visits37 41

	► Free or organised transport to clinic, 
pharmacy and local laboratory30 37

	► Community-based health activities40 
(walking or art groups)36

	► Use of self-management tools31

	► Family support31

	► Appropriate language31

	► Recognition of 
culture38 42 43

	► Staff within the clinics that challenge the status 
quo62

	► Requiring little technology and few healthcare 
resources44

	► Reduced caseload36 42

	► Promoting a collaborative way of working 
across sectors27 42

	► Patient-centred care43 and social 
determinants-based approach43

	► Securing more time in health service 
interactions43

	► Use of case conferences27

	► Demedicalised approach31
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knowledge so that the patient benefits from the advan-
tages of each.

This scoping review also strengthened the importance 
of Elders as traditional healers and guides for Indige-
nous People to maintain wellness and balance between 
the different spheres of holistic health. Elders’ experien-
tial knowledge is a valid and legitimate source of evidence 
in indigenous culture.58 59 They play an important part in 
implementing culturally safe practices. In Canada and even 
more in the Province of Quebec, Elders have very little pres-
ence in public primary care. In addition, they generally live 
in communities, and few are present in urban areas. Thus, 
access to their teachings and holistic care is limited in urban 
areas. Indigenous People must travel to their communities 
to access this traditional care. As urban Ondigenous popu-
lations are growing and getting younger, there is a need to 
think about ways to increase access to Elders. As identified in 
this scoping review, the active role of Elders in chronic disease 
prevention and promotion is a key strategy in promoting 
cultural safety. Although Elders are increasingly involved in 
primary healthcare delivery in some countries, they are not 
yet recognised as legitimate providers, at least in Canada.34 
This lack of recognition reduces their ability to provide 
culturally safe and indigenous-recognised health services in 
urban primary care. Government authorities could legislate 
this and recognise Elders as healthcare professionals in the 
same manner as a nurse or social worker. To facilitate this 
recognition, longitudinal studies are needed to explore the 
outcomes of Elders as primary care providers to support this 
innovative proposal with decision-makers.

Finally, we did not observe any real differences 
between populations or countries where the studies were 
conducted. Regardless of their origin, the basic principles 
of cultural safety are the same whether care is provided in 
urban or non-urban settings. On the other hand, despite 
similarities in historic and social determinants of health 
of Indigenous populations from Canada, Australia, New-
Zealand and the USA,60 the extent of the literature differs 
between these countries. This scoping review highlighted 
the lack of literature on contributions by Canada to 
implementing culturally safe interventions for Indige-
nous People living with chronic diseases in urban settings. 
Canada is still in the early stages of indigenous research in 
primary care. Indeed, Canada’s Tri-Council Policy State-
ment: Ethical Conduct for Research Involving Humans 
(TCPS 2), included for the first time a chapter on research 
involving First Nations, Inuit and Metis peoples in 2010. 
However, the Canadian Institutes of Health Research has 
committed since 2017 to investing a minimum of 4.6% 
of its annual budget on research aimed at improving the 
health of Indigenous People.61

Our article provides practical tools for family medicine 
and community health professionals who provide urban 
primary care to Indigenous People. This article provides 
concrete examples of interventions to improve cultural 
safety in care. It offers a starting point for thinking about 
how to implement culturally safe practices. PRISMA-ScR 
guidelines were used to report the scoping review findings 

and the study selection process was rigorous. Due to 
time constraints, the internet search was limited to the 
first five pages of results and therefore some sources of 
information may have been missed. The criteria of the 
search strategy are a limitation of our study. The selection 
of the search engine (EBSCO) and databases, as well as 
the research terms certainly influenced the list of articles 
obtained and again some data may have been missed. 
Finally, as indigenous people transmit their knowledge 
orally, we could had missed some culturally safe interven-
tions in our research.

CONCLUSION
This scoping review highlights the development and 
implementation of culturally safe interventions for 
chronic disease prevention and management among 
urban Indigenous People. The studies reviewed identified 
multiple and varied strategies to promote cultural safety 
in this context, as well as barriers and facilitators to their 
implementation. However, the study found that the inter-
ventions promoted more chronic disease management 
in favour of a holistic approach. In addition, our work 
also shows that there is a lack of support for the develop-
ment of professionals’ skills. Finally, the presence of an 
Elder is an essential condition in the context of chronic 
diseases that promotes recovery and global health. These 
elements, which are abundantly listed in the literature, 
could be included in the chronic disease management 
interventions that will be developed by urban and primary 
care settings.
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